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NUCLEAR REGULATORY COMMISSION

MEETING TO DISCUSS THE BLACK & VEATCH IDVP

AT THE WATTS BAR NUCLEAR PLANT, UNIT 1

Wednesday, June 12, 1985

Bethesda, Maryland

The meeting was convened, pursuant to notice, in

Room P-110, Phillips Building, at 1:05 o'clock, p.m.,

Ms. Elinor G. Adensam, Chief, Licensing Branch No.. 4, Division

of Licensing, presiding.
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1 PROCEED I NGS

2 (1:05 p.m.)

3 MS. ADENSAM: My name is Elinor Adensam. I am

4 Branch Chief of Licensing Branch 4 in NRR.

5 This is a public meeting between the Nuclear

6 Regulatory Commission and the Tennessee Valley Authority in

7 the matter of Watts Bar, licensing for Unit-I.. It is being*

9 transcribed. Any comments that any spectators might have,

9 that you would like to make, I would like to ask you to wait

10 until after we have completed our business with TVA. Then the

11 NRC Staff will entertain any comments that anyone might wish

12 to express.

13 Since this is being transcribed, a copy will be

14 placed in the public document room. It is very important that

15 you speak up loudly, clearly, and since there are so many of

16 us, please introduce yourself before you speak. The recorder,

17 can't necessarily tell, with our organization here, who is

1i talking, and she doesn't know everybody's name, so please make

19 yourself known.

20 The objectives here are to discuss basically TVA's

21 utilization of the Black & Veatch IDVP. And before we get

22 into any more specifics, I think we should go around and at

23 least introduce ourselves, so we all know who we are.

24 MR. KENYON: I am Tom Kenyon.. I am the Watts Bar

25 Project Manager.



1 MR. NOVAK: Tom Novak, Assistant Director for

2 Licensing.

: MR. MARSH: I'm Tad Marsh. I'm in the Reactor

4 Systems Branch, NRR.

5 MR. WALKER: I'm Roger Walker, Director, Division of

6 Reactor Projects for Region II.

7 MR. HERDT: I am Alan Herdt, Chief of the

8 Engineering Branch, Region II, Division of Reactor Safety.

9 MR. WEISE: I'm Steve Weise. I'm Section Chief,

10 Region II, Projects Division.

11 MR. THOMPSON:' Hugh Thompson, Director of the

12 Division of Licensing for NRR.

13 MR. WHITT: Kermit Whitt, Director, Nuclear Safety

14 Review Staff, Tennessee Valley Authority.

15 MR. MURDOCK: Jim Murdock, Head of Technical

16 Analysis and Requirements Group, Nuclear Safety Review 
Staff,

17 TVA.

18 MR. HUFHAM: Jim Hufham, TVA, Manager of Licensing

19 and Protection Staff.

20 MR. SHELL: Ralph Shell, TVA. I'm the Supervisor of

21 the Licensing Group that has Watts Bar.

22 MR. HERNAN: I'm Ron Hernan. I'm with the Office of

23 Nuclear Reactor Regulation and liaison with ACRS.

24 MR. BEASLEY: I'm Gray Beasley, Chief of Quality

25 Management for the Office of Engineering, TVA.



MR. COLE: Edward Cole, TVA, Project Engineer, Watts

2 Bar Engineering Project.

3 MR. MYERS: Harry Myers, on Staff with the House

4 Interior Committee.

5 MR. RITTS: Jim Ritts, Tennessee Valley Authority,

6 Office of Engineering, Licensing.

7 MR. PIERCE: Ralph Pierce, Watts Bar Project

8 Manager, TVA.

9 MR. IMBRO: I'm Gene Imbro, Office of Inspection and

10 Enforcement, Quality Assurance Branch.

11 MR. EL-ZEFTAWY: Medhat EI-Zeftawy, ACRS.

12 MS. CONNOR: Lynn Connor, Doe-Search Associates.

15 MS. RYAN: Margaret Ryan, Nucleonics Week.

14 MR. AUSTIN: John Austin, Technical Assistant to

15 Commissioner Asselstine.

16 MR. KUO: P.T. Kuo, Section Leader, Structural

17 Engineering, Technical Engineering Branch.

18 MR. KIM: Sang Bo Kim, NRC Staff, NRR.

1g MR. RAJAN: Jai Rajan, Mechanical Engineering

20 Branch, NRR, NRC.

21 MR. LI: Hulbert Li, NRC, Instrumentation and

22 Controls Systems Branch.

23 MR. HOOKS: Kenneth Hooks, Reactor Construction

24 Branch, Office of Inspection and Enforcement.

25 MR. SPRAUL: Jack Spraul with the NRC, Office of



I rInspection and Enforcement, Quality Assurance Branch.

2 MR. UNGARO: Al Ungaro, Section Leader, Power

S Systems Branch.

4 MR. RHOW: Sam Rhow from Power Systems Branch, NRR.

5 MR. CHERNY: Frank Cherny, Acting Branch Chief,

6 Mechanical Engineering Branch, NRR.

7 MR. BRAMMER: Herb Brammer, Section Leader,

8 Mechanics Branch, NRR.

9 MR. LEAR: George Lear, Division of Engineering,

10 NRC.

11 MS. ADENSAM: Thank you. To get a little bit in to

12 the specifics of what we anticipate TVA is going to be able to

13 inform us about today, we expect them to describe their use of

14 the Black & Veatch IDUP in conducting their generic review at

15 Watts Bar. We expect them to describe the review process and

16 how the findings were resolved that Black & Veatch came up

17 with.

18 We anticipate that NSRS will describe their review

19 process, how they resolved concerns within NSRS, and how the

20 resolved concerns with the TVA line.

21 We also would hope that TVA would address and, if

22 possible, tell us how they think Black & Veatch felt regarding

23 the review of the aux feedwater system, its findings, and the

24 NCRs.that were developed as a result in combination with other

25 programmatic reviews, how that --. what that told them about



I the implementation of their quality assurance program, and if

2 they feel that the quality assurance was not effective and

3 that there were identified deficiencies, what does that

4 combined review tell them about the adequacy of the Watts Bar

5 design and construction.

6 We also are interested, given these QA matters and

7 these other reviews that have been done by TVA, if they could

8 elaborate on the basis for Hugh Parris' conclusion in the

9 February 20, 1985 status refuel load letter. We would Ilike to

10 know who in TVA provided the knowledge that Parris used in

11 making certification that Watts Bar meets the FSAR commitments

12 and regulatory guidelines, and are those individuals willing

13 to certify that Watts Bar meets those commitments and

14 requirements.

15 I would like at this time to turn the meeting over

16 to Mr. Hufham from TVA.

17 MR. HUFHAM: Thank you, Elinor. We appreciate you

18 all setting up this meeting for us. I'm not sure who asked

19 for it, either us or the NRC, but we would like to think that

20 what you have just outlined will be covered today.

21 We have put together a comprehensive story of what

22 we feel was a good program within TVA, addressing most of what

23 you have just outlined.

24 I would like to say, you know, if for some reason we

25 are not able to address an issue you or someone in this room



9

I might bring up, we will get back with you. We felt like it

2 was a program that involved a lot of people within TVA, as

3 well as people within NRR and Region 
I1, and we will go

4 through this in the presentation.

5 We understand, for the record, that there was an

6 agenda item on the ACRS committee that was to be held last

7 week that dealt with Black & Veatch, and that did not occur.

a That was the decision of the ACRS. If there are ACRS members

9 here today, which I think there are, we understand that 
there

10 is a subcommittee meeting on June 26th 
-- that is the date I

11 think we've agreed upon -- at which we will further discuss

12 Black & Veatch.

1 With that, we will begin. The only person that is

14 not here from our group is a Black & Veatch representative,

15 and we do anticipate him at any time. If anyone in the room

16 -- here he is. We can now proceed.

17 Can you give us one minute with him?

1i [Pause.3

19 MR. HUFHAM: Okay, we're ready.

20 MR. SHELL: As I said earlier, I am Ralph Shell.

21 I'm from the Licensing Group that has responsibility for Watts

22 Bar and TVA. I just had a couple of brief remarks to make

213 here this morning before introducing the two people that are

24 going to give the major part of our presentation.

25 Early in 1982, TVA, based on the fact that a lot of
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1 other utilities around the.country were doing independent

2 design reviews, decided that they would go away and have an

independent design review done on the Watts Bar plant. That-

4 was a little bit early in the schedule on Watts Bar, compared

5 "to what a lot of the other utilities were doing. The reason

6 we chose to do the review so early is, we had hoped to.be able

7 to utilize the.experience coming out of that review and

8 correct any problems we might find before we got right down to

9 the operating license on Watts Bar.

10 We selected Black & Veatch to do the review. After

11 we met with Black & Veatch, we met with the.NRC, both NRR and

12 with Region, to discuss the program that we were going to use

in: in conducting the review at Watts Bar. As far as we know,

14 both organizations within NRC agreed with t.he approach that we

15 were taking. At that time, we had no indications that there

11 was any disagreement. -

17 TVA went back and established a policy committee of

18 upper-level managers to oversee this review. We also

19 established a task force that was to take the results from

20 this auxiliary feedwater review that Black & Veatch was going

21 to do for us and apply it on a system-by-system basis at Watts

22 Bar and across a lot of our TVA programs.

28 The review was conducted by Black & Veatch. The'

24 reports'were submitted to the NRC in parallel with their

25 submission to TVA in April 1g83, and then a supplementary



I report in February of 1984.

2 Then we subsequently met with the NRC here in

:3 Bethesda in April 1984 and gave you the results of that

4 review.

5 TVA feels very good about the review that was done

1 on Watts Bar by Black & Veatch, and we feel very good about

7 the efforts we undertook after that review was done. We

a followed the procedure and the process that we set up on the

9 front end, and we didn't vary from that at all.

10 After our task force used the results from the

11 review and looking on a TVA-wide basis, the NSRS, Nuclear

12 Safety Review Staff from TVA, did a review of the report and

Is the responses from the line within TVA.

14 Today, we are going to.have a presentation that

15 basicatly takes two parts..

16 [Slide.]

17 The first part will be presented by Gray Beasley

18 from the Office of Engineering in TVA. He was the chairman of

19 the policy committee that had oversight responsibility for

20 this review from its inception. He is going to go through the

21 history and background of the review, how the review was

22 conducted and its results, how we applied those results

23 generically throughout TVA, and he is going to do the policy

24 committee conclusions.

25 We believe it will be a little more efficient in



I getting through the presentation if you can hold your

2 questions for him until after he finishes. But if you have a

3 question that is burning at the moment and you feel Iike you

4 need an answer, go ahead and interrupt.

5 [Slide.]

6 Following Mr. Beasley, Jim Murdock from TVA's

7 Nuclear Safety Review Staff will give a presentation.on the

8 interface that the NSRS had in this review. He's going to

9 give you an idea of the purpose of their assessment, the

10 scope of their assessment, what their conclusions were, and

11 finally what the NSRS' position is on Watts Bar following this

12 review.

13 Again, with his presentation, if you could hold the

14 question until the end, we would appreciate it, but if you do

15 have something you think is very important at the moment, go

16 ahead and interrupt.

17 Gray?

18 MR. BEASLEY: My name is Gray Beasley. I am from

19 TVA's office of engineer. I have been associated with the

20 independent review since it was first discussed early in 1982.

21 It is a real pleasure for me to talk to you today on

22 this because I feel very good about what was done in the

293 independent review; I feel very good about what Black and

'24 Veatch have done, the thoroughness that they have gone

25 through, the staff they used in finding things. It was.all



I done according to the Independent Review Protocol.

-2 I also feel very good about the review that was made

3 by the TVA task force that looked at the generic applicability

4 of these Black and Veatch findings to the other systems at

5 Watts Bar. It was a real pleasure to see the diligence with

6 which that group of people dug in, sorted out the finding.s,

7 classified them, grouped them and then they worked with the

8 line'organization to find out if there was a similar problem

9 there. And if there was, to get a corrective action going

10 for that.

11 I have got a Vugraph here which is a chronology of

12 the way things went.

13 (Slide)

14 I will come back to this from time to time as we

15 pick up and go.

16 The first important date is February 18, 1982. On

17 that date we had a meeting at Watts Bar with Region II.

18 Mr. O'Reilly was there. He was winding up two or three days

is of visiting the site. We had a very good candid meeting, and

20 one of the things he recommended to us was that he initiate an

21 independent review of the design and construction process at

22 Watts Bar.

23 It was not a formal recommendation, but we respected

24 his recommendation.

25 Shortly after that We got a second recommendation
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1 from TVA's Internal Nuclear Safety Review Staff, that we have

2 such an independent review.

S Now that was the thing that was in vogue at that

4 time. -All the near-term operating plants were having

5 independent review. The traditional review was a T, or a

6 horizontal slice and a vertical slice. And you recall the

7 purpose of the horizontal slice was to show that the program

8 was adequate, and the purpose of the vertical slice was to

9 confirm the implementation of that program right out to the

10 installed hardware and the records that were in the design

11 vault.

12 Now, the top management in TVA's design and

13 construction organization looked at the situation. We did not

14 feel that we needed additional reviews on this horizontal

15 slice. We had had a number of reviews that were current a.t

15 the time.

17 (Slide)

18 And very late in 1978, Theodore Barry and Associates

19 reviewed the entire design and construction organization in

20 TVA. They gave us 115 recommendations. Their review covered

21 how we did business in all ways. It included our quality

22 assurance program and the other programs we had, our overall

283 basic design, our basic construction.

24 They gave us 115 recommendations for us to act

25 upon. They are included in that first report there.



1 We had them come back just over a year later to look

2 and see how we had done on the implementation of their

3 recommendations.

4 Then they came back two years later in 1981, and

5 all three of these, they gave us a report. In the'ir 1981

6 follow up report, they reported that we had acted upon 107 cf

7 their 115 recommendations. At that time we had n.ot acted upon

8 8. Part of those 9 we did implement later on.

