
Tennessee Valley Authority, Post Office Box 2000, Spring City, Tennessee 373a1 -2000

John A. Scalice
Site Vice President, Watts Bar Nuclear Plant

August 4, 1997

U.S. Nuclear Regulatory Commission
ATTN: Document Control Desk
Washington, D.C. 20555

Gentlemen:

In the Matter of ) Docket No. 50-390
Tennessee Valley Authority

WATTS BAR NUCLEAR PLANT (WBN) - UNIT 1 - NRC INSPECTION REPORT NO.
50-390, 391/97-04 - REPLY TO NOTICES OF VIOLATION (NOV)

The purpose of this letter is to provide a reply to the NOVs cited
in Inspection Report 390/97-04* Enclosure 1 contains TVA's
response to NOV 390/97-04-01. This NOV involved the failure to
take prompt action to address and correct an alarm for low air
pressure on Diesel Generator 2A-A. Enclosure 2 provides TVA's
response to NOV 390/97-04-02 that involved a failure to follow a
procedure for the testing of the Auxiliary Building Gas Treatment
System. TVA previously addressed this issue in letters to NRC
dated March 17, 1997 and June 9, 1997, concerning License Event
Report (LER) 390/97004. Enclosure 3 responds to NOV 390/97-04-07
which addresses an issue where radiation surveys were not
performed. Enc-losure 4 provides TVA's response to NOV /
390/97-04-08. This NOV documents a condition where the heat
tracing for the condenser vacuum exhaust radiation monitor was not
included in the Preventive Maintenance (PM) program. Enclosure 5
lists the commitments made in this letter.
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If you should have any questions, please contact P. L, Pace at
(423) 365-1824.

Sincerely

Enclosures
cc (Enclosures)

NRC Resident Inspector
Watts Bar Nuclear Plant
1260 Nuclear Plant Road
Spring City, Tennessee 37381

Mr. Robert E. Martin, Senior Project Manager
U.S. Nuclear Regulatory Commission
One White Flint North
11555. Rockville Pike
Rockville, Maryland 20852

U.S. Nuclear Regulatory Commission, Region II
Atlanta Federal Center
61 Forsyth St., Suite 23T85
Atlanta, Georgia 30303



ENCLOSURE 1
WATTS BAR NUCLEAR PLANT UNIT 1

REPLY TO NOTICE OF VIOLATION (NOV).
NOV 50-390/97-04-01

NOTICE OF VIOLATION 390/97-04-01

"Technical Specification 5.7.1.1 requires that written procedures be
established, implemented, and maintained for activities recommended
in Appendix A of Regulatory Guide 1.33, Quality Assurance Program
Requirements, Revision 2, February 1978. This includes procedures
for responding to alarms.

Watts Bar Site Standard Practice SSP-12.01, Conduct of Operations,
Revision 6, Section 2.6.B, requires for control board indications and
alarms, that prompt actions be taken to address and correct
abnormalities.

Contrary to the above, on May 2, 1997, operators failed to promptly
take prompt action to address and correct an alarm for low air
pressure on Diesel Generator 2A-A."

TVA RESPONSE

TVA agrees that this violation occurred.

REASON FOR THE VIOLATION

The cause of this violation was the failure of the control room crew
to properly follow procedures and meet management expectations for
prompt response to the Diesel Generator low air pressure alarm. The
Diesel Generator 2A-A low start air pressure alarm condition occurred
during the night shift between 1900 on May 1, 1997, and 0700 hours on
May 2, 1997. The shift manager questioned the crew about the alarm
condition towards the end of the shift. Contrary to procedure and
management expectations, the crew decided to turn the condition over
to the oncoming crew.

A green label used to identify ongoing work associated with this
annunciator remained on the control board after work on the equipment
had been completed two days earlier. Follow-up discussion with the
crew indicated that the presence of this label may have contributed
to this event by leading the crew to believe that maintenance was in
progress on the diesel generator air compressor.

