
Tennessee Valley Authority, Post Office Box 2000, Spring City, Tennessee 37381-2000

William J. Museler
Site Vice President, Watts Bar Nuclear Plant

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

Gentlemen:

In the Matter of the Application of ) Docket Nos. 50-390
Tennessee Valley Authority ) 50-391

WATTS BAR NUCLEAR PLANT (WBN) - NRC INSPECTION REPORT NO. 390, 391/94-11,
REPLY TO NOTICE OF VIOLATION (2 EXAMPLES)

The purpose of this letter is to provide a reply to Notice of Violation 390,
391/94-11-01 cited in the subject inspection report dated March 16, 1994.
The violation identified two examples of procedure problems. The first
example involves the need to review procedure reference lists before issuance
of a new or revised procedure. Example 2 involves a problem with identifying
deficient material conditions during area walkdowns. Enclosure 1 to this
letter addresses the examples of violation as described in the inspection
report and the corrective actions taken by TVA. Enclosure 2 lists the
commitments made in this submittal.

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

Very truly yours,

William J. Museler
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cc: See page 2
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cc (Enclosures):
NRC Resident Inspector
Watts Bar Nuclear Plant
Rt. 2, Box 700
Spring City, Tennessee 37381

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 30323



ENCLOSURE 1
WATTS BAR NUCLEAR PLANT UNIT 1 & 2

RESPONSE TO NRC'S MARCH 16, 1994 LETTER TO TVA
NRC VIOLATION 390, 391/94-11-01

DESCRIPTION OF VIOLATION 390, 391/94-11-01, EXAMPLE 1

10 CFR 50, Appendix B, Criterion V, Instructions, Procedures, and Drawings,
requires that activities affecting quality be prescribed by documented
instructions or procedures and shall be accomplished in accordance with these
instructions or procedures.

Nuclear Quality Assurance Plan TVA-NQA-PLN89-A, Revision 3, Section 6.1, requires
that quality-related activities shall be prescribed by documented procedures and
instructions appropriate to the circumstances. Activities shall be accomplished
in accordance with these procedures and instructions.

Contrary to the above, activities affecting quality were not accomplished in
accordance with approved procedures in the following examples:

Site Standard Practice SSP-2.03, Administration of Site Procedures,
Revision 11, Step 2.4.3.F, requires that a technical reviewer perform a
technical review, using the Procedure Review/Verification Checklist, for
each procedure revision. Appendix C, Procedure Review/Verification
Checklist, Step 3.b, includes a check-off for "Referenced documents are
applicable and valid."

Engineering Administrative Instruction EAI-I.02, Preparation and Control
of Engineering Manual, Revision 2, Section 4.3, requires reviews for
procedural content and adequate integration with other procedures.

As of February 17, 1994, reviews of procedure revisions resulted in the
following procedures and instructions containing references to other site
procedures or instructions that had been cancelled.

- EAI-3.09, Incorporation of Change Documents Into Drawings, Revision 9

- Maintenance Instruction MI-O.011, Safety/Relief Valve, Revision 13

- Plant Administrative Instruction PAI-10.05, Post Maintenance Test
Program, Revision 4

- Startup Manual Procedure SMP-7.0, Control of System Cleanliness, Layup,
and Flushing, Revision 6

- Technical Instruction TI-16, Plant Systems' Sampling and Chemical
Criteria, Revision 37

In each case a major revision to the procedure had been processed since
cancellation of the referenced procedures.
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TVA RESPONSE. EXAMPLE 1

TVA agrees with the violation example as stated.

REASON FOR THE VIOLATION, EXAMPLE 1

The violation resulted from insufficient clarity and mis-understanding of the
controlling procedures for review of references and inattention to detail by
procedure preparers and reviewers. The effect of the violation would generally
be limited to procedure performance delays due to the need to research additional
documents, make procedure changes, etc.

CORRECTIVE STEPS TAKEN OR TO BE TAKEN AND RESULTS ACHIEVED, EXAMPLE 1

This violation will be discussed by April 29, 1994, with the procedure preparers,
sponsors, and technical reviewers involved with the cited examples to emphasize
the need to ensure references are valid.

