
All three units of the Browns Ferry plant in Alabama were shut down in 1985 to address 
performance and management issues, but the reactors retained U.S. Nuclear Regulatory 
Commission (NRC) operating licenses. TVA agreed at the time that it would complete corrective 
actions and not restart any of the units without NRC concurrence. After TVA completed all the 
work involved with those corrective actions with NRC inspection and approval, Unit 2 was 
restarted in 1991 and Unit 3 was restarted in 1995.  NRC notified Tennessee Valley Authority 
officials in May of 2007 that the agency authorized the restart of Unit 1 at the Browns Ferry 
nuclear power plant, therefore there is no historical performance data prior to May 2007.  
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Browns Ferry 1 
2Q/2007 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Non-Conservative APRM/LPRM Gain Settings Result in Neutron Flux Setdown Setpoint in Excess of TS Limit 
(Section 1R15) 
Green. A self-revealing Green noncited violation was identified for a violation of Unit 1 Technical Specifications 
3.3.1.1.A.1 and Table 3.3.1.1-1, Function 2a, Reactor Protection System Instrumentation, on two separate occasions 
when Unit 1 entered Mode 2 on May 21 and 26, 2007, with non-conservative Average Power Range Monitor (APRM) 
and Local Power Range Monitor (LPRM) Gain Adjustment Factor (GAF) settings that resulted in the APRM Neutron 
Flux - High Setdown trip function exceeding the allowed TS setpoint limits. The nonconservative LPRM/APRM GAF 
settings were discovered as a result of the licensee’s inability to adjust APRMs beyond the current indicated power 
level during a calibration, but were properly set prior to Mode 1 operation. This finding was entered into the licensee’s 
corrective action program as PER 125408.  
 
This finding was considered to be greater than minor because it was associated with the configuration control attribute 
of the Mitigating Systems Cornerstone due to loss of control of critical gain settings that adversely affected operability 
of the high neutron flux trip (setdown) function of the neutron monitoring system. Furthermore, this finding exceeded 
a Technical Specifications limit. This finding was determined to be of very low safety significance because the APRM 
Neutron Flux - High Setdown trip function was only a backup or secondary scram function to the Intermediate Range 
Monitor (IRM) Neutron Flux - High function while in Mode 2, and no safety analyses took credit for the APRM 
Setdown function. Consequently, the finding did not result in a loss of a safety function (high neutron flux scram at 
low power) for a system or train. The cause of this finding was directly related to the aspect of “appropriately 
coordinating work activities” in the cross-cutting area of Human Performance (Work Control component) because the 
LPRM work scope for conducting the necessary post maintenance testing to ensure the gain settings were properly set 
was deferred without considering the potential operational impact. (Section 1R15)  
 
Inspection Report# : 2007003 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 31, 2007 



Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Perform Adequate Surveys. 
Two examples of a Green self-revealing non-cited violation of 10 CFR 20.1501(a)(2)(i) were identified for failure to 
conduct surveys that were reasonable under the circumstances to evaluate the magnitude and extent of radiation levels 
in areas where work was performed. On February 9 and 16, 2007, investigation into electronic dosimeter dose rate 
alarms, received during work activities, revealed dose rates in excess of those measured during pre-job surveys. Since 
the new dose rates exceeded the criteria for posting as a high radiation area, the licensee immediately posted and 
controlled these areas as high radiation areas. This finding was entered into the licensee’s corrective action program as 
PERs 119482 and 119829.  
 
This finding is more than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute 
of Program and Process, and it adversely affected the cornerstone objective because the failure to conduct adequate 
surveys did not 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 the failures to survey did not pose a substantial potential for over exposure and did not 
affect the ability to assess doses. The cause of the finding was directly related to the work activity coordination aspect 
of the human performance cross-cutting area because pre-job radiological surveys were inadequate to apprise 
personnel of plant conditions that affected work activities. 
Inspection Report# : 2007002 (pdf)  

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. 
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Browns Ferry 1 
3Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unisolable Electro-hydraulic Control System Leak Due To Improperly Installed Compression Fitting Causes 
Unit 1 Reactor Scram 
Green. A Green self-revealing finding was identified for poor work practices and inadequate licensee oversight. This 
allowed for the improper installation of a critical compression fitting on the Unit 1 Electro-Hydraulic Control (EHC) 
system that caused an unisolable EHC leak which directly resulted in a manual reactor scram. Inspections were 
subsequently performed to identify any other improperly installed compression fittings on EHC lines throughout the 
EHC system. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
(PER) 125288.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of supervisory and management oversight of contractor activities in the area of Human Performance; in 
that inadequate oversight of contractor activities allowed for poor installation practices and a lack of communication 
of human error prevention techniques for maintenance on non-quality related systems like the EHC system. These less 
than adequate oversight and work practices resulted in the failure of a critical compression fitting which directly 
resulted in a reactor scram (H.4(c)). (Section 4OA3.4) 
Inspection Report# : 2007004 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Reactor Trip Function on Turbine Stop Valve Closure Not Enabled at 30% Rated Thermal Power 
Green. A Green self-revealing noncited violation of Unit 1 Technical Specifications (TS) 3.3.1.1 and Table 3.3.1.1-1, 
Reactor Protection System Instrumentation, Function 8, Turbine Stop Valve Closure and Function 9, Turbine Control 
Valve Fast Closure - Trip Oil Pressure Low, was identified. During Unit 1 startup on June 3, 2007, these trips were 
not enabled when the reactor reached 30% Reactor Thermal Power (RTP) as required by TS. An operator workaround 
was established to manually enable the reactor trip on turbine trip before reactor power was increased above 30% 
power. This finding was entered into the licensee’s corrective action program as PER 125755.  
 
This finding was considered to be greater than minor because it was associated with the Design Control attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the availability of 
systems that respond to initiating events. The error in the calculation of 1st Stage Turbine Pressure’s relation to 
reactor power established a non-conservative setpoint following a modification to the high pressure turbine which 
inappropriately allowed bypassing of a required trip function of the reactor protection system beyond 30% RTP. This 
finding was determined to be of very low safety significance because the reactor trip was unavailable for only a very 
limited power band (30-34% RTP) and the function of the high dome pressure trip was available to mitigate the 
consequences of a turbine trip at low reactor power. The cause of this finding was directly related to the cross-cutting 



aspect of complete, accurate and up-to-date design documentation, procedures, and work packages in the area of 
Human Performance; in that the work scope for conducting the necessary post maintenance testing was inadequate to 
ensure the set point armed the trip prior to reaching 30% RTP (H.2(c)). (Section 4OA3.6) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Moisture Separator Level Control System Failure Due To Improperly Installed Compression Fitting Causes 
Unit 1 Reactor Scram 
Green. A Green self-revealing finding was identified for poor work practices and inadequate oversight that allowed 
for the improper installation of a critical compression fitting on the Feedwater Heater and Moisture Separator Level 
Control panel that caused the 1A2 level control system to fail, directly resulting in a reactor scram. All compression 
fittings on the Unit 1 Main Feedwater Heater, Moisture Separator, and Main Steam control panels were subsequently 
checked and tightened as necessary. This finding was entered into the licensee’s corrective action program as PERs 
126049 and 126054.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of supervisory and management oversight of contractor activities in the area of Human Performance; in 
that inadequate oversight of contractor activities allowed for poor installation practices and inadequate leak checks 
that resulted in the failure of a critical compression fitting which directly led to a reactor scram (H.4(c)). (Section 
4OA3.7) 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Non-Conservative APRM/LPRM Gain Settings Result in Neutron Flux Setdown Setpoint in Excess of TS Limit 
(Section 1R15) 
Green. A self-revealing Green noncited violation was identified for a violation of Unit 1 Technical Specifications 
3.3.1.1.A.1 and Table 3.3.1.1-1, Function 2a, Reactor Protection System Instrumentation, on two separate occasions 
when Unit 1 entered Mode 2 on May 21 and 26, 2007, with non-conservative Average Power Range Monitor (APRM) 
and Local Power Range Monitor (LPRM) Gain Adjustment Factor (GAF) settings that resulted in the APRM Neutron 
Flux - High Setdown trip function exceeding the allowed TS setpoint limits. The nonconservative LPRM/APRM GAF 
settings were discovered as a result of the licensee’s inability to adjust APRMs beyond the current indicated power 
level during a calibration, but were properly set prior to Mode 1 operation. This finding was entered into the licensee’s 
corrective action program as PER 125408.  
 
This finding was considered to be greater than minor because it was associated with the configuration control attribute 
of the Mitigating Systems Cornerstone due to loss of control of critical gain settings that adversely affected operability 
of the high neutron flux trip (setdown) function of the neutron monitoring system. Furthermore, this finding exceeded 
a Technical Specifications limit. This finding was determined to be of very low safety significance because the APRM 
Neutron Flux - High Setdown trip function was only a backup or secondary scram function to the Intermediate Range 
Monitor (IRM) Neutron Flux - High function while in Mode 2, and no safety analyses took credit for the APRM 
Setdown function. Consequently, the finding did not result in a loss of a safety function (high neutron flux scram at 
low power) for a system or train. The cause of this finding was directly related to the aspect of “appropriately 
coordinating work activities” in the cross-cutting area of Human Performance (Work Control component) because the 
LPRM work scope for conducting the necessary post maintenance testing to ensure the gain settings were properly set 
was deferred without considering the potential operational impact. (Section 1R15)  
 
Inspection Report# : 2007003 (pdf)  



Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Perform Adequate Surveys. 
Two examples of a Green self-revealing non-cited violation of 10 CFR 20.1501(a)(2)(i) were identified for failure to 
conduct surveys that were reasonable under the circumstances to evaluate the magnitude and extent of radiation levels 
in areas where work was performed. On February 9 and 16, 2007, investigation into electronic dosimeter dose rate 
alarms, received during work activities, revealed dose rates in excess of those measured during pre-job surveys. Since 
the new dose rates exceeded the criteria for posting as a high radiation area, the licensee immediately posted and 
controlled these areas as high radiation areas. This finding was entered into the licensee’s corrective action program as 
PERs 119482 and 119829.  
 
This finding is more than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute 
of Program and Process, and it adversely affected the cornerstone objective because the failure to conduct adequate 
surveys did not 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 the failures to survey did not pose a substantial potential for over exposure and did not 
affect the ability to assess doses. The cause of the finding was directly related to the work activity coordination aspect 
of the human performance cross-cutting area because pre-job radiological surveys were inadequate to apprise 
personnel of plant conditions that affected work activities. 
Inspection Report# : 2007002 (pdf)  

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 
Last modified : December 07, 2007 



Browns Ferry 1 
4Q/2007 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unisolable Electro-hydraulic Control System Leak Due To Improperly Installed Compression Fitting Causes 
Unit 1 Reactor Scram 
Green. A Green self-revealing finding was identified for poor work practices and inadequate licensee oversight. This 
allowed for the improper installation of a critical compression fitting on the Unit 1 Electro-Hydraulic Control (EHC) 
system that caused an unisolable EHC leak which directly resulted in a manual reactor scram. Inspections were 
subsequently performed to identify any other improperly installed compression fittings on EHC lines throughout the 
EHC system. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
(PER) 125288.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of supervisory and management oversight of contractor activities in the area of Human Performance; in 
that inadequate oversight of contractor activities allowed for poor installation practices and a lack of communication 
of human error prevention techniques for maintenance on non-quality related systems like the EHC system. These less 
than adequate oversight and work practices resulted in the failure of a critical compression fitting which directly 
resulted in a reactor scram (H.4(c)). (Section 4OA3.4) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Moisture Separator Level Control System Failure Due To Improperly Installed Compression Fitting Causes 
Unit 1 Reactor Scram 
Green. A Green self-revealing finding was identified for poor work practices and inadequate oversight that allowed 
for the improper installation of a critical compression fitting on the Feedwater Heater and Moisture Separator Level 
Control panel that caused the 1A2 level control system to fail, directly resulting in a reactor scram. All compression 
fittings on the Unit 1 Main Feedwater Heater, Moisture Separator, and Main Steam control panels were subsequently 
checked and tightened as necessary. This finding was entered into the licensee’s corrective action program as PERs 
126049 and 126054.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of supervisory and management oversight of contractor activities in the area of Human Performance; in 
that inadequate oversight of contractor activities allowed for poor installation practices and inadequate leak checks 
that resulted in the failure of a critical compression fitting which directly led to a reactor scram (H.4(c)). (Section 
4OA3.7) 
Inspection Report# : 2007004 (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 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)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Reactor Trip Function on Turbine Stop Valve Closure Not Enabled at 30% Rated Thermal Power 
Green. A Green self-revealing noncited violation of Unit 1 Technical Specifications (TS) 3.3.1.1 and Table 3.3.1.1-1, 
Reactor Protection System Instrumentation, Function 8, Turbine Stop Valve Closure and Function 9, Turbine Control 
Valve Fast Closure - Trip Oil Pressure Low, was identified. During Unit 1 startup on June 3, 2007, these trips were 
not enabled when the reactor reached 30% Reactor Thermal Power (RTP) as required by TS. An operator workaround 
was established to manually enable the reactor trip on turbine trip before reactor power was increased above 30% 
power. This finding was entered into the licensee’s corrective action program as PER 125755.  
 
This finding was considered to be greater than minor because it was associated with the Design Control attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the availability of 
systems that respond to initiating events. The error in the calculation of 1st Stage Turbine Pressure’s relation to 
reactor power established a non-conservative setpoint following a modification to the high pressure turbine which 



inappropriately allowed bypassing of a required trip function of the reactor protection system beyond 30% RTP. This 
finding was determined to be of very low safety significance because the reactor trip was unavailable for only a very 
limited power band (30-34% RTP) and the function of the high dome pressure trip was available to mitigate the 
consequences of a turbine trip at low reactor power. The cause of this finding was directly related to the cross-cutting 
aspect of complete, accurate and up-to-date design documentation, procedures, and work packages in the area of 
Human Performance; in that the work scope for conducting the necessary post maintenance testing was inadequate to 
ensure the set point armed the trip prior to reaching 30% RTP (H.2(c)). (Section 4OA3.6) 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Non-Conservative APRM/LPRM Gain Settings Result in Neutron Flux Setdown Setpoint in Excess of TS Limit 
(Section 1R15) 
Green. A self-revealing Green noncited violation was identified for a violation of Unit 1 Technical Specifications 
3.3.1.1.A.1 and Table 3.3.1.1-1, Function 2a, Reactor Protection System Instrumentation, on two separate occasions 
when Unit 1 entered Mode 2 on May 21 and 26, 2007, with non-conservative Average Power Range Monitor (APRM) 
and Local Power Range Monitor (LPRM) Gain Adjustment Factor (GAF) settings that resulted in the APRM Neutron 
Flux - High Setdown trip function exceeding the allowed TS setpoint limits. The nonconservative LPRM/APRM GAF 
settings were discovered as a result of the licensee’s inability to adjust APRMs beyond the current indicated power 
level during a calibration, but were properly set prior to Mode 1 operation. This finding was entered into the licensee’s 
corrective action program as PER 125408.  
 
This finding was considered to be greater than minor because it was associated with the configuration control attribute 
of the Mitigating Systems Cornerstone due to loss of control of critical gain settings that adversely affected operability 
of the high neutron flux trip (setdown) function of the neutron monitoring system. Furthermore, this finding exceeded 
a Technical Specifications limit. This finding was determined to be of very low safety significance because the APRM 
Neutron Flux - High Setdown trip function was only a backup or secondary scram function to the Intermediate Range 
Monitor (IRM) Neutron Flux - High function while in Mode 2, and no safety analyses took credit for the APRM 
Setdown function. Consequently, the finding did not result in a loss of a safety function (high neutron flux scram at 
low power) for a system or train. The cause of this finding was directly related to the aspect of “appropriately 
coordinating work activities” in the cross-cutting area of Human Performance (Work Control component) because the 
LPRM work scope for conducting the necessary post maintenance testing to ensure the gain settings were properly set 
was deferred without considering the potential operational impact. (Section 1R15)  
 
Inspection Report# : 2007003 (pdf)  

Barrier Integrity 

Significance:  Oct 09, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Recognize an Inoperable RCIC Steam Flow Isolation Instrument 
A green self-revealing non-cited violation (NCV) of Technical Specification (TS) 3.3.6.1 was identified for failing to 
recognize an inoperable Reactor Core Isolation Cooling (RCIC) steam flow isolation instrument resulting  
in exceeding the TS allowed outage time. The licensee entered the deficiency into their CAP for resolution.  
 
This finding is greater than minor because it affected the ability of the licensee to ensure reactor containment isolation 
following a break in the RCIC turbine steam line and is associated with the Barrier Integrity cornerstone and the 
respective attribute of configuration control. The finding is of very low safety significance (Green) because it did not 
represent a degradation of the barrier function of the control room, did not represent an actual open pathway in the 
physical integrity of the reactor containment, or involve an actual reduction in defense-in-depth for the atmospheric 
pressure control or hydrogen control functions of the reactor containment. The finding directly involved the cross-



cutting area of Human Performance under the correct labeling of components aspect of the Resources component; in 
that the licensee failed to ensure adequate work instructions and correct labeling were implemented. This directly 
contributed to the failure of craftsmen and quality control personnel to identify the improperly installed instruments 
[H.2(c)]. 
Inspection Report# : 2007008 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Mar 31, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Two Examples of Failure to Perform Adequate Surveys. 
Two examples of a Green self-revealing non-cited violation of 10 CFR 20.1501(a)(2)(i) were identified for failure to 
conduct surveys that were reasonable under the circumstances to evaluate the magnitude and extent of radiation levels 
in areas where work was performed. On February 9 and 16, 2007, investigation into electronic dosimeter dose rate 
alarms, received during work activities, revealed dose rates in excess of those measured during pre-job surveys. Since 
the new dose rates exceeded the criteria for posting as a high radiation area, the licensee immediately posted and 
controlled these areas as high radiation areas. This finding was entered into the licensee’s corrective action program as 
PERs 119482 and 119829.  
 
This finding is more than minor because it is associated with the Occupational Radiation Safety Cornerstone attribute 
of Program and Process, and it adversely affected the cornerstone objective because the failure to conduct adequate 
surveys did not 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 the failures to survey did not pose a substantial potential for over exposure and did not 
affect the ability to assess doses. The cause of the finding was directly related to the work activity coordination aspect 
of the human performance cross-cutting area because pre-job radiological surveys were inadequate to apprise 
personnel of plant conditions that affected work activities. 
Inspection Report# : 2007002 (pdf)  

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)  

Last modified : February 04, 2008 



Browns Ferry 1 
1Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions To Resolve Leaking Recirculation Flow Transmitter Fitting Resulted In Unit 1 
Reactor Scram 
The inspectors identified a Green noncited violation of 10 CFR 50, Appendix B, Criterion XVI, for untimely 
corrective actions to ensure that repairs were initiated to correct the Unit 1 Recirculation System flow transmitter 
fitting 1-FT-68-81B prior to the failure and subsequent Neutron Monitoring system (NMS) initiated reactor trip signal 
and reactor scram that occurred on August 11, 2007. The compression fitting for FT-68-81B was repaired prior to 
reactor startup. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
(PER) 132061.  
 
This finding was considered to be greater than minor because it was associated with the Equipment performance 
attribute of the Initiating Events Cornerstone, and adversely affected the cornerstone objective to limit the likelihood 
of events that upset plant stability. However, this finding was determined to have a very low safety significance 
(Green) because the finding did not contribute to the likelihood that mitigation equipment or functions would not be 
available following a reactor trip. This finding contained a cross-cutting aspect in the area of Problem Identification 
and Resolution, in that, the licensee did not take appropriate corrective actions to address safety issues and adverse 
trends in a timely manner, commensurate with their safety significance and complexity (P.1.(d)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Unisolable EHC Leak Due To Fretting From Missing Pipe Support Isolator Blocks Caused Unit 1 Reactor 
Scram 
A Green self-revealing finding was identified for inadequate pre-startup walkdowns of the Unit 1 Electro-Hydraulic 
Control (EHC) system that failed to identify critical pipe support components were missing from an EHC line which 
directly resulted in a manual reactor scram due to an unisolable EHC leak caused by fretting. Inspections and 
walkdowns were subsequently performed by the licensee to verify all other EHC pipe supports were properly 
configured. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
129791.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of having a low threshold for accurately identifying problems in the area of Problem Identification and 
Resolution (Corrective Action component) because inadequate walkdowns during the system return to operation 
process failed to identify missing structural support isolator blocks that resulted in a fretting failure of a critical EHC 
line which directly led to reactor scram (P.1(a)) 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 



Untimely Corrective Actions To Resolve Moisture Separator Level Switch Vulnerabilities Resulted In Unit 1 
Reactor Scram 
A Green self-revealing finding was identified for incomplete and untimely corrective actions that allowed for a repeat 
Unit 1 turbine trip and reactor scram due to previously identified oversized moisture separator high level dump valves. 
The stems of these moisture separator dump valves were subsequently modified to limit their travel and thereby 
restrict flow. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
131878.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attribute of Design 
Control, 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 evaluated using Phase 1 
of the At-Power SDP, and was determined to be of very low safety significance (Green) 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 appropriate and timely corrective action in the cross-
cutting area of Problem Identification and Resolution (Corrective Action component) because interim actions to 
mitigate the impact of previously identified oversized moisture separator high level dump valves were not 
implemented in a timely manner (P.1(d)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unisolable Electro-hydraulic Control System Leak Due To Improperly Installed Compression Fitting Causes 
Unit 1 Reactor Scram 
Green. A Green self-revealing finding was identified for poor work practices and inadequate licensee oversight. This 
allowed for the improper installation of a critical compression fitting on the Unit 1 Electro-Hydraulic Control (EHC) 
system that caused an unisolable EHC leak which directly resulted in a manual reactor scram. Inspections were 
subsequently performed to identify any other improperly installed compression fittings on EHC lines throughout the 
EHC system. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
(PER) 125288.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of supervisory and management oversight of contractor activities in the area of Human Performance; in 
that inadequate oversight of contractor activities allowed for poor installation practices and a lack of communication 
of human error prevention techniques for maintenance on non-quality related systems like the EHC system. These less 
than adequate oversight and work practices resulted in the failure of a critical compression fitting which directly 
resulted in a reactor scram (H.4(c)). (Section 4OA3.4) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Moisture Separator Level Control System Failure Due To Improperly Installed Compression Fitting Causes 
Unit 1 Reactor Scram 
Green. A Green self-revealing finding was identified for poor work practices and inadequate oversight that allowed 
for the improper installation of a critical compression fitting on the Feedwater Heater and Moisture Separator Level 
Control panel that caused the 1A2 level control system to fail, directly resulting in a reactor scram. All compression 
fittings on the Unit 1 Main Feedwater Heater, Moisture Separator, and Main Steam control panels were subsequently 
checked and tightened as necessary. This finding was entered into the licensee’s corrective action program as PERs 
126049 and 126054.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of supervisory and management oversight of contractor activities in the area of Human Performance; in 
that inadequate oversight of contractor activities allowed for poor installation practices and inadequate leak checks 
that resulted in the failure of a critical compression fitting which directly led to a reactor scram (H.4(c)). (Section 
4OA3.7) 
Inspection Report# : 2007004 (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 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)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Reactor Trip Function on Turbine Stop Valve Closure Not Enabled at 30% Rated Thermal Power 
Green. A Green self-revealing noncited violation of Unit 1 Technical Specifications (TS) 3.3.1.1 and Table 3.3.1.1-1, 
Reactor Protection System Instrumentation, Function 8, Turbine Stop Valve Closure and Function 9, Turbine Control 
Valve Fast Closure - Trip Oil Pressure Low, was identified. During Unit 1 startup on June 3, 2007, these trips were 



not enabled when the reactor reached 30% Reactor Thermal Power (RTP) as required by TS. An operator workaround 
was established to manually enable the reactor trip on turbine trip before reactor power was increased above 30% 
power. This finding was entered into the licensee’s corrective action program as PER 125755.  
 
This finding was considered to be greater than minor because it was associated with the Design Control attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the availability of 
systems that respond to initiating events. The error in the calculation of 1st Stage Turbine Pressure’s relation to 
reactor power established a non-conservative setpoint following a modification to the high pressure turbine which 
inappropriately allowed bypassing of a required trip function of the reactor protection system beyond 30% RTP. This 
finding was determined to be of very low safety significance because the reactor trip was unavailable for only a very 
limited power band (30-34% RTP) and the function of the high dome pressure trip was available to mitigate the 
consequences of a turbine trip at low reactor power. The cause of this finding was directly related to the cross-cutting 
aspect of complete, accurate and up-to-date design documentation, procedures, and work packages in the area of 
Human Performance; in that the work scope for conducting the necessary post maintenance testing was inadequate to 
ensure the set point armed the trip prior to reaching 30% RTP (H.2(c)). (Section 4OA3.6) 
Inspection Report# : 2007004 (pdf)  

Significance:  Jun 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Non-Conservative APRM/LPRM Gain Settings Result in Neutron Flux Setdown Setpoint in Excess of TS Limit 
(Section 1R15) 
Green. A self-revealing Green noncited violation was identified for a violation of Unit 1 Technical Specifications 
3.3.1.1.A.1 and Table 3.3.1.1-1, Function 2a, Reactor Protection System Instrumentation, on two separate occasions 
when Unit 1 entered Mode 2 on May 21 and 26, 2007, with non-conservative Average Power Range Monitor (APRM) 
and Local Power Range Monitor (LPRM) Gain Adjustment Factor (GAF) settings that resulted in the APRM Neutron 
Flux - High Setdown trip function exceeding the allowed TS setpoint limits. The nonconservative LPRM/APRM GAF 
settings were discovered as a result of the licensee’s inability to adjust APRMs beyond the current indicated power 
level during a calibration, but were properly set prior to Mode 1 operation. This finding was entered into the licensee’s 
corrective action program as PER 125408.  
 
This finding was considered to be greater than minor because it was associated with the configuration control attribute 
of the Mitigating Systems Cornerstone due to loss of control of critical gain settings that adversely affected operability 
of the high neutron flux trip (setdown) function of the neutron monitoring system. Furthermore, this finding exceeded 
a Technical Specifications limit. This finding was determined to be of very low safety significance because the APRM 
Neutron Flux - High Setdown trip function was only a backup or secondary scram function to the Intermediate Range 
Monitor (IRM) Neutron Flux - High function while in Mode 2, and no safety analyses took credit for the APRM 
Setdown function. Consequently, the finding did not result in a loss of a safety function (high neutron flux scram at 
low power) for a system or train. The cause of this finding was directly related to the aspect of “appropriately 
coordinating work activities” in the cross-cutting area of Human Performance (Work Control component) because the 
LPRM work scope for conducting the necessary post maintenance testing to ensure the gain settings were properly set 
was deferred without considering the potential operational impact. (Section 1R15)  
 
Inspection Report# : 2007003 (pdf)  

Barrier Integrity 

Significance:  Oct 09, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Recognize an Inoperable RCIC Steam Flow Isolation Instrument 
A green self-revealing non-cited violation (NCV) of Technical Specification (TS) 3.3.6.1 was identified for failing to 
recognize an inoperable Reactor Core Isolation Cooling (RCIC) steam flow isolation instrument resulting  
in exceeding the TS allowed outage time. The licensee entered the deficiency into their CAP for resolution. 



 
This finding is greater than minor because it affected the ability of the licensee to ensure reactor containment isolation 
following a break in the RCIC turbine steam line and is associated with the Barrier Integrity cornerstone and the 
respective attribute of configuration control. The finding is of very low safety significance (Green) because it did not 
represent a degradation of the barrier function of the control room, did not represent an actual open pathway in the 
physical integrity of the reactor containment, or involve an actual reduction in defense-in-depth for the atmospheric 
pressure control or hydrogen control functions of the reactor containment. The finding directly involved the cross-
cutting area of Human Performance under the correct labeling of components aspect of the Resources component; in 
that the licensee failed to ensure adequate work instructions and correct labeling were implemented. This directly 
contributed to the failure of craftsmen and quality control personnel to identify the improperly installed instruments 
[H.2(c)]. 
Inspection Report# : 2007008 (pdf)  

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 
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)  

Last modified : June 05, 2008 



Browns Ferry 1 
2Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions To Resolve Leaking Recirculation Flow Transmitter Fitting Resulted In Unit 1 
Reactor Scram 
The inspectors identified a Green noncited violation of 10 CFR 50, Appendix B, Criterion XVI, for untimely 
corrective actions to ensure that repairs were initiated to correct the Unit 1 Recirculation System flow transmitter 
fitting 1-FT-68-81B prior to the failure and subsequent Neutron Monitoring system (NMS) initiated reactor trip signal 
and reactor scram that occurred on August 11, 2007. The compression fitting for FT-68-81B was repaired prior to 
reactor startup. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
(PER) 132061.  
 
This finding was considered to be greater than minor because it was associated with the Equipment performance 
attribute of the Initiating Events Cornerstone, and adversely affected the cornerstone objective to limit the likelihood 
of events that upset plant stability. However, this finding was determined to have a very low safety significance 
(Green) because the finding did not contribute to the likelihood that mitigation equipment or functions would not be 
available following a reactor trip. This finding contained a cross-cutting aspect in the area of Problem Identification 
and Resolution, in that, the licensee did not take appropriate corrective actions to address safety issues and adverse 
trends in a timely manner, commensurate with their safety significance and complexity (P.1.(d)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Unisolable EHC Leak Due To Fretting From Missing Pipe Support Isolator Blocks Caused Unit 1 Reactor 
Scram 
A Green self-revealing finding was identified for inadequate pre-startup walkdowns of the Unit 1 Electro-Hydraulic 
Control (EHC) system that failed to identify critical pipe support components were missing from an EHC line which 
directly resulted in a manual reactor scram due to an unisolable EHC leak caused by fretting. Inspections and 
walkdowns were subsequently performed by the licensee to verify all other EHC pipe supports were properly 
configured. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
129791.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of having a low threshold for accurately identifying problems in the area of Problem Identification and 
Resolution (Corrective Action component) because inadequate walkdowns during the system return to operation 
process failed to identify missing structural support isolator blocks that resulted in a fretting failure of a critical EHC 
line which directly led to reactor scram (P.1(a)) 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 



Untimely Corrective Actions To Resolve Moisture Separator Level Switch Vulnerabilities Resulted In Unit 1 
Reactor Scram 
A Green self-revealing finding was identified for incomplete and untimely corrective actions that allowed for a repeat 
Unit 1 turbine trip and reactor scram due to previously identified oversized moisture separator high level dump valves. 
The stems of these moisture separator dump valves were subsequently modified to limit their travel and thereby 
restrict flow. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
131878.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attribute of Design 
Control, 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 evaluated using Phase 1 
of the At-Power SDP, and was determined to be of very low safety significance (Green) 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 appropriate and timely corrective action in the cross-
cutting area of Problem Identification and Resolution (Corrective Action component) because interim actions to 
mitigate the impact of previously identified oversized moisture separator high level dump valves were not 
implemented in a timely manner (P.1(d)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unisolable Electro-hydraulic Control System Leak Due To Improperly Installed Compression Fitting Causes 
Unit 1 Reactor Scram 
Green. A Green self-revealing finding was identified for poor work practices and inadequate licensee oversight. This 
allowed for the improper installation of a critical compression fitting on the Unit 1 Electro-Hydraulic Control (EHC) 
system that caused an unisolable EHC leak which directly resulted in a manual reactor scram. Inspections were 
subsequently performed to identify any other improperly installed compression fittings on EHC lines throughout the 
EHC system. This finding was entered into the licensee’s corrective action program as Problem Evaluation Report 
(PER) 125288.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of supervisory and management oversight of contractor activities in the area of Human Performance; in 
that inadequate oversight of contractor activities allowed for poor installation practices and a lack of communication 
of human error prevention techniques for maintenance on non-quality related systems like the EHC system. These less 
than adequate oversight and work practices resulted in the failure of a critical compression fitting which directly 
resulted in a reactor scram (H.4(c)). (Section 4OA3.4) 
Inspection Report# : 2007004 (pdf)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Moisture Separator Level Control System Failure Due To Improperly Installed Compression Fitting Causes 
Unit 1 Reactor Scram 
Green. A Green self-revealing finding was identified for poor work practices and inadequate oversight that allowed 
for the improper installation of a critical compression fitting on the Feedwater Heater and Moisture Separator Level 
Control panel that caused the 1A2 level control system to fail, directly resulting in a reactor scram. All compression 
fittings on the Unit 1 Main Feedwater Heater, Moisture Separator, and Main Steam control panels were subsequently 
checked and tightened as necessary. This finding was entered into the licensee’s corrective action program as PERs 
126049 and 126054.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human 
Performance, 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 cross-
cutting aspect of supervisory and management oversight of contractor activities in the area of Human Performance; in 
that inadequate oversight of contractor activities allowed for poor installation practices and inadequate leak checks 
that resulted in the failure of a critical compression fitting which directly led to a reactor scram (H.4(c)). (Section 
4OA3.7) 
Inspection Report# : 2007004 (pdf)  

Mitigating Systems 

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 procedure to assure functionally of the watertight doors (H.4
(b)).  
 
Inspection Report# : 2008003 (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)  

Significance:  Sep 30, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Reactor Trip Function on Turbine Stop Valve Closure Not Enabled at 30% Rated Thermal Power 
Green. A Green self-revealing noncited violation of Unit 1 Technical Specifications (TS) 3.3.1.1 and Table 3.3.1.1-1, 
Reactor Protection System Instrumentation, Function 8, Turbine Stop Valve Closure and Function 9, Turbine Control 
Valve Fast Closure - Trip Oil Pressure Low, was identified. During Unit 1 startup on June 3, 2007, these trips were 
not enabled when the reactor reached 30% Reactor Thermal Power (RTP) as required by TS. An operator workaround 
was established to manually enable the reactor trip on turbine trip before reactor power was increased above 30% 
power. This finding was entered into the licensee’s corrective action program as PER 125755.  
 
This finding was considered to be greater than minor because it was associated with the Design Control attribute of 
the Mitigating Systems Cornerstone and adversely affected the cornerstone objective to ensure the availability of 
systems that respond to initiating events. The error in the calculation of 1st Stage Turbine Pressure’s relation to 
reactor power established a non-conservative setpoint following a modification to the high pressure turbine which 
inappropriately allowed bypassing of a required trip function of the reactor protection system beyond 30% RTP. This 
finding was determined to be of very low safety significance because the reactor trip was unavailable for only a very 
limited power band (30-34% RTP) and the function of the high dome pressure trip was available to mitigate the 
consequences of a turbine trip at low reactor power. The cause of this finding was directly related to the cross-cutting 
aspect of complete, accurate and up-to-date design documentation, procedures, and work packages in the area of 
Human Performance; in that the work scope for conducting the necessary post maintenance testing was inadequate to 
ensure the set point armed the trip prior to reaching 30% RTP (H.2(c)). (Section 4OA3.6) 
Inspection Report# : 2007004 (pdf)  

Barrier Integrity 

Significance:  Oct 09, 2007 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Recognize an Inoperable RCIC Steam Flow Isolation Instrument 
A green self-revealing non-cited violation (NCV) of Technical Specification (TS) 3.3.6.1 was identified for failing to 
recognize an inoperable Reactor Core Isolation Cooling (RCIC) steam flow isolation instrument resulting  
in exceeding the TS allowed outage time. The licensee entered the deficiency into their CAP for resolution.  
 
This finding is greater than minor because it affected the ability of the licensee to ensure reactor containment isolation 
following a break in the RCIC turbine steam line and is associated with the Barrier Integrity cornerstone and the 
respective attribute of configuration control. The finding is of very low safety significance (Green) because it did not 
represent a degradation of the barrier function of the control room, did not represent an actual open pathway in the 
physical integrity of the reactor containment, or involve an actual reduction in defense-in-depth for the atmospheric 
pressure control or hydrogen control functions of the reactor containment. The finding directly involved the cross-



cutting area of Human Performance under the correct labeling of components aspect of the Resources component; in 
that the licensee failed to ensure adequate work instructions and correct labeling were implemented. This directly 
contributed to the failure of craftsmen and quality control personnel to identify the improperly installed instruments 
[H.2(c)]. 
Inspection Report# : 2007008 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Conspicuously Post, Barricade, and Control Access to a High Radiation Area During Power 
Ascension 
A Green, self-revealing non-cited violation of Technical Specification (TS) 5.7.1 was identified for the licensee’s 
failure to conspicuously post, barricade, and control access to a high radiation area (HRA) with dose rates not 
exceeding 1.0 rem per hour at 30 centimeters from the source. On June 13, 2007, operations personnel raised Unit 1 
reactor power from 25 percent rated thermal power (RTP) to 34 percent RTP, resulting in general area dose rates in 
the Unit 1 turbine building moisture separator room increasing to greater than 100 millirem/hour (mrem/hr), making it 
an HRA. But contrary to TS 5.7.1., the room was posted and controlled as a radiation area at the time of the power 
increase. Three individuals working in the room received electronic dosimeter dose rate alarms of 140 mrem/hr, 212 
mrem/hr, and 215 mrem/hr. Once the change in radiological conditions was recognized, radiological control personnel 
immediately posted and controlled the work area as an HRA. The finding was entered into the licensee’s corrective 
action program as Problem Evaluation Report 126211.  
 
This finding was more than minor because it was associated with the Occupational Radiation Safety cornerstone 
attribute of exposure control and it affected the associated cornerstone objective because the failure to post, barricade, 
and control access to an HRA did not ensure the adequate protection of worker health and safety from exposure to 
radiation. The finding was evaluated using the Occupational Radiation Safety Significance Determination Process and 
was determined to be of very low safety significance because the finding did not involve a substantial potential for 
overexposure and did not affect the ability to assess dose. The cause of this finding was directly related to the work 
activity coordination cross-cutting aspect in the work control component of the Human Performance cross-cutting area 
because operations and health physicists personnel failed to effectively communicate and coordinate the activities 
associated with the power increase (H.3(b)).  
 
Inspection Report# : 2008003 (pdf)  

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 
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)  

Last modified : August 29, 2008 



Browns Ferry 1 
3Q/2008 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely Corrective Actions To Resolve Leaking Recirculation Flow Transmitter Fitting Resulted In Unit 1 Reactor Scram 
The inspectors identified a Green noncited violation of 10 CFR 50, Appendix B, Criterion XVI, for untimely corrective actions to ensure that 
repairs were initiated to correct the Unit 1 Recirculation System flow transmitter fitting 1-FT-68-81B prior to the failure and subsequent 
Neutron Monitoring system (NMS) initiated reactor trip signal and reactor scram that occurred on August 11, 2007. The compression fitting 
for FT-68-81B was repaired prior to reactor startup. This finding was entered into the licensee’s corrective action program as Problem 
Evaluation Report (PER) 132061.  
 
This finding was considered to be greater than minor because it was associated with the Equipment performance attribute of the Initiating 
Events Cornerstone, and adversely affected the cornerstone objective to limit the likelihood of events that upset plant stability. However, this 
finding was determined to have a very low safety significance (Green) because the finding did not contribute to the likelihood that mitigation 
equipment or functions would not be available following a reactor trip. This finding contained a cross-cutting aspect in the area of Problem 
Identification and Resolution, in that, the licensee did not take appropriate corrective actions to address safety issues and adverse trends in a 
timely manner, commensurate with their safety significance and complexity (P.1.(d)). 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Unisolable EHC Leak Due To Fretting From Missing Pipe Support Isolator Blocks Caused Unit 1 Reactor Scram 
A Green self-revealing finding was identified for inadequate pre-startup walkdowns of the Unit 1 Electro-Hydraulic Control (EHC) system 
that failed to identify critical pipe support components were missing from an EHC line which directly resulted in a manual reactor scram due 
to an unisolable EHC leak caused by fretting. Inspections and walkdowns were subsequently performed by the licensee to verify all other 
EHC pipe supports were properly configured. This finding was entered into the licensee’s corrective action program as Problem Evaluation 
Report 129791.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attributes of Human Performance, 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 cross-cutting aspect of having a low threshold for accurately identifying problems in the area of Problem Identification 
and Resolution (Corrective Action component) because inadequate walkdowns during the system return to operation process failed to identify 
missing structural support isolator blocks that resulted in a fretting failure of a critical EHC line which directly led to reactor scram (P.1(a)) 
Inspection Report# : 2007005 (pdf)  

Significance:  Dec 31, 2007 
Identified By: NRC 
Item Type: FIN Finding 
Untimely Corrective Actions To Resolve Moisture Separator Level Switch Vulnerabilities Resulted In Unit 1 Reactor Scram 
A Green self-revealing finding was identified for incomplete and untimely corrective actions that allowed for a repeat Unit 1 turbine trip and 
reactor scram due to previously identified oversized moisture separator high level dump valves. The stems of these moisture separator dump 
valves were subsequently modified to limit their travel and thereby restrict flow. This finding was entered into the licensee’s corrective action 
program as Problem Evaluation Report 131878.  
 
This finding is greater than minor because it is associated with the Initiating Event Cornerstone attribute of Design Control, 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 evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance 
(Green) 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 appropriate and timely corrective action in the cross-cutting area of 
Problem Identification and Resolution (Corrective Action component) because interim actions to mitigate the impact of previously identified 
oversized moisture separator high level dump valves were not implemented in a timely manner (P.1(d)). 
Inspection Report# : 2007005 (pdf)  



Mitigating Systems 

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 procedure to assure functionally of the watertight doors (H.4(b)).  
 
Inspection Report# : 2008003 (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 

Significance:  Oct 09, 2007 



Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Recognize an Inoperable RCIC Steam Flow Isolation Instrument 
A green self-revealing non-cited violation (NCV) of Technical Specification (TS) 3.3.6.1 was identified for failing to recognize an inoperable 
Reactor Core Isolation Cooling (RCIC) steam flow isolation instrument resulting  
in exceeding the TS allowed outage time. The licensee entered the deficiency into their CAP for resolution.  
 
This finding is greater than minor because it affected the ability of the licensee to ensure reactor containment isolation following a break in 
the RCIC turbine steam line and is associated with the Barrier Integrity cornerstone and the respective attribute of configuration control. The 
finding is of very low safety significance (Green) because it did not represent a degradation of the barrier function of the control room, did not 
represent an actual open pathway in the physical integrity of the reactor containment, or involve an actual reduction in defense-in-depth for 
the atmospheric pressure control or hydrogen control functions of the reactor containment. The finding directly involved the cross-cutting 
area of Human Performance under the correct labeling of components aspect of the Resources component; in that the licensee failed to ensure 
adequate work instructions and correct labeling were implemented. This directly contributed to the failure of craftsmen and quality control 
personnel to identify the improperly installed instruments [H.2(c)]. 
Inspection Report# : 2007008 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Conspicuously Post, Barricade, and Control Access to a High Radiation Area During Power Ascension 
A Green, self-revealing non-cited violation of Technical Specification (TS) 5.7.1 was identified for the licensee’s failure to conspicuously 
post, barricade, and control access to a high radiation area (HRA) with dose rates not exceeding 1.0 rem per hour at 30 centimeters from the 
source. On June 13, 2007, operations personnel raised Unit 1 reactor power from 25 percent rated thermal power (RTP) to 34 percent RTP, 
resulting in general area dose rates in the Unit 1 turbine building moisture separator room increasing to greater than 100 millirem/hour 
(mrem/hr), making it an HRA. But contrary to TS 5.7.1., the room was posted and controlled as a radiation area at the time of the power 
increase. Three individuals working in the room received electronic dosimeter dose rate alarms of 140 mrem/hr, 212 mrem/hr, and 215 
mrem/hr. Once the change in radiological conditions was recognized, radiological control personnel immediately posted and controlled the 
work area as an HRA. The finding was entered into the licensee’s corrective action program as Problem Evaluation Report 126211.  
 
This finding was more than minor because it was associated with the Occupational Radiation Safety cornerstone attribute of exposure control 
and it affected the associated cornerstone objective because the failure to post, barricade, and control access to an HRA did not ensure the 
adequate protection of worker health and safety from exposure to radiation. The finding was evaluated using the Occupational Radiation 
Safety Significance Determination Process and was determined to be of very low safety significance because the finding did not involve a 
substantial potential for overexposure and did not affect the ability to assess dose. The cause of this finding was directly related to the work 
activity coordination cross-cutting aspect in the work control component of the Human Performance cross-cutting area because operations 
and health physicists personnel failed to effectively communicate and coordinate the activities associated with the power increase (H.3(b)).  
 
Inspection Report# : 2008003 (pdf)  

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 04, 2008 



Browns Ferry 1 
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:  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)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Conspicuously Post, Barricade, and Control Access to a High Radiation Area During Power 
Ascension 
A Green, self-revealing non-cited violation of Technical Specification (TS) 5.7.1 was identified for the licensee’s 
failure to conspicuously post, barricade, and control access to a high radiation area (HRA) with dose rates not 
exceeding 1.0 rem per hour at 30 centimeters from the source. On June 13, 2007, operations personnel raised Unit 1 
reactor power from 25 percent rated thermal power (RTP) to 34 percent RTP, resulting in general area dose rates in 
the Unit 1 turbine building moisture separator room increasing to greater than 100 millirem/hour (mrem/hr), making it 
an HRA. But contrary to TS 5.7.1., the room was posted and controlled as a radiation area at the time of the power 
increase. Three individuals working in the room received electronic dosimeter dose rate alarms of 140 mrem/hr, 212 
mrem/hr, and 215 mrem/hr. Once the change in radiological conditions was recognized, radiological control personnel 
immediately posted and controlled the work area as an HRA. The finding was entered into the licensee’s corrective 
action program as Problem Evaluation Report 126211.  
 
This finding was more than minor because it was associated with the Occupational Radiation Safety cornerstone 
attribute of exposure control and it affected the associated cornerstone objective because the failure to post, barricade, 
and control access to an HRA did not ensure the adequate protection of worker health and safety from exposure to 
radiation. The finding was evaluated using the Occupational Radiation Safety Significance Determination Process and 
was determined to be of very low safety significance because the finding did not involve a substantial potential for 
overexposure and did not affect the ability to assess dose. The cause of this finding was directly related to the work 
activity coordination cross-cutting aspect in the work control component of the Human Performance cross-cutting area 
because operations and health physicists personnel failed to effectively communicate and coordinate the activities 
associated with the power increase (H.3(b)).  
 
Inspection Report# : 2008003 (pdf)  

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 
Significance: N/A Dec 31, 2008 
Identified By: NRC 
Item Type: FIN Finding 
95002 Supplemental Inspection Report Summary 
The Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess the licensee’s 
evaluations associated with the Unit 1 Initiating Events Cornerstone performance indicator (PI) for Unplanned Scrams 
per 7000 Critical Hours having been in the Yellow performance band. Unit 1 restarted on May 21, 2007, after a 22 
year shutdown. Pursuant to NRC letter to Tennessee Valley Authority, dated December 6, 2007, this PI was to be 
considered valid with the data reported at the end of the 4th quarter 2007. At that time, this PI was in the Yellow 
performance band due to the limited number of hours the reactor had been critical and the five unplanned reactor 
scrams which had occurred. As a result, with the reporting of 4th quarter 2007 PI data, Unit 1 was in the Degraded 
Cornerstone column of the NRC’s Action Matrix.  
 
The inspection team determined that the licensee performed a comprehensive review of each of the reactor scrams 
individually. Revised root cause evaluations for each of the scrams appropriately evaluated the root and contributing 
causes, addressed the extent of condition and cause, and assessed safety culture. Corrective actions identified for the 
scrams, extent of cause, and identified safety culture weakness were found to be sufficient to address the root causes 
and contributing causes.  
 
The inspection team found that the licensee had performed an adequate common cause review of the five scrams and a 



safety culture assessment. The licensee concluded that an “unhealthy safety culture,” with respect to the decision 
making, work control, human performance and problem identification and resolution areas, was a common cause to 
the scrams. This environment was principally associated with the completion of Unit 1 pre-restart and restart 
activities. Furthermore, the licensee concluded that once this environment was established, it continued to manifest 
itself during operation and maintenance of the subject systems after restart. The inspection team determined that the 
licensee had taken adequate interim measures to address the undesirable environment while long term corrective 
actions were being implemented. The inspection team also determined that the safety culture issues had not involved 
reluctance by plant personnel to bring potential safety issues to management’s attention.  
 
The inspection team performed a review of a licensee self-assessment which reviewed the actions taken to address the 
five scrams, the extent of condition and cause, the identified corrective actions, and performed an assessment of safety 
culture. The inspection team assessed that the licensee’s review was adequate and that appropriate actions were taken 
or planned as a result of adverse conditions and weaknesses identified by the self-assessment.  
 
In addition to assessing the licensee’s evaluations, the inspection team performed an independent extent of condition 
and extent of cause review and a focused inspection of the site safety culture. Overall, the inspection team concluded 
that the licensee’s cause and corrective actions established or planned to improve site performance were adequate, that 
an adequate extent of condition and extent of cause was performed, and that safety culture issues were appropriately 
identified. Adequate interim measures were taken for corrective action program implementation issues identified by 
the licensee’s common cause extent of condition evaluation.  
 
Based upon the inspection results, no findings of significance were identified. The inspection team observed some 
corrective action program procedure implementation deficiencies which were entered into the licensee’s corrective 
action program for resolution.  
 
This inspection completed the NRC reactive inspection activities associated with the Unit 1 Yellow PI for Unplanned 
Scram per 7000 Critical Hours. The PI returned to the White performance band and Green performance band in the 
first and second quarters of calendar year 2008, respectively.  
 
Inspection Report# : 2008010 (pdf)  

Significance: N/A Oct 24, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Problem identification Assessment results 
The team concluded that, in general, problems were identified, evaluated, prioritized, and corrected. The licensee was 
adequate at identifying problems and entering them into the corrective action program (CAP) for resolution. The 
licensee maintained a reasonable threshold for identifying problems as evidenced by the large number of Problem 
Evaluation Reports (PERs) entered annually into the CAP, management expectation that all personnel are encouraged 
to initiate a PER for any deficiency noted, and CAP procedures requiring all personnel initiate PERs to document 
Significant Conditions Adverse to Quality (SCAQs), Conditions Adverse to Quality (CAQs), and potential items for 
improvement. However, some deficiencies were identified by the inspection team of issues not previously entered into 
the CAP. Generally, the licensee prioritized and evaluated issues, formal root cause evaluations for significant 
problems were adequate, and corrective actions specified for problems were acceptable. Overall, corrective actions 
developed and implemented for issues were generally effective. However, the team also identified examples where 
corrective actions were not effective.  
 
The team determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and generally, appropriate corrective actions were developed to address these issues. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, and plant operations. However, the team found examples where operating experience 
was not adequately addressed.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors did not 
identify any reluctance by workers to report safety concerns, or utilize the corrective action program.  
 



The team determined that corrective actions implemented, and planned to be implemented, to address the substantive 
cross-cutting issue in problem identification and resolution identified by the NRC in its annual assessment letter dated 
March 3, 2008, were appropriate. The team  
noted that the only corrective action to prevent recurrence for one of the common causes may not be sufficient to 
prevent recurrence. However, there were several other corrective actions  
credited from other PERs already implemented to address this common cause which the team considered to be 
appropriate. Additionally, a root cause evaluation team has been chartered to determine if any other corrective actions 
should be taken.  
 
Inspection Report# : 2008007 (pdf)  

Last modified : April 07, 2009 



Browns Ferry 1 
1Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Oct 28, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unit 1 RPV Flange Leak Due To Lack of Prompt Identification and Resolution 
Green. A Green self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified for not 
promptly identifying and correcting a condition adverse to quality associated with steam cuts and/or defects in the 
Unit 1 reactor pressure vessel (RPV) flange that resulted in increased unidentified reactor coolant system (RCS) 
leakage during Cycle 7 operation. The Unit 1 RPV head and flange surfaces were repaired during the following 
refueling outage. This finding was entered into the licensee's corrective action program (CAP) as Problem Evaluation 
Report 155705.  
 
This finding was greater than minor because it was associated with the Initiating Event Cornerstone attribute of 
Equipment Performance, and adversely affected the cornerstone objective to limit the likelihood of those events that 
upset plant stability during at power operations. The finding was determined to be of very low safety significance 
(Green) because the maximum unidentified RCS leakage from the Unit 1 RPV flange leak was much less than the 
Technical Specification limit for unidentified RCS leakage of 5 gpm and would not have affected other mitigation 
systems resulting in a total loss of their safety function. No cross-cutting aspect was assigned to this issue because the 
direct cause was not considered as indicative of current performance due to improvements in the CAP since this issue 
occurred.  
 
Inspection Report# : 2009002 (pdf)  

Mitigating Systems 

Significance:  Mar 21, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Causes Loss of Unit 1 RHR System Safety Function (Section 1R22) 
Inadequate Surveillance Procedure Causes Loss of Unit 1 RHR System Safety Function  
Green. A self-revealing non-cited violation of Technical Specification 5.4.1, "Procedures", was identified for an 
incorrect Unit 1 surveillance procedure that instructed technicians to install a jumper in the wrong location which 
resulted in the inadvertent lockout of the Loop II residual heat removal (RHR) pumps automatic start feature while the 
Loop I RHR pumps were removed from service for testing. The improperly installed jumper resulted in the RHR 
system being unable to perform its safety function. The immediate corrective actions for this event included removal 
of the jumper to restore the automatic start feature of the RHR Loop II pumps, revision to the surveillance procedure 
to reflect the correct location for the jumper, and completion of the surveillance. This finding was entered into the 
licensee’s corrective action program as Problem Evaluation Report 166487.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems Cornerstone 
attribute of Procedure Quality and adversely affected the associated cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. A Phase 2 
analysis was performed because the event represented a loss of the RHR system safety function. The Phase 2 analysis 
using Appendix A, Technical Basis for At-Power Significance Determination Process, of IMC 0609 determined that 



the finding was of very low safety significance (Green). The cause of this finding was directly related to the cross 
cutting area of Problem Identification and Resolution and the aspect of thorough evaluation of identified problems 
because a prior licensee-identified procedural discrepancy regarding the location of this jumper was not adequately 
evaluated and resolved to ensure the jumper would be installed in the correct circuit (P.1(c)).  
 
Inspection Report# : 2009002 (pdf)  

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:  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)  



Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to Conspicuously Post, Barricade, and Control Access to a High Radiation Area During Power 
Ascension 
A Green, self-revealing non-cited violation of Technical Specification (TS) 5.7.1 was identified for the licensee’s 
failure to conspicuously post, barricade, and control access to a high radiation area (HRA) with dose rates not 
exceeding 1.0 rem per hour at 30 centimeters from the source. On June 13, 2007, operations personnel raised Unit 1 
reactor power from 25 percent rated thermal power (RTP) to 34 percent RTP, resulting in general area dose rates in 
the Unit 1 turbine building moisture separator room increasing to greater than 100 millirem/hour (mrem/hr), making it 
an HRA. But contrary to TS 5.7.1., the room was posted and controlled as a radiation area at the time of the power 
increase. Three individuals working in the room received electronic dosimeter dose rate alarms of 140 mrem/hr, 212 
mrem/hr, and 215 mrem/hr. Once the change in radiological conditions was recognized, radiological control personnel 
immediately posted and controlled the work area as an HRA. The finding was entered into the licensee’s corrective 
action program as Problem Evaluation Report 126211.  
 
This finding was more than minor because it was associated with the Occupational Radiation Safety cornerstone 
attribute of exposure control and it affected the associated cornerstone objective because the failure to post, barricade, 
and control access to an HRA did not ensure the adequate protection of worker health and safety from exposure to 
radiation. The finding was evaluated using the Occupational Radiation Safety Significance Determination Process and 
was determined to be of very low safety significance because the finding did not involve a substantial potential for 
overexposure and did not affect the ability to assess dose. The cause of this finding was directly related to the work 
activity coordination cross-cutting aspect in the work control component of the Human Performance cross-cutting area 
because operations and health physicists personnel failed to effectively communicate and coordinate the activities 
associated with the power increase (H.3(b)).  
 
Inspection Report# : 2008003 (pdf)  

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)).  
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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 Dec 31, 2008 
Identified By: NRC 
Item Type: FIN Finding 
95002 Supplemental Inspection Report Summary 
The Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess the licensee’s 
evaluations associated with the Unit 1 Initiating Events Cornerstone performance indicator (PI) for Unplanned Scrams 
per 7000 Critical Hours having been in the Yellow performance band. Unit 1 restarted on May 21, 2007, after a 22 
year shutdown. Pursuant to NRC letter to Tennessee Valley Authority, dated December 6, 2007, this PI was to be 
considered valid with the data reported at the end of the 4th quarter 2007. At that time, this PI was in the Yellow 
performance band due to the limited number of hours the reactor had been critical and the five unplanned reactor 
scrams which had occurred. As a result, with the reporting of 4th quarter 2007 PI data, Unit 1 was in the Degraded 
Cornerstone column of the NRC’s Action Matrix.  
 
The inspection team determined that the licensee performed a comprehensive review of each of the reactor scrams 
individually. Revised root cause evaluations for each of the scrams appropriately evaluated the root and contributing 
causes, addressed the extent of condition and cause, and assessed safety culture. Corrective actions identified for the 
scrams, extent of cause, and identified safety culture weakness were found to be sufficient to address the root causes 
and contributing causes.  
 
The inspection team found that the licensee had performed an adequate common cause review of the five scrams and a 
safety culture assessment. The licensee concluded that an “unhealthy safety culture,” with respect to the decision 
making, work control, human performance and problem identification and resolution areas, was a common cause to 
the scrams. This environment was principally associated with the completion of Unit 1 pre-restart and restart 
activities. Furthermore, the licensee concluded that once this environment was established, it continued to manifest 
itself during operation and maintenance of the subject systems after restart. The inspection team determined that the 
licensee had taken adequate interim measures to address the undesirable environment while long term corrective 



actions were being implemented. The inspection team also determined that the safety culture issues had not involved 
reluctance by plant personnel to bring potential safety issues to management’s attention.  
 
The inspection team performed a review of a licensee self-assessment which reviewed the actions taken to address the 
five scrams, the extent of condition and cause, the identified corrective actions, and performed an assessment of safety 
culture. The inspection team assessed that the licensee’s review was adequate and that appropriate actions were taken 
or planned as a result of adverse conditions and weaknesses identified by the self-assessment.  
 
In addition to assessing the licensee’s evaluations, the inspection team performed an independent extent of condition 
and extent of cause review and a focused inspection of the site safety culture. Overall, the inspection team concluded 
that the licensee’s cause and corrective actions established or planned to improve site performance were adequate, that 
an adequate extent of condition and extent of cause was performed, and that safety culture issues were appropriately 
identified. Adequate interim measures were taken for corrective action program implementation issues identified by 
the licensee’s common cause extent of condition evaluation.  
 
Based upon the inspection results, no findings of significance were identified. The inspection team observed some 
corrective action program procedure implementation deficiencies which were entered into the licensee’s corrective 
action program for resolution.  
 
This inspection completed the NRC reactive inspection activities associated with the Unit 1 Yellow PI for Unplanned 
Scram per 7000 Critical Hours. The PI returned to the White performance band and Green performance band in the 
first and second quarters of calendar year 2008, respectively.  
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Significance: N/A Oct 24, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Problem identification Assessment results 
The team concluded that, in general, problems were identified, evaluated, prioritized, and corrected. The licensee was 
adequate at identifying problems and entering them into the corrective action program (CAP) for resolution. The 
licensee maintained a reasonable threshold for identifying problems as evidenced by the large number of Problem 
Evaluation Reports (PERs) entered annually into the CAP, management expectation that all personnel are encouraged 
to initiate a PER for any deficiency noted, and CAP procedures requiring all personnel initiate PERs to document 
Significant Conditions Adverse to Quality (SCAQs), Conditions Adverse to Quality (CAQs), and potential items for 
improvement. However, some deficiencies were identified by the inspection team of issues not previously entered into 
the CAP. Generally, the licensee prioritized and evaluated issues, formal root cause evaluations for significant 
problems were adequate, and corrective actions specified for problems were acceptable. Overall, corrective actions 
developed and implemented for issues were generally effective. However, the team also identified examples where 
corrective actions were not effective.  
 
The team determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and generally, appropriate corrective actions were developed to address these issues. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, and plant operations. However, the team found examples where operating experience 
was not adequately addressed.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors did not 
identify any reluctance by workers to report safety concerns, or utilize the corrective action program.  
 
The team determined that corrective actions implemented, and planned to be implemented, to address the substantive 
cross-cutting issue in problem identification and resolution identified by the NRC in its annual assessment letter dated 
March 3, 2008, were appropriate. The team  
noted that the only corrective action to prevent recurrence for one of the common causes may not be sufficient to 
prevent recurrence. However, there were several other corrective actions  
credited from other PERs already implemented to address this common cause which the team considered to be 



appropriate. Additionally, a root cause evaluation team has been chartered to determine if any other corrective actions 
should be taken.  
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Browns Ferry 1 
2Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 
and timely corrective actions in the area of Problem Identification and Resolution because the license had identified 
an abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
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Significance:  Oct 28, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unit 1 RPV Flange Leak Due To Lack of Prompt Identification and Resolution 
Green. A Green self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified for not 
promptly identifying and correcting a condition adverse to quality associated with steam cuts and/or defects in the 
Unit 1 reactor pressure vessel (RPV) flange that resulted in increased unidentified reactor coolant system (RCS) 
leakage during Cycle 7 operation. The Unit 1 RPV head and flange surfaces were repaired during the following 
refueling outage. This finding was entered into the licensee's corrective action program (CAP) as Problem Evaluation 
Report 155705.  
 
This finding was greater than minor because it was associated with the Initiating Event Cornerstone attribute of 
Equipment Performance, and adversely affected the cornerstone objective to limit the likelihood of those events that 
upset plant stability during at power operations. The finding was determined to be of very low safety significance 
(Green) because the maximum unidentified RCS leakage from the Unit 1 RPV flange leak was much less than the 
Technical Specification limit for unidentified RCS leakage of 5 gpm and would not have affected other mitigation 
systems resulting in a total loss of their safety function. No cross-cutting aspect was assigned to this issue because the 
direct cause was not considered as indicative of current performance due to improvements in the CAP since this issue 
occurred.  
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Mitigating Systems 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform an adequate risk assessment during severe weather conditions 
A Green non-cited violation of 10 CFR Part 50.65 (a)(4), “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified when the licensee failed to consider the impact of severe 
weather conditions on plant risk. Specifically, on May 1 and again on May 2, 2009, the licensee removed the A 
Emergency Diesel from service for planned maintenance during severe weather conditions (i.e., Tornado Warning and 
Tornado Watch, respectively) without re-evaluating the potential adverse affect upon the existing on-line risk 
assessment. The severe weather conditions only lasted about an hour each day. This issue was entered into the 
licensee's corrective action program as problem evaluation report 171402.  
 
The finding was determined to be greater than minor because the licensee’s risk assessment failed to consider unusual 
external conditions that were present or imminent (e.g., severe weather, offsite power instability). According to 
Inspection Manual Chapter 0609, Appendix K, Maintenance Risk Assessment and Risk Management Significance 
Determination Process, the significance of this finding was determined to be of very low safety significance (Green) 
based on an initiating events frequency of <1.0E-7, and a very low risk deficit due to the number of redundant 
emergency diesels and the short duration of the severe weather. The cause of this finding was directly related to the 
crosscutting aspect of complete and accurate procedures in the area of human performance because the licensee’s site-
specific guidelines for assessing on-line risk did not require severe weather to be considered when determining plant 
risk nor did they require personnel to determine if severe weather is imminent prior to removing an emergency diesel 
generator from service (H.2.c). (Section 1R13).  
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Significance:  Mar 21, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Causes Loss of Unit 1 RHR System Safety Function (Section 1R22) 
Inadequate Surveillance Procedure Causes Loss of Unit 1 RHR System Safety Function  
Green. A self-revealing non-cited violation of Technical Specification 5.4.1, "Procedures", was identified for an 
incorrect Unit 1 surveillance procedure that instructed technicians to install a jumper in the wrong location which 
resulted in the inadvertent lockout of the Loop II residual heat removal (RHR) pumps automatic start feature while the 
Loop I RHR pumps were removed from service for testing. The improperly installed jumper resulted in the RHR 
system being unable to perform its safety function. The immediate corrective actions for this event included removal 
of the jumper to restore the automatic start feature of the RHR Loop II pumps, revision to the surveillance procedure 
to reflect the correct location for the jumper, and completion of the surveillance. This finding was entered into the 
licensee’s corrective action program as Problem Evaluation Report 166487.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems Cornerstone 
attribute of Procedure Quality and adversely affected the associated cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. A Phase 2 
analysis was performed because the event represented a loss of the RHR system safety function. The Phase 2 analysis 
using Appendix A, Technical Basis for At-Power Significance Determination Process, of IMC 0609 determined that 
the finding was of very low safety significance (Green). The cause of this finding was directly related to the cross 
cutting area of Problem Identification and Resolution and the aspect of thorough evaluation of identified problems 
because a prior licensee-identified procedural discrepancy regarding the location of this jumper was not adequately 
evaluated and resolved to ensure the jumper would be installed in the correct circuit (P.1(c)).  
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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)).  
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Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to comply with the requirements of an RWP by entering a posted high radiation area 
A Green self-revealing non-cited violation (NCV) of TS 5.4.1, Procedures, was identified for a radiation worker who 
failed to follow the requirements of RWP 09270081 as required by procedure RCI 9.1, Radiation Work Permits, Rev. 
57. The licensee has entered this issue into the Corrective Action Program as Problem Evaluation Report 171375.  
This finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Program and Process (Exposure Control) and adversely affected the cornerstone objective of ensuring 
adequate protection of worker health and safety from exposure to radiation from radioactive material during routine 
civilian nuclear reactor operation. The finding was evaluated using the Occupational Radiation Safety SDP and 
determined to be of very low safety significance (Green) because it was not related to ALARA planning, nor did it 
involve an overexposure or substantial potential for overexposure, and the ability to assess dose was not 
compromised. The cause of this finding was directly related to the cross-cutting aspect of Work Practices in the area 
of Human Performance, because the radiation worker failed to use self-checking prior to passing through the swing 



gate into the posted high radiation area (H.4.a). (Section 2OS1)  
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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 Dec 31, 2008 
Identified By: NRC 
Item Type: FIN Finding 
95002 Supplemental Inspection Report Summary 
The Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess the licensee’s 
evaluations associated with the Unit 1 Initiating Events Cornerstone performance indicator (PI) for Unplanned Scrams 
per 7000 Critical Hours having been in the Yellow performance band. Unit 1 restarted on May 21, 2007, after a 22 
year shutdown. Pursuant to NRC letter to Tennessee Valley Authority, dated December 6, 2007, this PI was to be 
considered valid with the data reported at the end of the 4th quarter 2007. At that time, this PI was in the Yellow 
performance band due to the limited number of hours the reactor had been critical and the five unplanned reactor 
scrams which had occurred. As a result, with the reporting of 4th quarter 2007 PI data, Unit 1 was in the Degraded 
Cornerstone column of the NRC’s Action Matrix.  
 
The inspection team determined that the licensee performed a comprehensive review of each of the reactor scrams 
individually. Revised root cause evaluations for each of the scrams appropriately evaluated the root and contributing 
causes, addressed the extent of condition and cause, and assessed safety culture. Corrective actions identified for the 
scrams, extent of cause, and identified safety culture weakness were found to be sufficient to address the root causes 
and contributing causes.  
 
The inspection team found that the licensee had performed an adequate common cause review of the five scrams and a 
safety culture assessment. The licensee concluded that an “unhealthy safety culture,” with respect to the decision 
making, work control, human performance and problem identification and resolution areas, was a common cause to 
the scrams. This environment was principally associated with the completion of Unit 1 pre-restart and restart 
activities. Furthermore, the licensee concluded that once this environment was established, it continued to manifest 
itself during operation and maintenance of the subject systems after restart. The inspection team determined that the 
licensee had taken adequate interim measures to address the undesirable environment while long term corrective 
actions were being implemented. The inspection team also determined that the safety culture issues had not involved 
reluctance by plant personnel to bring potential safety issues to management’s attention.  
 
The inspection team performed a review of a licensee self-assessment which reviewed the actions taken to address the 
five scrams, the extent of condition and cause, the identified corrective actions, and performed an assessment of safety 
culture. The inspection team assessed that the licensee’s review was adequate and that appropriate actions were taken 
or planned as a result of adverse conditions and weaknesses identified by the self-assessment.  
 



In addition to assessing the licensee’s evaluations, the inspection team performed an independent extent of condition 
and extent of cause review and a focused inspection of the site safety culture. Overall, the inspection team concluded 
that the licensee’s cause and corrective actions established or planned to improve site performance were adequate, that 
an adequate extent of condition and extent of cause was performed, and that safety culture issues were appropriately 
identified. Adequate interim measures were taken for corrective action program implementation issues identified by 
the licensee’s common cause extent of condition evaluation.  
 
Based upon the inspection results, no findings of significance were identified. The inspection team observed some 
corrective action program procedure implementation deficiencies which were entered into the licensee’s corrective 
action program for resolution.  
 
This inspection completed the NRC reactive inspection activities associated with the Unit 1 Yellow PI for Unplanned 
Scram per 7000 Critical Hours. The PI returned to the White performance band and Green performance band in the 
first and second quarters of calendar year 2008, respectively.  
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Significance: N/A Oct 24, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Problem identification Assessment results 
The team concluded that, in general, problems were identified, evaluated, prioritized, and corrected. The licensee was 
adequate at identifying problems and entering them into the corrective action program (CAP) for resolution. The 
licensee maintained a reasonable threshold for identifying problems as evidenced by the large number of Problem 
Evaluation Reports (PERs) entered annually into the CAP, management expectation that all personnel are encouraged 
to initiate a PER for any deficiency noted, and CAP procedures requiring all personnel initiate PERs to document 
Significant Conditions Adverse to Quality (SCAQs), Conditions Adverse to Quality (CAQs), and potential items for 
improvement. However, some deficiencies were identified by the inspection team of issues not previously entered into 
the CAP. Generally, the licensee prioritized and evaluated issues, formal root cause evaluations for significant 
problems were adequate, and corrective actions specified for problems were acceptable. Overall, corrective actions 
developed and implemented for issues were generally effective. However, the team also identified examples where 
corrective actions were not effective.  
 
The team determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and generally, appropriate corrective actions were developed to address these issues. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, and plant operations. However, the team found examples where operating experience 
was not adequately addressed.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors did not 
identify any reluctance by workers to report safety concerns, or utilize the corrective action program.  
 
The team determined that corrective actions implemented, and planned to be implemented, to address the substantive 
cross-cutting issue in problem identification and resolution identified by the NRC in its annual assessment letter dated 
March 3, 2008, were appropriate. The team  
noted that the only corrective action to prevent recurrence for one of the common causes may not be sufficient to 
prevent recurrence. However, there were several other corrective actions  
credited from other PERs already implemented to address this common cause which the team considered to be 
appropriate. Additionally, a root cause evaluation team has been chartered to determine if any other corrective actions 
should be taken.  
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Browns Ferry 1 
3Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 
and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
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Significance:  Oct 28, 2008 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unit 1 RPV Flange Leak Due To Lack of Prompt Identification and Resolution 
Green. A Green self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI was identified for not 
promptly identifying and correcting a condition adverse to quality associated with steam cuts and/or defects in the 
Unit 1 reactor pressure vessel (RPV) flange that resulted in increased unidentified reactor coolant system (RCS) 
leakage during Cycle 7 operation. The Unit 1 RPV head and flange surfaces were repaired during the following 
refueling outage. This finding was entered into the licensee's corrective action program (CAP) as Problem Evaluation 
Report 155705.  
 
This finding was greater than minor because it was associated with the Initiating Event Cornerstone attribute of 
Equipment Performance, and adversely affected the cornerstone objective to limit the likelihood of those events that 
upset plant stability during at power operations. The finding was determined to be of very low safety significance 
(Green) because the maximum unidentified RCS leakage from the Unit 1 RPV flange leak was much less than the 
Technical Specification limit for unidentified RCS leakage of 5 gpm and would not have affected other mitigation 
systems resulting in a total loss of their safety function. No cross-cutting aspect was assigned to this issue because the 
direct cause was not considered as indicative of current performance due to improvements in the CAP since this issue 
occurred.  
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Mitigating Systems 



Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform an adequate risk assessment during severe weather conditions 
A Green non-cited violation of 10 CFR Part 50.65 (a)(4), “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified when the licensee failed to consider the impact of severe 
weather conditions on plant risk. Specifically, on May 1 and again on May 2, 2009, the licensee removed the A 
Emergency Diesel from service for planned maintenance during severe weather conditions (i.e., Tornado Warning and 
Tornado Watch, respectively) without re-evaluating the potential adverse affect upon the existing on-line risk 
assessment. The severe weather conditions only lasted about an hour each day. This issue was entered into the 
licensee's corrective action program as problem evaluation report 171402.  
 
The finding was determined to be greater than minor because the licensee’s risk assessment failed to consider unusual 
external conditions that were present or imminent (e.g., severe weather, offsite power instability). According to 
Inspection Manual Chapter 0609, Appendix K, Maintenance Risk Assessment and Risk Management Significance 
Determination Process, the significance of this finding was determined to be of very low safety significance (Green) 
based on an initiating events frequency of <1.0E-7, and a very low risk deficit due to the number of redundant 
emergency diesels and the short duration of the severe weather. The cause of this finding was directly related to the 
crosscutting aspect of complete and accurate procedures in the area of human performance because the licensee’s site-
specific guidelines for assessing on-line risk did not require severe weather to be considered when determining plant 
risk nor did they require personnel to determine if severe weather is imminent prior to removing an emergency diesel 
generator from service (H.2.c). (Section 1R13).  
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Significance:  Mar 21, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Causes Loss of Unit 1 RHR System Safety Function (Section 1R22) 
Inadequate Surveillance Procedure Causes Loss of Unit 1 RHR System Safety Function  
Green. A self-revealing non-cited violation of Technical Specification 5.4.1, "Procedures", was identified for an 
incorrect Unit 1 surveillance procedure that instructed technicians to install a jumper in the wrong location which 
resulted in the inadvertent lockout of the Loop II residual heat removal (RHR) pumps automatic start feature while the 
Loop I RHR pumps were removed from service for testing. The improperly installed jumper resulted in the RHR 
system being unable to perform its safety function. The immediate corrective actions for this event included removal 
of the jumper to restore the automatic start feature of the RHR Loop II pumps, revision to the surveillance procedure 
to reflect the correct location for the jumper, and completion of the surveillance. This finding was entered into the 
licensee’s corrective action program as Problem Evaluation Report 166487.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems Cornerstone 
attribute of Procedure Quality and adversely affected the associated cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. A Phase 2 
analysis was performed because the event represented a loss of the RHR system safety function. The Phase 2 analysis 
using Appendix A, Technical Basis for At-Power Significance Determination Process, of IMC 0609 determined that 
the finding was of very low safety significance (Green). The cause of this finding was directly related to the cross 
cutting area of Problem Identification and Resolution and the aspect of thorough evaluation of identified problems 
because a prior licensee-identified procedural discrepancy regarding the location of this jumper was not adequately 
evaluated and resolved to ensure the jumper would be installed in the correct circuit (P.1(c)).  
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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)  

Barrier Integrity 

Significance:  Jul 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Standby Gas Treatment Subsystem ‘A’ Inoperable Beyond the Technical Specification Allowed Outage Time 
(Section 4OA2.a) 
• Green. A Green, self-revealing, non-cited violation (NCV) of Technical Specification (TS) limiting condition for 
operation (LCO) 3.6.4.3, “Standby Gas Treatment (SGT) System”, was identified for the licensee’s failure to comply 
with the LCO required actions for one inoperable SGT subsystem due to an inadequate investigation to ensure the 
system’s operability, on November 30, 2008, following a loss of power to one of the three relative humidity heaters. 
This issue was entered into the corrective action program as Problem Evaluation Report 174597. The cause of the 
failure of the heater was a failed relay. The relay was replaced and the system was restored to service on June 20, 
2009.  
 
The finding is similar to example 2a in Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor 
Issues,” in that the example performance deficiency is not minor if Technical Specification limits were exceeded. In 
accordance with IMC 0612, Appendix B, “Issue Screening,” the finding is greater than minor significance because it 
was associated with the Barrier Integrity cornerstone attribute of Human Performance and adversely affected the 
cornerstone objective of maintaining the radiological barrier functionality of Standby Gas Trains. Although the 
licensee ultimately was able to demonstrate that the SGT system could perform its safety function without the 
charcoal beds and associated heaters, compliance with SGT TS was a prerequisite to providing reasonable assurance 
that the SGT can protect the public from radionuclide releases caused by accidents or events. 10 CFR 50.36 defines 
TS limiting conditions for operation as the lowest functional capability or performance levels of equipment required 
for safe operation of the facility. The SGT TS LCO requirement was not met and therefore the cornerstone objective 
for functionality as described in the TSs, was not maintained.  
 
In accordance with IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the 
finding is determined to be of very low risk significance because the finding only represented a degradation of the 
radiological barrier function provided by the SGT system. Because this finding is of very low safety significance and 



has been entered in licensee’s corrective action program, the violation is being treated as a non-cited violation. The 
cause of this finding was directly related to the cross-cutting aspect of thorough evaluation of identified problems in 
the problem identification and resolution area, because the licensee failed to properly classify, prioritize and evaluate 
the operability of the SGT system when the heater loss of power annunciator was received [P.1(c)]. (Section 4OA2.a) 
 
Inspection Report# : 2009006 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to comply with the requirements of an RWP by entering a posted high radiation area 
A Green self-revealing non-cited violation (NCV) of TS 5.4.1, Procedures, was identified for a radiation worker who 
failed to follow the requirements of RWP 09270081 as required by procedure RCI 9.1, Radiation Work Permits, Rev. 
57. The licensee has entered this issue into the Corrective Action Program as Problem Evaluation Report 171375.  
This finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Program and Process (Exposure Control) and adversely affected the cornerstone objective of ensuring 
adequate protection of worker health and safety from exposure to radiation from radioactive material during routine 
civilian nuclear reactor operation. The finding was evaluated using the Occupational Radiation Safety SDP and 
determined to be of very low safety significance (Green) because it was not related to ALARA planning, nor did it 
involve an overexposure or substantial potential for overexposure, and the ability to assess dose was not 
compromised. The cause of this finding was directly related to the cross-cutting aspect of Work Practices in the area 
of Human Performance, because the radiation worker failed to use self-checking prior to passing through the swing 
gate into the posted high radiation area (H.4.a). (Section 2OS1)  
 
 
Inspection Report# : 2009003 (pdf)  

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 Jul 17, 2009 
Identified By: NRC 
Item Type: FIN Finding 



Browns Ferry PI&R Summary 
The team concluded that, in general, problems were identified, evaluated, prioritized, and corrected. The licensee 
maintained a reasonable threshold for identifying problems as evidenced by the large number of Problem Evaluation 
Reports (PERs) entered annually into the CAP, management expectation that all personnel are encouraged to initiate a 
PER for deficiencies noted, and CAP procedures requiring all personnel initiate PERs to document Significant 
Conditions Adverse to Quality (SCAQs), Conditions Adverse to Quality (CAQs), and potential items for 
improvement. However, some deficiencies were identified by the inspection team which were not previously entered 
into the CAP. Generally, the licensee prioritized and evaluated issues, conducted adequate formal root cause 
evaluations for significant problems, and corrective actions specified for problems were acceptable. Overall, 
corrective actions developed and implemented for issues were generally effective. However, the team identified some 
examples where corrective actions were not fully effective.  
 
The team determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and generally, appropriate corrective actions were developed to address these issues. 
However, the team noted that a significant number of deficiencies were identified through self assessments of the 
CAP, which was indicative of a program that, while improved, has yet to reach the licensee’s own desired level of 
effectiveness. Specifically, a large number of PERs associated with corrective maintenance work orders were not 
written even though generation of such PERs was explicitly required by corrective action program procedures.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors did not 
identify any reluctance by workers to report safety concerns, or utilize the corrective action program.  
 
The team determined that corrective actions implemented, and planned to be implemented, to address the substantive 
cross-cutting issue in problem identification and resolution identified by the NRC in its annual assessment letter dated 
March 3, 2008, were appropriate. The team noted that some corrective actions to prevent recurrence associated with 
the substantive cross-cutting issue problem evaluation report (PER) were improperly implemented and ineffective.  
Specifically, the corrective action implemented to initiate PERs for all Corrective Maintenance Work Orders 
(CMWO) was ineffective in that several hundred CMWOs did not have PERs initiated.  
 
Inspection Report# : 2009006 (pdf)  

Significance: N/A Dec 31, 2008 
Identified By: NRC 
Item Type: FIN Finding 
95002 Supplemental Inspection Report Summary 
The Nuclear Regulatory Commission (NRC) performed this supplemental inspection to assess the licensee’s 
evaluations associated with the Unit 1 Initiating Events Cornerstone performance indicator (PI) for Unplanned Scrams 
per 7000 Critical Hours having been in the Yellow performance band. Unit 1 restarted on May 21, 2007, after a 22 
year shutdown. Pursuant to NRC letter to Tennessee Valley Authority, dated December 6, 2007, this PI was to be 
considered valid with the data reported at the end of the 4th quarter 2007. At that time, this PI was in the Yellow 
performance band due to the limited number of hours the reactor had been critical and the five unplanned reactor 
scrams which had occurred. As a result, with the reporting of 4th quarter 2007 PI data, Unit 1 was in the Degraded 
Cornerstone column of the NRC’s Action Matrix.  
 
The inspection team determined that the licensee performed a comprehensive review of each of the reactor scrams 
individually. Revised root cause evaluations for each of the scrams appropriately evaluated the root and contributing 
causes, addressed the extent of condition and cause, and assessed safety culture. Corrective actions identified for the 
scrams, extent of cause, and identified safety culture weakness were found to be sufficient to address the root causes 
and contributing causes.  
 
The inspection team found that the licensee had performed an adequate common cause review of the five scrams and a 
safety culture assessment. The licensee concluded that an “unhealthy safety culture,” with respect to the decision 
making, work control, human performance and problem identification and resolution areas, was a common cause to 
the scrams. This environment was principally associated with the completion of Unit 1 pre-restart and restart 
activities. Furthermore, the licensee concluded that once this environment was established, it continued to manifest 
itself during operation and maintenance of the subject systems after restart. The inspection team determined that the 
licensee had taken adequate interim measures to address the undesirable environment while long term corrective 



actions were being implemented. The inspection team also determined that the safety culture issues had not involved 
reluctance by plant personnel to bring potential safety issues to management’s attention.  
 
The inspection team performed a review of a licensee self-assessment which reviewed the actions taken to address the 
five scrams, the extent of condition and cause, the identified corrective actions, and performed an assessment of safety 
culture. The inspection team assessed that the licensee’s review was adequate and that appropriate actions were taken 
or planned as a result of adverse conditions and weaknesses identified by the self-assessment.  
 