9 The one that we did implement was the appointment of

10 an overall design construction manager for the Watts Bar

11 project. Mr. Kimons made the decision, and he appointed

12 Mr. Pierce to that position. So, that was picked up.

13 We had some others that dealt with offices outside

14 design and construction. One of those, an example of that was

15 one that dealt with transferring the total licensing

16 responsibility for plants under construction to the

17 engineering division. That one was not implemented because it

18 was not in the best interest of TVA in the way we were doing

19 business.

20 A second review we had was conducted by United

21 Engineers in 1979. United Engineers came in and looked in

20 detail at the procedures used in the design process. They

28 made recommendations to us. As a result of their

24 recommendations we revised 22 procedures. They made

25 recommendations on 23. We had one that had been voided and



1 superceded, so we made sure we implemented their

2 recommendations on those 22 procedures.

3 Then, which was even more current, was very fresh at

4 the time, our Nuclear Safety Review Staff had conducted a

5 major management review of the Watts Bar des:ign and

6 construction program. They had given us 35 recommendations,

7 or 35 findings, if you wish. And we were addressing those.

8 Now, just incidentally, of those 35 findings, all of

9 them are not closed for Watts Bar. There are 3 that have been

10 moved over into another finding or recommendation which is

11 still outstanding for all our work, and it concerns the

12 organization of our quality assurance functions. That has

13 changed from the individual to the corporate, and now back to

14 that responsibility in the owner-operator division of nuclear

15 power. So, that item is still open.

16 So, we have had these three reviews. This was a

17 horizontal slice. We didn't feel we needed additional

18 horizontal slices. So we didn't choose to pick up one.

19 We did go ahead and get started on our vertical

20 slice.

21 (Slide)

22 During the summer of 1982, we solicited proposals

23 based upon a scope of work to conduct this independent

24 review. Part of the scope dealt with staying independent,

25 part dealt with how they would conduct the review, part of it



1 dealt with how they would select the system and pick those

2 items.

We picked Black and Veatch to perform that review.

4 I think it was a very good selection now in hindsight, and I

5 will tell you two. or three of the factors that were involved

6 in that.

7 One was, they put together the best team with the

8 best experience overall. There were several other

9 organizations who were doing independent reviews around the

10 country. But, they had used up most of their people. Black

11 and Veatch brought in some people from Black Fox which had

12 recently been cancelled, who had good experience. So, we felt

13 we had a real good team there.

14 We liked the way that they proposed to go through

15 and evaluate the systems, evaluate the findings that they

16 might happen to have, they had a senior review team which we

17 felt was very important to keep everything in the proper

18 perspective.

19 And lastly, we thought we could get the best

20 independence of TVA, because Black and Veatch had not worked

21 for TVA previously, they had no axe to grind, they had nothing

221 to gain from future business on this, so we thought we could

2:3 get the best.

24 So, in the summer of 1982 we selected .Black and

25 Veatch.
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September 19.th we met with NRC and we outlined our

2 plans for conducting that review.

3 And then we went back in the fall of 1982, Black and

4 Veatch made their review, and I would like to discuss how that

5 review was conducted in a little detail, if I may.

6 (Slide)

7 I think it is probably important to show you some

a of the organizations in Black and Veatch, or the people that

9 were involved. They had 'lead reviewers. These were people who

10 are out in the field. They were in Knoxville looking at the

11 design, they were at the site making measurements, checking

12 actual installed equipment and systems against drawings.

1i These lead reviewers also had investigators working

14 with them.

15 We had a project manager in Black and Veatch. He

16 ran the entire program for Black and Veatch. Bill Zidziunas,

17 hold up your hand. You didn't get in on the introduction. He

18 is with us today.

19 Bill, as project manager, was the focal point for.

20 all of the information that flowed from TVA to Black and

21 Veatch in order to maintain the independence.

22 They also had a senior review team which was in the

23 process of looking at the results of the independent review

24 that they had performed, looking at the findings. That was

25 made up of very senior people in the Black and Veatch



1 organization. it included people who had instruction

2 experience, who had design experience, people who 
had nuclear

3 experience. It included the senior quality assurance person

4 in that total organization.

5 Now let me talk about the people from TVA that were

6 invo I ved.

7 (Slide)

a We had a program manager which handled the entire

9 program for TVA. He was the sole contact with Black and

10 Veatch. All the communications were between our program

11 manager and their project manager. Everything written, the

12 telephone conversations, everything flowed back 
through that

13 channel.

14 The TVA program manager also supervised the program

15 team. The program team was made up of individuals from the

16 TVA line organization. These were people on the supervisory

17 level that had experience on Watts Bar, that had nuclear

1s experience, that were fami I iar with the auxiliary 
feedwater

19 system.

20 These people also represented the various

21 disciplines; mechanical, nuclear, electrical, so we had the

22 coverage there. We had a task force which was made up of

23 people one notch higher than the program team. 
These people

24 were just under the branch chief level.

25 The purpose of the task force was to review the



20

1 findings for Black and Veatch to address applicability to the

2 other systems at Watts Bar. So, this was a very senior

3 competent team at work.

4 The policy committee was the top people in the

5 Office of Engineering Design and Construction. 
It was

6 composed of the manager of engineering, the manager of

7 construction, Mr. Pierce, the manager of Watts Bar project,

a Joe Andersen, who is the corporate quality assurance person,

9 and Knute Culver, who is the director of the Nuclear Safety

10 Review Staff.

11 Maybe the committee wasn't so senior after 
all. I

12 served as chairman of the committee.

IS But, that was the people that provided the oversight

14 for the entire program, gave directions to the 
program

15 manager, through him to the task team and 
to the task force.

16 (Slide)

17 Let's walk through the anatomy of a finding to show

is you how the thing worked.

19 As the Black and Veatch people, the inspectors and

20 the lead reviewers compared the design to the construction,

21 compared the various items that they found to the commitments

22 to NRC, when they found something that was different,

23 something that was wrong, something that didn't 
match up, theý

24 filled out a standard findings form, and they classified 
it.

25 They forwarded this to the project manager. The



1 project manager then forwarded it to the TVA program manager.

2 He then assigned it out to the person from the appropriate

3 discipline to look at it.

4 This person from the program team, the discipline

5 person, looked at it to see if there was additional

6 information that needed to be put with this package.. He also

7 looked to see if we needed to take generic action -- pardon

a me, needed to take corrective action to get that fixed.

Q_ We didn't wait for the final process-to get out of

10 this. We identified corrective action right here the first

11 time we needed it. We then put all of this information in a

12 package. This person gave it back to the TVA program

113 manager. He forwarded it to the project manager.

14 The project manager then performed what we called a

1s Level 2 Review. He looked at the finding, the classification,

16 the additional information submitted by TVA. He put on it his

17 classification and any recommendations that he had.

1s This was then sent back to the TVA program manager,

19 back to the policy committee at TVA. We handled these. The

20 more important ones, the bigger ones we took up with the

21 entire policy committee. Some of them we only handled by my

22 talking to one or two people involved. Some of them were

213 straightforward enough that I could sign them and send them

24 back.

25 They came back to the programn manager and back to



4

5
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14
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19
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the Black and Veatch project, manager. He then sent them to

the Black and Veatch senior review team. This group sat and

they made th e final classification onl each of the findings.

They alsoi p ut their recommendation on the finding.

We had nco further involvement in this after we

submitted our second package here, which we called our 
Form 2,

which was a standard form.

The senior review team findings were submitted to

TVA, so we did get this information, just the forms that were

sent back to us.

For each of the 429 findings that they had, they

went through this process, and this entire thing is documented

in the first report that Black and Veatch submitted to you.

(SIlide)

I will go back to my time chart here.. That report

was submitted in A~pril 1983. In February of 1983 we

essentially had all of the 428 findings and most of them had

been through the third-'level review by the senior team. So

that is the point at which the TVA policy committee

established the task force to look for generic applicability.

I will come back to this later.

The report was issued on April 18th. That report

was issued to NRC simultaneous with the issuance to TVA~. We

didn't know what was going to be in it. The only information

we had was the information that was on the individual 428



I findings.

2 On September 30th, 1983, NRC issued instructions to

3 TVA for completing this. This was in a memorandum or a

4 letter.

5 It also included some protocol items. These were

5 basically the protocol that we had been following. But let me

7 just review it briefly here.

8 Anything that was written went into a file-at Black

9 and Veatch and TVA. Meeting notes, telephone summaries,

10 correspondence, everything was in there.

11 The second item of protocol that this information

12 was to be accessible to NRC at any given time up to full

131 power. We set up a file, we gave Mr. Pierce a copy of

14 everything. And this file was set up at the Watts Bar site,

15 so the NRC resident hid. access to it.

16 The third item of protocol was the telephone call

17 summaries were to be prepared by Black and Veatch and filed 
b%

18 both TVA and Black and Veatch.

19 And then lastly, the Watts Bar project manager and

20 the Watts Bar resident were to be informed of any meetings

21 between Black and Veatch and TVA and given an opportunity 
to

22 attend. NRC made the statement they would make reasonable

23 efforts to notify the public.

24 Now the instructions for closing this item out,

25 Black and Veatch was instructed to continue to evaluate all o



the findings and to move them either into a resolved category

2 or a confirmed category.

3 At the time they had issued their report in April,

4 they had a fairly large number of items which they carried in

5 an open category. TVA was directed to submit our proposed

6 corrective action to Black and Veatch 
for Black and Veatch's

7 concurrence. And then Black and Veatch was to submit the

8 results of this endeavor, to move them all, to resolve or to

9 confirm, and discussion of the findings in a report.

10 That report was issued February 13th, 1984. In that

11 report they had three findings'that were not 
closed out. And,

12 let's just briefly take a look at those.

13 (Slide)

14 Finding G-901, that is the identification number.

15 That finding concerned derating factors 
for fire retardant

16 coating on medium voltage power cables that were installed in

17 cable trays. Black and Veatch had some concerns about 
how we

18 had done the empacity derating, because 
of the insulating

19 effect of this fire retardant coating.

20 As a result of the finding being included in the

21 final report as not being resolved, we immediately wrote a

22 nonconformance report. This was the 28th nonconformance

213 report that was mentioned. I think I failed to mention, back

24. when the program team was looking at the individual findings,

25 and initiating corrective action, we wrote 
27 nonconformance



1 reports as a result of that. They represented 92 of the

2 findings that were included in those 27.

a We subjected those to our standard process for

4 review of significance. That is Appendix B significance. 14

5 of them turned out to be significant. Then we subjected those

6 significant ones through our regular process 
for reportability.

7 and generic applicability.

8 It turned out that 5 of those 14 significant NCRs

9 were submitted to Region II as a 55E item. So, we wrote a

10 28th NCR here. In the correction action for that NCR we

11 went back and looked at the empacity of every medium voltage

12 power cable in the cable trays. We evaluated the derating

13 factor and the empacity against the cable with the highest

14 current .in the cable tray, assuming every cable 
in that tray

15 had that same current.

16 It turned out-we had margin. When you look at the

17 real case, where many of these cases are not loaded near as

18 heavily as that one, everything is okay. We have closed out

119 that NCR. That item is resolved.

20 The second finding that was included in the final

21 Black and Veatch report was finding F-508. 
There was two

22 concerns in this report. 79-02 required a safety factor of

2S five in anchor bolts, and as part of our looking at 79-02, we

24 had identified and confirmed that most of our anchor bolts had

25 safety factors of five.



¶ We had some that did not. The safety factor ranged

2 between four and five.

3 At the same time Black and Veatch was identifying

4 this item, it was being-carried by Region 11 as an unresolved

5 item. This has been resolved by Region 11 based on their

6 evaluation of our program.

7 A second concern they had under this-finding was a

a technical concern, If you have a plate anchored to a concrete

9 surface and you apply a tensile load, or a bending moment to

10 that plate, you can get a deflection in that plate which will

11 put a load on the edge of the plate, which could cause

112 additional stresses in the bolts.

Is We looked at a large sample of our plates and made

14 an analysis of those plates looking at them as flexible

15 platesi considered the elongation of the anchor bolts. We

165 found in every case we investigated, the sample, that the edge

17 of the plate lifted off the surface. If the edge of the

1s plate doesn't contact the surface, you can't have any force

19 transmitted.

20 This item then has been dealt with.

21 The third item concerned was F-511. This concerned

22 how we broadened the peaks of the rough seismic spectra to get

23- the design input for the seismic calculations.

24 We had an error which had been identified in

25 broadening on one peak. Some of these peaks had very sharp
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1 points and the broadening was to go through the peak and take

2 a horizontal line p'lus 10 percent of the frequency on eitherý

a side. instead of getting a horizontal line, we had a line

4 with just a little slope that out the top of the peak off.

5 Now we made an analysis c'f this in looking at the

6 overall effect, and considering the other stresses that could

7 be in the pipe, the supports and so forth, we found that a

8 maximum error of 2,or -q percent could have occurred. We felt

9 this was well within the accuracy.

10 So, we did not elect to go back. We did not feel it

11 was necessary to go back and redo all the seismic calculations

12 to take care of that.

13 That was identified on an NCR and was closed out.

14 The Region 11 inspectors in one of the routine

15 inspections, have looked at that particular work, and they did

165 not comment upon it.

17 Okay. This basically closes out what Black and

189 Veatch did. Now, let's go back and get into the generic

19 applicability review. This was the fourth item in Ralph's

20 slide that he had up here, that I will talk about.

21 1 mentioned the quality committee had established

2e this task force to go through and look at the calculations.

2S3 And this policy committee established the task force in

24 February 1983. They worked every day for a number of weeks

25 there, going through each individual finding to see what the



applicability was.

2 I think at this point I need to make sure everybody

3 understands two terms that I have been using. When Black &

4 Veatch identified something that wasn't right or something

5 that needed to be addressed or concerned with, they put it on

6 a finding report, and we refer to those as findings.