CORRECTIVE STEPS TAKEN AND RESULTS ACHIEVED

The oncoming assistant unit operator found the starting air pressure
at 150 psig after the shift turnover meeting on the morning of May 2,
1997. He immediately started the air compressor and notified the
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control room of this condition. The crew entered the appropriate
actions for Limiting Conditions for Operation (LCOs) 3.8.1 and 3.8.3.
The crew exited these LCOs actions upon verification that the
starting air pressure was above the Technical Specification minimum
setpoint of 170 psig.

The control room personnel and the affected assistant unit operator
on shift when the alarm annunciated have received appropriate
disciplinary action based on TVA's personnel policy.

CORRECTIVE STEPS TAKEN TO AVOID FURTHER VIOLATIONS

The shift managers reviewed the cause of this event with their crews
and reinforced the following performance expectation for annunciator
response. and awareness:

* know the current status of lit annunciators
* know why green maintenance labels are attached
" know and understand work in progress that affects

annunciators
" begin alarm investigations if the reason for the -reen

maintenance label is unknown

TVA has also revised System Operating Instruction (SOI)-55.01 to more
clearly define these expectations. TVA management also communicated
these expectations through a night order and re-qualification
training.

Operations management has also stressed the use of appropriate
processes and processes for the placement and removal of the green
maintenance labels.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

With respect to this violation, TVA is in full compliance.
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ENCLOSURE 2
WATTS BAR NUCLEAR PLANT UNIT 1

REPLY TO NOTICE OF VIOLATION (NOV).
NOV 50-390/97-04-02

NOTICE OF VIOLATION 50-390/97-04-02

"Technical Specification 5.7.1.1 requires that written procedures be
established, implemented, and maintained for activities recommended
in Appendix A of Regulatory Guide 1.33, Quality Assurance Program
Requirements, Revision 2, February 1978. This includes procedures
for Technical Specifications surveillance tests.

Surveillance Instruction 0-SI-30-8-B, Auxiliary Building Gas
Treatment System (ABGTS) Train B 10-Hour Operation, Revision 1, Step
6.0 (14), requires operators to verify that heater outlet temperature
for the Auxiliary Building Gas Treatment System has increased to
confirm heater operation.

Technical Specifications Surveillance Requirement 3.7.12.1 requires
that each train of Auxiliary Building Gas Treatment System be
operated for ,greater than or equal to 10 continuous hours with the
heaters operating every 31 days.

Contrary to the above, on January 18, 1997, operators failed to
adequately verify that heater outlet temperature for ABGTS had
increased and therefore heater operation was not confirmed. This
resulted in failure to implement Technical Specifications
Surveillance Requirement 3.7.12.1 for Train B of the Auxiliary
Building Gas Treatment System. The heaters for Train B of Auxiliary
Building Gas Treatment System were, in fact, inoperable which was not
discovered until the next test on February 14, 1997."

TVA RESPONSE

TVA agrees that the subject violation occurred.

REASON FOR THE VIOLATION

The violation occurred due to a lack of questioning attitude by
Operations personnel for test data taken on January 18, 1997.

A poorly worded surveillance instruction also contributed to the
problem. Specifically, the acceptance criterion for an increase in
air temperature was not clearly specified.
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CORRECTIVE ACTION TAKEN AND RESULTS ACHIEVED

Management counseled the Operations personnel involved in the 10-
hour surveillance test runs regarding performance expectations for
their actions, responsibilities, and the need to improve
performance.

Maintenance replaced the thermal overload relays on the heater
magnetic starter for 0-HTR-030-156-B and repaired a loose terminal on
the B phase power cable. No additional thermal overload trips
occurred since the repairs.

CORRECTIVE STEPS TAKEN TO AVOID FURTHER VIOLATIONS

Operations developed training designed to reinforce management
expectations for crew performance. The training addresses
surveillance performance improvement, but it remains applicable to
all crew activities. The training material is targeted for
implementation by the on-shift Senior Reactor Operators.

Operations incorporated lessons learned from the event into the
"Stop, Think,. Act, Review" (STAR) simulator training.

A shift turnover briefing for the Operations crews discussed the
subject event and management expectations regarding performance
improvement and proper questioning attitudes.

An Operations newsletter addressed the possible consequences of
resetting tripped breakers without questioning the reason for
trips. It also addressed relative differences between breakers and
other plant protective equipment, primarily fuses.