In addition to assessing the licensee’s evaluations, the inspection team performed an independent extent of condition 
and extent of cause review and a focused inspection of the site safety culture. Overall, the inspection team concluded 
that the licensee’s cause and corrective actions established or planned to improve site performance were adequate, that 
an adequate extent of condition and extent of cause was performed, and that safety culture issues were appropriately 
identified. Adequate interim measures were taken for corrective action program implementation issues identified by 
the licensee’s common cause extent of condition evaluation.  
 
Based upon the inspection results, no findings of significance were identified. The inspection team observed some 
corrective action program procedure implementation deficiencies which were entered into the licensee’s corrective 
action program for resolution.  
 
This inspection completed the NRC reactive inspection activities associated with the Unit 1 Yellow PI for Unplanned 
Scram per 7000 Critical Hours. The PI returned to the White performance band and Green performance band in the 
first and second quarters of calendar year 2008, respectively.  
 
Inspection Report# : 2008010 (pdf)  

Significance: N/A Oct 24, 2008 
Identified By: NRC 
Item Type: FIN Finding 
Problem identification Assessment results 
The team concluded that, in general, problems were identified, evaluated, prioritized, and corrected. The licensee was 
adequate at identifying problems and entering them into the corrective action program (CAP) for resolution. The 
licensee maintained a reasonable threshold for identifying problems as evidenced by the large number of Problem 
Evaluation Reports (PERs) entered annually into the CAP, management expectation that all personnel are encouraged 
to initiate a PER for any deficiency noted, and CAP procedures requiring all personnel initiate PERs to document 
Significant Conditions Adverse to Quality (SCAQs), Conditions Adverse to Quality (CAQs), and potential items for 
improvement. However, some deficiencies were identified by the inspection team of issues not previously entered into 
the CAP. Generally, the licensee prioritized and evaluated issues, formal root cause evaluations for significant 
problems were adequate, and corrective actions specified for problems were acceptable. Overall, corrective actions 
developed and implemented for issues were generally effective. However, the team also identified examples where 
corrective actions were not effective.  
 
The team determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and generally, appropriate corrective actions were developed to address these issues. 
Operating experience usage was found to be generally acceptable and integrated into the licensee’s processes for 
performing and managing work, and plant operations. However, the team found examples where operating experience 
was not adequately addressed.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors did not 
identify any reluctance by workers to report safety concerns, or utilize the corrective action program.  
 
The team determined that corrective actions implemented, and planned to be implemented, to address the substantive 
cross-cutting issue in problem identification and resolution identified by the NRC in its annual assessment letter dated 
March 3, 2008, were appropriate. The team  
noted that the only corrective action to prevent recurrence for one of the common causes may not be sufficient to 
prevent recurrence. However, there were several other corrective actions  
credited from other PERs already implemented to address this common cause which the team considered to be 
appropriate. Additionally, a root cause evaluation team has been chartered to determine if any other corrective actions 



should be taken.  
 
Inspection Report# : 2008007 (pdf)  
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Browns Ferry 1 
4Q/2009 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 
and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficiencies with Emergency Lighting Units 
The team identified a Green non-cited violation of Browns Ferry Units 1, 2, and 3 Operating License Conditions 2.C
(13), 2.C(14), and 2.C(7), respectively, for the licensee’s failure to maintain in effect all provisions of the NRC-
approved fire protection program, as described in the Final Safety Analysis Report. The Fire Protection Report 
(referenced in the Final Safety Analysis Report) requires that measures be established to ensure that conditions 
adverse to fire protection, such as failures and deficiencies, are promptly identified and corrected. The licensee had 
not established measures to identify and correct an excessive number of Appendix R emergency lighting unit failures. 
Specifically, emergency lighting unit failures were not being entered in the corrective action program as problem 
evaluation reports in order to evaluate and resolve why many of the emergency lighting failures occurred prior to 
reaching their 6-year replacement date. Additionally, the Fire Protection Report surveillance requirement to replace 
the Appendix R emergency lighting unit batteries and lamp heads every six years was not being adequately 
implemented, in that licensee data revealed that several installed emergency lighting units were beyond their 6-year 
replacement date. The licensee entered this finding into their corrective action program and initiated corrective actions 
to address these issues.  
 
The licensee’s failure to meet the Fire Protection Report requirements to establish measures to identify and correct a 
condition adverse to fire protection (excessive Appendix R emergency lighting unit failures); and, to implement the 
Appendix R emergency lighting system replacement program, is a performance deficiency. The finding is more than 



minor because it is associated with the reactor safety, mitigating systems cornerstone attribute of protection against 
external factors (i.e., fire). The excessive emergency lighting unit failures affected the objective of ensuring the 
reliability and capability of operator manual actions during response to initiating events, The team determined that this 
finding was of very low safety significance (Green) because the operators had a high likelihood of completing the 
tasks using flashlights. The cause of this finding has a cross-cutting aspect in the Work Control component of the 
Human Performance area, in that it was directly related to the licensee not planning and coordinating work activities 
to support long-term equipment reliability, and their maintenance scheduling was more reactive than preventive (H.3 
(b)) 
Inspection Report# : 2009009 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Compensatory measures for an Out-of-Service Hose Station 
The team identified a Green non-cited violation of Browns Ferry Units 1, 2, and 3 Operating License Conditions 2.C
(13), 2.C(14), and 2.C(7), respectively, for the licensee’s failure to maintain in effect all provisions of the NRC-
approved fire protection program as described in the Final Safety Analysis Report. The Fire Protection Report 
(referenced in the Final Safety Analysis Report) requires the licensee to establish adequate compensatory measures for 
degraded or inoperable fire protection equipment. The licensee failed to establish adequate compensatory measures for
an out-of-service hose station, in that the staged additional lengths of hose connected to the closest in-service hose 
station, established as a compensatory measure, did not provide equal or better protection than the out-of-service hose 
station that it was replacing. The licensee entered this finding into their corrective action program and took immediate 
action to review all existing fire protection impairment permits for similar problems. The licensee removed the 
compensatory measure and restored the out-of-service hose station to service.  
 
The licensee’s failure to provide compensatory measures of equal or better protection for an out-of-service hose 
station is a performance deficiency because it did not meet the requirements of the approved fire protection program. 
The finding was more than minor because it affected the protection against external factors attribute of the mitigating 
systems cornerstone, in that it impacted manual fire suppression (i.e., fire brigade) capability; and, affected the 
cornerstone objective of ensuring the availability of systems that respond to initiating events. Since Inspection Manual 
Chapter 0609, Appendix F, “Fire Protection Significance Determination Process,” does not provide guidance for 
assigning a degradation rating to manual fire suppression, this determination was made using qualitative methods 
which received NRC management review as provided for in Inspection Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria.” This finding was determined to be of very low 
safety significance (Green) because it represented a low degradation of the manual fire suppression function. 
Although the fire protection impairment permit had been implemented for an out-of-service hose station, the hose 
station was still functional at the time this issue was identified, because the water supply to the hose station had not 
been physically isolated. However, the team concluded the fire brigade would have experienced delays in initiating 
manual fire suppression for a fire in a fire area covered by the impairment. The cause of this finding has a cross-
cutting aspect in the Work Control component of the Human Performance area, in that it was directly related to the 
licensee not planning and coordinating work activities, consistent with nuclear safety, to ensure that adequate 
compensatory actions were established for an out-of-service hose station (H.3 (a)). 
Inspection Report# : 2009009 (pdf)  

Significance: TBD Oct 09, 2009 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Protect Cables of Systems Necessary to Achieve and/or Maintain Post-Fire Safe Shutdown 
Conditions for Fire Areas Subject to the Requirements of 10 CFR Part 50, Appendix R, Section 111.G.2. 
The team identified an apparent violation of Title 10 of the Code of Federal Regulations (10 CFR), Part 50, Appendix 
R, Section lll.G.2, for the licensee’s failure to ensure one of the redundant trains of cables and equipment required for 
safe shutdown and located in the same fire area was free of fire damage. Specifically, cables associated with 
equipment required for safe shutdown had not been protected by one of the methods specified in 10 CFR Part 50, 
Appendix R, Section Ill.G.2 (i.e., use of spatial separation, passive barriers, and fire detection and an automatic fire 
suppression system). This apparent violation applies to Browns Ferry Units 1, 2, and 3, and resulted from review and 
closure of two unresolved items which were opened in previous inspections. The licensee entered this apparent 



violation into their corrective action program and posted additional compensatory measures while long term corrective 
actions are being implemented.  
 
Failure to protect one train of cables and equipment necessary to achieve post-fire safe shutdown from fire damage, as 
required by 10 CFR Part 50, Appendix R, Section lll.G.2, is a performance deficiency. This finding is more than 
minor because it is associated with the reactor safety mitigating system cornerstone attribute of protection against 
external events (i.e., fire). Failure to protect safe shutdown cables and equipment from fire damage affects the reactor 
safety mitigating systems cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. The team performed a significance determination 
process Phase 1 screening. Given the likely impact of the risk contribution arising from the assessment of multiple fire 
areas, Region II senior reactor analysts performed a Phase 3 significance determination, which resulted in a 
preliminary risk of Greater Than Green. The team determined that this apparent violation did not present an 
immediate safety concern because the licensee implemented compensatory measures while long-term corrective 
actions are being implemented. The compensatory measures included operator manual actions to mitigate or prevent 
damage to equipment necessary for safe shutdown in the event of a fire. The licensee also implemented fire watches 
as additional compensatory measures to mitigate the safety hazard. Subsequent to the onsite inspection, the licensee 
evaluated the most critical operator manual actions, and revised selected safe shutdown instructions to include steps 
for independent confirmation of operator manual actions in order to improve the likelihood of success of these steps, 
and thus reduce the risk associated with this apparent violation. The cause of this finding has a cross-cutting aspect in 
the Corrective Action Program component of the Problem identification and Resolution area, in that the licensee did 
not take appropriate corrective actions to address the issue in a timely manner, commensurate with the safety 
significance (P.1.(d)). 
Inspection Report# : 2009009 (pdf)  

Significance: TBD Oct 09, 2009 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to Meet the Requirements of 10 CFR Part 50, Appendix R, Section 111.G.1 for 20 Fire Areas  
The team identified an apparent violation of Title 10 of the Code of Federal Regulat/ons(10 CFR), Part 50, Appendix 
R, Section lll.G.1, for the licensee’s failure to ensure that one train of cables and equipment necessary to achieve and 
maintain hot shutdown conditions was free of fire damage in 20 fire areas. In addition, these cables had not been 
protected by one of the methods specified in Appendix R, Section lll.G.2 (i.e., use of spatial separation, passive 
barriers, and fire detection and an automatic suppression system). This apparent violation applies to Browns Ferry 
Units 1, 2, and 3, and resulted from review and closure of two unresolved items which were opened in previous 
inspections. The licensee entered this finding into their corrective action program and posted additional compensatory 
measures while long term corrective actions are being completed.  
 
Failure to meet the requirements of 10 CFR Part 50, Appendix R, Section lll.G.1 is a performance deficiency. It is 
more than minor because it is associated with the reactor safety mitigating system cornerstone attribute of protection 
against external events (i.e., fire). Failure to ensure that one train of safe shutdown cables and equipment was free of 
fire damage affects the reactor safety mitigating systems cornerstone objective of ensuring the availability, reliability, 
and capability of systems that respond to initiating events. This finding was evaluated in accordance with NRC 
Inspection Manual Chapter 0609, Appendix F, “Fire Protection Significance Determination Process.” The team 
performed a significance determination process Phase 1 screening. Given the likely impact of the risk contribution 
arising from the assessment of multiple fire areas, Region II senior reactor analysts performed a Phase 3 significance 
determination, which resulted in a preliminary risk of Greater Than Green. The team determined that this apparent 
violation did not present an immediate safety concern because the licensee implemented compensatory measures 
while long-term corrective actions are being implemented. The compensatory measures included operator manual 
actions to mitigate or prevent damage to equipment necessary for safe shutdown in the event of a fire. The licensee 
also implemented fire watches as additional compensatory measures to mitigate the safety hazard. Subsequent to the 
onsite inspection, the licensee evaluated the most critical operator manual actions, and revised selected safe shutdown 
instructions to include steps for independent confirmation of operator manual actions in order to improve the 
likelihood of success of these steps, and thus reduce the risk associated with this apparent violation. The cause of this 
finding has a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution area, in that the licensee did not identify and thoroughly evaluate the problem, and the resolution did not 
address causes and extent of condition (P.1 (c)). 
Inspection Report# : 2009009 (pdf)  



Significance: TBD Oct 09, 2009 
Identified By: NRC 
Item Type: AV Apparent Violation 
Inadequate Safe Shutdown Instruction Entry Conditions for Appendix R Fire Events 
The team identified an apparent violation of Technical Specification 5.4.1.a., in that, the licensee’s revision to the safe 
shutdown instruction entry conditions in December 2008 resulted in inadequate procedural guidance. Specifically, the 
revision to Procedure 0-SSI-001, "Safe Shutdown Instructions," added an entry condition based on the operator’s 
ability to restore and maintain reactor water level above +2 inches on the narrow range scale, utilizing available 
equipment. This revision could have delayed or prevented entry into the safe shutdown instructions if reactor water 
level stayed at or above +2 inches on the narrow range scale. Furthermore, this entry condition was not consistent with 
the initial plant conditions assumed in the fire protection program safe shutdown analysis. The licensee entered this 
finding into the corrective action program and revised the entry conditions for the safe shutdown instructions on 
February 27, 2009, to eliminate the +2-inch reactor vessel water level entry condition.  
 
Failure to meet Technical Specification requirements due to inadequate procedural guidance is a performance 
deficiency. This finding is more than minor because it is associated with the procedure quality attribute of the 
mitigating systems cornerstone and the inadequate procedure affected the cornerstone objective of protection against 
external events such as fire to prevent undesirable consequences. Given the number of fire areas involved, a 
significance determination process Phase 2 analysis was not performed. A regional senior reactor analyst determined 
that there were significant obstacles to quantifying the risk of this finding because the methods and tools are not 
adequate to determine the significance of this finding within the established timeliness goal of 90 days. Therefore, the 
safety significance of this finding was determined using the guidance and qualitative techniques contained in NRC 
Inspection Manual Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
preliminary significance of this finding was determined to be Greater Than Green, which was reviewed and approved 
by NRC management. The team determined that this finding did not present an immediate safety concern because the 
immediate safety hazard no longer existed after the licensee revised the safe shutdown instruction in February 2009. 
The cause of this finding had a cross-cutting aspect in the Decision Making component of the Human Performance 
area, in that it was related to the licensee not using conservative assumptions in decision making and not conducting 
reviews to verify the validity of underlying assumptions and identifying possible unintended consequences (H.1(b)). 
Inspection Report# : 2009009 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform an adequate risk assessment during severe weather conditions 
A Green non-cited violation of 10 CFR Part 50.65 (a)(4), “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified when the licensee failed to consider the impact of severe 
weather conditions on plant risk. Specifically, on May 1 and again on May 2, 2009, the licensee removed the A 
Emergency Diesel from service for planned maintenance during severe weather conditions (i.e., Tornado Warning and 
Tornado Watch, respectively) without re-evaluating the potential adverse affect upon the existing on-line risk 
assessment. The severe weather conditions only lasted about an hour each day. This issue was entered into the 
licensee's corrective action program as problem evaluation report 171402.  
 
The finding was determined to be greater than minor because the licensee’s risk assessment failed to consider unusual 
external conditions that were present or imminent (e.g., severe weather, offsite power instability). According to 
Inspection Manual Chapter 0609, Appendix K, Maintenance Risk Assessment and Risk Management Significance 
Determination Process, the significance of this finding was determined to be of very low safety significance (Green) 
based on an initiating events frequency of <1.0E-7, and a very low risk deficit due to the number of redundant 
emergency diesels and the short duration of the severe weather. The cause of this finding was directly related to the 
crosscutting aspect of complete and accurate procedures in the area of human performance because the licensee’s site-
specific guidelines for assessing on-line risk did not require severe weather to be considered when determining plant 
risk nor did they require personnel to determine if severe weather is imminent prior to removing an emergency diesel 
generator from service (H.2.c). (Section 1R13).  
 
 
Inspection Report# : 2009003 (pdf)  



Significance:  Mar 21, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate Surveillance Procedure Causes Loss of Unit 1 RHR System Safety Function (Section 1R22) 
Inadequate Surveillance Procedure Causes Loss of Unit 1 RHR System Safety Function  
Green. A self-revealing non-cited violation of Technical Specification 5.4.1, "Procedures", was identified for an 
incorrect Unit 1 surveillance procedure that instructed technicians to install a jumper in the wrong location which 
resulted in the inadvertent lockout of the Loop II residual heat removal (RHR) pumps automatic start feature while the 
Loop I RHR pumps were removed from service for testing. The improperly installed jumper resulted in the RHR 
system being unable to perform its safety function. The immediate corrective actions for this event included removal 
of the jumper to restore the automatic start feature of the RHR Loop II pumps, revision to the surveillance procedure 
to reflect the correct location for the jumper, and completion of the surveillance. This finding was entered into the 
licensee’s corrective action program as Problem Evaluation Report 166487.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems Cornerstone 
attribute of Procedure Quality and adversely affected the associated cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. A Phase 2 
analysis was performed because the event represented a loss of the RHR system safety function. The Phase 2 analysis 
using Appendix A, Technical Basis for At-Power Significance Determination Process, of IMC 0609 determined that 
the finding was of very low safety significance (Green). The cause of this finding was directly related to the cross 
cutting area of Problem Identification and Resolution and the aspect of thorough evaluation of identified problems 
because a prior licensee-identified procedural discrepancy regarding the location of this jumper was not adequately 
evaluated and resolved to ensure the jumper would be installed in the correct circuit (P.1(c)).  
 
Inspection Report# : 2009002 (pdf)  

Barrier Integrity 

Significance:  Jul 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Standby Gas Treatment Subsystem ‘A’ Inoperable Beyond the Technical Specification Allowed Outage Time 
(Section 4OA2.a) 
• Green. A Green, self-revealing, non-cited violation (NCV) of Technical Specification (TS) limiting condition for 
operation (LCO) 3.6.4.3, “Standby Gas Treatment (SGT) System”, was identified for the licensee’s failure to comply 
with the LCO required actions for one inoperable SGT subsystem due to an inadequate investigation to ensure the 
system’s operability, on November 30, 2008, following a loss of power to one of the three relative humidity heaters. 
This issue was entered into the corrective action program as Problem Evaluation Report 174597. The cause of the 
failure of the heater was a failed relay. The relay was replaced and the system was restored to service on June 20, 
2009.  
 
The finding is similar to example 2a in Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor 
Issues,” in that the example performance deficiency is not minor if Technical Specification limits were exceeded. In 
accordance with IMC 0612, Appendix B, “Issue Screening,” the finding is greater than minor significance because it 
was associated with the Barrier Integrity cornerstone attribute of Human Performance and adversely affected the 
cornerstone objective of maintaining the radiological barrier functionality of Standby Gas Trains. Although the 
licensee ultimately was able to demonstrate that the SGT system could perform its safety function without the 
charcoal beds and associated heaters, compliance with SGT TS was a prerequisite to providing reasonable assurance 
that the SGT can protect the public from radionuclide releases caused by accidents or events. 10 CFR 50.36 defines 
TS limiting conditions for operation as the lowest functional capability or performance levels of equipment required 
for safe operation of the facility. The SGT TS LCO requirement was not met and therefore the cornerstone objective 
for functionality as described in the TSs, was not maintained.  
 



In accordance with IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the 
finding is determined to be of very low risk significance because the finding only represented a degradation of the 
radiological barrier function provided by the SGT system. Because this finding is of very low safety significance and 
has been entered in licensee’s corrective action program, the violation is being treated as a non-cited violation. The 
cause of this finding was directly related to the cross-cutting aspect of thorough evaluation of identified problems in 
the problem identification and resolution area, because the licensee failed to properly classify, prioritize and evaluate 
the operability of the SGT system when the heater loss of power annunciator was received [P.1(c)]. (Section 4OA2.a) 
 
Inspection Report# : 2009006 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to comply with the requirements of an RWP by entering a posted high radiation area 
A Green self-revealing non-cited violation (NCV) of TS 5.4.1, Procedures, was identified for a radiation worker who 
failed to follow the requirements of RWP 09270081 as required by procedure RCI 9.1, Radiation Work Permits, Rev. 
57. The licensee has entered this issue into the Corrective Action Program as Problem Evaluation Report 171375.  
This finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Program and Process (Exposure Control) and adversely affected the cornerstone objective of ensuring 
adequate protection of worker health and safety from exposure to radiation from radioactive material during routine 
civilian nuclear reactor operation. The finding was evaluated using the Occupational Radiation Safety SDP and 
determined to be of very low safety significance (Green) because it was not related to ALARA planning, nor did it 
involve an overexposure or substantial potential for overexposure, and the ability to assess dose was not 
compromised. The cause of this finding was directly related to the cross-cutting aspect of Work Practices in the area 
of Human Performance, because the radiation worker failed to use self-checking prior to passing through the swing 
gate into the posted high radiation area (H.4.a). (Section 2OS1)  
 
 
Inspection Report# : 2009003 (pdf)  

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: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report a Safety System Functional Failure Per 10 CFR 50.73 
A Severity Level IV non-cited violation (NCV) of 10 CFR 50.73(a)(2)(v)(D) and (vii)(D) was identified by the 
inspectors for the licensee’s failure to recognize a safety system functional failure of the Unit 1 High Pressure Coolant 
Injection (HPCI) system and submit a licensee event report (LER) within 60 days. This issue was documented in the 
licensee’s corrective action program as Problem Evaluation Reports 177206 and 204364, and subsequently reported as 
LER 050-259/2009-004.  
 
This finding was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. However, because this violation was of very low safety significance, was not 
repetitive or willful, and was entered into the licensee’s corrective action program, the NRC has characterized this 
violation as a Severity Level IV NCV in accordance with Section IV.A.3 and Supplement I of the NRC Enforcement 
Policy. The cause of this finding was directly related to the cross-cutting aspect of timely corrective actions in the area 
of Problem Identification and Resolution because the licensee failed to address previously identified deficiencies 
regarding the documentation of safety system mission times in a timely manner [P.1(d)].  
 
Inspection Report# : 2009005 (pdf)  

Significance: N/A Jul 17, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Browns Ferry PI&R Summary 
The team concluded that, in general, problems were identified, evaluated, prioritized, and corrected. The licensee 
maintained a reasonable threshold for identifying problems as evidenced by the large number of Problem Evaluation 
Reports (PERs) entered annually into the CAP, management expectation that all personnel are encouraged to initiate a 
PER for deficiencies noted, and CAP procedures requiring all personnel initiate PERs to document Significant 
Conditions Adverse to Quality (SCAQs), Conditions Adverse to Quality (CAQs), and potential items for 
improvement. However, some deficiencies were identified by the inspection team which were not previously entered 
into the CAP. Generally, the licensee prioritized and evaluated issues, conducted adequate formal root cause 
evaluations for significant problems, and corrective actions specified for problems were acceptable. Overall, 
corrective actions developed and implemented for issues were generally effective. However, the team identified some 
examples where corrective actions were not fully effective.  
 
The team determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and generally, appropriate corrective actions were developed to address these issues. 
However, the team noted that a significant number of deficiencies were identified through self assessments of the 
CAP, which was indicative of a program that, while improved, has yet to reach the licensee’s own desired level of 
effectiveness. Specifically, a large number of PERs associated with corrective maintenance work orders were not 
written even though generation of such PERs was explicitly required by corrective action program procedures.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors did not 
identify any reluctance by workers to report safety concerns, or utilize the corrective action program.  
 
The team determined that corrective actions implemented, and planned to be implemented, to address the substantive 
cross-cutting issue in problem identification and resolution identified by the NRC in its annual assessment letter dated 
March 3, 2008, were appropriate. The team noted that some corrective actions to prevent recurrence associated with 
the substantive cross-cutting issue problem evaluation report (PER) were improperly implemented and ineffective.  
Specifically, the corrective action implemented to initiate PERs for all Corrective Maintenance Work Orders 
(CMWO) was ineffective in that several hundred CMWOs did not have PERs initiated.  
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Browns Ferry 1 
1Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 
and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to effectively maintain performance of the A3 EECW pump as required by 10 CFR 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(2) for failure to demonstrate that the performance of 
the A3 Emergency Equipment Cooling Water (EECW) pump was effectively controlled by preventive maintenance 
(PM) such that the pump remained capable of performing its intended function. Also due to inadequate evaluations 
performed after the A3 EECW pump exceeded its Maintenance Rule a(2) performance criteria, goal setting and 
monitoring were not established as required by paragraph a(1) of the Maintenance Rule. The licensee subsequently 
declared the EECW system in (a)(1) status and was in the process of developing the required goals and monitoring 
plan. This issue was entered into the licensee’s corrective action program as problem evaluation report 223404.  
 
The finding was determined to be of greater than minor significance because it was associated with the Equipment 
Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone objective of 
ensuring availability and reliability of systems designed to respond to initiating events to prevent undesirable 
consequences. More specifically, the licensee failed to demonstrate effective control of EECW system availability 
through appropriate PM. According to NRC Inspection Manual Chapter 0609.04, Phase I - Initial Screening and 
Characterization of Findings, this finding was determined to be of very low safety significance because it did not lead 
to an actual loss of a system safety function or screen as potentially risk significant due to a seismic, flooding, or 
severe weather initiating event. The cause of this finding was directly related to the cross cutting aspect of Thorough 
Evaluation of Identified Problems in the Corrective Action Program component of the Problem Identification and 



Resolution area, because the licensee did not adequately evaluate the causes of the A3 EECW pump unavailability and 
thereby failed to correctly determine the impact on the 10 CFR 50.65(a)(2) unavailability performance criteria [P.1
(c)]. (Section 1R12)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely corrective actions to restore compliance of EECW pump in-service testing with ASME OM code 
requirements 
The inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for 
failure to promptly recognize, and then correct in a timely manner, non-conforming conditions involving the in-
service testing (IST) requirements of the American Society of Mechanical Engineers (ASME) Code for Operation and 
Maintenance (OM) of Nuclear Power Plants for the Equipment Cooling Water (EECW) system identified in June 
2009. These nonconforming conditions involved the use of flow instrumentation without the proper accuracy, and 
failure to use the pre-service pump curve when establishing additional IST baseline reference values. The licensee 
revised the timeliness of their corrective action plans and decided to track this issue as a nonconforming condition. 
This issue was entered into the licensee’s corrective action program as PER 225844.  
 
The finding was determined to be of greater than minor significance because if left uncorrected it could become a 
more significant safety concern. In-service testing of the EECW system in conformance with the ASME OM Code 
provides assurance that degraded pump performance would be promptly detected and corrected. Failing to recognize 
and resolve these and other IST program deficiencies could lead to untimely detection of EECW pump degradation. 
According to Inspection Manual Chapter 0609.04, Phase I - Initial Screening and Characterization of Findings, this 
finding was determined to be of very low safety significance because it did not lead to an actual loss of a system 
safety function or screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
The cause of this finding was directly related to the cross-cutting aspect of Appropriate and Timely Corrective 
Actions in the Corrective Action Program component of the Problem Identification and Resolution area because the 
licensee failed to take appropriate corrective actions to restore full compliance with the ASME OM Code 
requirements in a timely manner [P.1(d)]. (Section 4OA2.2)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficiencies with Emergency Lighting Units 
The team identified a Green non-cited violation of Browns Ferry Units 1, 2, and 3 Operating License Conditions 2.C
(13), 2.C(14), and 2.C(7), respectively, for the licensee’s failure to maintain in effect all provisions of the NRC-
approved fire protection program, as described in the Final Safety Analysis Report. The Fire Protection Report 
(referenced in the Final Safety Analysis Report) requires that measures be established to ensure that conditions 
adverse to fire protection, such as failures and deficiencies, are promptly identified and corrected. The licensee had 
not established measures to identify and correct an excessive number of Appendix R emergency lighting unit failures. 
Specifically, emergency lighting unit failures were not being entered in the corrective action program as problem 
evaluation reports in order to evaluate and resolve why many of the emergency lighting failures occurred prior to 
reaching their 6-year replacement date. Additionally, the Fire Protection Report surveillance requirement to replace 
the Appendix R emergency lighting unit batteries and lamp heads every six years was not being adequately 
implemented, in that licensee data revealed that several installed emergency lighting units were beyond their 6-year 
replacement date. The licensee entered this finding into their corrective action program and initiated corrective actions 
to address these issues.  
 
The licensee’s failure to meet the Fire Protection Report requirements to establish measures to identify and correct a 
condition adverse to fire protection (excessive Appendix R emergency lighting unit failures); and, to implement the 
Appendix R emergency lighting system replacement program, is a performance deficiency. The finding is more than 



minor because it is associated with the reactor safety, mitigating systems cornerstone attribute of protection against 
external factors (i.e., fire). The excessive emergency lighting unit failures affected the objective of ensuring the 
reliability and capability of operator manual actions during response to initiating events, The team determined that this 
finding was of very low safety significance (Green) because the operators had a high likelihood of completing the 
tasks using flashlights. The cause of this finding has a cross-cutting aspect in the Work Control component of the 
Human Performance area, in that it was directly related to the licensee not planning and coordinating work activities 
to support long-term equipment reliability, and their maintenance scheduling was more reactive than preventive (H.3 
(b)) 
Inspection Report# : 2009009 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Compensatory measures for an Out-of-Service Hose Station 
The team identified a Green non-cited violation of Browns Ferry Units 1, 2, and 3 Operating License Conditions 2.C
(13), 2.C(14), and 2.C(7), respectively, for the licensee’s failure to maintain in effect all provisions of the NRC-
approved fire protection program as described in the Final Safety Analysis Report. The Fire Protection Report 
(referenced in the Final Safety Analysis Report) requires the licensee to establish adequate compensatory measures for 
degraded or inoperable fire protection equipment. The licensee failed to establish adequate compensatory measures for
an out-of-service hose station, in that the staged additional lengths of hose connected to the closest in-service hose 
station, established as a compensatory measure, did not provide equal or better protection than the out-of-service hose 
station that it was replacing. The licensee entered this finding into their corrective action program and took immediate 
action to review all existing fire protection impairment permits for similar problems. The licensee removed the 
compensatory measure and restored the out-of-service hose station to service.  
 
The licensee’s failure to provide compensatory measures of equal or better protection for an out-of-service hose 
station is a performance deficiency because it did not meet the requirements of the approved fire protection program. 
The finding was more than minor because it affected the protection against external factors attribute of the mitigating 
systems cornerstone, in that it impacted manual fire suppression (i.e., fire brigade) capability; and, affected the 
cornerstone objective of ensuring the availability of systems that respond to initiating events. Since Inspection Manual 
Chapter 0609, Appendix F, “Fire Protection Significance Determination Process,” does not provide guidance for 
assigning a degradation rating to manual fire suppression, this determination was made using qualitative methods 
which received NRC management review as provided for in Inspection Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria.” This finding was determined to be of very low 
safety significance (Green) because it represented a low degradation of the manual fire suppression function. 
Although the fire protection impairment permit had been implemented for an out-of-service hose station, the hose 
station was still functional at the time this issue was identified, because the water supply to the hose station had not 
been physically isolated. However, the team concluded the fire brigade would have experienced delays in initiating 
manual fire suppression for a fire in a fire area covered by the impairment. The cause of this finding has a cross-
cutting aspect in the Work Control component of the Human Performance area, in that it was directly related to the 
licensee not planning and coordinating work activities, consistent with nuclear safety, to ensure that adequate 
compensatory actions were established for an out-of-service hose station (H.3 (a)). 
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Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure One Train of Cables of Syatems Necessary to Achieve and/or Maintain Post-Fire safe 
Shutdown is Free of Fire Damage in Accordance With 10 CFR Part 50, Appendix R, Section III.G. 
Title 10 of the Code of Federal Regulations (10 CFR), Part 50.48(b)(1) requires that all nuclear power plants licensed 
to operate prior to January 1, 1979, must satisfy the applicable requirements of 10 CFR Part 50, Appendix R, Sections 
III.G, III.J, and III.O.  
Section III.G requires fire protection of safe shutdown capability.  
Section III.G.1 requires fire protection features shall be provided for structures, systems, and components important to 
safe shutdown. These features shall be capable of limiting fire damage, such that one train of systems necessary for 



achieving and maintaining hot shutdown conditions is free of fire damage. 
Section III.G.2 requires, in part, that where cables and equipment of redundant trains of systems necessary to achieve 
and maintain hot shutdown conditions are located in the same fire area outside of primary containment, one of the 
following means of ensuring that one of the redundant trains is free of fire damage shall be provided:  
a. separation of cables and equipment by a fire barrier having a 3-hour rating; or  
b. separation of cables and equipment by a horizontal distance of more than 20 feet with no intervening combustibles 
or fire hazards. Fire detection and automatic fire suppression shall be installed in the fire area; or  
c. enclosure of cables and equipment of one redundant train in a fire barrier having a 1-hour fire rating. Fire detection 
and automatic suppression shall be installed in the fire area.  
Contrary to the above, since the restart of each unit (Unit 2-1991, Unit 3-1995, Unit 1-2007) and as of January 20, 
2010, the date of the inspection report, the licensee had not met nor has met, as of the date of this NOV, the 
requirements of 10 CFR Part 50, Appendix R, Section III.G, in that:  
(i) fire protection features capable of limiting fire damage were not provided for structures, systems, and components 
important for safe shutdown. Specifically, the Tennessee Valley Authority (licensee) failed to provide fire protection 
features capable of limiting the fire damage such that one train of systems necessary to achieve and maintain hot 
shutdown conditions was free from fire damage in Fire Area 8 along with 19 other fire areas designated in the Browns 
Ferry Fire Protection Report, as required by 10 CFR Part 50, Appendix R, Section III.G.1.  
(ii) where cables and equipment of redundant trains of systems necessary to achieve and maintain hot shutdown 
conditions are located in the same fire area, the licensee did not ensure that one of the redundant trains was free of fire 
damage by providing one of the following means: (a) a 3-hour rated fire barrier; (b) 20 feet of spatial separation (free 
of intervening combustibles and fire hazards) with detection and suppression installed in the fire area; or (c) a 1-hour 
rated fire barrier with detection and suppression installed in the fire area. Specifically, cables associated with the 
RHRSW Pump A1, RHR Pump 1A, and LPCI injection valve 1-FCV-74-53 in Fire Area 1/Fire Zone 1-4 are some of 
the many examples in which the licensee failed to ensure that one train of cables of redundant systems or equipment 
necessary to achieve and maintain hot shutdown conditions, located in the same fire area, outside of primary 
containment was free of fire damage by one of the means described in 10 CFR Part 50, Appendix R, Section III.G.2. 
 
Inspection Report# : 2010007 (pdf)  
Inspection Report# : 2009009 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Safe Shutdown Instruction Entry Conditions for Appendix R Fire Events 
The team identified an apparent violation of Technical Specification 5.4.1.a., in that, the licensee’s revision to the safe 
shutdown instruction entry conditions in December 2008 resulted in inadequate procedural guidance. Specifically, the 
revision to Procedure 0-SSI-001, "Safe Shutdown Instructions," added an entry condition based on the operator’s 
ability to restore and maintain reactor water level above +2 inches on the narrow range scale, utilizing available 
equipment. This revision could have delayed or prevented entry into the safe shutdown instructions if reactor water 
level stayed at or above +2 inches on the narrow range scale. Furthermore, this entry condition was not consistent with 
the initial plant conditions assumed in the fire protection program safe shutdown analysis. The licensee entered this 
finding into the corrective action program and revised the entry conditions for the safe shutdown instructions on 
February 27, 2009, to eliminate the +2-inch reactor vessel water level entry condition.  
 
Failure to meet Technical Specification requirements due to inadequate procedural guidance is a performance 
deficiency. This finding is more than minor because it is associated with the procedure quality attribute of the 
mitigating systems cornerstone and the inadequate procedure affected the cornerstone objective of protection against 
external events such as fire to prevent undesirable consequences. Given the number of fire areas involved, a 
significance determination process Phase 2 analysis was not performed. A regional senior reactor analyst determined 
that there were significant obstacles to quantifying the risk of this finding because the methods and tools are not 
adequate to determine the significance of this finding within the established timeliness goal of 90 days. Therefore, the 
safety significance of this finding was determined using the guidance and qualitative techniques contained in NRC 
Inspection Manual Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
preliminary significance of this finding was determined to be Greater Than Green, which was reviewed and approved 
by NRC management. The team determined that this finding did not present an immediate safety concern because the 
immediate safety hazard no longer existed after the licensee revised the safe shutdown instruction in February 2009. 



The cause of this finding had a cross-cutting aspect in the Decision Making component of the Human Performance 
area, in that it was related to the licensee not using conservative assumptions in decision making and not conducting 
reviews to verify the validity of underlying assumptions and identifying possible unintended consequences (H.1(b)). 
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Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform an adequate risk assessment during severe weather conditions 
A Green non-cited violation of 10 CFR Part 50.65 (a)(4), “Requirements for Monitoring the Effectiveness of 
Maintenance at Nuclear Power Plants,” was identified when the licensee failed to consider the impact of severe 
weather conditions on plant risk. Specifically, on May 1 and again on May 2, 2009, the licensee removed the A 
Emergency Diesel from service for planned maintenance during severe weather conditions (i.e., Tornado Warning and 
Tornado Watch, respectively) without re-evaluating the potential adverse affect upon the existing on-line risk 
assessment. The severe weather conditions only lasted about an hour each day. This issue was entered into the 
licensee's corrective action program as problem evaluation report 171402.  
 
The finding was determined to be greater than minor because the licensee’s risk assessment failed to consider unusual 
external conditions that were present or imminent (e.g., severe weather, offsite power instability). According to 
Inspection Manual Chapter 0609, Appendix K, Maintenance Risk Assessment and Risk Management Significance 
Determination Process, the significance of this finding was determined to be of very low safety significance (Green) 
based on an initiating events frequency of <1.0E-7, and a very low risk deficit due to the number of redundant 
emergency diesels and the short duration of the severe weather. The cause of this finding was directly related to the 
crosscutting aspect of complete and accurate procedures in the area of human performance because the licensee’s site-
specific guidelines for assessing on-line risk did not require severe weather to be considered when determining plant 
risk nor did they require personnel to determine if severe weather is imminent prior to removing an emergency diesel 
generator from service (H.2.c). (Section 1R13).  
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Barrier Integrity 

Significance:  Jul 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Standby Gas Treatment Subsystem ‘A’ Inoperable Beyond the Technical Specification Allowed Outage Time 
(Section 4OA2.a) 
• Green. A Green, self-revealing, non-cited violation (NCV) of Technical Specification (TS) limiting condition for 
operation (LCO) 3.6.4.3, “Standby Gas Treatment (SGT) System”, was identified for the licensee’s failure to comply 
with the LCO required actions for one inoperable SGT subsystem due to an inadequate investigation to ensure the 
system’s operability, on November 30, 2008, following a loss of power to one of the three relative humidity heaters. 
This issue was entered into the corrective action program as Problem Evaluation Report 174597. The cause of the 
failure of the heater was a failed relay. The relay was replaced and the system was restored to service on June 20, 
2009.  
 
The finding is similar to example 2a in Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor 
Issues,” in that the example performance deficiency is not minor if Technical Specification limits were exceeded. In 
accordance with IMC 0612, Appendix B, “Issue Screening,” the finding is greater than minor significance because it 
was associated with the Barrier Integrity cornerstone attribute of Human Performance and adversely affected the 
cornerstone objective of maintaining the radiological barrier functionality of Standby Gas Trains. Although the 
licensee ultimately was able to demonstrate that the SGT system could perform its safety function without the 



charcoal beds and associated heaters, compliance with SGT TS was a prerequisite to providing reasonable assurance 
that the SGT can protect the public from radionuclide releases caused by accidents or events. 10 CFR 50.36 defines 
TS limiting conditions for operation as the lowest functional capability or performance levels of equipment required 
for safe operation of the facility. The SGT TS LCO requirement was not met and therefore the cornerstone objective 
for functionality as described in the TSs, was not maintained.  
 
In accordance with IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the 
finding is determined to be of very low risk significance because the finding only represented a degradation of the 
radiological barrier function provided by the SGT system. Because this finding is of very low safety significance and 
has been entered in licensee’s corrective action program, the violation is being treated as a non-cited violation. The 
cause of this finding was directly related to the cross-cutting aspect of thorough evaluation of identified problems in 
the problem identification and resolution area, because the licensee failed to properly classify, prioritize and evaluate 
the operability of the SGT system when the heater loss of power annunciator was received [P.1(c)]. (Section 4OA2.a) 
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Emergency Preparedness 

Occupational Radiation Safety 

Significance:  Jun 30, 2009 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to comply with the requirements of an RWP by entering a posted high radiation area 
A Green self-revealing non-cited violation (NCV) of TS 5.4.1, Procedures, was identified for a radiation worker who 
failed to follow the requirements of RWP 09270081 as required by procedure RCI 9.1, Radiation Work Permits, Rev. 
57. The licensee has entered this issue into the Corrective Action Program as Problem Evaluation Report 171375.  
This finding is greater than minor because it is associated with the Occupational Radiation Safety Cornerstone 
attribute of Program and Process (Exposure Control) and adversely affected the cornerstone objective of ensuring 
adequate protection of worker health and safety from exposure to radiation from radioactive material during routine 
civilian nuclear reactor operation. The finding was evaluated using the Occupational Radiation Safety SDP and 
determined to be of very low safety significance (Green) because it was not related to ALARA planning, nor did it 
involve an overexposure or substantial potential for overexposure, and the ability to assess dose was not 
compromised. The cause of this finding was directly related to the cross-cutting aspect of Work Practices in the area 
of Human Performance, because the radiation worker failed to use self-checking prior to passing through the swing 
gate into the posted high radiation area (H.4.a). (Section 2OS1)  
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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: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report a Safety System Functional Failure Per 10 CFR 50.73 
A Severity Level IV non-cited violation (NCV) of 10 CFR 50.73(a)(2)(v)(D) and (vii)(D) was identified by the 
inspectors for the licensee’s failure to recognize a safety system functional failure of the Unit 1 High Pressure Coolant 
Injection (HPCI) system and submit a licensee event report (LER) within 60 days. This issue was documented in the 
licensee’s corrective action program as Problem Evaluation Reports 177206 and 204364, and subsequently reported as 
LER 050-259/2009-004.  
 
This finding was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. However, because this violation was of very low safety significance, was not 
repetitive or willful, and was entered into the licensee’s corrective action program, the NRC has characterized this 
violation as a Severity Level IV NCV in accordance with Section IV.A.3 and Supplement I of the NRC Enforcement 
Policy. The cause of this finding was directly related to the cross-cutting aspect of timely corrective actions in the area 
of Problem Identification and Resolution because the licensee failed to address previously identified deficiencies 
regarding the documentation of safety system mission times in a timely manner [P.1(d)].  
 
Inspection Report# : 2009005 (pdf)  

Significance: N/A Jul 17, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Browns Ferry PI&R Summary 
The team concluded that, in general, problems were identified, evaluated, prioritized, and corrected. The licensee 
maintained a reasonable threshold for identifying problems as evidenced by the large number of Problem Evaluation 
Reports (PERs) entered annually into the CAP, management expectation that all personnel are encouraged to initiate a 
PER for deficiencies noted, and CAP procedures requiring all personnel initiate PERs to document Significant 
Conditions Adverse to Quality (SCAQs), Conditions Adverse to Quality (CAQs), and potential items for 
improvement. However, some deficiencies were identified by the inspection team which were not previously entered 
into the CAP. Generally, the licensee prioritized and evaluated issues, conducted adequate formal root cause 
evaluations for significant problems, and corrective actions specified for problems were acceptable. Overall, 
corrective actions developed and implemented for issues were generally effective. However, the team identified some 
examples where corrective actions were not fully effective.  
 
The team determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and generally, appropriate corrective actions were developed to address these issues. 
However, the team noted that a significant number of deficiencies were identified through self assessments of the 
CAP, which was indicative of a program that, while improved, has yet to reach the licensee’s own desired level of 
effectiveness. Specifically, a large number of PERs associated with corrective maintenance work orders were not 
written even though generation of such PERs was explicitly required by corrective action program procedures.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors did not 
identify any reluctance by workers to report safety concerns, or utilize the corrective action program.  
 
The team determined that corrective actions implemented, and planned to be implemented, to address the substantive 
cross-cutting issue in problem identification and resolution identified by the NRC in its annual assessment letter dated 
March 3, 2008, were appropriate. The team noted that some corrective actions to prevent recurrence associated with 
the substantive cross-cutting issue problem evaluation report (PER) were improperly implemented and ineffective.  
Specifically, the corrective action implemented to initiate PERs for all Corrective Maintenance Work Orders 
(CMWO) was ineffective in that several hundred CMWOs did not have PERs initiated.  



 
Inspection Report# : 2009006 (pdf)  

Last modified : May 26, 2010 



Browns Ferry 1 
2Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 
and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to effectively maintain performance of the A3 EECW pump as required by 10 CFR 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(2) for failure to demonstrate that the performance of 
the A3 Emergency Equipment Cooling Water (EECW) pump was effectively controlled by preventive maintenance 
(PM) such that the pump remained capable of performing its intended function. Also due to inadequate evaluations 
performed after the A3 EECW pump exceeded its Maintenance Rule a(2) performance criteria, goal setting and 
monitoring were not established as required by paragraph a(1) of the Maintenance Rule. The licensee subsequently 
declared the EECW system in (a)(1) status and was in the process of developing the required goals and monitoring 
plan. This issue was entered into the licensee’s corrective action program as problem evaluation report 223404.  
 
The finding was determined to be of greater than minor significance because it was associated with the Equipment 
Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone objective of 
ensuring availability and reliability of systems designed to respond to initiating events to prevent undesirable 
consequences. More specifically, the licensee failed to demonstrate effective control of EECW system availability 
through appropriate PM. According to NRC Inspection Manual Chapter 0609.04, Phase I - Initial Screening and 
Characterization of Findings, this finding was determined to be of very low safety significance because it did not lead 
to an actual loss of a system safety function or screen as potentially risk significant due to a seismic, flooding, or 
severe weather initiating event. The cause of this finding was directly related to the cross cutting aspect of Thorough 
Evaluation of Identified Problems in the Corrective Action Program component of the Problem Identification and 



Resolution area, because the licensee did not adequately evaluate the causes of the A3 EECW pump unavailability and 
thereby failed to correctly determine the impact on the 10 CFR 50.65(a)(2) unavailability performance criteria [P.1
(c)]. (Section 1R12)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely corrective actions to restore compliance of EECW pump in-service testing with ASME OM code 
requirements 
The inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for 
failure to promptly recognize, and then correct in a timely manner, non-conforming conditions involving the in-
service testing (IST) requirements of the American Society of Mechanical Engineers (ASME) Code for Operation and 
Maintenance (OM) of Nuclear Power Plants for the Equipment Cooling Water (EECW) system identified in June 
2009. These nonconforming conditions involved the use of flow instrumentation without the proper accuracy, and 
failure to use the pre-service pump curve when establishing additional IST baseline reference values. The licensee 
revised the timeliness of their corrective action plans and decided to track this issue as a nonconforming condition. 
This issue was entered into the licensee’s corrective action program as PER 225844.  
 
The finding was determined to be of greater than minor significance because if left uncorrected it could become a 
more significant safety concern. In-service testing of the EECW system in conformance with the ASME OM Code 
provides assurance that degraded pump performance would be promptly detected and corrected. Failing to recognize 
and resolve these and other IST program deficiencies could lead to untimely detection of EECW pump degradation. 
According to Inspection Manual Chapter 0609.04, Phase I - Initial Screening and Characterization of Findings, this 
finding was determined to be of very low safety significance because it did not lead to an actual loss of a system 
safety function or screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
The cause of this finding was directly related to the cross-cutting aspect of Appropriate and Timely Corrective 
Actions in the Corrective Action Program component of the Problem Identification and Resolution area because the 
licensee failed to take appropriate corrective actions to restore full compliance with the ASME OM Code 
requirements in a timely manner [P.1(d)]. (Section 4OA2.2)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 28, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of Technical Specification 5.4.1 for Failure to Develop Adequate Procedures to Ensure Tornado 
Depressurization Protection of the Emergency Diesel Generators 
The inspectors identified a Green non-cited violation (NCV) of TS 5.4.1 for the failure to have an adequate procedure 
that would ensure tornado depressurization protection of the emergency diesel generators (EDGs). Abnormal 
Operating Instruction, 0-AOI-100-7, “Severe Weather,” did not provide guidance on how to provide pressure 
equalization of the EDG building for mitigating atmospheric depressurization associated with tornado conditions that 
could impact the EDG building ventilation system. The design of the EDG ventilation system intake and exhaust 
dampers requires the dampers to be manually opened prior to a tornado depressurization event to ensure the EDG 
building and ventilation system remain intact and operable during and after a tornado. This finding was entered into 
the licensee’s corrective action program as problem evaluation report (PER) 206919. As an immediate corrective 
action, the licensee added steps to procedure 0-AOI-100-7 to station an operator in the EDG building to perform 
required manual actions in the event of a tornado warning in the area.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the EDGs to perform the intended safety function during a design basis 
event and the cornerstone attribute of Procedure Quality, i.e. Operating (Post Event) Procedures (AOPs). The 
inspectors assessed the finding using a Phase I Significance Determination Process (SDP) screening which determined 
a Phase III SDP evaluation was required due to the fact that the finding involved the loss or degradation of equipment 



specifically designed to mitigate a severe weather initiating event (e.g., tornado doors). The loss of this equipment by 
itself, during the external initiating event it was intended to mitigate, would degrade two or more trains of a multi-
train safety system. A Phase III SDP evaluation was performed in accordance with NRC Inspection Manual Chapter 
0609 Appendix A by a regional Senior Reactor Analyst using the NRC Standardized Plant Analysis 3  
 
The inspectors determined that the use of operating experience (OE) information was a significant cause of this 
performance deficiency. Regulatory Information Summary 2006-03, “Post Tornado Operability of Ventilation and Air 
Conditioning Systems” as well as an internal licensee OE had raised a similar concern. The licensee was unaware of 
the vulnerability of the EDG ventilation system to tornado depressurization events until it was brought to their 
attention by the inspectors. The licensee’s failure to use available OE is directly related to the OE component of the 
cross-cutting area of Problem Identification and Resolution and the aspect of implementing OE through changes to 
procedures (P.2.(b)).  
 
Inspection Report# : 2009008 (pdf)  

Significance:  Dec 28, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10CFR50, Appendix B, Criterion V for Inadequate Procedure for Emergency Equipment Cooling 
Water System Flow Balancing 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure to provide adequate guidance in existing procedures utilized for flow 
balancing of the emergency equipment cooling water (EECW) system. The EECW system provided the heat sink for 
station safety-related heat loads including cooling for the residual heat removal (RHR) and core spray (CS) room 
coolers. The installed strainers on the EECW system are capable of filtering debris greater than 1/8 inch (.125 inches), 
potentially allowing debris less than 1/8 inch to pass through and clog downstream throttle valves. A clog in the 
throttle valves would prevent adequate flow from reaching safety-related heat exchangers unless procedural guidance 
or limitations prevented throttling valves to disk-to-seat clearances of less then 1/8 inch. The existing EECW flow 
balance procedure was inadequate in that it made no provision in the acceptance criteria to limit or evaluate minimum 
throttle valve seat/disc clearance, and the subsequent potential for increased flow obstruction, resulting from system 
flow balancing. This finding was entered into the licensee’s corrective action program as problem evaluation reports 
(PERs) 208374 and 208636. Planned corrective actions included a revision to EECW flow balancing procedures. The 
inspectors verified and discussed with the licensee existing indications that are available to alert the operator of 
potential clogging.  
 
This finding is more than minor because it affects the Mitigating Systems cornerstone objective of ensuring the 
availability, reliability, and operability of the RHR and CS pump room coolers to perform the intended safety function 
during a design basis event and the cornerstone attribute of Procedure Quality, i.e. Maintenance and Testing (Pre-
event) Procedures. The team assessed this finding using the Significance Determination Process (SDP) and 
determined that 4 the finding was of very low safety significance (Green) because the inspectors found no 
documented history of an actual loss of safety system function. This finding was reviewed for cross-cutting aspects 
and none were identified.  
 
Inspection Report# : 2009008 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficiencies with Emergency Lighting Units 
The team identified a Green non-cited violation of Browns Ferry Units 1, 2, and 3 Operating License Conditions 2.C
(13), 2.C(14), and 2.C(7), respectively, for the licensee’s failure to maintain in effect all provisions of the NRC-
approved fire protection program, as described in the Final Safety Analysis Report. The Fire Protection Report 
(referenced in the Final Safety Analysis Report) requires that measures be established to ensure that conditions 
adverse to fire protection, such as failures and deficiencies, are promptly identified and corrected. The licensee had 
not established measures to identify and correct an excessive number of Appendix R emergency lighting unit failures. 



Specifically, emergency lighting unit failures were not being entered in the corrective action program as problem 
evaluation reports in order to evaluate and resolve why many of the emergency lighting failures occurred prior to 
reaching their 6-year replacement date. Additionally, the Fire Protection Report surveillance requirement to replace 
the Appendix R emergency lighting unit batteries and lamp heads every six years was not being adequately 
implemented, in that licensee data revealed that several installed emergency lighting units were beyond their 6-year 
replacement date. The licensee entered this finding into their corrective action program and initiated corrective actions 
to address these issues.  
 
The licensee’s failure to meet the Fire Protection Report requirements to establish measures to identify and correct a 
condition adverse to fire protection (excessive Appendix R emergency lighting unit failures); and, to implement the 
Appendix R emergency lighting system replacement program, is a performance deficiency. The finding is more than 
minor because it is associated with the reactor safety, mitigating systems cornerstone attribute of protection against 
external factors (i.e., fire). The excessive emergency lighting unit failures affected the objective of ensuring the 
reliability and capability of operator manual actions during response to initiating events, The team determined that this 
finding was of very low safety significance (Green) because the operators had a high likelihood of completing the 
tasks using flashlights. The cause of this finding has a cross-cutting aspect in the Work Control component of the 
Human Performance area, in that it was directly related to the licensee not planning and coordinating work activities 
to support long-term equipment reliability, and their maintenance scheduling was more reactive than preventive (H.3 
(b)) 
Inspection Report# : 2009009 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Compensatory measures for an Out-of-Service Hose Station 
The team identified a Green non-cited violation of Browns Ferry Units 1, 2, and 3 Operating License Conditions 2.C
(13), 2.C(14), and 2.C(7), respectively, for the licensee’s failure to maintain in effect all provisions of the NRC-
approved fire protection program as described in the Final Safety Analysis Report. The Fire Protection Report 
(referenced in the Final Safety Analysis Report) requires the licensee to establish adequate compensatory measures for 
degraded or inoperable fire protection equipment. The licensee failed to establish adequate compensatory measures for
an out-of-service hose station, in that the staged additional lengths of hose connected to the closest in-service hose 
station, established as a compensatory measure, did not provide equal or better protection than the out-of-service hose 
station that it was replacing. The licensee entered this finding into their corrective action program and took immediate 
action to review all existing fire protection impairment permits for similar problems. The licensee removed the 
compensatory measure and restored the out-of-service hose station to service.  
 
The licensee’s failure to provide compensatory measures of equal or better protection for an out-of-service hose 
station is a performance deficiency because it did not meet the requirements of the approved fire protection program. 
The finding was more than minor because it affected the protection against external factors attribute of the mitigating 
systems cornerstone, in that it impacted manual fire suppression (i.e., fire brigade) capability; and, affected the 
cornerstone objective of ensuring the availability of systems that respond to initiating events. Since Inspection Manual 
Chapter 0609, Appendix F, “Fire Protection Significance Determination Process,” does not provide guidance for 
assigning a degradation rating to manual fire suppression, this determination was made using qualitative methods 
which received NRC management review as provided for in Inspection Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria.” This finding was determined to be of very low 
safety significance (Green) because it represented a low degradation of the manual fire suppression function. 
Although the fire protection impairment permit had been implemented for an out-of-service hose station, the hose 
station was still functional at the time this issue was identified, because the water supply to the hose station had not 
been physically isolated. However, the team concluded the fire brigade would have experienced delays in initiating 
manual fire suppression for a fire in a fire area covered by the impairment. The cause of this finding has a cross-
cutting aspect in the Work Control component of the Human Performance area, in that it was directly related to the 
licensee not planning and coordinating work activities, consistent with nuclear safety, to ensure that adequate 
compensatory actions were established for an out-of-service hose station (H.3 (a)). 
Inspection Report# : 2009009 (pdf)  



Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure One Train of Cables of Syatems Necessary to Achieve and/or Maintain Post-Fire safe 
Shutdown is Free of Fire Damage in Accordance With 10 CFR Part 50, Appendix R, Section III.G. 
Title 10 of the Code of Federal Regulations (10 CFR), Part 50.48(b)(1) requires that all nuclear power plants licensed 
to operate prior to January 1, 1979, must satisfy the applicable requirements of 10 CFR Part 50, Appendix R, Sections 
III.G, III.J, and III.O.  
Section III.G requires fire protection of safe shutdown capability.  
Section III.G.1 requires fire protection features shall be provided for structures, systems, and components important to 
safe shutdown. These features shall be capable of limiting fire damage, such that one train of systems necessary for 
achieving and maintaining hot shutdown conditions is free of fire damage.  
Section III.G.2 requires, in part, that where cables and equipment of redundant trains of systems necessary to achieve 
and maintain hot shutdown conditions are located in the same fire area outside of primary containment, one of the 
following means of ensuring that one of the redundant trains is free of fire damage shall be provided:  
a. separation of cables and equipment by a fire barrier having a 3-hour rating; or  
b. separation of cables and equipment by a horizontal distance of more than 20 feet with no intervening combustibles 
or fire hazards. Fire detection and automatic fire suppression shall be installed in the fire area; or  
c. enclosure of cables and equipment of one redundant train in a fire barrier having a 1-hour fire rating. Fire detection 
and automatic suppression shall be installed in the fire area.  
Contrary to the above, since the restart of each unit (Unit 2-1991, Unit 3-1995, Unit 1-2007) and as of January 20, 
2010, the date of the inspection report, the licensee had not met nor has met, as of the date of this NOV, the 
requirements of 10 CFR Part 50, Appendix R, Section III.G, in that:  
(i) fire protection features capable of limiting fire damage were not provided for structures, systems, and components 
important for safe shutdown. Specifically, the Tennessee Valley Authority (licensee) failed to provide fire protection 
features capable of limiting the fire damage such that one train of systems necessary to achieve and maintain hot 
shutdown conditions was free from fire damage in Fire Area 8 along with 19 other fire areas designated in the Browns 
Ferry Fire Protection Report, as required by 10 CFR Part 50, Appendix R, Section III.G.1.  
(ii) where cables and equipment of redundant trains of systems necessary to achieve and maintain hot shutdown 
conditions are located in the same fire area, the licensee did not ensure that one of the redundant trains was free of fire 
damage by providing one of the following means: (a) a 3-hour rated fire barrier; (b) 20 feet of spatial separation (free 
of intervening combustibles and fire hazards) with detection and suppression installed in the fire area; or (c) a 1-hour 
rated fire barrier with detection and suppression installed in the fire area. Specifically, cables associated with the 
RHRSW Pump A1, RHR Pump 1A, and LPCI injection valve 1-FCV-74-53 in Fire Area 1/Fire Zone 1-4 are some of 
the many examples in which the licensee failed to ensure that one train of cables of redundant systems or equipment 
necessary to achieve and maintain hot shutdown conditions, located in the same fire area, outside of primary 
containment was free of fire damage by one of the means described in 10 CFR Part 50, Appendix R, Section III.G.2. 
 
Inspection Report# : 2010007 (pdf)  
Inspection Report# : 2009009 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Safe Shutdown Instruction Entry Conditions for Appendix R Fire Events 
The team identified an apparent violation of Technical Specification 5.4.1.a., in that, the licensee’s revision to the safe 
shutdown instruction entry conditions in December 2008 resulted in inadequate procedural guidance. Specifically, the 
revision to Procedure 0-SSI-001, "Safe Shutdown Instructions," added an entry condition based on the operator’s 
ability to restore and maintain reactor water level above +2 inches on the narrow range scale, utilizing available 
equipment. This revision could have delayed or prevented entry into the safe shutdown instructions if reactor water 
level stayed at or above +2 inches on the narrow range scale. Furthermore, this entry condition was not consistent with 
the initial plant conditions assumed in the fire protection program safe shutdown analysis. The licensee entered this 
finding into the corrective action program and revised the entry conditions for the safe shutdown instructions on 
February 27, 2009, to eliminate the +2-inch reactor vessel water level entry condition.  
 



Failure to meet Technical Specification requirements due to inadequate procedural guidance is a performance 
deficiency. This finding is more than minor because it is associated with the procedure quality attribute of the 
mitigating systems cornerstone and the inadequate procedure affected the cornerstone objective of protection against 
external events such as fire to prevent undesirable consequences. Given the number of fire areas involved, a 
significance determination process Phase 2 analysis was not performed. A regional senior reactor analyst determined 
that there were significant obstacles to quantifying the risk of this finding because the methods and tools are not 
adequate to determine the significance of this finding within the established timeliness goal of 90 days. Therefore, the 
safety significance of this finding was determined using the guidance and qualitative techniques contained in NRC 
Inspection Manual Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
preliminary significance of this finding was determined to be Greater Than Green, which was reviewed and approved 
by NRC management. The team determined that this finding did not present an immediate safety concern because the 
immediate safety hazard no longer existed after the licensee revised the safe shutdown instruction in February 2009. 
The cause of this finding had a cross-cutting aspect in the Decision Making component of the Human Performance 
area, in that it was related to the licensee not using conservative assumptions in decision making and not conducting 
reviews to verify the validity of underlying assumptions and identifying possible unintended consequences (H.1(b)). 
Inspection Report# : 2010007 (pdf)  
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Barrier Integrity 

Significance:  Jul 17, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Standby Gas Treatment Subsystem ‘A’ Inoperable Beyond the Technical Specification Allowed Outage Time 
(Section 4OA2.a) 
• Green. A Green, self-revealing, non-cited violation (NCV) of Technical Specification (TS) limiting condition for 
operation (LCO) 3.6.4.3, “Standby Gas Treatment (SGT) System”, was identified for the licensee’s failure to comply 
with the LCO required actions for one inoperable SGT subsystem due to an inadequate investigation to ensure the 
system’s operability, on November 30, 2008, following a loss of power to one of the three relative humidity heaters. 
This issue was entered into the corrective action program as Problem Evaluation Report 174597. The cause of the 
failure of the heater was a failed relay. The relay was replaced and the system was restored to service on June 20, 
2009.  
 
The finding is similar to example 2a in Inspection Manual Chapter (IMC) 0612, Appendix E, “Examples of Minor 
Issues,” in that the example performance deficiency is not minor if Technical Specification limits were exceeded. In 
accordance with IMC 0612, Appendix B, “Issue Screening,” the finding is greater than minor significance because it 
was associated with the Barrier Integrity cornerstone attribute of Human Performance and adversely affected the 
cornerstone objective of maintaining the radiological barrier functionality of Standby Gas Trains. Although the 
licensee ultimately was able to demonstrate that the SGT system could perform its safety function without the 
charcoal beds and associated heaters, compliance with SGT TS was a prerequisite to providing reasonable assurance 
that the SGT can protect the public from radionuclide releases caused by accidents or events. 10 CFR 50.36 defines 
TS limiting conditions for operation as the lowest functional capability or performance levels of equipment required 
for safe operation of the facility. The SGT TS LCO requirement was not met and therefore the cornerstone objective 
for functionality as described in the TSs, was not maintained.  
 
In accordance with IMC 0609, Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” the 
finding is determined to be of very low risk significance because the finding only represented a degradation of the 
radiological barrier function provided by the SGT system. Because this finding is of very low safety significance and 
has been entered in licensee’s corrective action program, the violation is being treated as a non-cited violation. The 
cause of this finding was directly related to the cross-cutting aspect of thorough evaluation of identified problems in 
the problem identification and resolution area, because the licensee failed to properly classify, prioritize and evaluate 
the operability of the SGT system when the heater loss of power annunciator was received [P.1(c)]. (Section 4OA2.a) 
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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: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report a Safety System Functional Failure Per 10 CFR 50.73 
A Severity Level IV non-cited violation (NCV) of 10 CFR 50.73(a)(2)(v)(D) and (vii)(D) was identified by the 
inspectors for the licensee’s failure to recognize a safety system functional failure of the Unit 1 High Pressure Coolant 
Injection (HPCI) system and submit a licensee event report (LER) within 60 days. This issue was documented in the 
licensee’s corrective action program as Problem Evaluation Reports 177206 and 204364, and subsequently reported as 
LER 050-259/2009-004.  
 
This finding was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. However, because this violation was of very low safety significance, was not 
repetitive or willful, and was entered into the licensee’s corrective action program, the NRC has characterized this 
violation as a Severity Level IV NCV in accordance with Section IV.A.3 and Supplement I of the NRC Enforcement 
Policy. The cause of this finding was directly related to the cross-cutting aspect of timely corrective actions in the area 
of Problem Identification and Resolution because the licensee failed to address previously identified deficiencies 
regarding the documentation of safety system mission times in a timely manner [P.1(d)].  
 
Inspection Report# : 2009005 (pdf)  

Significance: N/A Jul 17, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Browns Ferry PI&R Summary 
The team concluded that, in general, problems were identified, evaluated, prioritized, and corrected. The licensee 
maintained a reasonable threshold for identifying problems as evidenced by the large number of Problem Evaluation 
Reports (PERs) entered annually into the CAP, management expectation that all personnel are encouraged to initiate a 
PER for deficiencies noted, and CAP procedures requiring all personnel initiate PERs to document Significant 
Conditions Adverse to Quality (SCAQs), Conditions Adverse to Quality (CAQs), and potential items for 
improvement. However, some deficiencies were identified by the inspection team which were not previously entered 
into the CAP. Generally, the licensee prioritized and evaluated issues, conducted adequate formal root cause 



evaluations for significant problems, and corrective actions specified for problems were acceptable. Overall, 
corrective actions developed and implemented for issues were generally effective. However, the team identified some 
examples where corrective actions were not fully effective.  
 
The team determined that overall, audits and self-assessments were adequate in identifying deficiencies and areas for 
improvement in the CAP, and generally, appropriate corrective actions were developed to address these issues. 
However, the team noted that a significant number of deficiencies were identified through self assessments of the 
CAP, which was indicative of a program that, while improved, has yet to reach the licensee’s own desired level of 
effectiveness. Specifically, a large number of PERs associated with corrective maintenance work orders were not 
written even though generation of such PERs was explicitly required by corrective action program procedures.  
 
Based on discussions and interviews conducted with plant employees from various departments, the inspectors did not 
identify any reluctance by workers to report safety concerns, or utilize the corrective action program.  
 
The team determined that corrective actions implemented, and planned to be implemented, to address the substantive 
cross-cutting issue in problem identification and resolution identified by the NRC in its annual assessment letter dated 
March 3, 2008, were appropriate. The team noted that some corrective actions to prevent recurrence associated with 
the substantive cross-cutting issue problem evaluation report (PER) were improperly implemented and ineffective.  
Specifically, the corrective action implemented to initiate PERs for all Corrective Maintenance Work Orders 
(CMWO) was ineffective in that several hundred CMWOs did not have PERs initiated.  
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Browns Ferry 1 
3Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately test molded case circuit breakers 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for 
failure to establish a preventive maintenance (PM) test program for safety-related molded case circuit breakers 
(MCCBs) to demonstrate these breakers would perform satisfactorily upon demand. Since initial startup of all three 
units, the inspectors found that the licensee had not included 612 critical MCCBs, many of them safety-related, in 
their PM program which resulted in the MCCBs receiving no planned maintenance or testing. The licensee entered 
this issue into the corrective action program as problem evaluation report (PER) 209095. The licensee’s corrective 
actions included: identifying all critical MCCBs that required preventive maintenance, developing test procedures for 
these MCCBs, performing testing for all affected MCCBs, and conducting an extent-of-condition review of all safety-
related components potentially excluded from the PM program.  
 
This finding was determined to be of greater than minor significance because it was associated with the Protection 
Against External Factors attribute of the Initiating Events Cornerstone and adversely affected the cornerstone 
objective to limit the likelihood of those events, such as fire, that challenge critical safety functions during shutdown 
as well as power operations. Specifically, the lack of a PM program for safety-related MCCBs resulted in no periodic 
planned maintenance or testing being performed since original installation, which in most cases was over thirty years. 
Based on operating experience, this could result in a breaker being slow to trip or sticking in the “on” position after an 
over-current condition. In accordance with IMC 0609, Significance Determination Process (SDP), Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” this finding was determined to require a Phase 3 
analysis since the finding represented an increase in the likelihood of a fire caused by an electrical fault at the MCCB 
compartment with the breaker not opening. A regional Senior Reactor Analyst conducted a Phase 3 SDP analysis, 
which concluded that the finding was of very low safety significance (Green).  
The cause of this finding was directly related to the cross cutting aspect of Appropriate Corrective Actions in the 
Corrective Action Program component of the Problem Identification and Resolution area, because the licensee did not 
adequately implement corrective actions to resolve the deficiencies previously identified by PER 131875 regarding 
certain Westinghouse MCCBs that were not in the PM program [P.1(d)]. (Section 4OA5.4)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 



and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately assess online risk associated with maintenance activities on risk significant SSCs 
The inspectors identified a non-cited violation of 10 CFR Part 50.65 (a)(4), for inadequate risk assessments of on-line 
risk associated with ongoing maintenance activities. Specifically, on July 21 and then again on September 16, 2010, 
the inspectors found that the licensee failed to perform a probabilistic risk analysis (PRA) evaluation of the multiple 
risk significant equipment that had been taken out of service for planned on-line maintenance. The licensee entered 
this issue into the corrective action program as problem evaluation reports (PERs) 241885 and 254000. In both 
instances the licensee subsequently performed the required PRA evaluations which determined the on-line risk to be 
Green.  
 
This finding affected the Mitigating Systems cornerstone and was determined to be greater than minor according to 
Inspection Manual Chapter (IMC) 0612, Appendix B, Issue Screening, because minor violations of 10 CFR 50.65(a)
(4) have occurred repeatedly on five occasions and if continued to be left uncorrected would have the potential to lead 
to a more significant safety concern. The significance of this finding was evaluated using IMC 0609, Appendix K, 
Maintenance Risk Assessment and Risk Management Significance Determination Process. Based on Appendix K, the 
inspectors determined that this finding was of very low safety significance (Green) because the licensee’s PRA 
evaluation concluded the actual risk deficit was less than 1E-6 for the incremental core damage probability deficit 
(ICDPD) and less than 1E-7 for the incremental large early release probability deficit (ILERPD). The cause of this 
finding was directly related to the cross cutting aspect of Procedural Compliance in the Work Practices component of 
the Human Performance area, because the licensee failed to follow the instructions in 0-TI-367 which required a PRA 
evaluation to be performed in accordance with SPP-9.1 [H.4(b)]. (Section 1R13)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform functional evaluations for gas identified during venting 
An NRC-identified Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified for the licensee’s failure to perform functional evaluations in accordance 
with procedure NEDP-22, Functional Evaluations, when gas was identified in the High Pressure Coolant Injection 
(HPCI) System during the Technical Specification required surveillance. The licensee has subsequently performed 
functional evaluations of the occurrences and entered the issue into their corrective action program as problem 
evaluation report (PER) 223067.  
 
This finding was considered more than minor because it adversely affected the Mitigating Systems Cornerstone 
objective of ensuring the availability and reliability of safety systems, and is related to the attribute of Procedure 
Quality (i.e.- Maintenance and Testing Procedures). Specifically, the failure to perform a functional evaluation or 
provide adequate justification for not performing one upon identification of gas during venting of the system could 
affect the operability, availability, and reliability of the HPCI system or could result in missing an opportunity to 
identify the source of voiding to preclude future inoperability. This deficiency also paralleled Inspection Manual 
Chapter 0612, Appendix E, Example 4.a, as the licensee routinely did not perform the required functional evaluations. 
The team assessed this finding using Inspection Manual Chapter 0609, Significance Determination Process, and 



determined that the finding was of very low safety significance (Green) because subsequent functional evaluations 
showed that the gas voids did not impact the operability of the HPCI system.  
 
The cause of this finding was directly related to the cross cutting aspect of Evaluation of Identified Problems in the 
Corrective Action Program component of the Problem Identification and Resolution area, in that the licensee failed to 
thoroughly evaluate gas voids such that the resolution addressed causes and extent of conditions, as necessary, and 
included the failure to thoroughly evaluate for operability and reportability conditions adverse to quality. [P.1(c)] 
(Section 4OA5)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 24, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a Condition Adverse to Quality Associated Cooling Water Flow Degradation in the 1B Core 
Spray Room Cooler (Section 40A2.a.3.4) 
Green: The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 
for the licensee’s failure to correct a condition adverse to quality and implement adequate corrective actions for the 
degraded 1B Core Spray (CS) room cooler. The licensee failed to implement adequate correct actions to address the 
inability of the room cooler perform its design function with degraded cooling water flow prior to its loss of function 
on June 25, 2010. The licensee has since replaced the cooler in order to provide additional flow margin.  
 
The failure to take adequate corrective actions to address the potential high river temperature along with degraded heat
exchanger flow was a performance deficiency. The performance deficiency was more than minor because it is 
associated with the Equipment Performance attribute of the Mitigating Systems Cornerstone and adversely affected 
the availability of the 1B CS room cooler to respond to initiating events. The inspectors determined that a Phase 2 
screening was required because the 1B division of core spray was inoperable for greater than the 7 day technical 
specification allowed out of service time.  
Using the pre-solved Phase Two significance determination worksheet, the inspectors determined that the finding was 
of very low safety significance. The inspectors determined that this finding directly involved the cross-cutting area of 
Problem Identification and Resolution, component of the Corrective Action Program and aspect of Appropriate and 
Timely Corrective Actions because the licensee did not implement appropriate and timely corrective actions to resolve 
a condition adverse to quality. Specifically, the licensee failed to address the debris fouling of the 1B CS room cooler 
prior to its failure on June 25, 2010. [P.1(d)] (Section 4OA2.a.3.4) 
Inspection Report# : 2010006 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to effectively maintain performance of the A3 EECW pump as required by 10 CFR 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(2) for failure to demonstrate that the performance of 
the A3 Emergency Equipment Cooling Water (EECW) pump was effectively controlled by preventive maintenance 
(PM) such that the pump remained capable of performing its intended function. Also due to inadequate evaluations 
performed after the A3 EECW pump exceeded its Maintenance Rule a(2) performance criteria, goal setting and 
monitoring were not established as required by paragraph a(1) of the Maintenance Rule. The licensee subsequently 
declared the EECW system in (a)(1) status and was in the process of developing the required goals and monitoring 
plan. This issue was entered into the licensee’s corrective action program as problem evaluation report 223404.  
 
The finding was determined to be of greater than minor significance because it was associated with the Equipment 
Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone objective of 
ensuring availability and reliability of systems designed to respond to initiating events to prevent undesirable 
consequences. More specifically, the licensee failed to demonstrate effective control of EECW system availability 
through appropriate PM. According to NRC Inspection Manual Chapter 0609.04, Phase I - Initial Screening and 
Characterization of Findings, this finding was determined to be of very low safety significance because it did not lead 
to an actual loss of a system safety function or screen as potentially risk significant due to a seismic, flooding, or 



severe weather initiating event. The cause of this finding was directly related to the cross cutting aspect of Thorough 
Evaluation of Identified Problems in the Corrective Action Program component of the Problem Identification and 
Resolution area, because the licensee did not adequately evaluate the causes of the A3 EECW pump unavailability and 
thereby failed to correctly determine the impact on the 10 CFR 50.65(a)(2) unavailability performance criteria [P.1
(c)]. (Section 1R12)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely corrective actions to restore compliance of EECW pump in-service testing with ASME OM code 
requirements 
The inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for 
failure to promptly recognize, and then correct in a timely manner, non-conforming conditions involving the in-
service testing (IST) requirements of the American Society of Mechanical Engineers (ASME) Code for Operation and 
Maintenance (OM) of Nuclear Power Plants for the Equipment Cooling Water (EECW) system identified in June 
2009. These nonconforming conditions involved the use of flow instrumentation without the proper accuracy, and 
failure to use the pre-service pump curve when establishing additional IST baseline reference values. The licensee 
revised the timeliness of their corrective action plans and decided to track this issue as a nonconforming condition. 
This issue was entered into the licensee’s corrective action program as PER 225844.  
 
The finding was determined to be of greater than minor significance because if left uncorrected it could become a 
more significant safety concern. In-service testing of the EECW system in conformance with the ASME OM Code 
provides assurance that degraded pump performance would be promptly detected and corrected. Failing to recognize 
and resolve these and other IST program deficiencies could lead to untimely detection of EECW pump degradation. 
According to Inspection Manual Chapter 0609.04, Phase I - Initial Screening and Characterization of Findings, this 
finding was determined to be of very low safety significance because it did not lead to an actual loss of a system 
safety function or screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
The cause of this finding was directly related to the cross-cutting aspect of Appropriate and Timely Corrective 
Actions in the Corrective Action Program component of the Problem Identification and Resolution area because the 
licensee failed to take appropriate corrective actions to restore full compliance with the ASME OM Code 
requirements in a timely manner [P.1(d)]. (Section 4OA2.2)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Dec 28, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of Technical Specification 5.4.1 for Failure to Develop Adequate Procedures to Ensure Tornado 
Depressurization Protection of the Emergency Diesel Generators 
The inspectors identified a Green non-cited violation (NCV) of TS 5.4.1 for the failure to have an adequate procedure 
that would ensure tornado depressurization protection of the emergency diesel generators (EDGs). Abnormal 
Operating Instruction, 0-AOI-100-7, “Severe Weather,” did not provide guidance on how to provide pressure 
equalization of the EDG building for mitigating atmospheric depressurization associated with tornado conditions that 
could impact the EDG building ventilation system. The design of the EDG ventilation system intake and exhaust 
dampers requires the dampers to be manually opened prior to a tornado depressurization event to ensure the EDG 
building and ventilation system remain intact and operable during and after a tornado. This finding was entered into 
the licensee’s corrective action program as problem evaluation report (PER) 206919. As an immediate corrective 
action, the licensee added steps to procedure 0-AOI-100-7 to station an operator in the EDG building to perform 
required manual actions in the event of a tornado warning in the area.  
 
This finding is more than minor because it affects the Mitigating Systems Cornerstone objective of ensuring the 
availability, reliability, and operability of the EDGs to perform the intended safety function during a design basis 
event and the cornerstone attribute of Procedure Quality, i.e. Operating (Post Event) Procedures (AOPs). The 



inspectors assessed the finding using a Phase I Significance Determination Process (SDP) screening which determined 
a Phase III SDP evaluation was required due to the fact that the finding involved the loss or degradation of equipment 
specifically designed to mitigate a severe weather initiating event (e.g., tornado doors). The loss of this equipment by 
itself, during the external initiating event it was intended to mitigate, would degrade two or more trains of a multi-
train safety system. A Phase III SDP evaluation was performed in accordance with NRC Inspection Manual Chapter 
0609 Appendix A by a regional Senior Reactor Analyst using the NRC Standardized Plant Analysis 3  
 
The inspectors determined that the use of operating experience (OE) information was a significant cause of this 
performance deficiency. Regulatory Information Summary 2006-03, “Post Tornado Operability of Ventilation and Air 
Conditioning Systems” as well as an internal licensee OE had raised a similar concern. The licensee was unaware of 
the vulnerability of the EDG ventilation system to tornado depressurization events until it was brought to their 
attention by the inspectors. The licensee’s failure to use available OE is directly related to the OE component of the 
cross-cutting area of Problem Identification and Resolution and the aspect of implementing OE through changes to 
procedures (P.2.(b)).  
 
Inspection Report# : 2009008 (pdf)  

Significance:  Dec 28, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Violation of 10CFR50, Appendix B, Criterion V for Inadequate Procedure for Emergency Equipment Cooling 
Water System Flow Balancing 
The inspectors identified a Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” for the failure to provide adequate guidance in existing procedures utilized for flow 
balancing of the emergency equipment cooling water (EECW) system. The EECW system provided the heat sink for 
station safety-related heat loads including cooling for the residual heat removal (RHR) and core spray (CS) room 
coolers. The installed strainers on the EECW system are capable of filtering debris greater than 1/8 inch (.125 inches), 
potentially allowing debris less than 1/8 inch to pass through and clog downstream throttle valves. A clog in the 
throttle valves would prevent adequate flow from reaching safety-related heat exchangers unless procedural guidance 
or limitations prevented throttling valves to disk-to-seat clearances of less then 1/8 inch. The existing EECW flow 
balance procedure was inadequate in that it made no provision in the acceptance criteria to limit or evaluate minimum 
throttle valve seat/disc clearance, and the subsequent potential for increased flow obstruction, resulting from system 
flow balancing. This finding was entered into the licensee’s corrective action program as problem evaluation reports 
(PERs) 208374 and 208636. Planned corrective actions included a revision to EECW flow balancing procedures. The 
inspectors verified and discussed with the licensee existing indications that are available to alert the operator of 
potential clogging.  
 
This finding is more than minor because it affects the Mitigating Systems cornerstone objective of ensuring the 
availability, reliability, and operability of the RHR and CS pump room coolers to perform the intended safety function 
during a design basis event and the cornerstone attribute of Procedure Quality, i.e. Maintenance and Testing (Pre-
event) Procedures. The team assessed this finding using the Significance Determination Process (SDP) and 
determined that 4 the finding was of very low safety significance (Green) because the inspectors found no 
documented history of an actual loss of safety system function. This finding was reviewed for cross-cutting aspects 
and none were identified.  
 
Inspection Report# : 2009008 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficiencies with Emergency Lighting Units 
The team identified a Green non-cited violation of Browns Ferry Units 1, 2, and 3 Operating License Conditions 2.C
(13), 2.C(14), and 2.C(7), respectively, for the licensee’s failure to maintain in effect all provisions of the NRC-
approved fire protection program, as described in the Final Safety Analysis Report. The Fire Protection Report 
(referenced in the Final Safety Analysis Report) requires that measures be established to ensure that conditions 



adverse to fire protection, such as failures and deficiencies, are promptly identified and corrected. The licensee had 
not established measures to identify and correct an excessive number of Appendix R emergency lighting unit failures. 
Specifically, emergency lighting unit failures were not being entered in the corrective action program as problem 
evaluation reports in order to evaluate and resolve why many of the emergency lighting failures occurred prior to 
reaching their 6-year replacement date. Additionally, the Fire Protection Report surveillance requirement to replace 
the Appendix R emergency lighting unit batteries and lamp heads every six years was not being adequately 
implemented, in that licensee data revealed that several installed emergency lighting units were beyond their 6-year 
replacement date. The licensee entered this finding into their corrective action program and initiated corrective actions 
to address these issues.  
 