7 The task force then took these findings, they

8 grouped them and came up.with a category that was related to a

9 finding or a number of findings that have a common root cause

10 or some other common features. So we talk about task force

11- categories.

12 Task force categories were identified by the task

13 force, they were applicable to the systems at Watts Barr other

14 than the auxiliary feedwater, or Black & Veatch was applicable

15 to only auxiliary feedwater. And the categories were

16 addressed by TVA and closed out by TVA.

17 Now let me show you the objectives of the task force

18 as we wrote them down back when they were first established.

19 CSlide.]

20 They had two basic objectives; bring past work

21 generically up to a baseline of acceptability if there was any

22 problem with that. And second was to look at the achievement

23 and the maintenance of a baseline acceptability in future

24 work. We separated these two out.

25 So we looked at future work and past work.
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2 Task force responsibilities. This was

3 responsibilities that we outlined to them. They were to

4 recommend an overall methodology for evaluating the Black &

5 Veatch findings. It became very apparent to those of us who

6 were working with the program wi'th Black & Veatch identifying

7 the findings, there were many findings that were the exact

a same thing, just on another piece of equipment,. more than

9 likely in another hanger. Or some of them had come from a

10 single item that had some quirk in the handling that caused

11 several things to happen...

12 So they were to set up a methodology for dealing

13 with these findings, hopefully, so we don't have to deal with

14 428 different items. They were to select and assign an OEDC,

15 that's the engineering or construction line organization; make

16 a final evaluation of some preliminary evaluations that they

17 made in methodology. They were to maintain surveillance over

18 these line organizations' work here. The work was submitted

19 back to the task force for their review and concurrence there.

20 They were to look at the Black & Veatch information

21 as it was generic to the other TVA units, and they were to

22 make sure that all of these things were documented and we had

21 a retention of records on this particular item.

24 [Slide.]

25 The next slide I probably should have called an



1 anatomry of a category. The task force wil I evaluate allI

2 428 findings. This they did on an individual basis. Some of

9 them they could get through very quickly because they were

4 straightforward; some of them took half a day or longer of

5 work just to get all the various aspects of it.

6 They were to sort the findings into groups which

7 later became the categories, and then they were to evaluate

a for generic applicability of the systems. They had the

9 auxiliary feedwater -- they were to review for the licensing

10 basis.

11 The licensing basis here we defined slight~ly

12 different from the licensing commitment. The licensing

15- comm~itment was exactly what we said we would do in the

14 material that had been submitted to NRC. The licensing basis

15 was the function that that commitment was supposed to cover.

16 As I mentioned earlier, they were to look at

17 corrective action for past work and corrective action for

1s future work. We felt we could have some enhancements out of

1s this other than just correct exactly what was found. So we

20 separated the future work so we could put the enhancements in

21 it. We didn't feel it was necessary to go back and put

22 enhancements in past work. We just needed to get it up so it

23 was acceptable. Then if we had any items where we didn't meet

24 the licensing basis of the task force, it was to evaluate the

25 effect of this licensing basis not being met.
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2 Now let me show you a couple of pie charts here

3 which show the results of the task force work. We had a

4 number of findings on the auxiliary feedwater system that were

5 related to incomplete construction. As Ralph mentioned in his

6 opening remarks, we started this independent review a little

7 early because we wanted to find out if there was anything

a there that we needed to correct.

9 So there were 186 items -- excuse me. About 165 of

10 the 428 findings where the construction was incomplete. This

11 is in a process where construction would be completed,

12 inspected, documented, everything, so we didn't have any real

13 concern about these items.

14 We had 115 of the findings where we looked at their

15 applicability to the system. In the auxi.liary feedwater. We

16 found no deviation. This left us with 148 findings down here

17 that we had to take some further steps on and look further at.

18 The next pie chart will develop -- we will divide

19 this up into four segments.

20 MR. MARSH: I'm sorry. This is a pie chart of the

21 generic applicability of 428 findings, so this is a pie chart

22 of how you have resolved the 428?

2:3 MR. BEASLEY: That's right. The angle here reflects

24 a fraction of our angle for each pie. So this represents this

25 portion of the 428 findings for which construction was



1 incomplete. This represents the findings for which there was

2 no deviation *(indicating).

3 MR. MARSH: That means of the 42S --

4 MR. BEASLEY: Of the 42$ there was no deviation of

5 the systems at Watts Bar.

6 MR. MARSH: That says nothing about generic

7 applicability of that sector for other systems.

a MR. BEASLEY: That's exactly what it says. That

9 says of these findings right here, looking at the other

10 systems at Watts Bar, we didn't find any deviation.

11 MR. MARSH: So of that sector, first there was no

12 deviation in the aux feedwater system, and second, there was

13 no deviation of the other systems?

14 MR. BEASLEY: The deviation of the auxiliary

15 feedwater system had been addressed by'Black & Veatch. The

16 task force did not address the auxiliary feedwater system.

17 MR. NOVAK: Did you alot any construction

1 deficiencies on the basis of the auxiliary feedwater system

19 was not completed at that point in time? Or did you say -- 1

20 think I'm following up on Tad's point -- you were trying to

21 infer some generic applicability? How did you infer that the

22 generic applicability in terms of construction was incomplete?

23 MR. BEASLEY: We looked at the finding. If we found

24 the reason that that finding occurred was because construction

25 was not complete we put it in this group.



MR. NOVAK: Which is very simple. I can understand

2 that.

3 MR. BEASLEY: It's the most straightforward.

4 MR. NOVAK: Were there any construction deviations

5 that were identified in the auxiliary feedwater system because

6 it had been completed to that point where a deviation could

7 be?

a MR. BEASLEY: Yes, they were. I don't know which

9 fraction of the 27 NCR's that I mentioned that' we initiated

10 corrective action work could be categorized 
as construction

11 which we could was design or which we could 
say was a mixed

12 bag.

13 MR. NOVAK: Then, would they go over into the "no

14 deviation" part? I guess I'm trying to understand if there

15 was a problem with a piece of construction on the 
auxiliary

16 feedwater system and you looked over other systems and then

17 identified that construction deficiency in another system or

18 any other system --

19 MR. BEASLEY: And did not identify?

20 MR. NOVAK: -- and did not, where would it go into?

21 MR. BEASLEY: Right here (indicating).

22 MR. WALKER: Keep going, Tom, I'm having trouble

23 understanding the same section. I'm having trouble coming to

24 grips with -- okay. I found during my pursuit of the

25 auxiliary feedwater system a construction problem. 
It was
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identified as a deficiency. You said okay, construction is

2 not complete in the high pressure injection system, so it

3 doesn't apply to the high pressure injection system. 
I don't

4 know if that's trLe or not.

5 MR. BEASLEY: The reason for that deficiency was

6 that the construction was. not complete.

7 MR. WALKER: On A&W.

8 MR. BEASLEY: On auxiliary feedwater.

9 MR. WALKER: If the feedback was there and a

10 portion of the construction was complete --

11 MR. BEASLEY: There was no defect there; you had

12 something partially assembled. Black & Veatch came out and

13 looked and compared this to a final design drawing. A

14 partially assembled item would not comply with that; they

15 identified it as a finding.

16 MR. ZIDZIUNAS: To put it in perspective, one of the

17 items we found was some of the bolts in the flanges that make

18 up the system for the feedwater, auxiliary feedwater system,

19 were not there.

20 MR. BEASLEY: You wouldn't expect that the system

21 was inoperable.

22 MR. ZIDZIUNAS: The system was inoperable but it

23 showed up as a finding --

24 MR. BEASLEY: The system hadn't been turned over to

25 operations?
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MR. ZIDZIUNAS: Right. We found it but it didn't --

2 so we wrote it up.

3 MR. MARCH: Suppose you found there was a problem in

4 the bolt that was installed on the flanges. I'm just giving

5 an example now to see if I can understand your pie chart.

6 Now, you're trying to find out if that problem is applicable

7. in the high pressure injection system, but because the high

8 pressure injection system is not complete yet, did you cover

9 that as a deviation which would not -- what did you do? Did

10 you wait until the system was complete?

11 MR. BEASLEY: Let me get it straight --

12 MR. MARSH: I will do it again. You find a problem

13 on a part of the system that is finishedi on your aux

14 feedwater system. That is finished, it's been completed.

15 MR. BEASLEY: On auxiliary feedwater.

16 MR. MARSH: Naw you're trying to determine if that

17 problem is applicable to another system: high pressure

18 injection. But that part of the high pressure injection

19 system is not complete yet. Do you wait until it's done to

20 determine if it's --

21 MR. BEASLEY: No. If we found a bolting problem

22 that was a true deficiency on the auxiliary feedwater system,

23 the task force then went back and looked on the other

24 systems. They looked to see if it was sufficient, if it was

25 adequate or if it wasn't adequate. If it wasn't adequate, it



1 was identified and something was done about it.

MR. MARSH: My question is what if it is ncst done

3 yet?

.4 MR. BEASLEY: You mean construction not completed?

5 It doesn't make any difference; we still processed it as a

t5 deficiency.

7 MR. MARSH: So you would remember that deficiency.

a Then you go back and check the system later on once it is

9 complete?

10 MR. BEASLEY: 'You didn't have to wait until

11 construction was complete in many of these cases.

12 MR. MARSH: You would correct the problem before you

13 constructed the system to the point where it would have shown

14 up?

is MR. BEASLEY: Correct it as quick as we could-find

it.

17 MR. MARSH: Were there cases of that sort?

18 MR. BEASLEY:. I'm almost positive there were.

19 MR. COLE: I'd have to look.

20 MR. BEASLEY: We had 116 of the Black & Veatch

21 findings which when we looked to see in the end product --

221 when we looked at where we were, at the time we looked at the

2:3 end product there would have been no deficiencies and nothing

24 would have been cited by Black &Veatch.

25 MR. NOVAK: Tom Novak again. Just so I understand,



of the. 116 colored green, -

MR. BEASLEY: This is approximately 165.

MR. NOVAK: There was no generic implication to

those?

MR. BEASLEY: That's correct, because what Black &

Veatch has identified they would not have found if they had

waited -- if we had done this after construction was totally

completed.

MR. WALKER: I'll try one more time so I get it

straight in my mind. If they would have inspected that flange

and if that flange had been accepted through the GA process,

if that portion of the system was complete, if those bolts

were missing theywouldn't have fallen in that category.

MR. BEASLEY: Amen. You've got it.

MR. WALKER: But if that portion of the-system had

not been accepted, and it was a defect, it is assumed that it

would have been picked up in construction.

MR. BEASLEY: You've got it.

MR. WALKER: Now, you used an example of bolts but

you might just as well have been looking at a weld -- and I

21 don't know if that's what you did. Had it been completed and,

to your mind, was

GA process; i.e.,

for accepting it,

it wasn't through

not acceptable, if it was not passed by the

X-rayed or visual or whatever you're doing

if you said that it was not acceptable and

the CIA process, then it still you assume it.
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would have been picked up during the construction process.

2 But if it had been completed by GA, you would have

3 said it wouldn't have been picked up and it was a deficiency;

4 that may be generic. Is that correct?

5 MR. ZIDZIUNAS: Are you addressing me?

6 MR.-WALKER: Whoever wants to answer.

7 MR. ZIDZIUNAS: It Black & Veatch found something

a that did not look I'ike -- we found some welds in that category

9 in some of the hangers for instance, and wrote those up and we

10 kicked them over to them. What they did beyond that point I

11 don't know.

112 MR. WALKER: Then you get to answer.

13 MR. ZIDZIUNAS: It did get written up, to answer

14 that part of the question.

15 MR. BEASLEY: It got written up and .the corrective

16 action got submitted to you as a finding for the auxiliary

17 feedwater.

is MR. ZIDZIUNAS: That's correct.

19 MR. BEASLEY: For the remainder of the system we

20 looked at each of the 428 items they had submitted and tried

21 to determine what caused that item to occur. And as I said,

22 we had not planned to have construction complete. If

23 construction work had not been done, it fell in this category

24 (indicating).

25 MR. MARSH: I.e.; they give you a defect on a weld;



I you went and saw QA accepted that weld?

Z MR. PIERCE: It would not have been in a green

S area.

4 MR. WALKER: If GA hadn't accepted it, it's in the

5 green area. If it hadn't been accepted, it's over in the

6 generic area.

7 MR. PIERCE: One or the other.

8MR. THOMPSON: Hugh Thompson, Licensing. It is not

9 clear to me. -As I understand, one of the purposes of Bla ck .&

10 Veatch was -- one of the assurances, they were going to look

11 at the concern that there had been a major QIA breakdown in the

12 process, and you were going back to kind of give assurances

S. that things had been done properly.

14 What was your basis then, again, for relying on the

15 GA program that had previously been found deficient? 
W.as your

16 CIA program up to speed then? What was the basis for relying

17 on~ the CIA program?

Is MR. BEASLEY: We had gotten the QA program up to

19 speed because the adjustments had been 
made to the three

20 studies that I have talked about here earlier, plus the

21 additional things that had been done internal to the Office of

22 Design and Construction.

2S MR. THOMPSON: I thought all of them were done

24 except the NSRS study on QA. I thought that was the -- didn't

25 you say at the beginning that there was a major concern? NSRS
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1 had a concern on QA? That was one issue that floated back and

2 forth between on-site, back to corporate, back to on-site, and

3 was floating? And as far as I know, it may still be floating.

4 [Slide.]

5 MR. BEASLEY: These are the things which we said --

6 MR. THOMPSON: You had NSRS on 35 issues, of which.

7 three were still open or two open or one was still open.

8 MR. BEASLEY: Okay. There are three items that NSRS

9 has folded over on the total QA program. Our QA program was

10 separate for construction, separate for design and separate

11 for operations up untiil the summer of 1982. In summer of

12 1982, we folded together all of those three quality assurance

1 organizations and made a corporate quality assurance

14 organization.