The ABGTS surveillance instructions were revised to include more
specific air temperature acceptance criteria.

Review of other ventilation surveillance instructions found similar
acceptance criterion in instructions for the Emergency Gas
Treatment System (EGTS). Surveillance instructions 0-SI-65-6-A and
0-SI-65-6-B, "Emergency Gas Treatment System Train A and B 10-Hour
Operation" were also revised to include more specific temperature
acceptance criterion.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

TVA is now in full compliance with the subject violation.
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ENCLOSURE 3
WATTS BAR NUCLEAR PLANT UNIT 1

REPLY TO NOTICE OF VIOLATION (NOV).
NOV 50-390/97-04-07

NOTICE OF VIOLATION 50-390/97-04-07

"Technical Specification 5.7.1.1, requires, in part, that procedures
shall be established, implemented, and maintained governing the
activities recommended in Appendix A of Regulatory Guide 1.33,
Revision 2, February 1978, Section 1.

Radiological Control Instruction RCI-101, Radiation, Contamination,
and Airborne Surveys, Section 2.2 e. requires that, "Radiation
Surveys will be performed at least semiannually in areas outside the
RCA (e.g., shops, offices, storage areas, Rhea County Landfill, and
ground surveys at the Site Restricted Area boundary fence)."

Contrary to the above, on May 16, 1997, the radiation surveys for the
Rhea County Landfill were determined not to have been performed on at
least a semiannual frequency. These surveys, at that time, had not
been performed since the plant was licensed."

TVA RESPONSE

TVA does not contest the cited violation.

REASON FOR THE VIOLATION

The management of the Radiological Control (RADCON) organization
concluded it was not necessary to perform radiological surveys
outside the plant radiologically controlled area (RCA) for the
period between fuel load and May 1997. RADCON came to this
conclusion based on the fact that there had been minimal incidences
of equipment and area contamination inside the RCA. Also during the
period from initial fuel load, RADCON performed surveys on the trash
and equipment exiting the RCA for radiation and contamination. The
positive results of these surveys provided additional support for
the decision to not survey outside the RCA. However, during the
first week of May 1997, RADCON detected and removed a small amount
of contaminated material from the RCA trash. Based upon this
finding, RADCON management implemented the semiannual survey of the
Rhea County landfill on May 16, 1997.

RADCON utilizes the RADCON surveillance database to schedule and
control routine surveys. In the past, RADCON loaded surveys
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into the scheduling system only after management established a need
for the survey. Therefore, considering RADCON management's
determination that surveys of areas outside the plant RCA were not
needed prior to May 1997, RADCON had not input the surveys into the
database.

In reviewing this issue, TVA concluded that RADCON management did
not document the decision to waive the performance of the semiannual
surveys of the Rhea County Landfill. TVA further concluded that
RCI-101, Radiation, Contamination, and Airborne Surveys, lacked the
proper controls to ensure that new surveys or changes in survey
requirements would be incorporated into the survey database.

CORRECTIVE STEPS TAKEN AND RESULTS ACHIEVED

At the time RADCON found the contamination in the trash, RADCON
management scheduled a landfill survey to take place on May 16,
1997. RADCON also scheduled a survey of the site restricted area
boundary for completion on May 16, 1997. RADCON completed both
surveys as scheduled. The radiation readings recorded during the
surveys were in the expected background range.

RADCON also performed a review of procedures associated with RADCON
functions to ensure that required surveys were identified and
scheduled in the RADCON surveillance database. As a result of the
review, RADCON verified that the surveillance database properly
captures WBN's current survey requirements.

CORRECTIVE STEPS TAKEN TO AVOID FURTHER VIOLATIONS

RADCON approved Revision 8 of RCI-101 on July 7, 1997. This revision
strengthened the controls for managing the RADCON surveillance
database. This revision clarified the requirements for RADCON to
document the basis for waiving a scheduled survey as part of
surveillance package. RADCON also clarified the requirement that the
basis for changes in surveillance frequencies must be documented in
the surveillance database. The revision also added requirements for
periodic evaluation of the database by RADCON management. This
evaluation provides assurance that required additions or changes to
the database are properly made.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

With respect to the cited violation, TVA is in full compliance.
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ENCLOSURE 4
WATTS BAR NUCLEAR PLANT UNIT 1

REPLY TO NOTICE OF VIOLATION (NOV).
NOV 50-390/97-04-08

NOTICE OF VIOLATION 50-39.0/97-04-08

"Technical Specification 5.7.1.1, requires, in part, that procedures
shall be established, implemented, and maintained governing the
activities recommended in Appendix A of Regulatory Guide 1.33,
Revision 2, February 1978.