As discussed below, references are to be corrected in the next revision of the
procedure. The process of implementing these corrections in the next revision
will have minimal impact since incorrect references would not affect hardware.
The "Reference" section of procedures is not used in the performance of work.
In those procedures where the reference is also "called-out" in the body of the
procedure, hardware would not be affected because (1) Most procedures which have
been cancelled or superseded have a "paper-trail" in that the superseded
procedure indicates the document that has replaced it, or (2) Procedures without
a "paper trail" will lead the performer into a dead end that will not allow
completion until additional actions are taken. Further, performance references
which are "called-out" within the body of a procedure would tend to receive more
thorough scrutiny during procedure preparation and reviews than those in the
reference section.

CORRECTIVE STEPS THAT WILL BE TAKEN TO AVOID FURTHER VIOLATION, EXAMPLE 1

SSP-2.03 is currently being evaluated for revision by a Plant Operation Review
Committee (PORC) subcommittee. The subject of this violation will be addressed
by this revision, scheduled to be completed by June 10, 1994. The current
requirements of SMP-I.0 and EAI-I.02 are considered sufficient. Subsequent to
this procedure change, retraining will be conducted for procedure sponsors to
emphasize the importance of ensuring that procedure references remain valid.
This training will be completed by June 30, 1994. In the interim, this violation
example will be discussed with senior site management who will be requested to
communicate these expectations for ensuring references are correct to procedure
sponsors and reviewers in their departments. This action will be completed by
April 29, 1994.

A note will be added to SSP-2.03 and EAI-I.02 by June 10, 1994, explaining that
procedures approved prior to April 29, 1994, may have improper references which
are to be corrected during the next procedure revision (excluding procedure
Change Notices). Because startup manual procedures are controlled by one manager
and have limited distribution, the SMPs will be reviewed and any invalid
references corrected by May 16, 1994.
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Nuclear Assurance will perform an assessment to verify effective compliance in
this area by September 30, 1994.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED, EXAMPLE 1

TVA expects to be in full compliance by September 30, 1994.

DESCRIPTION OF VIOLATION 390, 391/94-11-01, Example 2

Modification Addition Instruction MAI-I.9, Walkdown Verification for
Modifications, Revision 3, paragraph 1.O.B, requires that obvious deficient
material conditions of plant systems/areas be identified during walkdowns.

On January 24, 1994, nine obvious deficient material conditions were
identified by the NRC in areas of upper containment that the licensee
failed to identify during the procedure MAI-I.9 walkdowns.

TVA RESPONSE, EXAMPLE 2

TVA concurs with the violation example.

REASON FOR THE VIOLATION, EXAMPLE 2

One cause of the violation example was considered to be that personnel completing
activities in the area after the walkdown failed to adequately protect
equipment/components. In examining the circumstances surrounding this example
TVA determined that the primary contributor was an overlap of ongoing work
activities. Specifically, an effort to be timely in identifying and resolving
obvious damaged, loose, and missing hardware (DLMH) deficiencies and the need to
complete activities to assure system turnover on a timely basis. This cause was
also evident after reviewing the deficiencies identified by the NRC from a
similar walkdown being documented in Inspection Report 390, 391/94-18. This
conclusion is also supported by the fact that several of the bent instrument
lines were either identified and previously reworked or were not obviously bent
before the DLMH walkdown.

Another cause of the violation example was the inattention to detail by personnel
performing the MAI-I.9 walkdown.

CORRECTIVE STEPS THAT HAVE BEEN TAKEN AND RESULTS ACHIEVED, EXAMPLE 2

Of the 9 items identified by the NRC, 8 were deficiencies (4 loose fittings, 1
missing conduit cover, 2 bent instrument tubing lines, and 1 missing hydrogen
igniter cover). The remaining item, a missing 12-inch elbow, had open
documentation tracking the work. The eight deficiencies have since been reworked
in accordance with the MAI-I.9 walkdown program.