15 When some of these items where we were still working

16 on the program here and-the NSRS was not happy with those,

17 those were transferred over and tracked as part of the Office

18 of Quality Assurance, the corporate quality assurance program.

19 Now let's see, what was the date that we went back

20 and separated the quality assurance back to the construction

21 organization, back to design. We did that -- when was it --

22 MR. WHITT: About August of 1984, wasn't it, Tom?

23 MR. THOMPSON: That was tranferred.back because of

24 what? I'm trying to understand. Were there problems in that

25 system that-you transferred it back to the other approach, but



you're still relying on it to close out-these :tems?

MR. BEASLEY: It wasn'+ because they weren't closing

out these items.

MR. THOMPSON: You Were relying on it to close out

-- you were relying or, the GA program to close out these

items. That's why it wasn't considered a generic deficiency?

MR. BEASLEY: I'm really not tracking.

MR. THOMPSON: As I understood it, an issue that had

not signed off by your GA program went into the green,

the solid green pie chart.

MR. BEASLEY: Had not been signed off by our

inspectors, our quality control inspectors. They were not

part of the GA organization in TVA.

MR. WALKER: Still part of your QA program, thcough.

MR. BEASLEY: Part of the GA. progra m, that's

correct.

MR. WALKER: Can we try one more time? I think what

Hugh is saying is your assumption when you stuck it in the

green area is that your QA program, through your QC

inspectors, would have picked it up. That's the basis --

that's obviously your assumption or you wouldn't be able to

put it there.

MR. BEASLEY: Right. Exactly. Or anything else.

MR. WALKER: He's also going back to saying one of

the underlying reasons you'.re doing this report, this Black&



1Veatch study, is because you had to assure that your QA

2 program functions and works.

S ~MR. BEASLEY?: Yes.

.4 MR. WALKER: Obviously, you had some degree of

ý5 uncertainty or you wouldn't be doing this. Right?

15MR. BEASLEY: I'm not -

7 MR. WALKER: I think we're in the same ballpark.

9 What we're going to have to do to get to to the bottom of

9 this is to assume -- to put them to into the green area was

10 correct -- we're going to have to get to a conclusion, it

11 seems to me, that the Black & Veatch report substantiated that

12 the QA organization that is in place, that was in place at the

13 point that you put it in the green, would indeed find them

14 from there on out.

15 MR. THOMPSON: Correct.. And you seem to have an

16 internal report that said there's something wrong with the GA

17 program because shortly after you transferred it back to the

is way it was before.

19 MR. WALKER: The second part, then, of the Black &

20 Veatch report is going to have to find -- we're going to have

21 to establish that (a) any problems you found were attributable

22 to a QA function that wasn't existing when you put them in

23 green; and (b) that you do have confidence in what was done

24 before you put the GA organization in effect. Well, it was

25 there when you did Black & Veatch.



MR. THOMPSON: I think we're in the same ballpark.

MR. BEASLEY: Let me go back. I'm not so sure that

we felt that we had a need to do the Black & Veatch. That's-

the thing that was in vogue at that time. We had no objection

to doing it; we're glad that we did it, now. We felt it was a

good study.

There was~a report that was filed with NRC, I

believe it was April of 1982, signed off by something like 15

managers in the Office of Engineering, Office of Construction,

that said that we felt like we had it together.

I'm not so sure that we have ever felt -- if we go

all the way through here I think we'll come to the conclusion

that even if we had not done this, we really would not have

had a failure to carry out a safety function.

MR. THOMPSON: Let me say for the record I think

NRC's evaluation of that was that you were required to do the

Black & Veatch, and I think that's documented in our

Supplement I to the Watts Bar SER.

I thought you also said -- and correct me if I'm

wrong -- that if the NSRS recommended a Black & Veatch type --

when you say TVA didn't believe one was needed, I guess you

have to say TVA left hand, not TVA right hand and left hand.

MR. BEASLEY: I was not talking about the nuclear

safety review staff, right. But they felt that we didn't need

to make a vertical slide.



1 MR. HUFHAM: I think Roger said let's move on. Do

2 you still want more discussion?

3 MR. THOMPSON: We're going to have to have more

4 discussion sooner or later. J don't understand it now.

5 MR. BEASLEY: Do you want to describe those things

6 that have been folded over in Mike's concern? The concern

7 they folded over to the resident in the quality assurance

8 program is that they didn't have the total program outlined to

9 the level that the Nuclear Safety Review staff -felt it should

10 be outlined. I don't think Nuclear Safety Review staff in

11 that report said we were deficient, said we should stop work.

12 MR. WHITT: I don't know why We're talking about

13 these quality assurance concerns that NSRS had with relation

14 to Black & Veatch. They have no relationship to Black &

15 Veatch.

16. We went to Duke Power after the reorganization and

17 said, we have an Office of Nuclear Power which is responsible

18 for quality assurance of all operations taking place at the

19 Office of Nuclear Power. We want to see nuclear power

20 identified -- all requirements for quality assurance programs

21 that they're going to have.

22 In addition to that, we want Nuclear Power to

23 identify all commitments that they think are necessary to have

24 a good program whether they are requirements or not. That's

25 what we asked Nuclear Power to do. And I don't understand



1 that that has anything to do with Black & Veatch.

MR. THOPSON: Let me explain it the way I

3 understand what was done one more time. If I don't understand

4 it, then I'm just not going to understand it.

5 My understanding was items identified by Black &

6 Veatch which had not been signed off on by QA/QC and had

7 deficiencies were placed in a category of having no generic

S concerns because of the adequacy of the QA/QC programi in its

9 normal functioning it would have caught those.

10 Therefore, you did not have to take the other step

11 to say that this issue may have a generic implication and

1.2 needs a review of all other systems in the plant.

1 MR. BEASLEY: That would have been a review cf the

14 TVA's QA program by the task force. That was not in the

15 scope. I have no reason to believe that it was needed.

16 MR. PIERCE: Let me clarify this. What you see in

17 green is items that were in progress. This was work in

1 progress; these were incomplete items, and they were

19 identified as not being complete up to what the design drawing

20 says. Okay. They were ruled as incompleted items.

21 When they were complete, then they were finished in

22 our regular program. So that has nothing to do with the word

23 "deficiency" or anything else. They are incomplete items in

24 work.

25 MR. WALKER: Could I try one on that, Ralph? I know



I how that works, Ralph, I've been there before. Most people

2 then identify it as incomplete for that system, and they use

3 that function as cleanup to turn on the systems after you

4 complete the study. Most of them. I don't know whether you

5 do at TVA but a lot of utilities do.

6 MR. PIERCE: We did.

7 MR. WALKER: Did anybody do a thumbnail check that

8 says okay, grab five items off of another system that are

9 incomplete and see if it's picked up on a functioning system?

10 That would give me --

11 MR. PIERCE: I can't answer that for this particular

12 effort that was going on.

13 MR. WALKER: That's a hypothetical because I assume

14 you put all those things they found as deficient that were

15 there because you hadn't met construction, you checked and

16 said if they're on the punch list they would have been done.

17 Is that a good assumption?

18 MR. PIERCE: I don't agree with the words "they were

is on the punch list" already; that they would have gotten on the

20 punch list of incomplete items at the time we start punch

21 listing the system, which is normally 9 to 12 weeks prior to

22

2- MR. WALKER: Okay, I'm getting the configuration.

24 Never mind.

25 MR. THOMPSON: Help me on one question. If a
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MR. PIERCE: It would not be in the green.

MR. THOMPSON: Okay. I think that helps me.

MR. BEASLEY: A defective wela on a system other

than the auxiliary feedwater --

MR. THOMPSON: A defective weld on the auxiliary

feedwater system, I guess on the section that had not been

accepted by your QA/QC. The weld had not been accepted.

MR. PIERCE: The weld had not been accepted.

MR. BEASLEY: The weld had not been accepted and it

was defective and it was. on the auxil iary feedwater?

MR. THOMPSON: Correct.

MR. BEASLEY: Because it wasn't accepted, it was

work in progress and it was in the green on auxiliary

feedwater.

MR. THOMPSON: I think that's a little bit different

than what I heard you say.

MR. PIERCE: I said it's work in progress, it's

still in progress. I'm told it's accepted. We have many

welds that during inspection are rejected. That is still

work in progress until the inspector signs off, anyway.

MR. WALKER: If it had been through the final

inspector it wouldn't end up on the green?

MR. PIERCE: In final inspection it wouldn't be in

the green.
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1 MR. THOMPSON: It goes back to your relying on the

2 adequacy of the QA/QC program in place.

3 MR. BEASLEY: That's correct.

4 MR. NOVAK: -In summary, when you did the inspection,

5 when Black & Veatch submitted their 460-odd findings on the

6 auxiliary system, did the policy committee or the task force,

7 as its first objective, decide, based on the mix, whether or

a not the QA program was performing in an adequate manner for

9 the auxil~iary system? It would seem to me that would be the

10 fundamental question you would first ask beFore you could

11 expand the QA progr'am to any other par't of the plant. Here's

12 what you know most about. And I guess the hard decision is:

1S was the QA program doing what it was intended to do for the

14 auxiliary system, based on what Black & Veatch showed you

15 about it.

16 MR. BEASLEY: Before you expanded the generic

17 review, not the QA.

18 MR. NOVAK: That's correct.

19 MR. BEASLEY: I think anytime you've got a

20 significant deficiency, you go through the thought process

21 that you just did. The Policy Committee had several meetings

22 concerning the number of findings, the magnitude of findings

23 and so forth, and the consensus of opinion of that committee,

24 the opinion of the Policy Committee was that we needed to do

25 the task force evaluation. We considered did we need to go
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2 identify anything.

3 But that's a thought process we go through everytime

4 we have an audit finding, every think we have a significant

5 think -- do we need to go back and look and see what the

6 program effect is. Look to see if you've got a programmatic

7 problem other than a hardware problem.

8 MR. THOMPSON: Did you document that decision with

9 respect to the quality assurance program on the auxiliary

10 feedwater system?

11 MR. BEASLEY: We have got 13 -- 11 sets of minutes

12 of those meetings. I don't know exactly what we covered.

13 Some of those meetings were on the order of four hours long,

14 Ralph.

15 MR. PIERCE: We have full records.

16 MR. THOMPSON: I'm just asking, do you remember

17 documenting that? That discussion I guess would have been

18 documented in the minutes of those meetings?

19 MR. BEASLEY: I don't know whether they were

20 documented in those or not. We do have minutes of the

21 meetings where we put down important things. But it's a

22 process for people in the quality program that the managers go

23 through anytime we get one of these healthy things go wrong.

24 You have to. You've got to look at your program and see what

25 went wrong.
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MR. WALKER: We would agree with that, for what it'.s

worth to you.

3 MR. BEASLEY: It's just the mentality you have to

4 have.

5 MR. MARSH: I don't know whether this is the right

6 time to go into this, but you mentioned that this task force

7 looked into the deviation with respect to the licensing basis

a as opposed to the licensing commitments. Are you going to get

9 into that further sometime, or do you want to take time now to

10 do it, or what?

11 MR. BEASLEY: I hadn't really planned to.

12 MR. MARSH: You don't have anything planned? Is

13 there a better time to go into that?

14 MR. BEASLEY: Now is fine.

15 MR. MARSH: What do you mean by the difference

16 between licensing basis.and licensing commitment? What did

17 the task force consider, because the licensing basis can be a

18 lot different than licensing commitments. There can be a lot

19 more detail, it can involve analyses and assumptions. What

20 did they do?

21 MR. BEASLEY: Basically, that was -- let's see if

22 I've got it right. Did we define those?

23 MR. COLE: Yes, we defined those. I'll read them to

24 you-. The licensing commitment that the task force defined was

25 defined as all documented commitments relevant to work
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1* activities for designing and constructing as well as to the

2 management systems for controllIing, inspect ing, test ing,

.3 auditing and recording these work activities.

4 MR. MARSH: I'm sorry. I thought you said you

5, compared it to the licensing basis.

t5 MR. COLE: To the licensing basis which is defined

7 as those bases and criteria for design and construction

a specified in TVA's licensing application to meet the

9 functional licensing requirements. These include design and

10 construction work, process specifications; for example, the

11 welding code, as well as product specifications like hanger'

12 dimensions which would develop some other licensing

1:3 commitments.

14 The licensing basis is the subset of all licensing

15 commitments, which does not include management controls.

16 MR. MARSH: !need to digest all of that. Why don't

17 you try to summarize it for me.

189 MR. THOMPSON:. The only difference, the licensing

19 control , the management controls between the two. Ed?

20 MR. COLE: Yes, I think that is the only basic

21 difference, management control. The licensing basis tried to

22 determine the functional requirements.

2.3 MR. MARSH: I will try and say it back so you can

24 correct me. I'm not sure I understand it. The licensing

25 bases is a function of part of the system; whereas, the
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1 li.censing commitment is something-more specific or something

2 at a higher level? Give me an example. How about that? Give

3 me an example of a case where you had to go back to the

4 licensing bases to determine whether this deviation was okay

5 ror not.

6 MR. COLE: I guess in the FSAR there was a

7 commitment that on the peak broadening inspection that was

9 used, Gray probably know more detail than I, but I think

9 that's a good example. That was one of the ones, I guess,

10 that still remained as an open item.

11 MR. MARSH: Are they cases where you had to go back

12 to --

13 MR. COLE: That was finding F511, which the task

14 force took that in a grouping in category 4. That's how the

15 task force had grouped that specific finding. The FSAR

16 commitment was not met as stated, but as far as the licensing

17 basis, we felt like it was met.

18 MR. MARSH: How did you come to that judgment?

19 MR. COLE: I guess that was based on the evaluation

20 that was performed to determine that 5 percent margin only

21 affected two to three percent of the final product, and that

22 was well within what was acceptable.

23 MR. MARSH: So the licensing commitment was not met,

24 but the licensing bases was. And that involved a reanalysis

25 on your part? A seismic analysis or something?
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MR. COLE: Yes. I think CEB, or civil engineering

2 branch, did perform an additional review to come up with that

3 conclusion.