Site Standard Practice SSP-9.53, Reviewing and Approving Field Work
Required DCNs, requires that heat trace for radiation monitor
1-RE-90-129 was required by calculations (EPM-APA-111694) and design
drawing (47W600-465Q) associated with Design Change Notice 33688-B.
This procedure also requires, as part of the actions required for
design change notice closure, that preventative maintenance
requirements be identified for scheduling and tracking.

Contrary to the above, on May 16, 1997, effluent radiation monitor
(1-RE-90-129): heat trace circuits were not part of the preventative
maintenance program."

TVA RESPONSE

TVA agrees that this violation occurred.

REASON FOR THE VIOLATION

The sample lines supplying radiation monitor 1-RE-90-129 were heat
traced as part of Design Change Notice (DCN) W-33688 to ensure that a
representative sample could be obtained. As part of the DCN
implementation process, Site Standard Practice (SSP) 9.53, Reviewing
and Approving Field Work Required DCNs, requires that a review be
performed by various organizations to determine whether the DCN
impacts site procedures. For DCN W-33688, Maintenance personnel
performed an inadequate impact review. The review failed to identify
the need for a preventive maintenance (PM) procedure to periodically
verify proper operation of the heat trace circuit.

Subsequent to the issuance of DCN W-33688, site Engineering personnel
initiated Problem Evaluation Report (PER) WBPER960436. This PER
documented that the PM program did not address the heat trace circuits
for a group of radiation monitors. However, the personnel involved in
the development of WBPER960436 inadvertently omitted the heat tracing
for radiation monitor 1-RE-90-129 from the scope of the PER.
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CORRECTIVE STEPS TAKEN AND RESULTS ACHIEVED

Engineering personnel performed a review to identify the radiation
monitors whose operability may be impacted by a failure of a heat
tracing circuit. Each of the monitors identified fulfill
requirements of either the Offsite Dose Calculation Manual (ODCM) or
the Technical Specifications (TS).

Independent of the above review, Chemistry personnel initiated work
request (WR) C382307 on May 13, 1997. Chemistry initiated the WR
because the heat tracing for radiation monitor 1-RE-90-129 appeared
to not. be functioning based on the temperature of the lines.
Implementation of the WR established that the heat tracing was
functioning. However, during the processing of WR C382307 site
personnel concluded that the impact of heat tracing on radiation
monitor operability needed to be clarified. The'site Operations
staff provided the clarification through the issuance of an
operations standing order on June 17, 1997.

In addition to the above corrective measures, management held
discussions regarding the need for PER initiators to ensure the
entire scope of a problem is properly documented. Management took
this action to address the inadvertent omission of 1-RE-90-129 from
WBPER960436 with Maintenance personnel.

CORRECTIVE STEPS TO BE TAKEN TO AVOID FURTHER VIOLATIONS

The actions planned by TVA to clarify the impact that heat tracing
has on the operability of the monitors includes:

1. Establishment of operability acceptance values for the heat trace
associated with 1-RE-90-129.

2. Revision of the ODCM and the TS Bases to define that heat tracing
must be functional for certain monitors to be operable".

3. Establishment of processes for implementing compensatory measures
when the heat tracing is inoperable.

4. Revision or development of periodic procedures to demonstrate the
operability of heat tracing.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

TVA will complete the above actions by September 26, 1997.
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ENCLOSURE 5

COMMITMENT SUMMARY

1. Establishment of operability acceptance values for the heat trace
associated with I-RE-90-129.

2. Revision of the ODCM and the TS Bases to define that heat tracing
must be functional for certain monitors to be operable.

3. Establishment of processes for implementing compensatory measures
when the heat tracing is inoperable.

4. Revision or development of periodic procedures to demonstrate the
operability of heat tracing.
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