The licensee’s failure to meet the Fire Protection Report requirements to establish measures to identify and correct a 
condition adverse to fire protection (excessive Appendix R emergency lighting unit failures); and, to implement the 
Appendix R emergency lighting system replacement program, is a performance deficiency. The finding is more than 
minor because it is associated with the reactor safety, mitigating systems cornerstone attribute of protection against 
external factors (i.e., fire). The excessive emergency lighting unit failures affected the objective of ensuring the 
reliability and capability of operator manual actions during response to initiating events, The team determined that this 
finding was of very low safety significance (Green) because the operators had a high likelihood of completing the 
tasks using flashlights. The cause of this finding has a cross-cutting aspect in the Work Control component of the 
Human Performance area, in that it was directly related to the licensee not planning and coordinating work activities 
to support long-term equipment reliability, and their maintenance scheduling was more reactive than preventive (H.3 
(b)) 
Inspection Report# : 2009009 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Establish Adequate Compensatory measures for an Out-of-Service Hose Station 
The team identified a Green non-cited violation of Browns Ferry Units 1, 2, and 3 Operating License Conditions 2.C
(13), 2.C(14), and 2.C(7), respectively, for the licensee’s failure to maintain in effect all provisions of the NRC-
approved fire protection program as described in the Final Safety Analysis Report. The Fire Protection Report 
(referenced in the Final Safety Analysis Report) requires the licensee to establish adequate compensatory measures for 
degraded or inoperable fire protection equipment. The licensee failed to establish adequate compensatory measures for
an out-of-service hose station, in that the staged additional lengths of hose connected to the closest in-service hose 
station, established as a compensatory measure, did not provide equal or better protection than the out-of-service hose 
station that it was replacing. The licensee entered this finding into their corrective action program and took immediate 
action to review all existing fire protection impairment permits for similar problems. The licensee removed the 
compensatory measure and restored the out-of-service hose station to service.  
 
The licensee’s failure to provide compensatory measures of equal or better protection for an out-of-service hose 
station is a performance deficiency because it did not meet the requirements of the approved fire protection program. 
The finding was more than minor because it affected the protection against external factors attribute of the mitigating 
systems cornerstone, in that it impacted manual fire suppression (i.e., fire brigade) capability; and, affected the 
cornerstone objective of ensuring the availability of systems that respond to initiating events. Since Inspection Manual 
Chapter 0609, Appendix F, “Fire Protection Significance Determination Process,” does not provide guidance for 
assigning a degradation rating to manual fire suppression, this determination was made using qualitative methods 
which received NRC management review as provided for in Inspection Manual Chapter 0609, Appendix M, 
“Significance Determination Process Using Qualitative Criteria.” This finding was determined to be of very low 
safety significance (Green) because it represented a low degradation of the manual fire suppression function. 
Although the fire protection impairment permit had been implemented for an out-of-service hose station, the hose 
station was still functional at the time this issue was identified, because the water supply to the hose station had not 
been physically isolated. However, the team concluded the fire brigade would have experienced delays in initiating 
manual fire suppression for a fire in a fire area covered by the impairment. The cause of this finding has a cross-
cutting aspect in the Work Control component of the Human Performance area, in that it was directly related to the 
licensee not planning and coordinating work activities, consistent with nuclear safety, to ensure that adequate 
compensatory actions were established for an out-of-service hose station (H.3 (a)). 
Inspection Report# : 2009009 (pdf)  



Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure One Train of Cables of Syatems Necessary to Achieve and/or Maintain Post-Fire safe 
Shutdown is Free of Fire Damage in Accordance With 10 CFR Part 50, Appendix R, Section III.G. 
Title 10 of the Code of Federal Regulations (10 CFR), Part 50.48(b)(1) requires that all nuclear power plants licensed 
to operate prior to January 1, 1979, must satisfy the applicable requirements of 10 CFR Part 50, Appendix R, Sections 
III.G, III.J, and III.O.  
Section III.G requires fire protection of safe shutdown capability.  
Section III.G.1 requires fire protection features shall be provided for structures, systems, and components important to 
safe shutdown. These features shall be capable of limiting fire damage, such that one train of systems necessary for 
achieving and maintaining hot shutdown conditions is free of fire damage.  
Section III.G.2 requires, in part, that where cables and equipment of redundant trains of systems necessary to achieve 
and maintain hot shutdown conditions are located in the same fire area outside of primary containment, one of the 
following means of ensuring that one of the redundant trains is free of fire damage shall be provided:  
a. separation of cables and equipment by a fire barrier having a 3-hour rating; or  
b. separation of cables and equipment by a horizontal distance of more than 20 feet with no intervening combustibles 
or fire hazards. Fire detection and automatic fire suppression shall be installed in the fire area; or  
c. enclosure of cables and equipment of one redundant train in a fire barrier having a 1-hour fire rating. Fire detection 
and automatic suppression shall be installed in the fire area.  
Contrary to the above, since the restart of each unit (Unit 2-1991, Unit 3-1995, Unit 1-2007) and as of January 20, 
2010, the date of the inspection report, the licensee had not met nor has met, as of the date of this NOV, the 
requirements of 10 CFR Part 50, Appendix R, Section III.G, in that:  
(i) fire protection features capable of limiting fire damage were not provided for structures, systems, and components 
important for safe shutdown. Specifically, the Tennessee Valley Authority (licensee) failed to provide fire protection 
features capable of limiting the fire damage such that one train of systems necessary to achieve and maintain hot 
shutdown conditions was free from fire damage in Fire Area 8 along with 19 other fire areas designated in the Browns 
Ferry Fire Protection Report, as required by 10 CFR Part 50, Appendix R, Section III.G.1.  
(ii) where cables and equipment of redundant trains of systems necessary to achieve and maintain hot shutdown 
conditions are located in the same fire area, the licensee did not ensure that one of the redundant trains was free of fire 
damage by providing one of the following means: (a) a 3-hour rated fire barrier; (b) 20 feet of spatial separation (free 
of intervening combustibles and fire hazards) with detection and suppression installed in the fire area; or (c) a 1-hour 
rated fire barrier with detection and suppression installed in the fire area. Specifically, cables associated with the 
RHRSW Pump A1, RHR Pump 1A, and LPCI injection valve 1-FCV-74-53 in Fire Area 1/Fire Zone 1-4 are some of 
the many examples in which the licensee failed to ensure that one train of cables of redundant systems or equipment 
necessary to achieve and maintain hot shutdown conditions, located in the same fire area, outside of primary 
containment was free of fire damage by one of the means described in 10 CFR Part 50, Appendix R, Section III.G.2. 
 
Inspection Report# : 2010007 (pdf)  
Inspection Report# : 2009009 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Safe Shutdown Instruction Entry Conditions for Appendix R Fire Events 
The team identified an apparent violation of Technical Specification 5.4.1.a., in that, the licensee’s revision to the safe 
shutdown instruction entry conditions in December 2008 resulted in inadequate procedural guidance. Specifically, the 
revision to Procedure 0-SSI-001, "Safe Shutdown Instructions," added an entry condition based on the operator’s 
ability to restore and maintain reactor water level above +2 inches on the narrow range scale, utilizing available 
equipment. This revision could have delayed or prevented entry into the safe shutdown instructions if reactor water 
level stayed at or above +2 inches on the narrow range scale. Furthermore, this entry condition was not consistent with 
the initial plant conditions assumed in the fire protection program safe shutdown analysis. The licensee entered this 
finding into the corrective action program and revised the entry conditions for the safe shutdown instructions on 
February 27, 2009, to eliminate the +2-inch reactor vessel water level entry condition.  
 



Failure to meet Technical Specification requirements due to inadequate procedural guidance is a performance 
deficiency. This finding is more than minor because it is associated with the procedure quality attribute of the 
mitigating systems cornerstone and the inadequate procedure affected the cornerstone objective of protection against 
external events such as fire to prevent undesirable consequences. Given the number of fire areas involved, a 
significance determination process Phase 2 analysis was not performed. A regional senior reactor analyst determined 
that there were significant obstacles to quantifying the risk of this finding because the methods and tools are not 
adequate to determine the significance of this finding within the established timeliness goal of 90 days. Therefore, the 
safety significance of this finding was determined using the guidance and qualitative techniques contained in NRC 
Inspection Manual Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
preliminary significance of this finding was determined to be Greater Than Green, which was reviewed and approved 
by NRC management. The team determined that this finding did not present an immediate safety concern because the 
immediate safety hazard no longer existed after the licensee revised the safe shutdown instruction in February 2009. 
The cause of this finding had a cross-cutting aspect in the Decision Making component of the Human Performance 
area, in that it was related to the licensee not using conservative assumptions in decision making and not conducting 
reviews to verify the validity of underlying assumptions and identifying possible unintended consequences (H.1(b)). 
Inspection Report# : 2010007 (pdf)  
Inspection Report# : 2009009 (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: SL-IV Dec 31, 2009 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Report a Safety System Functional Failure Per 10 CFR 50.73 
A Severity Level IV non-cited violation (NCV) of 10 CFR 50.73(a)(2)(v)(D) and (vii)(D) was identified by the 
inspectors for the licensee’s failure to recognize a safety system functional failure of the Unit 1 High Pressure Coolant 
Injection (HPCI) system and submit a licensee event report (LER) within 60 days. This issue was documented in the 
licensee’s corrective action program as Problem Evaluation Reports 177206 and 204364, and subsequently reported as 



LER 050-259/2009-004.  
 
This finding was considered as traditional enforcement because it had the potential for impacting the NRC’s ability to 
perform its regulatory function. However, because this violation was of very low safety significance, was not 
repetitive or willful, and was entered into the licensee’s corrective action program, the NRC has characterized this 
violation as a Severity Level IV NCV in accordance with Section IV.A.3 and Supplement I of the NRC Enforcement 
Policy. The cause of this finding was directly related to the cross-cutting aspect of timely corrective actions in the area 
of Problem Identification and Resolution because the licensee failed to address previously identified deficiencies 
regarding the documentation of safety system mission times in a timely manner [P.1(d)].  
 
Inspection Report# : 2009005 (pdf)  

Last modified : November 29, 2010 



Browns Ferry 1 
4Q/2010 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately test molded case circuit breakers 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for 
failure to establish a preventive maintenance (PM) test program for safety-related molded case circuit breakers 
(MCCBs) to demonstrate these breakers would perform satisfactorily upon demand. Since initial startup of all three 
units, the inspectors found that the licensee had not included 612 critical MCCBs, many of them safety-related, in 
their PM program which resulted in the MCCBs receiving no planned maintenance or testing. The licensee entered 
this issue into the corrective action program as problem evaluation report (PER) 209095. The licensee’s corrective 
actions included: identifying all critical MCCBs that required preventive maintenance, developing test procedures for 
these MCCBs, performing testing for all affected MCCBs, and conducting an extent-of-condition review of all safety-
related components potentially excluded from the PM program.  
 
This finding was determined to be of greater than minor significance because it was associated with the Protection 
Against External Factors attribute of the Initiating Events Cornerstone and adversely affected the cornerstone 
objective to limit the likelihood of those events, such as fire, that challenge critical safety functions during shutdown 
as well as power operations. Specifically, the lack of a PM program for safety-related MCCBs resulted in no periodic 
planned maintenance or testing being performed since original installation, which in most cases was over thirty years. 
Based on operating experience, this could result in a breaker being slow to trip or sticking in the “on” position after an 
over-current condition. In accordance with IMC 0609, Significance Determination Process (SDP), Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” this finding was determined to require a Phase 3 
analysis since the finding represented an increase in the likelihood of a fire caused by an electrical fault at the MCCB 
compartment with the breaker not opening. A regional Senior Reactor Analyst conducted a Phase 3 SDP analysis, 
which concluded that the finding was of very low safety significance (Green).  
The cause of this finding was directly related to the cross cutting aspect of Appropriate Corrective Actions in the 
Corrective Action Program component of the Problem Identification and Resolution area, because the licensee did not 
adequately implement corrective actions to resolve the deficiencies previously identified by PER 131875 regarding 
certain Westinghouse MCCBs that were not in the PM program [P.1(d)]. (Section 4OA5.4)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 



and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 
Significance: TBD Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: AV Apparent Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
 
Inspection Report# : 2010005 (pdf)  

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Degraded 1C RHR motor rendered one RHR sybsystem inoperable beyond the TS allowed outage time 
•Green. A self-revealing non-cited violation (NCV) of Unit 1 Technical Specifications (TS) Limiting Condition for 
Operations (LCO) 3.6.2.3, Suppression Pool Cooling was identified for the licensee’s failure to correct a degraded 
condition of the 1C Residual Heat Removal (RHR) pump motor that rendered it inoperable for greater than the TS  
allowed outage time of 30 days. Specifically, the 1C RHR pump motor suffered a catastrophic failure on October 27, 
2010 and was subsequently determined to have been in a degraded condition since November 2007. This condition 
would have prevented the pump from performing its intended safety functions during the system’s required mission 
time. The licensee entered this issue into the corrective action program as problem evaluation report (PER) 274840. 
The 1C RHR pump motor was subsequently repaired during the Unit 1 refueling outage and returned to service on 
November 10, 2010 prior to Unit 1 restart.  
 
This performance deficiency was considered greater than minor because it was associated with the Mitigating Systems 
cornerstone and adversely affected the equipment performance objective to ensure the availability and capability of 
the RHR system to respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, 
the 1C RHR subsystem was degraded to the point that it was incapable of performing its intended safety functions for 
the system’s required mission time. Since the 1C RHR pump motor failure occurred during Mode 5 shutdown 
conditions after a significant period of shutdown cooling operation, the finding was evaluated according to Inspection 
Manual Chapter 609, Appendix G, Shutdown Operations Significance Determination Process, Attachment 1, Phase 1 
Operational Checklists, Checklist 7, Refueling Operation with Reactor Coolant Level Above 23’. Accordingly, the 
finding was determined to be of very low safety significance (Green) because the 1A RHR pump and the Auxiliary 
Decay Heat Removal (ADHR) system were available, when only one RHR pump was needed per Section I.C of 
Checklist 7. The cause of this finding was directly related to the cross cutting aspect of Thorough Evaluation of 
Identified Problems in the Corrective Action Program component of the Problem Identification and Resolution area, 
because the licensee did not adequately evaluate the precursors related to the degraded 1C RHR motor performance 
and properly prioritize the resolution of a known condition adverse to quality in time to preclude motor failure [P.1
(c)]. (Section 1R20.1(2)) 
Inspection Report# : 2010005 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately assess online risk associated with maintenance activities on risk significant SSCs 
The inspectors identified a non-cited violation of 10 CFR Part 50.65 (a)(4), for inadequate risk assessments of on-line 
risk associated with ongoing maintenance activities. Specifically, on July 21 and then again on September 16, 2010, 
the inspectors found that the licensee failed to perform a probabilistic risk analysis (PRA) evaluation of the multiple 



risk significant equipment that had been taken out of service for planned on-line maintenance. The licensee entered 
this issue into the corrective action program as problem evaluation reports (PERs) 241885 and 254000. In both 
instances the licensee subsequently performed the required PRA evaluations which determined the on-line risk to be 
Green.  
 
This finding affected the Mitigating Systems cornerstone and was determined to be greater than minor according to 
Inspection Manual Chapter (IMC) 0612, Appendix B, Issue Screening, because minor violations of 10 CFR 50.65(a)
(4) have occurred repeatedly on five occasions and if continued to be left uncorrected would have the potential to lead 
to a more significant safety concern. The significance of this finding was evaluated using IMC 0609, Appendix K, 
Maintenance Risk Assessment and Risk Management Significance Determination Process. Based on Appendix K, the 
inspectors determined that this finding was of very low safety significance (Green) because the licensee’s PRA 
evaluation concluded the actual risk deficit was less than 1E-6 for the incremental core damage probability deficit 
(ICDPD) and less than 1E-7 for the incremental large early release probability deficit (ILERPD). The cause of this 
finding was directly related to the cross cutting aspect of Procedural Compliance in the Work Practices component of 
the Human Performance area, because the licensee failed to follow the instructions in 0-TI-367 which required a PRA 
evaluation to be performed in accordance with SPP-9.1 [H.4(b)]. (Section 1R13)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform functional evaluations for gas identified during venting 
An NRC-identified Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified for the licensee’s failure to perform functional evaluations in accordance 
with procedure NEDP-22, Functional Evaluations, when gas was identified in the High Pressure Coolant Injection 
(HPCI) System during the Technical Specification required surveillance. The licensee has subsequently performed 
functional evaluations of the occurrences and entered the issue into their corrective action program as problem 
evaluation report (PER) 223067.  
 
This finding was considered more than minor because it adversely affected the Mitigating Systems Cornerstone 
objective of ensuring the availability and reliability of safety systems, and is related to the attribute of Procedure 
Quality (i.e.- Maintenance and Testing Procedures). Specifically, the failure to perform a functional evaluation or 
provide adequate justification for not performing one upon identification of gas during venting of the system could 
affect the operability, availability, and reliability of the HPCI system or could result in missing an opportunity to 
identify the source of voiding to preclude future inoperability. This deficiency also paralleled Inspection Manual 
Chapter 0612, Appendix E, Example 4.a, as the licensee routinely did not perform the required functional evaluations. 
The team assessed this finding using Inspection Manual Chapter 0609, Significance Determination Process, and 
determined that the finding was of very low safety significance (Green) because subsequent functional evaluations 
showed that the gas voids did not impact the operability of the HPCI system.  
 
The cause of this finding was directly related to the cross cutting aspect of Evaluation of Identified Problems in the 
Corrective Action Program component of the Problem Identification and Resolution area, in that the licensee failed to 
thoroughly evaluate gas voids such that the resolution addressed causes and extent of conditions, as necessary, and 
included the failure to thoroughly evaluate for operability and reportability conditions adverse to quality. [P.1(c)] 
(Section 4OA5)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 24, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a Condition Adverse to Quality Associated Cooling Water Flow Degradation in the 1B Core 
Spray Room Cooler (Section 40A2.a.3.4) 
Green: The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 



for the licensee’s failure to correct a condition adverse to quality and implement adequate corrective actions for the 
degraded 1B Core Spray (CS) room cooler. The licensee failed to implement adequate correct actions to address the 
inability of the room cooler perform its design function with degraded cooling water flow prior to its loss of function 
on June 25, 2010. The licensee has since replaced the cooler in order to provide additional flow margin.  
 
The failure to take adequate corrective actions to address the potential high river temperature along with degraded heat
exchanger flow was a performance deficiency. The performance deficiency was more than minor because it is 
associated with the Equipment Performance attribute of the Mitigating Systems Cornerstone and adversely affected 
the availability of the 1B CS room cooler to respond to initiating events. The inspectors determined that a Phase 2 
screening was required because the 1B division of core spray was inoperable for greater than the 7 day technical 
specification allowed out of service time.  
Using the pre-solved Phase Two significance determination worksheet, the inspectors determined that the finding was 
of very low safety significance. The inspectors determined that this finding directly involved the cross-cutting area of 
Problem Identification and Resolution, component of the Corrective Action Program and aspect of Appropriate and 
Timely Corrective Actions because the licensee did not implement appropriate and timely corrective actions to resolve 
a condition adverse to quality. Specifically, the licensee failed to address the debris fouling of the 1B CS room cooler 
prior to its failure on June 25, 2010. [P.1(d)] (Section 4OA2.a.3.4) 
Inspection Report# : 2010006 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to effectively maintain performance of the A3 EECW pump as required by 10 CFR 
The inspectors identified a noncited violation of 10 CFR 50.65(a)(2) for failure to demonstrate that the performance of 
the A3 Emergency Equipment Cooling Water (EECW) pump was effectively controlled by preventive maintenance 
(PM) such that the pump remained capable of performing its intended function. Also due to inadequate evaluations 
performed after the A3 EECW pump exceeded its Maintenance Rule a(2) performance criteria, goal setting and 
monitoring were not established as required by paragraph a(1) of the Maintenance Rule. The licensee subsequently 
declared the EECW system in (a)(1) status and was in the process of developing the required goals and monitoring 
plan. This issue was entered into the licensee’s corrective action program as problem evaluation report 223404.  
 
The finding was determined to be of greater than minor significance because it was associated with the Equipment 
Performance attribute of the Mitigating Systems Cornerstone, and adversely affected the cornerstone objective of 
ensuring availability and reliability of systems designed to respond to initiating events to prevent undesirable 
consequences. More specifically, the licensee failed to demonstrate effective control of EECW system availability 
through appropriate PM. According to NRC Inspection Manual Chapter 0609.04, Phase I - Initial Screening and 
Characterization of Findings, this finding was determined to be of very low safety significance because it did not lead 
to an actual loss of a system safety function or screen as potentially risk significant due to a seismic, flooding, or 
severe weather initiating event. The cause of this finding was directly related to the cross cutting aspect of Thorough 
Evaluation of Identified Problems in the Corrective Action Program component of the Problem Identification and 
Resolution area, because the licensee did not adequately evaluate the causes of the A3 EECW pump unavailability and 
thereby failed to correctly determine the impact on the 10 CFR 50.65(a)(2) unavailability performance criteria [P.1
(c)]. (Section 1R12)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Mar 31, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Untimely corrective actions to restore compliance of EECW pump in-service testing with ASME OM code 
requirements 
The inspectors identified a noncited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, for 
failure to promptly recognize, and then correct in a timely manner, non-conforming conditions involving the in-
service testing (IST) requirements of the American Society of Mechanical Engineers (ASME) Code for Operation and 
Maintenance (OM) of Nuclear Power Plants for the Equipment Cooling Water (EECW) system identified in June 



2009. These nonconforming conditions involved the use of flow instrumentation without the proper accuracy, and 
failure to use the pre-service pump curve when establishing additional IST baseline reference values. The licensee 
revised the timeliness of their corrective action plans and decided to track this issue as a nonconforming condition. 
This issue was entered into the licensee’s corrective action program as PER 225844.  
 
The finding was determined to be of greater than minor significance because if left uncorrected it could become a 
more significant safety concern. In-service testing of the EECW system in conformance with the ASME OM Code 
provides assurance that degraded pump performance would be promptly detected and corrected. Failing to recognize 
and resolve these and other IST program deficiencies could lead to untimely detection of EECW pump degradation. 
According to Inspection Manual Chapter 0609.04, Phase I - Initial Screening and Characterization of Findings, this 
finding was determined to be of very low safety significance because it did not lead to an actual loss of a system 
safety function or screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. 
The cause of this finding was directly related to the cross-cutting aspect of Appropriate and Timely Corrective 
Actions in the Corrective Action Program component of the Problem Identification and Resolution area because the 
licensee failed to take appropriate corrective actions to restore full compliance with the ASME OM Code 
requirements in a timely manner [P.1(d)]. (Section 4OA2.2)  
 
Inspection Report# : 2010002 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Failure to Ensure One Train of Cables of Syatems Necessary to Achieve and/or Maintain Post-Fire safe 
Shutdown is Free of Fire Damage in Accordance With 10 CFR Part 50, Appendix R, Section III.G. 
Title 10 of the Code of Federal Regulations (10 CFR), Part 50.48(b)(1) requires that all nuclear power plants licensed 
to operate prior to January 1, 1979, must satisfy the applicable requirements of 10 CFR Part 50, Appendix R, Sections 
III.G, III.J, and III.O.  
Section III.G requires fire protection of safe shutdown capability.  
Section III.G.1 requires fire protection features shall be provided for structures, systems, and components important to 
safe shutdown. These features shall be capable of limiting fire damage, such that one train of systems necessary for 
achieving and maintaining hot shutdown conditions is free of fire damage.  
Section III.G.2 requires, in part, that where cables and equipment of redundant trains of systems necessary to achieve 
and maintain hot shutdown conditions are located in the same fire area outside of primary containment, one of the 
following means of ensuring that one of the redundant trains is free of fire damage shall be provided:  
a. separation of cables and equipment by a fire barrier having a 3-hour rating; or  
b. separation of cables and equipment by a horizontal distance of more than 20 feet with no intervening combustibles 
or fire hazards. Fire detection and automatic fire suppression shall be installed in the fire area; or  
c. enclosure of cables and equipment of one redundant train in a fire barrier having a 1-hour fire rating. Fire detection 
and automatic suppression shall be installed in the fire area.  
Contrary to the above, since the restart of each unit (Unit 2-1991, Unit 3-1995, Unit 1-2007) and as of January 20, 
2010, the date of the inspection report, the licensee had not met nor has met, as of the date of this NOV, the 
requirements of 10 CFR Part 50, Appendix R, Section III.G, in that:  
(i) fire protection features capable of limiting fire damage were not provided for structures, systems, and components 
important for safe shutdown. Specifically, the Tennessee Valley Authority (licensee) failed to provide fire protection 
features capable of limiting the fire damage such that one train of systems necessary to achieve and maintain hot 
shutdown conditions was free from fire damage in Fire Area 8 along with 19 other fire areas designated in the Browns 
Ferry Fire Protection Report, as required by 10 CFR Part 50, Appendix R, Section III.G.1.  
(ii) where cables and equipment of redundant trains of systems necessary to achieve and maintain hot shutdown 
conditions are located in the same fire area, the licensee did not ensure that one of the redundant trains was free of fire 
damage by providing one of the following means: (a) a 3-hour rated fire barrier; (b) 20 feet of spatial separation (free 
of intervening combustibles and fire hazards) with detection and suppression installed in the fire area; or (c) a 1-hour 
rated fire barrier with detection and suppression installed in the fire area. Specifically, cables associated with the 
RHRSW Pump A1, RHR Pump 1A, and LPCI injection valve 1-FCV-74-53 in Fire Area 1/Fire Zone 1-4 are some of 
the many examples in which the licensee failed to ensure that one train of cables of redundant systems or equipment 
necessary to achieve and maintain hot shutdown conditions, located in the same fire area, outside of primary 
containment was free of fire damage by one of the means described in 10 CFR Part 50, Appendix R, Section III.G.2. 



 
Inspection Report# : 2010007 (pdf)  
Inspection Report# : 2009009 (pdf)  

Significance:  Oct 09, 2009 
Identified By: NRC 
Item Type: VIO Violation 
Inadequate Safe Shutdown Instruction Entry Conditions for Appendix R Fire Events 
The team identified an apparent violation of Technical Specification 5.4.1.a., in that, the licensee’s revision to the safe 
shutdown instruction entry conditions in December 2008 resulted in inadequate procedural guidance. Specifically, the 
revision to Procedure 0-SSI-001, "Safe Shutdown Instructions," added an entry condition based on the operator’s 
ability to restore and maintain reactor water level above +2 inches on the narrow range scale, utilizing available 
equipment. This revision could have delayed or prevented entry into the safe shutdown instructions if reactor water 
level stayed at or above +2 inches on the narrow range scale. Furthermore, this entry condition was not consistent with 
the initial plant conditions assumed in the fire protection program safe shutdown analysis. The licensee entered this 
finding into the corrective action program and revised the entry conditions for the safe shutdown instructions on 
February 27, 2009, to eliminate the +2-inch reactor vessel water level entry condition.  
 
Failure to meet Technical Specification requirements due to inadequate procedural guidance is a performance 
deficiency. This finding is more than minor because it is associated with the procedure quality attribute of the 
mitigating systems cornerstone and the inadequate procedure affected the cornerstone objective of protection against 
external events such as fire to prevent undesirable consequences. Given the number of fire areas involved, a 
significance determination process Phase 2 analysis was not performed. A regional senior reactor analyst determined 
that there were significant obstacles to quantifying the risk of this finding because the methods and tools are not 
adequate to determine the significance of this finding within the established timeliness goal of 90 days. Therefore, the 
safety significance of this finding was determined using the guidance and qualitative techniques contained in NRC 
Inspection Manual Chapter 0609, Appendix M, “Significance Determination Process Using Qualitative Criteria.” The 
preliminary significance of this finding was determined to be Greater Than Green, which was reviewed and approved 
by NRC management. The team determined that this finding did not present an immediate safety concern because the 
immediate safety hazard no longer existed after the licensee revised the safe shutdown instruction in February 2009. 
The cause of this finding had a cross-cutting aspect in the Decision Making component of the Human Performance 
area, in that it was related to the licensee not using conservative assumptions in decision making and not conducting 
reviews to verify the validity of underlying assumptions and identifying possible unintended consequences (H.1(b)). 
Inspection Report# : 2010007 (pdf)  
Inspection Report# : 2009009 (pdf)  
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Browns Ferry 1 
1Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately test molded case circuit breakers 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for 
failure to establish a preventive maintenance (PM) test program for safety-related molded case circuit breakers 
(MCCBs) to demonstrate these breakers would perform satisfactorily upon demand. Since initial startup of all three 
units, the inspectors found that the licensee had not included 612 critical MCCBs, many of them safety-related, in 
their PM program which resulted in the MCCBs receiving no planned maintenance or testing. The licensee entered 
this issue into the corrective action program as problem evaluation report (PER) 209095. The licensee’s corrective 
actions included: identifying all critical MCCBs that required preventive maintenance, developing test procedures for 
these MCCBs, performing testing for all affected MCCBs, and conducting an extent-of-condition review of all safety-
related components potentially excluded from the PM program.  
 
This finding was determined to be of greater than minor significance because it was associated with the Protection 
Against External Factors attribute of the Initiating Events Cornerstone and adversely affected the cornerstone 
objective to limit the likelihood of those events, such as fire, that challenge critical safety functions during shutdown 
as well as power operations. Specifically, the lack of a PM program for safety-related MCCBs resulted in no periodic 
planned maintenance or testing being performed since original installation, which in most cases was over thirty years. 
Based on operating experience, this could result in a breaker being slow to trip or sticking in the “on” position after an 
over-current condition. In accordance with IMC 0609, Significance Determination Process (SDP), Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” this finding was determined to require a Phase 3 
analysis since the finding represented an increase in the likelihood of a fire caused by an electrical fault at the MCCB 
compartment with the breaker not opening. A regional Senior Reactor Analyst conducted a Phase 3 SDP analysis, 
which concluded that the finding was of very low safety significance (Green).  
The cause of this finding was directly related to the cross cutting aspect of Appropriate Corrective Actions in the 
Corrective Action Program component of the Problem Identification and Resolution area, because the licensee did not 
adequately implement corrective actions to resolve the deficiencies previously identified by PER 131875 regarding 
certain Westinghouse MCCBs that were not in the PM program [P.1(d)]. (Section 4OA5.4)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 



and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Degraded 1C RHR motor rendered one RHR sybsystem inoperable beyond the TS allowed outage time 
•Green. A self-revealing non-cited violation (NCV) of Unit 1 Technical Specifications (TS) Limiting Condition for 
Operations (LCO) 3.6.2.3, Suppression Pool Cooling was identified for the licensee’s failure to correct a degraded 
condition of the 1C Residual Heat Removal (RHR) pump motor that rendered it inoperable for greater than the TS  
allowed outage time of 30 days. Specifically, the 1C RHR pump motor suffered a catastrophic failure on October 27, 
2010 and was subsequently determined to have been in a degraded condition since November 2007. This condition 
would have prevented the pump from performing its intended safety functions during the system’s required mission 
time. The licensee entered this issue into the corrective action program as problem evaluation report (PER) 274840. 
The 1C RHR pump motor was subsequently repaired during the Unit 1 refueling outage and returned to service on 
November 10, 2010 prior to Unit 1 restart.  
 
This performance deficiency was considered greater than minor because it was associated with the Mitigating Systems 
cornerstone and adversely affected the equipment performance objective to ensure the availability and capability of 
the RHR system to respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, 
the 1C RHR subsystem was degraded to the point that it was incapable of performing its intended safety functions for 
the system’s required mission time. Since the 1C RHR pump motor failure occurred during Mode 5 shutdown 
conditions after a significant period of shutdown cooling operation, the finding was evaluated according to Inspection 
Manual Chapter 609, Appendix G, Shutdown Operations Significance Determination Process, Attachment 1, Phase 1 
Operational Checklists, Checklist 7, Refueling Operation with Reactor Coolant Level Above 23’. Accordingly, the 
finding was determined to be of very low safety significance (Green) because the 1A RHR pump and the Auxiliary 
Decay Heat Removal (ADHR) system were available, when only one RHR pump was needed per Section I.C of 
Checklist 7. The cause of this finding was directly related to the cross cutting aspect of Thorough Evaluation of 
Identified Problems in the Corrective Action Program component of the Problem Identification and Resolution area, 
because the licensee did not adequately evaluate the precursors related to the degraded 1C RHR motor performance 
and properly prioritize the resolution of a known condition adverse to quality in time to preclude motor failure [P.1
(c)]. (Section 1R20.1(2)) 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 



Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately assess online risk associated with maintenance activities on risk significant SSCs 
The inspectors identified a non-cited violation of 10 CFR Part 50.65 (a)(4), for inadequate risk assessments of on-line 
risk associated with ongoing maintenance activities. Specifically, on July 21 and then again on September 16, 2010, 
the inspectors found that the licensee failed to perform a probabilistic risk analysis (PRA) evaluation of the multiple 
risk significant equipment that had been taken out of service for planned on-line maintenance. The licensee entered 
this issue into the corrective action program as problem evaluation reports (PERs) 241885 and 254000. In both 
instances the licensee subsequently performed the required PRA evaluations which determined the on-line risk to be 
Green.  
 
This finding affected the Mitigating Systems cornerstone and was determined to be greater than minor according to 
Inspection Manual Chapter (IMC) 0612, Appendix B, Issue Screening, because minor violations of 10 CFR 50.65(a)
(4) have occurred repeatedly on five occasions and if continued to be left uncorrected would have the potential to lead 
to a more significant safety concern. The significance of this finding was evaluated using IMC 0609, Appendix K, 
Maintenance Risk Assessment and Risk Management Significance Determination Process. Based on Appendix K, the 
inspectors determined that this finding was of very low safety significance (Green) because the licensee’s PRA 
evaluation concluded the actual risk deficit was less than 1E-6 for the incremental core damage probability deficit 
(ICDPD) and less than 1E-7 for the incremental large early release probability deficit (ILERPD). The cause of this 
finding was directly related to the cross cutting aspect of Procedural Compliance in the Work Practices component of 
the Human Performance area, because the licensee failed to follow the instructions in 0-TI-367 which required a PRA 
evaluation to be performed in accordance with SPP-9.1 [H.4(b)]. (Section 1R13)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform functional evaluations for gas identified during venting 
An NRC-identified Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified for the licensee’s failure to perform functional evaluations in accordance 
with procedure NEDP-22, Functional Evaluations, when gas was identified in the High Pressure Coolant Injection 
(HPCI) System during the Technical Specification required surveillance. The licensee has subsequently performed 
functional evaluations of the occurrences and entered the issue into their corrective action program as problem 
evaluation report (PER) 223067.  
 
This finding was considered more than minor because it adversely affected the Mitigating Systems Cornerstone 
objective of ensuring the availability and reliability of safety systems, and is related to the attribute of Procedure 
Quality (i.e.- Maintenance and Testing Procedures). Specifically, the failure to perform a functional evaluation or 
provide adequate justification for not performing one upon identification of gas during venting of the system could 
affect the operability, availability, and reliability of the HPCI system or could result in missing an opportunity to 
identify the source of voiding to preclude future inoperability. This deficiency also paralleled Inspection Manual 
Chapter 0612, Appendix E, Example 4.a, as the licensee routinely did not perform the required functional evaluations. 
The team assessed this finding using Inspection Manual Chapter 0609, Significance Determination Process, and 
determined that the finding was of very low safety significance (Green) because subsequent functional evaluations 
showed that the gas voids did not impact the operability of the HPCI system.  
 



The cause of this finding was directly related to the cross cutting aspect of Evaluation of Identified Problems in the 
Corrective Action Program component of the Problem Identification and Resolution area, in that the licensee failed to 
thoroughly evaluate gas voids such that the resolution addressed causes and extent of conditions, as necessary, and 
included the failure to thoroughly evaluate for operability and reportability conditions adverse to quality. [P.1(c)] 
(Section 4OA5)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 24, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a Condition Adverse to Quality Associated Cooling Water Flow Degradation in the 1B Core 
Spray Room Cooler (Section 40A2.a.3.4) 
Green: The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 
for the licensee’s failure to correct a condition adverse to quality and implement adequate corrective actions for the 
degraded 1B Core Spray (CS) room cooler. The licensee failed to implement adequate correct actions to address the 
inability of the room cooler perform its design function with degraded cooling water flow prior to its loss of function 
on June 25, 2010. The licensee has since replaced the cooler in order to provide additional flow margin.  
 
The failure to take adequate corrective actions to address the potential high river temperature along with degraded heat
exchanger flow was a performance deficiency. The performance deficiency was more than minor because it is 
associated with the Equipment Performance attribute of the Mitigating Systems Cornerstone and adversely affected 
the availability of the 1B CS room cooler to respond to initiating events. The inspectors determined that a Phase 2 
screening was required because the 1B division of core spray was inoperable for greater than the 7 day technical 
specification allowed out of service time.  
Using the pre-solved Phase Two significance determination worksheet, the inspectors determined that the finding was 
of very low safety significance. The inspectors determined that this finding directly involved the cross-cutting area of 
Problem Identification and Resolution, component of the Corrective Action Program and aspect of Appropriate and 
Timely Corrective Actions because the licensee did not implement appropriate and timely corrective actions to resolve 
a condition adverse to quality. Specifically, the licensee failed to address the debris fouling of the 1B CS room cooler 
prior to its failure on June 25, 2010. [P.1(d)] (Section 4OA2.a.3.4) 
Inspection Report# : 2010006 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate TS 5.5.2 program for primary coolant leaks outside containment 
An NRC identified non-cited violation of Technical Specifications (TS) 5.5.2, Primary Coolant Sources Outside 
Containment was identified for the licensee’s failure to establish, implement, and maintain an adequate program for 
minimizing primary coolant leaks from systems (i.e., Core Spray, Residual Heat Removal, High Pressure Coolant 
Injection, and Reactor Core Isolation Cooling) outside containment, that could contain highly radioactive fluids during 
a serious transient or accident, to levels as low as practicable. The licensee’s corrective actions included identification, 
evaluation, and prioritization of all known primary coolant leaks outside containment; and development of a new 
program in accordance with 0-TI-578, Minimizing Primary Coolant Sources Outside Containment. This finding was 
entered into the licensee’s corrective action program as problem evaluation report (PER) 317464.  
 
This finding was determined to be more than minor because if left uncorrected it could have led to a more significant 
safety concern. Specifically, the licensee’s failure to effectively minimize and monitor primary coolant leakage 
outside containment could have resulted in increased main control room exposure and/or offsite dose during an 
accident due to excessive radioactive fission product releases into secondary containment. The finding was 
determined to be of very low safety significance (Green) according to IMC 0609, Appendix H, Containment Integrity 



Significance Determination Process, Section 6.0, Type B Findings, because the primary coolant leak rate into 
secondary containment was a small fraction of the leakage assumed in the design basis accident (DBA) safety 
analyses. The cause of this finding was directly related to the cross-cutting aspect Complete and Accurate Procedures 
in the Resources component of the Human Performance area because the licensee’s existing procedures were 
inadequate and incomplete for addressing the program requirements of TS 5.5.2 [H.2.(c)]. (Section 4OA2.5)  
 
Inspection Report# : 2011002 (pdf)  

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 
Last modified : June 07, 2011 



Browns Ferry 1 
2Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately test molded case circuit breakers 
The inspectors identified a non-cited violation of 10 CFR Part 50, Appendix B, Criterion XI, “Test Control,” for 
failure to establish a preventive maintenance (PM) test program for safety-related molded case circuit breakers 
(MCCBs) to demonstrate these breakers would perform satisfactorily upon demand. Since initial startup of all three 
units, the inspectors found that the licensee had not included 612 critical MCCBs, many of them safety-related, in 
their PM program which resulted in the MCCBs receiving no planned maintenance or testing. The licensee entered 
this issue into the corrective action program as problem evaluation report (PER) 209095. The licensee’s corrective 
actions included: identifying all critical MCCBs that required preventive maintenance, developing test procedures for 
these MCCBs, performing testing for all affected MCCBs, and conducting an extent-of-condition review of all safety-
related components potentially excluded from the PM program.  
 
This finding was determined to be of greater than minor significance because it was associated with the Protection 
Against External Factors attribute of the Initiating Events Cornerstone and adversely affected the cornerstone 
objective to limit the likelihood of those events, such as fire, that challenge critical safety functions during shutdown 
as well as power operations. Specifically, the lack of a PM program for safety-related MCCBs resulted in no periodic 
planned maintenance or testing being performed since original installation, which in most cases was over thirty years. 
Based on operating experience, this could result in a breaker being slow to trip or sticking in the “on” position after an 
over-current condition. In accordance with IMC 0609, Significance Determination Process (SDP), Attachment 4, 
“Phase 1 - Initial Screening and Characterization of Findings,” this finding was determined to require a Phase 3 
analysis since the finding represented an increase in the likelihood of a fire caused by an electrical fault at the MCCB 
compartment with the breaker not opening. A regional Senior Reactor Analyst conducted a Phase 3 SDP analysis, 
which concluded that the finding was of very low safety significance (Green).  
The cause of this finding was directly related to the cross cutting aspect of Appropriate Corrective Actions in the 
Corrective Action Program component of the Problem Identification and Resolution area, because the licensee did not 
adequately implement corrective actions to resolve the deficiencies previously identified by PER 131875 regarding 
certain Westinghouse MCCBs that were not in the PM program [P.1(d)]. (Section 4OA5.4)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 



and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to take corrective actions to preclude a repetitive functional failure of an EDG due to excessive heat 
exchanger fouling 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
the licensee’s failure to take prompt corrective actions to preclude repetition of a significant condition adverse to 
quality (SCAQ) that resulted in the loss of a emergency diesel generator (EDG) safety function due to excessive heat 
exchanger fouling. On August 4, 2010 the licensee identified a SCAQ due to excessive fouling of the Unit 1/2 D EDG 
heat exchangers which resulted in a functional failure of the D EDG. Prompt corrective actions were not taken to 
preclude repetition because on June 5, 2011, excessive fouling was identified on the 3D EDG heat exchangers which 
resulted in a functional failure of the 3D EDG. Corrective actions taken by the licensee included cleaning and 
returning the 3D EDG heat exchangers to an operable status, and increasing monitoring of emergency equipment 
cooling water (EECW) cooling flow to all the EDG heat exchangers from weekly to every two days. The licensee 
entered this issue into their corrective action program as problem evaluation report (PER) 381569.  
 
This finding was determined to be more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the excessive fouling of the 3D EDG heat exchanger was a functional failure and 
resulted in unplanned unavailability of the 3D EDG. In accordance with Inspection Manual Chapter (IMC) 0609 
Attachment 4, Phase I - Initial Screening and Characterization of Findings, this finding was determined to be of very 
low safety significance because it did not represent an actual loss of safety function of a single train for more than its 
technical specification allowed outage time of seven days, or screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. The cause of this finding was directly related to the cross-cutting aspect of 
Maintaining Long Term Plant Safety (Equipment Issues) in the Resources component of the Human Performance area 
because of the licensee’s failure to minimize the duration of a long-standing degraded equipment issue related to relic 
clam shells in the EECW system which resulted in a repetitive functional failure of an EDG due to excessive heat 
exchanger fouling. [H.2.(a)]. (Section 1R07) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Over-pressurization of high pressure coolant injection system due to stuck open HPCI system testable check 
valve 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, Corrective Action, was identified for the 
licensee’s failure to promptly correct a condition adverse to quality related to Unit 1 High Pressure Coolant Injection 
(HPCI) system testable check valve which resulted in over-pressurization and significant damage to the HPCI system. 
Specifically, binding of the actuator linkage connected to the valve disc shaft caused the valve disc to physically stick 
open following a HPCI injection event. Subsequent opening of the inboard HPCI injection valve in preparation for a 
routine HPCI venting evolution resulted in over-pressurization of the HPCI system. The licensee repaired the damage 
to the HPCI system and temporarily modified the valve actuator linkage to remove any potential for binding until 
more permanent repairs could be performed in a unit outage. The licensee entered this issue into their corrective action
program as problem evaluation report (PER) 372659. 



 
This finding was determined to be more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Specifically, the stuck open testable check valve resulted in over-pressurization of the HPCI 
system, significant damage to HPCI components, and loss of the HPCI function. In accordance with Inspection 
Manual Chapter (IMC) 0609 Attachment 4, Phase I - Initial Screening and Characterization of Findings, this finding 
was determined to be of very low safety significance because it did not represent a loss of system safety function or 
screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. The Automatic 
Depressurization System (ADS) was available at all times to support the coolant injection safety function. The cause 
of this finding was directly related to the cross-cutting aspect of Thorough Evaluation of Identified Problems in the 
Corrective Action Program component of the Problem Identification and Resolution area, because of the licensee’s 
inadequate evaluation of PER 289169 for the abnormal check valve actuator open indication that subsequently 
resulted in an over-pressurization and loss of function of the Unit 1 HPCI system [P.1.(c)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Degraded 1C RHR motor rendered one RHR sybsystem inoperable beyond the TS allowed outage time 
•Green. A self-revealing non-cited violation (NCV) of Unit 1 Technical Specifications (TS) Limiting Condition for 
Operations (LCO) 3.6.2.3, Suppression Pool Cooling was identified for the licensee’s failure to correct a degraded 
condition of the 1C Residual Heat Removal (RHR) pump motor that rendered it inoperable for greater than the TS  
allowed outage time of 30 days. Specifically, the 1C RHR pump motor suffered a catastrophic failure on October 27, 
2010 and was subsequently determined to have been in a degraded condition since November 2007. This condition 
would have prevented the pump from performing its intended safety functions during the system’s required mission 
time. The licensee entered this issue into the corrective action program as problem evaluation report (PER) 274840. 
The 1C RHR pump motor was subsequently repaired during the Unit 1 refueling outage and returned to service on 
November 10, 2010 prior to Unit 1 restart.  
 
This performance deficiency was considered greater than minor because it was associated with the Mitigating Systems 
cornerstone and adversely affected the equipment performance objective to ensure the availability and capability of 
the RHR system to respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, 
the 1C RHR subsystem was degraded to the point that it was incapable of performing its intended safety functions for 
the system’s required mission time. Since the 1C RHR pump motor failure occurred during Mode 5 shutdown 
conditions after a significant period of shutdown cooling operation, the finding was evaluated according to Inspection 
Manual Chapter 609, Appendix G, Shutdown Operations Significance Determination Process, Attachment 1, Phase 1 
Operational Checklists, Checklist 7, Refueling Operation with Reactor Coolant Level Above 23’. Accordingly, the 
finding was determined to be of very low safety significance (Green) because the 1A RHR pump and the Auxiliary 
Decay Heat Removal (ADHR) system were available, when only one RHR pump was needed per Section I.C of 
Checklist 7. The cause of this finding was directly related to the cross cutting aspect of Thorough Evaluation of 
Identified Problems in the Corrective Action Program component of the Problem Identification and Resolution area, 
because the licensee did not adequately evaluate the precursors related to the degraded 1C RHR motor performance 
and properly prioritize the resolution of a known condition adverse to quality in time to preclude motor failure [P.1
(c)]. (Section 1R20.1(2)) 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 



the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately assess online risk associated with maintenance activities on risk significant SSCs 
The inspectors identified a non-cited violation of 10 CFR Part 50.65 (a)(4), for inadequate risk assessments of on-line 
risk associated with ongoing maintenance activities. Specifically, on July 21 and then again on September 16, 2010, 
the inspectors found that the licensee failed to perform a probabilistic risk analysis (PRA) evaluation of the multiple 
risk significant equipment that had been taken out of service for planned on-line maintenance. The licensee entered 
this issue into the corrective action program as problem evaluation reports (PERs) 241885 and 254000. In both 
instances the licensee subsequently performed the required PRA evaluations which determined the on-line risk to be 
Green.  
 
This finding affected the Mitigating Systems cornerstone and was determined to be greater than minor according to 
Inspection Manual Chapter (IMC) 0612, Appendix B, Issue Screening, because minor violations of 10 CFR 50.65(a)
(4) have occurred repeatedly on five occasions and if continued to be left uncorrected would have the potential to lead 
to a more significant safety concern. The significance of this finding was evaluated using IMC 0609, Appendix K, 
Maintenance Risk Assessment and Risk Management Significance Determination Process. Based on Appendix K, the 
inspectors determined that this finding was of very low safety significance (Green) because the licensee’s PRA 
evaluation concluded the actual risk deficit was less than 1E-6 for the incremental core damage probability deficit 
(ICDPD) and less than 1E-7 for the incremental large early release probability deficit (ILERPD). The cause of this 
finding was directly related to the cross cutting aspect of Procedural Compliance in the Work Practices component of 
the Human Performance area, because the licensee failed to follow the instructions in 0-TI-367 which required a PRA 
evaluation to be performed in accordance with SPP-9.1 [H.4(b)]. (Section 1R13)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 30, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to perform functional evaluations for gas identified during venting 
An NRC-identified Green non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identified for the licensee’s failure to perform functional evaluations in accordance 
with procedure NEDP-22, Functional Evaluations, when gas was identified in the High Pressure Coolant Injection 
(HPCI) System during the Technical Specification required surveillance. The licensee has subsequently performed 
functional evaluations of the occurrences and entered the issue into their corrective action program as problem 
evaluation report (PER) 223067.  
 
This finding was considered more than minor because it adversely affected the Mitigating Systems Cornerstone 
objective of ensuring the availability and reliability of safety systems, and is related to the attribute of Procedure 
Quality (i.e.- Maintenance and Testing Procedures). Specifically, the failure to perform a functional evaluation or 
provide adequate justification for not performing one upon identification of gas during venting of the system could 



affect the operability, availability, and reliability of the HPCI system or could result in missing an opportunity to 
identify the source of voiding to preclude future inoperability. This deficiency also paralleled Inspection Manual 
Chapter 0612, Appendix E, Example 4.a, as the licensee routinely did not perform the required functional evaluations. 
The team assessed this finding using Inspection Manual Chapter 0609, Significance Determination Process, and 
determined that the finding was of very low safety significance (Green) because subsequent functional evaluations 
showed that the gas voids did not impact the operability of the HPCI system.  
 
The cause of this finding was directly related to the cross cutting aspect of Evaluation of Identified Problems in the 
Corrective Action Program component of the Problem Identification and Resolution area, in that the licensee failed to 
thoroughly evaluate gas voids such that the resolution addressed causes and extent of conditions, as necessary, and 
included the failure to thoroughly evaluate for operability and reportability conditions adverse to quality. [P.1(c)] 
(Section 4OA5)  
 
Inspection Report# : 2010004 (pdf)  

Significance:  Sep 24, 2010 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to Correct a Condition Adverse to Quality Associated Cooling Water Flow Degradation in the 1B Core 
Spray Room Cooler (Section 40A2.a.3.4) 
Green: The inspectors identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, 
for the licensee’s failure to correct a condition adverse to quality and implement adequate corrective actions for the 
degraded 1B Core Spray (CS) room cooler. The licensee failed to implement adequate correct actions to address the 
inability of the room cooler perform its design function with degraded cooling water flow prior to its loss of function 
on June 25, 2010. The licensee has since replaced the cooler in order to provide additional flow margin.  
 
The failure to take adequate corrective actions to address the potential high river temperature along with degraded heat
exchanger flow was a performance deficiency. The performance deficiency was more than minor because it is 
associated with the Equipment Performance attribute of the Mitigating Systems Cornerstone and adversely affected 
the availability of the 1B CS room cooler to respond to initiating events. The inspectors determined that a Phase 2 
screening was required because the 1B division of core spray was inoperable for greater than the 7 day technical 
specification allowed out of service time.  
Using the pre-solved Phase Two significance determination worksheet, the inspectors determined that the finding was 
of very low safety significance. The inspectors determined that this finding directly involved the cross-cutting area of 
Problem Identification and Resolution, component of the Corrective Action Program and aspect of Appropriate and 
Timely Corrective Actions because the licensee did not implement appropriate and timely corrective actions to resolve 
a condition adverse to quality. Specifically, the licensee failed to address the debris fouling of the 1B CS room cooler 
prior to its failure on June 25, 2010. [P.1(d)] (Section 4OA2.a.3.4) 
Inspection Report# : 2010006 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate TS 5.5.2 program for primary coolant leaks outside containment 
An NRC identified non-cited violation of Technical Specifications (TS) 5.5.2, Primary Coolant Sources Outside 
Containment was identified for the licensee’s failure to establish, implement, and maintain an adequate program for 
minimizing primary coolant leaks from systems (i.e., Core Spray, Residual Heat Removal, High Pressure Coolant 
Injection, and Reactor Core Isolation Cooling) outside containment, that could contain highly radioactive fluids during 
a serious transient or accident, to levels as low as practicable. The licensee’s corrective actions included identification, 
evaluation, and prioritization of all known primary coolant leaks outside containment; and development of a new 
program in accordance with 0-TI-578, Minimizing Primary Coolant Sources Outside Containment. This finding was 



entered into the licensee’s corrective action program as problem evaluation report (PER) 317464.  
 
This finding was determined to be more than minor because if left uncorrected it could have led to a more significant 
safety concern. Specifically, the licensee’s failure to effectively minimize and monitor primary coolant leakage 
outside containment could have resulted in increased main control room exposure and/or offsite dose during an 
accident due to excessive radioactive fission product releases into secondary containment. The finding was 
determined to be of very low safety significance (Green) according to IMC 0609, Appendix H, Containment Integrity 
Significance Determination Process, Section 6.0, Type B Findings, because the primary coolant leak rate into 
secondary containment was a small fraction of the leakage assumed in the design basis accident (DBA) safety 
analyses. The cause of this finding was directly related to the cross-cutting aspect Complete and Accurate Procedures 
in the Resources component of the Human Performance area because the licensee’s existing procedures were 
inadequate and incomplete for addressing the program requirements of TS 5.5.2 [H.2.(c)]. (Section 4OA2.5)  
 
Inspection Report# : 2011002 (pdf)  

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 
Last modified : October 14, 2011 



Browns Ferry 1 
3Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control transient conmbustible materials in the Unit 1 reactor building 
A NRC-identified non-cited violation of the Technical Specifications 5.4.1.d, Fire Protection Program 
Implementation, was identified for the licensee’s failure to control transient combustible materials in a designated 
exclusion area between Fire Zones 1-1 and 1-2 in the Unit 1 reactor building. Specifically, on August 12, 2011, the 
inspectors identified transient combustible materials left unattended in the designated exclusion area between Loops I 
and II of the low pressure coolant injection (LPCI) system following LPCI injection valve maintenance activities. 
Upon notification by the inspectors, the licensee promptly removed the materials. This issue was entered into the 
licensee’s corrective action program as problem evaluation report (PER) 418101.  
 
The finding was determined to be greater than minor because it was similar to example 4.k. of Inspection Manual 
Chapter (IMC) 0612, Appendix E, for an issue of concern involving transient combustibles in a designated 
combustible free area required for separation of redundant safe shutdown trains. The safety significance of the finding 
was characterized using IMC 0609, Significance Determination Process (SDP), Appendix F, Attachment 1, Fire 
Protection SDP Phase 1 Worksheet, and determined to be of very low safety significance because of a low 
degradation rating since a roving fire watch was already established in this same area for an another fire impairment 
while the transient combustibles were left unattended. The cause of this finding was directly related to the cross 
cutting aspect of effectively communicating expectations regarding procedural compliance in the Work Practices 
component of the Human Performance area, because the expectations for the removal of combustible materials from 
this area were not effectively communicated to the night shift personnel [H.4(b)]. (Section 1RO5.1) 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unit 1 loss of shutdown cooling caused by emergency diesel generator output breaker trip 
A self-revealing non-cited violation of Technical Specifications 5.4.1.a was identified for the licensee’s failure to 
establish an adequate maintenance procedure to ensure appropriate calibration and alignment of the Emergency Diesel 
Generator (EDG) overspeed trip limit switch (OTLS) arm. The lack of procedure guidance resulted in an improperly 
adjusted OTLS that caused a premature trip of the A EDG output breaker and loss of Unit 1 shutdown cooling (SDC) 
on May 2, 2011. The licensee replaced and properly set the OTLS on the A EDG, verified the OTLS setpoint on all 
other seven EDGs, and initiated revisions to applicable maintenance procedures. This issue was entered into the 
licensee’s corrective action program as problem evaluation report (PER) 362340.  
 
The finding was determined to be greater than minor because it was associated with the Initiating Events Cornerstone 
attribute of Equipment Performance, and adversely affected the cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown. Specifically, the misadjusted 
A EDG OTLS resulted in a premature trip of the A EDG output breaker and a loss of Unit 1 SDC. According to 
Inspection Manual Chapter (IMC) 0609, Significance Determination Process (SDP), Appendix G, Shutdown 
Operations, Table 1, Losses of Control, the safety significance of the finding was initially characterized to be 
potentially greater than very low safety significance because the inadvertent loss of SDC represented a loss of control 
due to a loss of thermal margin to boiling greater than 20 percent. However, a Phase 3 analysis was performed by a 
Senior Reactor Analyst, it was determined the loss of SDC event was of very low risk significance (i.e., Green), due in 
part to a low change in risk because of a high chance of recovery of offsite power before the duration of time required 
to cause the EDG to trip, and the likelihood of recovery of the tripped EDG. The cause of this finding was directly 



related to the cross-cutting aspect of appropriate self assessments in the Self and Independent Assessments component 
of the Problem Identification and Resolution area, because inadequate technical rigor applied by the licensee to 
recognize single point system vulnerabilities resulted in inadequate procedural guidance for maintenance personnel to 
appropriately calibrate and align the OTLS switch arm and overspeed trip lever [P.3.(a)]. (Section 4OA3.2)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 
and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 
Significance: TBD Sep 30, 2011 
Identified By: Licensee 
Item Type: AV Apparent Violation 
Failure to properly install Unit 1 high pressure coolant injection booster pump outboard bearings 
A licensee-identified apparent violation of Technical Specifications 5.4.1.a was identified for the licensee failing to 
establish an adequate maintenance instruction for properly installing the Unit 1 High Pressure Coolant Injection 
(HPCI) booster pump outboard bearing. On July 20, 2011, visual inspections confirmed the booster pump outboard 
bearing was installed incorrectly and exhibited severe damage. The licensee replaced the HPCI booster pump 
outboard bearing and the issue was entered into the licensee’s corrective action program as problem evaluation reports 
(PER) 405165 and 408067.  
 
The finding was determined to be greater than minor because it was associated with the Mitigating Systems 
Cornerstone attributes of Equipment Performance and Procedure Quality, and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). Specifically, the work package to replace the HPCI booster pump 
outboard bearing did not include sufficiently detailed instructions to ensure that the bearings were installed in the 
correct back to back arrangement. Failure to correctly install the HPCI booster pump bearing resulted in severe 
bearing damage that would have eventually led to a failure of the Unit 1 HPCI pump. The significance of this finding 
was characterized using Inspector Manual Chapter (IMC) 609, Significance Determination Process (SDP), 
Attachment 04, Phase 1 - Initial Screening and Characterization of Findings, which did not screen as Green for the 
Mitigating Systems Cornerstone because it involved a loss of system safety function. A further characterization of the 
safety significance was then performed using IMC 609, Appendix A, Determining the Significance of Reactor 
Inspection Findings for At-Power Situations. The Phase 2 SDP of Appendix A determined the finding to be 
potentially greater than very low safety significance (Green) based on the Browns Ferry Phase 2 pre-solved table. 



Since this finding was potentially greater than Green it will necessitate a Phase 3 SDP to characterize the safety 
significance. Because the safety significance of this finding has not been finalized, it will be designated as To Be 
Determined (TBD). No crosscutting aspect was assigned because the incorrect bearing installation did not occur 
within the past three years, and therefore, was not reflective of current licensee performance. (Section 1R22)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to take corrective actions to preclude a repetitive functional failure of an EDG due to excessive heat 
exchanger fouling 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
the licensee’s failure to take prompt corrective actions to preclude repetition of a significant condition adverse to 
quality (SCAQ) that resulted in the loss of a emergency diesel generator (EDG) safety function due to excessive heat 
exchanger fouling. On August 4, 2010 the licensee identified a SCAQ due to excessive fouling of the Unit 1/2 D EDG 
heat exchangers which resulted in a functional failure of the D EDG. Prompt corrective actions were not taken to 
preclude repetition because on June 5, 2011, excessive fouling was identified on the 3D EDG heat exchangers which 
resulted in a functional failure of the 3D EDG. Corrective actions taken by the licensee included cleaning and 
returning the 3D EDG heat exchangers to an operable status, and increasing monitoring of emergency equipment 
cooling water (EECW) cooling flow to all the EDG heat exchangers from weekly to every two days. The licensee 
entered this issue into their corrective action program as problem evaluation report (PER) 381569.  
 
This finding was determined to be more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the excessive fouling of the 3D EDG heat exchanger was a functional failure and 
resulted in unplanned unavailability of the 3D EDG. In accordance with Inspection Manual Chapter (IMC) 0609 
Attachment 4, Phase I - Initial Screening and Characterization of Findings, this finding was determined to be of very 
low safety significance because it did not represent an actual loss of safety function of a single train for more than its 
technical specification allowed outage time of seven days, or screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. The cause of this finding was directly related to the cross-cutting aspect of 
Maintaining Long Term Plant Safety (Equipment Issues) in the Resources component of the Human Performance area 
because of the licensee’s failure to minimize the duration of a long-standing degraded equipment issue related to relic 
clam shells in the EECW system which resulted in a repetitive functional failure of an EDG due to excessive heat 
exchanger fouling. [H.2.(a)]. (Section 1R07) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Over-pressurization of high pressure coolant injection system due to stuck open HPCI system testable check 
valve 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, Corrective Action, was identified for the 
licensee’s failure to promptly correct a condition adverse to quality related to Unit 1 High Pressure Coolant Injection 
(HPCI) system testable check valve which resulted in over-pressurization and significant damage to the HPCI system. 
Specifically, binding of the actuator linkage connected to the valve disc shaft caused the valve disc to physically stick 
open following a HPCI injection event. Subsequent opening of the inboard HPCI injection valve in preparation for a 
routine HPCI venting evolution resulted in over-pressurization of the HPCI system. The licensee repaired the damage 
to the HPCI system and temporarily modified the valve actuator linkage to remove any potential for binding until 
more permanent repairs could be performed in a unit outage. The licensee entered this issue into their corrective action
program as problem evaluation report (PER) 372659.  
 
This finding was determined to be more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective to ensure the 



availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Specifically, the stuck open testable check valve resulted in over-pressurization of the HPCI 
system, significant damage to HPCI components, and loss of the HPCI function. In accordance with Inspection 
Manual Chapter (IMC) 0609 Attachment 4, Phase I - Initial Screening and Characterization of Findings, this finding 
was determined to be of very low safety significance because it did not represent a loss of system safety function or 
screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. The Automatic 
Depressurization System (ADS) was available at all times to support the coolant injection safety function. The cause 
of this finding was directly related to the cross-cutting aspect of Thorough Evaluation of Identified Problems in the 
Corrective Action Program component of the Problem Identification and Resolution area, because of the licensee’s 
inadequate evaluation of PER 289169 for the abnormal check valve actuator open indication that subsequently 
resulted in an over-pressurization and loss of function of the Unit 1 HPCI system [P.1.(c)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Dec 31, 2010 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Degraded 1C RHR motor rendered one RHR sybsystem inoperable beyond the TS allowed outage time 
•Green. A self-revealing non-cited violation (NCV) of Unit 1 Technical Specifications (TS) Limiting Condition for 
Operations (LCO) 3.6.2.3, Suppression Pool Cooling was identified for the licensee’s failure to correct a degraded 
condition of the 1C Residual Heat Removal (RHR) pump motor that rendered it inoperable for greater than the TS  
allowed outage time of 30 days. Specifically, the 1C RHR pump motor suffered a catastrophic failure on October 27, 
2010 and was subsequently determined to have been in a degraded condition since November 2007. This condition 
would have prevented the pump from performing its intended safety functions during the system’s required mission 
time. The licensee entered this issue into the corrective action program as problem evaluation report (PER) 274840. 
The 1C RHR pump motor was subsequently repaired during the Unit 1 refueling outage and returned to service on 
November 10, 2010 prior to Unit 1 restart.  
 
This performance deficiency was considered greater than minor because it was associated with the Mitigating Systems 
cornerstone and adversely affected the equipment performance objective to ensure the availability and capability of 
the RHR system to respond to initiating events to prevent undesirable consequences (i.e., core damage). Specifically, 
the 1C RHR subsystem was degraded to the point that it was incapable of performing its intended safety functions for 
the system’s required mission time. Since the 1C RHR pump motor failure occurred during Mode 5 shutdown 
conditions after a significant period of shutdown cooling operation, the finding was evaluated according to Inspection 
Manual Chapter 609, Appendix G, Shutdown Operations Significance Determination Process, Attachment 1, Phase 1 
Operational Checklists, Checklist 7, Refueling Operation with Reactor Coolant Level Above 23’. Accordingly, the 
finding was determined to be of very low safety significance (Green) because the 1A RHR pump and the Auxiliary 
Decay Heat Removal (ADHR) system were available, when only one RHR pump was needed per Section I.C of 
Checklist 7. The cause of this finding was directly related to the cross cutting aspect of Thorough Evaluation of 
Identified Problems in the Corrective Action Program component of the Problem Identification and Resolution area, 
because the licensee did not adequately evaluate the precursors related to the degraded 1C RHR motor performance 
and properly prioritize the resolution of a known condition adverse to quality in time to preclude motor failure [P.1
(c)]. (Section 1R20.1(2)) 
Inspection Report# : 2010005 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  



 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate TS 5.5.2 program for primary coolant leaks outside containment 
An NRC identified non-cited violation of Technical Specifications (TS) 5.5.2, Primary Coolant Sources Outside 
Containment was identified for the licensee’s failure to establish, implement, and maintain an adequate program for 
minimizing primary coolant leaks from systems (i.e., Core Spray, Residual Heat Removal, High Pressure Coolant 
Injection, and Reactor Core Isolation Cooling) outside containment, that could contain highly radioactive fluids during 
a serious transient or accident, to levels as low as practicable. The licensee’s corrective actions included identification, 
evaluation, and prioritization of all known primary coolant leaks outside containment; and development of a new 
program in accordance with 0-TI-578, Minimizing Primary Coolant Sources Outside Containment. This finding was 
entered into the licensee’s corrective action program as problem evaluation report (PER) 317464.  
 
This finding was determined to be more than minor because if left uncorrected it could have led to a more significant 
safety concern. Specifically, the licensee’s failure to effectively minimize and monitor primary coolant leakage 
outside containment could have resulted in increased main control room exposure and/or offsite dose during an 
accident due to excessive radioactive fission product releases into secondary containment. The finding was 
determined to be of very low safety significance (Green) according to IMC 0609, Appendix H, Containment Integrity 
Significance Determination Process, Section 6.0, Type B Findings, because the primary coolant leak rate into 
secondary containment was a small fraction of the leakage assumed in the design basis accident (DBA) safety 
analyses. The cause of this finding was directly related to the cross-cutting aspect Complete and Accurate Procedures 
in the Resources component of the Human Performance area because the licensee’s existing procedures were 
inadequate and incomplete for addressing the program requirements of TS 5.5.2 [H.2.(c)]. (Section 4OA2.5)  
 
Inspection Report# : 2011002 (pdf)  

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. 
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Browns Ferry 1 
4Q/2011 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control transient conmbustible materials in the Unit 1 reactor building 
A NRC-identified non-cited violation of the Technical Specifications 5.4.1.d, Fire Protection Program 
Implementation, was identified for the licensee’s failure to control transient combustible materials in a designated 
exclusion area between Fire Zones 1-1 and 1-2 in the Unit 1 reactor building. Specifically, on August 12, 2011, the 
inspectors identified transient combustible materials left unattended in the designated exclusion area between Loops I 
and II of the low pressure coolant injection (LPCI) system following LPCI injection valve maintenance activities. 
Upon notification by the inspectors, the licensee promptly removed the materials. This issue was entered into the 
licensee’s corrective action program as problem evaluation report (PER) 418101.  
 
The finding was determined to be greater than minor because it was similar to example 4.k. of Inspection Manual 
Chapter (IMC) 0612, Appendix E, for an issue of concern involving transient combustibles in a designated 
combustible free area required for separation of redundant safe shutdown trains. The safety significance of the finding 
was characterized using IMC 0609, Significance Determination Process (SDP), Appendix F, Attachment 1, Fire 
Protection SDP Phase 1 Worksheet, and determined to be of very low safety significance because of a low 
degradation rating since a roving fire watch was already established in this same area for an another fire impairment 
while the transient combustibles were left unattended. The cause of this finding was directly related to the cross 
cutting aspect of effectively communicating expectations regarding procedural compliance in the Work Practices 
component of the Human Performance area, because the expectations for the removal of combustible materials from 
this area were not effectively communicated to the night shift personnel [H.4(b)]. (Section 1RO5.1) 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unit 1 loss of shutdown cooling caused by emergency diesel generator output breaker trip 
A self-revealing non-cited violation of Technical Specifications 5.4.1.a was identified for the licensee’s failure to 
establish an adequate maintenance procedure to ensure appropriate calibration and alignment of the Emergency Diesel 
Generator (EDG) overspeed trip limit switch (OTLS) arm. The lack of procedure guidance resulted in an improperly 
adjusted OTLS that caused a premature trip of the A EDG output breaker and loss of Unit 1 shutdown cooling (SDC) 
on May 2, 2011. The licensee replaced and properly set the OTLS on the A EDG, verified the OTLS setpoint on all 
other seven EDGs, and initiated revisions to applicable maintenance procedures. This issue was entered into the 
licensee’s corrective action program as problem evaluation report (PER) 362340.  
 
The finding was determined to be greater than minor because it was associated with the Initiating Events Cornerstone 
attribute of Equipment Performance, and adversely affected the cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown. Specifically, the misadjusted 
A EDG OTLS resulted in a premature trip of the A EDG output breaker and a loss of Unit 1 SDC. According to 
Inspection Manual Chapter (IMC) 0609, Significance Determination Process (SDP), Appendix G, Shutdown 
Operations, Table 1, Losses of Control, the safety significance of the finding was initially characterized to be 
potentially greater than very low safety significance because the inadvertent loss of SDC represented a loss of control 
due to a loss of thermal margin to boiling greater than 20 percent. However, a Phase 3 analysis was performed by a 
Senior Reactor Analyst, it was determined the loss of SDC event was of very low risk significance (i.e., Green), due in 
part to a low change in risk because of a high chance of recovery of offsite power before the duration of time required 
to cause the EDG to trip, and the likelihood of recovery of the tripped EDG. The cause of this finding was directly 



related to the cross-cutting aspect of appropriate self assessments in the Self and Independent Assessments component 
of the Problem Identification and Resolution area, because inadequate technical rigor applied by the licensee to 
recognize single point system vulnerabilities resulted in inadequate procedural guidance for maintenance personnel to 
appropriately calibrate and align the OTLS switch arm and overspeed trip lever [P.3.(a)]. (Section 4OA3.2)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 
and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 
Significance: TBD Sep 30, 2011 
Identified By: Licensee 
Item Type: AV Apparent Violation 
Failure to properly install Unit 1 high pressure coolant injection booster pump outboard bearings 
A licensee-identified apparent violation of Technical Specifications 5.4.1.a was identified for the licensee failing to 
establish an adequate maintenance instruction for properly installing the Unit 1 High Pressure Coolant Injection 
(HPCI) booster pump outboard bearing. On July 20, 2011, visual inspections confirmed the booster pump outboard 
bearing was installed incorrectly and exhibited severe damage. The licensee replaced the HPCI booster pump 
outboard bearing and the issue was entered into the licensee’s corrective action program as problem evaluation reports 
(PER) 405165 and 408067.  
 
The finding was determined to be greater than minor because it was associated with the Mitigating Systems 
Cornerstone attributes of Equipment Performance and Procedure Quality, and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). Specifically, the work package to replace the HPCI booster pump 
outboard bearing did not include sufficiently detailed instructions to ensure that the bearings were installed in the 
correct back to back arrangement. Failure to correctly install the HPCI booster pump bearing resulted in severe 
bearing damage that would have eventually led to a failure of the Unit 1 HPCI pump. The significance of this finding 
was characterized using Inspector Manual Chapter (IMC) 609, Significance Determination Process (SDP), 
Attachment 04, Phase 1 - Initial Screening and Characterization of Findings, which did not screen as Green for the 
Mitigating Systems Cornerstone because it involved a loss of system safety function. A further characterization of the 
safety significance was then performed using IMC 609, Appendix A, Determining the Significance of Reactor 
Inspection Findings for At-Power Situations. The Phase 2 SDP of Appendix A determined the finding to be 
potentially greater than very low safety significance (Green) based on the Browns Ferry Phase 2 pre-solved table. 



Since this finding was potentially greater than Green it will necessitate a Phase 3 SDP to characterize the safety 
significance. Because the safety significance of this finding has not been finalized, it will be designated as To Be 
Determined (TBD). No crosscutting aspect was assigned because the incorrect bearing installation did not occur 
within the past three years, and therefore, was not reflective of current licensee performance. (Section 1R22)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to take corrective actions to preclude a repetitive functional failure of an EDG due to excessive heat 
exchanger fouling 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
the licensee’s failure to take prompt corrective actions to preclude repetition of a significant condition adverse to 
quality (SCAQ) that resulted in the loss of a emergency diesel generator (EDG) safety function due to excessive heat 
exchanger fouling. On August 4, 2010 the licensee identified a SCAQ due to excessive fouling of the Unit 1/2 D EDG 
heat exchangers which resulted in a functional failure of the D EDG. Prompt corrective actions were not taken to 
preclude repetition because on June 5, 2011, excessive fouling was identified on the 3D EDG heat exchangers which 
resulted in a functional failure of the 3D EDG. Corrective actions taken by the licensee included cleaning and 
returning the 3D EDG heat exchangers to an operable status, and increasing monitoring of emergency equipment 
cooling water (EECW) cooling flow to all the EDG heat exchangers from weekly to every two days. The licensee 
entered this issue into their corrective action program as problem evaluation report (PER) 381569.  
 
This finding was determined to be more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the excessive fouling of the 3D EDG heat exchanger was a functional failure and 
resulted in unplanned unavailability of the 3D EDG. In accordance with Inspection Manual Chapter (IMC) 0609 
Attachment 4, Phase I - Initial Screening and Characterization of Findings, this finding was determined to be of very 
low safety significance because it did not represent an actual loss of safety function of a single train for more than its 
technical specification allowed outage time of seven days, or screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. The cause of this finding was directly related to the cross-cutting aspect of 
Maintaining Long Term Plant Safety (Equipment Issues) in the Resources component of the Human Performance area 
because of the licensee’s failure to minimize the duration of a long-standing degraded equipment issue related to relic 
clam shells in the EECW system which resulted in a repetitive functional failure of an EDG due to excessive heat 
exchanger fouling. [H.2.(a)]. (Section 1R07) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Over-pressurization of high pressure coolant injection system due to stuck open HPCI system testable check 
valve 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, Corrective Action, was identified for the 
licensee’s failure to promptly correct a condition adverse to quality related to Unit 1 High Pressure Coolant Injection 
(HPCI) system testable check valve which resulted in over-pressurization and significant damage to the HPCI system. 
Specifically, binding of the actuator linkage connected to the valve disc shaft caused the valve disc to physically stick 
open following a HPCI injection event. Subsequent opening of the inboard HPCI injection valve in preparation for a 
routine HPCI venting evolution resulted in over-pressurization of the HPCI system. The licensee repaired the damage 
to the HPCI system and temporarily modified the valve actuator linkage to remove any potential for binding until 
more permanent repairs could be performed in a unit outage. The licensee entered this issue into their corrective action
program as problem evaluation report (PER) 372659.  
 
This finding was determined to be more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective to ensure the 



availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Specifically, the stuck open testable check valve resulted in over-pressurization of the HPCI 
system, significant damage to HPCI components, and loss of the HPCI function. In accordance with Inspection 
Manual Chapter (IMC) 0609 Attachment 4, Phase I - Initial Screening and Characterization of Findings, this finding 
was determined to be of very low safety significance because it did not represent a loss of system safety function or 
screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. The Automatic 
Depressurization System (ADS) was available at all times to support the coolant injection safety function. The cause 
of this finding was directly related to the cross-cutting aspect of Thorough Evaluation of Identified Problems in the 
Corrective Action Program component of the Problem Identification and Resolution area, because of the licensee’s 
inadequate evaluation of PER 289169 for the abnormal check valve actuator open indication that subsequently 
resulted in an over-pressurization and loss of function of the Unit 1 HPCI system [P.1.(c)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Significance:  Mar 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate TS 5.5.2 program for primary coolant leaks outside containment 
An NRC identified non-cited violation of Technical Specifications (TS) 5.5.2, Primary Coolant Sources Outside 
Containment was identified for the licensee’s failure to establish, implement, and maintain an adequate program for 
minimizing primary coolant leaks from systems (i.e., Core Spray, Residual Heat Removal, High Pressure Coolant 
Injection, and Reactor Core Isolation Cooling) outside containment, that could contain highly radioactive fluids during 
a serious transient or accident, to levels as low as practicable. The licensee’s corrective actions included identification, 
evaluation, and prioritization of all known primary coolant leaks outside containment; and development of a new 
program in accordance with 0-TI-578, Minimizing Primary Coolant Sources Outside Containment. This finding was 
entered into the licensee’s corrective action program as problem evaluation report (PER) 317464.  
 
This finding was determined to be more than minor because if left uncorrected it could have led to a more significant 
safety concern. Specifically, the licensee’s failure to effectively minimize and monitor primary coolant leakage 
outside containment could have resulted in increased main control room exposure and/or offsite dose during an 



accident due to excessive radioactive fission product releases into secondary containment. The finding was 
determined to be of very low safety significance (Green) according to IMC 0609, Appendix H, Containment Integrity 
Significance Determination Process, Section 6.0, Type B Findings, because the primary coolant leak rate into 
secondary containment was a small fraction of the leakage assumed in the design basis accident (DBA) safety 
analyses. The cause of this finding was directly related to the cross-cutting aspect Complete and Accurate Procedures 
in the Resources component of the Human Performance area because the licensee’s existing procedures were 
inadequate and incomplete for addressing the program requirements of TS 5.5.2 [H.2.(c)]. (Section 4OA2.5)  
 
Inspection Report# : 2011002 (pdf)  

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 
Last modified : March 02, 2012 



Browns Ferry 1 
1Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control transient conmbustible materials in the Unit 1 reactor building 
A NRC-identified non-cited violation of the Technical Specifications 5.4.1.d, Fire Protection Program 
Implementation, was identified for the licensee’s failure to control transient combustible materials in a designated 
exclusion area between Fire Zones 1-1 and 1-2 in the Unit 1 reactor building. Specifically, on August 12, 2011, the 
inspectors identified transient combustible materials left unattended in the designated exclusion area between Loops I 
and II of the low pressure coolant injection (LPCI) system following LPCI injection valve maintenance activities. 
Upon notification by the inspectors, the licensee promptly removed the materials. This issue was entered into the 
licensee’s corrective action program as problem evaluation report (PER) 418101.  
 
The finding was determined to be greater than minor because it was similar to example 4.k. of Inspection Manual 
Chapter (IMC) 0612, Appendix E, for an issue of concern involving transient combustibles in a designated 
combustible free area required for separation of redundant safe shutdown trains. The safety significance of the finding 
was characterized using IMC 0609, Significance Determination Process (SDP), Appendix F, Attachment 1, Fire 
Protection SDP Phase 1 Worksheet, and determined to be of very low safety significance because of a low 
degradation rating since a roving fire watch was already established in this same area for an another fire impairment 
while the transient combustibles were left unattended. The cause of this finding was directly related to the cross 
cutting aspect of effectively communicating expectations regarding procedural compliance in the Work Practices 
component of the Human Performance area, because the expectations for the removal of combustible materials from 
this area were not effectively communicated to the night shift personnel [H.4(b)]. (Section 1RO5.1) 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unit 1 loss of shutdown cooling caused by emergency diesel generator output breaker trip 
A self-revealing non-cited violation of Technical Specifications 5.4.1.a was identified for the licensee’s failure to 
establish an adequate maintenance procedure to ensure appropriate calibration and alignment of the Emergency Diesel 
Generator (EDG) overspeed trip limit switch (OTLS) arm. The lack of procedure guidance resulted in an improperly 
adjusted OTLS that caused a premature trip of the A EDG output breaker and loss of Unit 1 shutdown cooling (SDC) 
on May 2, 2011. The licensee replaced and properly set the OTLS on the A EDG, verified the OTLS setpoint on all 
other seven EDGs, and initiated revisions to applicable maintenance procedures. This issue was entered into the 
licensee’s corrective action program as problem evaluation report (PER) 362340.  
 
The finding was determined to be greater than minor because it was associated with the Initiating Events Cornerstone 
attribute of Equipment Performance, and adversely affected the cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown. Specifically, the misadjusted 
A EDG OTLS resulted in a premature trip of the A EDG output breaker and a loss of Unit 1 SDC. According to 
Inspection Manual Chapter (IMC) 0609, Significance Determination Process (SDP), Appendix G, Shutdown 
Operations, Table 1, Losses of Control, the safety significance of the finding was initially characterized to be 
potentially greater than very low safety significance because the inadvertent loss of SDC represented a loss of control 
due to a loss of thermal margin to boiling greater than 20 percent. However, a Phase 3 analysis was performed by a 
Senior Reactor Analyst, it was determined the loss of SDC event was of very low risk significance (i.e., Green), due in 
part to a low change in risk because of a high chance of recovery of offsite power before the duration of time required 
to cause the EDG to trip, and the likelihood of recovery of the tripped EDG. The cause of this finding was directly 



related to the cross-cutting aspect of appropriate self assessments in the Self and Independent Assessments component 
of the Problem Identification and Resolution area, because inadequate technical rigor applied by the licensee to 
recognize single point system vulnerabilities resulted in inadequate procedural guidance for maintenance personnel to 
appropriately calibrate and align the OTLS switch arm and overspeed trip lever [P.3.(a)]. (Section 4OA3.2)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2009 
Identified By: NRC 
Item Type: FIN Finding 
Untimely actions to resolve excessive IBC system condensation results in U1 reactor scram 
A Green self-revealing finding was identified for a failure to implement corrective actions in a timely manner to 
address excessive isophase bus cooling system condensation that resulted in a Unit 1 reactor scram caused by water 
accumulation in the isophase bus ductwork, which created an electrical ground fault on the main generator isophase 
busses. This event was entered into the licensee’s corrective action program as PER 163815.  
 