4 MR. MARSH: Is this documented in a seismic

5 analysis?

6 MR. BEASLEY: That change was documented in the

7 FSAR.

8 MR. PIERCE: That is documented, will be documented

9 in a corrective action of that finding.

10 MR. MARSH: Were there other cases where you had to

11 go back and reanalyze the system performance,'structural

12 integrity, to find out whether the licensing bases had been

1 met for these, and were these documented?

14 MR. COLE: Yes, there were other occasions that they

15 were documented. I thi~nk on the circuit breaker settings,

16 that's another example where there was analysis performed.

17 MR. MARSH: Back to the licensing basis?

18 MR. COLE: Yes.

19 MR. MARSH: Were there any deviations in'the

20 hydraulic performance in the system?

21 MR. PIERCE: I think you're asking for the kind of

22 detail that we didn't bring with us.

23 MR. MARSH: I'm really sort of trying to get an.

24 understanding of licensing bases, licensing commitments, this

25 type of thing.
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MR. PIERCE: We have all this in the record. We did

2 not bring that kind of detail with us.

3 MR. BEASLEY: If I go through the next viewgraph

4 which tells how we handled this, it may be helpful. Why don't

5 we do that and then we can stop right there to see if we've

6 got it.

7 MR. MARSH: Fine. If this is all explained in

8 something that is docketed to us, that's fine. Tell me where

9 it is and I can satisfy my questions.

10 [Slide.]

11 MR. HUFHAM: It's on the plane, isn't it?

12 MR. SHELL: It was Federal Expressed up here.

13 MS. ADENSAM: You're talking about the attachments

14 to our response, to our May 30th letter?

15 MR. SHELL: Yes.

16 MS. ADENSAM: We have those. We received them

17 around noontime.

18 MR. MARSH: In cases where you had to go back and

19 look again at the licensing basis, did you do the same thing

20 in other systems? Look at that deviation's effect on the

21 licensing basis for other systems?

22 MR. BEASLEY: Yes, that's part of the generic

23 review.

24 MR. MARSH: That's documented as well?

25 MR. BEASLEY: The entire task force --. Remember
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1 the segment which was blank here, which wasn't construction

2 complete and there was no deviation? This divides this pie

3 into four segments and let me explain what those were.

4 This piece of pie right here [indicating] concerns

5 five of the 25 categories and three of the sub-categories.

6 Now, where we had previously identified, before Black & Veatch

7 came in, that a certain item of equipment was nonconformance,

8 we had an open nonconformance on that.

9 We identified the problem, we issued an engineering

10 change notice and that was being rectified in an existing TVA

11 corrective action system. And it pre-identified to the Black

12 & Veatch review. We put it in this category right here.

13 They culled out everything they found whether it was

14 construction incomplete, whether it was an NCR, it didn't make

15 any different, they wrote it down. That was their

16 instruction. This is proper. That's what they were supposed

17 to do.

18 So we had 32 of the findings from Black & Veatch

19 actually wound up in these five categories where they

20 deviated, but we had previously identified it on an NCR, an

21 ECN, engineering change notice, or some other corrective

22 action system.

23 This segment here Cindicating] representing six

24 categories --

25 MR. MARSH: I guess it goes with that statement that



you would not have expected that deviat ion to have been

corrected, even though it had been previously identified?

MR. BEASLEY: Right. It was in the process, it was

in the works.

MR.

not something

corrected and

MR.

MR.

MR.

MARSH: It was in the corrective mode; it was

identified that was supposed to have been

was not.

BEASLEY: Exactly.' You've got it.

WALKER: Traditionally called open.

BEASLEY: Thank you. I'm bogging down on

nomenclIature..

These six categories over here Eind icating3

represent 28 findings that deta-iled further investigation. In

looking at the category by the task force they determined that

there was no deviation in those.-

This gets us down to the problem segment here. This

was cross-hatched in red. We had deviations but from the

commitments that they satisfied the licensing basis. That was

53 findings and 10 categories or sub-categories. These met

the licensing basis.

That gave us seven problem categories where we

deviated from the licensing basis, and that represented 35

f ind ings.

MR. MARSH: In those cases, what did you do?

MR. BEASLEY: That's the next part of the
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MR. MARSH:. In the cases where you satisfied the

3 licensing basis you just went through some --

4 MR. BEASLEY: It satisfied the licensing basis; that

5 would not have caused anything to fail, any of the design

6 bases. Is th-at right, Ed?

7 MR. COLE: Yes.

8 MR.-WALKER: Can I try one?

9 MR. BEASLEY: Yes.

10 MR. WALKER: If it satisfied the licensing basis;

1.1 obvious-ly you said okay, I made an error; it was by my

12 methodology, but the system still meets its licensing basis.

13 MR. BEASLEY: It would not have failed.

14 MR. WALKER: Did you extrapolate if you made that

15 same error in the high pressure injection system that it would

16 not have caused that system to go outside --

17 MR. BEASLEY: It didn't have --

18 MR. WALKER: I picked the BWR term.

19 MR: BEASLEY: Safety injection is what you're

20 talking about.

21 MR. WALKER: Safety injection, that's right.

22 Were you satisfied that if you made the same error

23 in a different system, it wouldn't have taken that system out

24 of design basis?

25 MR. COLE: When we identified that there was a root
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1 cause of the problem, we looked and tried to take whatever

sample to determine if there was that same actual problem

3 caused by that same root cause. So we did sample those

4 systems to see if it had that same deficiency.

5 MR. MARSH: It was on a sampling basis? It

6 certainly wasn't complete; you didn't look at every system.

7 You sampled some?

8 MR. COLE: Some were sampled, and category

9 evaluations determined the methodology we went through to

10 determine whether we needed a sample or whether we already

11 knew for a fact with good cause that there were other

12 problems, if there was a mix on how we identified it as far as

13 generic capability. Some were already preexisting, known

14 conditions, so there was no need to sample. We knew there was

15 already an ongoing TVA corrective action program, like 79-14

115 inspections.

17 MR. MARSH: Did you have to go back to the vendor?

1i MR. BEASLEY:. I'm not sure we can really answer

19 that, because the task force relied on line people. We had a

20 lot of line people involved in this. Line people did a lot of

21 work to support this.

22 MR. COLE: I don't recall personally.

MR. MARSH: I'm asking if you had to go back to

24 Westinghouse to do a new analysis.

25 MR. COLE: I can't recall right now if they were



I involved or not.

MR..PIERCE: It's possible we actually went back'to

3 Westinghouse on some of these, but not too many of them. See,

4 this was a combined system. Part of it was designed by

5 Westinghouse, part by TVA. That's why we selected it as a

6 slice. So it's possible that we did go back to Westinghouse

7 for questions, technical assistance, and that would be

8 documented.

9 MR. BEASLEY: Okay. Let me cover what happens to

10 these seven categories .of the pie that is colored red.

11 [Slide.]

12 This is the result of the evaluations that were

13 performed by the task force concerning those seven

14 categories. In all of the seven cases, seven categories that

15 they looked at, they concluded that the adverse effect of the

16 deviation would not have resulted in equipment failure under

17 any design conditions which are part of the license basis or

18 -- and they either fill. up here or fill up here -- a safety

19 evaluation concluded that the failure of equipment affected by

20 the deviation would not have prevented the performance of any

21 nuclear safety function which is part of the licensing basis.

22 Now in an operating plant, when you have a piece of

23 equipment go out, you go through and you make an analysis. If

24 you find something wrong, you make an analysis to see what

25 would happen if that had been called upon to do its job in
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1 that particular case. That is the sort of evaluation that the

.2 task force went through, going back to the lin.e people to

reach these conclusions.

4 MR. NOVAK: Question: You're basing it on

5 redundancy on the second bullet. What you really have said is

"6 that if I had a problem on one component, I don't have to

7 assume that function wouldn't be carried out, because I have

8 another component there that could do the job.

9 Is that what you're telling us?

10 MR. BEASLEY: There was a way to take care of the

.11 problem. I think that's right.

12 MR. NOVAK: Yes, but that's due to redundancy.

13 MR. MARSH: Because you didn't go and reanalyze

14 events.

15 MR. WALKER: And the redundancy is based on that you

16 don't know your component factor. That's the way most

17 accident analyses are, that you don't know --

18 MR. BEASLEY: Ed, did I describe these correctly?

19 MR. COLE: Yes. From what you have up there, that

20 was what was used. Failure evaluation or safety evaluation.

21 MR. MARSH: An auxiliary feedwater system, some

22 portion of it is a single train, or then it becomes a two

23 train system. If you found something --

24 MR. BEASLEY: It's a two train system.

25 MR. NOVAK: I'm trying to understand, if you decided



1 that you learned something from the auxiliary feedwater

2 system, and then you put it into a category and it applied,

3 then, to another system which was a two train system, that

4 concern would have to apply to both trains.

5 The only thing you can be telling me, I'm trying to

6 understand, is if you give up on a complete system -- let's

7 call it your accumulators; let's assume for purposes of this

a discussion, you learn something, and it's kind of hard to go

9 from a feedwater system to accumulators -- but you could have

10 argued, then, that you can demonstrate that you meet your

11 safety function without accumulators on a best-estimate

12 analysis or something like that.

is I'm trying to understand -- that's really stretching

14 it, but I'm just trying to understand -- a safety evaluation

15 concluded that the failure of equipment affected by the

16 deviation would not have prevented the performance of any

17 nuclear safety function.

13 What do you mean by "function of any nuclear safety"

19

20 MR. BEASLEY: That that function would get carried

21 out.

22 MR. WALKER: Can I try? In an initial accident

23 analysis, someone usually assumes some design basis scenario,

24 assumes loss of offsite power, and assumes, depending on what

25 it is, whether it is the power of the plant, at cetera. Then
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2 In your analysis, did you assume that the fault that

a you detected was your component fai lure?

4 MR. MARSH: That's another question.

5 MR. WALKER: That's not where we're at. And I think

6 you did. Go ahead and answer the question.

7 MR. BEASLEY: I'm not certain.

8 MR. WALKER: Dr did you impose a limiting single

9 component failure, plus this failure.

10 MR. MARSH: Which would have been legitimate.

11 That's the rules of the game.

12 MR. WALKER: Because this failure, this is a known

1s failure.

14 MR. BEASLEY: To answer you conclusively, I would

15 have to go back and have the task force look at that. We'll

16 have to go back and look at this.

17 MR. COLE: The synopsis on the failure safety

1e evaluation was submitted. It's documented. It was with the

19 task force board.

20 MR. BEASLEY: It's in the record that we did submit,

21 that came up, what you just got.

22 MR. MARSH: Were there cases? Those are hefty words

231 there. I'm just wondering, were there cases where you really

24 had to examine the nuclear safety function of the system?

25 Were there cases that you real ly had to look at the aux



1 feedwate.r system's capability?

2 We know that it's document, but we don't have it-in

3 front of us. Can you answer that?

4 MR. MURDOCK: Jim Murdock, NSRS/TVA.

5 The safety evaluations that were performed on the

ts seven categories of failures did not follow the traditional

7 Chapter 15 safety analysis approach. They assumed, for

8 example, that the single failure that existed was a single

9 failure, did not take an additional single failure during the.

10 operation in the analysis and said, since our system is

11 single-failure-proof, the existence of that single failure

12 would not have precluded --

13 MR. MARSH: That's not the way single failures work.

14 MR. WALKER: Jim is agreeing with you, Ted.

15 MR. MURDOCK: I'm agreeing with you that that was

16 probably the more substantial comment that NSRS had in the

17 process of reviewing. But I couldn't disagree with the rest.

18 MR. MARSH: Are we going to learn how that comment

19 resulted in some reassessment?

20 MR. MURDOCK: No.

21 MR. MARSH: Since that was one of the comments,

22 then, was there a reassessment done?

2:3 MR. MURDOCK: No.

24 MR. MARSH: Why not?

25 MR. BEASLEY: I didn't get the full question.
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MR. MARSH: We have been discussing that this

assumption, the assumption that the identified failure

satisfied the single, failure criteria, and it was all that was

assumed, we have been saying that that does not meet the

single failure criteria assumption. You don't assume any

preexisting failure. It's a single failure.

Okay. Mr. Murdock said that was one of the chief

comments by NSRS. I asked, was there a reassessment done,

since that was one of the comments? Mr. Murdock said, no,

we're not going to learn about that.

I asked if there was a reassessment, and what's the

answer?

MR. BEASLEY: I don't think a further assessment of

these, based on -- there was not one based on the NSRS, as I

reca Il

MR. NOVAK: I'm trying to understand. Let me go

back.

Did you identify from these findings -- and you put

them into categories -- that based on what you knew about that

system, if a design basis even should occur, you had enough

information to conclude that that component would fail? Did

you, because that is what we seem to be assuming?

You say a safety evaluation concluded that the

failure of it -- now was that assumed, or was it demonstrated?

MR. BEASLEY: This would cover where you did not
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1 have -- if you had n ot found it, you would have no hardware

2 failures. This one is, if you hadn't found it and you did

83 have a hardware fai lure.

4 MR. NOVAK: I don't understand. You haven't found

5 it?

6 MR. BEASLEY: If we hadn't done Black & Veatch --

7 MR. NOVAK: You might have -- you probably had some

a findings r-elated to some piece of equipment. But to

9 conclusively demonstrate that what you saw, in fact, would

10 suggest, in fact, that if the system were called on to

11 operate, it would not have functioned, it would have failed.

12 There are a lot of things you can find out about a system that

13 don't preclude it's operability.

14 What you are saying here is that you did identify

15 components that would not function, if calledupon --

16 MR. BEASLEY: 'Let me see if I can give an example to

17 fit in this.

1s We had a problem with a hanger on a pipe. Something-

19 didn't live up on the hanger. Many of these things were on

20 hangers. 79-14 work had not been done on this, so we had many

21 of them.

