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Washington, D.C. 20555

Commission
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Gentlemen:

In the Matter of the Application of
Tennessee Valley Authority

) Docket Nos. 50-390

WATTS BAR NUCLEAR PLANT (WBN) - UNIT 1 - NRC INSPECTION REPORT NO.
50-390, 391/94-75, REPLY TO NOTICE OF VIOLATION

The purpose of this letter is to reply to Notice of Violation 390/94-75-01
cited in the-subject inspection report dated December 18, 1994. The
subject violation identifies examples of loose hardware that were not
documented during final system and area turnover walkdowns conducted' in
the lA-A and the lB-B safety injection pump rooms.

The enclosure to this letter addresses the specific deficiencies
identified by the NRC inspectors and the actions taken by TVA.

The NRC Senior Resident Inspector was notified of the delay in the
submittal of this response on January 18, 1995.

If you should have any questions, contact P. L. Pace at (615)-365-1824.

Sincerely,

Dwight E. Nunn
Vice President
New Plant Completior
Watts Bar Nuclear P]
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cc: See page 2.
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Enclosure
cc (Enclosure):

NRC Resident Inspector
Watts Bar Nuclear'Plant
Rt. 2, Box 700
Spring City, Tennessee 37.381

Mr. P. S. Tam, 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
101 Marietta Street, NW, Suite 2900
Atlanta, Georgia 3032-3



ENCLOSURE 1
RESPONSE TO NOTICE OF VIOLATION

50-390/94-75-01

"10 CFR 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings,
and Tennessee Valley Authority NQA TVA-NQA-PLN89-A, Revision 4, paragraph
6.1.1, require that activities affecting quality shall be prescribed by
documented instructions or procedures and shall be accomplished in accordance
with these instructions or procedures.

Modification Addition Instruction MAI-l.9, Walkdown Verification for
Modifications System/Area Completion and Damaged, Loose, or Missing Hardware,
Revision 4, paragraph 6.3, requires performance of a completion walkdown
approximately 30 days prior to the Modifications completions milestone
(Modifications release of system to Startup or Modifications release of an
area to the plant). Further, Modification Addition Instruction MAI-l.9,
paragraph 6.3.B, requires identified deficiencies to be recorded on a
discrepancy log in accordance with Modification Addition Instruction MAI-l.9,
Appendix B, Walkdown Verification Attributes.

Contrary to the above, on November 16, 1994, deficiencies were identified in
the lA-A and lB-B safety injection pump rooms, areas of the plant including
systems which had been released to the Plant and Startup. These identified
deficiencies were not recorded on a discrepancy log. These deficiencies
included loose valve position indication plunger rods on motor-operated valve
actuators, open limit switch compartments, a loose limit switch mounting
plate, and a pipe support in contact with a motor-operated valve actuator."

TVA Response

TVA agrees with the violation as stated.

REASON FOR THE VIOLATION

This violation occurred because personnel completing area walkdowns focused on
specific attributes and only observed the system for obvious deficiencies.
Contributing factors included: the long period of time between the system
walkdown and the area walkdown, lack of effective access controls during this
period, and the number of maintenance or startup activities which occurred
within the area. The system walkdown was completed in early 1993 and the area
walkdown was not completed until September 1994. It is likely that the
identified deficiencies occurred after the system walkdown was performed.

CORRECTIVE ACTIONS THAT HAVE BEEN TAKEN AND RESULTS ACHIEVED

The hardware deficiencies identified by the inspectors have been reworked in
accordance with the MAI-l.9 program and the pump rooms have been secured.

A review of work implementing documents completed after the safety injection
system walkdown was performed in March 1993 to determine if these were
examples of work practice problems. The deficiencies identified do not appear
to have resulted from ineffective work practices.
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Site Standard Practice (SSP)-7.57, "Area Turnover," references MAI-l.9,
"Walkdown Verification for Modifications System/Area Completion and Damage,
Loose; or Missing Hardware," includes obvious system attributes that can be
verified during the area walkdown. To confirm the condition of the system(s),

the scope of the area walkdown has been expanded to include a review of system

attributes. Personnel completing area walkdowns have been instructed to
confirm the system status during the area walkdowns by verifying accessible
attributes. In addition, requirements have been added to plant administrative
instruction (PAI)-5.01, "System Pre-operational Checklist," to ensure a more
in depth review for deficiencies is included in the system preoperability
checklist (SPOC) walkdowns.

As part of the Quality Assurance (QA) verification plan Quality Control
personnel have reinspected the completed safety-related areas to assess the
walkdown efforts.

CORRECTIVE ACTIONS THAT WILL BE TAKEN TO AVOID FURTHER VIOLATIONS

The purpose of the system and area walkdown is to provide reasonable assurance
that discrepancies dealing with damaged, loose and missing hardware (DLMH) are

identified and corrected. TVA believes that the walkdown and control of work
have continued to show improvement both in program enhancements and
implementation based on "lessons learned." Some of the enhancements that TVA

has incorporated include: confirming accessible system attributes during area
walkdowns; restricting work in areas where walkdowns have been completed and
scheduling area walkdowns at or near completion of work in an area where
practical. TVA continues to evaluate QA oversight results to improve walkdown
performance and work control practices to eliminate, as much as practical,
DLMH resulting from subsequent work in the area.

As part of its normal management function, plant staff managers monitor
previously turned over areas to ensure access and work controls are adequately
being implemented to minimize DLMH until plant completion and startup
activities are completed. In addition, QA periodically reassesses turned over

areas and systems to confirm continued acceptability.

The QA verification plan for area completion requires an evaluation of the
area completion walkdowns. QA personnel are currently performing assessments
to evaluate the walkdowns according to MAI-I.9. The methodology utilized
during these assessments includes field reverification of both the area and
the associated systems. Field reverificationsof the areas are expected to
continue until management expectations are achieved.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

With respect to the identified violation, the corrective actions have been

implemented.
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