This finding was determined to be greater than minor because it was associated with the Initiating Event Cornerstone 
attribute of Equipment Performance, 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 
evaluated using Phase 1 of the At-Power SDP, and was determined to be of very low safety significance (Green) 
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 cross-cutting aspect of appropriate 
and timely corrective actions in the area of Problem Identification and Resolution because the license had identified an
abnormal equipment condition related to excessive IBC system condensation for which immediate actions were 
specified but not carried out (P.1.d). (Section 4OA3.2)  
 
Inspection Report# : 2009003 (pdf)  

Mitigating Systems 
Significance: TBD Sep 30, 2011 
Identified By: Licensee 
Item Type: AV Apparent Violation 
Failure to properly install Unit 1 high pressure coolant injection booster pump outboard bearings 
A licensee-identified apparent violation of Technical Specifications 5.4.1.a was identified for the licensee failing to 
establish an adequate maintenance instruction for properly installing the Unit 1 High Pressure Coolant Injection 
(HPCI) booster pump outboard bearing. On July 20, 2011, visual inspections confirmed the booster pump outboard 
bearing was installed incorrectly and exhibited severe damage. The licensee replaced the HPCI booster pump 
outboard bearing and the issue was entered into the licensee’s corrective action program as problem evaluation reports 
(PER) 405165 and 408067.  
 
The finding was determined to be greater than minor because it was associated with the Mitigating Systems 
Cornerstone attributes of Equipment Performance and Procedure Quality, and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). Specifically, the work package to replace the HPCI booster pump 
outboard bearing did not include sufficiently detailed instructions to ensure that the bearings were installed in the 
correct back to back arrangement. Failure to correctly install the HPCI booster pump bearing resulted in severe 
bearing damage that would have eventually led to a failure of the Unit 1 HPCI pump. The significance of this finding 
was characterized using Inspector Manual Chapter (IMC) 609, Significance Determination Process (SDP), 
Attachment 04, Phase 1 - Initial Screening and Characterization of Findings, which did not screen as Green for the 
Mitigating Systems Cornerstone because it involved a loss of system safety function. A further characterization of the 
safety significance was then performed using IMC 609, Appendix A, Determining the Significance of Reactor 
Inspection Findings for At-Power Situations. The Phase 2 SDP of Appendix A determined the finding to be 
potentially greater than very low safety significance (Green) based on the Browns Ferry Phase 2 pre-solved table. 



Since this finding was potentially greater than Green it will necessitate a Phase 3 SDP to characterize the safety 
significance. Because the safety significance of this finding has not been finalized, it will be designated as To Be 
Determined (TBD). No crosscutting aspect was assigned because the incorrect bearing installation did not occur 
within the past three years, and therefore, was not reflective of current licensee performance. (Section 1R22)  
 
Inspection Report# : 2011004 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to take corrective actions to preclude a repetitive functional failure of an EDG due to excessive heat 
exchanger fouling 
A self-revealing non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, Corrective Action, was identified for 
the licensee’s failure to take prompt corrective actions to preclude repetition of a significant condition adverse to 
quality (SCAQ) that resulted in the loss of a emergency diesel generator (EDG) safety function due to excessive heat 
exchanger fouling. On August 4, 2010 the licensee identified a SCAQ due to excessive fouling of the Unit 1/2 D EDG 
heat exchangers which resulted in a functional failure of the D EDG. Prompt corrective actions were not taken to 
preclude repetition because on June 5, 2011, excessive fouling was identified on the 3D EDG heat exchangers which 
resulted in a functional failure of the 3D EDG. Corrective actions taken by the licensee included cleaning and 
returning the 3D EDG heat exchangers to an operable status, and increasing monitoring of emergency equipment 
cooling water (EECW) cooling flow to all the EDG heat exchangers from weekly to every two days. The licensee 
entered this issue into their corrective action program as problem evaluation report (PER) 381569.  
 
This finding was determined to be more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective to ensure the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e., core damage). Specifically, the excessive fouling of the 3D EDG heat exchanger was a functional failure and 
resulted in unplanned unavailability of the 3D EDG. In accordance with Inspection Manual Chapter (IMC) 0609 
Attachment 4, Phase I - Initial Screening and Characterization of Findings, this finding was determined to be of very 
low safety significance because it did not represent an actual loss of safety function of a single train for more than its 
technical specification allowed outage time of seven days, or screen as potentially risk significant due to a seismic, 
flooding, or severe weather initiating event. The cause of this finding was directly related to the cross-cutting aspect of 
Maintaining Long Term Plant Safety (Equipment Issues) in the Resources component of the Human Performance area 
because of the licensee’s failure to minimize the duration of a long-standing degraded equipment issue related to relic 
clam shells in the EECW system which resulted in a repetitive functional failure of an EDG due to excessive heat 
exchanger fouling. [H.2.(a)]. (Section 1R07) 
Inspection Report# : 2011003 (pdf)  

Significance:  Jun 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Over-pressurization of high pressure coolant injection system due to stuck open HPCI system testable check 
valve 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, Corrective Action, was identified for the 
licensee’s failure to promptly correct a condition adverse to quality related to Unit 1 High Pressure Coolant Injection 
(HPCI) system testable check valve which resulted in over-pressurization and significant damage to the HPCI system. 
Specifically, binding of the actuator linkage connected to the valve disc shaft caused the valve disc to physically stick 
open following a HPCI injection event. Subsequent opening of the inboard HPCI injection valve in preparation for a 
routine HPCI venting evolution resulted in over-pressurization of the HPCI system. The licensee repaired the damage 
to the HPCI system and temporarily modified the valve actuator linkage to remove any potential for binding until 
more permanent repairs could be performed in a unit outage. The licensee entered this issue into their corrective action
program as problem evaluation report (PER) 372659.  
 
This finding was determined to be more than minor because it was associated with the Mitigating Systems 
Cornerstone attribute of Equipment Performance, and adversely affected the cornerstone objective to ensure the 



availability, reliability, and capability of systems that respond to initiating events to prevent undesirable consequences 
(i.e. core damage). Specifically, the stuck open testable check valve resulted in over-pressurization of the HPCI 
system, significant damage to HPCI components, and loss of the HPCI function. In accordance with Inspection 
Manual Chapter (IMC) 0609 Attachment 4, Phase I - Initial Screening and Characterization of Findings, this finding 
was determined to be of very low safety significance because it did not represent a loss of system safety function or 
screen as potentially risk significant due to a seismic, flooding, or severe weather initiating event. The Automatic 
Depressurization System (ADS) was available at all times to support the coolant injection safety function. The cause 
of this finding was directly related to the cross-cutting aspect of Thorough Evaluation of Identified Problems in the 
Corrective Action Program component of the Problem Identification and Resolution area, because of the licensee’s 
inadequate evaluation of PER 289169 for the abnormal check valve actuator open indication that subsequently 
resulted in an over-pressurization and loss of function of the Unit 1 HPCI system [P.1.(c)]. (Section 1R15)  
 
Inspection Report# : 2011003 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (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 
Last modified : May 29, 2012 



Browns Ferry 1 
2Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to immediately report a plant fire 
The NRC identified a non-cited violation of Technical Specification 5.4.1.d, Fire Protection Program implementation 
associated with the licensee’s failure to report a fire in the Unit 1 Turbine Building to the main control room (MCR). 
Specifically, the failure to report a plant fire resulted in a failure of the MCR operators to implement Emergency Plan 
Implementing Procedure EPIP-17, Fire Emergency Response. Following the event, plant staff performed additional 
inspections of plant areas and either removed electrical extension cords or ensured each cord had a required GFCI and 
was not overloaded. Expectations for plant employees discovering and responding to fires were reinforced by plant 
management. The licensee entered this event into their corrective action program as PER 527090.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the failure to notify the
MCR of plant fire events would have the potential to lead to a more significant safety concern. Specifically, 
emergency response procedures for plant fires would not be entered and implemented and the Fire Brigade response 
would be delayed. The significance of this finding was evaluated in accordance with the IMC 0609, Appendix F, 
Attachment 1, Part 1, Fire Protection SDP Phase 1 Worksheet. The inspectors concluded that the significance of this 
finding was Green due to a low degradation rating for this fire event because it was a small electrical fire with no 
combustible material within the vicinity of the fire. The cause of this finding was directly related to the cross cutting 
aspect of Procedural Compliance in the Work Practices component of the Human Performance area, because the 
licensee failed to recognize the requirement to immediately report a fire and enter the appropriate fire emergency 
response procedures [H.4(b)]. (Section 4OA3.4)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to control temporary equipment resulted in a fire 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion V, Instructions, Procedures and Drawings 
was identified for the licensee’s failure to install and maintain adequate control of temporary lighting in the intake 
cable tunnel as required by the Tennessee Valley Authority (TVA) Safety Manual and NPG-SPP-09.17, Temporary 
Equipment Control. Consequently, a temporary light string was left improperly installed, without ground fault circuit 
interrupt (GFCI) device(s), for over two years until it faulted electrically and caused a fire in the intake cable tunnel on
October 12, 2011. The fire brigade extinguished the fire in approximately 10 minutes and removed the temporary light 
string from the cable tunnel. The licensee entered this event into their corrective action program as PER 445331.  
 
The finding was determined to be more than minor because it was considered sufficiently similar to example 4.f of 
Inspection Manual Chapter (IMC) 0612, Appendix E, for an issue of concern that resulted in a fire hazard in a safety-
related area of the plant. The finding was associated with the Initiating Events Cornerstone and characterized 
according to IMC 0609, Significance Determination Process (SDP), Attachment 04, Phase 1 - Initial Screening and 
Characterization of Findings. The results of this analysis required an evaluation in accordance with IMC 0609, 
Appendix F, Attachment 01, Part 1, Fire Protection SDP Phase 1 Worksheet. For the SDP Phase 1 evaluation a high 
degradation rating was assigned for this fire event with a duration factor greater than 30 days. When compared against 
the SDP Phase 1 screening criteria, this resulted in a SDP Phase 2 evaluation. The inspectors concluded that this 
finding screened to Green in the Appendix F Phase 2 analysis using Appendix F Attachment 01, Part 2, Fire 



Protection SDP Phase 2 Worksheet. Specifically, it was determined that the fire could not reach the temperature 
threshold for fire-induced cable failure and would not spread to other combustible materials in the area. The cause of 
this finding was directly related to the cross cutting aspect of Long-Standing Equipment Issues in the Resources 
component of the Human Performance area, because the deficiencies with the permanently installed lighting system in 
the intake cable necessitated the use of the temporary light stringer for more than two years [H.2(a)]. (Section 
4OA3.4)  
 
Inspection Report# : 2011005 (pdf)  

Significance:  Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control transient conmbustible materials in the Unit 1 reactor building 
A NRC-identified non-cited violation of the Technical Specifications 5.4.1.d, Fire Protection Program 
Implementation, was identified for the licensee’s failure to control transient combustible materials in a designated 
exclusion area between Fire Zones 1-1 and 1-2 in the Unit 1 reactor building. Specifically, on August 12, 2011, the 
inspectors identified transient combustible materials left unattended in the designated exclusion area between Loops I 
and II of the low pressure coolant injection (LPCI) system following LPCI injection valve maintenance activities. 
Upon notification by the inspectors, the licensee promptly removed the materials. This issue was entered into the 
licensee’s corrective action program as problem evaluation report (PER) 418101.  
 
The finding was determined to be greater than minor because it was similar to example 4.k. of Inspection Manual 
Chapter (IMC) 0612, Appendix E, for an issue of concern involving transient combustibles in a designated 
combustible free area required for separation of redundant safe shutdown trains. The safety significance of the finding 
was characterized using IMC 0609, Significance Determination Process (SDP), Appendix F, Attachment 1, Fire 
Protection SDP Phase 1 Worksheet, and determined to be of very low safety significance because of a low 
degradation rating since a roving fire watch was already established in this same area for an another fire impairment 
while the transient combustibles were left unattended. The cause of this finding was directly related to the cross 
cutting aspect of effectively communicating expectations regarding procedural compliance in the Work Practices 
component of the Human Performance area, because the expectations for the removal of combustible materials from 
this area were not effectively communicated to the night shift personnel [H.4(b)]. (Section 1RO5.1) 
Inspection Report# : 2011004 (pdf)  

Significance:  Sep 30, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Unit 1 loss of shutdown cooling caused by emergency diesel generator output breaker trip 
A self-revealing non-cited violation of Technical Specifications 5.4.1.a was identified for the licensee’s failure to 
establish an adequate maintenance procedure to ensure appropriate calibration and alignment of the Emergency Diesel 
Generator (EDG) overspeed trip limit switch (OTLS) arm. The lack of procedure guidance resulted in an improperly 
adjusted OTLS that caused a premature trip of the A EDG output breaker and loss of Unit 1 shutdown cooling (SDC) 
on May 2, 2011. The licensee replaced and properly set the OTLS on the A EDG, verified the OTLS setpoint on all 
other seven EDGs, and initiated revisions to applicable maintenance procedures. This issue was entered into the 
licensee’s corrective action program as problem evaluation report (PER) 362340.  
 
The finding was determined to be greater than minor because it was associated with the Initiating Events Cornerstone 
attribute of Equipment Performance, and adversely affected the cornerstone objective to limit the likelihood of those 
events that upset plant stability and challenge critical safety functions during shutdown. Specifically, the misadjusted 
A EDG OTLS resulted in a premature trip of the A EDG output breaker and a loss of Unit 1 SDC. According to 
Inspection Manual Chapter (IMC) 0609, Significance Determination Process (SDP), Appendix G, Shutdown 
Operations, Table 1, Losses of Control, the safety significance of the finding was initially characterized to be 
potentially greater than very low safety significance because the inadvertent loss of SDC represented a loss of control 
due to a loss of thermal margin to boiling greater than 20 percent. However, a Phase 3 analysis was performed by a 
Senior Reactor Analyst, it was determined the loss of SDC event was of very low risk significance (i.e., Green), due in 



part to a low change in risk because of a high chance of recovery of offsite power before the duration of time required 
to cause the EDG to trip, and the likelihood of recovery of the tripped EDG. The cause of this finding was directly 
related to the cross-cutting aspect of appropriate self assessments in the Self and Independent Assessments component 
of the Problem Identification and Resolution area, because inadequate technical rigor applied by the licensee to 
recognize single point system vulnerabilities resulted in inadequate procedural guidance for maintenance personnel to 
appropriately calibrate and align the OTLS switch arm and overspeed trip lever [P.3.(a)]. (Section 4OA3.2)  
 
Inspection Report# : 2011004 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain flood barrier results in inoperable safety related pumps 
An NRC-identified non-cited violation (NCV) of the Technical Specifications 5.4.1.a was identified for the licensee’s 
failure to maintain an Emergency Equipment Cooling Water (EECW) pump flood barrier in accordance with written 
procedures which resulted in the inoperability of two other safety related pumps. The licensee immediately restored 
the flood protection configuration of the C Residual Heat Removal Service Water (RHRSW) pump room by properly 
re-installing the flood protection cover and permanently stenciled the aluminum plate with the required procedure for 
installation. The licensee entered this issue into their corrective action program as PER 532050.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Protection Against External Events, and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of RHRSW pumps to perform their intended safety function during a design basis flooding 
event. Specifically, the improper re-installation of an external flood protection cover resulted in the inoperability of 
two Residual Heat Removal Service Water (RHRSW) pumps. The significance of this finding was evaluated in 
accordance with the IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of Findings, which 
required a Phase 3 analysis because the finding involved the degradation of equipment designed to mitigate a flooding 
event and it was risk significant due to external initiating event core damage sequences. The finding was determined 
to be Green because of the short exposure time, and the low likelihood of the flood. The cause of this finding was 
directly related to the cross cutting aspect of Supervisory Oversight in the Work Practices component of the Human 
Performance area, because of the foreman’s assumption that workers knew to restore the flood protection cover to 
meet procedural requirements without a formal pre-job brief [H.4(c)]. (Section 1R15)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to follow NRC commitment management procedure 
The inspectors identified a Green finding (FIN) for the licensee’s failure to follow procedure NPG-SPP-03.3, 
Rev.001, “NRC Commitment Management.” Specifically, the procedure states, in part, that each responsible 
organization ensures commitment implementation/completion occurs as scheduled. Contrary to this requirement, the 
licensee’s commitment to verify the accuracy and adequacy of completed Inspection Procedure (IP) 95002 corrective 
actions had not been performed adequately. The licensee entered this issue into the corrective action program as PERs 
510126 and 510161.  
 
The performance deficiency (PD) associated with this finding was the failure of licensee personnel to follow 
procedures regarding managing NRC commitments. The finding is greater than minor because, if left uncorrected, the 
finding would have the potential to lead to a more significant safety concern. Specifically, the failure to assess the 
adequacy of corrective actions can lead to problems not being properly corrected. Using Manual Chapter 0609.04, 



"Phase 1 – Initial Screening and Characterization of Findings," the finding was determined to have a very low safety 
significance (Green) because the finding did not result in a loss of system safety function, an actual loss of safety 
function of a single train for greater than its Technical Specification allowed outage time, or screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross cutting aspect in the 
area of Human Performance because the licensee did not ensure supervisory and management oversight of work 
activities associated with the commitments made to the NRC, which resulted in the commitments not be tracked or 
monitored to ensure completion. [H.4(c)] (Section 4OA2.a(3))  
 
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate compensatory measures for non-conforming fire barriers 
The inspectors identified a Green NCV of Browns Ferry Operating License  
Conditions 2.C(13), 2.C(14) and 2.C(7), for Units 1, 2, and 3, respectively, for the licensee’s failure to establish 
adequate compensatory measures for non-conforming fire barriers, in accordance with the approved fire protection 
program (FPP). Specifically, the licensee failed to establish continuous fire watches for non-conforming fire barriers 
in the Intake Pumping Station (IPS), after discovering that the barriers were not credited in the site’s approved FPP. 
The licensee initiated PER 509589 to document this condition and enter it into the corrective action program. The 
licensee also established a continuous fire watch, in accordance with the FPR.  
 
The licensee’s failure to establish adequate compensatory measures for non-conforming fire barriers, as required by 
their approved fire protection program, is a PD. The finding is more than minor because it is associated with the 
Reactor Safety Mitigating Systems cornerstone attribute of protection against external factors (i.e., fire) and it affects 
the cornerstone objective of ensuring the reliability and capability of systems that respond to initiating events. Using 
the guidance of IMC 0609, Appendix F, “Fire Protection Significance Determination Process,” inspectors determined 
that the PD represented a finding of very low safety significance (Green). Inspectors determined that the cause of this 
finding has a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution (PI&R) area, in that it was directly related to the licensee not thoroughly evaluating problems, such that the 
problem was properly classified and evaluated for operability [P.1(c)] (Section 4OA2.a(3))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement appropriate safe shutdown instructions 
The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, Corrective Action, for 
the licensee’s failure to assure conditions adverse to quality associated with the establishment and implementation of 
four new Safe Shutdown Instructions (SSI) were promptly identified and corrected. Specifically, the inspectors 
identified instances where previously identified issues with SSIs were either not entered into the corrective action 
program, corrective actions were not implemented, or the corrective actions were ineffective in addressing the 
identified issue. The licensee entered this finding into the corrective action program (PER 505551) and adequate 
procedural guidance was restored following licensee procedure revisions, training and demonstration to inspectors that 
operators had acquired an adequate level of proficiency to implement the new SSIs.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and it affected the cornerstone objective of protection against external events, such as fire, to prevent 
undesirable consequences. The finding was assigned a Low degradation rating and screened as very low safety 
significance (Green) in step 1.3.1 of IMC 0609 Appendix F, attachment 1, Application of Fire Protection SDP Phase 1 
Worksheet. This finding was directly related to the cross-cutting aspect of Thorough Evaluation of Identified 
Problems in the Corrective Action Program component of the Problem Identification and Resolution area because the 



licensee did not thoroughly evaluate identified problems such that the resolutions addresses the causes and extent of 
conditions of the issues. [P.1.(c)] (Section 4OA2.e(2))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and correct appropriate safe shutdown instructions 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," 
for the licensee’s failure to establish procedures appropriate to the circumstances for combating plant fires. 
Specifically, four new Safe Shutdown Instruction (SSI) were established which contained multiple procedural 
deficiencies. The licensee entered this finding into the corrective action program (PER 507721) and adequate Safe 
Shutdown Instructions were restored following procedure revisions.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and it affected the cornerstone objective of protection against external events such as fire to prevent 
undesirable consequences. The finding was assigned a Low degradation rating and screened as very low safety 
significance (Green) in step 1.3.1 of IMC 0609 Appendix F, attachment 1, Application of Fire Protection SDP Phase 1 
Worksheet. The team determined the cause of this finding was directly related to the cross-cutting aspect of Work 
Coordination in the Work Control component of the Human Performance area because the licensee did not adequately 
incorporate actions to address the impact of the work on different job activities and the need for work groups to 
maintain interfaces with offsite organizations, and communicate, coordinate, and cooperate with each other during 
activities in which interdepartmental coordination is necessary to assure plant and human performance. This 
contributed to the failure to identify deficiencies with the new SSI procedures prior to procedure implementation. 
[H.3.(b)] (Section 4OA2.e(2))  
 
Inspection Report# : 2012007 (pdf)  

Significance: TBD May 14, 2012 
Identified By: NRC 
Item Type: AV Apparent Violation 
Failure to properly implement the requirements of teh plant modifications and engineering change control 
procedure 
The inspectors identified an apparent violation of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings," for the licensee’s failure to adequately implement requirements contained in procedure NPG-SPP-09.3 
“Plant Modifications and Engineering Change Control”. Specifically, the licensee failed to adequately identify and 
perform required training for implementation of four new Safe Shutdown Instructions (SSI) in support of a Design 
Change Notice (DCN) implementation. The licensee entered this finding into the corrective action program (PER 
507721) and adequate procedural guidance was restored following licensee procedure revisions, training and 
demonstration to inspectors that operators had acquired an adequate level of proficiency to implement the new SSI 
methodology.  
 
This finding is more than minor because it is associated with the protection against external events attribute of the 
Mitigating Systems cornerstone and it affected the cornerstone objective to prevent undesirable consequences from 
initiating events, such as fire. Because the finding could not be screened as very low safety significance (Green), nor 
its safety significance determined prior to issuing the inspection report, it is being characterized as “To Be Determined 
(TBD).” The finding does not present an immediate safety concern because the licensee has subsequently performed 
procedure revisions, training and demonstrated to inspectors that operators have acquired an adequate level of 
proficiency to implement the new SSI methodology to mitigate plant events should they occur.  
 
The team determined the cause of this finding was directly related to the cross-cutting aspect of Work Coordination in 
the Work Control component of the Human Performance area because the licensee did not adequately incorporate 
actions to address the impact of the work on different job activities, and the need for work groups to maintain 
interfaces with offsite organizations, and communicate, coordinate, and cooperate with each other during activities in 



which interdepartmental coordination is necessary to assure plant and human performance. This contributed to the 
failure to conduct a training needs analysis (TNA) for the new SSI procedures and perform adequate operator training 
prior to procedure implementation. [H.3.(b)] (Section 4OA2.e(2))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequatley implement impaired fire barrier and detector controls 
The NRC identified a non-cited violation of Technical Specification 5.4.1.d, Fire Protection Program, for the 
licensee’s failure to adequately implement Limiting Conditions For Operation in accordance with Fire Protection 
Report Volume 1, Fire Protection Plan. Specifically, the licensee failed to adequately implement impaired fire barrier 
and detector controls which resulted in the failure to establish a continuous fire watch for an impaired fire barrier 
having smoke detection identified as unavailable to protect either side of the inoperable barrier. The licensee 
subsequently returned the impaired fire door and smoke detection to service. The licensee entered this event into their 
corrective action program as PERs 529543 and 527311.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Protection Against External Events, and adversely affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). 
Specifically, inadequate implementation of the licensee’s FPIP and LCO processes resulted in the licensee missing a 
LCO entry condition and not establishing a continuous fire watch for an impaired fire door. The significance of this 
finding was evaluated in accordance with the IMC 0609 Appendix F, Attachment 01, Part 1, Fire Protection SDP 
Phase 1 Worksheet. The finding was determined to be of very low safety significance (Green) because the condition 
represented a low degradation of fire prevention and administrative controls. Specifically, a smoke detection system 
on one side of the impaired fire door was discovered functional. The cause of this finding was directly related to the 
cross cutting aspect of Procedural Compliance in the Work Practices component of the Human Performance area, 
because licensee expectations were ineffectively communicated and fire protection procedures inadequately 
implemented to maintain a site understanding of fire barrier and detector configuration [H.4(b)]. (Section 1RO5) 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Degraded electrolytic capacitor test results not entered into corrective action program 
The team identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 CFR 
Part 50, Appendix B, Criterion XVI, Corrective Action, for the failure to promptly identify and correct a condition 
adverse to quality related to the electrolytic capacitors on the battery charger for main battery number 3. Specifically, 
the licensee failed to identify and correct results from ripple tests conducted on August 8, 2010, that showed 
degradation until questioned by the team on  
November 20, 2011. When the capacitors were retested in December 2011, similar results were obtained and the 
battery charger was determined to be degraded and was removed from service. The licensee entered this finding into 
their Corrective Action Program, removed the affected battery charger from service, initiated actions to expedite 
replacement of the electrolytic capacitors, and improved the capacitor testing procedure.  
 
The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of Equipment Performance, and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, failing to identify the test results that indicated the electrolytic capacitors were degraded 
and take corrective actions could have resulted in the failure of the battery chargers to perform their safety function 
and respond  
to initiating events. The safety significance of the finding was characterized using Inspection Manual Chapter (IMC) 
0609, Significance Determination Process (SDP), Appendix A, and determined to be of very low safety significance 



because the finding was not a design.deficiency confirmed not to result in a loss of safety function of a system or a 
train. The cause of this finding was directly related to the cross-cutting aspect of maintenance in the Resources 
component of the Human Performance area, because the licensee did not ensure that personnel, equipment, 
procedures, and other resources are available and adequate to assure nuclear safety. Specifically, the licensee did not 
have complete, accurate, up-to-date procedures and work orders for periodic testing and replacement of the 
electrolytic capacitors in the battery chargers. [H.2(c)] (4OA4.02.02.b)  
 
Inspection Report# : 2011012 (pdf)  

Significance:  Oct 03, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement requirements of the inservice testing program 
The inspectors identified a NCV of very low safety significance for the licensee’s failure to implement a procedure 
required by Technical Specification (TS) 5.5.6, Inservice Testing Program. Specifically, inspectors determined that 
TVA did not adequately implement 0-TI-362, “Inservice Testing of Pumps and Valves.”, which required that a 
Service Request (SR) be documented in the CAP when pumps are found to be in the Alert Range during inservice 
testing.  
 
The inspectors determined that the failure to implement procedure 0-TI-362 constituted a performance deficiency. 
This performance deficiency was determined to be more than minor in accordance with IMC 0612 Appendix B, “Issue 
Screening” because if left uncorrected, the failure to enter degraded conditions in the CAP has the potential to lead to 
a more serious safety concern. The inspectors screened this finding in accordance with Inspection Manual Chapter 
(IMC) 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization 
of Findings,” and determined the finding was of very low safety significance (Green). The cause of this finding was 
directly related to the cross-cutting area of problem identification and resolution, the component of the corrective 
action program and the aspect of issue identification; because the licensee failed to implement the corrective action 
program. [P.1(a)] (Section 4OA4.2.d(1)) 
Inspection Report# : 2011011 (pdf)  

Significance:  Oct 03, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to reestablish motor operated valve design basis capability after performing modifications to the valves
The inspectors identified a finding of very low safety significance and associated non-cited violation of 10 CFR Part 
50.55a(b)(3)(ii), for the licensee’s failure to adequately reestablish the design basis capability of multiple Motor 
Operated Valves (MOVs) after internal modifications were performed to the valves.  
 
The NRC inspectors determined that the methodology described in the TVA documentation for justifying the design-
basis capability of MOVs and the specific justification prepared by TVA to reestablish the design basis capability of 
MOVs after undergoing internal modifications did not satisfy 10 CFR 50.55a(b)(3)(ii), and was a performance 
deficiency. Further, this was determined to be a programmatic issue because there were at least 12 examples of other 
modified MOVs where the licensee implemented its methodology that did not provide an adequate justification for the 
design basis capability of those MOVs that would satisfy 10 CFR 50.55a(b)(3)(ii). The NRC staff determined the 
finding to be more than minor because the program deficiency, if left uncorrected, could become a more significant 
safety concern. Specifically, by establishing a design basis MOV valve factor that TVA considered to be conservative 
using data from two tested valves obtained from the JOG MOV Performance Verification program without 
demonstrating its applicability to the Browns Ferry valves, BFN personnel might not realize that the established valve 
factor is the minimum value that must be used to set up MOV actuator operating parameters. The inspectors 
concluded this finding was associated with the Mitigating Systems Cornerstone. The inspectors determined the 
finding could be evaluated using the Significance Determination Process (SDP) in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of 
findings,” Table 4a for the Mitigating Systems Cornerstone. The finding screened as having very low safety 
significance (Green) because the finding was a design or qualification deficiency confirmed not to result in a loss of 



operability at this time. This finding had a cross-cutting aspect in the area of human performance, decision making, 
because the licensee failed to use conservative assumptions in decision making. Specifically, the licensee made 
modifications to multiple safety related MOVs and then reestablished their design basis capability using methods that 
were inconsistent with industry and NRC guidance. [H.1(b)] (Section 4OA4.3.l(1))  
 
Inspection Report# : 2011011 (pdf)  

Significance:  Oct 03, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate funcional evaluations performed to support operability of overthrust motor operated valves 
The inspectors identified an NCV of very low safety significance involving the licensee’s failure to implement a 
procedure as required by 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings.” The 
inspectors determined that TVA failed to implement the requirements of procedure NEPD-22, “Functional 
Evaluations,” when the licensee’s failed to verify the technical veracity and perform an adequate review, of multiple 
functional evaluations written to support operability of MOVs which experienced overthrust conditions.  
 
The finding was determined to be more than minor because if left uncorrected, could become a more significant safety 
concern. Specifically, the review of the functional evaluation that is performed by the engineering supervisor is a 
critical part of the functional evaluation process to second check the quality of work that will ultimately be provided 
to the Senior Reactor Operator (SRO). The SRO will use this evaluation to aid in determining equipment operability. 
Therefore, the failure to thoroughly review Functional Evaluations and identify discrepancies could lead to incorrect 
information being used to determine equipment operability. The inspectors determined this finding was associated 
with the Mitigating Systems Cornerstone and characterized in accordance with IMC 0609, “Significance 
Determination Process,” Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of findings,” Table 4a 
for the Mitigating Systems Cornerstone. The finding screened as having very low safety significance (Green) because 
the finding was a design or qualification deficiency confirmed not to result in a loss of operability at this time.  
 
This finding has a cross-cutting aspect in the area of human performance, decision making, because the licensee did 
not make safety-significant or risk-significant decisions using a systematic process, especially when faced with 
uncertain or unexpected plant conditions, to ensure safety is maintained. Specifically, on multiple occasions, the 
engineering supervisor responsible for reviewing an engineering evaluation that was to be provided to the SRO for a 
degraded equipment condition failed to implement his/her role and authority in reviewing and approving functional 
evaluations. The Supervisors failed to provide the interdisciplinary review during the decision making process that 
should have identified that a Technical Update was not applicable to safety related valve actuators. [H.1(a)] (Section 
4OA4.3.l(2))  
 
Inspection Report# : 2011011 (pdf)  

Significance: TBD Sep 30, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to properly install Unit 1 high pressure coolant injection booster pump outboard bearings 
A licensee-identified apparent violation of Technical Specifications 5.4.1.a was identified for the licensee failing to 
establish an adequate maintenance instruction for properly installing the Unit 1 High Pressure Coolant Injection 
(HPCI) booster pump outboard bearing. On July 20, 2011, visual inspections confirmed the booster pump outboard 
bearing was installed incorrectly and exhibited severe damage. The licensee replaced the HPCI booster pump 
outboard bearing and the issue was entered into the licensee’s corrective action program as problem evaluation reports 
(PER) 405165 and 408067.  
 
The finding was determined to be greater than minor because it was associated with the Mitigating Systems 
Cornerstone attributes of Equipment Performance and Procedure Quality, and adversely affected the cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e., core damage). Specifically, the work package to replace the HPCI booster pump 
outboard bearing did not include sufficiently detailed instructions to ensure that the bearings were installed in the 



correct back to back arrangement. Failure to correctly install the HPCI booster pump bearing resulted in severe 
bearing damage that would have eventually led to a failure of the Unit 1 HPCI pump. The significance of this finding 
was characterized using Inspector Manual Chapter (IMC) 609, Significance Determination Process (SDP), 
Attachment 04, Phase 1 - Initial Screening and Characterization of Findings, which did not screen as Green for the 
Mitigating Systems Cornerstone because it involved a loss of system safety function. A further characterization of the 
safety significance was then performed using IMC 609, Appendix A, Determining the Significance of Reactor 
Inspection Findings for At-Power Situations. The Phase 2 SDP of Appendix A determined the finding to be 
potentially greater than very low safety significance (Green) based on the Browns Ferry Phase 2 pre-solved table. 
Since this finding was potentially greater than Green it will necessitate a Phase 3 SDP to characterize the safety 
significance. Because the safety significance of this finding has not been finalized, it will be designated as To Be 
Determined (TBD). No crosscutting aspect was assigned because the incorrect bearing installation did not occur 
within the past three years, and therefore, was not reflective of current licensee performance. (Section 1R22)  
 
Inspection Report# : 2011005 (pdf)  
Inspection Report# : 2011004 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unit 1 TS 3.0.3 entry caused by the failure of RPS M-G set 1B 
A self-revealing finding (FIN) was identified for the licensee’s failure to adequately evaluate historically high 
vibrations on the Unit 1 Reactor Protection System (RPS) Motor Generator (M-G) Set 1B. Consequently, the impact 
of high vibrations was not considered in the determination of an adequate preventive maintenance frequency to ensure 
proper wire and cable terminal tightness in the RPS M-G Set control panel. The failure to ensure proper wire and 
cable tightness resulted in a loss of all Technical Specifications required reactor coolant system (RCS) leak detection. 
The licensee replaced the voltage regulator and performed all required tightness checks on RPS M-G Set 1B. In 
addition, the licensee verified appropriate tightness checks were scheduled in the next component outage window for 
the remaining M-G sets, and initiated actions to increase the preventive maintenance (PM) frequency to every two 
years, perform a design review to relocate the control panel, and evaluate the vibration program alert limit evaluation 



process. This issue was entered into the licensee’s corrective action program as problem evaluation report (PER) 
412934.  
 
The finding was determined to be more than minor because it was associated with the Barrier Integrity Cornerstone 
attribute of RCS Equipment and Barrier Performance, and adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers (reactor coolant system) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the failure to ensure proper wire and cable tightness resulted in 
loose connectors and/or cable assemblies that caused the failure of the Unit 1 RPS M-G Set 1B which resulted in a 
loss of all Unit 1 RCS leakage detection systems and an unplanned power reduction on August 6, 2011. The 
significance of the finding was evaluated using Phase 1 of the SDP in accordance with the IMC 0609 Attachment 4, 
and was determined to be of very low safety significance (Green) because the finding did not represent a pressurized 
thermal shock, fuel barrier, or spent fuel pool issue.  
 
The cause of this finding was directly related to the cross-cutting aspect of Long Term Plant Safety Through Proper 
Maintenance Practices in the Resources component of the Human Performance area, because the vibration issues 
associated with Unit 1 RPS M-G Set 1B had been a long-standing equipment issue that was not adequately addressed 
by the vibration program alert limit evaluation process [H.2(a)]. (Section 4OA3.2) 
Inspection Report# : 2011005 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to properly prepare a DOT type A package for transport 
A self-revealing non-cited violation (NCV) of 10 CFR 71.5, Transportation of Licensed Material, was identified by 
inspectors for the licensee’s failure to comply with Department of Transportation (DOT) regulations during shipment 
of radioactive materials. Specifically, the licensee failed to ensure proper packaging of two DOT 7A Type A packages 
as required by Department of Transportation (DOT) regulations in 49 CFR 173.475, Quality Control Requirements 
Prior To Each Shipment Of Class 7 (Radioactive) Materials. This issue has been entered into the licensee’s corrective 
action program as SR 570902.  
 
The finding was more than minor because it is associated with the Public Radiation Safety Cornerstone, Plant 
Facilities/Equipment and Instrumentation attribute, involving transportation packaging and adversely affected the 
cornerstone objective, to ensure adequate protection of public health and safety from exposure to radioactive materials 
released into the public domain as a result of routine civilian nuclear reactor operation. Specifically, the failure to 
correctly secure the package contents to prevent movement could have resulted in damage or failure of the container 
during transportation. The finding was determined to be of very low safety significance (Green) because it did not 
involve radiation limits being exceeded, a package breach, a certificate of compliance issue, a low-level burial ground 
non-conformance, or a failure to make emergency notifications. The cause of this finding was directly related to the 
cross cutting aspect of Documents, Procedures and Component Labeling in the Resources component of the Human 
Performance area because the licensee did not effectively incorporate package design specifications into their 
transportation program to ensure that all internal restraining devices are correctly installed to secure the CRDM in 
place to prevent damage to the transport package. (H.2(c)) (Section 2RS8) 



 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to implement DOT type A package closure requirements 
A self-revealing non-cited violation (NCV) of 10 CFR 71.5, Transportation of Licensed Material, was identified by 
inspectors for the licensee’s failure to comply with Department of Transportation (DOT) regulations during shipment 
of radioactive materials. Specifically, the licensee failed to ensure proper packaging of two DOT 7A Type A packages 
as required by Department of Transportation (DOT) regulations in 49 CFR 173.475, Quality Control Requirements 
Prior To Each Shipment Of Class 7 (Radioactive) Materials. This issue has been entered into the licensee’s corrective 
action program as SR 570902.  
 
The finding was more than minor because it is associated with the Public Radiation Safety Cornerstone, Plant 
Facilities/Equipment and Instrumentation attribute, involving transportation packaging and adversely affected the 
cornerstone objective, to ensure adequate protection of public health and safety from exposure to radioactive materials 
released into the public domain as a result of routine civilian nuclear reactor operation. Specifically, the failure to 
correctly secure the package contents to prevent movement could have resulted in damage or failure of the container 
during transportation. The finding was determined to be of very low safety significance (Green) because it did not 
involve radiation limits being exceeded, a package breach, a certificate of compliance issue, a low-level burial ground 
non-conformance, or a failure to make emergency notifications. The cause of this finding was directly related to the 
cross cutting aspect of Documents, Procedures and Component Labeling in the Resources component of the Human 
Performance area because the licensee did not effectively incorporate package design specifications into their 
transportation program to ensure that all internal restraining devices are correctly installed to secure the CRDM in 
place to prevent damage to the transport package. (H.2(c)) (Section 2RS8)  
 
Inspection Report# : 2012003 (pdf)  

Security 
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 
Significance: N/A Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report a valve motor operator manufacturing defect pursuant to 10 CFR 21.21 in a timely manner 
 
Inspection Report# : 2011005 (pdf)  

Significance: N/A Oct 03, 2011 
Identified By: NRC 
Item Type: VIO Violation 



Inaccurate Information Provided Regarding Scoping of Motor Operated Valves in the Generic Letter 89-10 
Program 
 
Inspection Report# : 2011011 (pdf)  
Inspection Report# : 2012010 (pdf)  

Last modified : September 12, 2012 



Browns Ferry 1 
3Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to immediately report a plant fire 
The NRC identified a non-cited violation of Technical Specification 5.4.1.d, Fire Protection Program implementation 
associated with the licensee’s failure to report a fire in the Unit 1 Turbine Building to the main control room (MCR). 
Specifically, the failure to report a plant fire resulted in a failure of the MCR operators to implement Emergency Plan 
Implementing Procedure EPIP-17, Fire Emergency Response. Following the event, plant staff performed additional 
inspections of plant areas and either removed electrical extension cords or ensured each cord had a required GFCI and 
was not overloaded. Expectations for plant employees discovering and responding to fires were reinforced by plant 
management. The licensee entered this event into their corrective action program as PER 527090.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the failure to notify the
MCR of plant fire events would have the potential to lead to a more significant safety concern. Specifically, 
emergency response procedures for plant fires would not be entered and implemented and the Fire Brigade response 
would be delayed. The significance of this finding was evaluated in accordance with the IMC 0609, Appendix F, 
Attachment 1, Part 1, Fire Protection SDP Phase 1 Worksheet. The inspectors concluded that the significance of this 
finding was Green due to a low degradation rating for this fire event because it was a small electrical fire with no 
combustible material within the vicinity of the fire. The cause of this finding was directly related to the cross cutting 
aspect of Procedural Compliance in the Work Practices component of the Human Performance area, because the 
licensee failed to recognize the requirement to immediately report a fire and enter the appropriate fire emergency 
response procedures [H.4(b)]. (Section 4OA3.4)  
 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to control temporary equipment resulted in a fire 
A self-revealing non-cited violation of 10 CFR 50 Appendix B, Criterion V, Instructions, Procedures and Drawings 
was identified for the licensee’s failure to install and maintain adequate control of temporary lighting in the intake 
cable tunnel as required by the Tennessee Valley Authority (TVA) Safety Manual and NPG-SPP-09.17, Temporary 
Equipment Control. Consequently, a temporary light string was left improperly installed, without ground fault circuit 
interrupt (GFCI) device(s), for over two years until it faulted electrically and caused a fire in the intake cable tunnel on
October 12, 2011. The fire brigade extinguished the fire in approximately 10 minutes and removed the temporary light 
string from the cable tunnel. The licensee entered this event into their corrective action program as PER 445331.  
 
The finding was determined to be more than minor because it was considered sufficiently similar to example 4.f of 
Inspection Manual Chapter (IMC) 0612, Appendix E, for an issue of concern that resulted in a fire hazard in a safety-
related area of the plant. The finding was associated with the Initiating Events Cornerstone and characterized 
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according to IMC 0609, Significance Determination Process (SDP), Attachment 04, Phase 1 - Initial Screening and 
Characterization of Findings. The results of this analysis required an evaluation in accordance with IMC 0609, 
Appendix F, Attachment 01, Part 1, Fire Protection SDP Phase 1 Worksheet. For the SDP Phase 1 evaluation a high 
degradation rating was assigned for this fire event with a duration factor greater than 30 days. When compared against 
the SDP Phase 1 screening criteria, this resulted in a SDP Phase 2 evaluation. The inspectors concluded that this 
finding screened to Green in the Appendix F Phase 2 analysis using Appendix F Attachment 01, Part 2, Fire 
Protection SDP Phase 2 Worksheet. Specifically, it was determined that the fire could not reach the temperature 
threshold for fire-induced cable failure and would not spread to other combustible materials in the area. The cause of 
this finding was directly related to the cross cutting aspect of Long-Standing Equipment Issues in the Resources 
component of the Human Performance area, because the deficiencies with the permanently installed lighting system in 
the intake cable necessitated the use of the temporary light stringer for more than two years [H.2(a)]. (Section 
4OA3.4)  
 
Inspection Report# : 2011005 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain flood barrier results in inoperable safety related pumps 
An NRC-identified non-cited violation (NCV) of the Technical Specifications 5.4.1.a was identified for the licensee’s 
failure to maintain an Emergency Equipment Cooling Water (EECW) pump flood barrier in accordance with written 
procedures which resulted in the inoperability of two other safety related pumps. The licensee immediately restored 
the flood protection configuration of the C Residual Heat Removal Service Water (RHRSW) pump room by properly 
re-installing the flood protection cover and permanently stenciled the aluminum plate with the required procedure for 
installation. The licensee entered this issue into their corrective action program as PER 532050.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Protection Against External Events, and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of RHRSW pumps to perform their intended safety function during a design basis flooding 
event. Specifically, the improper re-installation of an external flood protection cover resulted in the inoperability of 
two Residual Heat Removal Service Water (RHRSW) pumps. The significance of this finding was evaluated in 
accordance with the IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of Findings, which 
required a Phase 3 analysis because the finding involved the degradation of equipment designed to mitigate a flooding 
event and it was risk significant due to external initiating event core damage sequences. The finding was determined 
to be Green because of the short exposure time, and the low likelihood of the flood. The cause of this finding was 
directly related to the cross cutting aspect of Supervisory Oversight in the Work Practices component of the Human 
Performance area, because of the foreman’s assumption that workers knew to restore the flood protection cover to 
meet procedural requirements without a formal pre-job brief [H.4(c)]. (Section 1R15)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: FIN Finding 
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Failure to follow NRC commitment management procedure
The inspectors identified a Green finding (FIN) for the licensee’s failure to follow procedure NPG-SPP-03.3, 
Rev.001, “NRC Commitment Management.” Specifically, the procedure states, in part, that each responsible 
organization ensures commitment implementation/completion occurs as scheduled. Contrary to this requirement, the 
licensee’s commitment to verify the accuracy and adequacy of completed Inspection Procedure (IP) 95002 corrective 
actions had not been performed adequately. The licensee entered this issue into the corrective action program as PERs 
510126 and 510161.  
 
The performance deficiency (PD) associated with this finding was the failure of licensee personnel to follow 
procedures regarding managing NRC commitments. The finding is greater than minor because, if left uncorrected, the 
finding would have the potential to lead to a more significant safety concern. Specifically, the failure to assess the 
adequacy of corrective actions can lead to problems not being properly corrected. Using Manual Chapter 0609.04, 
"Phase 1 – Initial Screening and Characterization of Findings," the finding was determined to have a very low safety 
significance (Green) because the finding did not result in a loss of system safety function, an actual loss of safety 
function of a single train for greater than its Technical Specification allowed outage time, or screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross cutting aspect in the 
area of Human Performance because the licensee did not ensure supervisory and management oversight of work 
activities associated with the commitments made to the NRC, which resulted in the commitments not be tracked or 
monitored to ensure completion. [H.4(c)] (Section 4OA2.a(3))  
 
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate compensatory measures for non-conforming fire barriers 
The inspectors identified a Green NCV of Browns Ferry Operating License  
Conditions 2.C(13), 2.C(14) and 2.C(7), for Units 1, 2, and 3, respectively, for the licensee’s failure to establish 
adequate compensatory measures for non-conforming fire barriers, in accordance with the approved fire protection 
program (FPP). Specifically, the licensee failed to establish continuous fire watches for non-conforming fire barriers 
in the Intake Pumping Station (IPS), after discovering that the barriers were not credited in the site’s approved FPP. 
The licensee initiated PER 509589 to document this condition and enter it into the corrective action program. The 
licensee also established a continuous fire watch, in accordance with the FPR.  
 
The licensee’s failure to establish adequate compensatory measures for non-conforming fire barriers, as required by 
their approved fire protection program, is a PD. The finding is more than minor because it is associated with the 
Reactor Safety Mitigating Systems cornerstone attribute of protection against external factors (i.e., fire) and it affects 
the cornerstone objective of ensuring the reliability and capability of systems that respond to initiating events. Using 
the guidance of IMC 0609, Appendix F, “Fire Protection Significance Determination Process,” inspectors determined 
that the PD represented a finding of very low safety significance (Green). Inspectors determined that the cause of this 
finding has a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution (PI&R) area, in that it was directly related to the licensee not thoroughly evaluating problems, such that the 
problem was properly classified and evaluated for operability [P.1(c)] (Section 4OA2.a(3))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Failure to implement appropriate safe shutdown instructions 
The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, Corrective Action, for 
the licensee’s failure to assure conditions adverse to quality associated with the establishment and implementation of 
four new Safe Shutdown Instructions (SSI) were promptly identified and corrected. Specifically, the inspectors 
identified instances where previously identified issues with SSIs were either not entered into the corrective action 
program, corrective actions were not implemented, or the corrective actions were ineffective in addressing the 
identified issue. The licensee entered this finding into the corrective action program (PER 505551) and adequate 
procedural guidance was restored following licensee procedure revisions, training and demonstration to inspectors that 
operators had acquired an adequate level of proficiency to implement the new SSIs.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and it affected the cornerstone objective of protection against external events, such as fire, to prevent 
undesirable consequences. The finding was assigned a Low degradation rating and screened as very low safety 
significance (Green) in step 1.3.1 of IMC 0609 Appendix F, attachment 1, Application of Fire Protection SDP Phase 1 
Worksheet. This finding was directly related to the cross-cutting aspect of Thorough Evaluation of Identified 
Problems in the Corrective Action Program component of the Problem Identification and Resolution area because the 
licensee did not thoroughly evaluate identified problems such that the resolutions addresses the causes and extent of 
conditions of the issues. [P.1.(c)] (Section 4OA2.e(2))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and correct appropriate safe shutdown instructions 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," 
for the licensee’s failure to establish procedures appropriate to the circumstances for combating plant fires. 
Specifically, four new Safe Shutdown Instruction (SSI) were established which contained multiple procedural 
deficiencies. The licensee entered this finding into the corrective action program (PER 507721) and adequate Safe 
Shutdown Instructions were restored following procedure revisions.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and it affected the cornerstone objective of protection against external events such as fire to prevent 
undesirable consequences. The finding was assigned a Low degradation rating and screened as very low safety 
significance (Green) in step 1.3.1 of IMC 0609 Appendix F, attachment 1, Application of Fire Protection SDP Phase 1 
Worksheet. The team determined the cause of this finding was directly related to the cross-cutting aspect of Work 
Coordination in the Work Control component of the Human Performance area because the licensee did not adequately 
incorporate actions to address the impact of the work on different job activities and the need for work groups to 
maintain interfaces with offsite organizations, and communicate, coordinate, and cooperate with each other during 
activities in which interdepartmental coordination is necessary to assure plant and human performance. This 
contributed to the failure to identify deficiencies with the new SSI procedures prior to procedure implementation. 
[H.3.(b)] (Section 4OA2.e(2))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: VIO Violation 
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Failure to properly implement the requirements of the plant modifications and engineering change control 
procedure 
During an NRC inspection completed on March 1, 2012, a violation of NRC requirements was identified. In 
accordance with the NRC Enforcement Policy, the violation is listed below:  
10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," requires, in part, that activities 
affecting quality shall be prescribed by documented procedures of a type appropriate to the circumstances and shall be 
accomplished in accordance with these procedures. NPG-SPP-09.3, “Plant Modifications and Engineering Change 
Control,” and form NPG-SPP-09.3-13, Modification Training Notification, requires an evaluation of training needs to 
be completed for the implementation of procedures developed in response to design changes. Procedures 0-SSI-25-1,-
2,-3, and -26, “Safe Shutdown Instructions”, were developed in support of Design Change Notice (DCN) 69957, 
which installed a new three-hour fire barrier in the Intake Tunnel Structure, per NPG-SPP-09.3. DCN 69957 was 
designated as an activity that affected quality.  
Contrary to the above, the licensee failed to adequately accomplish the requirements contained in procedure NPG-
SPP-09.3 “Plant Modifications and Engineering Change Control” during the implementation of DCN 69957. 
Specifically, on September 13, 2011, the licensee implemented Procedures 0-SSI-25-1,-2,-3, and -26, “Safe Shutdown 
Instructions,” in support of DCN 69957 without adequately performing an evaluation of training needs. As a result, 
the systems approach to training was not properly implemented and the procedures could not be satisfactorily 
performed by plant operators and staff. 
Inspection Report# : 2012007 (pdf)  
Inspection Report# : 2012013 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequatley implement impaired fire barrier and detector controls 
The NRC identified a non-cited violation of Technical Specification 5.4.1.d, Fire Protection Program, for the 
licensee’s failure to adequately implement Limiting Conditions For Operation in accordance with Fire Protection 
Report Volume 1, Fire Protection Plan. Specifically, the licensee failed to adequately implement impaired fire barrier 
and detector controls which resulted in the failure to establish a continuous fire watch for an impaired fire barrier 
having smoke detection identified as unavailable to protect either side of the inoperable barrier. The licensee 
subsequently returned the impaired fire door and smoke detection to service. The licensee entered this event into their 
corrective action program as PERs 529543 and 527311.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Protection Against External Events, and adversely affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). 
Specifically, inadequate implementation of the licensee’s FPIP and LCO processes resulted in the licensee missing a 
LCO entry condition and not establishing a continuous fire watch for an impaired fire door. The significance of this 
finding was evaluated in accordance with the IMC 0609 Appendix F, Attachment 01, Part 1, Fire Protection SDP 
Phase 1 Worksheet. The finding was determined to be of very low safety significance (Green) because the condition 
represented a low degradation of fire prevention and administrative controls. Specifically, a smoke detection system 
on one side of the impaired fire door was discovered functional. The cause of this finding was directly related to the 
cross cutting aspect of Procedural Compliance in the Work Practices component of the Human Performance area, 
because licensee expectations were ineffectively communicated and fire protection procedures inadequately 
implemented to maintain a site understanding of fire barrier and detector configuration [H.4(b)]. (Section 1RO5) 
Inspection Report# : 2012002 (pdf)  

Significance:  Dec 30, 2011 
Identified By: NRC 
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Item Type: NCV NonCited Violation 
Degraded electrolytic capacitor test results not entered into corrective action program 
The team identified a finding of very low safety significance (Green) and associated Non-Cited Violation of 10 CFR 
Part 50, Appendix B, Criterion XVI, Corrective Action, for the failure to promptly identify and correct a condition 
adverse to quality related to the electrolytic capacitors on the battery charger for main battery number 3. Specifically, 
the licensee failed to identify and correct results from ripple tests conducted on August 8, 2010, that showed 
degradation until questioned by the team on  
November 20, 2011. When the capacitors were retested in December 2011, similar results were obtained and the 
battery charger was determined to be degraded and was removed from service. The licensee entered this finding into 
their Corrective Action Program, removed the affected battery charger from service, initiated actions to expedite 
replacement of the electrolytic capacitors, and improved the capacitor testing procedure.  
 
The performance deficiency was determined to be more than minor because it was associated with the Mitigating 
Systems Cornerstone attribute of Equipment Performance, and affected the cornerstone objective of ensuring the 
availability, reliability, and capability of systems that respond to initiating events to prevent undesirable 
consequences. Specifically, failing to identify the test results that indicated the electrolytic capacitors were degraded 
and take corrective actions could have resulted in the failure of the battery chargers to perform their safety function 
and respond  
to initiating events. The safety significance of the finding was characterized using Inspection Manual Chapter (IMC) 
0609, Significance Determination Process (SDP), Appendix A, and determined to be of very low safety significance 
because the finding was not a design.deficiency confirmed not to result in a loss of safety function of a system or a 
train. The cause of this finding was directly related to the cross-cutting aspect of maintenance in the Resources 
component of the Human Performance area, because the licensee did not ensure that personnel, equipment, 
procedures, and other resources are available and adequate to assure nuclear safety. Specifically, the licensee did not 
have complete, accurate, up-to-date procedures and work orders for periodic testing and replacement of the 
electrolytic capacitors in the battery chargers. [H.2(c)] (4OA4.02.02.b)  
 
Inspection Report# : 2011012 (pdf)  

Significance:  Oct 03, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement requirements of the inservice testing program 
The inspectors identified a NCV of very low safety significance for the licensee’s failure to implement a procedure 
required by Technical Specification (TS) 5.5.6, Inservice Testing Program. Specifically, inspectors determined that 
TVA did not adequately implement 0-TI-362, “Inservice Testing of Pumps and Valves.”, which required that a 
Service Request (SR) be documented in the CAP when pumps are found to be in the Alert Range during inservice 
testing.  
 
The inspectors determined that the failure to implement procedure 0-TI-362 constituted a performance deficiency. 
This performance deficiency was determined to be more than minor in accordance with IMC 0612 Appendix B, “Issue 
Screening” because if left uncorrected, the failure to enter degraded conditions in the CAP has the potential to lead to 
a more serious safety concern. The inspectors screened this finding in accordance with Inspection Manual Chapter 
(IMC) 0609, “Significance Determination Process,” Attachment 4, “Phase 1 - Initial Screening and Characterization 
of Findings,” and determined the finding was of very low safety significance (Green). The cause of this finding was 
directly related to the cross-cutting area of problem identification and resolution, the component of the corrective 
action program and the aspect of issue identification; because the licensee failed to implement the corrective action 
program. [P.1(a)] (Section 4OA4.2.d(1)) 
Inspection Report# : 2011011 (pdf)  
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Significance:  Oct 03, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to reestablish motor operated valve design basis capability after performing modifications to the valves
The inspectors identified a finding of very low safety significance and associated non-cited violation of 10 CFR Part 
50.55a(b)(3)(ii), for the licensee’s failure to adequately reestablish the design basis capability of multiple Motor 
Operated Valves (MOVs) after internal modifications were performed to the valves.  
 
The NRC inspectors determined that the methodology described in the TVA documentation for justifying the design-
basis capability of MOVs and the specific justification prepared by TVA to reestablish the design basis capability of 
MOVs after undergoing internal modifications did not satisfy 10 CFR 50.55a(b)(3)(ii), and was a performance 
deficiency. Further, this was determined to be a programmatic issue because there were at least 12 examples of other 
modified MOVs where the licensee implemented its methodology that did not provide an adequate justification for the 
design basis capability of those MOVs that would satisfy 10 CFR 50.55a(b)(3)(ii). The NRC staff determined the 
finding to be more than minor because the program deficiency, if left uncorrected, could become a more significant 
safety concern. Specifically, by establishing a design basis MOV valve factor that TVA considered to be conservative 
using data from two tested valves obtained from the JOG MOV Performance Verification program without 
demonstrating its applicability to the Browns Ferry valves, BFN personnel might not realize that the established valve 
factor is the minimum value that must be used to set up MOV actuator operating parameters. The inspectors 
concluded this finding was associated with the Mitigating Systems Cornerstone. The inspectors determined the 
finding could be evaluated using the Significance Determination Process (SDP) in accordance with IMC 0609, 
“Significance Determination Process,” Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of 
findings,” Table 4a for the Mitigating Systems Cornerstone. The finding screened as having very low safety 
significance (Green) because the finding was a design or qualification deficiency confirmed not to result in a loss of 
operability at this time. This finding had a cross-cutting aspect in the area of human performance, decision making, 
because the licensee failed to use conservative assumptions in decision making. Specifically, the licensee made 
modifications to multiple safety related MOVs and then reestablished their design basis capability using methods that 
were inconsistent with industry and NRC guidance. [H.1(b)] (Section 4OA4.3.l(1))  
 
Inspection Report# : 2011011 (pdf)  

Significance:  Oct 03, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate funcional evaluations performed to support operability of overthrust motor operated valves 
The inspectors identified an NCV of very low safety significance involving the licensee’s failure to implement a 
procedure as required by 10 CFR 50 Appendix B, Criterion V, “Instructions, Procedures, and Drawings.” The 
inspectors determined that TVA failed to implement the requirements of procedure NEPD-22, “Functional 
Evaluations,” when the licensee’s failed to verify the technical veracity and perform an adequate review, of multiple 
functional evaluations written to support operability of MOVs which experienced overthrust conditions.  
 
The finding was determined to be more than minor because if left uncorrected, could become a more significant safety 
concern. Specifically, the review of the functional evaluation that is performed by the engineering supervisor is a 
critical part of the functional evaluation process to second check the quality of work that will ultimately be provided 
to the Senior Reactor Operator (SRO). The SRO will use this evaluation to aid in determining equipment operability. 
Therefore, the failure to thoroughly review Functional Evaluations and identify discrepancies could lead to incorrect 
information being used to determine equipment operability. The inspectors determined this finding was associated 
with the Mitigating Systems Cornerstone and characterized in accordance with IMC 0609, “Significance 
Determination Process,” Attachment 0609.04, “Phase 1 - Initial Screening and Characterization of findings,” Table 4a 
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for the Mitigating Systems Cornerstone. The finding screened as having very low safety significance (Green) because 
the finding was a design or qualification deficiency confirmed not to result in a loss of operability at this time.  
 
This finding has a cross-cutting aspect in the area of human performance, decision making, because the licensee did 
not make safety-significant or risk-significant decisions using a systematic process, especially when faced with 
uncertain or unexpected plant conditions, to ensure safety is maintained. Specifically, on multiple occasions, the 
engineering supervisor responsible for reviewing an engineering evaluation that was to be provided to the SRO for a 
degraded equipment condition failed to implement his/her role and authority in reviewing and approving functional 
evaluations. The Supervisors failed to provide the interdisciplinary review during the decision making process that 
should have identified that a Technical Update was not applicable to safety related valve actuators. [H.1(a)] (Section 
4OA4.3.l(2))  
 
Inspection Report# : 2011011 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Significance:  Dec 31, 2011 
Identified By: Self-Revealing 
Item Type: FIN Finding 
Unit 1 TS 3.0.3 entry caused by the failure of RPS M-G set 1B 
A self-revealing finding (FIN) was identified for the licensee’s failure to adequately evaluate historically high 
vibrations on the Unit 1 Reactor Protection System (RPS) Motor Generator (M-G) Set 1B. Consequently, the impact 
of high vibrations was not considered in the determination of an adequate preventive maintenance frequency to ensure 
proper wire and cable terminal tightness in the RPS M-G Set control panel. The failure to ensure proper wire and 
cable tightness resulted in a loss of all Technical Specifications required reactor coolant system (RCS) leak detection. 
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The licensee replaced the voltage regulator and performed all required tightness checks on RPS M-G Set 1B. In 
addition, the licensee verified appropriate tightness checks were scheduled in the next component outage window for 
the remaining M-G sets, and initiated actions to increase the preventive maintenance (PM) frequency to every two 
years, perform a design review to relocate the control panel, and evaluate the vibration program alert limit evaluation 
process. This issue was entered into the licensee’s corrective action program as problem evaluation report (PER) 
412934.  
 
The finding was determined to be more than minor because it was associated with the Barrier Integrity Cornerstone 
attribute of RCS Equipment and Barrier Performance, and adversely affected the cornerstone objective to provide 
reasonable assurance that physical design barriers (reactor coolant system) protect the public from radionuclide 
releases caused by accidents or events. Specifically, the failure to ensure proper wire and cable tightness resulted in 
loose connectors and/or cable assemblies that caused the failure of the Unit 1 RPS M-G Set 1B which resulted in a 
loss of all Unit 1 RCS leakage detection systems and an unplanned power reduction on August 6, 2011. The 
significance of the finding was evaluated using Phase 1 of the SDP in accordance with the IMC 0609 Attachment 4, 
and was determined to be of very low safety significance (Green) because the finding did not represent a pressurized 
thermal shock, fuel barrier, or spent fuel pool issue.  
 
The cause of this finding was directly related to the cross-cutting aspect of Long Term Plant Safety Through Proper 
Maintenance Practices in the Resources component of the Human Performance area, because the vibration issues 
associated with Unit 1 RPS M-G Set 1B had been a long-standing equipment issue that was not adequately addressed 
by the vibration program alert limit evaluation process [H.2(a)]. (Section 4OA3.2) 
Inspection Report# : 2011005 (pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of seismic monitoring capability 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50.54(q)(2) for the licensee’s failure to follow and 
maintain an emergency plan that meets the requirements of emergency planning standard 10 CFR 50.47(b)(4). 
Specifically, due to a plant modification, the licensee failed to maintain configuration control of seismic 
instrumentation necessary for the declaration of emergency events from August 17 to August 31, 2012. Completion of 
installation of the power and instrumentation logic signal to the control room annunciators on August 31, 2012, 
restored compliance with the emergency plan requirements. The licensee entered this issue into their corrective action 
program as PER 610625.  
 
This finding was determined to be more than minor because it was associated with the Emergency Response 
Organization (ERO) Performance Attribute of the Emergency Preparedness Cornerstone and affected the cornerstone 
objective of ensuring the licensee is capable of implementing adequate measures to protect the health and safety of the 
public in the event of a radiological emergency. Specifically, one Alert and one Notification of Unusual Event 
Emergency Action Level (EAL) initiating condition would have been rendered ineffective such that a seismic event 
may not have been appropriately declared. The significance of this finding was evaluated in accordance with the IMC 
0609, Appendix B, “Emergency Preparedness Significance Determination Process,” and was determined to be of very 
low safety significance because an ineffective or degraded EAL scheme that affects Alert declarations was categorized 
as a Green violation. The cause of this finding was directly related to the cross cutting aspect of Documents, 
Procedures and Component Labeling in the Resources component of the Human Performance area. Specifically, a 
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lack of complete, accurate and up-to-date design documentation resulted in a loss of configuration control and 
degradation of information necessary to classify a seismic event. [H.2(c)], (Section 4OA2.4)  
 
Inspection Report# : 2012004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to properly prepare a DOT type A package for transport 
A self-revealing non-cited violation (NCV) of 10 CFR 71.5, Transportation of Licensed Material, was identified by 
inspectors for the licensee’s failure to comply with Department of Transportation (DOT) regulations during shipment 
of radioactive materials. Specifically, the licensee failed to ensure proper packaging of two DOT 7A Type A packages 
as required by Department of Transportation (DOT) regulations in 49 CFR 173.475, Quality Control Requirements 
Prior To Each Shipment Of Class 7 (Radioactive) Materials. This issue has been entered into the licensee’s corrective 
action program as SR 570902.  
 
The finding was more than minor because it is associated with the Public Radiation Safety Cornerstone, Plant 
Facilities/Equipment and Instrumentation attribute, involving transportation packaging and adversely affected the 
cornerstone objective, to ensure adequate protection of public health and safety from exposure to radioactive materials 
released into the public domain as a result of routine civilian nuclear reactor operation. Specifically, the failure to 
correctly secure the package contents to prevent movement could have resulted in damage or failure of the container 
during transportation. The finding was determined to be of very low safety significance (Green) because it did not 
involve radiation limits being exceeded, a package breach, a certificate of compliance issue, a low-level burial ground 
non-conformance, or a failure to make emergency notifications. The cause of this finding was directly related to the 
cross cutting aspect of Documents, Procedures and Component Labeling in the Resources component of the Human 
Performance area because the licensee did not effectively incorporate package design specifications into their 
transportation program to ensure that all internal restraining devices are correctly installed to secure the CRDM in 
place to prevent damage to the transport package. (H.2(c)) (Section 2RS8)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to implement DOT type A package closure requirements 
A self-revealing non-cited violation (NCV) of 10 CFR 71.5, Transportation of Licensed Material, was identified by 
inspectors for the licensee’s failure to comply with Department of Transportation (DOT) regulations during shipment 
of radioactive materials. Specifically, the licensee failed to ensure proper packaging of two DOT 7A Type A packages 
as required by Department of Transportation (DOT) regulations in 49 CFR 173.475, Quality Control Requirements 
Prior To Each Shipment Of Class 7 (Radioactive) Materials. This issue has been entered into the licensee’s corrective 
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action program as SR 570902.  
 
The finding was more than minor because it is associated with the Public Radiation Safety Cornerstone, Plant 
Facilities/Equipment and Instrumentation attribute, involving transportation packaging and adversely affected the 
cornerstone objective, to ensure adequate protection of public health and safety from exposure to radioactive materials 
released into the public domain as a result of routine civilian nuclear reactor operation. Specifically, the failure to 
correctly secure the package contents to prevent movement could have resulted in damage or failure of the container 
during transportation. The finding was determined to be of very low safety significance (Green) because it did not 
involve radiation limits being exceeded, a package breach, a certificate of compliance issue, a low-level burial ground 
non-conformance, or a failure to make emergency notifications. The cause of this finding was directly related to the 
cross cutting aspect of Documents, Procedures and Component Labeling in the Resources component of the Human 
Performance area because the licensee did not effectively incorporate package design specifications into their 
transportation program to ensure that all internal restraining devices are correctly installed to secure the CRDM in 
place to prevent damage to the transport package. (H.2(c)) (Section 2RS8)  
 
Inspection Report# : 2012003 (pdf)  

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 

Significance: N/A Dec 31, 2011 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to report a valve motor operator manufacturing defect pursuant to 10 CFR 21.21 in a timely manner 
 
Inspection Report# : 2011005 (pdf)  

Significance: N/A Oct 03, 2011 
Identified By: NRC 
Item Type: VIO Violation 
Inaccurate Information Provided Regarding Scoping of Motor Operated Valves in the Generic Letter 89-10 
Program 
 
Inspection Report# : 2011011 (pdf)  
Inspection Report# : 2012010 (pdf)  

Last modified : November 30, 2012 
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Browns Ferry 1 
4Q/2012 Plant Inspection Findings 

Initiating Events 

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to immediately report a plant fire 
The NRC identified a non-cited violation of Technical Specification 5.4.1.d, Fire Protection Program implementation 
associated with the licensee’s failure to report a fire in the Unit 1 Turbine Building to the main control room (MCR). 
Specifically, the failure to report a plant fire resulted in a failure of the MCR operators to implement Emergency Plan 
Implementing Procedure EPIP-17, Fire Emergency Response. Following the event, plant staff performed additional 
inspections of plant areas and either removed electrical extension cords or ensured each cord had a required GFCI and 
was not overloaded. Expectations for plant employees discovering and responding to fires were reinforced by plant 
management. The licensee entered this event into their corrective action program as PER 527090.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the failure to notify the
MCR of plant fire events would have the potential to lead to a more significant safety concern. Specifically, 
emergency response procedures for plant fires would not be entered and implemented and the Fire Brigade response 
would be delayed. The significance of this finding was evaluated in accordance with the IMC 0609, Appendix F, 
Attachment 1, Part 1, Fire Protection SDP Phase 1 Worksheet. The inspectors concluded that the significance of this 
finding was Green due to a low degradation rating for this fire event because it was a small electrical fire with no 
combustible material within the vicinity of the fire. The cause of this finding was directly related to the cross cutting 
aspect of Procedural Compliance in the Work Practices component of the Human Performance area, because the 
licensee failed to recognize the requirement to immediately report a fire and enter the appropriate fire emergency 
response procedures [H.4(b)]. (Section 4OA3.4)  
 
Inspection Report# : 2012002 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain flood barrier results in inoperable safety related pumps 
An NRC-identified non-cited violation (NCV) of the Technical Specifications 5.4.1.a was identified for the licensee’s 
failure to maintain an Emergency Equipment Cooling Water (EECW) pump flood barrier in accordance with written 
procedures which resulted in the inoperability of two other safety related pumps. The licensee immediately restored 
the flood protection configuration of the C Residual Heat Removal Service Water (RHRSW) pump room by properly 
re-installing the flood protection cover and permanently stenciled the aluminum plate with the required procedure for 
installation. The licensee entered this issue into their corrective action program as PER 532050.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Protection Against External Events, and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of RHRSW pumps to perform their intended safety function during a design basis flooding 
event. Specifically, the improper re-installation of an external flood protection cover resulted in the inoperability of 
two Residual Heat Removal Service Water (RHRSW) pumps. The significance of this finding was evaluated in 
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accordance with the IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of Findings, which 
required a Phase 3 analysis because the finding involved the degradation of equipment designed to mitigate a flooding 
event and it was risk significant due to external initiating event core damage sequences. The finding was determined 
to be Green because of the short exposure time, and the low likelihood of the flood. The cause of this finding was 
directly related to the cross cutting aspect of Supervisory Oversight in the Work Practices component of the Human 
Performance area, because of the foreman’s assumption that workers knew to restore the flood protection cover to 
meet procedural requirements without a formal pre-job brief [H.4(c)]. (Section 1R15)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to follow NRC commitment management procedure 
The inspectors identified a Green finding (FIN) for the licensee’s failure to follow procedure NPG-SPP-03.3, 
Rev.001, “NRC Commitment Management.” Specifically, the procedure states, in part, that each responsible 
organization ensures commitment implementation/completion occurs as scheduled. Contrary to this requirement, the 
licensee’s commitment to verify the accuracy and adequacy of completed Inspection Procedure (IP) 95002 corrective 
actions had not been performed adequately. The licensee entered this issue into the corrective action program as PERs 
510126 and 510161.  
 
The performance deficiency (PD) associated with this finding was the failure of licensee personnel to follow 
procedures regarding managing NRC commitments. The finding is greater than minor because, if left uncorrected, the 
finding would have the potential to lead to a more significant safety concern. Specifically, the failure to assess the 
adequacy of corrective actions can lead to problems not being properly corrected. Using Manual Chapter 0609.04, 
"Phase 1 – Initial Screening and Characterization of Findings," the finding was determined to have a very low safety 
significance (Green) because the finding did not result in a loss of system safety function, an actual loss of safety 
function of a single train for greater than its Technical Specification allowed outage time, or screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross cutting aspect in the 
area of Human Performance because the licensee did not ensure supervisory and management oversight of work 
activities associated with the commitments made to the NRC, which resulted in the commitments not be tracked or 
monitored to ensure completion. [H.4(c)] (Section 4OA2.a(3))  
 
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate compensatory measures for non-conforming fire barriers 
The inspectors identified a Green NCV of Browns Ferry Operating License  
Conditions 2.C(13), 2.C(14) and 2.C(7), for Units 1, 2, and 3, respectively, for the licensee’s failure to establish 
adequate compensatory measures for non-conforming fire barriers, in accordance with the approved fire protection 
program (FPP). Specifically, the licensee failed to establish continuous fire watches for non-conforming fire barriers 
in the Intake Pumping Station (IPS), after discovering that the barriers were not credited in the site’s approved FPP. 
The licensee initiated PER 509589 to document this condition and enter it into the corrective action program. The 
licensee also established a continuous fire watch, in accordance with the FPR.  
 
The licensee’s failure to establish adequate compensatory measures for non-conforming fire barriers, as required by 
their approved fire protection program, is a PD. The finding is more than minor because it is associated with the 
Reactor Safety Mitigating Systems cornerstone attribute of protection against external factors (i.e., fire) and it affects 
the cornerstone objective of ensuring the reliability and capability of systems that respond to initiating events. Using 
the guidance of IMC 0609, Appendix F, “Fire Protection Significance Determination Process,” inspectors determined 
that the PD represented a finding of very low safety significance (Green). Inspectors determined that the cause of this 

4Q/2012 Inspection Findings - Browns Ferry 1

Page 2 of 7



finding has a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution (PI&R) area, in that it was directly related to the licensee not thoroughly evaluating problems, such that the 
problem was properly classified and evaluated for operability [P.1(c)] (Section 4OA2.a(3))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement appropriate safe shutdown instructions 
The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, Corrective Action, for 
the licensee’s failure to assure conditions adverse to quality associated with the establishment and implementation of 
four new Safe Shutdown Instructions (SSI) were promptly identified and corrected. Specifically, the inspectors 
identified instances where previously identified issues with SSIs were either not entered into the corrective action 
program, corrective actions were not implemented, or the corrective actions were ineffective in addressing the 
identified issue. The licensee entered this finding into the corrective action program (PER 505551) and adequate 
procedural guidance was restored following licensee procedure revisions, training and demonstration to inspectors that 
operators had acquired an adequate level of proficiency to implement the new SSIs.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and it affected the cornerstone objective of protection against external events, such as fire, to prevent 
undesirable consequences. The finding was assigned a Low degradation rating and screened as very low safety 
significance (Green) in step 1.3.1 of IMC 0609 Appendix F, attachment 1, Application of Fire Protection SDP Phase 1 
Worksheet. This finding was directly related to the cross-cutting aspect of Thorough Evaluation of Identified 
Problems in the Corrective Action Program component of the Problem Identification and Resolution area because the 
licensee did not thoroughly evaluate identified problems such that the resolutions addresses the causes and extent of 
conditions of the issues. [P.1.(c)] (Section 4OA2.e(2))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and correct appropriate safe shutdown instructions 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," 
for the licensee’s failure to establish procedures appropriate to the circumstances for combating plant fires. 
Specifically, four new Safe Shutdown Instruction (SSI) were established which contained multiple procedural 
deficiencies. The licensee entered this finding into the corrective action program (PER 507721) and adequate Safe 
Shutdown Instructions were restored following procedure revisions.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and it affected the cornerstone objective of protection against external events such as fire to prevent 
undesirable consequences. The finding was assigned a Low degradation rating and screened as very low safety 
significance (Green) in step 1.3.1 of IMC 0609 Appendix F, attachment 1, Application of Fire Protection SDP Phase 1 
Worksheet. The team determined the cause of this finding was directly related to the cross-cutting aspect of Work 
Coordination in the Work Control component of the Human Performance area because the licensee did not adequately 
incorporate actions to address the impact of the work on different job activities and the need for work groups to 
maintain interfaces with offsite organizations, and communicate, coordinate, and cooperate with each other during 
activities in which interdepartmental coordination is necessary to assure plant and human performance. This 
contributed to the failure to identify deficiencies with the new SSI procedures prior to procedure implementation. 
[H.3.(b)] (Section 4OA2.e(2))  
 
Inspection Report# : 2012007 (pdf)  
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Significance:  May 14, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to properly implement the requirements of the plant modifications and engineering change control 
procedure 
During an NRC inspection completed on March 1, 2012, a violation of NRC requirements was identified. In 
accordance with the NRC Enforcement Policy, the violation is listed below:  
10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," requires, in part, that activities 
affecting quality shall be prescribed by documented procedures of a type appropriate to the circumstances and shall be 
accomplished in accordance with these procedures. NPG-SPP-09.3, “Plant Modifications and Engineering Change 
Control,” and form NPG-SPP-09.3-13, Modification Training Notification, requires an evaluation of training needs to 
be completed for the implementation of procedures developed in response to design changes. Procedures 0-SSI-25-1,-
2,-3, and -26, “Safe Shutdown Instructions”, were developed in support of Design Change Notice (DCN) 69957, 
which installed a new three-hour fire barrier in the Intake Tunnel Structure, per NPG-SPP-09.3. DCN 69957 was 
designated as an activity that affected quality.  
Contrary to the above, the licensee failed to adequately accomplish the requirements contained in procedure NPG-
SPP-09.3 “Plant Modifications and Engineering Change Control” during the implementation of DCN 69957. 
Specifically, on September 13, 2011, the licensee implemented Procedures 0-SSI-25-1,-2,-3, and -26, “Safe Shutdown 
Instructions,” in support of DCN 69957 without adequately performing an evaluation of training needs. As a result, 
the systems approach to training was not properly implemented and the procedures could not be satisfactorily 
performed by plant operators and staff. 
Inspection Report# : 2012013 (pdf)  
Inspection Report# : 2012007 (pdf)  

Significance:  Mar 31, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequatley implement impaired fire barrier and detector controls 
The NRC identified a non-cited violation of Technical Specification 5.4.1.d, Fire Protection Program, for the 
licensee’s failure to adequately implement Limiting Conditions For Operation in accordance with Fire Protection 
Report Volume 1, Fire Protection Plan. Specifically, the licensee failed to adequately implement impaired fire barrier 
and detector controls which resulted in the failure to establish a continuous fire watch for an impaired fire barrier 
having smoke detection identified as unavailable to protect either side of the inoperable barrier. The licensee 
subsequently returned the impaired fire door and smoke detection to service. The licensee entered this event into their 
corrective action program as PERs 529543 and 527311.  
 
The finding was determined to be more than minor because it was associated with the Mitigating Systems cornerstone 
attribute of Protection Against External Events, and adversely affected the cornerstone objective to ensure the 
availability of systems that respond to initiating events to prevent undesirable consequences (i.e. core damage). 
Specifically, inadequate implementation of the licensee’s FPIP and LCO processes resulted in the licensee missing a 
LCO entry condition and not establishing a continuous fire watch for an impaired fire door. The significance of this 
finding was evaluated in accordance with the IMC 0609 Appendix F, Attachment 01, Part 1, Fire Protection SDP 
Phase 1 Worksheet. The finding was determined to be of very low safety significance (Green) because the condition 
represented a low degradation of fire prevention and administrative controls. Specifically, a smoke detection system 
on one side of the impaired fire door was discovered functional. The cause of this finding was directly related to the 
cross cutting aspect of Procedural Compliance in the Work Practices component of the Human Performance area, 
because licensee expectations were ineffectively communicated and fire protection procedures inadequately 
implemented to maintain a site understanding of fire barrier and detector configuration [H.4(b)]. (Section 1RO5) 
Inspection Report# : 2012002 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
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RHR subsystem inoperable beyond the TS allowed outage time
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of seismic monitoring capability 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50.54(q)(2) for the licensee’s failure to follow and 
maintain an emergency plan that meets the requirements of emergency planning standard 10 CFR 50.47(b)(4). 
Specifically, due to a plant modification, the licensee failed to maintain configuration control of seismic 
instrumentation necessary for the declaration of emergency events from August 17 to August 31, 2012. Completion of 
installation of the power and instrumentation logic signal to the control room annunciators on August 31, 2012, 
restored compliance with the emergency plan requirements. The licensee entered this issue into their corrective action 
program as PER 610625.  
 
This finding was determined to be more than minor because it was associated with the Emergency Response 
Organization (ERO) Performance Attribute of the Emergency Preparedness Cornerstone and affected the cornerstone 
objective of ensuring the licensee is capable of implementing adequate measures to protect the health and safety of the 
public in the event of a radiological emergency. Specifically, one Alert and one Notification of Unusual Event 
Emergency Action Level (EAL) initiating condition would have been rendered ineffective such that a seismic event 
may not have been appropriately declared. The significance of this finding was evaluated in accordance with the IMC 
0609, Appendix B, “Emergency Preparedness Significance Determination Process,” and was determined to be of very 
low safety significance because an ineffective or degraded EAL scheme that affects Alert declarations was categorized 
as a Green violation. The cause of this finding was directly related to the cross cutting aspect of Documents, 
Procedures and Component Labeling in the Resources component of the Human Performance area. Specifically, a 
lack of complete, accurate and up-to-date design documentation resulted in a loss of configuration control and 
degradation of information necessary to classify a seismic event. [H.2(c)], (Section 4OA2.4)  
 
Inspection Report# : 2012004 (pdf)  
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Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to properly prepare a DOT type A package for transport 
A self-revealing non-cited violation (NCV) of 10 CFR 71.5, Transportation of Licensed Material, was identified by 
inspectors for the licensee’s failure to comply with Department of Transportation (DOT) regulations during shipment 
of radioactive materials. Specifically, the licensee failed to ensure proper packaging of two DOT 7A Type A packages 
as required by Department of Transportation (DOT) regulations in 49 CFR 173.475, Quality Control Requirements 
Prior To Each Shipment Of Class 7 (Radioactive) Materials. This issue has been entered into the licensee’s corrective 
action program as SR 570902.  
 