22 If you have a hanger problem here, as the task force

23- evaluated this thing, they felt that that hanger would have

24 sat there and held the load and so forth even though it may

25 have been reduced, but it held the pipe in place. Nothing
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2 If the hanger had elongated and pulled some load

.3 down -- the hanger just didn't take any load; the pipe had

4 stayed there -- the function would have been there.

5 MR. NOVAK: That's different. Unless the pipe

6 breaks -

7 MR. MARSH: It wouldn't even enter this.

8 MR. NOVAK: Well, we're assuming what you meant by

9 No. 2 is that the pipe broke.

10 MR. MARSH: Or something broke.

11 MR. NOVAK Are you not saying that -

12 MS. ADENSAM: Or a valve failed to function, it

13 would not have functioned.

14 MR. NOVAK: Go back to the hanger. Many situations

15 say I can give up on ary one hanger and actual ly just look at

16 the surrounding hangers and actual loads, and the pipe would

17 remain in place.

is MR. BEASLEY:- Was that a good example?

19 MR. COLE: Yes, I think sco.

20 MR. NOVAK: So I guess we'd better study a little

21 bit more the definition of the failure of the equipment,

22 because what we're talking about here is the inability to

23 perform that safety function, deliver water, which would be

24 the safety function,

25. MR. BEASLEY: Which is what you've really got. It
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2 accident. That's what we concluded f.-a hs

a MR. NOVAK: That's a different understanding than

4 what we were talking about when we were applying single

5 failures.

5 MR. BEASLEY: Okay.

7 MR. MARSH: Why don't you try another example, like

8 the one -- was there a valve performance problem,?

9 MR. BEASLEY: All right. To answer that, I would

10 have to go back and make up these seven categories and look at

11 each one of the findings in those.

12 MR. MARSH: Can I suggest we go on? We're not

1S getting much -- maybe this is a subject for another meeting.

14 MR. BEASLEY: I think we need to be prepared to

15 expand on this.

1d MR. MARSH: Did you, if you found a case where the

17 hanger would have broken, but that you came to the conclusion

18 under the second bullet, did you correct the hanger problem

19 anyway?

20 MR. BEASLEY: Of course.

21 MR. MARSH: Regardless, even if you made the finding

22 that it was all right?

21- MR. BEASLEY: Fundamental.

24 MR. WALKER: The question deals more with

25 classification of the area. Presumably they fixed



I everything. Across the board, I don't know that.

2 MR. BEASLEY: That's right.

R MR. WALKER: Then you're back within your single

4 component failure analysis anyway. But the question comes, is

5 it properly classified?

6 MR. BEASLEY: If we hadn't done Black & Veatch and

7 nothing else had been identified that caused this item which

8 fell in this pie-shape of red over here, it would have been

9 picked up. If we had not done 79-14. I am confident that

10 many of these findings that Black & Veatch had on hangers

11 would have been picked up in a 79-14 review.

12 MR. HUFHAM: Don't you have another'slide? Let's

13 move on with that.

14 [Slide.]

15. MR. BEASLEY:. This was the conclusions of the task

16 force concerning the corrective action for the baseline of

17 acceptability with license bases. We bring them up for

18 completed work -- that is, the work we had already done, which

19 is the question you just had. If we had something wrong, we

20 went back and we got it fixed.

21 It also said the corrective actions that we had put

22 in place for work that was to be done after the thing had been

23 identified and corrected would be acceptable, and it may have

24 some enhancements in with it.

25 Then this is the task force conclusion. The
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1 deviations would not have prevented the performance of any

2 nuclear safety function, which is what we struggled with there

3 before.

4 MR. THOMPSON: One quick question. On that group,

5 the area that was the red and the hashmark, as I understood,

6 were those the ones you evaluated more careful ly for the

7 generic implications than other systems? I didn't hear you

a discuss that too much in our discussions.

9 MR. BEASLEY: All of those 25 categories were

10 carefully evaluated, thoroughly evaluated, evaluated in

11 depth. Those where we -- it was previousl.y identified or no

12 deficiency or it didn't deviate from the design basis, we

1S didn't go through this evaluation process to see what would

14 have happened if it had not been corrected. That's the

15 seven.. We went through -that detailed process of evaluating

16 what would have happened if it had not been picked up by Black

17 & Veatch or anything in the TVA corrective system.

18 MR. THOMPSON.: That's the question I was asking.

19 You looked at the auxiliary feedwater system. Did you look at

20 the feedwater systems or some other systems there on all of

21 those areas in the same careful detai I to have assurance that

22 this problem did not show up in other systems?

MR. BEASLEY: That was what the task force did. The

24 task force was looking at all the other safety-related systems

25 in the plant.
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MR. MARSH: He just mentioned feedwater, which is

2 not safety-related.

3 MR. BEASLEY: To the extent that the feedwater has a

4 safety function, it would have certain things that we've got

5 to isolate and so forth as pressure mounts and so forth, yes.

6 You are dealing with those things *in that -- since my name is

7 Gray, I hate to say grey area --

8 [Laughter.]

9 -- between full safety-related pipes and

10 balance-of-plant.

11 MR. THOMPSON: Right.

12 MR. MARSH: I have a process question. Just in

1; terms of the Black & Veatch, the slide was up there for awhile

14 -- I didn't get it all down, but I saw it started with Black &

15 Veatch lead reviewer, but it didn't end up with Black & Veatch

16 lead reviewer. I didn't say anyplace on there where the

17 problem was processed back through him.

18 Presumably, the person identified it in the first

19 place.

20 MR. ZIDZIUNAS: It was not.

21 MR. BEASLEY: I think this is a question for

22 you.

23 (Slide.)

24 MR. MARSH: My question, I guess, is why, now?

25 MR. ZIDZIUNAS: The modus operandi that we
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established is that the lead reviewer, in conjunction with our

2 System Project Manager in the field, at TVA's organjizatior"

3 went back to their Program-Manager in an effort to.resolve the

4 issue that was on a sort of do-loop there, and he was involved

5 at that point.

6 Once the lead reviewer and the Assistant Project

7 Manager that was there had reached the conclusion that they

S were not going to get any more information that was germane at

9 their level, it was bucked down to Kansas City to be looked at

10 independently.

11 MR. MARSH: Which is through the Project Manager?

12 MR. ZIDZIUNAS: The Project Manager. If I had

1? problems, I contacted our people in the field and asked

14 questions, but we did not formally put it back through that

15 loop.

16 MR. MARSH: I guess I didn't quite understand that.

17 You initiated, you said, the Assistant Reviewer, the Lead

18 Reviewer, and the Assistant Project Manager?

19 MR. ZIDZIUNAS: That's right.

20 MR. MARSH: Were involved in Kansas City?

21 MR. ZIDZIUNAS: In TVA's office.

21 MR. MARSH: They generated the problem. Then it

23 went to the Project Manager in Kansas City?

24 MR. ZIDZIUNAS: After they pursued it as far as they

25 could.



MR. MARSH: Then it went to TUA --

2 MR. ZIDZIUNAS: At the time they sent it to me in

S Kansas City, they notified TVA that that's what they had

4 done. At that point in time, it had a preliminary

5 classification.

6 Now the findings report came to Black & Veatch in

7 Kansas City. All future correspondence from TVA to Black &

8 Veatch on that item came to Kansas City, and that's where a

9 secondary decision was made.

10 It may have reinforced their original conclusion.

11 It may have changed their original conclusion.

12 MR. MARSH: But they were not involved in the

1:3 process at the end. How can you say that?

14 My question, I guess, is still the same that I

15 started with. Why didn't you involved the lead -- the

16 initiator at the end of the line, regardless of where he was?

17 MR. ZIDZIUNAS: Because we had agreed on a certain

18 set of groundrules that we followed.

19 MR. MARSH: But isn't there at least a concern that

20 --

21 MR. ZIDZIUNAS: There was a third-level review. We

22 had senior people that were completely independent of the

23 people who found the thing and the people in Kansas City who

24 evaluated on a secondary level. And these people were

25 eminently qualified to look at the total picture. They



received everything that the people in .the field had put into.

the package, everything that was sent to Black & Veatch, and

3 they'sat down and read it and digested it and discussed it,

4 and they put the final classification on that item.

5 If there was a discrepancy between what project

6 manager did and what the senior revi'ew team did, there was

7 some additional discussion.

8 MR. MARSH: You always leave yourself open to not

9 understanding what the initiator meant, thought, or at least

10 understood --

11 MR. ZIDZIUNAS.: That's one of the reasons why, if

12 you look at the report, you will see they are all in the

13 original hand of the person who wrote them. Before we put out

14 the final report, they were privy to that information. It

15 just didn't have a formal input at that time.

16 MR. MARSH: Did they see them?

17 MR. ZIDZIUNAS: They were available to them. The

18 report was divided up into several pieces. There was a

19 discussion by each of the disciplines, okay, that were.

20 written. Those pieces of that report were written by the

21 people who found the items, so they were cognizant of what had

22 happened, okay, though they were not party to the closeout.

MR. MARSH: My only point is, it certainly makes a

24 more complete review to process through the closeout of items

25 back to the initiator to make .sure that you have understood



I the con~cern in the first place.

2 I'll just leave it at that.

a MR. BEASLEY:. (Slide)

4 Let me go back. We issued a report from TVA on

5 March 29th, 1984, and that was submitted to NRC. We came

6 right here in this room after lunch on April 9, 1984. We met

7 and we discussed this. The slides that I used describing the

8 task force were the slides that Henry Jones used that day at

9 his meeting.

10 Lot me tell you what was in the report that we

11 submitted.

12 (Sl ide)

IS The conclusions that were formed by the TVA policy

14 committee in that report that was submitted on March 19th, was

15 not s-omething that the task force did, or something that I did

16 as chairman of the pol icy commrrittee. The members of the pol icy

17 committee hand a hand in writing it. Mr. Anderson wrote parts

is of it, Mr. Culver and his people wrote parts of it. The words

19 were there.

20 There were conclusions, there were six conclusions

21 in that report; two of them concerned that the generic

22 evaluation was sufficient to identify deviations. Black and

2? Veatch review was of sufficient depth.

24 At the time we made that report, we said significant

25 deviations have been corrected. All of them had been
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I corrected. I used the word "significant" here because that

2 agrees with what we said in the report.

3 And then eva'luations performed indicate -- the

4 evaluations, the ones we just had the discussions about,

5 indicated if these things had not been found and corrected, no

6 indication that the affected structure system components would

7 not have performed its safety functions.

8 Now, the bottom line on here which goes back to your

9 question, Hugh, based on the programmatic reviews we had"--

10 and I mention them first, Theodore Barry and Associates,

11 United Engineers, Nuclear Safety Major Management revi-ew on

12 Watts Bar, the Black and Veatch independent review, the stack

13 of material, the task force generic evaluation, that

14 committee, that policy committee felt there was reasonable

.15 assurance that Watts Bar is capable of performing its safety

16 functions.

17 I think those may be your words, Jim.

18 That is the end of my slides.

19 MR. THOMPSON: Was there any uniqueness in that last

20 sentence, "capable" -- I can't read it from here. But you

21 said capable of performing safety functions?

22 MR. BEASLEY: Any uniqueness, no hidden meanings and

21 so forth?

24 MR. THOMPSON: Yes. Rather than meeting its

25 licensing commitments, or licensing requirements, or FSAR



1 requirements.. That was the same intent?

2 MR. BEASLEY: The plant would have done its job.

3 That is what this is saying.

4 MR. WALKER: Can I interpret that statement to mean

5 that you have -- that you are confident that the QA program

6 that did exist and currently exists, is ef fective and will

7 reach a bottom line that everything is corrected according to

8 the requirements?

9 MR. BEASLEY: I can make that statement for th.

10 Office of Engineering. That is correct.

11 MR. NOVAK: Hugh, ; think we have got to get

12 clarification c.C your point, because certainly, in looking

13 oa--wn the system the most demanding thing would be, say, an

14 FSAR requirement or something. You could fail to meet an FSAR

15 requirement or a licensing requirement, but still meet the

16 intended safety function. That has been demonstrated time and

17 again. That is margin, that is all that is.

18 MR. BEASLEY:. Yes.

19 MR. NOVAK: So, I think what you are telling me, or

20 that last paragraph is intended to suggest, is that despite

21 perhaps not meeting an FSAR requirement, or some safety

22 licensing basis, you are confident that in fact the system as

23 designed and constructed would have satisfied its safety

24 function, which is really the bottom line.

25 MR. BEASLEY: Right. Exactly.



MR. NOVAK: It is the bottom line in the sense of,

2 as a minimum it must accomplish that. It may fail to meet

an FSAR requirement. I could use flow as an example. You may

4 have a flow requirement that you didn't demonstrate, but the

5 measured flow in fact would have accomplished the safety

6 function. And I think people can understand that.

7 MR. BEASLEY: Yes.

8 MR. MARSH: Let me come at it another way.

9 Even though these deviations have been corrected,

10 are you back within both your FSAR commitments and the

11 safety function requirements?

12 MR. BEASLEY: Yes. We are back.

15 MR. MARSH: Everything is exactly back to where it

14 is in the FSAR? No changes?

15 MR. BEASLEY: That's what this statement here means.

16 MR. MARSH: That means all deviations?

17 MR. BEASLEY: Right, that is what I qualified. I

18 said at the time we made our report we threw the word

19 "significant" in because some corrective actions were still in

20 process.

21 MR. WALKER: I hope it means not only back and will

22 remain within the FSAR commitments.

23 MR. BEASLEY: Yes.

24 MR. WALKER: That the corrective actions that you

25 took --



MR. BEASLEY: That's the goal.

2 MR. WALKER: -- will make you stay within the FSAR

a commr~itments.

4 MR. BEASLEY: Yes.

5 MS. ADENSAM: Did your significant deviations

5 include those that were in the red cross-hatched area on your

7 curve?