The NRC also performed a walkdown of the lower containment area that is being
documented in Inspection Report 390, 391/94-18. The inspectors identified 6
deficiencies (copper lines crossed and rubbing, a damaged cooling coil, 3 bent
instrument lines, and 1 damaged cotter pin). These deficiencies with the
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exception of the damaged cooling coil were also reworked in accordance with the
MAI-I.9 walkdown program. Work request (WR) 247720 was generated to correct the
weepage associated with the cooling coil. This work has also been completed.

These deficiencies occurred for the same reason identified by the subject
violation. The DLMH walkdown process uses two separate walkdowns. The initial

DLMH walkdown had been conducted while, the final walkdown for the lower
containment had not yet been completed by TVA. The final walkdown is scheduled
to be completed after hot functional testing.

CORRECTIVE STEPS BEING TAKEN TO AVOID FURTHER VIOLATION, EXAMPLE 2

The area turnover program for identifying DLMH deficiencies outside the
containment has been re-scheduled to minimize the overlap with ongoing work
activities. The current schedule for completing the remaining Unit 1 rooms/area
walkdowns is designed in a way that should minimize the conditions which resulted
in the violation examples. In addition, a lessons learned evaluation was
conducted with personnel involved in the DLMH walkdowns to improve the
effectiveness and quality of the area turnover program.

WBN management has re-emphasized the need for personnel to protect installed
equipment and to be accountable for minimizing DLMH occurring during work
activities. By separate-memorandum issued to the plant maintenance personnel,
since they are becoming more involved as WBN enters the operating phase, TVA re-
emphasized the need for attention to detail, quality, and safety.

The Quality Assurance (QA) verification plan for area completion requires an

evaluation of the implementation of area completion walkdowns. QA personnel
perform assessments to evaluate the implementation of the walkdowns according to
MAI-I.9. The methodology utilized during the assessment includes field
re-verifications, and/or review of completed walkdown packages and associated
documentation. Several recommendations resulting from these assessments have
been implemented including pre-walkdown briefings to improve the awareness of the

walkdown personnel.

In addition, deficiency reporting is an on-going process that site personnel
receive training in during General Employee Training 10. Occurrences of minor
damage can be expected due to on-going work activities. Personnel have been

encouraged to identify deficiencies found during routine work activities and
notify their supervisor or initiate appropriate documentation, e.g. Work
Requests, Problem Evaluation Reports, etc. TVA will continue to emphasize this
program.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED, EXAMPLE 2

The DLMH program and the actions described above will provide reasonable
assurance that safety-related equipment will perform its required function.
Accordingly, TVA considers the program to be in full compliance.
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ENCLOSURE 2

WATTS BAR NUCLEAR PLANT UNIT 1 & 2
RESPONSE TO NRC'S MARCH 16, 1994 LETTER TO TVA

NRC VIOLATION 390, 391/94-11-01

List of Commitments

VIOLATION 390, 391/94-11-01, EXAMPLE 1

1. This violation will be discussed by April 29, 1994, with the procedure
preparers, sponsors, and technical reviewers involved with the cited
examples to emphasize the need to ensure references are valid.

2. The requirements of SSP-2.03 will be revised by June 10, 1994, to clarify
expectations for preparers and reviewers to ensure procedure references are
valid.

3. Retraining will be conducted for procedure sponsors to emphasize the
importance of ensuring that procedure references remain valid. This
training will be completed by June 30, 1994.

4. Prior to completion of retraining, this violation example will be discussed
with senior site management who will be requested to communicate these
expectations for ensuring references are correct to procedure sponsors and
reviewers in their departments. This action will be completed by April 29,
1994.

5. A note will be added to SSP-2.03 and EAI-1.02 by June 10, 1994, explaining
that procedures approved prior to April 29, 1994, may have improper
references which are to be corrected during the next procedure revision
(excluding procedure Change Notices).

6. Because Startup Manual Procedures are controlled by one manager and have
limited distribution, the SMPs will be reviewed and any invalid references
corrected by May 16, 1994.

7. Nuclear Assurance will perform an assessment to verify effective compliance
in this area by September 30, 1994.
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