The finding was more than minor because it is associated with the Public Radiation Safety Cornerstone, Plant 
Facilities/Equipment and Instrumentation attribute, involving transportation packaging and adversely affected the 
cornerstone objective, to ensure adequate protection of public health and safety from exposure to radioactive materials 
released into the public domain as a result of routine civilian nuclear reactor operation. Specifically, the failure to 
correctly secure the package contents to prevent movement could have resulted in damage or failure of the container 
during transportation. The finding was determined to be of very low safety significance (Green) because it did not 
involve radiation limits being exceeded, a package breach, a certificate of compliance issue, a low-level burial ground 
non-conformance, or a failure to make emergency notifications. The cause of this finding was directly related to the 
cross cutting aspect of Documents, Procedures and Component Labeling in the Resources component of the Human 
Performance area because the licensee did not effectively incorporate package design specifications into their 
transportation program to ensure that all internal restraining devices are correctly installed to secure the CRDM in 
place to prevent damage to the transport package. (H.2(c)) (Section 2RS8)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to implement DOT type A package closure requirements 
A self-revealing non-cited violation (NCV) of 10 CFR 71.5, Transportation of Licensed Material, was identified by 
inspectors for the licensee’s failure to comply with Department of Transportation (DOT) regulations during shipment 
of radioactive materials. Specifically, the licensee failed to ensure proper packaging of two DOT 7A Type A packages 
as required by Department of Transportation (DOT) regulations in 49 CFR 173.475, Quality Control Requirements 
Prior To Each Shipment Of Class 7 (Radioactive) Materials. This issue has been entered into the licensee’s corrective 
action program as SR 570902.  
 
The finding was more than minor because it is associated with the Public Radiation Safety Cornerstone, Plant 
Facilities/Equipment and Instrumentation attribute, involving transportation packaging and adversely affected the 
cornerstone objective, to ensure adequate protection of public health and safety from exposure to radioactive materials 
released into the public domain as a result of routine civilian nuclear reactor operation. Specifically, the failure to 
correctly secure the package contents to prevent movement could have resulted in damage or failure of the container 
during transportation. The finding was determined to be of very low safety significance (Green) because it did not 
involve radiation limits being exceeded, a package breach, a certificate of compliance issue, a low-level burial ground 
non-conformance, or a failure to make emergency notifications. The cause of this finding was directly related to the 
cross cutting aspect of Documents, Procedures and Component Labeling in the Resources component of the Human 
Performance area because the licensee did not effectively incorporate package design specifications into their 
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transportation program to ensure that all internal restraining devices are correctly installed to secure the CRDM in 
place to prevent damage to the transport package. (H.2(c)) (Section 2RS8)  
 
Inspection Report# : 2012003 (pdf)  

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 

Last modified : February 28, 2013 
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Browns Ferry 1 
1Q/2013 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Jun 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain flood barrier results in inoperable safety related pumps 
An NRC-identified non-cited violation (NCV) of the Technical Specifications 5.4.1.a was identified for the licensee’s 
failure to maintain an Emergency Equipment Cooling Water (EECW) pump flood barrier in accordance with written 
procedures which resulted in the inoperability of two other safety related pumps. The licensee immediately restored 
the flood protection configuration of the C Residual Heat Removal Service Water (RHRSW) pump room by properly 
re-installing the flood protection cover and permanently stenciled the aluminum plate with the required procedure for 
installation. The licensee entered this issue into their corrective action program as PER 532050.  
 
The finding was more than minor because it was associated with the Mitigating Systems cornerstone attribute of 
Protection Against External Events, and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of RHRSW pumps to perform their intended safety function during a design basis flooding 
event. Specifically, the improper re-installation of an external flood protection cover resulted in the inoperability of 
two Residual Heat Removal Service Water (RHRSW) pumps. The significance of this finding was evaluated in 
accordance with the IMC 0609 Attachment 4, Phase 1- Initial Screening and Characterization of Findings, which 
required a Phase 3 analysis because the finding involved the degradation of equipment designed to mitigate a flooding 
event and it was risk significant due to external initiating event core damage sequences. The finding was determined 
to be Green because of the short exposure time, and the low likelihood of the flood. The cause of this finding was 
directly related to the cross cutting aspect of Supervisory Oversight in the Work Practices component of the Human 
Performance area, because of the foreman’s assumption that workers knew to restore the flood protection cover to 
meet procedural requirements without a formal pre-job brief [H.4(c)]. (Section 1R15)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: FIN Finding 
Failure to follow NRC commitment management procedure 
The inspectors identified a Green finding (FIN) for the licensee’s failure to follow procedure NPG-SPP-03.3, 
Rev.001, “NRC Commitment Management.” Specifically, the procedure states, in part, that each responsible 
organization ensures commitment implementation/completion occurs as scheduled. Contrary to this requirement, the 
licensee’s commitment to verify the accuracy and adequacy of completed Inspection Procedure (IP) 95002 corrective 
actions had not been performed adequately. The licensee entered this issue into the corrective action program as PERs 
510126 and 510161.  
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The performance deficiency (PD) associated with this finding was the failure of licensee personnel to follow 
procedures regarding managing NRC commitments. The finding is greater than minor because, if left uncorrected, the 
finding would have the potential to lead to a more significant safety concern. Specifically, the failure to assess the 
adequacy of corrective actions can lead to problems not being properly corrected. Using Manual Chapter 0609.04, 
"Phase 1 – Initial Screening and Characterization of Findings," the finding was determined to have a very low safety 
significance (Green) because the finding did not result in a loss of system safety function, an actual loss of safety 
function of a single train for greater than its Technical Specification allowed outage time, or screen as potentially risk 
significant due to a seismic, flooding, or severe weather initiating event. This finding has a cross cutting aspect in the 
area of Human Performance because the licensee did not ensure supervisory and management oversight of work 
activities associated with the commitments made to the NRC, which resulted in the commitments not be tracked or 
monitored to ensure completion. [H.4(c)] (Section 4OA2.a(3))  
 
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish adequate compensatory measures for non-conforming fire barriers 
The inspectors identified a Green NCV of Browns Ferry Operating License  
Conditions 2.C(13), 2.C(14) and 2.C(7), for Units 1, 2, and 3, respectively, for the licensee’s failure to establish 
adequate compensatory measures for non-conforming fire barriers, in accordance with the approved fire protection 
program (FPP). Specifically, the licensee failed to establish continuous fire watches for non-conforming fire barriers 
in the Intake Pumping Station (IPS), after discovering that the barriers were not credited in the site’s approved FPP. 
The licensee initiated PER 509589 to document this condition and enter it into the corrective action program. The 
licensee also established a continuous fire watch, in accordance with the FPR.  
 
The licensee’s failure to establish adequate compensatory measures for non-conforming fire barriers, as required by 
their approved fire protection program, is a PD. The finding is more than minor because it is associated with the 
Reactor Safety Mitigating Systems cornerstone attribute of protection against external factors (i.e., fire) and it affects 
the cornerstone objective of ensuring the reliability and capability of systems that respond to initiating events. Using 
the guidance of IMC 0609, Appendix F, “Fire Protection Significance Determination Process,” inspectors determined 
that the PD represented a finding of very low safety significance (Green). Inspectors determined that the cause of this 
finding has a cross-cutting aspect in the Corrective Action Program component of the Problem Identification and 
Resolution (PI&R) area, in that it was directly related to the licensee not thoroughly evaluating problems, such that the 
problem was properly classified and evaluated for operability [P.1(c)] (Section 4OA2.a(3))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement appropriate safe shutdown instructions 
The inspectors identified a Green non-cited violation of 10 CFR 50 Appendix B, Criteria XVI, Corrective Action, for 
the licensee’s failure to assure conditions adverse to quality associated with the establishment and implementation of 
four new Safe Shutdown Instructions (SSI) were promptly identified and corrected. Specifically, the inspectors 
identified instances where previously identified issues with SSIs were either not entered into the corrective action 
program, corrective actions were not implemented, or the corrective actions were ineffective in addressing the 
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identified issue. The licensee entered this finding into the corrective action program (PER 505551) and adequate 
procedural guidance was restored following licensee procedure revisions, training and demonstration to inspectors that 
operators had acquired an adequate level of proficiency to implement the new SSIs.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and it affected the cornerstone objective of protection against external events, such as fire, to prevent 
undesirable consequences. The finding was assigned a Low degradation rating and screened as very low safety 
significance (Green) in step 1.3.1 of IMC 0609 Appendix F, attachment 1, Application of Fire Protection SDP Phase 1 
Worksheet. This finding was directly related to the cross-cutting aspect of Thorough Evaluation of Identified 
Problems in the Corrective Action Program component of the Problem Identification and Resolution area because the 
licensee did not thoroughly evaluate identified problems such that the resolutions addresses the causes and extent of 
conditions of the issues. [P.1.(c)] (Section 4OA2.e(2))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify and correct appropriate safe shutdown instructions 
The inspectors identified an NCV of 10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," 
for the licensee’s failure to establish procedures appropriate to the circumstances for combating plant fires. 
Specifically, four new Safe Shutdown Instruction (SSI) were established which contained multiple procedural 
deficiencies. The licensee entered this finding into the corrective action program (PER 507721) and adequate Safe 
Shutdown Instructions were restored following procedure revisions.  
 
This finding is more than minor because it is associated with the procedure quality attribute of the Mitigating Systems 
cornerstone and it affected the cornerstone objective of protection against external events such as fire to prevent 
undesirable consequences. The finding was assigned a Low degradation rating and screened as very low safety 
significance (Green) in step 1.3.1 of IMC 0609 Appendix F, attachment 1, Application of Fire Protection SDP Phase 1 
Worksheet. The team determined the cause of this finding was directly related to the cross-cutting aspect of Work 
Coordination in the Work Control component of the Human Performance area because the licensee did not adequately 
incorporate actions to address the impact of the work on different job activities and the need for work groups to 
maintain interfaces with offsite organizations, and communicate, coordinate, and cooperate with each other during 
activities in which interdepartmental coordination is necessary to assure plant and human performance. This 
contributed to the failure to identify deficiencies with the new SSI procedures prior to procedure implementation. 
[H.3.(b)] (Section 4OA2.e(2))  
 
Inspection Report# : 2012007 (pdf)  

Significance:  May 14, 2012 
Identified By: NRC 
Item Type: VIO Violation 
Failure to properly implement the requirements of the plant modifications and engineering change control 
procedure 
During an NRC inspection completed on March 1, 2012, a violation of NRC requirements was identified. In 
accordance with the NRC Enforcement Policy, the violation is listed below:  
10 CFR 50, Appendix B, Criterion V, "Instructions, Procedures, and Drawings," requires, in part, that activities 
affecting quality shall be prescribed by documented procedures of a type appropriate to the circumstances and shall be 
accomplished in accordance with these procedures. NPG-SPP-09.3, “Plant Modifications and Engineering Change 
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Control,” and form NPG-SPP-09.3-13, Modification Training Notification, requires an evaluation of training needs to 
be completed for the implementation of procedures developed in response to design changes. Procedures 0-SSI-25-1,-
2,-3, and -26, “Safe Shutdown Instructions”, were developed in support of Design Change Notice (DCN) 69957, 
which installed a new three-hour fire barrier in the Intake Tunnel Structure, per NPG-SPP-09.3. DCN 69957 was 
designated as an activity that affected quality.  
Contrary to the above, the licensee failed to adequately accomplish the requirements contained in procedure NPG-
SPP-09.3 “Plant Modifications and Engineering Change Control” during the implementation of DCN 69957. 
Specifically, on September 13, 2011, the licensee implemented Procedures 0-SSI-25-1,-2,-3, and -26, “Safe Shutdown 
Instructions,” in support of DCN 69957 without adequately performing an evaluation of training needs. As a result, 
the systems approach to training was not properly implemented and the procedures could not be satisfactorily 
performed by plant operators and staff. 
Inspection Report# : 2012007 (pdf)  
Inspection Report# : 2012013 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of seismic monitoring capability 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50.54(q)(2) for the licensee’s failure to follow and 
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maintain an emergency plan that meets the requirements of emergency planning standard 10 CFR 50.47(b)(4). 
Specifically, due to a plant modification, the licensee failed to maintain configuration control of seismic 
instrumentation necessary for the declaration of emergency events from August 17 to August 31, 2012. Completion of 
installation of the power and instrumentation logic signal to the control room annunciators on August 31, 2012, 
restored compliance with the emergency plan requirements. The licensee entered this issue into their corrective action 
program as PER 610625.  
 
This finding was determined to be more than minor because it was associated with the Emergency Response 
Organization (ERO) Performance Attribute of the Emergency Preparedness Cornerstone and affected the cornerstone 
objective of ensuring the licensee is capable of implementing adequate measures to protect the health and safety of the 
public in the event of a radiological emergency. Specifically, one Alert and one Notification of Unusual Event 
Emergency Action Level (EAL) initiating condition would have been rendered ineffective such that a seismic event 
may not have been appropriately declared. The significance of this finding was evaluated in accordance with the IMC 
0609, Appendix B, “Emergency Preparedness Significance Determination Process,” and was determined to be of very 
low safety significance because an ineffective or degraded EAL scheme that affects Alert declarations was categorized 
as a Green violation. The cause of this finding was directly related to the cross cutting aspect of Documents, 
Procedures and Component Labeling in the Resources component of the Human Performance area. Specifically, a 
lack of complete, accurate and up-to-date design documentation resulted in a loss of configuration control and 
degradation of information necessary to classify a seismic event. [H.2(c)], (Section 4OA2.4)  
 
Inspection Report# : 2012004 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to properly prepare a DOT type A package for transport 
A self-revealing non-cited violation (NCV) of 10 CFR 71.5, Transportation of Licensed Material, was identified by 
inspectors for the licensee’s failure to comply with Department of Transportation (DOT) regulations during shipment 
of radioactive materials. Specifically, the licensee failed to ensure proper packaging of two DOT 7A Type A packages 
as required by Department of Transportation (DOT) regulations in 49 CFR 173.475, Quality Control Requirements 
Prior To Each Shipment Of Class 7 (Radioactive) Materials. This issue has been entered into the licensee’s corrective 
action program as SR 570902.  
 
The finding was more than minor because it is associated with the Public Radiation Safety Cornerstone, Plant 
Facilities/Equipment and Instrumentation attribute, involving transportation packaging and adversely affected the 
cornerstone objective, to ensure adequate protection of public health and safety from exposure to radioactive materials 
released into the public domain as a result of routine civilian nuclear reactor operation. Specifically, the failure to 
correctly secure the package contents to prevent movement could have resulted in damage or failure of the container 
during transportation. The finding was determined to be of very low safety significance (Green) because it did not 
involve radiation limits being exceeded, a package breach, a certificate of compliance issue, a low-level burial ground 
non-conformance, or a failure to make emergency notifications. The cause of this finding was directly related to the 
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cross cutting aspect of Documents, Procedures and Component Labeling in the Resources component of the Human 
Performance area because the licensee did not effectively incorporate package design specifications into their 
transportation program to ensure that all internal restraining devices are correctly installed to secure the CRDM in 
place to prevent damage to the transport package. (H.2(c)) (Section 2RS8)  
 
Inspection Report# : 2012003 (pdf)  

Significance:  Jun 30, 2012 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to implement DOT type A package closure requirements 
A self-revealing non-cited violation (NCV) of 10 CFR 71.5, Transportation of Licensed Material, was identified by 
inspectors for the licensee’s failure to comply with Department of Transportation (DOT) regulations during shipment 
of radioactive materials. Specifically, the licensee failed to ensure proper packaging of two DOT 7A Type A packages 
as required by Department of Transportation (DOT) regulations in 49 CFR 173.475, Quality Control Requirements 
Prior To Each Shipment Of Class 7 (Radioactive) Materials. This issue has been entered into the licensee’s corrective 
action program as SR 570902.  
 
The finding was more than minor because it is associated with the Public Radiation Safety Cornerstone, Plant 
Facilities/Equipment and Instrumentation attribute, involving transportation packaging and adversely affected the 
cornerstone objective, to ensure adequate protection of public health and safety from exposure to radioactive materials 
released into the public domain as a result of routine civilian nuclear reactor operation. Specifically, the failure to 
correctly secure the package contents to prevent movement could have resulted in damage or failure of the container 
during transportation. The finding was determined to be of very low safety significance (Green) because it did not 
involve radiation limits being exceeded, a package breach, a certificate of compliance issue, a low-level burial ground 
non-conformance, or a failure to make emergency notifications. The cause of this finding was directly related to the 
cross cutting aspect of Documents, Procedures and Component Labeling in the Resources component of the Human 
Performance area because the licensee did not effectively incorporate package design specifications into their 
transportation program to ensure that all internal restraining devices are correctly installed to secure the CRDM in 
place to prevent damage to the transport package. (H.2(c)) (Section 2RS8)  
 
Inspection Report# : 2012003 (pdf)  

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 

Last modified : June 04, 2013 
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Browns Ferry 1 
2Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions to address programmatic procedure quality issue 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” 
due to BFNs failure to take corrective action to preclude repetition of a significant condition adverse to quality 
regarding procedure quality. Specifically, BFN self-identified corrective actions implemented to address inadequate 
procedures but did not identify and address a significant contributor to the inadequate procedures, resulting in several 
additional plant performance issues. The team identified multiple inadequate procedures across most BFN 
departments during the inspection document review and onsite inspection. BFN has conducted root causes, developed 
and implemented numerous corrective actions; however, procedural deficiencies continued to contribute to plant 
shutdowns, unplanned component unavailability, and rework activities. BFN documented the issue in PERs 680792 
739429, and 740212.  
 
This Finding was determined to be more than minor because it associated with the human performance attribute of the 
Initiating Events cornerstone and adversely affected the cornerstone objective to limit this likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Using 
Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
team determined that the Finding was of very low safety significance because it did not cause a reactor trip and the 
loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable shutdown 
condition (e.g. loss of condenser, loss of feedwater). The team determined that the Finding has a cross-cutting aspect 
in the area of problem identification and resolution, corrective action program, because BFN did not thoroughly 
evaluate the extent of condition associated with inadequate procedures such that the corrective actions resolved the 
issue and prevented repetition. [P.1(c)] (Section 5.3.2.2.2)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish qualified ultrasonic examination procedures 
The team identified a NCV of 10 CFR 50, Appendix B, Criterion IX, Control of Special Processes for the licensee’s 
failure to control non-destructive examination (NDE) activities by not having qualified NDE procedures required by 
applicable codes, standards, specifications, criteria, and other special requirements. Specifically, four Ultrasonic (UT) 
examination procedures did not contain any of the required American Society of Mechanical Engineers (ASME) Code 
Section XI, Appendix VIII essential variables or the explicit requirement to perform the UT examinations using 
applicable Performance Demonstrated Initiative (PDI) procedures. The licensee initiated prompt corrective actions to 
revise all UT implementing procedures to become qualified in accordance with ASME Code Section XI, Appendix 
VIII requirements and entered the issue into their corrective action program (PERs 730250 and 721446).  
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The Finding was more than minor, because it affected the Initiating Event cornerstone and if left uncorrected, could 
become a more significant safety concern. Absent NRC identification of this PD, the licensee could have continued 
performance of UT examinations on safety-related components using unqualified procedures. Performance of UT 
examination using unqualified procedures could lead to safety-related components with unacceptable service-induced 
flaws being returned to service without ASME code-specified evaluation or repair. The team determined the Finding 
was of very low significance because the Finding was not likely to result in exceeding the RCS leak rate for a small 
loss of coolant accident (LOCA) or cause total loss of function for a LOCA mitigating system. This Finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience (OE) because the 
licensee did not implement and institutionalize OE pertaining to UT examination procedure issues through changes to 
station processes, procedures, and training programs to support plant safety. [P.2 (b)] (Section 6.1.6.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Mitigating Systems 

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to verify the capability of HPCI to achieve required flow and pressure within 30 seconds under 
accident conditions 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B,  
Criterion XI, “Test Control,” for the failure to ensure that post-maintenance and  
post-modification testing of the high pressure cooling injection (HPCI) pump  
adequately demonstrated that it could achieve design basis flow within 30  
seconds from a cold, non-oil-primed, turbine quick start under design basis  
conditions. This was a performance deficiency. The test configuration was less  
limiting than the design basis accident configuration, and the licensee had not  
verified by calculation or testing that the acceptance criteria in the test was  
adequate to demonstrate the HPCI pump could perform its function under design  
basis conditions. The licensee performed an operability review and documented  
the results in the corrective action program as Problem Evaluation Report  
690086.  
 
The performance deficiency was determined to be more than minor because it  
affected the Design Control attribute of the Mitigating Systems cornerstone  
objective of ensuring the availability, reliability, and capability of the HPCI pumps.  
Specifically, using procedure 3-SR-3.5.1.7, the licensee failed to demonstrate  
that the HPCI pump could achieve the required flow and discharge pressure  
under accident conditions as required by the design basis. Additional analysis  
was required to verify system operability. The team used Inspection Manual  
Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial  
Characterization of Findings,” and Appendix A, “The Significance Determination  
Process for Findings At-Power,” and determined that the finding was of very low  
safety significance (Green) because the finding was not a design deficiency  
resulting in the loss of functionality or operability. A cross-cutting aspect was not  
identified because this performance deficiency has existed since the original  
design of the plant and was not indicative of current licensee performance. 
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(Section 1R21.2.1) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate the effects of the fialure of non-class 1 load center transformer cooling fans on the class 1 
4160-480V load center transformers and 480V shutdown boards 
The team identified a non-cited violation of 10 CFR 50, Appendix B,  
Criterion III, “Design Control,” involving the failure to evaluate the effects of a  
postulated failure of the load center transformer non-safety-related, non-Class  
1E cooling fans, which includes the fan power wiring and fan control equipment,  
on the safety-related Class 1E shutdown board load center transformers and  
480V shutdown boards. This was a performance deficiency. The licensee  
tested the fans and performed an operability evaluation as documented in  
Problem Evaluation Report 682254 to provide reasonable assurance that the  
safety-related transformers would not be damaged from postulated failures from  
the non-safety-related fans and be capable of operating when required for the  
design basis accident conditions.  
 
The performance deficiency was determined to be more than minor because the  
finding affected the Design Control attribute of the Mitigating Systems  
cornerstone objective of ensuring the availability, reliability, and capability of the  
load center transformers TS1A and TS1B and the 480V shutdown boards 1A  
and 1B respectively. Specifically, the licensee had not evaluated the effects of  
the failure of non-safety-related transformer cooling fans, on both the safetyrelated  
load center transformer and 480V shutdown board and resulted in a  
reasonable doubt of operability. The team used Inspection Manual Chapter  
0609, “Significance Determination Process,” Attachment 4, “Initial  
Characterization of Findings,” and Appendix A, “The Significance Determination  
Process for Findings At-Power,” and determined that the finding was of very low  
safety significance (Green) because the finding was not a design deficiency  
resulting in the loss of functionality or operability. A cross-cutting aspect was not  
identified because this performance deficiency has existed since November  
2004; therefore, not indicative of current licensee performance. (Section  
1R21.2.10) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 4160 VAC bus voltage in desgin calculations 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to perform analyses demonstrating that the degraded voltage relay (DVR) set points specified in 
technical specifications (TS) would ensure adequate voltage to safety-related equipment. This was a performance 
deficiency. The licensee entered this issue into their corrective action program as PERs 676678 and 696876. As 
immediate  
corrective actions, the licensee performed a sensitivity study to verify that the voltage at the DVR set points specified 
in TS could provide adequate starting voltage to a sample of limiting safety-related equipment. The performance 
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deficiency was determined to be more than minor because it affected the Design Control attribute of the Mitigating 
Systems cornerstone objective of ensuring the availability, reliability, and capability of the 4160 volts alternating 
current buses. Specifically, the finding challenged the assurance that safety-related loads had adequate motor starting 
voltage during required degraded voltage scenarios. The team used Inspection Manual Chapter 0609,  
“Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The 
Significance Determination Process for Findings At-Power,” and determined that the finding was of very low safety  
significance (Green) because the finding was not a design deficiency resulting in the loss of functionality or 
operability. A cross-cutting aspect was not identified because this performance deficiency has existed since 1993 and 
was not indicative of current licensee performance. (Section 1R21.2.16) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately identify, evaluate, and correct the EECW strainers degraded/non-conforming condition 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to promptly identify and take corrective actions to address a non-conforming condition adverse to  
quality related to three faulted strainers in the safety related Emergency Equipment Cooling Water system. This was a 
performance deficiency. The licensee initiated Problem Evaluation Report 677627 to perform a new operability  
evaluation since the operability evaluation in Problem Evaluation Report 208636 was found to be inadequate. The 
licensee concluded that there were no current operability issues. The performance deficiency was determined to be 
more than minor because it affected the Equipment Performance attribute of the Mitigating Systems cornerstone 
objective of ensuring the availability, reliability, and capability of the core spray system to respond to initiating 
events, in that, if left uncorrected could result in the plant not being able to sustain short-term heat removal under  
specific conditions. The team used Inspection Manual Chapter 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for 
Findings At-Power,” and determined that the finding was of very low safety significance (Green) because the finding 
was not a design deficiency resulting in the loss of functionality or operability. The team evaluated the finding for 
cross-cutting aspects and determined the finding was associated with the corrective action program component of the 
problem identification and resolution area, because the licensee did not perform a thorough evaluation of identified 
problems such that the resolutions addressed the underlying causes and extent of condition. [P.1(c)] (Section 1R21.4)
Inspection Report# : 2013007 (pdf)  

Significance:  May 24, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Two BFN assistant unit operators closed and danger tagged the A1 RHRSW pump manual discharge valve 
instead of the required A2 RHRSW pump discharge valve 
The team identified a Green, self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1, 
“Procedures.” The team determined that BFN’s clearance and tagging application related to the planned A2 residual 
heat removal service water (RHRSW) pump maintenance was not properly applied and verified as required by TVA 
Corporate Procedures NPG-SPP-10.2, Rev. 5, “Clearance Procedure to Safely Control Energy,” and NPG-SPP-10.3, 
Rev.1, “Verification Program." Two BFN assistant unit operators (AUOs) closed and danger tagged the A1 RHRSW 
pump manual discharge valve instead of the required A2 RHRSW pump discharge valve on May, 6, 2013. Upon 
starting the A1 RHRSW pump, control room alarms provided the operators indication of a system problem, and in the 
course of responding to the alarm, the operators noted the danger tag. The tags were removed and the pump was 
declared inoperable to fill and vent the system prior to returning it to an operable status. This issue was entered in to 
the corrective action program as PER 722859. The performance deficiencies were reasonably within BFNs ability to 
foresee and correct.  
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This Finding was more than minor because it was associated with the human performance attribute which occurred 
when the AUOs closed and tagged the wrong RHRSW pump discharge valve. The AUOs errors adversely affected the 
Mitigating System cornerstone objective of ensuring the availability, reliability, and capability of the RHRSW and 
RHR systems that respond to initiating events to prevent undesirable consequences. The team determined that this 
Finding was of very low safety significance (Green) because it did not represent an actual loss of safety function or 
safety systems out of service for greater than the TS allowed outage time. The team determined that this Finding had a 
cross-cutting aspect in the area of Human Performance, Work Practices, because BFN AUOs did not use self-
checking and peer checking human error prevention techniques to prevent the inadvertent closure and danger tagging 
of the A1 RHRSW pump manual discharge valve instead of the required A2 RHRSW pump valve during the 
application of a tagging clearance.  
[H.4(a)] (Section 5.2.2.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance personnel not following clearance procedure violation 
The team identified a Green non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The team 
determined that the maintenance Primary Authorized Employee (PAE) did not verify that all blocking points were 
danger tagged to ensure worker personal safety and equipment protection for the A2 RHRSW pump planned 
maintenance. The PAE’s decision to only verify two of nine clearance components was a violation of TVA Corporate 
Procedure NPG-SPP-10.2, Rev. 5, “Clearance Procedure to Safely Control Energy". The maintenance PAE did not 
ensure that the A2 RHRSW pump was isolated from an unexpected release of energy that could have resulted in 
personnel injury or pump damage. The PAE did not verify or recognize that the A2 RHRSW pump manual discharge 
valve was full open and not danger tagged closed on May, 6, 2013. This performance deficiency was reasonably 
within BFNs ability to foresee and correct.  
 
This Finding was more than minor because, if left uncorrected the BFN Maintenance Supervisor’s failure to follow 
the clearance and tagging procedure requirement to verify all danger tag blocking points, he only verified two of nine 
danger tags, for the A 2 RHRSW planned pump the performance deficiency would have the potential to lead to a more 
significant safety concern, such as more severe plant transients, engineered safeguard system malfunctions, and a 
higher probability of personnel injury. The team determined that this Finding was of very low safety significance 
(Green) because it did not represent an actual loss of safety function or safety systems out of service for greater than 
the TS allowed outage time. The team identified a cross-cutting aspect in the Work Practices component of the 
Human Performance area. Specifically, the licensee ensures supervisory and management oversight of work activities 
such that nuclear safety is supported. [H.2(c)]. (Section 5.2.2.2.2)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Conduct of operations procedure violation 
The team identified a Green, non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The 
team determined that assistant unit operators’ (AUOs) failure to comply with Procedure OPDP-1, Rev. 26, “Conduct 
of Operations,” Sections 4.2 K. and M., related to the missing A1 RHRSW pump discharge valve label plate and the 
AUO’s inadequate walkdown of the A1 RHRSW pump prior to the planned quarterly surveillance test pump start on 
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May 6, 2013, were performance deficiencies that were reasonably within BFNs ability to foresee and correct. 
Immediate  
corrective actions by the licensee included revising the conduct of operations procedure, and enter the issue in the 
corrective action program as PERs 13161, 701486, and 722859.  
 
This Finding was more than minor because, if TVA’s failure to follow the Procedure OPDP-1 requirements was left 
uncorrected, the performance deficiencies would have the potential to lead to a more significant safety concern, such 
as more severe plant transients, or engineered safeguard system actuations or malfunctions. Additionally, this issue is 
similar to Example 4.e in IMC 0612, Appendix E, “Examples of Minor Issues,” in that the A1 RHRSW pump 
discharge valve was missing the valve label plate and AUOs did not stop the A2 RHRSW pump clearance application 
to correct the valve label issue prior to proceeding with the danger tag application. This action was required by TVA 
Corporate Procedure OPDP-1, Rev. 26, “Conduct of Operations,” and resulted in an improper valve manipulation due, 
in part, to the missing label plate. The team determined that this Finding was of very low safety significance 
(GREEN) because it did not represent an actual loss of safety function or safety systems out of service for greater than 
the TS allowed outage time. The team determined that this Finding had a cross-cutting aspect in the area of Human 
Performance, Work Control. Specifically, the licensee plans and coordinates work activities, consistent with nuclear 
safety. In addition, the licensee appropriately coordinates work activities by incorporating actions to address: the 
impact of changes to the work scope or activity on the plant and human performance, the impact of the work on 
different job activities, and the need for work groups to maintain interfaces with offsite organizations, and 
communicate, coordinate, and cooperate with each other during activities in which interdepartmental coordination is 
necessary to assure plant and human performance, the need to keep personnel apprised of work status, the operational 
impact of work activities, and plant conditions that may affect work activities. [H.3(b)] (Section 5.2.2.2.3)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately implement procedure 3-SR-3.3.8.2.1(B) 
The team identified a non-cited violation of Technical Specification (TS) 5.4.1, which requires written procedures be 
established, implemented, and maintained covering activities referenced in NRC Regulatory Guide 1.33, Revision 2, 
Appendix A, dated February 1978, including surveillance tests. Specifically, a performance deficiency occurred, when 
the licensee failed to implement the procedure, which required that approved measuring and test equipment be used to 
measure the underfrequency relay settings during the performance of the Reactor Protection System circuit protector 
calibration surveillance procedure. Prompt corrective actions included determination that the equipment remained 
operable and entry of this issue into their corrective action program as problem evaluation report 731144.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern, because it could have affected the operability 
of the relays. The team used Inspection Manual Chapter 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for mitigating systems, and Inspection Manual Chapter 0609, Appendix. A, “The Significance 
Determination Process for Findings at Power,” issued June 19, 2012, and determined the Finding to be of very low 
safety significance (Green) because the Finding did not result in the loss of functionality or operability of a structure, 
system, or component. The team identified a crosscutting aspect in the work practices component of the Human 
Performance area, because the licensee did not define and effectively communicate expectations regarding procedural 
compliance and personnel did not follow procedures [H.4(b)]. (Section 5.2.2.2.4)  
 
Inspection Report# : 2013011 (pdf)  
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Significance:  May 24, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to manage emergent risk condition during A1 and A2 RHRSW inoperability 
The team identified a self-revealing, Green non-cited violation (NCV) of 10 CFR 50.65 (a)(4), “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” due to BFN’s failure to adequately manage 
the impact of an emergent risk condition related to the A1 residual heat removal service water (RHRSW) quarterly 
surveillance test. BFN recognized the online maintenance risk condition however, failed to implement appropriate risk 
management actions (RMAs) in accordance with Procedure BFN-ODM-4.18, “Protected Equipment.” The ‘A’ and 
‘B’ emergency diesel generators were required to be protected. BFN entered this issue into their corrective action 
program (CAP) as SR 730356. Specifically, on May 6, 2013, with the A2 RHRSW pump inoperable for planned 
maintenance, the A1 RHRSW pump was declared inoperable during the A1 RHRSW pump quarterly test due to a 
tagging error that resulted in Assistant Unit Operators closing and danger tagging the A1 pump manual discharge 
valve instead of the required A2 pump discharge valve. Upon starting the A1 RHRSW pump, control room alarms 
provided the operators indication of a system problem, and in the course of responding to the alarm, the operators 
noted the danger tag. The tags were removed and the pump was declared inoperable to fill and vent the system prior to 
returning it to an operable status. This issue was entered in to the corrective action program as PER 722859 and 
731570.  
 
The team determined that BFN’s failure to adequately manage the impact of an emergent risk condition related to the 
A1 residual heat removal service water (RHRSW) quarterly surveillance test was a performance deficiency that was 
reasonably within BFNs ability to foresee and correct. The performance deficiency was determined to be more than 
minor and a Finding because, if the deficiency was left uncorrected, it had the potential to lead to a more significant 
safety concern. Specifically, the failure to take adequate RMAs could have led to unplanned inoperability of 
redundant TS or risk significant mitigating systems being relied upon to respond to initiating events to prevent 
undesirable consequences. The performance deficiency was also determined to be more than minor since it is similar 
to more than minor Example 7.e of Inspection Manual Chapter (IMC) 0612, Appendix E “Examples of Minor Issues.”
The Finding was evaluated in accordance with Appendix K, Maintenance Risk Assessment and Risk Management 
Significance Determination Process, of IMC 0609, “Significance Determination Process,” and was determined to be 
of very low safety significance (Green). This Finding has a cross-cutting aspect in the area of Human Performance, 
Work Control, because BFN failed to implement immediate RMAs and communicate to the station personnel the 
change in plant risk condition and protected equipment requirements that may affect work activities. [H.3.(b)]. 
(Section 5.2.2.2.5)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Requirements for concurrent verification, independent verification and peer checks 
The team identified a Green, non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The 
team determined that BFN’s Requirements for Concurrent Verification, Independent Verification, and Peer Checks 
were not consistently applied to plant procedures, instructions, and work documents as required by TVA Corporate 
Procedure NPG-SPP-10.3, Rev.1, “Verification Program," and regulatory requirement ANSI N18.7-1976/ANS-3.2, 
“Administrative Controls and Quality Assurance for Operational Phase Nuclear Power Plants.” BFN documented the 
issue in SRs 722559, 726755, and PERs 707531, 722859, and 727405.  
 
This finding was more than minor because, if BFN site verification procedure requirement issues and adherence are 
left uncorrected, the performance deficiency would have the potential to lead to a more significant safety concern, 
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such as more severe plant transients, or engineered safeguard system actuations or malfunctions. Additionally, this 
issue is similar to Example 4.b in IMC 0612, Appendix E, “Examples of Minor Issues,” in that the recent inadequate 
use of human performance error prevention tools (self-checking, peer checking, and missing IVs and CVs in the 
Procedure NPG-SPP-10.3, Appendix “A,” list of 35 BFN systems that are required to have verifications for 
procedures, instructions, and work documents) have resulted in a reactor scrams, unplanned safety and risk significant 
system inoperability and unavailability, or other transients. The Finding was determined to be of very low safety 
significance (Green) in accordance with Inspection Manual Chapter (IMC) 0609, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings,” and IMC 0609, Appendix A, “The Significant Determination Process 
(SDP) for Findings At-Power,” because it did not represent an actual loss of safety function or safety systems out of 
service for greater than the TS allowed outage time. The team identified a cross-cutting aspect in the Resources 
component of the Human Performance area, because the licensee did not ensure that procedures were available and 
adequate to assure nuclear safety. Specifically, accurate and up-to-date procedures, work packages, and correct 
labeling of components. [H.2(c)]. (Section 5.3.2.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient acceptance criteria for main battery bank 1 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures and Drawings, for 
the licensee’s failure to incorporate appropriate quantitative acceptance criteria into a station battery inspection 
Procedure. Specifically, Procedure EPI-00248-BAT005, “Annual Inspection of 250V DC Main Battery Banks 1, 2, 3 
and Associated Chargers,” Revisions 18 and 19 did not provide the correct acceptance criteria for the battery bank 
connection resistance results. Prompt corrective actions included determination that main battery bank 1 remained 
operable and entry of the issue into the corrective action program (SR 731341 and PER 732511).  
 
The team determined that BFN’s failure to establish correct quantitative acceptance criteria after main bank battery 
replacement and after changing the battery inspection methodology in the annual battery test inspection procedure was 
a performance deficiency. The performance deficiency was determined to be more than minor and a Finding because 
it was associated with the procedure quality attribute of the 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 (Green) because it was 
not a design or qualification deficiency and did not result in an actual loss of system and/or function. The Finding had 
a cross-cutting aspect in the area of Human Performance, Resources - Procedures, because BFN did not provide 
accurate and up-to-date procedures for the inspection of safety-related station batteries. [H.2(c)] (Section 5.3.2.2.3)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to translate the design into procedure 3-SR-3.3.8.2.1(B) 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to translate seismic uncertainties into acceptance criteria and measuring and test equipment 
accuracy requirements into the Reactor Protection System circuit protector calibration surveillance procedure. This 
was determined to be a performance deficiency. Prompt corrective actions included determination that the equipment 
remained operable and entry of this issue into their corrective action program as problem evaluation report 723605 
and 730495.  
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The performance deficiency was determined to be more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern because it could have affected the operability 
of the relays. The team used Inspection Manual Chapter 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for mitigating systems, and Inspection Manual Chapter 0609, Appendix. A, “The Significance 
Determination Process for Findings at Power,” issued June 19, 2012, and determined the Finding to be of very low 
safety significance (Green) because the Finding did not result in the loss of functionality or operability of a structure, 
system, or component. The team did not identify a cross-cutting aspect because this performance deficiency has 
existed since 2006 and is not indicative of current licensee performance. (Section 5.3.2.2.4)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement an adequate test program for RHRSWS and EECS 
The team identified a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control, because the licensee 
did not establish a test program for Residual Heat Removal Service Water (RHRSW) and Emergency Equipment 
Cooling Water (EECW) pumps such that the test adequately demonstrated the pumps would perform satisfactorily in 
service. Specifically, BFN did not perform RHRSW/EECW pump performance testing such that it adequately 
accounted for river water temperature impact on the pump lift, which affected pump flow and vibration performance. 
The test program did not account for changes to pump lift caused by river water temperature changes; as a result the 
test program did not adequately monitor pump and system performance and degradation. The licensee completed a 
prompt operability determination verifying that the pumps remained operable and documented the issue in PERs 
730497 and 741036.  
The Finding was more than minor because at affected the Mitigating System Cornerstone and if left uncorrected, 
could become a more significant safety concern. The team determined the Finding was of very low safety significance 
because it was not a design or qualification deficiency, and it did not result in an actual loss of one or more trains of 
the RHRSW or EECW systems and/or their function. The Finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because the licensee did not to thoroughly evaluate the 
changes in RHRSW and EECW pump performance such that the resolution addressed the causes and extent-of-
condition. [P.1(c)] (Section 5.4.3.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient design control for RHR service water freeze protection 
The team identified a green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, Design Control, 
involving the failure to maintain adequate design control measures associated with the residual heat remove service 
water (RHRSW) system freeze protection. Specifically, the team identified that freeze protection was not installed on 
two RHRSW pump air relief valves (ARV) to maintain operability of the RHRSW system during extended periods of 
cold weather. BFN entered the issue into their corrective action program under SRs 731375, 727908, and 732519 and 
PER 732519 and concluded that an immediate operability concern was not present due to the current warm weather 
conditions and recent satisfactory pump testing. Additionally, BFN performed a detailed inspection of ARVs on all 12 
RHRSW pumps, and identified deficiencies on ARVs for eight pumps and entered each item into the CAP.  
 
The team determined that failure to maintain adequate design control measures associated with the RHRSW system 
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freeze protection was a performance deficiency. This Finding was more than minor because it adversely affected the 
design control attribute of the Mitigating Systems cornerstone and the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. Using 
Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
team determined that the Finding was of very low safety significance (Green) because it was a deficiency affecting the 
design or qualification of a mitigating system, structure or component (SSC), where the SSC maintained its 
operability. The Finding had a cross-cutting aspect in the area of problem identification and resolution, corrective 
action program problem identification, because BFN did not maintain a low threshold for issue identification such that 
this issue was identified and resolved during numerous previous focused inspections of the RHRSW system 
configuration. [P.1(a)] (Section 6.1.4.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control a modification to the seismically mounted control room ceiling ligh diffusers 
The team identified a Green, NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, 
“Design Control,” for the licensee’s failure to control deviations from the as built control room envelope design for 
seismically mounted ceiling light diffusers in accordance with instructions that assure quality standards are controlled. 
Specifically, contrary to the procedure the licensee unsecured three seismically mounted control room ceiling light 
diffusers and slid them over the top of other light diffusers creating a seismic missile hazard that could have impacted 
control room ventilation damper actuators. Once the licensee understood that unfastening the ceiling light diffusers 
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and sliding them over top of other diffusers was creating unanalyzed modifications, the licensee removed the ceiling 
diffusers from the overhead and placed them in a seismically safe condition. In addition, the licensee clarified the 
procedure step to have the ceiling light diffusers removed completely. The licensee entered this issue into their CAP 
as PER 730443. The failure to control a planned modification of the seismically mounted control room ceiling light 
diffusers was a performance deficiency (PD).  
 
The PD was more than minor because it is associated with the design control attribute of the barrier integrity 
cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Using Inspection Manual Chapter 
0609.04, “Phase 1-Initial Screening and Characterization of Findings,” the team determined that the Finding had very 
low safety significance (Green) because the Finding only represents a degradation of the radiological barrier function 
for the control room. This Finding has a cross-cutting aspect in the area of human performance because the licensee 
did not define and effectively communicate expectations regarding procedural compliance and personnel follow 
procedures. (H.4.(b) (Section 5.2.4.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Emergency Preparedness 

Significance:  Sep 30, 2012 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Loss of seismic monitoring capability 
The inspectors identified a non-cited violation (NCV) of 10 CFR 50.54(q)(2) for the licensee’s failure to follow and 
maintain an emergency plan that meets the requirements of emergency planning standard 10 CFR 50.47(b)(4). 
Specifically, due to a plant modification, the licensee failed to maintain configuration control of seismic 
instrumentation necessary for the declaration of emergency events from August 17 to August 31, 2012. Completion of 
installation of the power and instrumentation logic signal to the control room annunciators on August 31, 2012, 
restored compliance with the emergency plan requirements. The licensee entered this issue into their corrective action 
program as PER 610625.  
 
This finding was determined to be more than minor because it was associated with the Emergency Response 
Organization (ERO) Performance Attribute of the Emergency Preparedness Cornerstone and affected the cornerstone 
objective of ensuring the licensee is capable of implementing adequate measures to protect the health and safety of the 
public in the event of a radiological emergency. Specifically, one Alert and one Notification of Unusual Event 
Emergency Action Level (EAL) initiating condition would have been rendered ineffective such that a seismic event 
may not have been appropriately declared. The significance of this finding was evaluated in accordance with the IMC 
0609, Appendix B, “Emergency Preparedness Significance Determination Process,” and was determined to be of very 
low safety significance because an ineffective or degraded EAL scheme that affects Alert declarations was categorized 
as a Green violation. The cause of this finding was directly related to the cross cutting aspect of Documents, 
Procedures and Component Labeling in the Resources component of the Human Performance area. Specifically, a 
lack of complete, accurate and up-to-date design documentation resulted in a loss of configuration control and 
degradation of information necessary to classify a seismic event. [H.2(c)], (Section 4OA2.4)  
 
Inspection Report# : 2012004 (pdf)  
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Occupational Radiation Safety 

Public Radiation Safety 

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 

Last modified : September 03, 2013 
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Browns Ferry 1 
3Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions to address programmatic procedure quality issue 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” 
due to BFNs failure to take corrective action to preclude repetition of a significant condition adverse to quality 
regarding procedure quality. Specifically, BFN self-identified corrective actions implemented to address inadequate 
procedures but did not identify and address a significant contributor to the inadequate procedures, resulting in several 
additional plant performance issues. The team identified multiple inadequate procedures across most BFN 
departments during the inspection document review and onsite inspection. BFN has conducted root causes, developed 
and implemented numerous corrective actions; however, procedural deficiencies continued to contribute to plant 
shutdowns, unplanned component unavailability, and rework activities. BFN documented the issue in PERs 680792 
739429, and 740212.  
 
This Finding was determined to be more than minor because it associated with the human performance attribute of the 
Initiating Events cornerstone and adversely affected the cornerstone objective to limit this likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Using 
Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
team determined that the Finding was of very low safety significance because it did not cause a reactor trip and the 
loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable shutdown 
condition (e.g. loss of condenser, loss of feedwater). The team determined that the Finding has a cross-cutting aspect 
in the area of problem identification and resolution, corrective action program, because BFN did not thoroughly 
evaluate the extent of condition associated with inadequate procedures such that the corrective actions resolved the 
issue and prevented repetition. [P.1(c)] (Section 5.3.2.2.2)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish qualified ultrasonic examination procedures 
The team identified a NCV of 10 CFR 50, Appendix B, Criterion IX, Control of Special Processes for the licensee’s 
failure to control non-destructive examination (NDE) activities by not having qualified NDE procedures required by 
applicable codes, standards, specifications, criteria, and other special requirements. Specifically, four Ultrasonic (UT) 
examination procedures did not contain any of the required American Society of Mechanical Engineers (ASME) Code 
Section XI, Appendix VIII essential variables or the explicit requirement to perform the UT examinations using 
applicable Performance Demonstrated Initiative (PDI) procedures. The licensee initiated prompt corrective actions to 
revise all UT implementing procedures to become qualified in accordance with ASME Code Section XI, Appendix 
VIII requirements and entered the issue into their corrective action program (PERs 730250 and 721446).  
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The Finding was more than minor, because it affected the Initiating Event cornerstone and if left uncorrected, could 
become a more significant safety concern. Absent NRC identification of this PD, the licensee could have continued 
performance of UT examinations on safety-related components using unqualified procedures. Performance of UT 
examination using unqualified procedures could lead to safety-related components with unacceptable service-induced 
flaws being returned to service without ASME code-specified evaluation or repair. The team determined the Finding 
was of very low significance because the Finding was not likely to result in exceeding the RCS leak rate for a small 
loss of coolant accident (LOCA) or cause total loss of function for a LOCA mitigating system. This Finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience (OE) because the 
licensee did not implement and institutionalize OE pertaining to UT examination procedure issues through changes to 
station processes, procedures, and training programs to support plant safety. [P.2 (b)] (Section 6.1.6.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Mitigating Systems 

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to enter Technical Specification for residual heat removal service water maintenance 
The NRC identified a non-cited violation (NCV) of Technical Specifications (TS) 5.4.1.a, Procedures, for the 
licensee’s failure to follow OPDP-8, Operability Determination Process and Limiting Conditions for Operation 
Tracking. Specifically, the licensee failed to enter a seven day action statement C.1 of Technical Specification 3.7.1, 
Residual Heat Removal Service Water (RHRSW) system and Ultimate Heat Sink when planned maintenance rendered 
two RHRSW pumps inoperable. The licensee entered this issue into their corrective action program as Problem Event 
Report (PER) 751300.  
 
This finding was determined to be more than minor because if left uncorrected, the performance deficiency would 
have the potential to lead to a more significant safety concern. The finding affected the Mitigating Systems 
cornerstone and using IMC 0609.04, Initial Characterization of Findings and IMC 0609 Appendix A, Exhibit 2 
Mitigating Systems screening questions, the finding screened as very low safety significance (Green). The finding did 
not represent an actual loss of function of a single train for greater than its technical specification allowed outage time 
and did not represent an actual loss of function of one or more non-technical specification equipment for greater than 
24 hours because the licensee restored the C1 and C2 RHRSW pumps on July 5, 2013. The inspectors determined that 
this finding had a cross-cutting aspect in the area of human performance associated with the work practices 
component because the licensee failed to ensure that expectations for procedural compliance were properly 
communicated and that personnel followed procedures. [H.4.b]. (Section 1R13)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to clean the safety related pump pit once per two cycles 
An NRC identified finding (FIN) was identified for the licensee’s exceeding the maximum allowed periodicity for 
inspecting and cleaning the Residual Heat Removal Service Water (RHRSW) pump pit per Raw Water Corrosion 
Program procedure (NPG-SPP 9.7.3).  
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This finding was determined to be more than minor because, if left uncorrected, the failure to maintain the intake 
pump pit cleaning would have had the potential to lead to a more significant safety concern in that, it could lead to 
fouling of safety related coolers. challenging the heat exchanger heat removal function. The finding is associated with 
the Mitigating Systems cornerstone. Using IMC 0609 Appendix A, Exhibit 2, the finding screened as green because 
the finding did not represent an actual loss of function of a single train for greater than its technical specification 
allowed outage time and did not represent an actual loss of function of one or more non-technical specification 
equipment for greater than 24 hours. The cause of this finding was associated with the human performance area, 
resources component, cross cutting aspect of maintaining long term plant safety by maintenance of design margins 
and minimizing preventative maintenance deferrals due to the licensee not allocating resources to clean the intake 
pump pits. [H.2.(a)]. (Section 1R15)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to verify the capability of HPCI to achieve required flow and pressure within 30 seconds under 
accident conditions 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B,  
Criterion XI, “Test Control,” for the failure to ensure that post-maintenance and  
post-modification testing of the high pressure cooling injection (HPCI) pump  
adequately demonstrated that it could achieve design basis flow within 30  
seconds from a cold, non-oil-primed, turbine quick start under design basis  
conditions. This was a performance deficiency. The test configuration was less  
limiting than the design basis accident configuration, and the licensee had not  
verified by calculation or testing that the acceptance criteria in the test was  
adequate to demonstrate the HPCI pump could perform its function under design  
basis conditions. The licensee performed an operability review and documented  
the results in the corrective action program as Problem Evaluation Report  
690086.  
 
The performance deficiency was determined to be more than minor because it  
affected the Design Control attribute of the Mitigating Systems cornerstone  
objective of ensuring the availability, reliability, and capability of the HPCI pumps.  
Specifically, using procedure 3-SR-3.5.1.7, the licensee failed to demonstrate  
that the HPCI pump could achieve the required flow and discharge pressure  
under accident conditions as required by the design basis. Additional analysis  
was required to verify system operability. The team used Inspection Manual  
Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial  
Characterization of Findings,” and Appendix A, “The Significance Determination  
Process for Findings At-Power,” and determined that the finding was of very low  
safety significance (Green) because the finding was not a design deficiency  
resulting in the loss of functionality or operability. A cross-cutting aspect was not  
identified because this performance deficiency has existed since the original  
design of the plant and was not indicative of current licensee performance.  
(Section 1R21.2.1) 
Inspection Report# : 2013007 (pdf)  
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Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate the effects of the fialure of non-class 1 load center transformer cooling fans on the class 1 
4160-480V load center transformers and 480V shutdown boards 
The team identified a non-cited violation of 10 CFR 50, Appendix B,  
Criterion III, “Design Control,” involving the failure to evaluate the effects of a  
postulated failure of the load center transformer non-safety-related, non-Class  
1E cooling fans, which includes the fan power wiring and fan control equipment,  
on the safety-related Class 1E shutdown board load center transformers and  
480V shutdown boards. This was a performance deficiency. The licensee  
tested the fans and performed an operability evaluation as documented in  
Problem Evaluation Report 682254 to provide reasonable assurance that the  
safety-related transformers would not be damaged from postulated failures from  
the non-safety-related fans and be capable of operating when required for the  
design basis accident conditions.  
 
The performance deficiency was determined to be more than minor because the  
finding affected the Design Control attribute of the Mitigating Systems  
cornerstone objective of ensuring the availability, reliability, and capability of the  
load center transformers TS1A and TS1B and the 480V shutdown boards 1A  
and 1B respectively. Specifically, the licensee had not evaluated the effects of  
the failure of non-safety-related transformer cooling fans, on both the safetyrelated  
load center transformer and 480V shutdown board and resulted in a  
reasonable doubt of operability. The team used Inspection Manual Chapter  
0609, “Significance Determination Process,” Attachment 4, “Initial  
Characterization of Findings,” and Appendix A, “The Significance Determination  
Process for Findings At-Power,” and determined that the finding was of very low  
safety significance (Green) because the finding was not a design deficiency  
resulting in the loss of functionality or operability. A cross-cutting aspect was not  
identified because this performance deficiency has existed since November  
2004; therefore, not indicative of current licensee performance. (Section  
1R21.2.10) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 4160 VAC bus voltage in desgin calculations 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to perform analyses demonstrating that the degraded voltage relay (DVR) set points specified in 
technical specifications (TS) would ensure adequate voltage to safety-related equipment. This was a performance 
deficiency. The licensee entered this issue into their corrective action program as PERs 676678 and 696876. As 
immediate  
corrective actions, the licensee performed a sensitivity study to verify that the voltage at the DVR set points specified 
in TS could provide adequate starting voltage to a sample of limiting safety-related equipment. The performance 
deficiency was determined to be more than minor because it affected the Design Control attribute of the Mitigating 
Systems cornerstone objective of ensuring the availability, reliability, and capability of the 4160 volts alternating 
current buses. Specifically, the finding challenged the assurance that safety-related loads had adequate motor starting 
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voltage during required degraded voltage scenarios. The team used Inspection Manual Chapter 0609, 
“Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The 
Significance Determination Process for Findings At-Power,” and determined that the finding was of very low safety  
significance (Green) because the finding was not a design deficiency resulting in the loss of functionality or 
operability. A cross-cutting aspect was not identified because this performance deficiency has existed since 1993 and 
was not indicative of current licensee performance. (Section 1R21.2.16) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately identify, evaluate, and correct the EECW strainers degraded/non-conforming condition 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to promptly identify and take corrective actions to address a non-conforming condition adverse to  
quality related to three faulted strainers in the safety related Emergency Equipment Cooling Water system. This was a 
performance deficiency. The licensee initiated Problem Evaluation Report 677627 to perform a new operability  
evaluation since the operability evaluation in Problem Evaluation Report 208636 was found to be inadequate. The 
licensee concluded that there were no current operability issues. The performance deficiency was determined to be 
more than minor because it affected the Equipment Performance attribute of the Mitigating Systems cornerstone 
objective of ensuring the availability, reliability, and capability of the core spray system to respond to initiating 
events, in that, if left uncorrected could result in the plant not being able to sustain short-term heat removal under  
specific conditions. The team used Inspection Manual Chapter 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for 
Findings At-Power,” and determined that the finding was of very low safety significance (Green) because the finding 
was not a design deficiency resulting in the loss of functionality or operability. The team evaluated the finding for 
cross-cutting aspects and determined the finding was associated with the corrective action program component of the 
problem identification and resolution area, because the licensee did not perform a thorough evaluation of identified 
problems such that the resolutions addressed the underlying causes and extent of condition. [P.1(c)] (Section 1R21.4)
Inspection Report# : 2013007 (pdf)  

Significance:  May 24, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Two BFN assistant unit operators closed and danger tagged the A1 RHRSW pump manual discharge valve 
instead of the required A2 RHRSW pump discharge valve 
The team identified a Green, self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1, 
“Procedures.” The team determined that BFN’s clearance and tagging application related to the planned A2 residual 
heat removal service water (RHRSW) pump maintenance was not properly applied and verified as required by TVA 
Corporate Procedures NPG-SPP-10.2, Rev. 5, “Clearance Procedure to Safely Control Energy,” and NPG-SPP-10.3, 
Rev.1, “Verification Program." Two BFN assistant unit operators (AUOs) closed and danger tagged the A1 RHRSW 
pump manual discharge valve instead of the required A2 RHRSW pump discharge valve on May, 6, 2013. Upon 
starting the A1 RHRSW pump, control room alarms provided the operators indication of a system problem, and in the 
course of responding to the alarm, the operators noted the danger tag. The tags were removed and the pump was 
declared inoperable to fill and vent the system prior to returning it to an operable status. This issue was entered in to 
the corrective action program as PER 722859. The performance deficiencies were reasonably within BFNs ability to 
foresee and correct.  
 
This Finding was more than minor because it was associated with the human performance attribute which occurred 
when the AUOs closed and tagged the wrong RHRSW pump discharge valve. The AUOs errors adversely affected the 
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Mitigating System cornerstone objective of ensuring the availability, reliability, and capability of the RHRSW and 
RHR systems that respond to initiating events to prevent undesirable consequences. The team determined that this 
Finding was of very low safety significance (Green) because it did not represent an actual loss of safety function or 
safety systems out of service for greater than the TS allowed outage time. The team determined that this Finding had a 
cross-cutting aspect in the area of Human Performance, Work Practices, because BFN AUOs did not use self-
checking and peer checking human error prevention techniques to prevent the inadvertent closure and danger tagging 
of the A1 RHRSW pump manual discharge valve instead of the required A2 RHRSW pump valve during the 
application of a tagging clearance.  
[H.4(a)] (Section 5.2.2.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance personnel not following clearance procedure violation 
The team identified a Green non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The team 
determined that the maintenance Primary Authorized Employee (PAE) did not verify that all blocking points were 
danger tagged to ensure worker personal safety and equipment protection for the A2 RHRSW pump planned 
maintenance. The PAE’s decision to only verify two of nine clearance components was a violation of TVA Corporate 
Procedure NPG-SPP-10.2, Rev. 5, “Clearance Procedure to Safely Control Energy". The maintenance PAE did not 
ensure that the A2 RHRSW pump was isolated from an unexpected release of energy that could have resulted in 
personnel injury or pump damage. The PAE did not verify or recognize that the A2 RHRSW pump manual discharge 
valve was full open and not danger tagged closed on May, 6, 2013. This performance deficiency was reasonably 
within BFNs ability to foresee and correct.  
 
This Finding was more than minor because, if left uncorrected the BFN Maintenance Supervisor’s failure to follow 
the clearance and tagging procedure requirement to verify all danger tag blocking points, he only verified two of nine 
danger tags, for the A 2 RHRSW planned pump the performance deficiency would have the potential to lead to a more 
significant safety concern, such as more severe plant transients, engineered safeguard system malfunctions, and a 
higher probability of personnel injury. The team determined that this Finding was of very low safety significance 
(Green) because it did not represent an actual loss of safety function or safety systems out of service for greater than 
the TS allowed outage time. The team identified a cross-cutting aspect in the Work Practices component of the 
Human Performance area. Specifically, the licensee ensures supervisory and management oversight of work activities 
such that nuclear safety is supported. [H.2(c)]. (Section 5.2.2.2.2)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Conduct of operations procedure violation 
The team identified a Green, non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The 
team determined that assistant unit operators’ (AUOs) failure to comply with Procedure OPDP-1, Rev. 26, “Conduct 
of Operations,” Sections 4.2 K. and M., related to the missing A1 RHRSW pump discharge valve label plate and the 
AUO’s inadequate walkdown of the A1 RHRSW pump prior to the planned quarterly surveillance test pump start on 
May 6, 2013, were performance deficiencies that were reasonably within BFNs ability to foresee and correct. 
Immediate  
corrective actions by the licensee included revising the conduct of operations procedure, and enter the issue in the 
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corrective action program as PERs 13161, 701486, and 722859. 
 
This Finding was more than minor because, if TVA’s failure to follow the Procedure OPDP-1 requirements was left 
uncorrected, the performance deficiencies would have the potential to lead to a more significant safety concern, such 
as more severe plant transients, or engineered safeguard system actuations or malfunctions. Additionally, this issue is 
similar to Example 4.e in IMC 0612, Appendix E, “Examples of Minor Issues,” in that the A1 RHRSW pump 
discharge valve was missing the valve label plate and AUOs did not stop the A2 RHRSW pump clearance application 
to correct the valve label issue prior to proceeding with the danger tag application. This action was required by TVA 
Corporate Procedure OPDP-1, Rev. 26, “Conduct of Operations,” and resulted in an improper valve manipulation due, 
in part, to the missing label plate. The team determined that this Finding was of very low safety significance 
(GREEN) because it did not represent an actual loss of safety function or safety systems out of service for greater than 
the TS allowed outage time. The team determined that this Finding had a cross-cutting aspect in the area of Human 
Performance, Work Control. Specifically, the licensee plans and coordinates work activities, consistent with nuclear 
safety. In addition, the licensee appropriately coordinates work activities by incorporating actions to address: the 
impact of changes to the work scope or activity on the plant and human performance, the impact of the work on 
different job activities, and the need for work groups to maintain interfaces with offsite organizations, and 
communicate, coordinate, and cooperate with each other during activities in which interdepartmental coordination is 
necessary to assure plant and human performance, the need to keep personnel apprised of work status, the operational 
impact of work activities, and plant conditions that may affect work activities. [H.3(b)] (Section 5.2.2.2.3)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately implement procedure 3-SR-3.3.8.2.1(B) 
The team identified a non-cited violation of Technical Specification (TS) 5.4.1, which requires written procedures be 
established, implemented, and maintained covering activities referenced in NRC Regulatory Guide 1.33, Revision 2, 
Appendix A, dated February 1978, including surveillance tests. Specifically, a performance deficiency occurred, when 
the licensee failed to implement the procedure, which required that approved measuring and test equipment be used to 
measure the underfrequency relay settings during the performance of the Reactor Protection System circuit protector 
calibration surveillance procedure. Prompt corrective actions included determination that the equipment remained 
operable and entry of this issue into their corrective action program as problem evaluation report 731144.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern, because it could have affected the operability 
of the relays. The team used Inspection Manual Chapter 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for mitigating systems, and Inspection Manual Chapter 0609, Appendix. A, “The Significance 
Determination Process for Findings at Power,” issued June 19, 2012, and determined the Finding to be of very low 
safety significance (Green) because the Finding did not result in the loss of functionality or operability of a structure, 
system, or component. The team identified a crosscutting aspect in the work practices component of the Human 
Performance area, because the licensee did not define and effectively communicate expectations regarding procedural 
compliance and personnel did not follow procedures [H.4(b)]. (Section 5.2.2.2.4)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
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Failure to manage emergent risk condition during A1 and A2 RHRSW inoperability 
The team identified a self-revealing, Green non-cited violation (NCV) of 10 CFR 50.65 (a)(4), “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” due to BFN’s failure to adequately manage 
the impact of an emergent risk condition related to the A1 residual heat removal service water (RHRSW) quarterly 
surveillance test. BFN recognized the online maintenance risk condition however, failed to implement appropriate risk 
management actions (RMAs) in accordance with Procedure BFN-ODM-4.18, “Protected Equipment.” The ‘A’ and 
‘B’ emergency diesel generators were required to be protected. BFN entered this issue into their corrective action 
program (CAP) as SR 730356. Specifically, on May 6, 2013, with the A2 RHRSW pump inoperable for planned 
maintenance, the A1 RHRSW pump was declared inoperable during the A1 RHRSW pump quarterly test due to a 
tagging error that resulted in Assistant Unit Operators closing and danger tagging the A1 pump manual discharge 
valve instead of the required A2 pump discharge valve. Upon starting the A1 RHRSW pump, control room alarms 
provided the operators indication of a system problem, and in the course of responding to the alarm, the operators 
noted the danger tag. The tags were removed and the pump was declared inoperable to fill and vent the system prior to 
returning it to an operable status. This issue was entered in to the corrective action program as PER 722859 and 
731570.  
 
The team determined that BFN’s failure to adequately manage the impact of an emergent risk condition related to the 
A1 residual heat removal service water (RHRSW) quarterly surveillance test was a performance deficiency that was 
reasonably within BFNs ability to foresee and correct. The performance deficiency was determined to be more than 
minor and a Finding because, if the deficiency was left uncorrected, it had the potential to lead to a more significant 
safety concern. Specifically, the failure to take adequate RMAs could have led to unplanned inoperability of 
redundant TS or risk significant mitigating systems being relied upon to respond to initiating events to prevent 
undesirable consequences. The performance deficiency was also determined to be more than minor since it is similar 
to more than minor Example 7.e of Inspection Manual Chapter (IMC) 0612, Appendix E “Examples of Minor Issues.”
The Finding was evaluated in accordance with Appendix K, Maintenance Risk Assessment and Risk Management 
Significance Determination Process, of IMC 0609, “Significance Determination Process,” and was determined to be 
of very low safety significance (Green). This Finding has a cross-cutting aspect in the area of Human Performance, 
Work Control, because BFN failed to implement immediate RMAs and communicate to the station personnel the 
change in plant risk condition and protected equipment requirements that may affect work activities. [H.3.(b)]. 
(Section 5.2.2.2.5)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Requirements for concurrent verification, independent verification and peer checks 
The team identified a Green, non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The 
team determined that BFN’s Requirements for Concurrent Verification, Independent Verification, and Peer Checks 
were not consistently applied to plant procedures, instructions, and work documents as required by TVA Corporate 
Procedure NPG-SPP-10.3, Rev.1, “Verification Program," and regulatory requirement ANSI N18.7-1976/ANS-3.2, 
“Administrative Controls and Quality Assurance for Operational Phase Nuclear Power Plants.” BFN documented the 
issue in SRs 722559, 726755, and PERs 707531, 722859, and 727405.  
 
This finding was more than minor because, if BFN site verification procedure requirement issues and adherence are 
left uncorrected, the performance deficiency would have the potential to lead to a more significant safety concern, 
such as more severe plant transients, or engineered safeguard system actuations or malfunctions. Additionally, this 
issue is similar to Example 4.b in IMC 0612, Appendix E, “Examples of Minor Issues,” in that the recent inadequate 
use of human performance error prevention tools (self-checking, peer checking, and missing IVs and CVs in the 
Procedure NPG-SPP-10.3, Appendix “A,” list of 35 BFN systems that are required to have verifications for 
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procedures, instructions, and work documents) have resulted in a reactor scrams, unplanned safety and risk significant 
system inoperability and unavailability, or other transients. The Finding was determined to be of very low safety 
significance (Green) in accordance with Inspection Manual Chapter (IMC) 0609, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings,” and IMC 0609, Appendix A, “The Significant Determination Process 
(SDP) for Findings At-Power,” because it did not represent an actual loss of safety function or safety systems out of 
service for greater than the TS allowed outage time. The team identified a cross-cutting aspect in the Resources 
component of the Human Performance area, because the licensee did not ensure that procedures were available and 
adequate to assure nuclear safety. Specifically, accurate and up-to-date procedures, work packages, and correct 
labeling of components. [H.2(c)]. (Section 5.3.2.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient acceptance criteria for main battery bank 1 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures and Drawings, for 
the licensee’s failure to incorporate appropriate quantitative acceptance criteria into a station battery inspection 
Procedure. Specifically, Procedure EPI-00248-BAT005, “Annual Inspection of 250V DC Main Battery Banks 1, 2, 3 
and Associated Chargers,” Revisions 18 and 19 did not provide the correct acceptance criteria for the battery bank 
connection resistance results. Prompt corrective actions included determination that main battery bank 1 remained 
operable and entry of the issue into the corrective action program (SR 731341 and PER 732511).  
 
The team determined that BFN’s failure to establish correct quantitative acceptance criteria after main bank battery 
replacement and after changing the battery inspection methodology in the annual battery test inspection procedure was 
a performance deficiency. The performance deficiency was determined to be more than minor and a Finding because 
it was associated with the procedure quality attribute of the 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 (Green) because it was 
not a design or qualification deficiency and did not result in an actual loss of system and/or function. The Finding had 
a cross-cutting aspect in the area of Human Performance, Resources - Procedures, because BFN did not provide 
accurate and up-to-date procedures for the inspection of safety-related station batteries. [H.2(c)] (Section 5.3.2.2.3)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to translate the design into procedure 3-SR-3.3.8.2.1(B) 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to translate seismic uncertainties into acceptance criteria and measuring and test equipment 
accuracy requirements into the Reactor Protection System circuit protector calibration surveillance procedure. This 
was determined to be a performance deficiency. Prompt corrective actions included determination that the equipment 
remained operable and entry of this issue into their corrective action program as problem evaluation report 723605 
and 730495.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern because it could have affected the operability 
of the relays. The team used Inspection Manual Chapter 0609, Attachment 4, “Initial Characterization of Findings,”
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issued June 19, 2012, for mitigating systems, and Inspection Manual Chapter 0609, Appendix. A, “The Significance 
Determination Process for Findings at Power,” issued June 19, 2012, and determined the Finding to be of very low 
safety significance (Green) because the Finding did not result in the loss of functionality or operability of a structure, 
system, or component. The team did not identify a cross-cutting aspect because this performance deficiency has 
existed since 2006 and is not indicative of current licensee performance. (Section 5.3.2.2.4)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement an adequate test program for RHRSWS and EECS 
The team identified a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control, because the licensee 
did not establish a test program for Residual Heat Removal Service Water (RHRSW) and Emergency Equipment 
Cooling Water (EECW) pumps such that the test adequately demonstrated the pumps would perform satisfactorily in 
service. Specifically, BFN did not perform RHRSW/EECW pump performance testing such that it adequately 
accounted for river water temperature impact on the pump lift, which affected pump flow and vibration performance. 
The test program did not account for changes to pump lift caused by river water temperature changes; as a result the 
test program did not adequately monitor pump and system performance and degradation. The licensee completed a 
prompt operability determination verifying that the pumps remained operable and documented the issue in PERs 
730497 and 741036.  
The Finding was more than minor because at affected the Mitigating System Cornerstone and if left uncorrected, 
could become a more significant safety concern. The team determined the Finding was of very low safety significance 
because it was not a design or qualification deficiency, and it did not result in an actual loss of one or more trains of 
the RHRSW or EECW systems and/or their function. The Finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because the licensee did not to thoroughly evaluate the 
changes in RHRSW and EECW pump performance such that the resolution addressed the causes and extent-of-
condition. [P.1(c)] (Section 5.4.3.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient design control for RHR service water freeze protection 
The team identified a green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, Design Control, 
involving the failure to maintain adequate design control measures associated with the residual heat remove service 
water (RHRSW) system freeze protection. Specifically, the team identified that freeze protection was not installed on 
two RHRSW pump air relief valves (ARV) to maintain operability of the RHRSW system during extended periods of 
cold weather. BFN entered the issue into their corrective action program under SRs 731375, 727908, and 732519 and 
PER 732519 and concluded that an immediate operability concern was not present due to the current warm weather 
conditions and recent satisfactory pump testing. Additionally, BFN performed a detailed inspection of ARVs on all 12 
RHRSW pumps, and identified deficiencies on ARVs for eight pumps and entered each item into the CAP.  
 
The team determined that failure to maintain adequate design control measures associated with the RHRSW system 
freeze protection was a performance deficiency. This Finding was more than minor because it adversely affected the 
design control attribute of the Mitigating Systems cornerstone and the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. Using 
Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
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team determined that the Finding was of very low safety significance (Green) because it was a deficiency affecting the 
design or qualification of a mitigating system, structure or component (SSC), where the SSC maintained its 
operability. The Finding had a cross-cutting aspect in the area of problem identification and resolution, corrective 
action program problem identification, because BFN did not maintain a low threshold for issue identification such that 
this issue was identified and resolved during numerous previous focused inspections of the RHRSW system 
configuration. [P.1(a)] (Section 6.1.4.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement preventive maintenance program 
A self-revealing Apparent Violation (AV) of 10 CFR 50 Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, was identified for the licensee’s failure to establish an adequate preventive maintenance program as 
required by procedure NPG-SPP-06.2, Preventive Maintenance. Specifically, the Residual Heat Removal Service 
Water Pump D1 Cross-Tie to Emergency Equipment Cooling Water Valve (0-FCV-067-0048), was not maintained in 
a manner that ensured it would perform its design function. The failed valve was replaced on January 16, 2013, with a 
new valve with a stainless steel disk. Further corrective actions were planned to develop adequate preventive 
maintenance activities for this valve. The licensee entered this issue into their corrective action program as PER 
671314.  
 
This finding was determined to be more than minor because it was associated with the Protection Against External 
Events (fires) attribute of the Mitigating Systems cornerstone objective and adversely affected the cornerstone 
objective to ensure availability, reliability and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, the 0-FCV-067-0048 valve failed and could not perform its 
isolation function credited in the safe shutdown analysis. Because the finding could not be screened as very low safety 
significance (Green), nor its safety significance determined prior to issuing the inspection report, it is being 
characterized as “To Be Determined (TBD).” The cause of this finding was directly related to the cross-cutting aspect 
of Appropriately Coordinating Work Activities in the Work Control component of the Human Performance area, 
because maintenance activities for 0-FCV-067-0048 were more reactive than preventive. [H.3(b)], (Section 1R15)  
 
Inspection Report# : 2013002 (pdf)  
Inspection Report# : 2013003 (pdf)  

Significance:  Oct 23, 2010 
Identified By: Self-Revealing 
Item Type: VIO Violation 
RHR subsystem inoperable beyond the TS allowed outage time 
Browns Ferry Nuclear Plant Unit 1 Technical Specification (TS) LCO 3.5.1, Emergency Core Cooling System 
(ECCS) - Operating, requires, in part, that each ECCS injection/spray subsystem shall be operable in Modes 1, 2 and 
3. Action statement Condition A states that with one low pressure ECCS injection/spray subsystem inoperable, restore 
the low pressure ECCS injection/spray subsystem to operable status with seven days. Action statement Condition B 
states that with the required action and associated completion time of Condition A not met, be in Mode 3 within 12 
hours and in Mode 4 within 36 hours.  
 
Contrary to the above, from March 13, 2009, to October 23, 2010, a Unit 1 low pressure ECCS injection/spray 
subsystem was inoperable while in Modes 1, 2 and 3, and the licensee failed to restore the subsystem to operable 
status within seven days, or complete Action statement Condition A and B within the required time. Specifically, the 
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Unit 1 Residual Heat Removal Loop II subsystem was inoperable, because the licensee failed to maintain the Unit 1 
outboard Low Pressure Coolant Injection (LPCI) valve 1-FCV-74-66 in an operable condition, which rendered a low 
pressure ECCS injection/spray subsystem (the RHR loop II subsystem) inoperable while Unit 1 was operating in 
Mode 1.  
 
Inspection Report# : 2011008 (pdf)  

Barrier Integrity 

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control a modification to the seismically mounted control room ceiling ligh diffusers 
The team identified a Green, NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, 
“Design Control,” for the licensee’s failure to control deviations from the as built control room envelope design for 
seismically mounted ceiling light diffusers in accordance with instructions that assure quality standards are controlled. 
Specifically, contrary to the procedure the licensee unsecured three seismically mounted control room ceiling light 
diffusers and slid them over the top of other light diffusers creating a seismic missile hazard that could have impacted 
control room ventilation damper actuators. Once the licensee understood that unfastening the ceiling light diffusers 
and sliding them over top of other diffusers was creating unanalyzed modifications, the licensee removed the ceiling 
diffusers from the overhead and placed them in a seismically safe condition. In addition, the licensee clarified the 
procedure step to have the ceiling light diffusers removed completely. The licensee entered this issue into their CAP 
as PER 730443. The failure to control a planned modification of the seismically mounted control room ceiling light 
diffusers was a performance deficiency (PD).  
 
The PD was more than minor because it is associated with the design control attribute of the barrier integrity 
cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Using Inspection Manual Chapter 
0609.04, “Phase 1-Initial Screening and Characterization of Findings,” the team determined that the Finding had very 
low safety significance (Green) because the Finding only represents a degradation of the radiological barrier function 
for the control room. This Finding has a cross-cutting aspect in the area of human performance because the licensee 
did not define and effectively communicate expectations regarding procedural compliance and personnel follow 
procedures. (H.4.(b) (Section 5.2.4.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 

Last modified : December 03, 2013 
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Browns Ferry 1 
4Q/2013 Plant Inspection Findings 

Initiating Events 

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions to address programmatic procedure quality issue 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” 
due to BFNs failure to take corrective action to preclude repetition of a significant condition adverse to quality 
regarding procedure quality. Specifically, BFN self-identified corrective actions implemented to address inadequate 
procedures but did not identify and address a significant contributor to the inadequate procedures, resulting in several 
additional plant performance issues. The team identified multiple inadequate procedures across most BFN 
departments during the inspection document review and onsite inspection. BFN has conducted root causes, developed 
and implemented numerous corrective actions; however, procedural deficiencies continued to contribute to plant 
shutdowns, unplanned component unavailability, and rework activities. BFN documented the issue in PERs 680792 
739429, and 740212.  
 
This Finding was determined to be more than minor because it associated with the human performance attribute of the 
Initiating Events cornerstone and adversely affected the cornerstone objective to limit this likelihood of events that 
upset plant stability and challenge critical safety functions during shutdown as well as power operations. Using 
Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
team determined that the Finding was of very low safety significance because it did not cause a reactor trip and the 
loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable shutdown 
condition (e.g. loss of condenser, loss of feedwater). The team determined that the Finding has a cross-cutting aspect 
in the area of problem identification and resolution, corrective action program, because BFN did not thoroughly 
evaluate the extent of condition associated with inadequate procedures such that the corrective actions resolved the 
issue and prevented repetition. [P.1(c)] (Section 5.3.2.2.2)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish qualified ultrasonic examination procedures 
The team identified a NCV of 10 CFR 50, Appendix B, Criterion IX, Control of Special Processes for the licensee’s 
failure to control non-destructive examination (NDE) activities by not having qualified NDE procedures required by 
applicable codes, standards, specifications, criteria, and other special requirements. Specifically, four Ultrasonic (UT) 
examination procedures did not contain any of the required American Society of Mechanical Engineers (ASME) Code 
Section XI, Appendix VIII essential variables or the explicit requirement to perform the UT examinations using 
applicable Performance Demonstrated Initiative (PDI) procedures. The licensee initiated prompt corrective actions to 
revise all UT implementing procedures to become qualified in accordance with ASME Code Section XI, Appendix 
VIII requirements and entered the issue into their corrective action program (PERs 730250 and 721446).  
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The Finding was more than minor, because it affected the Initiating Event cornerstone and if left uncorrected, could 
become a more significant safety concern. Absent NRC identification of this PD, the licensee could have continued 
performance of UT examinations on safety-related components using unqualified procedures. Performance of UT 
examination using unqualified procedures could lead to safety-related components with unacceptable service-induced 
flaws being returned to service without ASME code-specified evaluation or repair. The team determined the Finding 
was of very low significance because the Finding was not likely to result in exceeding the RCS leak rate for a small 
loss of coolant accident (LOCA) or cause total loss of function for a LOCA mitigating system. This Finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience (OE) because the 
licensee did not implement and institutionalize OE pertaining to UT examination procedure issues through changes to 
station processes, procedures, and training programs to support plant safety. [P.2 (b)] (Section 6.1.6.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Mitigating Systems 

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate compensatory actions to minimize the effects of impaired fire proteciton equipment on fire safe 
shutdown 
The inspectors identified a Green non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) Unit Nos. 1, 2, and 
3 Technical Specification 5.4.1.d for the failure to establish procedural guidance to implement compensatory 
measures for the high pressure fire protection (HPFP) system in support of the Fire Protection Report (FPR) and Safe 
Shutdown Instructions (SSI). The licensee entered this condition in their corrective action program (CAP) as problem 
evaluation report (PER) 812090 and issued an operations’ Standing Order which supplemented existing fire watch 
patrol compensatory measures in Fire Area (FA) 25-1. The licensee’s failure to establish appropriate compensatory 
measures supporting the FPR and the SSI to ensure an adequate water supply remained available when the diesel 
driven fire pump was taken out of service was a performance deficiency. The performance deficiency was more-than-
minor because it was associated with the protection against external events (fire) attribute of the Mitigating Systems 
Cornerstone and that it 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 
was screened in accordance with NRC IMC 0609, “Significance Determination Process”, dated June 2, 2011, 
Attachment 4 “Initial Characterization of Findings”. This screening determined that an IMC 0609, Appendix F  
“Fire Protection Significance Determination Process” was required because it affected fixed fire protection systems. 
Attachment 1, Step 1.4.2, “Fixed Fire Protection Systems” screened the finding to very low safety significance 
(Green) since the impact of a fire in FA 25-1 is limited to no more than one train/division important to safety and that 
the reactor would be able to reach and maintain safe shutdown condition. The inspectors determined that no cross 
cutting aspect was applicable to this performance deficiency this finding because the operability requirements and  
compensatory actions in effect had been developed in the past (1988) and were not indicative of current licensee 
performance.. (Section R10.10) 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate evaluation of combustible material control fire protection program change 
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The inspectors identified a Severity Level IV, non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) 
Renewed Facility Operating License Conditions 2.C.(13), (14), and (7) for Units 1, 2, and 3, respectively, and an 
associated finding of very low safety significance (Green) for the failure to perform an evaluation of the impact of a 
change to the Fire Protection Report on the fire protection license conditions, as directed by the licensee’s procedure, 
FPDP-3, Management of the Fire Protection Report, Revision 3. The failure to adequately evaluate the impact of the 
change, which permitted the use of fire retardant treated wood materials as transient fire loads in safety related plant 
areas without further approval, resulted in the implementation of a change to the Fire Protection Program (FPP) that 
could have adversely affected the ability to achieve and maintain safe shutdown. The licensee also failed to submit the 
FPP change to the NRC for review and approval prior to implementation which impacted the ability of the NRC to 
perform its regulatory oversight function. The licensee entered the issue into their corrective action program (CAP) as 
problem evaluation report PER 812091 and issued an operations’ Fire Protection Section Instruction Letter to require 
all wood products to be evaluated when left unattended in any plant fire area. The inspectors determined that this 
finding was more than minor because if left uncorrected, could become a more significant safety concern. 
Specifically, if the licensee does not limit transient fire loads (including fire retardant treated wood) to below the 
capability of suppression systems or fire barrier ratings for a specific fire area as evaluated by the station’s fire hazard 
analysis, a fire could spread to other fire areas and affect the ability to achieve and maintain safe shutdown in the 
event of a fire. The finding was evaluated using IMC 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for Mitigating Systems, and IMC 0609, Appendix F, “Fire Protection Significance 
determination Process,” issued September 20, 2013, and the inspectors determined the finding was of very low safety 
significance (Green) because the reactor would have been able to reach and maintain safe shutdown  
conditions under actual fire loading conditions. The SDP, however, does not specifically consider the regulatory 
process impact. Thus, although not related to a common regulatory concern, it is necessary to address the violation 
and finding using different processes to correctly reflect both the regulatory importance of the violation and the  
safety significance of the associated finding. The traditional enforcement violation was evaluated using the NRC 
Enforcement Policy, dated January 28, 2013, revised July 9, 2013, and the inspectors determined the violation was 
SL-IV per Section 6.1.d.2 of the Enforcement Policy, because the associated finding was evaluated by the SDP as 
having very low safety significance (i.e., Green). The inspectors determined failure to obtain prior NRC approval for 
fire protection program changes was similar to violations of 10 CFR 50.59 for enforcement purposes. No cross-cutting 
aspect was assigned to this finding because the cause of the finding was not indicative of present licensee 
performance, since the change to the Fire Protection Report occurred in 2003. (Section 1R05.11) 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet the requirements of large fire and explosion mitigation strategies 
The inspectors identified a Green non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) Units 1, 2 and 3, 
Renewed Operating License Conditions 2.C(4)(b)(7), 2.C(6)(b)(7) and 2.C(10)(b)(7) respectively, for the licensee's 
failure to meet the requirements of the license condition for large fires or explosion mitigation strategies as discussed 
in Enclosure 2. 
Inspection Report# : 2013010 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to enter Technical Specification for residual heat removal service water maintenance 
The NRC identified a non-cited violation (NCV) of Technical Specifications (TS) 5.4.1.a, Procedures, for the 
licensee’s failure to follow OPDP-8, Operability Determination Process and Limiting Conditions for Operation 
Tracking. Specifically, the licensee failed to enter a seven day action statement C.1 of Technical Specification 3.7.1, 
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Residual Heat Removal Service Water (RHRSW) system and Ultimate Heat Sink when planned maintenance rendered 
two RHRSW pumps inoperable. The licensee entered this issue into their corrective action program as Problem Event 
Report (PER) 751300.  
 