S MR. BEASLEY: Yes.

9 MS. -ADENSAM: Do I understand you correctly that you

10 went back -- in that red cross-hatched area, you went back on

11 those deviations. You said even though they meet the

12 licensing bases and don't meet the licensing commitments, what

is implications are there in other safety systems within the

14 plant? And you did a generic look?

15 MR. BEASLEY: That was: for the other safety systems

16 in the plant. That red pi.e, that was what that was dealing

17 with.

is MS. ADENSAM: Al l the red, the cross-hatched and the -

19 solid, those were the ones you went back and looked at the

20 other systems? Those are the findings that you went back and

21 reviewed on the other systems?

ze MR. BEASLEY: Excuse me. I am going to have to go

23 back further.

24 MR. MARSH: I think he said that they sampled the

25 other systems, they didn't go back and do every other system.



1 If they found a widget broken on the aux feedwater, they

2 looked at widgets on certain systems.

3 (Slide)

4 MR. BEASLEY: What you were talking about were the

5 ones that were in this part here. This also included looking

6 at other systems where there wasn't a deviation in another

7 system.

8 This green cross-hatched here, also indicated

9 looking at other systems to see that there wasn't a problem.

10 there. This is how they fell out, as being no deviation. That

11 is for the remainder of the systems on Watts Bar.

12 MR. THOMPSON: What was your basis? Just, I guess,

13 judgment as to why all those deviations were detected in the

14 auxi I iary feedwater system, but seemed to not occur in any

15 other system at TVA.

16 I know it seems kind of strange to have such a large

17 number of findings, I guess, that had gone through the QA

18 system that never showed up in any other system.

19 Now, am I not interpreting that piece of the pie

20 correctly?

21 MR. BEASLEY: There were many findings that were

22 something very, very minor wrong. The bases for this

23 conclusion on this was an all-day session every day for a

24 number of weeks, by about five of the most qualified technical

25 people in the Office of Engineering and the Office of
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Construction sitting down and carefully analyzing the findings

2 that Black and Veatch identified on feedwater.

3 MR. THOMPSON: Were you one of those five most

4 qualified individuals?

5 MR. BEASLEY: No. I was not. One of them is

6 present. Mr. Cole here was a member of that team. He sat and

7 deliberated and worked on both.

a MR. THOMPSON: Maybe you can give me your judgment,

9 Mr. Cole, as to why you thought they -- what was the bottom

10 line judgment you think that you drew of making that

11 determination that these related only to the auxiliary

12 feedwater system and not to any other system at Watts Bar.

9 13 MR. COLE: I guess, based on their looking at those

14 specific findings and identifying the root cause or what

15 caused those findings aux feedwater, and then interviewing

16 people in the.line organizations. Also looking at various

17 documents.

15 I will just give you an example. There was one of

19 them out of function, a type of informational drawings. That

20 represented a considerable number of findings. You know, we

21 reviewed other drawings which were not out of function on some

22 other drawings that had the same problem. But that out of

23 function did not cause a deviation. There was no problem

24 because of the out of function information.

25 MR. THOMPSON: It was the way the item was



I identified?

2 MR. COLE: it wasn't necessarily no deviation,

:3 meaning that it didn't occur elsewhere. It meant that the

4 findings -- you kncow when we grouped them together and looked,

5 did it deviate from the licensing commitm~ent or the licensing

is bases? Plus, you know, we revi-ewed it for generic

7 applicability.

SMR. THOMPSON:' I thought you said those were the

9. ones you didn't review., I guess you reviewed it for generic

10 applicability and concluded it did not have any applicability

11 to any other system.

1Z MR. COLE: That's right.

IS MR. BEASLEY: Do you understand what it means by out

14 of function?

15 MR. THOMPSON: No.

16 MR. BEASLEY: I think that is important, because

17 function is a very key word.

is On TVA drawings we show the feature that is being

19 described. If it is a pipe that is coming by here, the

20 details of that pipe are shown in very heavy lettering, and in

21 very heavy lines. And it is very obvious the contrast between

22 that which is "in function" and what is "out of function."

23 The out of function may be a little, very light drawing of the

24 background of the pump. So that a person looking at that

2.5 drawing can get a better mental image of what that drawing is



1 pertaining to. The out of function has no details, it is not

used in design for any other purpose. It is not-used in

a construction. It is just scenery orn the drawings to. help the

4 people as they read the drawings.

5 MR. WALKER: You would determine the out of function

13 is not a regulatory problem in the first p lace.-

7 MR. BEASLEY: It is not required by AE practices -

a 'MR. WALKER: If the out of function drawing is bad,

9 you don't have a problem -

10 MR. BEASLEY: If the out of function drawing is bad,

1.1 nothing will ever be done because it is bad.

12 MR. WALKER: Could I try one other thing. If I read

1s that pie chart right, you may have had 4- or 500 findings.

14 Ultimately you came down to only -- the ones that are in that

1.5 white, whatever number is in that.

16 MR. BEASLEY: That is 148.

17 MR. WALKER: -- were valid findings.

1s MR. BEASLEY: Yes. That is basically valid as

19 pertaining to those systems.

20 MR. WALKER: The next chart shows you what those

21 were.

22 MR. BEASLEY: Right. Exactly.

23 MS. ADENSAM: What I understood you to say, the

24 green cross-hatched area, those were deviations on the aux

25 feedwater system. But, the task force evaluated they were not



deviations on other systems.

MR. BEASLEY: They were findings on the auxiliary

feedwater system.

MS. ADENSAM: Were they deviations on the auxiliary

feedwater system.

MR. BEASLEY: We did not consider them deviations,

no.

MS. ADENSAM: So the no deviation could apply to the

aux feedwater system as well as other systems?

MR. BEASLEY: Yes, that's right.

MS. ADENSAM: Okay.

MR. BEASLEY: We did not debate with Black and

Veatch. That was not the purpose. We took what they

identified, the ground rules that they were given, and they

did a good job with tha.t.

When we took a look at the generic applicability

there, if we didn't agree there was a deviation, we didn't get

it basically, we would say there were no deviations.

MR. NOVAK: Let me go back to the Thompson

question. I think we were both looking for the auxiliary

feedwater system. You had some 400 findings, some fraction of

which you concluded were significant or something to the

auxiliary feedwater system.

Then they were grouped into categories, I think is

what you are saying. Rather than deal with them as specific
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I findings, you dealt with them as categories, so that you did

2 not come up with a number of simi lar findings .for other

systems?

4 MR. BEASLEY: That's exactly right.

5 MR. NOVAK: That's what we were looking for.

6 But, you have a projection. In other words, one

7 finding in an auxiliary feedwater system might result in ten

8 findings when you sum it up across the plant, which is not a

9 number we saw'. Except you said that category was appropriate

10 to the balance of the plant kind of thing.

11 MR. BEASLEY: Yes.

12 MR. NOVAK: I th'ink that is what we are trying to

13 come up with. Did the auxiliary feedwater system stand out

14 like a sore thumb, or was it just the way you followed through

15 that we are not geitting this comparison? For example, if you

16 were to just estimate how many similar findings would the task

17 force have come up with for the balance of the plant?

18 MR. BEASLEY: If you use the exact same rules as

19 Black and Veatch?

20 MR. NOVAK: Yes.

21 MR. BEASLEY: I don't know, but it would have been a

22 large number. I wouldn't venture a guess, but it would have

29 been a large number of items.

24 MR. NOVAK: It would have exceeded the number of

25 findings on the auxiliary feedwater system, I am sure you are



telling me, by some number?

MR. BEASLEY: Yes.

Let me see if I can give you an example of how we

4 took findings to a category. We had an engineering change

5 notice. Some of the people thought that it was closed --

6 some thoughts were that it was:closed. It turned out in fact

7 it was not closed.

8 There were 25 or 26 hardware problems identified by

9 Black and Veatch, that it all went back to this one root cause

10 on this one ECN, so that was folded into one category.

11 We also had categories that dealt with only one

12 finding. We had a one on one correspondence between a

13 category and a finding, if it was one of those. There were

14 several of those nature. Instantaneous breakers that we

15 talked about.

16 MR. HUFHAM: Elinor, this was only scheduled until

17 3, and I really want you to hear the other portion of this.

18 MS. ADENSAM: We are not leaving.

19 MR. HUFHAM: I do want to say -- and I don't mean to

20 cut Gray off -- this presentation he uses basically the same

21 slides he used in April 1984, or Henry Jones used.

22 MR. BEASLEY: Henry Jones used.

23 MR. HUFHAM: At that time TVA brought more people

24 like Ed Cole and all that were involved in the safety

25 evaluations. In your discussion following this meeting -- we
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I didn't .bring that level of people with us today -- we asked

2 Gray to give us this level, this program level -- we need to

3 know what other questions you have further down. And with that

4 I would like to go on with the NSRS side of Black and Veatch.

5 MS. ADENSAM: Do we want to take a five-minute

6 break?

7 MR. WALKER: Somebody ought to thank Gray. I think

s he cleared up a lot of questions.

9 MR. BEASLEY: Thank you. Just by listening, you

10 thanked me.

11 MS. ADENSAM: I would like to ask, if you can, be

12 back here in five minutes.

13 Thank you.

14 (Recess)

15 MS. ADENSAM: Back on the record.

16 [SLIDE]

17 MR. MURDOCK: I'm Jim Murdock, Head of the Technical

18 Analysis and Requirements Group of the Nuclear Safety Review

1s Staff at TVA. I am here to tell you the details of the NSRS

20 assessment of the total Black & Veatch activity.

21 I had a group of nine staff engineers who used

22 principally as our starting review point the Task Force report

23 which categorized all of the findings into various groupings

24 according *to root cause. Each of the findings that was in a

25 given category was by number included in theTask Force



summary of the documentation.

2Where necessary, my staff proceeded to evaluate

3 individual findings in order 'to assess the degree of

4 completeness of corrective actions.

5 Organizationally, I divided the reports into three

15 functional areas -- electrical I&C being one, the mechanical

7 disciplines, the system engineering type approaches being a

•8 second; and thirdly, the civil structural portions of the

9 design -- and divided the guys up according to their

10 particular backgrounds and experiences related to each of

11 those general disciplines.

12 My boss at the time, Newt Culver, had participated

13 in the Black & Veatch process essentially from the beginning,

14 and we had had as an organization a recommendation for that

15 such a review be.done.

16 Most of the team at NSRS performed the review. I'm

17 talking about over half of them, counting them. Myself did

18 not start working for NSRS until January of 1984. So our

19 experience with the Black & Veatch activity started with the

20 documentation that has existed in January of 1984.

21 MR. THOMPSON: Do you know the basis for the

22 recommendation that you had, like the Black & Veatch type IDUP

23 be done?

24 MR. MURDOCK: It's what I was told by Newt Culver,

25 which was basically recognizing the program control
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1 deficiencies that had been present and identified by .number of

2 differen.t reviewers was to assess the Watts Bar Nuclear Plant

S final as-built systems, if you will, to see what the final

4 product looked like, to judge it against the set of criteria,

5 in this case the Black & Veatch criteria, with the commitments

6 of the FSAR to see if we had faithfully delivered a system

7 that would do what it was supposed to do via the commitment

8 route. Basically that was why Newt Culver had recommended

9 such a review be done.

10 [Slide]

11 The purpose for my group's involvement was to

12 support Newt Culver's signature on the Policy Committee

18 report, which was to be the TVA corporate position on the

14 Black & Veatch review activity.

15 In order to support that, we had to answer a number

16 of questions. They are outlined on this Vu-graph, and you can

17 read for yourself. There is not a great deal of additional

18 explanation needed. It's rather self-explanatory.

19 MR. WHITT: Would you go over those? People back

20 here can't see them.

21 MR. WALKER: Can I ask you a question while we are

22 on that? I haven't been able to read any of the graphs, and

23 some of them have had some information that would be nice for

24 me to digest after I leave here. Is there any possibility we

25 can get a copy of them?



1 MR. BEASLEY: They are right here sc' they car, be

a Xeroxed.

3MS. ADENSAM: I was going to ask TVA to provide us

4 copies for the record.

5 MR. WALKER: Okay.

6 MR. MURDOCK: I stated the first purpouse, which was

7 to determi~ne if NSRS could support the Policy Committee

8 report, and if there were areas where we disagreed with any of

9 the activity, to provide documentation of-any areas we thought

10 needed additional action. In order to do that principal

11 function, we felt that we needed to assess what we thought

12 about the Black & Veatch review itself, the quality, and was

13 it appropriate, was the aux feed system appropriate and so

14 forth.

15 Second aspect was- how faithful ly and adequately and

16 consistently did TVA respond to the Black & Veatch findings.

17 How effective was the process in determination of causes and

is generic applicability?-

19 And lastly, in those areas where we found that we

20 did not meet the design basis, in effect, or the licensing

21 basis, evaluate the analysis of the conditions had the Black

22 &Veatch review not been done; what would have been the

28 condition of the plant had those not been done.

24 Each of my staff prepared his input to our final

25 report based upon what he reviewed in his detailed



I reviews. This -involved interactions with the line

2 organization, reviewing all the stacks of paper. There are

8 a number of pre-report iterations where the line organization

4 explained to us the methodology and the logic for how they

5 arrived at a specific corrective action.

5. Additionally, they interacted with members of the

7 Task Force in terms of why was the generic applicability in a

a given case determined such and such; why. was this classified

9 as something that wouldn't have satisifed the licensing basis

10 but would have satisfied a license commitment or vice-versa?

11 Those kinds of questions were'explored in great detail with

1 the Task Force.

15 From those detailed staff input, I prepared an

14 initial draft report. That draft report was then circulated

15 to every member of the group. Since in some instances I did

16 not understand the points they were making in a specific

17 discussion, I converted those words into my words. I wanted to

1i make sure that I was faithfully reflecting the ideas that they

19 were trying to put forth.