This finding was determined to be more than minor because if left uncorrected, the performance deficiency would 
have the potential to lead to a more significant safety concern. The finding affected the Mitigating Systems 
cornerstone and using IMC 0609.04, Initial Characterization of Findings and IMC 0609 Appendix A, Exhibit 2 
Mitigating Systems screening questions, the finding screened as very low safety significance (Green). The finding did 
not represent an actual loss of function of a single train for greater than its technical specification allowed outage time 
and did not represent an actual loss of function of one or more non-technical specification equipment for greater than 
24 hours because the licensee restored the C1 and C2 RHRSW pumps on July 5, 2013. The inspectors determined that 
this finding had a cross-cutting aspect in the area of human performance associated with the work practices 
component because the licensee failed to ensure that expectations for procedural compliance were properly 
communicated and that personnel followed procedures. [H.4.b]. (Section 1R13)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to clean the safety related pump pit once per two cycles 
An NRC identified finding (FIN) was identified for the licensee’s exceeding the maximum allowed periodicity for 
inspecting and cleaning the Residual Heat Removal Service Water (RHRSW) pump pit per Raw Water Corrosion 
Program procedure (NPG-SPP 9.7.3).  
 
This finding was determined to be more than minor because, if left uncorrected, the failure to maintain the intake 
pump pit cleaning would have had the potential to lead to a more significant safety concern in that, it could lead to 
fouling of safety related coolers. challenging the heat exchanger heat removal function. The finding is associated with 
the Mitigating Systems cornerstone. Using IMC 0609 Appendix A, Exhibit 2, the finding screened as green because 
the finding did not represent an actual loss of function of a single train for greater than its technical specification 
allowed outage time and did not represent an actual loss of function of one or more non-technical specification 
equipment for greater than 24 hours. The cause of this finding was associated with the human performance area, 
resources component, cross cutting aspect of maintaining long term plant safety by maintenance of design margins 
and minimizing preventative maintenance deferrals due to the licensee not allocating resources to clean the intake 
pump pits. [H.2.(a)]. (Section 1R15)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to verify the capability of HPCI to achieve required flow and pressure within 30 seconds under 
accident conditions 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B,  
Criterion XI, “Test Control,” for the failure to ensure that post-maintenance and  
post-modification testing of the high pressure cooling injection (HPCI) pump  
adequately demonstrated that it could achieve design basis flow within 30  
seconds from a cold, non-oil-primed, turbine quick start under design basis  
conditions. This was a performance deficiency. The test configuration was less 
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limiting than the design basis accident configuration, and the licensee had not 
verified by calculation or testing that the acceptance criteria in the test was  
adequate to demonstrate the HPCI pump could perform its function under design  
basis conditions. The licensee performed an operability review and documented  
the results in the corrective action program as Problem Evaluation Report  
690086.  
 
The performance deficiency was determined to be more than minor because it  
affected the Design Control attribute of the Mitigating Systems cornerstone  
objective of ensuring the availability, reliability, and capability of the HPCI pumps.  
Specifically, using procedure 3-SR-3.5.1.7, the licensee failed to demonstrate  
that the HPCI pump could achieve the required flow and discharge pressure  
under accident conditions as required by the design basis. Additional analysis  
was required to verify system operability. The team used Inspection Manual  
Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial  
Characterization of Findings,” and Appendix A, “The Significance Determination  
Process for Findings At-Power,” and determined that the finding was of very low  
safety significance (Green) because the finding was not a design deficiency  
resulting in the loss of functionality or operability. A cross-cutting aspect was not  
identified because this performance deficiency has existed since the original  
design of the plant and was not indicative of current licensee performance.  
(Section 1R21.2.1) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to evaluate the effects of the fialure of non-class 1 load center transformer cooling fans on the class 1 
4160-480V load center transformers and 480V shutdown boards 
The team identified a non-cited violation of 10 CFR 50, Appendix B,  
Criterion III, “Design Control,” involving the failure to evaluate the effects of a  
postulated failure of the load center transformer non-safety-related, non-Class  
1E cooling fans, which includes the fan power wiring and fan control equipment,  
on the safety-related Class 1E shutdown board load center transformers and  
480V shutdown boards. This was a performance deficiency. The licensee  
tested the fans and performed an operability evaluation as documented in  
Problem Evaluation Report 682254 to provide reasonable assurance that the  
safety-related transformers would not be damaged from postulated failures from  
the non-safety-related fans and be capable of operating when required for the  
design basis accident conditions.  
 
The performance deficiency was determined to be more than minor because the  
finding affected the Design Control attribute of the Mitigating Systems  
cornerstone objective of ensuring the availability, reliability, and capability of the  
load center transformers TS1A and TS1B and the 480V shutdown boards 1A  
and 1B respectively. Specifically, the licensee had not evaluated the effects of  
the failure of non-safety-related transformer cooling fans, on both the safetyrelated  
load center transformer and 480V shutdown board and resulted in a  
reasonable doubt of operability. The team used Inspection Manual Chapter  
0609, “Significance Determination Process,” Attachment 4, “Initial 
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Characterization of Findings,” and Appendix A, “The Significance Determination 
Process for Findings At-Power,” and determined that the finding was of very low  
safety significance (Green) because the finding was not a design deficiency  
resulting in the loss of functionality or operability. A cross-cutting aspect was not  
identified because this performance deficiency has existed since November  
2004; therefore, not indicative of current licensee performance. (Section  
1R21.2.10) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 4160 VAC bus voltage in desgin calculations 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to perform analyses demonstrating that the degraded voltage relay (DVR) set points specified in 
technical specifications (TS) would ensure adequate voltage to safety-related equipment. This was a performance 
deficiency. The licensee entered this issue into their corrective action program as PERs 676678 and 696876. As 
immediate  
corrective actions, the licensee performed a sensitivity study to verify that the voltage at the DVR set points specified 
in TS could provide adequate starting voltage to a sample of limiting safety-related equipment. The performance 
deficiency was determined to be more than minor because it affected the Design Control attribute of the Mitigating 
Systems cornerstone objective of ensuring the availability, reliability, and capability of the 4160 volts alternating 
current buses. Specifically, the finding challenged the assurance that safety-related loads had adequate motor starting 
voltage during required degraded voltage scenarios. The team used Inspection Manual Chapter 0609,  
“Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The 
Significance Determination Process for Findings At-Power,” and determined that the finding was of very low safety  
significance (Green) because the finding was not a design deficiency resulting in the loss of functionality or 
operability. A cross-cutting aspect was not identified because this performance deficiency has existed since 1993 and 
was not indicative of current licensee performance. (Section 1R21.2.16) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately identify, evaluate, and correct the EECW strainers degraded/non-conforming condition 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to promptly identify and take corrective actions to address a non-conforming condition adverse to  
quality related to three faulted strainers in the safety related Emergency Equipment Cooling Water system. This was a 
performance deficiency. The licensee initiated Problem Evaluation Report 677627 to perform a new operability  
evaluation since the operability evaluation in Problem Evaluation Report 208636 was found to be inadequate. The 
licensee concluded that there were no current operability issues. The performance deficiency was determined to be 
more than minor because it affected the Equipment Performance attribute of the Mitigating Systems cornerstone 
objective of ensuring the availability, reliability, and capability of the core spray system to respond to initiating 
events, in that, if left uncorrected could result in the plant not being able to sustain short-term heat removal under  
specific conditions. The team used Inspection Manual Chapter 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for 
Findings At-Power,” and determined that the finding was of very low safety significance (Green) because the finding 
was not a design deficiency resulting in the loss of functionality or operability. The team evaluated the finding for 
cross-cutting aspects and determined the finding was associated with the corrective action program component of the 
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problem identification and resolution area, because the licensee did not perform a thorough evaluation of identified 
problems such that the resolutions addressed the underlying causes and extent of condition. [P.1(c)] (Section 1R21.4)
Inspection Report# : 2013007 (pdf)  

Significance:  May 24, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Two BFN assistant unit operators closed and danger tagged the A1 RHRSW pump manual discharge valve 
instead of the required A2 RHRSW pump discharge valve 
The team identified a Green, self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1, 
“Procedures.” The team determined that BFN’s clearance and tagging application related to the planned A2 residual 
heat removal service water (RHRSW) pump maintenance was not properly applied and verified as required by TVA 
Corporate Procedures NPG-SPP-10.2, Rev. 5, “Clearance Procedure to Safely Control Energy,” and NPG-SPP-10.3, 
Rev.1, “Verification Program." Two BFN assistant unit operators (AUOs) closed and danger tagged the A1 RHRSW 
pump manual discharge valve instead of the required A2 RHRSW pump discharge valve on May, 6, 2013. Upon 
starting the A1 RHRSW pump, control room alarms provided the operators indication of a system problem, and in the 
course of responding to the alarm, the operators noted the danger tag. The tags were removed and the pump was 
declared inoperable to fill and vent the system prior to returning it to an operable status. This issue was entered in to 
the corrective action program as PER 722859. The performance deficiencies were reasonably within BFNs ability to 
foresee and correct.  
 
This Finding was more than minor because it was associated with the human performance attribute which occurred 
when the AUOs closed and tagged the wrong RHRSW pump discharge valve. The AUOs errors adversely affected the 
Mitigating System cornerstone objective of ensuring the availability, reliability, and capability of the RHRSW and 
RHR systems that respond to initiating events to prevent undesirable consequences. The team determined that this 
Finding was of very low safety significance (Green) because it did not represent an actual loss of safety function or 
safety systems out of service for greater than the TS allowed outage time. The team determined that this Finding had a 
cross-cutting aspect in the area of Human Performance, Work Practices, because BFN AUOs did not use self-
checking and peer checking human error prevention techniques to prevent the inadvertent closure and danger tagging 
of the A1 RHRSW pump manual discharge valve instead of the required A2 RHRSW pump valve during the 
application of a tagging clearance.  
[H.4(a)] (Section 5.2.2.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance personnel not following clearance procedure violation 
The team identified a Green non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The team 
determined that the maintenance Primary Authorized Employee (PAE) did not verify that all blocking points were 
danger tagged to ensure worker personal safety and equipment protection for the A2 RHRSW pump planned 
maintenance. The PAE’s decision to only verify two of nine clearance components was a violation of TVA Corporate 
Procedure NPG-SPP-10.2, Rev. 5, “Clearance Procedure to Safely Control Energy". The maintenance PAE did not 
ensure that the A2 RHRSW pump was isolated from an unexpected release of energy that could have resulted in 
personnel injury or pump damage. The PAE did not verify or recognize that the A2 RHRSW pump manual discharge 
valve was full open and not danger tagged closed on May, 6, 2013. This performance deficiency was reasonably 
within BFNs ability to foresee and correct.  
 

4Q/2013 Inspection Findings - Browns Ferry 1

Page 7 of 14



This Finding was more than minor because, if left uncorrected the BFN Maintenance Supervisor’s failure to follow 
the clearance and tagging procedure requirement to verify all danger tag blocking points, he only verified two of nine 
danger tags, for the A 2 RHRSW planned pump the performance deficiency would have the potential to lead to a more 
significant safety concern, such as more severe plant transients, engineered safeguard system malfunctions, and a 
higher probability of personnel injury. The team determined that this Finding was of very low safety significance 
(Green) because it did not represent an actual loss of safety function or safety systems out of service for greater than 
the TS allowed outage time. The team identified a cross-cutting aspect in the Work Practices component of the 
Human Performance area. Specifically, the licensee ensures supervisory and management oversight of work activities 
such that nuclear safety is supported. [H.2(c)]. (Section 5.2.2.2.2)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Conduct of operations procedure violation 
The team identified a Green, non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The 
team determined that assistant unit operators’ (AUOs) failure to comply with Procedure OPDP-1, Rev. 26, “Conduct 
of Operations,” Sections 4.2 K. and M., related to the missing A1 RHRSW pump discharge valve label plate and the 
AUO’s inadequate walkdown of the A1 RHRSW pump prior to the planned quarterly surveillance test pump start on 
May 6, 2013, were performance deficiencies that were reasonably within BFNs ability to foresee and correct. 
Immediate  
corrective actions by the licensee included revising the conduct of operations procedure, and enter the issue in the 
corrective action program as PERs 13161, 701486, and 722859.  
 
This Finding was more than minor because, if TVA’s failure to follow the Procedure OPDP-1 requirements was left 
uncorrected, the performance deficiencies would have the potential to lead to a more significant safety concern, such 
as more severe plant transients, or engineered safeguard system actuations or malfunctions. Additionally, this issue is 
similar to Example 4.e in IMC 0612, Appendix E, “Examples of Minor Issues,” in that the A1 RHRSW pump 
discharge valve was missing the valve label plate and AUOs did not stop the A2 RHRSW pump clearance application 
to correct the valve label issue prior to proceeding with the danger tag application. This action was required by TVA 
Corporate Procedure OPDP-1, Rev. 26, “Conduct of Operations,” and resulted in an improper valve manipulation due, 
in part, to the missing label plate. The team determined that this Finding was of very low safety significance 
(GREEN) because it did not represent an actual loss of safety function or safety systems out of service for greater than 
the TS allowed outage time. The team determined that this Finding had a cross-cutting aspect in the area of Human 
Performance, Work Control. Specifically, the licensee plans and coordinates work activities, consistent with nuclear 
safety. In addition, the licensee appropriately coordinates work activities by incorporating actions to address: the 
impact of changes to the work scope or activity on the plant and human performance, the impact of the work on 
different job activities, and the need for work groups to maintain interfaces with offsite organizations, and 
communicate, coordinate, and cooperate with each other during activities in which interdepartmental coordination is 
necessary to assure plant and human performance, the need to keep personnel apprised of work status, the operational 
impact of work activities, and plant conditions that may affect work activities. [H.3(b)] (Section 5.2.2.2.3)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately implement procedure 3-SR-3.3.8.2.1(B)
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The team identified a non-cited violation of Technical Specification (TS) 5.4.1, which requires written procedures be 
established, implemented, and maintained covering activities referenced in NRC Regulatory Guide 1.33, Revision 2, 
Appendix A, dated February 1978, including surveillance tests. Specifically, a performance deficiency occurred, when 
the licensee failed to implement the procedure, which required that approved measuring and test equipment be used to 
measure the underfrequency relay settings during the performance of the Reactor Protection System circuit protector 
calibration surveillance procedure. Prompt corrective actions included determination that the equipment remained 
operable and entry of this issue into their corrective action program as problem evaluation report 731144.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern, because it could have affected the operability 
of the relays. The team used Inspection Manual Chapter 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for mitigating systems, and Inspection Manual Chapter 0609, Appendix. A, “The Significance 
Determination Process for Findings at Power,” issued June 19, 2012, and determined the Finding to be of very low 
safety significance (Green) because the Finding did not result in the loss of functionality or operability of a structure, 
system, or component. The team identified a crosscutting aspect in the work practices component of the Human 
Performance area, because the licensee did not define and effectively communicate expectations regarding procedural 
compliance and personnel did not follow procedures [H.4(b)]. (Section 5.2.2.2.4)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to manage emergent risk condition during A1 and A2 RHRSW inoperability 
The team identified a self-revealing, Green non-cited violation (NCV) of 10 CFR 50.65 (a)(4), “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” due to BFN’s failure to adequately manage 
the impact of an emergent risk condition related to the A1 residual heat removal service water (RHRSW) quarterly 
surveillance test. BFN recognized the online maintenance risk condition however, failed to implement appropriate risk 
management actions (RMAs) in accordance with Procedure BFN-ODM-4.18, “Protected Equipment.” The ‘A’ and 
‘B’ emergency diesel generators were required to be protected. BFN entered this issue into their corrective action 
program (CAP) as SR 730356. Specifically, on May 6, 2013, with the A2 RHRSW pump inoperable for planned 
maintenance, the A1 RHRSW pump was declared inoperable during the A1 RHRSW pump quarterly test due to a 
tagging error that resulted in Assistant Unit Operators closing and danger tagging the A1 pump manual discharge 
valve instead of the required A2 pump discharge valve. Upon starting the A1 RHRSW pump, control room alarms 
provided the operators indication of a system problem, and in the course of responding to the alarm, the operators 
noted the danger tag. The tags were removed and the pump was declared inoperable to fill and vent the system prior to 
returning it to an operable status. This issue was entered in to the corrective action program as PER 722859 and 
731570.  
 
The team determined that BFN’s failure to adequately manage the impact of an emergent risk condition related to the 
A1 residual heat removal service water (RHRSW) quarterly surveillance test was a performance deficiency that was 
reasonably within BFNs ability to foresee and correct. The performance deficiency was determined to be more than 
minor and a Finding because, if the deficiency was left uncorrected, it had the potential to lead to a more significant 
safety concern. Specifically, the failure to take adequate RMAs could have led to unplanned inoperability of 
redundant TS or risk significant mitigating systems being relied upon to respond to initiating events to prevent 
undesirable consequences. The performance deficiency was also determined to be more than minor since it is similar 
to more than minor Example 7.e of Inspection Manual Chapter (IMC) 0612, Appendix E “Examples of Minor Issues.”
The Finding was evaluated in accordance with Appendix K, Maintenance Risk Assessment and Risk Management 
Significance Determination Process, of IMC 0609, “Significance Determination Process,” and was determined to be 
of very low safety significance (Green). This Finding has a cross-cutting aspect in the area of Human Performance, 
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Work Control, because BFN failed to implement immediate RMAs and communicate to the station personnel the 
change in plant risk condition and protected equipment requirements that may affect work activities. [H.3.(b)]. 
(Section 5.2.2.2.5)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Requirements for concurrent verification, independent verification and peer checks 
The team identified a Green, non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The 
team determined that BFN’s Requirements for Concurrent Verification, Independent Verification, and Peer Checks 
were not consistently applied to plant procedures, instructions, and work documents as required by TVA Corporate 
Procedure NPG-SPP-10.3, Rev.1, “Verification Program," and regulatory requirement ANSI N18.7-1976/ANS-3.2, 
“Administrative Controls and Quality Assurance for Operational Phase Nuclear Power Plants.” BFN documented the 
issue in SRs 722559, 726755, and PERs 707531, 722859, and 727405.  
 
This finding was more than minor because, if BFN site verification procedure requirement issues and adherence are 
left uncorrected, the performance deficiency would have the potential to lead to a more significant safety concern, 
such as more severe plant transients, or engineered safeguard system actuations or malfunctions. Additionally, this 
issue is similar to Example 4.b in IMC 0612, Appendix E, “Examples of Minor Issues,” in that the recent inadequate 
use of human performance error prevention tools (self-checking, peer checking, and missing IVs and CVs in the 
Procedure NPG-SPP-10.3, Appendix “A,” list of 35 BFN systems that are required to have verifications for 
procedures, instructions, and work documents) have resulted in a reactor scrams, unplanned safety and risk significant 
system inoperability and unavailability, or other transients. The Finding was determined to be of very low safety 
significance (Green) in accordance with Inspection Manual Chapter (IMC) 0609, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings,” and IMC 0609, Appendix A, “The Significant Determination Process 
(SDP) for Findings At-Power,” because it did not represent an actual loss of safety function or safety systems out of 
service for greater than the TS allowed outage time. The team identified a cross-cutting aspect in the Resources 
component of the Human Performance area, because the licensee did not ensure that procedures were available and 
adequate to assure nuclear safety. Specifically, accurate and up-to-date procedures, work packages, and correct 
labeling of components. [H.2(c)]. (Section 5.3.2.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient acceptance criteria for main battery bank 1 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures and Drawings, for 
the licensee’s failure to incorporate appropriate quantitative acceptance criteria into a station battery inspection 
Procedure. Specifically, Procedure EPI-00248-BAT005, “Annual Inspection of 250V DC Main Battery Banks 1, 2, 3 
and Associated Chargers,” Revisions 18 and 19 did not provide the correct acceptance criteria for the battery bank 
connection resistance results. Prompt corrective actions included determination that main battery bank 1 remained 
operable and entry of the issue into the corrective action program (SR 731341 and PER 732511).  
 
The team determined that BFN’s failure to establish correct quantitative acceptance criteria after main bank battery 
replacement and after changing the battery inspection methodology in the annual battery test inspection procedure was 
a performance deficiency. The performance deficiency was determined to be more than minor and a Finding because 
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it was associated with the procedure quality attribute of the 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 (Green) because it was 
not a design or qualification deficiency and did not result in an actual loss of system and/or function. The Finding had 
a cross-cutting aspect in the area of Human Performance, Resources - Procedures, because BFN did not provide 
accurate and up-to-date procedures for the inspection of safety-related station batteries. [H.2(c)] (Section 5.3.2.2.3)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to translate the design into procedure 3-SR-3.3.8.2.1(B) 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to translate seismic uncertainties into acceptance criteria and measuring and test equipment 
accuracy requirements into the Reactor Protection System circuit protector calibration surveillance procedure. This 
was determined to be a performance deficiency. Prompt corrective actions included determination that the equipment 
remained operable and entry of this issue into their corrective action program as problem evaluation report 723605 
and 730495.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern because it could have affected the operability 
of the relays. The team used Inspection Manual Chapter 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for mitigating systems, and Inspection Manual Chapter 0609, Appendix. A, “The Significance 
Determination Process for Findings at Power,” issued June 19, 2012, and determined the Finding to be of very low 
safety significance (Green) because the Finding did not result in the loss of functionality or operability of a structure, 
system, or component. The team did not identify a cross-cutting aspect because this performance deficiency has 
existed since 2006 and is not indicative of current licensee performance. (Section 5.3.2.2.4)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement an adequate test program for RHRSWS and EECS 
The team identified a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control, because the licensee 
did not establish a test program for Residual Heat Removal Service Water (RHRSW) and Emergency Equipment 
Cooling Water (EECW) pumps such that the test adequately demonstrated the pumps would perform satisfactorily in 
service. Specifically, BFN did not perform RHRSW/EECW pump performance testing such that it adequately 
accounted for river water temperature impact on the pump lift, which affected pump flow and vibration performance. 
The test program did not account for changes to pump lift caused by river water temperature changes; as a result the 
test program did not adequately monitor pump and system performance and degradation. The licensee completed a 
prompt operability determination verifying that the pumps remained operable and documented the issue in PERs 
730497 and 741036.  
The Finding was more than minor because at affected the Mitigating System Cornerstone and if left uncorrected, 
could become a more significant safety concern. The team determined the Finding was of very low safety significance 
because it was not a design or qualification deficiency, and it did not result in an actual loss of one or more trains of 
the RHRSW or EECW systems and/or their function. The Finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because the licensee did not to thoroughly evaluate the 
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changes in RHRSW and EECW pump performance such that the resolution addressed the causes and extent-of-
condition. [P.1(c)] (Section 5.4.3.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient design control for RHR service water freeze protection 
The team identified a green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, Design Control, 
involving the failure to maintain adequate design control measures associated with the residual heat remove service 
water (RHRSW) system freeze protection. Specifically, the team identified that freeze protection was not installed on 
two RHRSW pump air relief valves (ARV) to maintain operability of the RHRSW system during extended periods of 
cold weather. BFN entered the issue into their corrective action program under SRs 731375, 727908, and 732519 and 
PER 732519 and concluded that an immediate operability concern was not present due to the current warm weather 
conditions and recent satisfactory pump testing. Additionally, BFN performed a detailed inspection of ARVs on all 12 
RHRSW pumps, and identified deficiencies on ARVs for eight pumps and entered each item into the CAP.  
 
The team determined that failure to maintain adequate design control measures associated with the RHRSW system 
freeze protection was a performance deficiency. This Finding was more than minor because it adversely affected the 
design control attribute of the Mitigating Systems cornerstone and the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. Using 
Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
team determined that the Finding was of very low safety significance (Green) because it was a deficiency affecting the 
design or qualification of a mitigating system, structure or component (SSC), where the SSC maintained its 
operability. The Finding had a cross-cutting aspect in the area of problem identification and resolution, corrective 
action program problem identification, because BFN did not maintain a low threshold for issue identification such that 
this issue was identified and resolved during numerous previous focused inspections of the RHRSW system 
configuration. [P.1(a)] (Section 6.1.4.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  Mar 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement preventive maintenance program 
A self-revealing Apparent Violation (AV) of 10 CFR 50 Appendix B, Criterion V, Instructions, Procedures, and 
Drawings, was identified for the licensee’s failure to establish an adequate preventive maintenance program as 
required by procedure NPG-SPP-06.2, Preventive Maintenance. Specifically, the Residual Heat Removal Service 
Water Pump D1 Cross-Tie to Emergency Equipment Cooling Water Valve (0-FCV-067-0048), was not maintained in 
a manner that ensured it would perform its design function. The failed valve was replaced on January 16, 2013, with a 
new valve with a stainless steel disk. Further corrective actions were planned to develop adequate preventive 
maintenance activities for this valve. The licensee entered this issue into their corrective action program as PER 
671314.  
 
This finding was determined to be more than minor because it was associated with the Protection Against External 
Events (fires) attribute of the Mitigating Systems cornerstone objective and adversely affected the cornerstone 
objective to ensure availability, reliability and capability of systems that respond to initiating events to prevent 
undesirable consequences (i.e. core damage). Specifically, the 0-FCV-067-0048 valve failed and could not perform its 
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isolation function credited in the safe shutdown analysis. Because the finding could not be screened as very low safety 
significance (Green), nor its safety significance determined prior to issuing the inspection report, it is being 
characterized as “To Be Determined (TBD).” The cause of this finding was directly related to the cross-cutting aspect 
of Appropriately Coordinating Work Activities in the Work Control component of the Human Performance area, 
because maintenance activities for 0-FCV-067-0048 were more reactive than preventive. [H.3(b)], (Section 1R15)  
 
Inspection Report# : 2013002 (pdf)  
Inspection Report# : 2013003 (pdf)  

Barrier Integrity 

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control a modification to the seismically mounted control room ceiling ligh diffusers 
The team identified a Green, NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, 
“Design Control,” for the licensee’s failure to control deviations from the as built control room envelope design for 
seismically mounted ceiling light diffusers in accordance with instructions that assure quality standards are controlled. 
Specifically, contrary to the procedure the licensee unsecured three seismically mounted control room ceiling light 
diffusers and slid them over the top of other light diffusers creating a seismic missile hazard that could have impacted 
control room ventilation damper actuators. Once the licensee understood that unfastening the ceiling light diffusers 
and sliding them over top of other diffusers was creating unanalyzed modifications, the licensee removed the ceiling 
diffusers from the overhead and placed them in a seismically safe condition. In addition, the licensee clarified the 
procedure step to have the ceiling light diffusers removed completely. The licensee entered this issue into their CAP 
as PER 730443. The failure to control a planned modification of the seismically mounted control room ceiling light 
diffusers was a performance deficiency (PD).  
 
The PD was more than minor because it is associated with the design control attribute of the barrier integrity 
cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Using Inspection Manual Chapter 
0609.04, “Phase 1-Initial Screening and Characterization of Findings,” the team determined that the Finding had very 
low safety significance (Green) because the Finding only represents a degradation of the radiological barrier function 
for the control room. This Finding has a cross-cutting aspect in the area of human performance because the licensee 
did not define and effectively communicate expectations regarding procedural compliance and personnel follow 
procedures. (H.4.(b) (Section 5.2.4.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Emergency Preparedness 

Occupational Radiation Safety 
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Public Radiation Safety 

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 

Last modified : February 24, 2014 
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Browns Ferry 1 
1Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to document service water freeze protection deficiencies 
The NRC identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Procedures, for the 
licensee’s failure to implement 0-GOI-200-1, Freeze Protection Inspection. Specifically, the licensee failed to enter 
freeze protection discrepancies into the corrective action program as part of the Freeze Protection Discrepancy List 
per 0-GOI-200-1 for the residual heat removal service water (RHRSW) and emergency equipment cooling water 
(EECW) systems. As a corrective action, the licensee entered the required deficiencies onto the Freeze Protection 
Discrepancy List. The licensee has entered this issue into their corrective action program as problem evaluation 
reports 800190 and 821426.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern, in that the intake room piping would continue to be exposed to freezing 
temperatures without adequate freeze protection which could affect RHRSW and EECW systems’ ability to perform 
their safety functions. The inspectors performed a Phase 1 screening in accordance with IMC 0609, Significance 
Determination Process, Appendix A, Exhibit 1, Initiating Event screening question E, and determined the finding was 
of very low safety significance (Green) because it did not impact the frequency of an internal flooding event. The 
cause of this finding has a cross-cutting aspect in the Work Practices component of the Human Performance area, 
because the licensee failed to define and effectively communicate expectations regarding procedural compliance and 
that personnel follow procedures. [H.4(b)] (Section 1R01)  
 
Inspection Report# : 2013005 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate corrective actions to address programmatic procedure quality issue 
The team identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Actions,” 
due to BFNs failure to take corrective action to preclude repetition of a significant condition adverse to quality 
regarding procedure quality. Specifically, BFN self-identified corrective actions implemented to address inadequate 
procedures but did not identify and address a significant contributor to the inadequate procedures, resulting in several 
additional plant performance issues. The team identified multiple inadequate procedures across most BFN 
departments during the inspection document review and onsite inspection. BFN has conducted root causes, developed 
and implemented numerous corrective actions; however, procedural deficiencies continued to contribute to plant 
shutdowns, unplanned component unavailability, and rework activities. BFN documented the issue in PERs 680792 
739429, and 740212.  
 
This Finding was determined to be more than minor because it associated with the human performance attribute of the 
Initiating Events cornerstone and adversely affected the cornerstone objective to limit this likelihood of events that 
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upset plant stability and challenge critical safety functions during shutdown as well as power operations. Using 
Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
team determined that the Finding was of very low safety significance because it did not cause a reactor trip and the 
loss of mitigation equipment relied upon to transition the plant from the onset of the trip to a stable shutdown 
condition (e.g. loss of condenser, loss of feedwater). The team determined that the Finding has a cross-cutting aspect 
in the area of problem identification and resolution, corrective action program, because BFN did not thoroughly 
evaluate the extent of condition associated with inadequate procedures such that the corrective actions resolved the 
issue and prevented repetition. [P.1(c)] (Section 5.3.2.2.2)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to establish qualified ultrasonic examination procedures 
The team identified a NCV of 10 CFR 50, Appendix B, Criterion IX, Control of Special Processes for the licensee’s 
failure to control non-destructive examination (NDE) activities by not having qualified NDE procedures required by 
applicable codes, standards, specifications, criteria, and other special requirements. Specifically, four Ultrasonic (UT) 
examination procedures did not contain any of the required American Society of Mechanical Engineers (ASME) Code 
Section XI, Appendix VIII essential variables or the explicit requirement to perform the UT examinations using 
applicable Performance Demonstrated Initiative (PDI) procedures. The licensee initiated prompt corrective actions to 
revise all UT implementing procedures to become qualified in accordance with ASME Code Section XI, Appendix 
VIII requirements and entered the issue into their corrective action program (PERs 730250 and 721446).  
 
The Finding was more than minor, because it affected the Initiating Event cornerstone and if left uncorrected, could 
become a more significant safety concern. Absent NRC identification of this PD, the licensee could have continued 
performance of UT examinations on safety-related components using unqualified procedures. Performance of UT 
examination using unqualified procedures could lead to safety-related components with unacceptable service-induced 
flaws being returned to service without ASME code-specified evaluation or repair. The team determined the Finding 
was of very low significance because the Finding was not likely to result in exceeding the RCS leak rate for a small 
loss of coolant accident (LOCA) or cause total loss of function for a LOCA mitigating system. This Finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, Operating Experience (OE) because the 
licensee did not implement and institutionalize OE pertaining to UT examination procedure issues through changes to 
station processes, procedures, and training programs to support plant safety. [P.2 (b)] (Section 6.1.6.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Mitigating Systems 

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control transient combustible in designated high risk areas 
An NRC-identified non-cited violation (NCV) of the T.S. 5.4.1.d, Fire Protection Program Implementation, was 
identified for the licensee’s failure to control transient combustible materials in designated high risk areas in Unit 1 
and Unit 3. The licensee’s corrective action was to remove the combustible materials. The licensee entered this issue 
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into their corrective action program as PER 845630 and 846184. 
 
The performance deficiency was determined to be more than minor, because it was associated with the Protection 
Against External Factors attribute (Fires) of the 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. Specifically, leaving unanalyzed transient combustibles in proximity to safety 
related equipment could affect the equipment’s ability to perform its safety function during a credible fire scenario. 
The finding was characterized according to IMC 0609, Significance Determination Process (SDP), Appendix F, 
Attachment 1, Fire Protection SDP Phase 1 Worksheet dated September 24, 2013. This issue screened as low safety 
significance (Green), per Attachment 1 question 1.3 because it did not affect the ability of the reactor to reach and 
maintain safe shutdown. The cause of this finding was directly related to the Human Performance cross cutting aspect 
of Change Management. Plant leaders did not use a systematic process for evaluating and implementing change so 
that nuclear safety remains the overriding priority. Specifically, the impact of the new procedures for transient 
combustible controls did not apply change management controls such as site wide communication and training to 
make workers aware of the new requirements. [H.3] (Section 4OA2)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain emergency diesel room floor drains 
The NRC-identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control, for the 
licensee’s failure to establish measures to ensure the EDG floor drains maintained the capability of performing their 
intended function as described their design basis. The licensee’s immediate corrective action was to clean all the 
drains in all the EDG rooms. The licensee has entered this issue into their corrective action program as problem 
evaluation report 765575.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern, in that, the EDG room floor drains could become sufficiently clogged such 
that internal flooding would cause the affected EDG to be unable to perform its safety function. The inspectors 
performed a Phase 1 screening in accordance with IMC 0609, Significance Determination Process, Appendix A, 
Exhibit 1, Initiating Event screening question E, and determined the finding was of very low safety significance 
(Green) because it did not impact the frequency of an internal flooding event. This finding has a cross-cutting aspect 
in the area of Problem Identification and Resolution, Corrective Action Program Component, because TVA did not 
identify floor drain issues completely, accurately, and in a timely manner commensurate with their safety significance. 
[P.1 (a)] (Section 4OA2.3)  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate compensatory actions to minimize the effects of impaired fire proteciton equipment on fire safe 
shutdown 
The inspectors identified a Green non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) Unit Nos. 1, 2, and 
3 Technical Specification 5.4.1.d for the failure to establish procedural guidance to implement compensatory 
measures for the high pressure fire protection (HPFP) system in support of the Fire Protection Report (FPR) and Safe 
Shutdown Instructions (SSI). The licensee entered this condition in their corrective action program (CAP) as problem 
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evaluation report (PER) 812090 and issued an operations’ Standing Order which supplemented existing fire watch 
patrol compensatory measures in Fire Area (FA) 25-1. The licensee’s failure to establish appropriate compensatory 
measures supporting the FPR and the SSI to ensure an adequate water supply remained available when the diesel 
driven fire pump was taken out of service was a performance deficiency. The performance deficiency was more-than-
minor because it was associated with the protection against external events (fire) attribute of the Mitigating Systems 
Cornerstone and that it 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 
was screened in accordance with NRC IMC 0609, “Significance Determination Process”, dated June 2, 2011, 
Attachment 4 “Initial Characterization of Findings”. This screening determined that an IMC 0609, Appendix F  
“Fire Protection Significance Determination Process” was required because it affected fixed fire protection systems. 
Attachment 1, Step 1.4.2, “Fixed Fire Protection Systems” screened the finding to very low safety significance 
(Green) since the impact of a fire in FA 25-1 is limited to no more than one train/division important to safety and that 
the reactor would be able to reach and maintain safe shutdown condition. The inspectors determined that no cross 
cutting aspect was applicable to this performance deficiency this finding because the operability requirements and  
compensatory actions in effect had been developed in the past (1988) and were not indicative of current licensee 
performance.. (Section R10.10) 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate evaluation of combustible material control fire protection program change 
The inspectors identified a Severity Level IV, non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) 
Renewed Facility Operating License Conditions 2.C.(13), (14), and (7) for Units 1, 2, and 3, respectively, and an 
associated finding of very low safety significance (Green) for the failure to perform an evaluation of the impact of a 
change to the Fire Protection Report on the fire protection license conditions, as directed by the licensee’s procedure, 
FPDP-3, Management of the Fire Protection Report, Revision 3. The failure to adequately evaluate the impact of the 
change, which permitted the use of fire retardant treated wood materials as transient fire loads in safety related plant 
areas without further approval, resulted in the implementation of a change to the Fire Protection Program (FPP) that 
could have adversely affected the ability to achieve and maintain safe shutdown. The licensee also failed to submit the 
FPP change to the NRC for review and approval prior to implementation which impacted the ability of the NRC to 
perform its regulatory oversight function. The licensee entered the issue into their corrective action program (CAP) as 
problem evaluation report PER 812091 and issued an operations’ Fire Protection Section Instruction Letter to require 
all wood products to be evaluated when left unattended in any plant fire area. The inspectors determined that this 
finding was more than minor because if left uncorrected, could become a more significant safety concern. 
Specifically, if the licensee does not limit transient fire loads (including fire retardant treated wood) to below the 
capability of suppression systems or fire barrier ratings for a specific fire area as evaluated by the station’s fire hazard 
analysis, a fire could spread to other fire areas and affect the ability to achieve and maintain safe shutdown in the 
event of a fire. The finding was evaluated using IMC 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for Mitigating Systems, and IMC 0609, Appendix F, “Fire Protection Significance 
determination Process,” issued September 20, 2013, and the inspectors determined the finding was of very low safety 
significance (Green) because the reactor would have been able to reach and maintain safe shutdown  
conditions under actual fire loading conditions. The SDP, however, does not specifically consider the regulatory 
process impact. Thus, although not related to a common regulatory concern, it is necessary to address the violation 
and finding using different processes to correctly reflect both the regulatory importance of the violation and the  
safety significance of the associated finding. The traditional enforcement violation was evaluated using the NRC 
Enforcement Policy, dated January 28, 2013, revised July 9, 2013, and the inspectors determined the violation was 
SL-IV per Section 6.1.d.2 of the Enforcement Policy, because the associated finding was evaluated by the SDP as 
having very low safety significance (i.e., Green). The inspectors determined failure to obtain prior NRC approval for 
fire protection program changes was similar to violations of 10 CFR 50.59 for enforcement purposes. No cross-cutting 
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aspect was assigned to this finding because the cause of the finding was not indicative of present licensee 
performance, since the change to the Fire Protection Report occurred in 2003. (Section 1R05.11) 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet the requirements of large fire and explosion mitigation strategies 
The inspectors identified a Green non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) Units 1, 2 and 3, 
Renewed Operating License Conditions 2.C(4)(b)(7), 2.C(6)(b)(7) and 2.C(10)(b)(7) respectively, for the licensee's 
failure to meet the requirements of the license condition for large fires or explosion mitigation strategies as discussed 
in Enclosure 2. 
Inspection Report# : 2013010 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to enter Technical Specification for residual heat removal service water maintenance 
The NRC identified a non-cited violation (NCV) of Technical Specifications (TS) 5.4.1.a, Procedures, for the 
licensee’s failure to follow OPDP-8, Operability Determination Process and Limiting Conditions for Operation 
Tracking. Specifically, the licensee failed to enter a seven day action statement C.1 of Technical Specification 3.7.1, 
Residual Heat Removal Service Water (RHRSW) system and Ultimate Heat Sink when planned maintenance rendered 
two RHRSW pumps inoperable. The licensee entered this issue into their corrective action program as Problem Event 
Report (PER) 751300.  
 
This finding was determined to be more than minor because if left uncorrected, the performance deficiency would 
have the potential to lead to a more significant safety concern. The finding affected the Mitigating Systems 
cornerstone and using IMC 0609.04, Initial Characterization of Findings and IMC 0609 Appendix A, Exhibit 2 
Mitigating Systems screening questions, the finding screened as very low safety significance (Green). The finding did 
not represent an actual loss of function of a single train for greater than its technical specification allowed outage time 
and did not represent an actual loss of function of one or more non-technical specification equipment for greater than 
24 hours because the licensee restored the C1 and C2 RHRSW pumps on July 5, 2013. The inspectors determined that 
this finding had a cross-cutting aspect in the area of human performance associated with the work practices 
component because the licensee failed to ensure that expectations for procedural compliance were properly 
communicated and that personnel followed procedures. [H.4.b]. (Section 1R13)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to clean the safety related pump pit once per two cycles 
An NRC identified finding (FIN) was identified for the licensee’s exceeding the maximum allowed periodicity for 
inspecting and cleaning the Residual Heat Removal Service Water (RHRSW) pump pit per Raw Water Corrosion 
Program procedure (NPG-SPP 9.7.3).  
 
This finding was determined to be more than minor because, if left uncorrected, the failure to maintain the intake 
pump pit cleaning would have had the potential to lead to a more significant safety concern in that, it could lead to 

1Q/2014 Inspection Findings - Browns Ferry 1

Page 5 of 16



fouling of safety related coolers. challenging the heat exchanger heat removal function. The finding is associated with 
the Mitigating Systems cornerstone. Using IMC 0609 Appendix A, Exhibit 2, the finding screened as green because 
the finding did not represent an actual loss of function of a single train for greater than its technical specification 
allowed outage time and did not represent an actual loss of function of one or more non-technical specification 
equipment for greater than 24 hours. The cause of this finding was associated with the human performance area, 
resources component, cross cutting aspect of maintaining long term plant safety by maintenance of design margins 
and minimizing preventative maintenance deferrals due to the licensee not allocating resources to clean the intake 
pump pits. [H.2.(a)]. (Section 1R15)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to verify the capability of HPCI to achieve required flow and pressure within 30 seconds under 
accident conditions 
The team identified a non-cited violation of 10 CFR Part 50, Appendix B,  
Criterion XI, “Test Control,” for the failure to ensure that post-maintenance and  
post-modification testing of the high pressure cooling injection (HPCI) pump  
adequately demonstrated that it could achieve design basis flow within 30  
seconds from a cold, non-oil-primed, turbine quick start under design basis  
conditions. This was a performance deficiency. The test configuration was less  
limiting than the design basis accident configuration, and the licensee had not  
verified by calculation or testing that the acceptance criteria in the test was  
adequate to demonstrate the HPCI pump could perform its function under design  
basis conditions. The licensee performed an operability review and documented  
the results in the corrective action program as Problem Evaluation Report  
690086.  
 
The performance deficiency was determined to be more than minor because it  
affected the Design Control attribute of the Mitigating Systems cornerstone  
objective of ensuring the availability, reliability, and capability of the HPCI pumps.  
Specifically, using procedure 3-SR-3.5.1.7, the licensee failed to demonstrate  
that the HPCI pump could achieve the required flow and discharge pressure  
under accident conditions as required by the design basis. Additional analysis  
was required to verify system operability. The team used Inspection Manual  
Chapter 0609, “Significance Determination Process,” Attachment 4, “Initial  
Characterization of Findings,” and Appendix A, “The Significance Determination  
Process for Findings At-Power,” and determined that the finding was of very low  
safety significance (Green) because the finding was not a design deficiency  
resulting in the loss of functionality or operability. A cross-cutting aspect was not  
identified because this performance deficiency has existed since the original  
design of the plant and was not indicative of current licensee performance.  
(Section 1R21.2.1) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
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Failure to evaluate the effects of the fialure of non-class 1 load center transformer cooling fans on the class 1 
4160-480V load center transformers and 480V shutdown boards 
The team identified a non-cited violation of 10 CFR 50, Appendix B,  
Criterion III, “Design Control,” involving the failure to evaluate the effects of a  
postulated failure of the load center transformer non-safety-related, non-Class  
1E cooling fans, which includes the fan power wiring and fan control equipment,  
on the safety-related Class 1E shutdown board load center transformers and  
480V shutdown boards. This was a performance deficiency. The licensee  
tested the fans and performed an operability evaluation as documented in  
Problem Evaluation Report 682254 to provide reasonable assurance that the  
safety-related transformers would not be damaged from postulated failures from  
the non-safety-related fans and be capable of operating when required for the  
design basis accident conditions.  
 
The performance deficiency was determined to be more than minor because the  
finding affected the Design Control attribute of the Mitigating Systems  
cornerstone objective of ensuring the availability, reliability, and capability of the  
load center transformers TS1A and TS1B and the 480V shutdown boards 1A  
and 1B respectively. Specifically, the licensee had not evaluated the effects of  
the failure of non-safety-related transformer cooling fans, on both the safetyrelated  
load center transformer and 480V shutdown board and resulted in a  
reasonable doubt of operability. The team used Inspection Manual Chapter  
0609, “Significance Determination Process,” Attachment 4, “Initial  
Characterization of Findings,” and Appendix A, “The Significance Determination  
Process for Findings At-Power,” and determined that the finding was of very low  
safety significance (Green) because the finding was not a design deficiency  
resulting in the loss of functionality or operability. A cross-cutting aspect was not  
identified because this performance deficiency has existed since November  
2004; therefore, not indicative of current licensee performance. (Section  
1R21.2.10) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to use worst case 4160 VAC bus voltage in desgin calculations 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion III, “Design Control,” for the 
licensee’s failure to perform analyses demonstrating that the degraded voltage relay (DVR) set points specified in 
technical specifications (TS) would ensure adequate voltage to safety-related equipment. This was a performance 
deficiency. The licensee entered this issue into their corrective action program as PERs 676678 and 696876. As 
immediate  
corrective actions, the licensee performed a sensitivity study to verify that the voltage at the DVR set points specified 
in TS could provide adequate starting voltage to a sample of limiting safety-related equipment. The performance 
deficiency was determined to be more than minor because it affected the Design Control attribute of the Mitigating 
Systems cornerstone objective of ensuring the availability, reliability, and capability of the 4160 volts alternating 
current buses. Specifically, the finding challenged the assurance that safety-related loads had adequate motor starting 
voltage during required degraded voltage scenarios. The team used Inspection Manual Chapter 0609,  
“Significance Determination Process,” Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The 
Significance Determination Process for Findings At-Power,” and determined that the finding was of very low safety  
significance (Green) because the finding was not a design deficiency resulting in the loss of functionality or 
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operability. A cross-cutting aspect was not identified because this performance deficiency has existed since 1993 and 
was not indicative of current licensee performance. (Section 1R21.2.16) 
Inspection Report# : 2013007 (pdf)  

Significance:  Jun 04, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately identify, evaluate, and correct the EECW strainers degraded/non-conforming condition 
The team identified a non-cited violation of 10 CFR 50, Appendix B, Criterion XVI, “Corrective Action,” for the 
licensee’s failure to promptly identify and take corrective actions to address a non-conforming condition adverse to  
quality related to three faulted strainers in the safety related Emergency Equipment Cooling Water system. This was a 
performance deficiency. The licensee initiated Problem Evaluation Report 677627 to perform a new operability  
evaluation since the operability evaluation in Problem Evaluation Report 208636 was found to be inadequate. The 
licensee concluded that there were no current operability issues. The performance deficiency was determined to be 
more than minor because it affected the Equipment Performance attribute of the Mitigating Systems cornerstone 
objective of ensuring the availability, reliability, and capability of the core spray system to respond to initiating 
events, in that, if left uncorrected could result in the plant not being able to sustain short-term heat removal under  
specific conditions. The team used Inspection Manual Chapter 0609, “Significance Determination Process,” 
Attachment 4, “Initial Characterization of Findings,” and Appendix A, “The Significance Determination Process for 
Findings At-Power,” and determined that the finding was of very low safety significance (Green) because the finding 
was not a design deficiency resulting in the loss of functionality or operability. The team evaluated the finding for 
cross-cutting aspects and determined the finding was associated with the corrective action program component of the 
problem identification and resolution area, because the licensee did not perform a thorough evaluation of identified 
problems such that the resolutions addressed the underlying causes and extent of condition. [P.1(c)] (Section 1R21.4)
Inspection Report# : 2013007 (pdf)  

Significance:  May 24, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Two BFN assistant unit operators closed and danger tagged the A1 RHRSW pump manual discharge valve 
instead of the required A2 RHRSW pump discharge valve 
The team identified a Green, self-revealing non-cited violation (NCV) of Technical Specification (TS) 5.4.1, 
“Procedures.” The team determined that BFN’s clearance and tagging application related to the planned A2 residual 
heat removal service water (RHRSW) pump maintenance was not properly applied and verified as required by TVA 
Corporate Procedures NPG-SPP-10.2, Rev. 5, “Clearance Procedure to Safely Control Energy,” and NPG-SPP-10.3, 
Rev.1, “Verification Program." Two BFN assistant unit operators (AUOs) closed and danger tagged the A1 RHRSW 
pump manual discharge valve instead of the required A2 RHRSW pump discharge valve on May, 6, 2013. Upon 
starting the A1 RHRSW pump, control room alarms provided the operators indication of a system problem, and in the 
course of responding to the alarm, the operators noted the danger tag. The tags were removed and the pump was 
declared inoperable to fill and vent the system prior to returning it to an operable status. This issue was entered in to 
the corrective action program as PER 722859. The performance deficiencies were reasonably within BFNs ability to 
foresee and correct.  
 
This Finding was more than minor because it was associated with the human performance attribute which occurred 
when the AUOs closed and tagged the wrong RHRSW pump discharge valve. The AUOs errors adversely affected the 
Mitigating System cornerstone objective of ensuring the availability, reliability, and capability of the RHRSW and 
RHR systems that respond to initiating events to prevent undesirable consequences. The team determined that this 
Finding was of very low safety significance (Green) because it did not represent an actual loss of safety function or 
safety systems out of service for greater than the TS allowed outage time. The team determined that this Finding had a 
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cross-cutting aspect in the area of Human Performance, Work Practices, because BFN AUOs did not use self-
checking and peer checking human error prevention techniques to prevent the inadvertent closure and danger tagging 
of the A1 RHRSW pump manual discharge valve instead of the required A2 RHRSW pump valve during the 
application of a tagging clearance.  
[H.4(a)] (Section 5.2.2.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Maintenance personnel not following clearance procedure violation 
The team identified a Green non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The team 
determined that the maintenance Primary Authorized Employee (PAE) did not verify that all blocking points were 
danger tagged to ensure worker personal safety and equipment protection for the A2 RHRSW pump planned 
maintenance. The PAE’s decision to only verify two of nine clearance components was a violation of TVA Corporate 
Procedure NPG-SPP-10.2, Rev. 5, “Clearance Procedure to Safely Control Energy". The maintenance PAE did not 
ensure that the A2 RHRSW pump was isolated from an unexpected release of energy that could have resulted in 
personnel injury or pump damage. The PAE did not verify or recognize that the A2 RHRSW pump manual discharge 
valve was full open and not danger tagged closed on May, 6, 2013. This performance deficiency was reasonably 
within BFNs ability to foresee and correct.  
 
This Finding was more than minor because, if left uncorrected the BFN Maintenance Supervisor’s failure to follow 
the clearance and tagging procedure requirement to verify all danger tag blocking points, he only verified two of nine 
danger tags, for the A 2 RHRSW planned pump the performance deficiency would have the potential to lead to a more 
significant safety concern, such as more severe plant transients, engineered safeguard system malfunctions, and a 
higher probability of personnel injury. The team determined that this Finding was of very low safety significance 
(Green) because it did not represent an actual loss of safety function or safety systems out of service for greater than 
the TS allowed outage time. The team identified a cross-cutting aspect in the Work Practices component of the 
Human Performance area. Specifically, the licensee ensures supervisory and management oversight of work activities 
such that nuclear safety is supported. [H.2(c)]. (Section 5.2.2.2.2)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Conduct of operations procedure violation 
The team identified a Green, non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The 
team determined that assistant unit operators’ (AUOs) failure to comply with Procedure OPDP-1, Rev. 26, “Conduct 
of Operations,” Sections 4.2 K. and M., related to the missing A1 RHRSW pump discharge valve label plate and the 
AUO’s inadequate walkdown of the A1 RHRSW pump prior to the planned quarterly surveillance test pump start on 
May 6, 2013, were performance deficiencies that were reasonably within BFNs ability to foresee and correct. 
Immediate  
corrective actions by the licensee included revising the conduct of operations procedure, and enter the issue in the 
corrective action program as PERs 13161, 701486, and 722859.  
 
This Finding was more than minor because, if TVA’s failure to follow the Procedure OPDP-1 requirements was left 
uncorrected, the performance deficiencies would have the potential to lead to a more significant safety concern, such 
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as more severe plant transients, or engineered safeguard system actuations or malfunctions. Additionally, this issue is 
similar to Example 4.e in IMC 0612, Appendix E, “Examples of Minor Issues,” in that the A1 RHRSW pump 
discharge valve was missing the valve label plate and AUOs did not stop the A2 RHRSW pump clearance application 
to correct the valve label issue prior to proceeding with the danger tag application. This action was required by TVA 
Corporate Procedure OPDP-1, Rev. 26, “Conduct of Operations,” and resulted in an improper valve manipulation due, 
in part, to the missing label plate. The team determined that this Finding was of very low safety significance 
(GREEN) because it did not represent an actual loss of safety function or safety systems out of service for greater than 
the TS allowed outage time. The team determined that this Finding had a cross-cutting aspect in the area of Human 
Performance, Work Control. Specifically, the licensee plans and coordinates work activities, consistent with nuclear 
safety. In addition, the licensee appropriately coordinates work activities by incorporating actions to address: the 
impact of changes to the work scope or activity on the plant and human performance, the impact of the work on 
different job activities, and the need for work groups to maintain interfaces with offsite organizations, and 
communicate, coordinate, and cooperate with each other during activities in which interdepartmental coordination is 
necessary to assure plant and human performance, the need to keep personnel apprised of work status, the operational 
impact of work activities, and plant conditions that may affect work activities. [H.3(b)] (Section 5.2.2.2.3)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to adequately implement procedure 3-SR-3.3.8.2.1(B) 
The team identified a non-cited violation of Technical Specification (TS) 5.4.1, which requires written procedures be 
established, implemented, and maintained covering activities referenced in NRC Regulatory Guide 1.33, Revision 2, 
Appendix A, dated February 1978, including surveillance tests. Specifically, a performance deficiency occurred, when 
the licensee failed to implement the procedure, which required that approved measuring and test equipment be used to 
measure the underfrequency relay settings during the performance of the Reactor Protection System circuit protector 
calibration surveillance procedure. Prompt corrective actions included determination that the equipment remained 
operable and entry of this issue into their corrective action program as problem evaluation report 731144.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern, because it could have affected the operability 
of the relays. The team used Inspection Manual Chapter 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for mitigating systems, and Inspection Manual Chapter 0609, Appendix. A, “The Significance 
Determination Process for Findings at Power,” issued June 19, 2012, and determined the Finding to be of very low 
safety significance (Green) because the Finding did not result in the loss of functionality or operability of a structure, 
system, or component. The team identified a crosscutting aspect in the work practices component of the Human 
Performance area, because the licensee did not define and effectively communicate expectations regarding procedural 
compliance and personnel did not follow procedures [H.4(b)]. (Section 5.2.2.2.4)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: Self-Revealing 
Item Type: NCV NonCited Violation 
Failure to manage emergent risk condition during A1 and A2 RHRSW inoperability 
The team identified a self-revealing, Green non-cited violation (NCV) of 10 CFR 50.65 (a)(4), “Requirements for 
Monitoring the Effectiveness of Maintenance at Nuclear Power Plants,” due to BFN’s failure to adequately manage 
the impact of an emergent risk condition related to the A1 residual heat removal service water (RHRSW) quarterly 
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surveillance test. BFN recognized the online maintenance risk condition however, failed to implement appropriate risk 
management actions (RMAs) in accordance with Procedure BFN-ODM-4.18, “Protected Equipment.” The ‘A’ and 
‘B’ emergency diesel generators were required to be protected. BFN entered this issue into their corrective action 
program (CAP) as SR 730356. Specifically, on May 6, 2013, with the A2 RHRSW pump inoperable for planned 
maintenance, the A1 RHRSW pump was declared inoperable during the A1 RHRSW pump quarterly test due to a 
tagging error that resulted in Assistant Unit Operators closing and danger tagging the A1 pump manual discharge 
valve instead of the required A2 pump discharge valve. Upon starting the A1 RHRSW pump, control room alarms 
provided the operators indication of a system problem, and in the course of responding to the alarm, the operators 
noted the danger tag. The tags were removed and the pump was declared inoperable to fill and vent the system prior to 
returning it to an operable status. This issue was entered in to the corrective action program as PER 722859 and 
731570.  
 
The team determined that BFN’s failure to adequately manage the impact of an emergent risk condition related to the 
A1 residual heat removal service water (RHRSW) quarterly surveillance test was a performance deficiency that was 
reasonably within BFNs ability to foresee and correct. The performance deficiency was determined to be more than 
minor and a Finding because, if the deficiency was left uncorrected, it had the potential to lead to a more significant 
safety concern. Specifically, the failure to take adequate RMAs could have led to unplanned inoperability of 
redundant TS or risk significant mitigating systems being relied upon to respond to initiating events to prevent 
undesirable consequences. The performance deficiency was also determined to be more than minor since it is similar 
to more than minor Example 7.e of Inspection Manual Chapter (IMC) 0612, Appendix E “Examples of Minor Issues.”
The Finding was evaluated in accordance with Appendix K, Maintenance Risk Assessment and Risk Management 
Significance Determination Process, of IMC 0609, “Significance Determination Process,” and was determined to be 
of very low safety significance (Green). This Finding has a cross-cutting aspect in the area of Human Performance, 
Work Control, because BFN failed to implement immediate RMAs and communicate to the station personnel the 
change in plant risk condition and protected equipment requirements that may affect work activities. [H.3.(b)]. 
(Section 5.2.2.2.5)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Requirements for concurrent verification, independent verification and peer checks 
The team identified a Green, non-cited violation (NCV) of Technical Specification (TS) 5.4.1, “Procedures.” The 
team determined that BFN’s Requirements for Concurrent Verification, Independent Verification, and Peer Checks 
were not consistently applied to plant procedures, instructions, and work documents as required by TVA Corporate 
Procedure NPG-SPP-10.3, Rev.1, “Verification Program," and regulatory requirement ANSI N18.7-1976/ANS-3.2, 
“Administrative Controls and Quality Assurance for Operational Phase Nuclear Power Plants.” BFN documented the 
issue in SRs 722559, 726755, and PERs 707531, 722859, and 727405.  
 
This finding was more than minor because, if BFN site verification procedure requirement issues and adherence are 
left uncorrected, the performance deficiency would have the potential to lead to a more significant safety concern, 
such as more severe plant transients, or engineered safeguard system actuations or malfunctions. Additionally, this 
issue is similar to Example 4.b in IMC 0612, Appendix E, “Examples of Minor Issues,” in that the recent inadequate 
use of human performance error prevention tools (self-checking, peer checking, and missing IVs and CVs in the 
Procedure NPG-SPP-10.3, Appendix “A,” list of 35 BFN systems that are required to have verifications for 
procedures, instructions, and work documents) have resulted in a reactor scrams, unplanned safety and risk significant 
system inoperability and unavailability, or other transients. The Finding was determined to be of very low safety 
significance (Green) in accordance with Inspection Manual Chapter (IMC) 0609, Attachment 4, “Phase 1 – Initial 
Screening and Characterization of Findings,” and IMC 0609, Appendix A, “The Significant Determination Process 
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(SDP) for Findings At-Power,” because it did not represent an actual loss of safety function or safety systems out of 
service for greater than the TS allowed outage time. The team identified a cross-cutting aspect in the Resources 
component of the Human Performance area, because the licensee did not ensure that procedures were available and 
adequate to assure nuclear safety. Specifically, accurate and up-to-date procedures, work packages, and correct 
labeling of components. [H.2(c)]. (Section 5.3.2.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient acceptance criteria for main battery bank 1 
The team identified a Green NCV of 10 CFR 50, Appendix B, Criterion V, Instructions, Procedures and Drawings, for 
the licensee’s failure to incorporate appropriate quantitative acceptance criteria into a station battery inspection 
Procedure. Specifically, Procedure EPI-00248-BAT005, “Annual Inspection of 250V DC Main Battery Banks 1, 2, 3 
and Associated Chargers,” Revisions 18 and 19 did not provide the correct acceptance criteria for the battery bank 
connection resistance results. Prompt corrective actions included determination that main battery bank 1 remained 
operable and entry of the issue into the corrective action program (SR 731341 and PER 732511).  
 
The team determined that BFN’s failure to establish correct quantitative acceptance criteria after main bank battery 
replacement and after changing the battery inspection methodology in the annual battery test inspection procedure was 
a performance deficiency. The performance deficiency was determined to be more than minor and a Finding because 
it was associated with the procedure quality attribute of the 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 (Green) because it was 
not a design or qualification deficiency and did not result in an actual loss of system and/or function. The Finding had 
a cross-cutting aspect in the area of Human Performance, Resources - Procedures, because BFN did not provide 
accurate and up-to-date procedures for the inspection of safety-related station batteries. [H.2(c)] (Section 5.3.2.2.3)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to translate the design into procedure 3-SR-3.3.8.2.1(B) 
The team identified a Green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, “Design Control,” for 
the licensee’s failure to translate seismic uncertainties into acceptance criteria and measuring and test equipment 
accuracy requirements into the Reactor Protection System circuit protector calibration surveillance procedure. This 
was determined to be a performance deficiency. Prompt corrective actions included determination that the equipment 
remained operable and entry of this issue into their corrective action program as problem evaluation report 723605 
and 730495.  
 
The performance deficiency was determined to be more than minor because if left uncorrected, the performance 
deficiency had the potential to lead to a more significant safety concern because it could have affected the operability 
of the relays. The team used Inspection Manual Chapter 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for mitigating systems, and Inspection Manual Chapter 0609, Appendix. A, “The Significance 
Determination Process for Findings at Power,” issued June 19, 2012, and determined the Finding to be of very low 
safety significance (Green) because the Finding did not result in the loss of functionality or operability of a structure, 
system, or component. The team did not identify a cross-cutting aspect because this performance deficiency has 
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existed since 2006 and is not indicative of current licensee performance. (Section 5.3.2.2.4)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to implement an adequate test program for RHRSWS and EECS 
The team identified a non-cited violation of 10CFR50, Appendix B, Criterion XI, Test Control, because the licensee 
did not establish a test program for Residual Heat Removal Service Water (RHRSW) and Emergency Equipment 
Cooling Water (EECW) pumps such that the test adequately demonstrated the pumps would perform satisfactorily in 
service. Specifically, BFN did not perform RHRSW/EECW pump performance testing such that it adequately 
accounted for river water temperature impact on the pump lift, which affected pump flow and vibration performance. 
The test program did not account for changes to pump lift caused by river water temperature changes; as a result the 
test program did not adequately monitor pump and system performance and degradation. The licensee completed a 
prompt operability determination verifying that the pumps remained operable and documented the issue in PERs 
730497 and 741036.  
The Finding was more than minor because at affected the Mitigating System Cornerstone and if left uncorrected, 
could become a more significant safety concern. The team determined the Finding was of very low safety significance 
because it was not a design or qualification deficiency, and it did not result in an actual loss of one or more trains of 
the RHRSW or EECW systems and/or their function. The Finding had a cross-cutting aspect in the area of Problem 
Identification and Resolution, Corrective Action Program, because the licensee did not to thoroughly evaluate the 
changes in RHRSW and EECW pump performance such that the resolution addressed the causes and extent-of-
condition. [P.1(c)] (Section 5.4.3.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Deficient design control for RHR service water freeze protection 
The team identified a green non-cited violation of 10 CFR Part 50, Appendix B, Criterion III, Design Control, 
involving the failure to maintain adequate design control measures associated with the residual heat remove service 
water (RHRSW) system freeze protection. Specifically, the team identified that freeze protection was not installed on 
two RHRSW pump air relief valves (ARV) to maintain operability of the RHRSW system during extended periods of 
cold weather. BFN entered the issue into their corrective action program under SRs 731375, 727908, and 732519 and 
PER 732519 and concluded that an immediate operability concern was not present due to the current warm weather 
conditions and recent satisfactory pump testing. Additionally, BFN performed a detailed inspection of ARVs on all 12 
RHRSW pumps, and identified deficiencies on ARVs for eight pumps and entered each item into the CAP.  
 
The team determined that failure to maintain adequate design control measures associated with the RHRSW system 
freeze protection was a performance deficiency. This Finding was more than minor because it adversely affected the 
design control attribute of the Mitigating Systems cornerstone and the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to initiating events to prevent undesirable consequences. Using 
Inspection Manual Chapter 0609, Appendix A, “The Significance Determination Process for Findings At-Power,” the 
team determined that the Finding was of very low safety significance (Green) because it was a deficiency affecting the 
design or qualification of a mitigating system, structure or component (SSC), where the SSC maintained its 
operability. The Finding had a cross-cutting aspect in the area of problem identification and resolution, corrective 
action program problem identification, because BFN did not maintain a low threshold for issue identification such that 
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this issue was identified and resolved during numerous previous focused inspections of the RHRSW system 
configuration. [P.1(a)] (Section 6.1.4.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Barrier Integrity 

Significance:  May 24, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control a modification to the seismically mounted control room ceiling ligh diffusers 
The team identified a Green, NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, 
“Design Control,” for the licensee’s failure to control deviations from the as built control room envelope design for 
seismically mounted ceiling light diffusers in accordance with instructions that assure quality standards are controlled. 
Specifically, contrary to the procedure the licensee unsecured three seismically mounted control room ceiling light 
diffusers and slid them over the top of other light diffusers creating a seismic missile hazard that could have impacted 
control room ventilation damper actuators. Once the licensee understood that unfastening the ceiling light diffusers 
and sliding them over top of other diffusers was creating unanalyzed modifications, the licensee removed the ceiling 
diffusers from the overhead and placed them in a seismically safe condition. In addition, the licensee clarified the 
procedure step to have the ceiling light diffusers removed completely. The licensee entered this issue into their CAP 
as PER 730443. The failure to control a planned modification of the seismically mounted control room ceiling light 
diffusers was a performance deficiency (PD).  
 
The PD was more than minor because it is associated with the design control attribute of the barrier integrity 
cornerstone and adversely affected the cornerstone objective to provide reasonable assurance that physical design 
barriers protect the public from radionuclide releases caused by accidents or events. Using Inspection Manual Chapter 
0609.04, “Phase 1-Initial Screening and Characterization of Findings,” the team determined that the Finding had very 
low safety significance (Green) because the Finding only represents a degradation of the radiological barrier function 
for the control room. This Finding has a cross-cutting aspect in the area of human performance because the licensee 
did not define and effectively communicate expectations regarding procedural compliance and personnel follow 
procedures. (H.4.(b) (Section 5.2.4.2.1)  
 
Inspection Report# : 2013011 (pdf)  

Emergency Preparedness 

Significance: TBD Dec 31, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain emergency response staffing levels 
The NRC identified an apparent violation of 10 CFR 50.54(q), Emergency Plans, for the licensee’s failure to maintain 
plant staffing levels in accordance with NP-REP, Tennessee Valley Authority Nuclear Power Radiological Emergency 
Plan. Specifically, the licensee’s process for maintaining minimum emergency response shift staffing failed to 
adequately maintain staffing of the Shift Technical Advisor (STA) and Incident Commander to ensure initial accident 
response in all key functional areas. The licensee has entered this issue into their corrective action program as PERs 
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790092 and 801057.  
 
The inspectors determined the performance deficiency was more than minor because it was associated with the ERO 
readiness attribute of the emergency preparedness cornerstone and adversely impacted the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public 
in the event of a radiological emergency. Specifically, the failure to maintain required emergency response staffing 
levels reduced the licensee’s capabilities to respond to an emergency. The inspectors assessed the finding in 
accordance with Appendix B, Emergency Preparedness Significance Determination Process and determined that this 
finding represented a Loss of Planning Standard Function and has preliminarily been determined to be a finding of 
White significance. Because the significance of this finding is not yet finalized, it is being characterized as “To Be 
Determined (TBD),” pending a final significance determination. The cause of the finding was determined to be 
associated with the cross-cutting aspect of thorough evaluation of problems in the corrective action component of the 
problem identification and resolution area because the licensee failed to ensure that issues potentially affecting nuclear 
safety were thoroughly evaluated. [P.1(c)] (Section 1R11.2.b(1))  
 
Inspection Report# : 2014002 (pdf)  
Inspection Report# : 2013005 (pdf)  

Significance: TBD Dec 31, 2013 
Identified By: NRC 
Item Type: AV Apparent Violation 
Inaccurate information provided concerning onsite emergency response organization staffing requirements 
The NRC identified two examples of an Apparent Violation of 10 CFR 50.9, “Completeness and accuracy of 
information,” for the licensee’s apparent failure to provide complete and accurate information associated with 
emergency response on-shift staffing requirements. Specifically, on two occasions the licensee apparently provided 
inaccurate information to the NRC concerning onsite emergency response organization minimum staffing 
requirements. The licensee augmented on-shift staffing levels on October 30, 2013. These issues were entered into the 
Browns Ferry corrective action program as PERs 790109, 790092, and 801057.  
 
These apparent violations had the potential to impede or impact the regulatory process, and therefore subject to 
traditional enforcement as described in the NRC Enforcement Policy, dated July 9, 2013. Because these apparent 
violations involved the traditional enforcement process with no underlying technical violation that would be 
considered more than minor in accordance with IMC 0612, a cross-cutting aspect was not assigned to this violation. 
(Section 1R11.2.b(2))  
 
Inspection Report# : 2013005 (pdf)  

Significance: TBD Dec 31, 2013 
Identified By: NRC 
Item Type: AV Apparent Violation 
Inappropriate amendment of license conditions 
The NRC identified an apparent violation (AV) of 10 CFR 50.90, Application for Amendment of License, 
Construction Permit, or Early Site Permit for the licensee’s apparent failure to submit an application requesting an 
amendment to their operating license concerning on-shift staffing levels. The licensee augmented on-shift staffing 
levels on October 30, 2013. The issue was entered into the Browns Ferry corrective action program as PERs 790109 
and 801057.  
 
This apparent violation had the potential to impede or impact the regulatory process, and therefore was subject to 
traditional enforcement as described in the NRC Enforcement Policy, dated July 9, 2013. Because this apparent 
violation involved the traditional enforcement process with no underlying technical violation that would be considered 
more than minor in accordance with IMC 0612, a cross-cutting aspect was not assigned to this violation. (Section 
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1R11.2.b(3))  
 
Inspection Report# : 2013005 (pdf)  

Occupational Radiation Safety 

Public Radiation Safety 

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 

Last modified : May 30, 2014 
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Browns Ferry 1 
2Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to document service water freeze protection deficiencies 
The NRC identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Procedures, for the 
licensee’s failure to implement 0-GOI-200-1, Freeze Protection Inspection. Specifically, the licensee failed to enter 
freeze protection discrepancies into the corrective action program as part of the Freeze Protection Discrepancy List 
per 0-GOI-200-1 for the residual heat removal service water (RHRSW) and emergency equipment cooling water 
(EECW) systems. As a corrective action, the licensee entered the required deficiencies onto the Freeze Protection 
Discrepancy List. The licensee has entered this issue into their corrective action program as problem evaluation 
reports 800190 and 821426.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern, in that the intake room piping would continue to be exposed to freezing 
temperatures without adequate freeze protection which could affect RHRSW and EECW systems’ ability to perform 
their safety functions. The inspectors performed a Phase 1 screening in accordance with IMC 0609, Significance 
Determination Process, Appendix A, Exhibit 1, Initiating Event screening question E, and determined the finding was 
of very low safety significance (Green) because it did not impact the frequency of an internal flooding event. The 
cause of this finding has a cross-cutting aspect in the Work Practices component of the Human Performance area, 
because the licensee failed to define and effectively communicate expectations regarding procedural compliance and 
that personnel follow procedures. [H.4(b)] (Section 1R01)  
 
Inspection Report# : 2013005 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
RHRSW pump power cables submerged in water 
An NRC-identified finding was identified for the licensee’s failure to adhere to TVA General Specification 40 (G-40) 
for Installation, Modification, and Maintenance of Electrical Systems, section 3.5.7, which required standing water in 
Handholes be kept below any safety related cables. Hand hole numbers 15 and 26 were discovered to have had 
standing water above several of the Residual Heat Removal (RHR) service water (safety related) power cables from 
January to May 2014.  
 
The licensee’s failure to adhere to TVA General Specification 40 (G-40) for Installation, Modification, and 
Maintenance of Electrical Systems, section 3.5.7, which required standing water in hand holes be kept below any 
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safety related cables was a performance deficiency. Specifically, the licensee allowed hand hole numbers 15 and 26 to 
have standing water above several of the RHR service water (safety related) power cables. The performance 
deficiency was more than minor because if left uncorrected, it had the potential to lead to a more significant safety 
concern including cable degradation and increased likelihood of cable failure. This issue screened as having very low 
safety significance, Green, using IMC 0609 Appendix A, Exhibit 2, Mitigating Systems Screening Questions issued 
on June 19, 2012, because it affected the design or qualification of a mitigating SSC but the mitigating SSC 
maintained its operability. The finding had a cross cutting aspect of Problem Identification and Resolution: Resolution 
because the licensee failed to ensure that corrective actions addressed the cause of the power cable wetting and failure 
in 2007. (P.3) (Section 1R06.2)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control transient combustible in designated high risk areas 
An NRC-identified non-cited violation (NCV) of the T.S. 5.4.1.d, Fire Protection Program Implementation, was 
identified for the licensee’s failure to control transient combustible materials in designated high risk areas in Unit 1 
and Unit 3. The licensee’s corrective action was to remove the combustible materials. The licensee entered this issue 
into their corrective action program as PER 845630 and 846184.  
 
The performance deficiency was determined to be more than minor, because it was associated with the Protection 
Against External Factors attribute (Fires) of the 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. Specifically, leaving unanalyzed transient combustibles in proximity to safety 
related equipment could affect the equipment’s ability to perform its safety function during a credible fire scenario. 
The finding was characterized according to IMC 0609, Significance Determination Process (SDP), Appendix F, 
Attachment 1, Fire Protection SDP Phase 1 Worksheet dated September 24, 2013. This issue screened as low safety 
significance (Green), per Attachment 1 question 1.3 because it did not affect the ability of the reactor to reach and 
maintain safe shutdown. The cause of this finding was directly related to the Human Performance cross cutting aspect 
of Change Management. Plant leaders did not use a systematic process for evaluating and implementing change so 
that nuclear safety remains the overriding priority. Specifically, the impact of the new procedures for transient 
combustible controls did not apply change management controls such as site wide communication and training to 
make workers aware of the new requirements. [H.3] (Section 4OA2)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Feb 28, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify the root cause of the failure of the 1B standby liquid control pump breaker 
An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was 
identified for the licensee’s failure to adequately identify the root cause for a significant condition adverse to quality 
as defined in NPG-SPP-22.302 Revision 1, “Corrective Action Program Screening and Oversight.” Specifically, the 
licensee initially failed to identify the root cause of the failure of the 1B Standby Liquid Control (SLC) Pump breaker 
that resulted in the equipment exceeding the Technical Specification Limiting Condition for Operation. The issue was 
documented in the licensee’s corrective action program as Service Request (SR) 851718.  
 
This performance deficiency was more than minor since it adversely affected the Reactor Safety Mitigating Systems 
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cornerstone objective of availability and reliability of affected equipment. Specifically, the failure to determine the 
cause of a crack in the breaker’s phase arc chute that fatigued over time impacted the ability to assign effective 
corrective actions to prevent recurrence and challenges the reliability of the safety-related equipment to provide 
required reactivity control capability when required for accident mitigation. The inspectors evaluated the risk of this 
finding using Manual Chapter 0609, Appendix A, Significance Determination Process (SDP) for Findings at Power. 
This determination was based on the evaluation that the inoperable equipment did not concurrently affect a single 
reactor protection system (RPS) trip signal to initiate a reactor scram, nor did it involve control manipulations that 
unintentionally added positive reactivity or result in a mismanagement of reactivity by operators. The finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, in the component of Evaluation, since the 
licensee failed to thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions 
commensurate with their safety significance (P.2). (Section 4OA2.1.c)  
 
Inspection Report# : 2014007 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain emergency diesel room floor drains 
The NRC-identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control, for the 
licensee’s failure to establish measures to ensure the EDG floor drains maintained the capability of performing their 
intended function as described their design basis. The licensee’s immediate corrective action was to clean all the 
drains in all the EDG rooms. The licensee has entered this issue into their corrective action program as problem 
evaluation report 765575.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern, in that, the EDG room floor drains could become sufficiently clogged such 
that internal flooding would cause the affected EDG to be unable to perform its safety function. The inspectors 
performed a Phase 1 screening in accordance with IMC 0609, Significance Determination Process, Appendix A, 
Exhibit 1, Initiating Event screening question E, and determined the finding was of very low safety significance 
(Green) because it did not impact the frequency of an internal flooding event. This finding has a cross-cutting aspect 
in the area of Problem Identification and Resolution, Corrective Action Program Component, because TVA did not 
identify floor drain issues completely, accurately, and in a timely manner commensurate with their safety significance. 
[P.1 (a)] (Section 4OA2.3)  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate compensatory actions to minimize the effects of impaired fire proteciton equipment on fire safe 
shutdown 
The inspectors identified a Green non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) Unit Nos. 1, 2, and 
3 Technical Specification 5.4.1.d for the failure to establish procedural guidance to implement compensatory 
measures for the high pressure fire protection (HPFP) system in support of the Fire Protection Report (FPR) and Safe 
Shutdown Instructions (SSI). The licensee entered this condition in their corrective action program (CAP) as problem 
evaluation report (PER) 812090 and issued an operations’ Standing Order which supplemented existing fire watch 
patrol compensatory measures in Fire Area (FA) 25-1. The licensee’s failure to establish appropriate compensatory 
measures supporting the FPR and the SSI to ensure an adequate water supply remained available when the diesel 
driven fire pump was taken out of service was a performance deficiency. The performance deficiency was more-than-
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minor because it was associated with the protection against external events (fire) attribute of the Mitigating Systems 
Cornerstone and that it 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 
was screened in accordance with NRC IMC 0609, “Significance Determination Process”, dated June 2, 2011, 
Attachment 4 “Initial Characterization of Findings”. This screening determined that an IMC 0609, Appendix F  
“Fire Protection Significance Determination Process” was required because it affected fixed fire protection systems. 
Attachment 1, Step 1.4.2, “Fixed Fire Protection Systems” screened the finding to very low safety significance 
(Green) since the impact of a fire in FA 25-1 is limited to no more than one train/division important to safety and that 
the reactor would be able to reach and maintain safe shutdown condition. The inspectors determined that no cross 
cutting aspect was applicable to this performance deficiency this finding because the operability requirements and  
compensatory actions in effect had been developed in the past (1988) and were not indicative of current licensee 
performance.. (Section R10.10) 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate evaluation of combustible material control fire protection program change 
The inspectors identified a Severity Level IV, non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) 
Renewed Facility Operating License Conditions 2.C.(13), (14), and (7) for Units 1, 2, and 3, respectively, and an 
associated finding of very low safety significance (Green) for the failure to perform an evaluation of the impact of a 
change to the Fire Protection Report on the fire protection license conditions, as directed by the licensee’s procedure, 
FPDP-3, Management of the Fire Protection Report, Revision 3. The failure to adequately evaluate the impact of the 
change, which permitted the use of fire retardant treated wood materials as transient fire loads in safety related plant 
areas without further approval, resulted in the implementation of a change to the Fire Protection Program (FPP) that 
could have adversely affected the ability to achieve and maintain safe shutdown. The licensee also failed to submit the 
FPP change to the NRC for review and approval prior to implementation which impacted the ability of the NRC to 
perform its regulatory oversight function. The licensee entered the issue into their corrective action program (CAP) as 
problem evaluation report PER 812091 and issued an operations’ Fire Protection Section Instruction Letter to require 
all wood products to be evaluated when left unattended in any plant fire area. The inspectors determined that this 
finding was more than minor because if left uncorrected, could become a more significant safety concern. 
Specifically, if the licensee does not limit transient fire loads (including fire retardant treated wood) to below the 
capability of suppression systems or fire barrier ratings for a specific fire area as evaluated by the station’s fire hazard 
analysis, a fire could spread to other fire areas and affect the ability to achieve and maintain safe shutdown in the 
event of a fire. The finding was evaluated using IMC 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for Mitigating Systems, and IMC 0609, Appendix F, “Fire Protection Significance 
determination Process,” issued September 20, 2013, and the inspectors determined the finding was of very low safety 
significance (Green) because the reactor would have been able to reach and maintain safe shutdown  
conditions under actual fire loading conditions. The SDP, however, does not specifically consider the regulatory 
process impact. Thus, although not related to a common regulatory concern, it is necessary to address the violation 
and finding using different processes to correctly reflect both the regulatory importance of the violation and the  
safety significance of the associated finding. The traditional enforcement violation was evaluated using the NRC 
Enforcement Policy, dated January 28, 2013, revised July 9, 2013, and the inspectors determined the violation was 
SL-IV per Section 6.1.d.2 of the Enforcement Policy, because the associated finding was evaluated by the SDP as 
having very low safety significance (i.e., Green). The inspectors determined failure to obtain prior NRC approval for 
fire protection program changes was similar to violations of 10 CFR 50.59 for enforcement purposes. No cross-cutting 
aspect was assigned to this finding because the cause of the finding was not indicative of present licensee 
performance, since the change to the Fire Protection Report occurred in 2003. (Section 1R05.11) 
Inspection Report# : 2013010 (pdf)  
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Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet the requirements of large fire and explosion mitigation strategies 
The inspectors identified a Green non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) Units 1, 2 and 3, 
Renewed Operating License Conditions 2.C(4)(b)(7), 2.C(6)(b)(7) and 2.C(10)(b)(7) respectively, for the licensee's 
failure to meet the requirements of the license condition for large fires or explosion mitigation strategies as discussed 
in Enclosure 2. 
Inspection Report# : 2013010 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to enter Technical Specification for residual heat removal service water maintenance 
The NRC identified a non-cited violation (NCV) of Technical Specifications (TS) 5.4.1.a, Procedures, for the 
licensee’s failure to follow OPDP-8, Operability Determination Process and Limiting Conditions for Operation 
Tracking. Specifically, the licensee failed to enter a seven day action statement C.1 of Technical Specification 3.7.1, 
Residual Heat Removal Service Water (RHRSW) system and Ultimate Heat Sink when planned maintenance rendered 
two RHRSW pumps inoperable. The licensee entered this issue into their corrective action program as Problem Event 
Report (PER) 751300.  
 
This finding was determined to be more than minor because if left uncorrected, the performance deficiency would 
have the potential to lead to a more significant safety concern. The finding affected the Mitigating Systems 
cornerstone and using IMC 0609.04, Initial Characterization of Findings and IMC 0609 Appendix A, Exhibit 2 
Mitigating Systems screening questions, the finding screened as very low safety significance (Green). The finding did 
not represent an actual loss of function of a single train for greater than its technical specification allowed outage time 
and did not represent an actual loss of function of one or more non-technical specification equipment for greater than 
24 hours because the licensee restored the C1 and C2 RHRSW pumps on July 5, 2013. The inspectors determined that 
this finding had a cross-cutting aspect in the area of human performance associated with the work practices 
component because the licensee failed to ensure that expectations for procedural compliance were properly 
communicated and that personnel followed procedures. [H.4.b]. (Section 1R13)  
 
Inspection Report# : 2013004 (pdf)  

Significance:  Sep 30, 2013 
Identified By: NRC 
Item Type: FIN Finding 
Failure to clean the safety related pump pit once per two cycles 
An NRC identified finding (FIN) was identified for the licensee’s exceeding the maximum allowed periodicity for 
inspecting and cleaning the Residual Heat Removal Service Water (RHRSW) pump pit per Raw Water Corrosion 
Program procedure (NPG-SPP 9.7.3).  
 
This finding was determined to be more than minor because, if left uncorrected, the failure to maintain the intake 
pump pit cleaning would have had the potential to lead to a more significant safety concern in that, it could lead to 
fouling of safety related coolers. challenging the heat exchanger heat removal function. The finding is associated with 
the Mitigating Systems cornerstone. Using IMC 0609 Appendix A, Exhibit 2, the finding screened as green because 
the finding did not represent an actual loss of function of a single train for greater than its technical specification 
allowed outage time and did not represent an actual loss of function of one or more non-technical specification 
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equipment for greater than 24 hours. The cause of this finding was associated with the human performance area, 
resources component, cross cutting aspect of maintaining long term plant safety by maintenance of design margins 
and minimizing preventative maintenance deferrals due to the licensee not allocating resources to clean the intake 
pump pits. [H.2.(a)]. (Section 1R15)  
 
Inspection Report# : 2013004 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain emergency response staffing levels 
The NRC identified an apparent violation of 10 CFR 50.54(q), Emergency Plans, for the licensee’s failure to maintain 
plant staffing levels in accordance with NP-REP, Tennessee Valley Authority Nuclear Power Radiological Emergency 
Plan. Specifically, the licensee’s process for maintaining minimum emergency response shift staffing failed to 
adequately maintain staffing of the Shift Technical Advisor (STA) and Incident Commander to ensure initial accident 
response in all key functional areas. The licensee has entered this issue into their corrective action program as PERs 
790092 and 801057.  
 
The inspectors determined the performance deficiency was more than minor because it was associated with the ERO 
readiness attribute of the emergency preparedness cornerstone and adversely impacted the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public 
in the event of a radiological emergency. Specifically, the failure to maintain required emergency response staffing 
levels reduced the licensee’s capabilities to respond to an emergency. The inspectors assessed the finding in 
accordance with Appendix B, Emergency Preparedness Significance Determination Process and determined that this 
finding represented a Loss of Planning Standard Function and has preliminarily been determined to be a finding of 
White significance. Because the significance of this finding is not yet finalized, it is being characterized as “To Be 
Determined (TBD),” pending a final significance determination. The cause of the finding was determined to be 
associated with the cross-cutting aspect of thorough evaluation of problems in the corrective action component of the 
problem identification and resolution area because the licensee failed to ensure that issues potentially affecting nuclear 
safety were thoroughly evaluated. [P.1(c)] (Section 1R11.2.b(1))  
 
Inspection Report# : 2014002 (pdf)  
Inspection Report# : 2013005 (pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 

Last modified : August 29, 2014 

2Q/2014 Inspection Findings - Browns Ferry 1

Page 7 of 7



Browns Ferry 1 
3Q/2014 Plant Inspection Findings 

Initiating Events 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to document service water freeze protection deficiencies 
The NRC identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion V, Procedures, for the 
licensee’s failure to implement 0-GOI-200-1, Freeze Protection Inspection. Specifically, the licensee failed to enter 
freeze protection discrepancies into the corrective action program as part of the Freeze Protection Discrepancy List 
per 0-GOI-200-1 for the residual heat removal service water (RHRSW) and emergency equipment cooling water 
(EECW) systems. As a corrective action, the licensee entered the required deficiencies onto the Freeze Protection 
Discrepancy List. The licensee has entered this issue into their corrective action program as problem evaluation 
reports 800190 and 821426.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern, in that the intake room piping would continue to be exposed to freezing 
temperatures without adequate freeze protection which could affect RHRSW and EECW systems’ ability to perform 
their safety functions. The inspectors performed a Phase 1 screening in accordance with IMC 0609, Significance 
Determination Process, Appendix A, Exhibit 1, Initiating Event screening question E, and determined the finding was 
of very low safety significance (Green) because it did not impact the frequency of an internal flooding event. The 
cause of this finding has a cross-cutting aspect in the Work Practices component of the Human Performance area, 
because the licensee failed to define and effectively communicate expectations regarding procedural compliance and 
that personnel follow procedures. [H.4(b)] (Section 1R01)  
 
Inspection Report# : 2013005 (pdf)  

Mitigating Systems 

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
RHRSW pump power cables submerged in water 
An NRC-identified finding was identified for the licensee’s failure to adhere to TVA General Specification 40 (G-40) 
for Installation, Modification, and Maintenance of Electrical Systems, section 3.5.7, which required standing water in 
Handholes be kept below any safety related cables. Hand hole numbers 15 and 26 were discovered to have had 
standing water above several of the Residual Heat Removal (RHR) service water (safety related) power cables from 
January to May 2014.  
 
The licensee’s failure to adhere to TVA General Specification 40 (G-40) for Installation, Modification, and 
Maintenance of Electrical Systems, section 3.5.7, which required standing water in hand holes be kept below any 
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safety related cables was a performance deficiency. Specifically, the licensee allowed hand hole numbers 15 and 26 to 
have standing water above several of the RHR service water (safety related) power cables. The performance 
deficiency was more than minor because if left uncorrected, it had the potential to lead to a more significant safety 
concern including cable degradation and increased likelihood of cable failure. This issue screened as having very low 
safety significance, Green, using IMC 0609 Appendix A, Exhibit 2, Mitigating Systems Screening Questions issued 
on June 19, 2012, because it affected the design or qualification of a mitigating SSC but the mitigating SSC 
maintained its operability. The finding had a cross cutting aspect of Problem Identification and Resolution: Resolution 
because the licensee failed to ensure that corrective actions addressed the cause of the power cable wetting and failure 
in 2007. (P.3) (Section 1R06.2)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control transient combustible in designated high risk areas 
An NRC-identified non-cited violation (NCV) of the T.S. 5.4.1.d, Fire Protection Program Implementation, was 
identified for the licensee’s failure to control transient combustible materials in designated high risk areas in Unit 1 
and Unit 3. The licensee’s corrective action was to remove the combustible materials. The licensee entered this issue 
into their corrective action program as PER 845630 and 846184.  
 
The performance deficiency was determined to be more than minor, because it was associated with the Protection 
Against External Factors attribute (Fires) of the 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. Specifically, leaving unanalyzed transient combustibles in proximity to safety 
related equipment could affect the equipment’s ability to perform its safety function during a credible fire scenario. 
The finding was characterized according to IMC 0609, Significance Determination Process (SDP), Appendix F, 
Attachment 1, Fire Protection SDP Phase 1 Worksheet dated September 24, 2013. This issue screened as low safety 
significance (Green), per Attachment 1 question 1.3 because it did not affect the ability of the reactor to reach and 
maintain safe shutdown. The cause of this finding was directly related to the Human Performance cross cutting aspect 
of Change Management. Plant leaders did not use a systematic process for evaluating and implementing change so 
that nuclear safety remains the overriding priority. Specifically, the impact of the new procedures for transient 
combustible controls did not apply change management controls such as site wide communication and training to 
make workers aware of the new requirements. [H.3] (Section 4OA2)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Feb 28, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify the root cause of the failure of the 1B standby liquid control pump breaker 
An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was 
identified for the licensee’s failure to adequately identify the root cause for a significant condition adverse to quality 
as defined in NPG-SPP-22.302 Revision 1, “Corrective Action Program Screening and Oversight.” Specifically, the 
licensee initially failed to identify the root cause of the failure of the 1B Standby Liquid Control (SLC) Pump breaker 
that resulted in the equipment exceeding the Technical Specification Limiting Condition for Operation. The issue was 
documented in the licensee’s corrective action program as Service Request (SR) 851718.  
 
This performance deficiency was more than minor since it adversely affected the Reactor Safety Mitigating Systems 
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cornerstone objective of availability and reliability of affected equipment. Specifically, the failure to determine the 
cause of a crack in the breaker’s phase arc chute that fatigued over time impacted the ability to assign effective 
corrective actions to prevent recurrence and challenges the reliability of the safety-related equipment to provide 
required reactivity control capability when required for accident mitigation. The inspectors evaluated the risk of this 
finding using Manual Chapter 0609, Appendix A, Significance Determination Process (SDP) for Findings at Power. 
This determination was based on the evaluation that the inoperable equipment did not concurrently affect a single 
reactor protection system (RPS) trip signal to initiate a reactor scram, nor did it involve control manipulations that 
unintentionally added positive reactivity or result in a mismanagement of reactivity by operators. The finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, in the component of Evaluation, since the 
licensee failed to thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions 
commensurate with their safety significance (P.2). (Section 4OA2.1.c)  
 
Inspection Report# : 2014007 (pdf)  

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain emergency diesel room floor drains 
The NRC-identified a non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion III, Design Control, for the 
licensee’s failure to establish measures to ensure the EDG floor drains maintained the capability of performing their 
intended function as described their design basis. The licensee’s immediate corrective action was to clean all the 
drains in all the EDG rooms. The licensee has entered this issue into their corrective action program as problem 
evaluation report 765575.  
 
The finding was more than minor because, if left uncorrected, the performance deficiency would have the potential to 
lead to a more significant safety concern, in that, the EDG room floor drains could become sufficiently clogged such 
that internal flooding would cause the affected EDG to be unable to perform its safety function. The inspectors 
performed a Phase 1 screening in accordance with IMC 0609, Significance Determination Process, Appendix A, 
Exhibit 1, Initiating Event screening question E, and determined the finding was of very low safety significance 
(Green) because it did not impact the frequency of an internal flooding event. This finding has a cross-cutting aspect 
in the area of Problem Identification and Resolution, Corrective Action Program Component, because TVA did not 
identify floor drain issues completely, accurately, and in a timely manner commensurate with their safety significance. 
[P.1 (a)] (Section 4OA2.3)  
 
Inspection Report# : 2013005 (pdf)  

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate compensatory actions to minimize the effects of impaired fire proteciton equipment on fire safe 
shutdown 
The inspectors identified a Green non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) Unit Nos. 1, 2, and 
3 Technical Specification 5.4.1.d for the failure to establish procedural guidance to implement compensatory 
measures for the high pressure fire protection (HPFP) system in support of the Fire Protection Report (FPR) and Safe 
Shutdown Instructions (SSI). The licensee entered this condition in their corrective action program (CAP) as problem 
evaluation report (PER) 812090 and issued an operations’ Standing Order which supplemented existing fire watch 
patrol compensatory measures in Fire Area (FA) 25-1. The licensee’s failure to establish appropriate compensatory 
measures supporting the FPR and the SSI to ensure an adequate water supply remained available when the diesel 
driven fire pump was taken out of service was a performance deficiency. The performance deficiency was more-than-
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minor because it was associated with the protection against external events (fire) attribute of the Mitigating Systems 
Cornerstone and that it 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 
was screened in accordance with NRC IMC 0609, “Significance Determination Process”, dated June 2, 2011, 
Attachment 4 “Initial Characterization of Findings”. This screening determined that an IMC 0609, Appendix F  
“Fire Protection Significance Determination Process” was required because it affected fixed fire protection systems. 
Attachment 1, Step 1.4.2, “Fixed Fire Protection Systems” screened the finding to very low safety significance 
(Green) since the impact of a fire in FA 25-1 is limited to no more than one train/division important to safety and that 
the reactor would be able to reach and maintain safe shutdown condition. The inspectors determined that no cross 
cutting aspect was applicable to this performance deficiency this finding because the operability requirements and  
compensatory actions in effect had been developed in the past (1988) and were not indicative of current licensee 
performance.. (Section R10.10) 
Inspection Report# : 2013010 (pdf)  

Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate evaluation of combustible material control fire protection program change 
The inspectors identified a Severity Level IV, non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) 
Renewed Facility Operating License Conditions 2.C.(13), (14), and (7) for Units 1, 2, and 3, respectively, and an 
associated finding of very low safety significance (Green) for the failure to perform an evaluation of the impact of a 
change to the Fire Protection Report on the fire protection license conditions, as directed by the licensee’s procedure, 
FPDP-3, Management of the Fire Protection Report, Revision 3. The failure to adequately evaluate the impact of the 
change, which permitted the use of fire retardant treated wood materials as transient fire loads in safety related plant 
areas without further approval, resulted in the implementation of a change to the Fire Protection Program (FPP) that 
could have adversely affected the ability to achieve and maintain safe shutdown. The licensee also failed to submit the 
FPP change to the NRC for review and approval prior to implementation which impacted the ability of the NRC to 
perform its regulatory oversight function. The licensee entered the issue into their corrective action program (CAP) as 
problem evaluation report PER 812091 and issued an operations’ Fire Protection Section Instruction Letter to require 
all wood products to be evaluated when left unattended in any plant fire area. The inspectors determined that this 
finding was more than minor because if left uncorrected, could become a more significant safety concern. 
Specifically, if the licensee does not limit transient fire loads (including fire retardant treated wood) to below the 
capability of suppression systems or fire barrier ratings for a specific fire area as evaluated by the station’s fire hazard 
analysis, a fire could spread to other fire areas and affect the ability to achieve and maintain safe shutdown in the 
event of a fire. The finding was evaluated using IMC 0609, Attachment 4, “Initial Characterization of Findings,” 
issued June 19, 2012, for Mitigating Systems, and IMC 0609, Appendix F, “Fire Protection Significance 
determination Process,” issued September 20, 2013, and the inspectors determined the finding was of very low safety 
significance (Green) because the reactor would have been able to reach and maintain safe shutdown  
conditions under actual fire loading conditions. The SDP, however, does not specifically consider the regulatory 
process impact. Thus, although not related to a common regulatory concern, it is necessary to address the violation 
and finding using different processes to correctly reflect both the regulatory importance of the violation and the  
safety significance of the associated finding. The traditional enforcement violation was evaluated using the NRC 
Enforcement Policy, dated January 28, 2013, revised July 9, 2013, and the inspectors determined the violation was 
SL-IV per Section 6.1.d.2 of the Enforcement Policy, because the associated finding was evaluated by the SDP as 
having very low safety significance (i.e., Green). The inspectors determined failure to obtain prior NRC approval for 
fire protection program changes was similar to violations of 10 CFR 50.59 for enforcement purposes. No cross-cutting 
aspect was assigned to this finding because the cause of the finding was not indicative of present licensee 
performance, since the change to the Fire Protection Report occurred in 2003. (Section 1R05.11) 
Inspection Report# : 2013010 (pdf)  
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Significance:  Nov 08, 2013 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to meet the requirements of large fire and explosion mitigation strategies 
The inspectors identified a Green non-cited violation (NCV) of Browns Ferry Nuclear Plant (BFN) Units 1, 2 and 3, 
Renewed Operating License Conditions 2.C(4)(b)(7), 2.C(6)(b)(7) and 2.C(10)(b)(7) respectively, for the licensee's 
failure to meet the requirements of the license condition for large fires or explosion mitigation strategies as discussed 
in Enclosure 2. 
Inspection Report# : 2013010 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Significance:  Dec 31, 2013 
Identified By: NRC 
Item Type: VIO Violation 
Failure to maintain emergency response staffing levels 
The NRC identified an apparent violation of 10 CFR 50.54(q), Emergency Plans, for the licensee’s failure to maintain 
plant staffing levels in accordance with NP-REP, Tennessee Valley Authority Nuclear Power Radiological Emergency 
Plan. Specifically, the licensee’s process for maintaining minimum emergency response shift staffing failed to 
adequately maintain staffing of the Shift Technical Advisor (STA) and Incident Commander to ensure initial accident 
response in all key functional areas. The licensee has entered this issue into their corrective action program as PERs 
790092 and 801057.  
 
The inspectors determined the performance deficiency was more than minor because it was associated with the ERO 
readiness attribute of the emergency preparedness cornerstone and adversely impacted the cornerstone objective of 
ensuring that the licensee is capable of implementing adequate measures to protect the health and safety of the public 
in the event of a radiological emergency. Specifically, the failure to maintain required emergency response staffing 
levels reduced the licensee’s capabilities to respond to an emergency. The inspectors assessed the finding in 
accordance with Appendix B, Emergency Preparedness Significance Determination Process and determined that this 
finding represented a Loss of Planning Standard Function and has preliminarily been determined to be a finding of 
White significance. Because the significance of this finding is not yet finalized, it is being characterized as “To Be 
Determined (TBD),” pending a final significance determination. The cause of the finding was determined to be 
associated with the cross-cutting aspect of thorough evaluation of problems in the corrective action component of the 
problem identification and resolution area because the licensee failed to ensure that issues potentially affecting nuclear 
safety were thoroughly evaluated. [P.1(c)] (Section 1R11.2.b(1))  
 
Inspection Report# : 2014002 (pdf)  
Inspection Report# : 2013005 (pdf)  

Occupational Radiation Safety 
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Public Radiation Safety 

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 

Miscellaneous 

Last modified : November 26, 2014 
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Browns Ferry 1 
4Q/2014 Plant Inspection Findings 

Initiating Events 

Mitigating Systems 

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to maintain Fire Doors in their Rated Configuration (Section 1R05) 
The NRC identified a Green non-cited violation (NCV) of Browns Ferry Operating License Conditions 2.C for the 
licensee’s failure to maintain fire doors in their rated configuration required by the Fire Protection Report. 
Specifically, the licensee failed to ensure that fire doors 497, 501, and 506, for Units 1, 2, and 3 respectively, were 
latched closed as required for the doors to meet their designed fire rating. The licensee entered this issue in the CAP as 
PER 921571 and initiated corrective actions to replace the degraded fire doors.  
The inspectors determined that the licensee’s failure to maintain fire doors 501, 506 and 497 in their rated 
configuration as required by the Browns Ferry Nuclear Plant Fire Protection Report was a performance deficiency. 
The finding was more than minor because it was associated with the protection against external factors (fires) attribute 
of the mitigating systems cornerstone and affected the objective to maintain the reliability and capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, failure to ensure fire doors were 
closed and latched could have resulted in the door opening during a fire, thereby allowing a fire to affect additional 
equipment important to safety in the exposed fire zone. The finding was screened in accordance with IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process (SDP),” issued September 20, 2013. The inspectors 
conducted a Phase I SDP screening utilizing Figure F.1 in Appendix F. Per the Phase I screening criteria, the finding 
was assigned the category of “Fire Confinement.” The inspectors assigned a “Moderate Degradation Rating” to the 
fire barrier door in accordance with Attachment 2 of Appendix F, because the latching mechanism for the door was 
non-functional. In accordance with Appendix F, “Supplemental Screening for Fire Confinement Findings,“ task 1.4.2, 
this finding screened as very low safety significance (Green) because the there was a fully functional automatic 
suppression system on either side of the fire barrier. The cause of this finding was directly related to the aspect of 
trending in the problem identification and resolution cross-cutting area. Specifically, over the past several years the 
licensee documented multiple examples of fire doors failing to consistently latch, in the CAP. The licensee failed to 
analyze this information in the aggregate to identify and correct the issue (P.4). (Section 1R05) 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
TRM Allowances for Electric Board Room Air Conditioning Units conflicting with Technical Specifications 
(Section 1R15.1) 
The NRC identified a Severity Level IV (SL-IV) NCV of 10 CFR 50.90, “Application for amendment of license, 
construction permit, or early site permit,” and an associated Green NCV of Technical Specification (TS) 3.8.7 
“Distribution System – Operating” for the licensee’s failure to obtain a license amendment prior to implementing 
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changes to the Technical Requirements Manual (TRM) that affected TS 3.8.7 for Units 1, 2, and 3. Specifically, the 
addition of TRM 3.7.6, Electric Board Room (EBR) Air Conditioning (AC) system resulted in a violation of T.S. 
3.8.7 Distribution- Operating for the C and D 4kV shutdown boards (supported by the Unit 2 EBR AC system) being 
inoperable in mode 1 for longer than the allowed outage time and the action statement not complied with. The 
licensee’s immediate corrective action was to issue administrative guidance to operators for the determination of 
operability of the 4kV shutdown boards with the Electric Board Room air conditioning system inoperable and initiate 
actions to submit a TS amendment request as documented in PER 846040.  
The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the performance deficiency resulted in the licensee not declaring Unit 1 and 2 
4kV shutdown boards inoperable and taking actions required by TS 3.8.7 action statement ‘E’ on multiple occasions. 
The finding was screened using IMC 0609 Appendix A Exhibit 2, dated June 19, 2012, and was determined to be of 
very low safety significance (Green) because the finding did not represent an actual loss of function of one or more 
non-Tech Spec Trains of equipment designated as high safety-significant in accordance with the licensee’s 
maintenance rule program for >24 hrs. The violation was determined to be a Severity Level IV violation using the 
Enforcement Policy example 6.1.d.2, because it resulted in a condition having a very low safety significance. No cross 
cutting aspect was assigned in association with the ROP finding because the change to the TRM was performed 
greater than three years ago and did not reflect current licensee performance. (Section 1R15.1) 
Inspection Report# : 2014004 (pdf)  

Significance:  Sep 30, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Inadequate NPSH Calculations for Standby Liquid Control Pumps (Section 1R15.2) 
The NRC identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to maintain adequate control measures for verifying or checking the adequacy of 
design of the Standby Liquid Control (SLC) system. Specifically, the licensee’s calculations and system testing were 
both inadequate to demonstrate that the SLC system could meet design requirements under all required operating 
conditions. The licensee entered this in their CAP as PER 920418 and initiated corrective actions to perform a 
modification to the SLC system and update design calculations.  
The inspectors determined that the licensee’s failure to maintain adequate control measures for verifying or checking 
the adequacy of design of the SLC system as required by 10 CFR 50, Appendix B, Criterion III, “Design Control,” 
was a performance deficiency (PD). Specifically, the licensee’s calculations and system testing were both inadequate 
to demonstrate that the SLC system could meet design requirements under all required operating conditions. The PD 
was more than minor because it affected the Mitigating Systems Cornerstone attribute of Design Control, and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, there was not an adequate method for 
ensuring the capability of the design of the SLC system following a design basis accident. The inspectors screened 
this finding in accordance with IMC 0609, Appendix A, “Significance Determination Process”, “Exhibit 2-Mitigating 
Systems Screening Questions,” dated June 19, 2012, and determined the finding was of very low safety significance 
(Green) because the design deficiency did not result in a loss of operability or functionality. The inspectors 
determined that no cross cutting aspect was applicable because this finding was not indicative of current licensee 
performance and occurred more than three years ago. (Section 1R15.2) 
Inspection Report# : 2014004 (pdf)  

Significance:  Jun 30, 2014 
Identified By: NRC 
Item Type: FIN Finding 
RHRSW pump power cables submerged in water
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An NRC-identified finding was identified for the licensee’s failure to adhere to TVA General Specification 40 (G-40) 
for Installation, Modification, and Maintenance of Electrical Systems, section 3.5.7, which required standing water in 
Handholes be kept below any safety related cables. Hand hole numbers 15 and 26 were discovered to have had 
standing water above several of the Residual Heat Removal (RHR) service water (safety related) power cables from 
January to May 2014.  
 
The licensee’s failure to adhere to TVA General Specification 40 (G-40) for Installation, Modification, and 
Maintenance of Electrical Systems, section 3.5.7, which required standing water in hand holes be kept below any 
safety related cables was a performance deficiency. Specifically, the licensee allowed hand hole numbers 15 and 26 to 
have standing water above several of the RHR service water (safety related) power cables. The performance 
deficiency was more than minor because if left uncorrected, it had the potential to lead to a more significant safety 
concern including cable degradation and increased likelihood of cable failure. This issue screened as having very low 
safety significance, Green, using IMC 0609 Appendix A, Exhibit 2, Mitigating Systems Screening Questions issued 
on June 19, 2012, because it affected the design or qualification of a mitigating SSC but the mitigating SSC 
maintained its operability. The finding had a cross cutting aspect of Problem Identification and Resolution: Resolution 
because the licensee failed to ensure that corrective actions addressed the cause of the power cable wetting and failure 
in 2007. (P.3) (Section 1R06.2)  
 
Inspection Report# : 2014003 (pdf)  

Significance:  Mar 31, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to control transient combustible in designated high risk areas 
An NRC-identified non-cited violation (NCV) of the T.S. 5.4.1.d, Fire Protection Program Implementation, was 
identified for the licensee’s failure to control transient combustible materials in designated high risk areas in Unit 1 
and Unit 3. The licensee’s corrective action was to remove the combustible materials. The licensee entered this issue 
into their corrective action program as PER 845630 and 846184.  
 
The performance deficiency was determined to be more than minor, because it was associated with the Protection 
Against External Factors attribute (Fires) of the 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. Specifically, leaving unanalyzed transient combustibles in proximity to safety 
related equipment could affect the equipment’s ability to perform its safety function during a credible fire scenario. 
The finding was characterized according to IMC 0609, Significance Determination Process (SDP), Appendix F, 
Attachment 1, Fire Protection SDP Phase 1 Worksheet dated September 24, 2013. This issue screened as low safety 
significance (Green), per Attachment 1 question 1.3 because it did not affect the ability of the reactor to reach and 
maintain safe shutdown. The cause of this finding was directly related to the Human Performance cross cutting aspect 
of Change Management. Plant leaders did not use a systematic process for evaluating and implementing change so 
that nuclear safety remains the overriding priority. Specifically, the impact of the new procedures for transient 
combustible controls did not apply change management controls such as site wide communication and training to 
make workers aware of the new requirements. [H.3] (Section 4OA2)  
 
Inspection Report# : 2014002 (pdf)  

Significance:  Feb 28, 2014 
Identified By: NRC 
Item Type: NCV NonCited Violation 
Failure to identify the root cause of the failure of the 1B standby liquid control pump breaker
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An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion XVI, Corrective Action, was 
identified for the licensee’s failure to adequately identify the root cause for a significant condition adverse to quality 
as defined in NPG-SPP-22.302 Revision 1, “Corrective Action Program Screening and Oversight.” Specifically, the 
licensee initially failed to identify the root cause of the failure of the 1B Standby Liquid Control (SLC) Pump breaker 
that resulted in the equipment exceeding the Technical Specification Limiting Condition for Operation. The issue was 
documented in the licensee’s corrective action program as Service Request (SR) 851718.  
 
This performance deficiency was more than minor since it adversely affected the Reactor Safety Mitigating Systems 
cornerstone objective of availability and reliability of affected equipment. Specifically, the failure to determine the 
cause of a crack in the breaker’s phase arc chute that fatigued over time impacted the ability to assign effective 
corrective actions to prevent recurrence and challenges the reliability of the safety-related equipment to provide 
required reactivity control capability when required for accident mitigation. The inspectors evaluated the risk of this 
finding using Manual Chapter 0609, Appendix A, Significance Determination Process (SDP) for Findings at Power. 
This determination was based on the evaluation that the inoperable equipment did not concurrently affect a single 
reactor protection system (RPS) trip signal to initiate a reactor scram, nor did it involve control manipulations that 
unintentionally added positive reactivity or result in a mismanagement of reactivity by operators. The finding had a 
cross-cutting aspect in the area of Problem Identification and Resolution, in the component of Evaluation, since the 
licensee failed to thoroughly evaluate issues to ensure that resolutions address causes and extent of conditions 
commensurate with their safety significance (P.2). (Section 4OA2.1.c)  
 
Inspection Report# : 2014007 (pdf)  

Barrier Integrity 

Emergency Preparedness 

Occupational Radiation Safety 

Public Radiation Safety 

Security 

Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed. 
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Browns Ferry 1
1Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to provide Adequate Acceptance Criteria for ECCS Venting Surveillance
Green. An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identifed for the licensee's failure to maintain adequate procedure acceptance criteria 
and cautions to verify operability of the HPCI system in accordance with Technical Specification Surveillance 
procedure SR 3.5.1.1. As immediate corrective action the licensee performed a prompt operability determination to 
verify the system remained operable, and plans to make changes to the TS surveillance procedure using the corrective 
action program. This violation was entered into the licensee’s corrective action program as PER 989728. 

The performance deficiency was more than minor because, if left uncorrected, it had the potential to lead to a more 
significant safety concern. Specifically the operability and availability of the HPCI system could be challenged by 
having procedural guidance which allows acceptable test results when the limiting void conditions may not be met. 
The finding was associated with the Mitigating Systems cornerstone. Using NRC Inspection Manual 0609, Appendix 
A, the finding screened as green because it did not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time, and did not represent an actual loss of function of one or 
more non-technical specification trains of equipment designated as high safety-significant in accordance with 
the licensee’s maintenance rule program for greater than 24 hours. This finding has a crosscutting aspect in the area of 
Human Performance because the licensee did not challenge the unknown when, both, establishing the venting 
procedure acceptance criteria and when observing significant bubbles during the venting procedure. [H.11]. (1R04.2)
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to have Simulator Fidelity with D EDG Control Switch
Green. A Self Revealing NCV of 10 CFR 55.46(c)(1), “Simulation Facilities,” was identified because the licensee 
failed to demonstrate simulator fidelity associated with D EDG control switch. The licensee’s immediate corrective 
actions were to replace the switch with one that matched the original design. This violation was entered into the 
licensee’s corrective action program as PER 990793. 

The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective of Human Performance. Specifically, the simulator fidelity issue contributed to a Human Error (Pre-Event) 
resulting in the D EDG being inoperable for 8 days and 9 hours. In accordance with NRC Inspection Manual Chapter 
0609, Appendix I, the finding was determined to be of very low safety significance (Green) using the simulator 

1Q/2015 Inspection Findings - Browns Ferry 1

Page 1 of 6



fidelity flowpath (blocks 13 through 15). Specifically, Manual Chapter 0609, Appendix I, “Operator Requalification 
Human Performance Significance Determination Process,” block 15, established a Green finding because although the 
deficient simulator fidelity negatively affected operator performance, this did not occur during a reportable event. No 
cross-cutting aspect was assigned because the issue occurred greater than three years ago and is not indicative of 
current licensee performance. (1R11.1)
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Maintain an Operating Procedure Resulted in the D EDG Exceeding its Technical Specification 
Allowed Outage Time
Green. A Self Revealing NCV of 10 CFR Part 50 Appendix B, Criterion V “Instructions, Procedures, and Drawings”
was identified for the licensee’s failure to maintain an adequate operating procedure for the D Emergency Diesel 
Generator (EDG) that resulted in inoperability that exceeded the allowed outage time. The licensee’s immediate 
corrective actions were to restore the D EDG to operability and to replace the D EDG control switch 4 with one that 
matched the other seven EDGs. The violation was entered into the licensee’s corrective action program as PER 
990793. 

The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective of equipment performance. This violation required a Phase II analysis because the 0612 Appendix A 
itigating Systems Exhibit question of whether the finding represented an actual loss of a single train’s function for 
greater than its technical specification allowed outage time was answered “yes”. The regional Senior Reactor Analyst 
performed a detailed risk analysis for the performance deficiency using the NRC’s risk software, and the Unit 2 
model. Assumptions included using a conservative screening value for the operator recovery, and the assumption that 
a common cause failure was not involved. The dominant risk sequences were the loss of offsite power, failures of 
suppression pool cooling, failure to recover power within 4 hours, and failure of alternate low pressure injection. The 
short period the EDG was unavailable, and the lack of a common cause resulted in a Green finding. The performance 
deficiency was assigned a crosscutting aspect of Resources because the licensee did not properly prioritize procedure 
upgrade resources to ensure that procedures for the D EDG were adequate (H.1). (1R15.1)
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: FIN Finding
Failure to Perform Required Continued Monitoring of a Degraded Condition
. The NRC identified a finding (FIN) associated with the licensee’s failure to evaluate continued operation for an 
established and growing crack in the “A” Residual Heat Removal Service Water (RHRSW) pump room floor. The 
licensee failed to provide justification why continued monitoring was not required while the floor crack continued to 
degrade for over five weeks. This was a requirement per licensee procedure NEDP-22 Operability Determinations and 
Functional Evaluations, Section 3.2.2.G.4.a.(2). 

This finding was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety 
concern. Specifically, without sufficient monitoring, the crack had the potential to propagate until the pumps in the 
RHRSW pump room became inoperable in a PMF event without the licensee’s knowledge. This finding is associated 
with the mitigating systems cornerstone. The finding was screened using Inspection Manual Chapter (IMC) 0609 
Appendix A, Exhibit 2, issued June 19, 2012 and was determined to be green because the functions provided by the 
floor were maintained. The licensee’s immediate corrective action was to commence bi-weekly monitoring of the 
crack until repairs could be made. The cause of this finding was directly related to the cross cutting aspect of the 
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Evaluation attribute of the Problem Identification and Resolution area because the licensee action to address the cause 
and extent of condition of the crack did not address the safety aspect of crack propagation. [P.2]
Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Demonstrate Satisfactory Performance of the Automatic Depressurization System Air Accumulators
A self revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XI, Test Control, was identified for 
the licensee’s failure to correctly demonstrate that Unit 1 Automatic Depressurization System (ADS) valve 1-PCV-1-
19 would perform satisfactorily in service in accordance with written test procedures. On October 30, 2014 operators 
discovered that valve 1-PCV-1-19 would not open as required. Troubleshooting revealed that the control air line 
accumulator to 1-PCV-1-19 was misconfigured and aligned instead to, non-ADS, steam relief valve 1-PCV-1-18. 
The licensee determined that the misalignment of the control air hoses which occurred under WO 02-010199-063 on 
November 22, 2006 had never been tested without the normal control air available. 

The finding was more than minor because it was associated with the mitigating systems cornerstone attribute of 
Configuration Control, and adversely affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the improper 
installation of ADS valve 1-PCV-1-19 control air line resulted in the inoperability of the valve. Using IMC 0609.04, 
Initial Characterization of Findings and IMC 0609 Appendix A, Exhibit 2 Mitigating Systems screening questions, the 
finding screened as very low safety significance (Green). The finding did not represent an actual loss of function of a 
single train for greater than its technical specification allowed outage time and did not represent an actual loss of 
function of one or more non-technical specification equipment for greater than 24 hours. This finding does not have a 
cross-cutting aspect because the lack of proper post maintenance testing to verify the configuration of the ADS air line 
was made in November 2006 and was not reflective of current performance. 

Inspection Report# : 2014005 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to maintain Fire Doors in their Rated Configuration (Section 1R05)
The NRC identified a Green non-cited violation (NCV) of Browns Ferry Operating License Conditions 2.C for the 
licensee’s failure to maintain fire doors in their rated configuration required by the Fire Protection Report. 
Specifically, the licensee failed to ensure that fire doors 497, 501, and 506, for Units 1, 2, and 3 respectively, were 
latched closed as required for the doors to meet their designed fire rating. The licensee entered this issue in the CAP as 
PER 921571 and initiated corrective actions to replace the degraded fire doors. 
The inspectors determined that the licensee’s failure to maintain fire doors 501, 506 and 497 in their rated 
configuration as required by the Browns Ferry Nuclear Plant Fire Protection Report was a performance deficiency. 
The finding was more than minor because it was associated with the protection against external factors (fires) attribute 
of the mitigating systems cornerstone and affected the objective to maintain the reliability and capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, failure to ensure fire doors were 
closed and latched could have resulted in the door opening during a fire, thereby allowing a fire to affect additional 
equipment important to safety in the exposed fire zone. The finding was screened in accordance with IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process (SDP),” issued September 20, 2013. The inspectors 
conducted a Phase I SDP screening utilizing Figure F.1 in Appendix F. Per the Phase I screening criteria, the finding 
was assigned the category of “Fire Confinement.” The inspectors assigned a “Moderate Degradation Rating” to the 
fire barrier door in accordance with Attachment 2 of Appendix F, because the latching mechanism for the door was 
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non-functional. In accordance with Appendix F, “Supplemental Screening for Fire Confinement Findings,“ task 1.4.2, 
this finding screened as very low safety significance (Green) because the there was a fully functional automatic 
suppression system on either side of the fire barrier. The cause of this finding was directly related to the aspect of 
trending in the problem identification and resolution cross-cutting area. Specifically, over the past several years the 
licensee documented multiple examples of fire doors failing to consistently latch, in the CAP. The licensee failed to 
analyze this information in the aggregate to identify and correct the issue (P.4). (Section 1R05)
Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
TRM Allowances for Electric Board Room Air Conditioning Units conflicting with Technical Specifications 
(Section 1R15.1)
The NRC identified a Severity Level IV (SL-IV) NCV of 10 CFR 50.90, “Application for amendment of license, 
construction permit, or early site permit,” and an associated Green NCV of Technical Specification (TS) 3.8.7 
“Distribution System – Operating” for the licensee’s failure to obtain a license amendment prior to implementing 
changes to the Technical Requirements Manual (TRM) that affected TS 3.8.7 for Units 1, 2, and 3. Specifically, the 
addition of TRM 3.7.6, Electric Board Room (EBR) Air Conditioning (AC) system resulted in a violation of T.S. 
3.8.7 Distribution- Operating for the C and D 4kV shutdown boards (supported by the Unit 2 EBR AC system) being 
inoperable in mode 1 for longer than the allowed outage time and the action statement not complied with. The 
licensee’s immediate corrective action was to issue administrative guidance to operators for the determination of 
operability of the 4kV shutdown boards with the Electric Board Room air conditioning system inoperable and initiate 
actions to submit a TS amendment request as documented in PER 846040. 
The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the performance deficiency resulted in the licensee not declaring Unit 1 and 2 
4kV shutdown boards inoperable and taking actions required by TS 3.8.7 action statement ‘E’ on multiple occasions. 
The finding was screened using IMC 0609 Appendix A Exhibit 2, dated June 19, 2012, and was determined to be of 
very low safety significance (Green) because the finding did not represent an actual loss of function of one or more 
non-Tech Spec Trains of equipment designated as high safety-significant in accordance with the licensee’s 
maintenance rule program for >24 hrs. The violation was determined to be a Severity Level IV violation using the 
Enforcement Policy example 6.1.d.2, because it resulted in a condition having a very low safety significance. No cross 
cutting aspect was assigned in association with the ROP finding because the change to the TRM was performed 
greater than three years ago and did not reflect current licensee performance. (Section 1R15.1)
Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate NPSH Calculations for Standby Liquid Control Pumps (Section 1R15.2)
The NRC identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to maintain adequate control measures for verifying or checking the adequacy of 
design of the Standby Liquid Control (SLC) system. Specifically, the licensee’s calculations and system testing were 
both inadequate to demonstrate that the SLC system could meet design requirements under all required operating 
conditions. The licensee entered this in their CAP as PER 920418 and initiated corrective actions to perform a 
modification to the SLC system and update design calculations. 
The inspectors determined that the licensee’s failure to maintain adequate control measures for verifying or checking 
the adequacy of design of the SLC system as required by 10 CFR 50, Appendix B, Criterion III, “Design Control,”
was a performance deficiency (PD). Specifically, the licensee’s calculations and system testing were both inadequate 
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to demonstrate that the SLC system could meet design requirements under all required operating conditions. The PD 
was more than minor because it affected the Mitigating Systems Cornerstone attribute of Design Control, and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, there was not an adequate method for 
ensuring the capability of the design of the SLC system following a design basis accident. The inspectors screened 
this finding in accordance with IMC 0609, Appendix A, “Significance Determination Process”, “Exhibit 2-Mitigating 
Systems Screening Questions,” dated June 19, 2012, and determined the finding was of very low safety significance 
(Green) because the design deficiency did not result in a loss of operability or functionality. The inspectors 
determined that no cross cutting aspect was applicable because this finding was not indicative of current licensee 
performance and occurred more than three years ago. (Section 1R15.2)
Inspection Report# : 2014004 (pdf)

Significance:  Jun 30, 2014
Identified By: NRC
Item Type: FIN Finding
RHRSW pump power cables submerged in water
An NRC-identified finding was identified for the licensee’s failure to adhere to TVA General Specification 40 (G-40) 
for Installation, Modification, and Maintenance of Electrical Systems, section 3.5.7, which required standing water in 
Handholes be kept below any safety related cables. Hand hole numbers 15 and 26 were discovered to have had 
standing water above several of the Residual Heat Removal (RHR) service water (safety related) power cables from 
January to May 2014. 

The licensee’s failure to adhere to TVA General Specification 40 (G-40) for Installation, Modification, and 
Maintenance of Electrical Systems, section 3.5.7, which required standing water in hand holes be kept below any 
safety related cables was a performance deficiency. Specifically, the licensee allowed hand hole numbers 15 and 26 to 
have standing water above several of the RHR service water (safety related) power cables. The performance 
deficiency was more than minor because if left uncorrected, it had the potential to lead to a more significant safety 
concern including cable degradation and increased likelihood of cable failure. This issue screened as having very low 
safety significance, Green, using IMC 0609 Appendix A, Exhibit 2, Mitigating Systems Screening Questions issued 
on June 19, 2012, because it affected the design or qualification of a mitigating SSC but the mitigating SSC 
maintained its operability. The finding had a cross cutting aspect of Problem Identification and Resolution: Resolution 
because the licensee failed to ensure that corrective actions addressed the cause of the power cable wetting and failure 
in 2007. (P.3) (Section 1R06.2) 

Inspection Report# : 2014003 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety
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Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Reflect Changes to Facility and Procedures in Final Safety Analysis Report Periodic Revisions
Severity Level IV. An NRC identified non-cited violation (NCV) of 10 CFR 50.71(e)(4) was identified for the 
licensee’s failure to reflect all changes made in the facility or procedures as described in the Final Safety Analysis 
Report (FSAR) up to a maximum of six months prior to the date of filing the periodic updates to the FSAR with the 
NRC. The licensee’s immediate corrective action was to enter this issue into their CAP as PER 1008424 to 
update areas in the FSAR identified by the NRC. 

The inspectors determined that traditional enforcement per NRC Enforcement Policy was applicable since this finding 
reflects an impact on the regulatory process in the form of timely and accurate reports to the NRC. Section 6.1.d.3 of 
the enforcement policy states, in part, that a failure to update the FSAR as required by 10 CFR 50.71(e) in cases where 
the information is not used to make an unacceptable change to the facility or procedures is a SL 
IV violation. The inspectors did not identify any occurrence where the lack of timely updates to the UFSAR resulted 
in an unacceptable change to the facility or procedures. Crosscutting aspects are not assigned for traditional 
enforcement violations. (Section 1R18)
Inspection Report# : 2015001 (pdf)

Last modified : June 16, 2015
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Browns Ferry 1
2Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to provide Adequate Acceptance Criteria for ECCS Venting Surveillance
Green. An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identifed for the licensee's failure to maintain adequate procedure acceptance criteria 
and cautions to verify operability of the HPCI system in accordance with Technical Specification Surveillance 
procedure SR 3.5.1.1. As immediate corrective action the licensee performed a prompt operability determination to 
verify the system remained operable, and plans to make changes to the TS surveillance procedure using the corrective 
action program. This violation was entered into the licensee’s corrective action program as PER 989728. 

The performance deficiency was more than minor because, if left uncorrected, it had the potential to lead to a more 
significant safety concern. Specifically the operability and availability of the HPCI system could be challenged by 
having procedural guidance which allows acceptable test results when the limiting void conditions may not be met. 
The finding was associated with the Mitigating Systems cornerstone. Using NRC Inspection Manual 0609, Appendix 
A, the finding screened as green because it did not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time, and did not represent an actual loss of function of one or 
more non-technical specification trains of equipment designated as high safety-significant in accordance with 
the licensee’s maintenance rule program for greater than 24 hours. This finding has a crosscutting aspect in the area of 
Human Performance because the licensee did not challenge the unknown when, both, establishing the venting 
procedure acceptance criteria and when observing significant bubbles during the venting procedure. [H.11]. (1R04.2)
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to have Simulator Fidelity with D EDG Control Switch
Green. A Self Revealing NCV of 10 CFR 55.46(c)(1), “Simulation Facilities,” was identified because the licensee 
failed to demonstrate simulator fidelity associated with D EDG control switch. The licensee’s immediate corrective 
actions were to replace the switch with one that matched the original design. This violation was entered into the 
licensee’s corrective action program as PER 990793. 

The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective of Human Performance. Specifically, the simulator fidelity issue contributed to a Human Error (Pre-Event) 
resulting in the D EDG being inoperable for 8 days and 9 hours. In accordance with NRC Inspection Manual Chapter 
0609, Appendix I, the finding was determined to be of very low safety significance (Green) using the simulator 
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fidelity flowpath (blocks 13 through 15). Specifically, Manual Chapter 0609, Appendix I, “Operator Requalification 
Human Performance Significance Determination Process,” block 15, established a Green finding because although the 
deficient simulator fidelity negatively affected operator performance, this did not occur during a reportable event. No 
cross-cutting aspect was assigned because the issue occurred greater than three years ago and is not indicative of 
current licensee performance. (1R11.1)
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Maintain an Operating Procedure Resulted in the D EDG Exceeding its Technical Specification 
Allowed Outage Time
Green. A Self Revealing NCV of 10 CFR Part 50 Appendix B, Criterion V “Instructions, Procedures, and Drawings”
was identified for the licensee’s failure to maintain an adequate operating procedure for the D Emergency Diesel 
Generator (EDG) that resulted in inoperability that exceeded the allowed outage time. The licensee’s immediate 
corrective actions were to restore the D EDG to operability and to replace the D EDG control switch 4 with one that 
matched the other seven EDGs. The violation was entered into the licensee’s corrective action program as PER 
990793. 

The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective of equipment performance. This violation required a Phase II analysis because the 0612 Appendix A 
itigating Systems Exhibit question of whether the finding represented an actual loss of a single train’s function for 
greater than its technical specification allowed outage time was answered “yes”. The regional Senior Reactor Analyst 
performed a detailed risk analysis for the performance deficiency using the NRC’s risk software, and the Unit 2 
model. Assumptions included using a conservative screening value for the operator recovery, and the assumption that 
a common cause failure was not involved. The dominant risk sequences were the loss of offsite power, failures of 
suppression pool cooling, failure to recover power within 4 hours, and failure of alternate low pressure injection. The 
short period the EDG was unavailable, and the lack of a common cause resulted in a Green finding. The performance 
deficiency was assigned a crosscutting aspect of Resources because the licensee did not properly prioritize procedure 
upgrade resources to ensure that procedures for the D EDG were adequate (H.1). (1R15.1)
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: FIN Finding
Failure to Perform Required Continued Monitoring of a Degraded Condition
. The NRC identified a finding (FIN) associated with the licensee’s failure to evaluate continued operation for an 
established and growing crack in the “A” Residual Heat Removal Service Water (RHRSW) pump room floor. The 
licensee failed to provide justification why continued monitoring was not required while the floor crack continued to 
degrade for over five weeks. This was a requirement per licensee procedure NEDP-22 Operability Determinations and 
Functional Evaluations, Section 3.2.2.G.4.a.(2). 

This finding was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety 
concern. Specifically, without sufficient monitoring, the crack had the potential to propagate until the pumps in the 
RHRSW pump room became inoperable in a PMF event without the licensee’s knowledge. This finding is associated 
with the mitigating systems cornerstone. The finding was screened using Inspection Manual Chapter (IMC) 0609 
Appendix A, Exhibit 2, issued June 19, 2012 and was determined to be green because the functions provided by the 
floor were maintained. The licensee’s immediate corrective action was to commence bi-weekly monitoring of the 
crack until repairs could be made. The cause of this finding was directly related to the cross cutting aspect of the 
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Evaluation attribute of the Problem Identification and Resolution area because the licensee action to address the cause 
and extent of condition of the crack did not address the safety aspect of crack propagation. [P.2]
Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Demonstrate Satisfactory Performance of the Automatic Depressurization System Air Accumulators
A self revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XI, Test Control, was identified for 
the licensee’s failure to correctly demonstrate that Unit 1 Automatic Depressurization System (ADS) valve 1-PCV-1-
19 would perform satisfactorily in service in accordance with written test procedures. On October 30, 2014 operators 
discovered that valve 1-PCV-1-19 would not open as required. Troubleshooting revealed that the control air line 
accumulator to 1-PCV-1-19 was misconfigured and aligned instead to, non-ADS, steam relief valve 1-PCV-1-18. 
The licensee determined that the misalignment of the control air hoses which occurred under WO 02-010199-063 on 
November 22, 2006 had never been tested without the normal control air available. 

The finding was more than minor because it was associated with the mitigating systems cornerstone attribute of 
Configuration Control, and adversely affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the improper 
installation of ADS valve 1-PCV-1-19 control air line resulted in the inoperability of the valve. Using IMC 0609.04, 
Initial Characterization of Findings and IMC 0609 Appendix A, Exhibit 2 Mitigating Systems screening questions, the 
finding screened as very low safety significance (Green). The finding did not represent an actual loss of function of a 
single train for greater than its technical specification allowed outage time and did not represent an actual loss of 
function of one or more non-technical specification equipment for greater than 24 hours. This finding does not have a 
cross-cutting aspect because the lack of proper post maintenance testing to verify the configuration of the ADS air line 
was made in November 2006 and was not reflective of current performance. 

Inspection Report# : 2014005 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to maintain Fire Doors in their Rated Configuration (Section 1R05)
The NRC identified a Green non-cited violation (NCV) of Browns Ferry Operating License Conditions 2.C for the 
licensee’s failure to maintain fire doors in their rated configuration required by the Fire Protection Report. 
Specifically, the licensee failed to ensure that fire doors 497, 501, and 506, for Units 1, 2, and 3 respectively, were 
latched closed as required for the doors to meet their designed fire rating. The licensee entered this issue in the CAP as 
PER 921571 and initiated corrective actions to replace the degraded fire doors. 
The inspectors determined that the licensee’s failure to maintain fire doors 501, 506 and 497 in their rated 
configuration as required by the Browns Ferry Nuclear Plant Fire Protection Report was a performance deficiency. 
The finding was more than minor because it was associated with the protection against external factors (fires) attribute 
of the mitigating systems cornerstone and affected the objective to maintain the reliability and capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, failure to ensure fire doors were 
closed and latched could have resulted in the door opening during a fire, thereby allowing a fire to affect additional 
equipment important to safety in the exposed fire zone. The finding was screened in accordance with IMC 0609, 
Appendix F, “Fire Protection Significance Determination Process (SDP),” issued September 20, 2013. The inspectors 
conducted a Phase I SDP screening utilizing Figure F.1 in Appendix F. Per the Phase I screening criteria, the finding 
was assigned the category of “Fire Confinement.” The inspectors assigned a “Moderate Degradation Rating” to the 
fire barrier door in accordance with Attachment 2 of Appendix F, because the latching mechanism for the door was 
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non-functional. In accordance with Appendix F, “Supplemental Screening for Fire Confinement Findings,“ task 1.4.2, 
this finding screened as very low safety significance (Green) because the there was a fully functional automatic 
suppression system on either side of the fire barrier. The cause of this finding was directly related to the aspect of 
trending in the problem identification and resolution cross-cutting area. Specifically, over the past several years the 
licensee documented multiple examples of fire doors failing to consistently latch, in the CAP. The licensee failed to 
analyze this information in the aggregate to identify and correct the issue (P.4). (Section 1R05)
Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
TRM Allowances for Electric Board Room Air Conditioning Units conflicting with Technical Specifications 
(Section 1R15.1)
The NRC identified a Severity Level IV (SL-IV) NCV of 10 CFR 50.90, “Application for amendment of license, 
construction permit, or early site permit,” and an associated Green NCV of Technical Specification (TS) 3.8.7 
“Distribution System – Operating” for the licensee’s failure to obtain a license amendment prior to implementing 
changes to the Technical Requirements Manual (TRM) that affected TS 3.8.7 for Units 1, 2, and 3. Specifically, the 
addition of TRM 3.7.6, Electric Board Room (EBR) Air Conditioning (AC) system resulted in a violation of T.S. 
3.8.7 Distribution- Operating for the C and D 4kV shutdown boards (supported by the Unit 2 EBR AC system) being 
inoperable in mode 1 for longer than the allowed outage time and the action statement not complied with. The 
licensee’s immediate corrective action was to issue administrative guidance to operators for the determination of 
operability of the 4kV shutdown boards with the Electric Board Room air conditioning system inoperable and initiate 
actions to submit a TS amendment request as documented in PER 846040. 
The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective to ensure the availability, reliability, and capability of systems that respond to initiating events to prevent 
undesirable consequences. Specifically, the performance deficiency resulted in the licensee not declaring Unit 1 and 2 
4kV shutdown boards inoperable and taking actions required by TS 3.8.7 action statement ‘E’ on multiple occasions. 
The finding was screened using IMC 0609 Appendix A Exhibit 2, dated June 19, 2012, and was determined to be of 
very low safety significance (Green) because the finding did not represent an actual loss of function of one or more 
non-Tech Spec Trains of equipment designated as high safety-significant in accordance with the licensee’s 
maintenance rule program for >24 hrs. The violation was determined to be a Severity Level IV violation using the 
Enforcement Policy example 6.1.d.2, because it resulted in a condition having a very low safety significance. No cross 
cutting aspect was assigned in association with the ROP finding because the change to the TRM was performed 
greater than three years ago and did not reflect current licensee performance. (Section 1R15.1)
Inspection Report# : 2014004 (pdf)

Significance:  Sep 30, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate NPSH Calculations for Standby Liquid Control Pumps (Section 1R15.2)
The NRC identified a Green non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion III, “Design 
Control,” for the licensee’s failure to maintain adequate control measures for verifying or checking the adequacy of 
design of the Standby Liquid Control (SLC) system. Specifically, the licensee’s calculations and system testing were 
both inadequate to demonstrate that the SLC system could meet design requirements under all required operating 
conditions. The licensee entered this in their CAP as PER 920418 and initiated corrective actions to perform a 
modification to the SLC system and update design calculations. 
The inspectors determined that the licensee’s failure to maintain adequate control measures for verifying or checking 
the adequacy of design of the SLC system as required by 10 CFR 50, Appendix B, Criterion III, “Design Control,”
was a performance deficiency (PD). Specifically, the licensee’s calculations and system testing were both inadequate 
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to demonstrate that the SLC system could meet design requirements under all required operating conditions. The PD 
was more than minor because it affected the Mitigating Systems Cornerstone attribute of Design Control, and 
adversely affected the cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, there was not an adequate method for 
ensuring the capability of the design of the SLC system following a design basis accident. The inspectors screened 
this finding in accordance with IMC 0609, Appendix A, “Significance Determination Process”, “Exhibit 2-Mitigating 
Systems Screening Questions,” dated June 19, 2012, and determined the finding was of very low safety significance 
(Green) because the design deficiency did not result in a loss of operability or functionality. The inspectors 
determined that no cross cutting aspect was applicable because this finding was not indicative of current licensee 
performance and occurred more than three years ago. (Section 1R15.2)
Inspection Report# : 2014004 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Reflect Changes to Facility and Procedures in Final Safety Analysis Report Periodic Revisions
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Severity Level IV. An NRC identified non-cited violation (NCV) of 10 CFR 50.71(e)(4) was identified for the 
licensee’s failure to reflect all changes made in the facility or procedures as described in the Final Safety Analysis 
Report (FSAR) up to a maximum of six months prior to the date of filing the periodic updates to the FSAR with the 
NRC. The licensee’s immediate corrective action was to enter this issue into their CAP as PER 1008424 to 
update areas in the FSAR identified by the NRC. 

The inspectors determined that traditional enforcement per NRC Enforcement Policy was applicable since this finding 
reflects an impact on the regulatory process in the form of timely and accurate reports to the NRC. Section 6.1.d.3 of 
the enforcement policy states, in part, that a failure to update the FSAR as required by 10 CFR 50.71(e) in cases where 
the information is not used to make an unacceptable change to the facility or procedures is a SL 
IV violation. The inspectors did not identify any occurrence where the lack of timely updates to the UFSAR resulted 
in an unacceptable change to the facility or procedures. Crosscutting aspects are not assigned for traditional 
enforcement violations. (Section 1R18)
Inspection Report# : 2015001 (pdf)

Last modified : August 07, 2015
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Browns Ferry 1
3Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to provide Adequate Acceptance Criteria for ECCS Venting Surveillance
Green. An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identifed for the licensee's failure to maintain adequate procedure acceptance criteria 
and cautions to verify operability of the HPCI system in accordance with Technical Specification Surveillance 
procedure SR 3.5.1.1. As immediate corrective action the licensee performed a prompt operability determination to 
verify the system remained operable, and plans to make changes to the TS surveillance procedure using the corrective 
action program. This violation was entered into the licensee’s corrective action program as PER 989728. 

The performance deficiency was more than minor because, if left uncorrected, it had the potential to lead to a more 
significant safety concern. Specifically the operability and availability of the HPCI system could be challenged by 
having procedural guidance which allows acceptable test results when the limiting void conditions may not be met. 
The finding was associated with the Mitigating Systems cornerstone. Using NRC Inspection Manual 0609, Appendix 
A, the finding screened as green because it did not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time, and did not represent an actual loss of function of one or 
more non-technical specification trains of equipment designated as high safety-significant in accordance with 
the licensee’s maintenance rule program for greater than 24 hours. This finding has a crosscutting aspect in the area of 
Human Performance because the licensee did not challenge the unknown when, both, establishing the venting 
procedure acceptance criteria and when observing significant bubbles during the venting procedure. [H.11]. (1R04.2)
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to have Simulator Fidelity with D EDG Control Switch
Green. A Self Revealing NCV of 10 CFR 55.46(c)(1), “Simulation Facilities,” was identified because the licensee 
failed to demonstrate simulator fidelity associated with D EDG control switch. The licensee’s immediate corrective 
actions were to replace the switch with one that matched the original design. This violation was entered into the 
licensee’s corrective action program as PER 990793. 

The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective of Human Performance. Specifically, the simulator fidelity issue contributed to a Human Error (Pre-Event) 
resulting in the D EDG being inoperable for 8 days and 9 hours. In accordance with NRC Inspection Manual Chapter 
0609, Appendix I, the finding was determined to be of very low safety significance (Green) using the simulator 
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fidelity flowpath (blocks 13 through 15). Specifically, Manual Chapter 0609, Appendix I, “Operator Requalification 
Human Performance Significance Determination Process,” block 15, established a Green finding because although the 
deficient simulator fidelity negatively affected operator performance, this did not occur during a reportable event. No 
cross-cutting aspect was assigned because the issue occurred greater than three years ago and is not indicative of 
current licensee performance. (1R11.1)
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Maintain an Operating Procedure Resulted in the D EDG Exceeding its Technical Specification 
Allowed Outage Time
Green. A Self Revealing NCV of 10 CFR Part 50 Appendix B, Criterion V “Instructions, Procedures, and Drawings”
was identified for the licensee’s failure to maintain an adequate operating procedure for the D Emergency Diesel 
Generator (EDG) that resulted in inoperability that exceeded the allowed outage time. The licensee’s immediate 
corrective actions were to restore the D EDG to operability and to replace the D EDG control switch 4 with one that 
matched the other seven EDGs. The violation was entered into the licensee’s corrective action program as PER 
990793. 

The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective of equipment performance. This violation required a Phase II analysis because the 0612 Appendix A 
itigating Systems Exhibit question of whether the finding represented an actual loss of a single train’s function for 
greater than its technical specification allowed outage time was answered “yes”. The regional Senior Reactor Analyst 
performed a detailed risk analysis for the performance deficiency using the NRC’s risk software, and the Unit 2 
model. Assumptions included using a conservative screening value for the operator recovery, and the assumption that 
a common cause failure was not involved. The dominant risk sequences were the loss of offsite power, failures of 
suppression pool cooling, failure to recover power within 4 hours, and failure of alternate low pressure injection. The 
short period the EDG was unavailable, and the lack of a common cause resulted in a Green finding. The performance 
deficiency was assigned a crosscutting aspect of Resources because the licensee did not properly prioritize procedure 
upgrade resources to ensure that procedures for the D EDG were adequate (H.1). (1R15.1)
Inspection Report# : 2015001 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: FIN Finding
Failure to Perform Required Continued Monitoring of a Degraded Condition
. The NRC identified a finding (FIN) associated with the licensee’s failure to evaluate continued operation for an 
established and growing crack in the “A” Residual Heat Removal Service Water (RHRSW) pump room floor. The 
licensee failed to provide justification why continued monitoring was not required while the floor crack continued to 
degrade for over five weeks. This was a requirement per licensee procedure NEDP-22 Operability Determinations and 
Functional Evaluations, Section 3.2.2.G.4.a.(2). 

This finding was more than minor because, if left uncorrected, it had the potential to lead to a more significant safety 
concern. Specifically, without sufficient monitoring, the crack had the potential to propagate until the pumps in the 
RHRSW pump room became inoperable in a PMF event without the licensee’s knowledge. This finding is associated 
with the mitigating systems cornerstone. The finding was screened using Inspection Manual Chapter (IMC) 0609 
Appendix A, Exhibit 2, issued June 19, 2012 and was determined to be green because the functions provided by the 
floor were maintained. The licensee’s immediate corrective action was to commence bi-weekly monitoring of the 
crack until repairs could be made. The cause of this finding was directly related to the cross cutting aspect of the 
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Evaluation attribute of the Problem Identification and Resolution area because the licensee action to address the cause 
and extent of condition of the crack did not address the safety aspect of crack propagation. [P.2]
Inspection Report# : 2014005 (pdf)

Significance:  Dec 31, 2014
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Demonstrate Satisfactory Performance of the Automatic Depressurization System Air Accumulators
A self revealing non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XI, Test Control, was identified for 
the licensee’s failure to correctly demonstrate that Unit 1 Automatic Depressurization System (ADS) valve 1-PCV-1-
19 would perform satisfactorily in service in accordance with written test procedures. On October 30, 2014 operators 
discovered that valve 1-PCV-1-19 would not open as required. Troubleshooting revealed that the control air line 
accumulator to 1-PCV-1-19 was misconfigured and aligned instead to, non-ADS, steam relief valve 1-PCV-1-18. 
The licensee determined that the misalignment of the control air hoses which occurred under WO 02-010199-063 on 
November 22, 2006 had never been tested without the normal control air available. 

The finding was more than minor because it was associated with the mitigating systems cornerstone attribute of 
Configuration Control, and adversely affected the cornerstone objective to ensure the availability, reliability, and 
capability of systems that respond to initiating events to prevent undesirable consequences. Specifically, the improper 
installation of ADS valve 1-PCV-1-19 control air line resulted in the inoperability of the valve. Using IMC 0609.04, 
Initial Characterization of Findings and IMC 0609 Appendix A, Exhibit 2 Mitigating Systems screening questions, the 
finding screened as very low safety significance (Green). The finding did not represent an actual loss of function of a 
single train for greater than its technical specification allowed outage time and did not represent an actual loss of 
function of one or more non-technical specification equipment for greater than 24 hours. This finding does not have a 
cross-cutting aspect because the lack of proper post maintenance testing to verify the configuration of the ADS air line 
was made in November 2006 and was not reflective of current performance. 

Inspection Report# : 2014005 (pdf)

Barrier Integrity

Emergency Preparedness

Occupational Radiation Safety

Public Radiation Safety
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Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Reflect Changes to Facility and Procedures in Final Safety Analysis Report Periodic Revisions
Severity Level IV. An NRC identified non-cited violation (NCV) of 10 CFR 50.71(e)(4) was identified for the 
licensee’s failure to reflect all changes made in the facility or procedures as described in the Final Safety Analysis 
Report (FSAR) up to a maximum of six months prior to the date of filing the periodic updates to the FSAR with the 
NRC. The licensee’s immediate corrective action was to enter this issue into their CAP as PER 1008424 to 
update areas in the FSAR identified by the NRC. 

The inspectors determined that traditional enforcement per NRC Enforcement Policy was applicable since this finding 
reflects an impact on the regulatory process in the form of timely and accurate reports to the NRC. Section 6.1.d.3 of 
the enforcement policy states, in part, that a failure to update the FSAR as required by 10 CFR 50.71(e) in cases where 
the information is not used to make an unacceptable change to the facility or procedures is a SL 
IV violation. The inspectors did not identify any occurrence where the lack of timely updates to the UFSAR resulted 
in an unacceptable change to the facility or procedures. Crosscutting aspects are not assigned for traditional 
enforcement violations. (Section 1R18)
Inspection Report# : 2015001 (pdf)

Last modified : December 15, 2015
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Browns Ferry 1
4Q/2015 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Dec 18, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to develop a PM schedule that specified inspection of the EDG neutral grounding resistor
A NRC-identified non-cited violation (NCV) of Technical Specifications (TS) 
5.4.1 was identified for the failure to develop a preventive maintenance (PM) schedule 
that specified inspection of the Emergency Diesel Generators (EDG) neutral grounding 
resistor as recommended by Regulatory Guide (RG) 1.33, 9.b. Specifically, procedures 
failed to provide proper guidance to maintain the grounding resistor in accordance with 
design basis as described in the UFSAR and electrical calculations. Upon identification 
of the issue, the licensee performed a visual inspection of the resistor and determined 
that it was functional based on no signs of physical degradation or damage. The 
licensee entered this issue into the corrective action program (CAP) as CR1114779 to 
evaluate and implement appropriate corrective actions. 
This performance deficiency was more than minor because if left uncorrected it could 
result in a more significant safety concern. Specifically, lack of inspections of the 
secondary grounding resistor could allow for an undetected condition which would cause 
transient voltages capable of damaging safety related equipment. The finding was 
screened for significance using the Mitigating Systems cornerstone column of IMC 0609, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” dated June 
19, 2012, and was determined to be of very low safety significance (Green) using IMC 
0609 Appendix A, “The Significance Determination Process (SDP) for Findings At-
Power,” dated June 19, 2012, because the finding affected the design or qualification of 
a Mitigating SSC, and the SSC maintained its operability as documented in CR 
1114779. No cross-cutting was assigned because it is not indicative of current licensee 
performance.
Inspection Report# : 2015007 (pdf)

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to provide Adequate Acceptance Criteria for ECCS Venting Surveillance
Green. An NRC identified non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, “Instructions, 
Procedures, and Drawings,” was identifed for the licensee's failure to maintain adequate procedure acceptance criteria 
and cautions to verify operability of the HPCI system in accordance with Technical Specification Surveillance 
procedure SR 3.5.1.1. As immediate corrective action the licensee performed a prompt operability determination to 
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verify the system remained operable, and plans to make changes to the TS surveillance procedure using the corrective 
action program. This violation was entered into the licensee’s corrective action program as PER 989728. 

The performance deficiency was more than minor because, if left uncorrected, it had the potential to lead to a more 
significant safety concern. Specifically the operability and availability of the HPCI system could be challenged by 
having procedural guidance which allows acceptable test results when the limiting void conditions may not be met. 
The finding was associated with the Mitigating Systems cornerstone. Using NRC Inspection Manual 0609, Appendix 
A, the finding screened as green because it did not represent an actual loss of function of at least a single train for 
greater than its technical specification allowed outage time, and did not represent an actual loss of function of one or 
more non-technical specification trains of equipment designated as high safety-significant in accordance with 
the licensee’s maintenance rule program for greater than 24 hours. This finding has a crosscutting aspect in the area of 
Human Performance because the licensee did not challenge the unknown when, both, establishing the venting 
procedure acceptance criteria and when observing significant bubbles during the venting procedure. [H.11]. (1R04.2)
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to have Simulator Fidelity with D EDG Control Switch
Green. A Self Revealing NCV of 10 CFR 55.46(c)(1), “Simulation Facilities,” was identified because the licensee 
failed to demonstrate simulator fidelity associated with D EDG control switch. The licensee’s immediate corrective 
actions were to replace the switch with one that matched the original design. This violation was entered into the 
licensee’s corrective action program as PER 990793. 

The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective of Human Performance. Specifically, the simulator fidelity issue contributed to a Human Error (Pre-Event) 
resulting in the D EDG being inoperable for 8 days and 9 hours. In accordance with NRC Inspection Manual Chapter 
0609, Appendix I, the finding was determined to be of very low safety significance (Green) using the simulator 
fidelity flowpath (blocks 13 through 15). Specifically, Manual Chapter 0609, Appendix I, “Operator Requalification 
Human Performance Significance Determination Process,” block 15, established a Green finding because although the 
deficient simulator fidelity negatively affected operator performance, this did not occur during a reportable event. No 
cross-cutting aspect was assigned because the issue occurred greater than three years ago and is not indicative of 
current licensee performance. (1R11.1)
Inspection Report# : 2015001 (pdf)

Significance:  Mar 31, 2015
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Maintain an Operating Procedure Resulted in the D EDG Exceeding its Technical Specification 
Allowed Outage Time
Green. A Self Revealing NCV of 10 CFR Part 50 Appendix B, Criterion V “Instructions, Procedures, and Drawings”
was identified for the licensee’s failure to maintain an adequate operating procedure for the D Emergency Diesel 
Generator (EDG) that resulted in inoperability that exceeded the allowed outage time. The licensee’s immediate 
corrective actions were to restore the D EDG to operability and to replace the D EDG control switch 4 with one that 
matched the other seven EDGs. The violation was entered into the licensee’s corrective action program as PER 
990793. 

The performance deficiency was more than minor because it adversely affected the mitigating systems cornerstone 
objective of equipment performance. This violation required a Phase II analysis because the 0612 Appendix A 
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itigating Systems Exhibit question of whether the finding represented an actual loss of a single train’s function for 
greater than its technical specification allowed outage time was answered “yes”. The regional Senior Reactor Analyst 
performed a detailed risk analysis for the performance deficiency using the NRC’s risk software, and the Unit 2 
model. Assumptions included using a conservative screening value for the operator recovery, and the assumption that 
a common cause failure was not involved. The dominant risk sequences were the loss of offsite power, failures of 
suppression pool cooling, failure to recover power within 4 hours, and failure of alternate low pressure injection. The 
short period the EDG was unavailable, and the lack of a common cause resulted in a Green finding. The performance 
deficiency was assigned a crosscutting aspect of Resources because the licensee did not properly prioritize procedure 
upgrade resources to ensure that procedures for the D EDG were adequate (H.1). (1R15.1)
Inspection Report# : 2015001 (pdf)

Barrier Integrity

Significance:  Dec 18, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Specify Adequate Instrument Ranges for MSIV Leakage Testing
A NRC identified NCV of 10 Code of Federal Regulations (CFR) Part 50, 
Appendix B, Criterion XI, “Test Control,” was identified for the failure to specify adequate 
test instrumentation for performing MSIV leak rate testing. Specifically, the licensee test 
procedure allowed the use of high range test instruments to measure low leakage rates 
while performing the combined leak rate testing on the Unit 1 B Main Steam Line. This 
resulted in instrument uncertainties large enough to impact the validity of the test results. 
The licensee immediately entered this issue into their corrective action program as CR 
1117381. The licensee performed an evaluation and determined that the latest test 
results provided reasonable assurance of operability. 

This performance deficiency was more than minor because if left uncorrected had the 
potential to lead to a more significant safety concern by masking the failure to meet test 
acceptance criteria. The finding was screened for significance using the Barrier Integrity 
cornerstone column of IMC 0609, Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” dated 7/1/2012, and IMC 0609 Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” dated 7/1/2012, and 
was determined to be of very low safety significance (Green) because the finding did not 
represent an actual open pathway in the physical integrity of reactor containment. 
This finding was assigned a cross-cutting aspect in the area of Problem Identification 
and Resolution because the licensee did not initiate a corrective action to identify the 
cause of the negative leak rate results obtained during the recent performance of the 
test procedure (P.1).
Inspection Report# : 2015007 (pdf)

Emergency Preparedness
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Occupational Radiation Safety

Public Radiation Safety

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous

Significance:  Mar 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Reflect Changes to Facility and Procedures in Final Safety Analysis Report Periodic Revisions
Severity Level IV. An NRC identified non-cited violation (NCV) of 10 CFR 50.71(e)(4) was identified for the 
licensee’s failure to reflect all changes made in the facility or procedures as described in the Final Safety Analysis 
Report (FSAR) up to a maximum of six months prior to the date of filing the periodic updates to the FSAR with the 
NRC. The licensee’s immediate corrective action was to enter this issue into their CAP as PER 1008424 to 
update areas in the FSAR identified by the NRC. 

The inspectors determined that traditional enforcement per NRC Enforcement Policy was applicable since this finding 
reflects an impact on the regulatory process in the form of timely and accurate reports to the NRC. Section 6.1.d.3 of 
the enforcement policy states, in part, that a failure to update the FSAR as required by 10 CFR 50.71(e) in cases where 
the information is not used to make an unacceptable change to the facility or procedures is a SL 
IV violation. The inspectors did not identify any occurrence where the lack of timely updates to the UFSAR resulted 
in an unacceptable change to the facility or procedures. Crosscutting aspects are not assigned for traditional 
enforcement violations. (Section 1R18)
Inspection Report# : 2015001 (pdf)

Last modified : March 01, 2016
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Browns Ferry 1
1Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Assess and Manage Risk During Planned Maintenance Activities
A self-revealing non-cited violation (NCV) of 10 CFR Part 50.65(a)(4) was identified for the licensee’s failure to 
properly assess and manage the risk associated with performing maintenance on the Standby Gas Treatment (SBGT) 
system piping . Specifically, the licensee failed to evaluate the effects of excavation activities associated with the 
SBGT piping repairs on the condensing coils of the Control Bay (CB) chillers which resulted in the fouling of the 
condensing coils of the ‘A’ CB chiller. The licensee’s immediate corrective action was to clean the ‘A’ CB chiller 
condensing coils and restore it to an operable status. The issue was entered into the licensee’s corrective action 
program (CAP) as CR 1056829. 

The performance deficiency was more than minor because it was associated with the Equipment Performance attribute 
of the mitigating systems cornerstone and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to events and prevent undesirable consequences. Specifically, with 
the ‘B’ CB chiller out of service for maintenance, the ‘A’ CB chiller lost the ability to perform its safety function due 
to excessive dirt buildup caused, in part, by the nearby excavation activities. The inspectors characterized the finding 
using IMC 0609, Appendix A, Significance Determination Process, Exhibit 2, Mitigating Systems. The finding was 
screened to Green because although the ‘A’ CB chiller was inoperable, the performance deficiency did not cause the 
loss of system function, and the inoperability did not exceed the 24 hours. The finding does not represent an 
immediate safety concern because the licensee had cleaned the ‘A’ CB chiller condensing coils and restored the 
system’s safety function. A cross cutting aspect of Teamwork was assigned due to the licensee’s Engineering, 
Maintenance, Work Control, and Operations staffs’ failure to adequately coordinate or communicate prior to 
commencing the ‘B’ CB chiller maintenance. (H.4)
Inspection Report# : 2015004 (pdf)

Significance:  Dec 18, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to develop a PM schedule that specified inspection of the EDG neutral grounding resistor
A NRC-identified non-cited violation (NCV) of Technical Specifications (TS) 
5.4.1 was identified for the failure to develop a preventive maintenance (PM) schedule 
that specified inspection of the Emergency Diesel Generators (EDG) neutral grounding 
resistor as recommended by Regulatory Guide (RG) 1.33, 9.b. Specifically, procedures 
failed to provide proper guidance to maintain the grounding resistor in accordance with 
design basis as described in the UFSAR and electrical calculations. Upon identification 
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of the issue, the licensee performed a visual inspection of the resistor and determined 
that it was functional based on no signs of physical degradation or damage. The 
licensee entered this issue into the corrective action program (CAP) as CR1114779 to 
evaluate and implement appropriate corrective actions. 
This performance deficiency was more than minor because if left uncorrected it could 
result in a more significant safety concern. Specifically, lack of inspections of the 
secondary grounding resistor could allow for an undetected condition which would cause 
transient voltages capable of damaging safety related equipment. The finding was 
screened for significance using the Mitigating Systems cornerstone column of IMC 0609, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” dated June 
19, 2012, and was determined to be of very low safety significance (Green) using IMC 
0609 Appendix A, “The Significance Determination Process (SDP) for Findings At-
Power,” dated June 19, 2012, because the finding affected the design or qualification of 
a Mitigating SSC, and the SSC maintained its operability as documented in CR 
1114779. No cross-cutting was assigned because it is not indicative of current licensee 
performance.
Inspection Report# : 2015007 (pdf)

Barrier Integrity

Significance:  Dec 18, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Specify Adequate Instrument Ranges for MSIV Leakage Testing
A NRC identified NCV of 10 Code of Federal Regulations (CFR) Part 50, 
Appendix B, Criterion XI, “Test Control,” was identified for the failure to specify adequate 
test instrumentation for performing MSIV leak rate testing. Specifically, the licensee test 
procedure allowed the use of high range test instruments to measure low leakage rates 
while performing the combined leak rate testing on the Unit 1 B Main Steam Line. This 
resulted in instrument uncertainties large enough to impact the validity of the test results. 
The licensee immediately entered this issue into their corrective action program as CR 
1117381. The licensee performed an evaluation and determined that the latest test 
results provided reasonable assurance of operability. 

This performance deficiency was more than minor because if left uncorrected had the 
potential to lead to a more significant safety concern by masking the failure to meet test 
acceptance criteria. The finding was screened for significance using the Barrier Integrity 
cornerstone column of IMC 0609, Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” dated 7/1/2012, and IMC 0609 Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” dated 7/1/2012, and 
was determined to be of very low safety significance (Green) because the finding did not 
represent an actual open pathway in the physical integrity of reactor containment. 
This finding was assigned a cross-cutting aspect in the area of Problem Identification 
and Resolution because the licensee did not initiate a corrective action to identify the 
cause of the negative leak rate results obtained during the recent performance of the 
test procedure (P.1).
Inspection Report# : 2015007 (pdf)
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Emergency Preparedness

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to adequately maintain emergency plan implementing procedures 
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 
50.54(q)(2), for the licensee’s failure to maintain the effectiveness of its emergency plan by ensuring procedures for 
use by the emergency response organization are maintained and up-to-date as required by 10 CFR 50.47(b)(16). 
Corrective actions already taken were implementation of a revision (49) to EPIP-5, effective January 7, 2016, 
essentially replacing Section 3.6 and references to appropriate Appendices, and a broader scope EOC to review all site 
EPIPs to ensure no other inadvertent omissions were made. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Emergency Preparedness (EP) cornerstone, adversely affected the associated 
cornerstone objective, and may have been used had an emergency been declared. The finding was evaluated using the 
EP significance determination process and was identified as having very low safety significance (Green) because it 
was a failure to comply with NRC requirements and was not a loss of the planning standard function. The finding was 
associated with a cross-cutting aspect in the Evaluation component of the Problem Identification and Resolution area 
because the licensee failed to thoroughly evaluate a similar issue at one of its other sites to ensure extent of conditions 
commensurate with their safety significance are thoroughly resolved. [P.2] 

Inspection Report# : 2016001 (pdf)

Occupational Radiation Safety

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unauthorized Entry into a High Radiation Area
A self-revealing, Non-cited Violation (NCV) of Technical Specification (TS) 5.7.1, was identified for a worker who 
entered a High Radiation Area (HRA) without proper authorization. Specifically, the worker entered a posted HRA 
located outside the Radwaste Ventilation Equipment Room without receiving a HRA briefing, and subsequently 
received a dose rate alarm. This issue was entered into the licensee’s corrective action program as Condition Report 
(CR) 1072342, and the licensee took immediate corrective actions including surveys of the area, and restricting the 
worker’s access to the Radiologically Controlled Area. 

The performance deficiency was greater than minor because it was associated with the Occupational Radiation Safety 
cornerstone attribute of Program and Process (Monitoring and Radiation Protection (RP) Controls) and adversely 
affects the cornerstone objective of ensuring adequate protection of worker health and safety from exposure to 
radiation from radioactive material during routine civilian nuclear reactor operation. The inspectors determined the 
finding to be of very low safety significance (Green) because it was not related to As Low As Reasonably Achievable 
(ALARA) planning, nor did it involve an overexposure or substantial potential for overexposure, and the ability to 
assess dose was not compromised. This finding involved the cross-cutting aspect of Human Performance, Procedural 
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Adherence [H.8] because the event was a direct result of the worker’s failure to adhere to requirements for HRA 
access. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unposted High Radiation Areas
A self-revealing, NCV of 10 CFR 20.1902(b), with two examples, was identified for the failure to post multiple 
HRAs. Specifically, areas within the Unit 2 (U2) Control Rod Drive Rebuild Room and U2 Reactor Water Cleanup 
Holding Pump Room contained dose rates exceeding 100 mrem/hr at 30 cm and remained unposted for several 
months during 2015. These issues were entered into the licensee’s corrective action program as CR 1017294, CR 
1023385, and CR 1119944, and the licensee took immediate corrective actions to correctly post the areas, performed 
surveys to evaluate the extent of condition, and performed an Apparent Cause Evaluation. 

The performance deficiency was greater than minor because it was associated with the Occupational Radiation Safety 
cornerstone attribute of Program and Process (Monitoring and RP Controls) and adversely affects the cornerstone 
objective of ensuring adequate protection of worker health and safety from exposure to radiation from radioactive 
material during routine civilian nuclear reactor operation. The inspectors determined the finding to be of very low 
safety significance (Green) because it was not related to As Low As Reasonably Achievable (ALARA) planning, nor 
did it involve an overexposure or substantial potential for overexposure, and the ability to assess dose was not 
compromised. This finding involved the cross-cutting aspect of Human Performance, Documentation [H.7] because 
the unposted high radiation areas were a direct result of the failure to identify documented radiological conditions that 
required additional posting and control. 

Inspection Report# : 2016001 (pdf)

Public Radiation Safety

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Include the Correct Proper Shipping Name on Radioactive Material Shipping Papers
The inspectors identified a NCV of 10 CFR 71.5 for the failure to include the correct Proper Shipping Name (PSN) on 
radioactive material shipping papers in accordance with the requirements of Department of Transportation (DOT) 
regulation 49 CFR 172.202. This resulted in multiple Low Specific Activity (LSA) shipments containing quantities 
exceeding an A2 value being shipped as “UN2915, Radioactive Material, Type A Package”. The licensee documented 
this issue in CR 1145617 and took immediate corrective actions including updating the software used to perform 
shipping activities and additional training of personnel. 

The performance deficiency was greater than minor because it was associated with the Public Radiation Safety 
Cornerstone, Program & Process attribute (transportation program), and adversely affected the associated cornerstone 
objective to ensure adequate protection of public health and safety from exposure to radioactive materials released 
into the public domain as a result of routine civilian nuclear reactor operation. The inspectors determined the finding 
to be of very low safety significance (Green) because the issue involved transportation, but there were no radiation 
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limits exceeded, and there was no package breach. In addition, it did not involve a Certificate of Compliance or low-
level burial problem, nor was there a failure to make notifications or provide emergency response information. The 
finding has a cross-cutting aspect in the area of Human Performance, Training [H.9], because the DOT requirements 
pertaining to LSA shipments were not well understood. 

Inspection Report# : 2016001 (pdf)

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous
Last modified : July 11, 2016
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Browns Ferry 1
2Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Apr 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Include Required Gasket Replacement in Limit Switch Surveillance Procedure
An NRC-identified non-cited violation (NCV) of Title 10, Code of Federal 
Regulations (CFR) Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the licensee’s failure to include vendor requirements for maintaining the 
environmental qualification of the main steam isolation valve (MSIV) limit switches in 
maintenance procedures. Specifically, not maintaining the MSIV limit switches in their 
qualified condition impacts their reliability. The licensee entered this issue into the 
corrective action program as CR 1160702. The licensee evaluated the impact of the 
incorrect guidance, and determined that all three units were affected, and that the MSIV 
limit switches remained operable, although they were in an unqualified condition. The 
licensee plans to correct the affected procedures. 
This performance deficiency was more than minor because it was associated with the 
mitigating systems cornerstone attribute of equipment performance and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. 
Specifically, not maintaining the MSIV limit switches in their qualified condition impacted 
their reliability. The team used IMC 0609, Att. 4, “Initial Characterization of Findings,”
issued June 19, 2012, for Mitigating Systems, and IMC 0609, App. A, “The Significance 
Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, and 
determined the finding to be of very low safety significance (Green) because the finding 
was a deficiency affecting the design of a mitigating structure, system, or component 
(SSC), and the SSC maintained its operability or functionality. The team determined that 
no cross-cutting aspect was applicable because the finding was not indicative of current 
licensee performance.
Inspection Report# : 2016010 (pdf)

Significance:  Feb 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify Conditions Adverse to QUality Associated with RHRSW Room Flood Barriers
An NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, 
Corrective Action, was identified for the licensee's failure to promptly identify conditions adverse 
to quality associated with deficient flood barrier penetrations in the ‘B’ Residual Heat Removal 
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Service Water (RHRSW) compartment. As an immediate corrective action, the licensee 
evaluated the deficiencies and determined that the equipment in the room would remain 
operable during a design basis flood. The violation was entered into the licensee's corrective 
action program as CR 1119892. 
The performance deficiency was more-than-minor because it was associated with the protection 
against external factors attribute of the Mitigating Systems cornerstone and adversely affected 
the cornerstone objective of ensuring the capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e. core damage). Specifically, the capability of the flood 
protection function of the ‘B’ RHRSW compartment was adversely affected due to the presence 
of degraded penetrations. The finding was screened using IMC 0609 Appendix A, Exhibit 4, 
“External Events Screening Questions,” dated June 19, 2012. The finding screened as very low 
safety significance (Green) because the finding would not cause a plant trip, initiating event, 
degrade two or more trains of a multi-train system or function, and it would not degrade one or 
more trains of a system that supports a risk significant system or function. Additionally, the 
finding did not involve the total loss of any safety function. The inspectors determined that the 
finding had a cross-cutting aspect in the Human Performance area of Conservative Bias (H.14) 
because personnel characterized the potential deficiencies as “not unacceptable” rather than 
establishing that final acceptability was still in question which required timely resolution.
Inspection Report# : 2016007 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Assess and Manage Risk During Planned Maintenance Activities
A self-revealing non-cited violation (NCV) of 10 CFR Part 50.65(a)(4) was identified for the licensee’s failure to 
properly assess and manage the risk associated with performing maintenance on the Standby Gas Treatment (SBGT) 
system piping . Specifically, the licensee failed to evaluate the effects of excavation activities associated with the 
SBGT piping repairs on the condensing coils of the Control Bay (CB) chillers which resulted in the fouling of the 
condensing coils of the ‘A’ CB chiller. The licensee’s immediate corrective action was to clean the ‘A’ CB chiller 
condensing coils and restore it to an operable status. The issue was entered into the licensee’s corrective action 
program (CAP) as CR 1056829. 

The performance deficiency was more than minor because it was associated with the Equipment Performance attribute 
of the mitigating systems cornerstone and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to events and prevent undesirable consequences. Specifically, with 
the ‘B’ CB chiller out of service for maintenance, the ‘A’ CB chiller lost the ability to perform its safety function due 
to excessive dirt buildup caused, in part, by the nearby excavation activities. The inspectors characterized the finding 
using IMC 0609, Appendix A, Significance Determination Process, Exhibit 2, Mitigating Systems. The finding was 
screened to Green because although the ‘A’ CB chiller was inoperable, the performance deficiency did not cause the 
loss of system function, and the inoperability did not exceed the 24 hours. The finding does not represent an 
immediate safety concern because the licensee had cleaned the ‘A’ CB chiller condensing coils and restored the 
system’s safety function. A cross cutting aspect of Teamwork was assigned due to the licensee’s Engineering, 
Maintenance, Work Control, and Operations staffs’ failure to adequately coordinate or communicate prior to 
commencing the ‘B’ CB chiller maintenance. (H.4)
Inspection Report# : 2015004 (pdf)

Significance:  Dec 18, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to develop a PM schedule that specified inspection of the EDG neutral grounding resistor
A NRC-identified non-cited violation (NCV) of Technical Specifications (TS) 
5.4.1 was identified for the failure to develop a preventive maintenance (PM) schedule 
that specified inspection of the Emergency Diesel Generators (EDG) neutral grounding 
resistor as recommended by Regulatory Guide (RG) 1.33, 9.b. Specifically, procedures 
failed to provide proper guidance to maintain the grounding resistor in accordance with 
design basis as described in the UFSAR and electrical calculations. Upon identification 
of the issue, the licensee performed a visual inspection of the resistor and determined 
that it was functional based on no signs of physical degradation or damage. The 
licensee entered this issue into the corrective action program (CAP) as CR1114779 to 
evaluate and implement appropriate corrective actions. 
This performance deficiency was more than minor because if left uncorrected it could 
result in a more significant safety concern. Specifically, lack of inspections of the 
secondary grounding resistor could allow for an undetected condition which would cause 
transient voltages capable of damaging safety related equipment. The finding was 
screened for significance using the Mitigating Systems cornerstone column of IMC 0609, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” dated June 
19, 2012, and was determined to be of very low safety significance (Green) using IMC 
0609 Appendix A, “The Significance Determination Process (SDP) for Findings At-
Power,” dated June 19, 2012, because the finding affected the design or qualification of 
a Mitigating SSC, and the SSC maintained its operability as documented in CR 
1114779. No cross-cutting was assigned because it is not indicative of current licensee 
performance.
Inspection Report# : 2015007 (pdf)

Barrier Integrity

Significance:  Dec 18, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Specify Adequate Instrument Ranges for MSIV Leakage Testing
A NRC identified NCV of 10 Code of Federal Regulations (CFR) Part 50, 
Appendix B, Criterion XI, “Test Control,” was identified for the failure to specify adequate 
test instrumentation for performing MSIV leak rate testing. Specifically, the licensee test 
procedure allowed the use of high range test instruments to measure low leakage rates 
while performing the combined leak rate testing on the Unit 1 B Main Steam Line. This 
resulted in instrument uncertainties large enough to impact the validity of the test results. 
The licensee immediately entered this issue into their corrective action program as CR 
1117381. The licensee performed an evaluation and determined that the latest test 
results provided reasonable assurance of operability. 

This performance deficiency was more than minor because if left uncorrected had the 
potential to lead to a more significant safety concern by masking the failure to meet test 
acceptance criteria. The finding was screened for significance using the Barrier Integrity 
cornerstone column of IMC 0609, Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” dated 7/1/2012, and IMC 0609 Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” dated 7/1/2012, and 
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was determined to be of very low safety significance (Green) because the finding did not 
represent an actual open pathway in the physical integrity of reactor containment. 
This finding was assigned a cross-cutting aspect in the area of Problem Identification 
and Resolution because the licensee did not initiate a corrective action to identify the 
cause of the negative leak rate results obtained during the recent performance of the 
test procedure (P.1).
Inspection Report# : 2015007 (pdf)

Emergency Preparedness

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to adequately maintain emergency plan implementing procedures 
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 
50.54(q)(2), for the licensee’s failure to maintain the effectiveness of its emergency plan by ensuring procedures for 
use by the emergency response organization are maintained and up-to-date as required by 10 CFR 50.47(b)(16). 
Corrective actions already taken were implementation of a revision (49) to EPIP-5, effective January 7, 2016, 
essentially replacing Section 3.6 and references to appropriate Appendices, and a broader scope EOC to review all site 
EPIPs to ensure no other inadvertent omissions were made. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Emergency Preparedness (EP) cornerstone, adversely affected the associated 
cornerstone objective, and may have been used had an emergency been declared. The finding was evaluated using the 
EP significance determination process and was identified as having very low safety significance (Green) because it 
was a failure to comply with NRC requirements and was not a loss of the planning standard function. The finding was 
associated with a cross-cutting aspect in the Evaluation component of the Problem Identification and Resolution area 
because the licensee failed to thoroughly evaluate a similar issue at one of its other sites to ensure extent of conditions 
commensurate with their safety significance are thoroughly resolved. [P.2] 

Inspection Report# : 2016001 (pdf)

Occupational Radiation Safety

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unauthorized Entry into a High Radiation Area
A self-revealing, Non-cited Violation (NCV) of Technical Specification (TS) 5.7.1, was identified for a worker who 
entered a High Radiation Area (HRA) without proper authorization. Specifically, the worker entered a posted HRA 
located outside the Radwaste Ventilation Equipment Room without receiving a HRA briefing, and subsequently 
received a dose rate alarm. This issue was entered into the licensee’s corrective action program as Condition Report 
(CR) 1072342, and the licensee took immediate corrective actions including surveys of the area, and restricting the 
worker’s access to the Radiologically Controlled Area. 
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The performance deficiency was greater than minor because it was associated with the Occupational Radiation Safety 
cornerstone attribute of Program and Process (Monitoring and Radiation Protection (RP) Controls) and adversely 
affects the cornerstone objective of ensuring adequate protection of worker health and safety from exposure to 
radiation from radioactive material during routine civilian nuclear reactor operation. The inspectors determined the 
finding to be of very low safety significance (Green) because it was not related to As Low As Reasonably Achievable 
(ALARA) planning, nor did it involve an overexposure or substantial potential for overexposure, and the ability to 
assess dose was not compromised. This finding involved the cross-cutting aspect of Human Performance, Procedural 
Adherence [H.8] because the event was a direct result of the worker’s failure to adhere to requirements for HRA 
access. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unposted High Radiation Areas
A self-revealing, NCV of 10 CFR 20.1902(b), with two examples, was identified for the failure to post multiple 
HRAs. Specifically, areas within the Unit 2 (U2) Control Rod Drive Rebuild Room and U2 Reactor Water Cleanup 
Holding Pump Room contained dose rates exceeding 100 mrem/hr at 30 cm and remained unposted for several 
months during 2015. These issues were entered into the licensee’s corrective action program as CR 1017294, CR 
1023385, and CR 1119944, and the licensee took immediate corrective actions to correctly post the areas, performed 
surveys to evaluate the extent of condition, and performed an Apparent Cause Evaluation. 

The performance deficiency was greater than minor because it was associated with the Occupational Radiation Safety 
cornerstone attribute of Program and Process (Monitoring and RP Controls) and adversely affects the cornerstone 
objective of ensuring adequate protection of worker health and safety from exposure to radiation from radioactive 
material during routine civilian nuclear reactor operation. The inspectors determined the finding to be of very low 
safety significance (Green) because it was not related to As Low As Reasonably Achievable (ALARA) planning, nor 
did it involve an overexposure or substantial potential for overexposure, and the ability to assess dose was not 
compromised. This finding involved the cross-cutting aspect of Human Performance, Documentation [H.7] because 
the unposted high radiation areas were a direct result of the failure to identify documented radiological conditions that 
required additional posting and control. 

Inspection Report# : 2016001 (pdf)

Public Radiation Safety

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Include the Correct Proper Shipping Name on Radioactive Material Shipping Papers
The inspectors identified a NCV of 10 CFR 71.5 for the failure to include the correct Proper Shipping Name (PSN) on 
radioactive material shipping papers in accordance with the requirements of Department of Transportation (DOT) 
regulation 49 CFR 172.202. This resulted in multiple Low Specific Activity (LSA) shipments containing quantities 
exceeding an A2 value being shipped as “UN2915, Radioactive Material, Type A Package”. The licensee documented 
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this issue in CR 1145617 and took immediate corrective actions including updating the software used to perform 
shipping activities and additional training of personnel. 

The performance deficiency was greater than minor because it was associated with the Public Radiation Safety 
Cornerstone, Program & Process attribute (transportation program), and adversely affected the associated cornerstone 
objective to ensure adequate protection of public health and safety from exposure to radioactive materials released 
into the public domain as a result of routine civilian nuclear reactor operation. The inspectors determined the finding 
to be of very low safety significance (Green) because the issue involved transportation, but there were no radiation 
limits exceeded, and there was no package breach. In addition, it did not involve a Certificate of Compliance or low-
level burial problem, nor was there a failure to make notifications or provide emergency response information. The 
finding has a cross-cutting aspect in the area of Human Performance, Training [H.9], because the DOT requirements 
pertaining to LSA shipments were not well understood. 

Inspection Report# : 2016001 (pdf)

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Miscellaneous
Last modified : August 29, 2016
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Browns Ferry 1
3Q/2016 Plant Inspection Findings

Initiating Events

Mitigating Systems

Significance:  Apr 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Include Required Gasket Replacement in Limit Switch Surveillance Procedure
An NRC-identified non-cited violation (NCV) of Title 10, Code of Federal 
Regulations (CFR) Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the licensee’s failure to include vendor requirements for maintaining the 
environmental qualification of the main steam isolation valve (MSIV) limit switches in 
maintenance procedures. Specifically, not maintaining the MSIV limit switches in their 
qualified condition impacts their reliability. The licensee entered this issue into the 
corrective action program as CR 1160702. The licensee evaluated the impact of the 
incorrect guidance, and determined that all three units were affected, and that the MSIV 
limit switches remained operable, although they were in an unqualified condition. The 
licensee plans to correct the affected procedures. 
This performance deficiency was more than minor because it was associated with the 
mitigating systems cornerstone attribute of equipment performance and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. 
Specifically, not maintaining the MSIV limit switches in their qualified condition impacted 
their reliability. The team used IMC 0609, Att. 4, “Initial Characterization of Findings,”
issued June 19, 2012, for Mitigating Systems, and IMC 0609, App. A, “The Significance 
Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, and 
determined the finding to be of very low safety significance (Green) because the finding 
was a deficiency affecting the design of a mitigating structure, system, or component 
(SSC), and the SSC maintained its operability or functionality. The team determined that 
no cross-cutting aspect was applicable because the finding was not indicative of current 
licensee performance.
Inspection Report# : 2016010 (pdf)

Significance:  Feb 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Promptly Identify Conditions Adverse to QUality Associated with RHRSW Room Flood Barriers
An NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, 
Corrective Action, was identified for the licensee's failure to promptly identify conditions adverse 
to quality associated with deficient flood barrier penetrations in the ‘B’ Residual Heat Removal 

3Q/2016 Inspection Findings - Browns Ferry 1

Page 1 of 7



Service Water (RHRSW) compartment. As an immediate corrective action, the licensee 
evaluated the deficiencies and determined that the equipment in the room would remain 
operable during a design basis flood. The violation was entered into the licensee's corrective 
action program as CR 1119892. 
The performance deficiency was more-than-minor because it was associated with the protection 
against external factors attribute of the Mitigating Systems cornerstone and adversely affected 
the cornerstone objective of ensuring the capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e. core damage). Specifically, the capability of the flood 
protection function of the ‘B’ RHRSW compartment was adversely affected due to the presence 
of degraded penetrations. The finding was screened using IMC 0609 Appendix A, Exhibit 4, 
“External Events Screening Questions,” dated June 19, 2012. The finding screened as very low 
safety significance (Green) because the finding would not cause a plant trip, initiating event, 
degrade two or more trains of a multi-train system or function, and it would not degrade one or 
more trains of a system that supports a risk significant system or function. Additionally, the 
finding did not involve the total loss of any safety function. The inspectors determined that the 
finding had a cross-cutting aspect in the Human Performance area of Conservative Bias (H.14) 
because personnel characterized the potential deficiencies as “not unacceptable” rather than 
establishing that final acceptability was still in question which required timely resolution.
Inspection Report# : 2016007 (pdf)

Significance:  Dec 31, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Properly Assess and Manage Risk During Planned Maintenance Activities
A self-revealing non-cited violation (NCV) of 10 CFR Part 50.65(a)(4) was identified for the licensee’s failure to 
properly assess and manage the risk associated with performing maintenance on the Standby Gas Treatment (SBGT) 
system piping . Specifically, the licensee failed to evaluate the effects of excavation activities associated with the 
SBGT piping repairs on the condensing coils of the Control Bay (CB) chillers which resulted in the fouling of the 
condensing coils of the ‘A’ CB chiller. The licensee’s immediate corrective action was to clean the ‘A’ CB chiller 
condensing coils and restore it to an operable status. The issue was entered into the licensee’s corrective action 
program (CAP) as CR 1056829. 

The performance deficiency was more than minor because it was associated with the Equipment Performance attribute 
of the mitigating systems cornerstone and adversely affected the cornerstone objective to ensure the availability, 
reliability, and capability of systems that respond to events and prevent undesirable consequences. Specifically, with 
the ‘B’ CB chiller out of service for maintenance, the ‘A’ CB chiller lost the ability to perform its safety function due 
to excessive dirt buildup caused, in part, by the nearby excavation activities. The inspectors characterized the finding 
using IMC 0609, Appendix A, Significance Determination Process, Exhibit 2, Mitigating Systems. The finding was 
screened to Green because although the ‘A’ CB chiller was inoperable, the performance deficiency did not cause the 
loss of system function, and the inoperability did not exceed the 24 hours. The finding does not represent an 
immediate safety concern because the licensee had cleaned the ‘A’ CB chiller condensing coils and restored the 
system’s safety function. A cross cutting aspect of Teamwork was assigned due to the licensee’s Engineering, 
Maintenance, Work Control, and Operations staffs’ failure to adequately coordinate or communicate prior to 
commencing the ‘B’ CB chiller maintenance. (H.4)
Inspection Report# : 2015004 (pdf)

Significance:  Dec 18, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to develop a PM schedule that specified inspection of the EDG neutral grounding resistor
A NRC-identified non-cited violation (NCV) of Technical Specifications (TS) 
5.4.1 was identified for the failure to develop a preventive maintenance (PM) schedule 
that specified inspection of the Emergency Diesel Generators (EDG) neutral grounding 
resistor as recommended by Regulatory Guide (RG) 1.33, 9.b. Specifically, procedures 
failed to provide proper guidance to maintain the grounding resistor in accordance with 
design basis as described in the UFSAR and electrical calculations. Upon identification 
of the issue, the licensee performed a visual inspection of the resistor and determined 
that it was functional based on no signs of physical degradation or damage. The 
licensee entered this issue into the corrective action program (CAP) as CR1114779 to 
evaluate and implement appropriate corrective actions. 
This performance deficiency was more than minor because if left uncorrected it could 
result in a more significant safety concern. Specifically, lack of inspections of the 
secondary grounding resistor could allow for an undetected condition which would cause 
transient voltages capable of damaging safety related equipment. The finding was 
screened for significance using the Mitigating Systems cornerstone column of IMC 0609, 
Attachment 4, “Phase 1 - Initial Screening and Characterization of Findings,” dated June 
19, 2012, and was determined to be of very low safety significance (Green) using IMC 
0609 Appendix A, “The Significance Determination Process (SDP) for Findings At-
Power,” dated June 19, 2012, because the finding affected the design or qualification of 
a Mitigating SSC, and the SSC maintained its operability as documented in CR 
1114779. No cross-cutting was assigned because it is not indicative of current licensee 
performance.
Inspection Report# : 2015007 (pdf)

Barrier Integrity

Significance:  Dec 18, 2015
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Specify Adequate Instrument Ranges for MSIV Leakage Testing
A NRC identified NCV of 10 Code of Federal Regulations (CFR) Part 50, 
Appendix B, Criterion XI, “Test Control,” was identified for the failure to specify adequate 
test instrumentation for performing MSIV leak rate testing. Specifically, the licensee test 
procedure allowed the use of high range test instruments to measure low leakage rates 
while performing the combined leak rate testing on the Unit 1 B Main Steam Line. This 
resulted in instrument uncertainties large enough to impact the validity of the test results. 
The licensee immediately entered this issue into their corrective action program as CR 
1117381. The licensee performed an evaluation and determined that the latest test 
results provided reasonable assurance of operability. 

This performance deficiency was more than minor because if left uncorrected had the 
potential to lead to a more significant safety concern by masking the failure to meet test 
acceptance criteria. The finding was screened for significance using the Barrier Integrity 
cornerstone column of IMC 0609, Attachment 4, “Phase 1 - Initial Screening and 
Characterization of Findings,” dated 7/1/2012, and IMC 0609 Appendix A, “The 
Significance Determination Process (SDP) for Findings At-Power,” dated 7/1/2012, and 
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was determined to be of very low safety significance (Green) because the finding did not 
represent an actual open pathway in the physical integrity of reactor containment. 
This finding was assigned a cross-cutting aspect in the area of Problem Identification 
and Resolution because the licensee did not initiate a corrective action to identify the 
cause of the negative leak rate results obtained during the recent performance of the 
test procedure (P.1).
Inspection Report# : 2015007 (pdf)

Emergency Preparedness

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to adequately maintain emergency plan implementing procedures 
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 
50.54(q)(2), for the licensee’s failure to maintain the effectiveness of its emergency plan by ensuring procedures for 
use by the emergency response organization are maintained and up-to-date as required by 10 CFR 50.47(b)(16). 
Corrective actions already taken were implementation of a revision (49) to EPIP-5, effective January 7, 2016, 
essentially replacing Section 3.6 and references to appropriate Appendices, and a broader scope EOC to review all site 
EPIPs to ensure no other inadvertent omissions were made. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Emergency Preparedness (EP) cornerstone, adversely affected the associated 
cornerstone objective, and may have been used had an emergency been declared. The finding was evaluated using the 
EP significance determination process and was identified as having very low safety significance (Green) because it 
was a failure to comply with NRC requirements and was not a loss of the planning standard function. The finding was 
associated with a cross-cutting aspect in the Evaluation component of the Problem Identification and Resolution area 
because the licensee failed to thoroughly evaluate a similar issue at one of its other sites to ensure extent of conditions 
commensurate with their safety significance are thoroughly resolved. [P.2] 

Inspection Report# : 2016001 (pdf)

Occupational Radiation Safety

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unauthorized Entry into a High Radiation Area
A self-revealing, Non-cited Violation (NCV) of Technical Specification (TS) 5.7.1, was identified for a worker who 
entered a High Radiation Area (HRA) without proper authorization. Specifically, the worker entered a posted HRA 
located outside the Radwaste Ventilation Equipment Room without receiving a HRA briefing, and subsequently 
received a dose rate alarm. This issue was entered into the licensee’s corrective action program as Condition Report 
(CR) 1072342, and the licensee took immediate corrective actions including surveys of the area, and restricting the 
worker’s access to the Radiologically Controlled Area. 
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The performance deficiency was greater than minor because it was associated with the Occupational Radiation Safety 
cornerstone attribute of Program and Process (Monitoring and Radiation Protection (RP) Controls) and adversely 
affects the cornerstone objective of ensuring adequate protection of worker health and safety from exposure to 
radiation from radioactive material during routine civilian nuclear reactor operation. The inspectors determined the 
finding to be of very low safety significance (Green) because it was not related to As Low As Reasonably Achievable 
(ALARA) planning, nor did it involve an overexposure or substantial potential for overexposure, and the ability to 
assess dose was not compromised. This finding involved the cross-cutting aspect of Human Performance, Procedural 
Adherence [H.8] because the event was a direct result of the worker’s failure to adhere to requirements for HRA 
access. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unposted High Radiation Areas
A self-revealing, NCV of 10 CFR 20.1902(b), with two examples, was identified for the failure to post multiple 
HRAs. Specifically, areas within the Unit 2 (U2) Control Rod Drive Rebuild Room and U2 Reactor Water Cleanup 
Holding Pump Room contained dose rates exceeding 100 mrem/hr at 30 cm and remained unposted for several 
months during 2015. These issues were entered into the licensee’s corrective action program as CR 1017294, CR 
1023385, and CR 1119944, and the licensee took immediate corrective actions to correctly post the areas, performed 
surveys to evaluate the extent of condition, and performed an Apparent Cause Evaluation. 

The performance deficiency was greater than minor because it was associated with the Occupational Radiation Safety 
cornerstone attribute of Program and Process (Monitoring and RP Controls) and adversely affects the cornerstone 
objective of ensuring adequate protection of worker health and safety from exposure to radiation from radioactive 
material during routine civilian nuclear reactor operation. The inspectors determined the finding to be of very low 
safety significance (Green) because it was not related to As Low As Reasonably Achievable (ALARA) planning, nor 
did it involve an overexposure or substantial potential for overexposure, and the ability to assess dose was not 
compromised. This finding involved the cross-cutting aspect of Human Performance, Documentation [H.7] because 
the unposted high radiation areas were a direct result of the failure to identify documented radiological conditions that 
required additional posting and control. 

Inspection Report# : 2016001 (pdf)

Public Radiation Safety

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Include the Correct Proper Shipping Name on Radioactive Material Shipping Papers
The inspectors identified a NCV of 10 CFR 71.5 for the failure to include the correct Proper Shipping Name (PSN) on 
radioactive material shipping papers in accordance with the requirements of Department of Transportation (DOT) 
regulation 49 CFR 172.202. This resulted in multiple Low Specific Activity (LSA) shipments containing quantities 
exceeding an A2 value being shipped as “UN2915, Radioactive Material, Type A Package”. The licensee documented 
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this issue in CR 1145617 and took immediate corrective actions including updating the software used to perform 
shipping activities and additional training of personnel. 

The performance deficiency was greater than minor because it was associated with the Public Radiation Safety 
Cornerstone, Program & Process attribute (transportation program), and adversely affected the associated cornerstone 
objective to ensure adequate protection of public health and safety from exposure to radioactive materials released 
into the public domain as a result of routine civilian nuclear reactor operation. The inspectors determined the finding 
to be of very low safety significance (Green) because the issue involved transportation, but there were no radiation 
limits exceeded, and there was no package breach. In addition, it did not involve a Certificate of Compliance or low-
level burial problem, nor was there a failure to make notifications or provide emergency response information. The 
finding has a cross-cutting aspect in the area of Human Performance, Training [H.9], because the DOT requirements 
pertaining to LSA shipments were not well understood. 

Inspection Report# : 2016001 (pdf)

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Browns Ferry 1
4Q/2016 Plant Inspection Findings

Initiating Events

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Maintain the High Pressure Fire Protection System Piping
A self-revealing Non-cited Violation (NCV) of Technical Specification (TS) 5.4.1.d, Fire Protection Program 
Implementation, was identified for the licensee’s failure to maintain the integrity of the high pressure fire protection 
piping. The licensee’s immediate corrective action was to isolate the leak and entered this issue into their corrective 
action program as CR 1102016. 
This performance deficiency was more than minor because it adversely affected the Initiating Events cornerstone 
objective of protection against external factors such as fire. Specifically, the high pressure fire protection system 
piping was unable to maintain the required pressure during a system demand. This finding was evaluated in 
accordance with NRC IMC 0609, Appendix F, Fire Protection Significance Determination Process, dated September 
20, 2013. The inspectors determined the finding was Green because the finding did not affect the reactor’s ability to 
reach and maintain the fuel in a safe and stable condition. The inspectors assigned a cross cutting aspect of Operating 
Experience because there was a similar occurrence of a fire protection piping break at Browns Ferry caused by heavy 
construction vehicle traffic in 2014 (P.5).
Inspection Report# : 2016003 (pdf)

Mitigating Systems

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Prompt Determination of Operability for HPCI Steam Line Inboard Isolation Valve
An NRC identified NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action" was identified for the 
licensee's failure to promptly identify conditions adverse to quality associated with the prompt determination of 
operability (PDO) for CR 1061051. As an immediate corrective action, the licensee entered the violation into the 
licensee's corrective action program as CR 1193943. The performance deficiency was more-than-minor because it was 
associated with the Human Performance attribute of the 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 (i.e. core damage). Specifically, had the deficiencies in the PDO been identified, 
engineers would have recognized that the resulting stresses exceeded allowable design stresses in the valve vendor's 
weak link analysis and approached the yield strength of the stem material. As a result, the practice was permitted to 
continue until the valve stem catastrophically failed. This finding was evaluated in accordance with NRC IMC 0609, 
Appendix A, Exhibit 2, Mitigating Systems Screening Questions, dated June 19, 2012. The inspectors determined the 
finding required a detailed risk evaluation because the finding represented a loss of system function and/or function 
for the high pressure coolant injection (HPCI) system. Senior Reactor Analyst performed a detailed risk evaluation 
using the Standardized Plant Analysis Risk (SPAR) model for Browns Ferry Unit 1. The HPCI system was modeled 
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as unavailable for a conservative exposure period of 7 days. The delta CDF estimate was less than 1E-6/yr range, 
which represents a finding of very low safety significance (Green). The dominant core damage sequence was an 
inadvertent open relief valve, failure of HPCI, and failure to depressurize. The availability of additional injection 
sources helped minimize the risk significance. The inspectors determined that the finding had a cross-cutting aspect in 
the Design Margins area of the Human Performance aspect (H.6), because engineers did not demonstrate the behavior 
of carefully guarding margins to ensure that safety related equipment was operated and maintained within design 
margins.
Inspection Report# : 2016003 (pdf)

Significance:  Aug 12, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Evaluate All Targets Within the Zone of Influence of Ignition Sources
The NRC identified a violation of 10 CFR 50.48(c) for the licensee’s failure to 
address in the Fire Probabilistic Risk Assessment (Fire PRA) the risk contribution associated 
with all potentially risk significant fire scenarios for a given fire compartment/fire area. The 
licensee did not identify and evaluate all targets that were within the zone of influence (ZOI) 
of ignition sources for selected fire scenarios that could potentially contribute to the risk for 
the fire scenarios. The licensee entered the issue in the corrective action program (CAP) as 
Condition Reports (CRs) 1195603 and 1197392. The affected area was already covered by 
an hourly roving fire watch as a compensatory measure. 
The licensee’s failure to address the risk contribution associated with all potentially risksignificant 
fire scenarios, as required by section 2.4.3.2 of NFPA 805, was a performance 
deficiency. For each example, the performance deficiency was determined to be more than 
minor because it was associated with the reactor safety mitigating systems cornerstone 
attribute of protection against external factors (i.e., fire) and it adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the licensee 
failed to analyze the full risk impact of the selected fire scenarios, and the missed targets in 
the ZOI for the selected fire scenarios had the potential to impact the ability to achieve safe 
and stable conditions. Using IMC 0609, Appendix F, Attachment 1, “Fire Protection 
Significance Determination Process Worksheet,” the finding was screened as Green in step 
1.6.1 “Screen by Licensee PRA-Based Safety Evaluation.” There was no cross cutting 
aspect assigned to this finding because it was not indicative of current licensee performance 
since the original ignition source and target walkdowns were performed more than 3 years 
ago.
Inspection Report# : 2016011 (pdf)

Significance:  Aug 12, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Identify and Evaluate All Circuit Failures for NSCA Credited Equipment
The NRC identified a violation of 10 CFR 50.48(c) for the licensee’s failure to 
properly identify circuits required for the nuclear safety function. Specifically, the licensee’s 
Nuclear Safety Capability Assessment (NSCA) failed to identify that fire-induced failure of 
cables associated with the undervoltage trip function of the 4KV Shutdown Board could 
cause the shutdown board to not shed loads upon an undervoltage condition. This could 
lead to overloading the emergency diesel generator (EDG) credited for powering the 
shutdown board. This item was entered into the CAP as CR 1199002. The affected area 
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was already covered by an hourly roving fire watch as a compensatory measure. Additionally, the licensee submitted 
EN 52150 to the NRC, documenting this as an unanalyzed condition. 
The licensee’s failure to identify circuits required for the nuclear safety function, as required 
by Section 2.4.2.2.1 of NFPA 805 was a PD. The PD was determined to be more than 
minor because it was associated with the reactor safety mitigating systems cornerstone 
attribute of protection against external factors (i.e., fire) and it adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the 
licensee’s failure to analyze the effects of fire damage on the 4kV shutdown bus 
undervoltage circuitry could result in overloading the emergency diesel generator (EDG) 
credited for powering the shutdown board. Using the guidance of IMC 0609, App. F, the 
finding was screened as Green because the risk increase associated with the finding was an 
increase of core damage frequency of <1E-6/year. There was no cross cutting aspect 
assigned to this finding because it was not indicative of current licensee performance since 
the original ignition source and target walkdowns were performed more than 3 years ago.
Inspection Report# : 2016011 (pdf)

Significance:  Apr 15, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Include Required Gasket Replacement in Limit Switch Surveillance Procedure
An NRC-identified non-cited violation (NCV) of Title 10, Code of Federal 
Regulations (CFR) Part 50, Appendix B, Criterion V, “Instructions, Procedures, and 
Drawings,” for the licensee’s failure to include vendor requirements for maintaining the 
environmental qualification of the main steam isolation valve (MSIV) limit switches in 
maintenance procedures. Specifically, not maintaining the MSIV limit switches in their 
qualified condition impacts their reliability. The licensee entered this issue into the 
corrective action program as CR 1160702. The licensee evaluated the impact of the 
incorrect guidance, and determined that all three units were affected, and that the MSIV 
limit switches remained operable, although they were in an unqualified condition. The 
licensee plans to correct the affected procedures. 
This performance deficiency was more than minor because it was associated with the 
mitigating systems cornerstone attribute of equipment performance and adversely 
affected the cornerstone objective of ensuring the availability, reliability, and capability of 
systems that respond to initiating events to prevent undesirable consequences. 
Specifically, not maintaining the MSIV limit switches in their qualified condition impacted 
their reliability. The team used IMC 0609, Att. 4, “Initial Characterization of Findings,”
issued June 19, 2012, for Mitigating Systems, and IMC 0609, App. A, “The Significance 
Determination Process (SDP) for Findings At-Power,” issued June 19, 2012, and 
determined the finding to be of very low safety significance (Green) because the finding 
was a deficiency affecting the design of a mitigating structure, system, or component 
(SSC), and the SSC maintained its operability or functionality. The team determined that 
no cross-cutting aspect was applicable because the finding was not indicative of current 
licensee performance.
Inspection Report# : 2016010 (pdf)

Significance:  Feb 25, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
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Failure to Promptly Identify Conditions Adverse to QUality Associated with RHRSW Room Flood Barriers
An NRC identified non-cited violation (NCV) of 10 CFR 50, Appendix B, Criterion XVI, 
Corrective Action, was identified for the licensee's failure to promptly identify conditions adverse 
to quality associated with deficient flood barrier penetrations in the ‘B’ Residual Heat Removal 
Service Water (RHRSW) compartment. As an immediate corrective action, the licensee 
evaluated the deficiencies and determined that the equipment in the room would remain 
operable during a design basis flood. The violation was entered into the licensee's corrective 
action program as CR 1119892. 
The performance deficiency was more-than-minor because it was associated with the protection 
against external factors attribute of the Mitigating Systems cornerstone and adversely affected 
the cornerstone objective of ensuring the capability of systems that respond to initiating events 
to prevent undesirable consequences (i.e. core damage). Specifically, the capability of the flood 
protection function of the ‘B’ RHRSW compartment was adversely affected due to the presence 
of degraded penetrations. The finding was screened using IMC 0609 Appendix A, Exhibit 4, 
“External Events Screening Questions,” dated June 19, 2012. The finding screened as very low 
safety significance (Green) because the finding would not cause a plant trip, initiating event, 
degrade two or more trains of a multi-train system or function, and it would not degrade one or 
more trains of a system that supports a risk significant system or function. Additionally, the 
finding did not involve the total loss of any safety function. The inspectors determined that the 
finding had a cross-cutting aspect in the Human Performance area of Conservative Bias (H.14) 
because personnel characterized the potential deficiencies as “not unacceptable” rather than 
establishing that final acceptability was still in question which required timely resolution.
Inspection Report# : 2016007 (pdf)

Barrier Integrity

Emergency Preparedness

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to adequately maintain emergency plan implementing procedures 
The inspectors identified a non-cited violation (NCV) of Title 10 of the Code of Federal Regulations (CFR), Part 
50.54(q)(2), for the licensee’s failure to maintain the effectiveness of its emergency plan by ensuring procedures for 
use by the emergency response organization are maintained and up-to-date as required by 10 CFR 50.47(b)(16). 
Corrective actions already taken were implementation of a revision (49) to EPIP-5, effective January 7, 2016, 
essentially replacing Section 3.6 and references to appropriate Appendices, and a broader scope EOC to review all site 
EPIPs to ensure no other inadvertent omissions were made. 

The inspectors determined that the performance deficiency was more than minor because it was associated with the 
procedure quality attribute of the Emergency Preparedness (EP) cornerstone, adversely affected the associated 
cornerstone objective, and may have been used had an emergency been declared. The finding was evaluated using the 
EP significance determination process and was identified as having very low safety significance (Green) because it 
was a failure to comply with NRC requirements and was not a loss of the planning standard function. The finding was 
associated with a cross-cutting aspect in the Evaluation component of the Problem Identification and Resolution area 
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because the licensee failed to thoroughly evaluate a similar issue at one of its other sites to ensure extent of conditions 
commensurate with their safety significance are thoroughly resolved. [P.2] 

Inspection Report# : 2016001 (pdf)

Occupational Radiation Safety

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unauthorized Entry into a High Radiation Area
A self-revealing, Non-cited Violation (NCV) of Technical Specification (TS) 5.7.1, was identified for a worker who 
entered a High Radiation Area (HRA) without proper authorization. Specifically, the worker entered a posted HRA 
located outside the Radwaste Ventilation Equipment Room without receiving a HRA briefing, and subsequently 
received a dose rate alarm. This issue was entered into the licensee’s corrective action program as Condition Report 
(CR) 1072342, and the licensee took immediate corrective actions including surveys of the area, and restricting the 
worker’s access to the Radiologically Controlled Area. 

The performance deficiency was greater than minor because it was associated with the Occupational Radiation Safety 
cornerstone attribute of Program and Process (Monitoring and Radiation Protection (RP) Controls) and adversely 
affects the cornerstone objective of ensuring adequate protection of worker health and safety from exposure to 
radiation from radioactive material during routine civilian nuclear reactor operation. The inspectors determined the 
finding to be of very low safety significance (Green) because it was not related to As Low As Reasonably Achievable 
(ALARA) planning, nor did it involve an overexposure or substantial potential for overexposure, and the ability to 
assess dose was not compromised. This finding involved the cross-cutting aspect of Human Performance, Procedural 
Adherence [H.8] because the event was a direct result of the worker’s failure to adhere to requirements for HRA 
access. 

Inspection Report# : 2016001 (pdf)

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unposted High Radiation Areas
A self-revealing, NCV of 10 CFR 20.1902(b), with two examples, was identified for the failure to post multiple 
HRAs. Specifically, areas within the Unit 2 (U2) Control Rod Drive Rebuild Room and U2 Reactor Water Cleanup 
Holding Pump Room contained dose rates exceeding 100 mrem/hr at 30 cm and remained unposted for several 
months during 2015. These issues were entered into the licensee’s corrective action program as CR 1017294, CR 
1023385, and CR 1119944, and the licensee took immediate corrective actions to correctly post the areas, performed 
surveys to evaluate the extent of condition, and performed an Apparent Cause Evaluation. 

The performance deficiency was greater than minor because it was associated with the Occupational Radiation Safety 
cornerstone attribute of Program and Process (Monitoring and RP Controls) and adversely affects the cornerstone 
objective of ensuring adequate protection of worker health and safety from exposure to radiation from radioactive 
material during routine civilian nuclear reactor operation. The inspectors determined the finding to be of very low 
safety significance (Green) because it was not related to As Low As Reasonably Achievable (ALARA) planning, nor 
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did it involve an overexposure or substantial potential for overexposure, and the ability to assess dose was not 
compromised. This finding involved the cross-cutting aspect of Human Performance, Documentation [H.7] because 
the unposted high radiation areas were a direct result of the failure to identify documented radiological conditions that 
required additional posting and control. 

Inspection Report# : 2016001 (pdf)

Public Radiation Safety

Significance:  Mar 31, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Include the Correct Proper Shipping Name on Radioactive Material Shipping Papers
The inspectors identified a NCV of 10 CFR 71.5 for the failure to include the correct Proper Shipping Name (PSN) on 
radioactive material shipping papers in accordance with the requirements of Department of Transportation (DOT) 
regulation 49 CFR 172.202. This resulted in multiple Low Specific Activity (LSA) shipments containing quantities 
exceeding an A2 value being shipped as “UN2915, Radioactive Material, Type A Package”. The licensee documented 
this issue in CR 1145617 and took immediate corrective actions including updating the software used to perform 
shipping activities and additional training of personnel. 

The performance deficiency was greater than minor because it was associated with the Public Radiation Safety 
Cornerstone, Program & Process attribute (transportation program), and adversely affected the associated cornerstone 
objective to ensure adequate protection of public health and safety from exposure to radioactive materials released 
into the public domain as a result of routine civilian nuclear reactor operation. The inspectors determined the finding 
to be of very low safety significance (Green) because the issue involved transportation, but there were no radiation 
limits exceeded, and there was no package breach. In addition, it did not involve a Certificate of Compliance or low-
level burial problem, nor was there a failure to make notifications or provide emergency response information. The 
finding has a cross-cutting aspect in the area of Human Performance, Training [H.9], because the DOT requirements 
pertaining to LSA shipments were not well understood. 

Inspection Report# : 2016001 (pdf)

Security
Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.

Security
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Although the Security Cornerstone is included in the Reactor Oversight Process assessment program, the Commission 
has decided that specific information related to findings and performance indicators pertaining to the Security 
Cornerstone will not be publicly available to ensure that security information is not provided to a possible adversary. 
Other than the fact that a finding or performance indicator is Green or Greater-Than-Green, security related 
information will not be displayed on the public web page. Therefore, the cover letters to security inspection reports 
may be viewed.
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Browns Ferry 1 – Quarterly Plant Inspection Findings
2Q/2017 – Plant Inspection Findings
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Initiating Events

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Maintain the High Pressure Fire Protection System Piping
A self-revealing Non-cited Violation (NCV) of Technical Specification (TS) 5.4.1.d, Fire Protection Program 
Implementation, was identified for the licensee's failure to maintain the integrity of the high pressure fire protection 
piping. The licensee's immediate corrective action was to isolate the leak and entered this issue into their corrective 
action program as CR 1102016. 
This performance deficiency was more than minor because it adversely affected the Initiating Events cornerstone 
objective of protection against external factors such as fire. Specifically, the high pressure fire protection system piping 
was unable to maintain the required pressure during a system demand. This finding was evaluated in accordance with 
NRC IMC 0609, Appendix F, Fire Protection Significance Determination Process, dated September 20, 2013. The 
inspectors determined the finding was Green because the finding did not affect the reactor's ability to reach and 
maintain the fuel in a safe and stable condition. The inspectors assigned a cross cutting aspect of Operating Experience 
because there was a similar occurrence of a fire protection piping break at Browns Ferry caused by heavy construction 
vehicle traffic in 2014 (P.5).
Inspection Report# : 2016003 (pdf)

Mitigating Systems

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incorrect Tap Settings for 480 Volt Shutdown Transformer Results in Inoperability of Associated 480V 
Shutdown Boards
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An NRC identified non-cited violation of 10 CFR Part 50, Appendix B, Criterion VI, "Document Control," was 
identified after maintenance on safety related 4kv to 480 volt transformers TS1A and TS1B (Unit 1) resulted in the 
windings tap setting being misconfigured. The licensee's failure to develop work instructions to change TS1A and 
TS1B transformer configuration was a performance deficiency. This performance deficiency was more than minor 
because it impacted the Mitigating Systems cornerstone attribute of configuration control in that the loads supplied by 
480 volt Shutdown Boards 1A and 1B were challenged by this misconfiguration. The finding screened as Green 
because the electrical system remained operable. The licensee entered the condition into their corrective action plan as 
CR 1221265 and corrected the tap setting. The finding was not assigned a crosscutting aspect because the cause was 
not related to current licensee performance.
Inspection Report# : 2017001 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Prompt Determination of Operability for HPCI Steam Line Inboard Isolation Valve
An NRC identified NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action" was identified for the 
licensee's failure to promptly identify conditions adverse to quality associated with the prompt determination of 
operability (PDO) for CR 1061051. As an immediate corrective action, the licensee entered the violation into the 
licensee's corrective action program as CR 1193943. The performance deficiency was more-than-minor because it was 
associated with the Human Performance attribute of the 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 (i.e. core damage). Specifically, had the deficiencies in the PDO been identified, 
engineers would have recognized that the resulting stresses exceeded allowable design stresses in the valve vendor's 
weak link analysis and approached the yield strength of the stem material. As a result, the practice was permitted to 
continue until the valve stem catastrophically failed. This finding was evaluated in accordance with NRC IMC 0609, 
Appendix A, Exhibit 2, Mitigating Systems Screening Questions, dated June 19, 2012. The inspectors determined the 
finding required a detailed risk evaluation because the finding represented a loss of system function and/or function for 
the high pressure coolant injection (HPCI) system. Senior Reactor Analyst performed a detailed risk evaluation using 
the Standardized Plant Analysis Risk (SPAR) model for Browns Ferry Unit 1. The HPCI system was modeled as 
unavailable for a conservative exposure period of 7 days. The delta CDF estimate was less than 1E-6/yr range, which 
represents a finding of very low safety significance (Green). The dominant core damage sequence was an inadvertent 
open relief valve, failure of HPCI, and failure to depressurize. The availability of additional injection sources helped 
minimize the risk significance. The inspectors determined that the finding had a cross-cutting aspect in the Design 
Margins area of the Human Performance aspect (H.6), because engineers did not demonstrate the behavior of carefully 
guarding margins to ensure that safety related equipment was operated and maintained within design margins.
Inspection Report# : 2016003 (pdf)

Significance:  Aug 12, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Evaluate All Targets Within the Zone of Influence of Ignition Sources
The NRC identified a violation of 10 CFR 50.48(c) for the licensee's failure to 
address in the Fire Probabilistic Risk Assessment (Fire PRA) the risk contribution associated 
with all potentially risk significant fire scenarios for a given fire compartment/fire area. The 
licensee did not identify and evaluate all targets that were within the zone of influence (ZOI) 
of ignition sources for selected fire scenarios that could potentially contribute to the risk for 
the fire scenarios. The licensee entered the issue in the corrective action program (CAP) as 
Condition Reports (CRs) 1195603 and 1197392. The affected area was already covered by 

NRC: Browns Ferry 1 – Quarterly Plant Inspection Findings

Page 2 of 5



an hourly roving fire watch as a compensatory measure. 
The licensee's failure to address the risk contribution associated with all potentially risksignificant 
fire scenarios, as required by section 2.4.3.2 of NFPA 805, was a performance 
deficiency. For each example, the performance deficiency was determined to be more than 
minor because it was associated with the reactor safety mitigating systems cornerstone 
attribute of protection against external factors (i.e., fire) and it adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the licensee 
failed to analyze the full risk impact of the selected fire scenarios, and the missed targets in 
the ZOI for the selected fire scenarios had the potential to impact the ability to achieve safe 
and stable conditions. Using IMC 0609, Appendix F, Attachment 1, "Fire Protection 
Significance Determination Process Worksheet," the finding was screened as Green in step 
1.6.1 "Screen by Licensee PRA-Based Safety Evaluation." There was no cross cutting 
aspect assigned to this finding because it was not indicative of current licensee performance 
since the original ignition source and target walkdowns were performed more than 3 years 
ago.
Inspection Report# : 2016011 (pdf)

Significance:  Aug 12, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Identify and Evaluate All Circuit Failures for NSCA Credited Equipment
The NRC identified a violation of 10 CFR 50.48(c) for the licensee's failure to 
properly identify circuits required for the nuclear safety function. Specifically, the licensee's 
Nuclear Safety Capability Assessment (NSCA) failed to identify that fire-induced failure of 
cables associated with the undervoltage trip function of the 4KV Shutdown Board could 
cause the shutdown board to not shed loads upon an undervoltage condition. This could 
lead to overloading the emergency diesel generator (EDG) credited for powering the 
shutdown board. This item was entered into the CAP as CR 1199002. The affected area 
was already covered by an hourly roving fire watch as a compensatory measure. Additionally, the licensee submitted 
EN 52150 to the NRC, documenting this as an unanalyzed condition. 
The licensee's failure to identify circuits required for the nuclear safety function, as required 
by Section 2.4.2.2.1 of NFPA 805 was a PD. The PD was determined to be more than 
minor because it was associated with the reactor safety mitigating systems cornerstone 
attribute of protection against external factors (i.e., fire) and it adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the 
licensee's failure to analyze the effects of fire damage on the 4kV shutdown bus 
undervoltage circuitry could result in overloading the emergency diesel generator (EDG) 
credited for powering the shutdown board. Using the guidance of IMC 0609, App. F, the 
finding was screened as Green because the risk increase associated with the finding was an 
increase of core damage frequency of <1E-6/year. There was no cross cutting aspect 
assigned to this finding because it was not indicative of current licensee performance since 
the original ignition source and target walkdowns were performed more than 3 years ago.
Inspection Report# : 2016011 (pdf)

Significance:  Jul 31, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Inadequate Reassembly Procedure for HPCI Steam Line Inboard Isolation Valve Actuator
A self-revealing non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings " was identified for the licensee's failure to provide sufficient detail, in this case, appropriate to the work 
activity in procedure, MCI-0-000-ACT004, Maintenance of SMB-0 through SMB-4T Limitorque Actuators, which 
impacted the design features of HPCI valve 1-FCV-73-2. As an immediate corrective action, the valve was repaired 
and corrective actions initiated to address the quality and details of motor operated valve procedures. The licensee 
entered the violation into their corrective action program as Condition Reports (CRs) 1228056 and 1229289. The 
performance deficiency was more than minor because it was associated with the Equipment Performance attribute of 
the 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 (i.e. core 
damage). Specifically, the reliability of the valve was reduced due to the impending worm gear teeth failure. While the 
valve was full open, the High Pressure Coolant Injection (HPCI) pump was able to fulfill its safety function of injecting 
water into the reactor. Since the valve was able to close upon entering outage U1R11, the HPCI system was able to 
isolate the HPCI steam supply line in the event of a HPCI steam line break. This finding was evaluated in accordance 
with NRC IMC 0609, Appendix A, Mitigating Systems Screening Questions. The inspectors determined the finding 
screened to Green as HPCI was not unavailable longer than its TS allowed outage time and the finding did not involve 
the loss or degradation of equipment designed to mitigate a seismic, flooding, or severe weather initiating event. The 
inspectors determined that the finding had a cross-cutting aspect of Procedure Adherence in the Human Performance 
area [H.8], because individual staff members did not review procedure and instructions prior to work to validate they 
were appropriate for the scope of work.
Inspection Report# : 2016004 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unauthorized Entry into a High Radiation Area
. A self-revealing non-cited violation (NCV) of TS 5.7.1 was identified for a worker who entered a High Radiation 
Area (HRA) (Unit 1 reactor building steam tunnel) without proper authorization. This performance deficiency was 
determined to be greater than minor because it was associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affected the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The inspectors determined the finding to be of very low safety significance (Green). The licensee entered the 
issue into their Corrective Action Program (CAP) as Condition Report (CR) 1219539, and took immediate corrective 
actions including restricting Radiologically Controlled Area (RCA) access for the individuals involved and performing 
confirmatory surveys of the area. This finding involved the cross-cutting aspect of Human Performance, Teamwork, 
[H.4], because a significant contributor to this event was poor communication between different work groups (workers 
entering the reactor building steam tunnel and RP personnel at the control)
Inspection Report# : 2017001 (pdf)

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Airborne Radioactivity Surveys

NRC: Browns Ferry 1 – Quarterly Plant Inspection Findings

Page 4 of 5



An inspector-identified non-cited violation (NCV) of TS 5.4.1 was identified for the licensee's failure to obtain an air 
sample while performing work in an area with smearable contamination levels greater than 50,000 disintegrations per 
minute (DPM) per 100cm2. This performance deficiency was determined to be greater than minor because it was 
associated with the Occupational Radiation Safety Cornerstone attribute of Human Performance and adversely affected 
the cornerstone objective of ensuring adequate protection of worker health and safety from exposure to radiation from 
radioactive material during routine civilian nuclear reactor operation. The inspectors determined the finding to be of 
very low safety significance (Green). The licensee entered the issue into their CAP (CR 1219539) and, since the work 
created airborne radioactivity in the area, performed in-vivo monitoring on the affected workers to assess doses from 
the intake of radioactive material. This finding involved the cross-cutting aspect of Human Performance, Avoid 
Complacency, [H.12], because, considering the contamination levels present, RP staff underestimated the risk for 
potential airborne radioactive material in the area
Inspection Report# : 2017001 (pdf)

Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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Initiating Events

Significance:  Sep 30, 2016
Identified By: Self-Revealing
Item Type: NCV Non-Cited Violation
Failure to Maintain the High Pressure Fire Protection System Piping
A self-revealing Non-cited Violation (NCV) of Technical Specification (TS) 5.4.1.d, Fire Protection Program 
Implementation, was identified for the licensee's failure to maintain the integrity of the high pressure fire protection 
piping. The licensee's immediate corrective action was to isolate the leak and entered this issue into their corrective 
action program as CR 1102016. 
This performance deficiency was more than minor because it adversely affected the Initiating Events cornerstone 
objective of protection against external factors such as fire. Specifically, the high pressure fire protection system piping 
was unable to maintain the required pressure during a system demand. This finding was evaluated in accordance with 
NRC IMC 0609, Appendix F, Fire Protection Significance Determination Process, dated September 20, 2013. The 
inspectors determined the finding was Green because the finding did not affect the reactor's ability to reach and 
maintain the fuel in a safe and stable condition. The inspectors assigned a cross cutting aspect of Operating Experience 
because there was a similar occurrence of a fire protection piping break at Browns Ferry caused by heavy construction 
vehicle traffic in 2014 (P.5).
Inspection Report# : 2016003 (pdf)

Mitigating Systems

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incorrect Tap Settings for 480 Volt Shutdown Transformer Results in Inoperability of Associated 480V 
Shutdown Boards
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An NRC identified non-cited violation of 10 CFR Part 50, Appendix B, Criterion VI, "Document Control," was 
identified after maintenance on safety related 4kv to 480 volt transformers TS1A and TS1B (Unit 1) resulted in the 
windings tap setting being misconfigured. The licensee's failure to develop work instructions to change TS1A and 
TS1B transformer configuration was a performance deficiency. This performance deficiency was more than minor 
because it impacted the Mitigating Systems cornerstone attribute of configuration control in that the loads supplied by 
480 volt Shutdown Boards 1A and 1B were challenged by this misconfiguration. The finding screened as Green 
because the electrical system remained operable. The licensee entered the condition into their corrective action plan as 
CR 1221265 and corrected the tap setting. The finding was not assigned a crosscutting aspect because the cause was 
not related to current licensee performance.
Inspection Report# : 2017001 (pdf)

Significance:  Sep 30, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Prompt Determination of Operability for HPCI Steam Line Inboard Isolation Valve
An NRC identified NCV of 10 CFR Part 50, Appendix B, Criterion XVI, "Corrective Action" was identified for the 
licensee's failure to promptly identify conditions adverse to quality associated with the prompt determination of 
operability (PDO) for CR 1061051. As an immediate corrective action, the licensee entered the violation into the 
licensee's corrective action program as CR 1193943. The performance deficiency was more-than-minor because it was 
associated with the Human Performance attribute of the 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 (i.e. core damage). Specifically, had the deficiencies in the PDO been identified, 
engineers would have recognized that the resulting stresses exceeded allowable design stresses in the valve vendor's 
weak link analysis and approached the yield strength of the stem material. As a result, the practice was permitted to 
continue until the valve stem catastrophically failed. This finding was evaluated in accordance with NRC IMC 0609, 
Appendix A, Exhibit 2, Mitigating Systems Screening Questions, dated June 19, 2012. The inspectors determined the 
finding required a detailed risk evaluation because the finding represented a loss of system function and/or function for 
the high pressure coolant injection (HPCI) system. Senior Reactor Analyst performed a detailed risk evaluation using 
the Standardized Plant Analysis Risk (SPAR) model for Browns Ferry Unit 1. The HPCI system was modeled as 
unavailable for a conservative exposure period of 7 days. The delta CDF estimate was less than 1E-6/yr range, which 
represents a finding of very low safety significance (Green). The dominant core damage sequence was an inadvertent 
open relief valve, failure of HPCI, and failure to depressurize. The availability of additional injection sources helped 
minimize the risk significance. The inspectors determined that the finding had a cross-cutting aspect in the Design 
Margins area of the Human Performance aspect (H.6), because engineers did not demonstrate the behavior of carefully 
guarding margins to ensure that safety related equipment was operated and maintained within design margins.
Inspection Report# : 2016003 (pdf)

Significance:  Aug 12, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Identify and Evaluate All Targets Within the Zone of Influence of Ignition Sources
The NRC identified a violation of 10 CFR 50.48(c) for the licensee's failure to 
address in the Fire Probabilistic Risk Assessment (Fire PRA) the risk contribution associated 
with all potentially risk significant fire scenarios for a given fire compartment/fire area. The 
licensee did not identify and evaluate all targets that were within the zone of influence (ZOI) 
of ignition sources for selected fire scenarios that could potentially contribute to the risk for 
the fire scenarios. The licensee entered the issue in the corrective action program (CAP) as 
Condition Reports (CRs) 1195603 and 1197392. The affected area was already covered by 
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an hourly roving fire watch as a compensatory measure. 
The licensee's failure to address the risk contribution associated with all potentially risksignificant 
fire scenarios, as required by section 2.4.3.2 of NFPA 805, was a performance 
deficiency. For each example, the performance deficiency was determined to be more than 
minor because it was associated with the reactor safety mitigating systems cornerstone 
attribute of protection against external factors (i.e., fire) and it adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the licensee 
failed to analyze the full risk impact of the selected fire scenarios, and the missed targets in 
the ZOI for the selected fire scenarios had the potential to impact the ability to achieve safe 
and stable conditions. Using IMC 0609, Appendix F, Attachment 1, "Fire Protection 
Significance Determination Process Worksheet," the finding was screened as Green in step 
1.6.1 "Screen by Licensee PRA-Based Safety Evaluation." There was no cross cutting 
aspect assigned to this finding because it was not indicative of current licensee performance 
since the original ignition source and target walkdowns were performed more than 3 years 
ago.
Inspection Report# : 2016011 (pdf)

Significance:  Aug 12, 2016
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Adequately Identify and Evaluate All Circuit Failures for NSCA Credited Equipment
The NRC identified a violation of 10 CFR 50.48(c) for the licensee's failure to 
properly identify circuits required for the nuclear safety function. Specifically, the licensee's 
Nuclear Safety Capability Assessment (NSCA) failed to identify that fire-induced failure of 
cables associated with the undervoltage trip function of the 4KV Shutdown Board could 
cause the shutdown board to not shed loads upon an undervoltage condition. This could 
lead to overloading the emergency diesel generator (EDG) credited for powering the 
shutdown board. This item was entered into the CAP as CR 1199002. The affected area 
was already covered by an hourly roving fire watch as a compensatory measure. Additionally, the licensee submitted 
EN 52150 to the NRC, documenting this as an unanalyzed condition. 
The licensee's failure to identify circuits required for the nuclear safety function, as required 
by Section 2.4.2.2.1 of NFPA 805 was a PD. The PD was determined to be more than 
minor because it was associated with the reactor safety mitigating systems cornerstone 
attribute of protection against external factors (i.e., fire) and it adversely affected the 
cornerstone objective of ensuring the availability, reliability, and capability of systems that 
respond to initiating events to prevent undesirable consequences. Specifically, the 
licensee's failure to analyze the effects of fire damage on the 4kV shutdown bus 
undervoltage circuitry could result in overloading the emergency diesel generator (EDG) 
credited for powering the shutdown board. Using the guidance of IMC 0609, App. F, the 
finding was screened as Green because the risk increase associated with the finding was an 
increase of core damage frequency of <1E-6/year. There was no cross cutting aspect 
assigned to this finding because it was not indicative of current licensee performance since 
the original ignition source and target walkdowns were performed more than 3 years ago.
Inspection Report# : 2016011 (pdf)

Significance:  Jul 31, 2016
Identified By: NRC
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Item Type: NCV Non-Cited Violation
Inadequate Reassembly Procedure for HPCI Steam Line Inboard Isolation Valve Actuator
A self-revealing non-cited violation (NCV) of 10 CFR Part 50, Appendix B, Criterion V, "Instructions, Procedures, and 
Drawings " was identified for the licensee's failure to provide sufficient detail, in this case, appropriate to the work 
activity in procedure, MCI-0-000-ACT004, Maintenance of SMB-0 through SMB-4T Limitorque Actuators, which 
impacted the design features of HPCI valve 1-FCV-73-2. As an immediate corrective action, the valve was repaired 
and corrective actions initiated to address the quality and details of motor operated valve procedures. The licensee 
entered the violation into their corrective action program as Condition Reports (CRs) 1228056 and 1229289. The 
performance deficiency was more than minor because it was associated with the Equipment Performance attribute of 
the 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 (i.e. core 
damage). Specifically, the reliability of the valve was reduced due to the impending worm gear teeth failure. While the 
valve was full open, the High Pressure Coolant Injection (HPCI) pump was able to fulfill its safety function of injecting 
water into the reactor. Since the valve was able to close upon entering outage U1R11, the HPCI system was able to 
isolate the HPCI steam supply line in the event of a HPCI steam line break. This finding was evaluated in accordance 
with NRC IMC 0609, Appendix A, Mitigating Systems Screening Questions. The inspectors determined the finding 
screened to Green as HPCI was not unavailable longer than its TS allowed outage time and the finding did not involve 
the loss or degradation of equipment designed to mitigate a seismic, flooding, or severe weather initiating event. The 
inspectors determined that the finding had a cross-cutting aspect of Procedure Adherence in the Human Performance 
area [H.8], because individual staff members did not review procedure and instructions prior to work to validate they 
were appropriate for the scope of work.
Inspection Report# : 2016004 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unauthorized Entry into a High Radiation Area
. A self-revealing non-cited violation (NCV) of TS 5.7.1 was identified for a worker who entered a High Radiation 
Area (HRA) (Unit 1 reactor building steam tunnel) without proper authorization. This performance deficiency was 
determined to be greater than minor because it was associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affected the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The inspectors determined the finding to be of very low safety significance (Green). The licensee entered the 
issue into their Corrective Action Program (CAP) as Condition Report (CR) 1219539, and took immediate corrective 
actions including restricting Radiologically Controlled Area (RCA) access for the individuals involved and performing 
confirmatory surveys of the area. This finding involved the cross-cutting aspect of Human Performance, Teamwork, 
[H.4], because a significant contributor to this event was poor communication between different work groups (workers 
entering the reactor building steam tunnel and RP personnel at the control)
Inspection Report# : 2017001 (pdf)

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Airborne Radioactivity Surveys
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An inspector-identified non-cited violation (NCV) of TS 5.4.1 was identified for the licensee's failure to obtain an air 
sample while performing work in an area with smearable contamination levels greater than 50,000 disintegrations per 
minute (DPM) per 100cm2. This performance deficiency was determined to be greater than minor because it was 
associated with the Occupational Radiation Safety Cornerstone attribute of Human Performance and adversely affected 
the cornerstone objective of ensuring adequate protection of worker health and safety from exposure to radiation from 
radioactive material during routine civilian nuclear reactor operation. The inspectors determined the finding to be of 
very low safety significance (Green). The licensee entered the issue into their CAP (CR 1219539) and, since the work 
created airborne radioactivity in the area, performed in-vivo monitoring on the affected workers to assess doses from 
the intake of radioactive material. This finding involved the cross-cutting aspect of Human Performance, Avoid 
Complacency, [H.12], because, considering the contamination levels present, RP staff underestimated the risk for 
potential airborne radioactive material in the area
Inspection Report# : 2017001 (pdf)

Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous
Current data as of : September 05, 2017

Page Last Reviewed/Updated Wednesday, June 07, 2017

Page 5 of 5NRC: Browns Ferry 1 – Quarterly Plant Inspection Findings

10/19/2017https://www.nrc.gov/reactors/operating/oversight/bf1/bf1-pim.html



Home > Nuclear Reactors > Operating Reactors > Reactor Oversight Process > Plant Summaries> Browns Ferry 1 > 
Quarterly Plant Inspection Findings 

Browns Ferry 1 – Quarterly Plant Inspection Findings
3Q/2017 – Plant Inspection Findings
On this page:

• Initiating Events
• Mitigating Systems
• Barrier Integrity
• Emergency Preparedness
• Occupational Radiation Safety
• Public Radiation Safety
• Security

Initiating Events
Mitigating Systems

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Fire Risk Evaluation for Postulated Fires Affecting EECW Strainers
An NRC-identified non-cited violation of 10 CFR 50.48(c) and NFPA 805, Section 2.4.2.4 was identified for the 
licensee's failure to perform an adequate engineering analysis to determine the effects of fire on the ability to achieve 
the nuclear safety performance criteria. Specifically, the licensee's fire risk evaluation (FRE) of the effects of fire on the 
Emergency Equipment Cooling Water (EECW) strainers did not have an adequate basis. As an immediate corrective 
action, the licensee performed plant-specific analyses to determine the effects of fire on the functionality of EECW 
strainers and EECW system. The violation was entered into the licensee's corrective action program as CR 1263434. 

The performance deficiency was determined to be more-than-minor because it was associated with the protection 
against external factors attribute of the Mitigating Systems cornerstone and adversely impacted the cornerstone 
objective in that failure to adequately 
3 
analyze the effects of fire damaged cables for the EECW strainers and backwash valves impacted the objective of 
ensuring the reliability of the EECW system during a fire. This finding was determined to be Green because the finding 
did not affect the ability to reach and maintain a stable plant condition within the first 24 hours of a fire event. The 
inspectors determined that the finding had a cross-cutting aspect of Avoid Complacency (H.12) within the cross-cutting 
area of Human Performance because the licensee did not recognize that historical assumptions about long-term strainer 
functionality could contain mistakes and latent issues during development of the nuclear safety capability analysis.
Inspection Report# : 2017002 (pdf)
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Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Non-conservative Assumptions in Emergency Drain Capacity Design Review
An NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion III was identified for the licensee's failure 
to verify the adequacy of the Unit 1 and 2 diesel building emergency drain pipe to mitigate a postulated internal flood. 
Specifically, the licensee's design review contained non-conservative assumptions. As an immediate corrective action, 
the licensee reevaluated the potential water accumulation and concluded the diesel generators were still protected. The 
violation was entered into the licensee's corrective action program as CR 1303737. 

The performance deficiency was more-than-minor because it was associated with the design control attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, non-conservative assumptions in 
calculation MDQ00004020110008 resulted in inaccurate conclusions about the capacity of the drain and the resulting 
water accumulation in the building. The finding was determined to be Green because it represented a deficiency 
affecting the design of the drain piping, but it maintained its functionality. Functionality was preserved because 
additional evaluation showed that the resulting water accumulation would not affect any safety related equipment. No 
cross-cutting aspect was assigned because it was not considered to be reflective of current licensee performance 
because the performance deficiency occurred more than three years ago.
Inspection Report# : 2017002 (pdf)

Significance:  Jun 30, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assure EECW Design Basis Capability
An NRC-identified non-cited violation of 10 CFR Part 50, Appendix B, Criterion III was identified for the licensee's 
failure to correctly translate the design basis of the EECW system into technical instruction 0-TI-579(EECW). The 
effects of instrument uncertainty and diesel frequency variations were not considered when establishing the minimum 
allowed inservice test low alert pump flow limits. As an immediate corrective action, the licensee evaluated the 
operability of the EECW pump and initiated corrective action to make changes to the test criteria and/or the system 
design analysis. The violation was entered into the licensee's corrective action program as CR 1288208. 

The performance deficiency was more-than-minor because it was associated with the Design Control attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective in that there was a reasonable doubt 
on the operability of the B3 EECW pump since portions of the adjusted pump curve would be below the minimum 
pump curve established in the design basis calculation. Additionally, there was a significant reduction in available 
margin for the pump under design basis conditions. The finding was determined to be Green because the finding was a 
deficiency affecting the design of a mitigating system, but the pump maintained its operability. The inspectors 
determined that the finding had a cross-cutting aspect of Human Performance (H.6) within the cross-cutting area of 
Design Margins because engineers did not demonstrate the characteristic of ensuring that design margins were guarded 
and changed only through a systematic and rigorous process.
Inspection Report# : 2017002 (pdf)

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incorrect Tap Settings for 480 Volt Shutdown Transformer Results in Inoperability of Associated 480V 
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Shutdown Boards
An NRC identified non-cited violation of 10 CFR Part 50, Appendix B, Criterion VI, "Document Control," was 
identified after maintenance on safety related 4kv to 480 volt transformers TS1A and TS1B (Unit 1) resulted in the 
windings tap setting being misconfigured. The licensee's failure to develop work instructions to change TS1A and 
TS1B transformer configuration was a performance deficiency. This performance deficiency was more than minor 
because it impacted the Mitigating Systems cornerstone attribute of configuration control in that the loads supplied by 
480 volt Shutdown Boards 1A and 1B were challenged by this misconfiguration. The finding screened as Green 
because the electrical system remained operable. The licensee entered the condition into their corrective action plan as 
CR 1221265 and corrected the tap setting. The finding was not assigned a crosscutting aspect because the cause was 
not related to current licensee performance.
Inspection Report# : 2017001 (pdf)

Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unauthorized Entry into a High Radiation Area
. A self-revealing non-cited violation (NCV) of TS 5.7.1 was identified for a worker who entered a High Radiation 
Area (HRA) (Unit 1 reactor building steam tunnel) without proper authorization. This performance deficiency was 
determined to be greater than minor because it was associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affected the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The inspectors determined the finding to be of very low safety significance (Green). The licensee entered the 
issue into their Corrective Action Program (CAP) as Condition Report (CR) 1219539, and took immediate corrective 
actions including restricting Radiologically Controlled Area (RCA) access for the individuals involved and performing 
confirmatory surveys of the area. This finding involved the cross-cutting aspect of Human Performance, Teamwork, 
[H.4], because a significant contributor to this event was poor communication between different work groups (workers 
entering the reactor building steam tunnel and RP personnel at the control)
Inspection Report# : 2017001 (pdf)

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Airborne Radioactivity Surveys
An inspector-identified non-cited violation (NCV) of TS 5.4.1 was identified for the licensee's failure to obtain an air 
sample while performing work in an area with smearable contamination levels greater than 50,000 disintegrations per 
minute (DPM) per 100cm2. This performance deficiency was determined to be greater than minor because it was 
associated with the Occupational Radiation Safety Cornerstone attribute of Human Performance and adversely affected 
the cornerstone objective of ensuring adequate protection of worker health and safety from exposure to radiation from 
radioactive material during routine civilian nuclear reactor operation. The inspectors determined the finding to be of 
very low safety significance (Green). The licensee entered the issue into their CAP (CR 1219539) and, since the work 
created airborne radioactivity in the area, performed in-vivo monitoring on the affected workers to assess doses from 
the intake of radioactive material. This finding involved the cross-cutting aspect of Human Performance, Avoid 
Complacency, [H.12], because, considering the contamination levels present, RP staff underestimated the risk for 
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potential airborne radioactive material in the area
Inspection Report# : 2017001 (pdf)

Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.

Miscellaneous
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Initiating Events
Mitigating Systems

Significance:  Jul 26, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Inadequate Fire Risk Evaluation for Postulated Fires Affecting EECW Strainers

An NRC-identified non-cited violation of 10 CFR 50.48(c) and NFPA 805, Section 2.4.2.4 was identified for the 
licensee's failure to perform an adequate engineering analysis to determine the effects of fire on the ability to achieve 
the nuclear safety performance criteria. Specifically, the licensee's fire risk evaluation (FRE) of the effects of fire on the 
Emergency Equipment Cooling Water (EECW) strainers did not have an adequate basis. As an immediate corrective 
action, the licensee performed plant-specific analyses to determine the effects of fire on the functionality of EECW 
strainers and EECW system. The violation was entered into the licensee's corrective action program as CR 1263434.

The performance deficiency was determined to be more-than-minor because it was associated with the protection 
against external factors attribute of the Mitigating Systems cornerstone and adversely impacted the cornerstone 
objective in that failure to adequately

3

analyze the effects of fire damaged cables for the EECW strainers and backwash valves impacted the objective of 
ensuring the reliability of the EECW system during a fire. This finding was determined to be Green because the finding 
did not affect the ability to reach and maintain a stable plant condition within the first 24 hours of a fire event. The 
inspectors determined that the finding had a cross-cutting aspect of Avoid Complacency (H.12) within the cross-cutting 
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area of Human Performance because the licensee did not recognize that historical assumptions about long-term strainer 
functionality could contain mistakes and latent issues during development of the nuclear safety capability analysis.

Inspection Report# : 2017002 (pdf)

Significance:  Jul 26, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Non-conservative Assumptions in Emergency Drain Capacity Design Review

****Duplicate**  See Internal Flooding****                   An NRC-identified non-cited violation of 10 CFR 50, 
Appendix B, Criterion III was identified for the licensee's failure to verify the adequacy of the Unit 1 and 2 diesel 
building emergency drain pipe to mitigate a postulated internal flood. Specifically, the licensee's design review 
contained non-conservative assumptions. As an immediate corrective action, the licensee reevaluated the potential 
water accumulation and concluded the diesel generators were still protected. The violation was entered into the 
licensee's corrective action program as CR 1303737.

The performance deficiency was more-than-minor because it was associated with the design control attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, non-conservative assumptions in 
calculation MDQ00004020110008 resulted in inaccurate conclusions about the capacity of the drain and the resulting 
water accumulation in the building. The finding was determined to be Green because it represented a deficiency 
affecting the design of the drain piping, but it maintained its functionality. Functionality was preserved because 
additional evaluation showed that the resulting water accumulation would not affect any safety related equipment. No 
cross-cutting aspect was assigned because it was not considered to be reflective of current licensee performance 
because the performance deficiency occurred more than three years ago.

Inspection Report# : 2017002 (pdf)

Significance:  Jul 26, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Assure EECW Design Basis Capability
An NRC-identified non-cited violation of 10 CFR Part 50, Appendix B, Criterion III was identified for the licensee's 
failure to correctly translate the design basis of the EECW system into technical instruction 0-TI-579(EECW). The 
effects of instrument uncertainty and diesel frequency variations were not considered when establishing the minimum 
allowed inservice test low alert pump flow limits. As an immediate corrective action, the licensee evaluated the 
operability of the EECW pump and initiated corrective action to make changes to the test criteria and/or the system 
design analysis. The violation was entered into the licensee's corrective action program as CR 1288208.

The performance deficiency was more-than-minor because it was associated with the Design Control attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective in that there was a reasonable doubt 
on the operability of the B3 EECW pump since portions of the adjusted pump curve would be below the minimum 
pump curve established in the design basis calculation. Additionally, there was a significant reduction in available 
margin for the pump under design basis conditions. The finding was determined to be Green because the finding was a 
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deficiency affecting the design of a mitigating system, but the pump maintained its operability. The inspectors 
determined that the finding had a cross-cutting aspect of Human Performance (H.6) within the cross-cutting area of 
Design Margins because engineers did not demonstrate the characteristic of ensuring that design margins were guarded 
and changed only through a systematic and rigorous process.
Inspection Report# : 2017002 (pdf)

Significance:  Jul 26, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Non Conservative Assumptions in Emergency Drain Capacity Design Review

An NRC-identified non-cited violation of 10 CFR 50, Appendix B, Criterion III was identified for the licensee's failure 
to verify the adequacy of the Unit 1 and 2 diesel building emergency drain pipe to mitigate a postulated internal flood. 
Specifically, the licensee's design review contained non-conservative assumptions. As an immediate corrective action, 
the licensee reevaluated the potential water accumulation and concluded the diesel generators were still protected. The 
violation was entered into the licensee's corrective action program as CR 1303737.

The performance deficiency was more-than-minor because it was associated with the design control attribute of the 
Mitigating Systems cornerstone and adversely affected the cornerstone objective to ensure the capability of systems 
that respond to initiating events to prevent undesirable consequences. Specifically, non-conservative assumptions in 
calculation MDQ00004020110008 resulted in inaccurate conclusions about the capacity of the drain and the resulting 
water accumulation in the building. The finding was determined to be Green because it represented a deficiency 
affecting the design of the drain piping, but it maintained its functionality. Functionality was preserved because 
additional evaluation showed that the resulting water accumulation would not affect any safety related equipment. No 
cross-cutting aspect was assigned because it was not considered to be reflective of current licensee performance 
because the performance deficiency occurred more than three years ago.

Inspection Report# : 2017002 (pdf)

Significance:  May 10, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Incorrect Tap Settings for 480 Volt Shutdown Transformer Results in Inoperability of Associated 480V 
Shutdown Boards
An NRC identified non-cited violation of 10 CFR Part 50, Appendix B, Criterion VI, "Document Control," was 
identified after maintenance on safety related 4kv to 480 volt transformers TS1A and TS1B (Unit 1) resulted in the 
windings tap setting being misconfigured. The licensee's failure to develop work instructions to change TS1A and 
TS1B transformer configuration was a performance deficiency. This performance deficiency was more than minor 
because it impacted the Mitigating Systems cornerstone attribute of configuration control in that the loads supplied by 
480 volt Shutdown Boards 1A and 1B were challenged by this misconfiguration. The finding screened as Green 
because the electrical system remained operable. The licensee entered the condition into their corrective action plan as 
CR 1221265 and corrected the tap setting. The finding was not assigned a crosscutting aspect because the cause was 
not related to current licensee performance.
Inspection Report# : 2017001 (pdf)
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Barrier Integrity
Emergency Preparedness
Occupational Radiation Safety

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Unauthorized Entry into a High Radiation Area
. A self-revealing non-cited violation (NCV) of TS 5.7.1 was identified for a worker who entered a High Radiation 
Area (HRA) (Unit 1 reactor building steam tunnel) without proper authorization. This performance deficiency was 
determined to be greater than minor because it was associated with the Occupational Radiation Safety Cornerstone 
attribute of Human Performance and adversely affected the cornerstone objective of ensuring adequate protection of 
worker health and safety from exposure to radiation from radioactive material during routine civilian nuclear reactor 
operation. The inspectors determined the finding to be of very low safety significance (Green). The licensee entered the 
issue into their Corrective Action Program (CAP) as Condition Report (CR) 1219539, and took immediate corrective 
actions including restricting Radiologically Controlled Area (RCA) access for the individuals involved and performing 
confirmatory surveys of the area. This finding involved the cross-cutting aspect of Human Performance, Teamwork, 
[H.4], because a significant contributor to this event was poor communication between different work groups (workers 
entering the reactor building steam tunnel and RP personnel at the control)
Inspection Report# : 2017001 (pdf)

Significance:  Mar 31, 2017
Identified By: NRC
Item Type: NCV Non-Cited Violation
Failure to Perform Airborne Radioactivity Surveys
An inspector-identified non-cited violation (NCV) of TS 5.4.1 was identified for the licensee's failure to obtain an air 
sample while performing work in an area with smearable contamination levels greater than 50,000 disintegrations per 
minute (DPM) per 100cm2. This performance deficiency was determined to be greater than minor because it was 
associated with the Occupational Radiation Safety Cornerstone attribute of Human Performance and adversely affected 
the cornerstone objective of ensuring adequate protection of worker health and safety from exposure to radiation from 
radioactive material during routine civilian nuclear reactor operation. The inspectors determined the finding to be of 
very low safety significance (Green). The licensee entered the issue into their CAP (CR 1219539) and, since the work 
created airborne radioactivity in the area, performed in-vivo monitoring on the affected workers to assess doses from 
the intake of radioactive material. This finding involved the cross-cutting aspect of Human Performance, Avoid 
Complacency, [H.12], because, considering the contamination levels present, RP staff underestimated the risk for 
potential airborne radioactive material in the area
Inspection Report# : 2017001 (pdf)

Public Radiation Safety
Security
The security cornerstone is an important component of the ROP, which includes various security inspection activities 
the NRC uses to verify licensee compliance with Commission regulations and thus ensure public health and safety. The 
Commission determined in the staff requirements memorandum (SRM) for SECY-04-0191, "Withholding Sensitive 
Unclassified Information Concerning Nuclear Power Reactors from Public Disclosure," dated November 9, 2004, that 
specific information related to findings and performance indicators associated with the security cornerstone will not be 
publicly available to ensure that security-related information is not provided to a possible adversary. Security 
inspection report cover letters will be available on the NRC Web site; however, security-related information on the 
details of inspection finding(s) will not be displayed.
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