20 I received essentially nothing back at that point

21 other than editorial-type comments, punctuation, spelling,

22- those kinds of input. At that point I entered into the process

28 of getting the report out of NSRS in final form. It involved

24 dealing directly with Mr. Culver, who did a very, very

25 detailed review of our initial report.



1From that exchange there was a considerable amount

2 of give and take between Mr. Culver and myself as to what -was

3 behind each and every sentence in the report, in

4 essence. Since we were basical ly interested in what product

5 was delivered at the Watts Bar site, many of our more

6 subjective thought processes that were in the, report could rnot

7 be extrapolated to a plant condition or a specific plant set

a of conditions. Those were, to paraphrase his words, if you

9 have got a problem in that area, you need to do a bit more

10 work to develop the issue.

11 I1 agreed with his conclusions about those

12 Sentences. They were deleted from my draft report, and the

1s final report, R-84-19 Watts Bar was published in July of `19-84.

14 MR. THOMPSON: What kind of things? Could you give

15 us an example of areas that reeded more sharpen'ing on your

16 views and that were therefore deleted from the report?

17 MR. MURDOCK: One example was I went in some detail

I8 discussing the safety evaluations. We did a lot-of arguing

19 about words, discussion of words, what the line organization,

20 this word means this, you have used it in that context. But

21 since it didn't really have any specific hardware deficiency

22. associated with it and the basic conclusion of the evaluation

23 was that the plant would have performed its safety function,

24 the fact that they didn't do a Chapter 15 safety analysis was

25 a moot kind of a discussion at that point. It did not really
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or not. That kind of discussion.

3 There was a lot of discussion revolving around th-e

4 documentation of requirements, whether a requirement was an

5 enhancement, a system enhancement. You know, mostly I would

6 put in the category of word engineering of -some of the pieces

7 of paper that we had reviewed. I don't think there was

a any specific hardware deficiencies involved in any of those

9 kinds of things that were deleted from the report, from the

10 draft report.

11 MR. WALKER: One of the basic reasons that I

12 understand reviewing this report of Black & Veatch is to learn

132 the adequacy of the existing processes that got you there,

14 your GA organization, construction organization, and you are

15 going to tell me after I g et through with this Black & Veatch

16 report that I have got that, yes, they did their job, I know

17 it because they looked at the system and basically it met the

18 requirements. That's my understanding of what you do with the

19 Black & Veatch report. Correct me if I'm wrong.

20 MR. MURDOCK: You have to put that in context,

21 Roger. If you said would the plant have met all of its

221 licensing commitments prior to the Black & Veatch review, the

2:3 answer is no, it would not have because we changed a lot of

24 things.

25 MR. WALKER: Your conclusion, the Black & Veatch
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conclus ion was, as I understand it, even if you would not have

done the B-lack &Veatch report, the systems-in the plant would

do the ir safety functions.

MR. MURDOCK: Correct. They would have performed

their safety funct~ion.

MR. WALKER: That conclusion is-relevant to how your

plant would be viewed in the GA function. What I'm getting to

and where allI the discussion on that -- your safety

evaluations is you reach that conclusion under those safety

evaluations of those findings, and there is in our mind, it

seems to me, a defect in the way you did because you don't do

them by the methodology that we traditionally used. So I

don't know if that conclusion is valid.

Granted, all the hardware is corrected, but it does

speak to how good your GA program was up to-that point.

MR. MURDOCK: That was not a part of my assessment.

My assessment was not to determine whether --

MR. WALKER: I wanted to explain why we are banging

in on this issue.

MR. MURDOCK: I understand. My purpose in doing the

assessment was not to judge whether al I those TVA

administrative control programs were functioning properly

before or after. TVA needed to arrive at scwne conclusions

about that aspect. That wasn't my function.

MR. WALKER: I guess I kind of wonder if you were
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1 using the traditional Chapter 15 analysis when you reached the

2 same conclusion, and that may be a differ-ent subject.

:3 MR. MURDOCK: After some approximately three months

4 of very, very intensive review -

5 [Slide'j

6 MR. THOMPSON: Did you say three months?

7 MR. MURDOCK: Three months by my group. In that

8 period we looked at the Black & Veatch reports, both the

9 initial repor-t, which was so thick, plus the supplemental

10 reports, which was another volume, added up to some 14 volumes

.11 of report that were from 3/4 of an inch to a half-inch in

0. thickness, roughly.

118 We looked at the TVA program team activities. This

14 was the team that tcook the individual findings and arrived at

15 corrective actions in dealing with the line organization. In

16 many instances we had direct interaction with the cognizant

17 line organization, such as EEB, the project people and so

is forth and assess what they had done, why they had done that

19 methodology and so forth.

20 We dwelled in great detail on the Task Force report

21 itself. By that time, near the two-thirds point of our

22 review, there was a Policy Committee report, which we were

2:3 basically doing our review to support. And lastly, to assure

24 ourselves that some of these things that were more significant

25 had been done on the site, a number of my people went to the
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2 ESlide]

3 At the end of that process, we wrote a report, which

4 I have described how it was written. Early in the report there

5 is a conclusion set. These are the distilled essence of the

6 conclusions from the R.84-19 WBN report. You will note that

7 there are qualifiers along the way. I think there is good

8 reason why. There were nine strong individual reviewers in my

9 group plus myself looking at this thing, and to say all of us

10 agreed al.I the time on everything would be ridiculous. We did

11 not.

12 I was manager of the group and I negotiated with my

13 boss those things that we could support in a one-on-one

14 meeting with the world. Those were.things that made it into

15 the final, report. If there was question as to whether we

16 could find any substantLal recommendation in some of the

17 verbiage, the verbiage was deleted.

IS So I can't say that everybody agreed in everything I -

19 said in the final report. I don't run a consensus

20 organization. Decisions had to be made. Newt Culver and I

21 made those decisions and wrote the final report.

22 I think this is a fairly strong set of conclusions,

23 recognizing the position that NSRS is in. We are a corporate

24 level adviser to the general manager and board of directors.

25 MR. THOMPSON: Before we go to those, would I be
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2 which would have drawn even more conclusions that would

have been less supportive than the report that you ended up -

4 NSRS ended up transmitting?

5 MR. MURDOCK: There would have been other

6 recommendations in the report. Everybody wants to look at

7 forests, and I believe in looking at trees. There-are some

8 differences of op'inion in my group a Is to whether we ought to

9 be looking at forests or looking at trees. We ended up looking

10 at trees.

11 MR. WALKER: My further understanding is that those

12 other evaluations yo'u and they did not believe were

IS substantiated by the facts you had in front of you, and that

14 is why they didn't get in the report?

15 MR. MURDOCK: Precisely. And they were all,' to the

16 man, told that if there is an issue you feel has not been

17 addressed in this report, do the staff work to develop the

1s issue to where we can do something with it. Just saying "I

19 don't like something" is not a sufficient staff action. You

6.0 have to have a specific finding that has some specific problem

21 that someone can do something about. I view our staff

22 function to be just that. Not liking something just because

23 I'm me is not sufficient.

24 MR. THOMPSON.: You looked at more of the making sure

25 you meet -- if you fell below' the minimum standards, you were



97

I able to identify that specifically, and therefore that tree,

2 you cut it down or replaced it. If it was you are shooting

S for a level of excellence, that was not the purpose of this-

4 report. And those items that were shooting for a level of

5 excellence that may have been above a minimum standard did not

6 make it in the report. Is that another way to look at it?

7 MR. MURDOCK: Right. That's another way to look at

8 it.

9 We concluded that the aux feed system was a good

10. choice for this review. It was a very complex system and had

1i interfaces with the reactor manufacturer, had TVA design, had

12 TVA bulk components, had Westinghouse bulk components, a lot

13 of EI&C stuff, good strong system design requirements and so

14 forth. A very good system. Any discipline involved anywhere

15 in the plant is involved in designing and building the aux

16 feed system.

17 Our review of the Black & Veatch report and its

18 supplemental report indicated to us that we had no questions

19 at all in general as to the technical adequacy of their

20 review. It was complete, very thorough. I think to bring a

21 bunch of people in from the outside to absorb what they did

22 about the TVA system in such a short period of time was a very

23 strong endorsement of the aux feed system, as far as I am

24 concerned, and of their organization in doing the'review. It

25 was a very, very competent review.



When I say general ly complete, there were some

2 reservaitons in my group that maybe Black & Veatch could have

S spent a little more time on the reactor site looking at some

4 of the hardware in the plant. That was not reduced to

5 anything more than an observation in our final report,

6 principally because we couldn't find anything more additional

7 wrong that they would have found necessari ly.had they gone to

S the site.

9 -So it was a nonspecific observation, so to speak.

10 MR. THOMPSON: I forgot to ask the.question

11 earlier: Did Black & Veatch do a complete walkdown of the

12 auxiliary feedwater system on site?

1s MR. ZIDZIUNAS: The answer to that is no, we did

14 not. We spent I don't know whether it is four or six weeks

15 with four people at the plant, and we covered the territory

16 that we could cover in that length of time.

17 MR. THOMPSON: Would you give me some feel for how

18 much of the site walkdown occurred?

19 MR. ZIDZIUNAS: We got through some of the

20 containment connections into the reactor steam generators,

21 then through the pump room, the turbine area and the

22 motor-driven area. We got through a substantial portion of

213 the piping coming over from the condensate system, and a

24 substantial portion of the interconnecting piping. We got a

25 good portion of that system, but we only had, I think, four
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people full-time at the site. We had the engineers that ran

2 the design office go out there at least one day and look at

3 other things that they might need to look at.

4 MR. WALKER: That sounds like piping and

5 valves. What about the control systems and electrical power

6 supplies?

7 MR. ZIDZIUNAS: We had electrical people out there

a from the office, and a technician, I think, was out there two

9 days.

10 MR. WALKER: Looking at cable tray routing and

11 separation?

12 kMR. ZIDZIUNAS: Not so much routing, but looking in

13 some of the panels to see what was going on in the panels. We

14 had some observations relative to cable trays which are

15 documented. The system is principally a hydraulic system, so

115 we had the biggest number of people who were mechanically

17 oriented. We had people going through the drawing portion in

18 their office. They only spent a day.

19 MR. WALKER: Di'd they look and see if what was in

20 the field was what was on the drawing with respect to control

21 systems?

22 kMR. ZIDZIUNAS: Yes, and there were findings

23 there. TVA had to go back and address those findings.

24 MR. WALKER: Thank you.

25 MR. MURDOCK: We found that the resolution of
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I specific findings in those instances we sampled that we looked

2 at we generally agreed with the resolutions. Again, we are

3 all engineers. Everybody has an opinion on how to do things.

4 Our guys have conclusions, well, this wasn't as good as

5 somebody else did it. They couldn't show that it wasn'.t

6 acceptale, and as far as I was concerned, those kinds of

7 disagreements were judgment and didn't belong in the final

8 report.

9 But we did substantially agree with the technical

10 resolutions. We agreed substantially with the categorization

11 of findings, determination of cause and generic

12 applicability. Some of the findings could have had more than

13 one root cause. The author had the freedom to assess which

14 was the principal root cause. Again, you could have an

15 opinion that, well, this cause i's a little more important than

16 that cause, but it is strictly opinion.

17 So I think we can support the generic applicability

18 classification and the-root cause determination.

19 I wrote the next sentence that was in the Policy

20 Committee report. I think obviously I am going to support the

21 conclusion, namely, that there was no direct indication that

22 the structure, system or component would not have performed

23 its safety function had the review not been done. It took a

24 long time to write that sentence because we struggled over the

25 safety analysis bit.
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MR. -THOMPSON: Is that why the word "direct" is in

2 there?

3 MR. MURDOCK: Yes, precisely. Direct.

4 MR. THOMPSON: So you would feel, because of the

5 Chapter 15 analysis approach methodology, that there may be

6 indirect items that you are just not aware of?

7 MR. MURDOCK: Of course.

a MR. THOMPSON: You didn't do that type of analysis.

9 MR. MURDOCK: TVA, to my knowledge, did not do that

10 kind of analysis. So in the absence of that, our report said

11 it leads to indeterminate conditions that could reduce the

12 margin of safety. We found no indication that the safety

1 function would not have been performed. We think in terms of

14 the levels of safety that-we all in industry like to talk

15 about, first, second, third level of defense, we reduce the

16 margin in the second level of defense. It doesn't mean we

17 eliminate the margin, but we reduce it.

18 MR. THOMPSON:. As far as I know, this process did

19 not determine what that was.

20 MR. MURDOCK: No, we did no safety analysis

21 ourselves to determine the extent of that.

22 MR. MARSH: Did you rely on any of the inherent

23 margins that we require? Do you require, for example, DNBR's

24 be greater than 1.3? Did you rely on that margin between 1.0

25 and 1.3? I don't know if you got that specific.
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MR. MURDOCK: Our group did not get that specific.

MR. THOMPSON: Ralph, if I might, do you understand

3 the issue that NSRS has raised there about the direct versus

4 indirect' under Chapter 15, on reduction of margins?

5 MR. SHELL: I think we understand it, yes.

6 : MR. THOMPSON: You agree in essence with that, the

7 way we characterize that there is a reduction in some of the

8 areas -- there is some indeterminate reduction in some of the

9 margins of safety over the FSAR?

10 MR. MURDOCK: Let me clarify that just a bit, Hugh.

.11 We said had the Black & Veatch review not been done. The

12 Black & Veatch review was done, the system deficiencies were

13 correc.ted. Any deficiency that was found was evaluated for

14 generic applicability and any generic application was

15 corrected around the plant.

16 So you know, it becomes moot. Why argue about

17 something that's already corrected? The process by which they

1s evaluated what would have been -- I question whether you

19 really need to do that. It does give you an additional warm,

20 fuzzy about the condition of the plant. It takes a little of

21 the burden off of the generic applicability review, perhaps.

22 It certainly does support the end product as being a pretty

2.3 good end product.

24 MR. MARSH: Did you make any decisions based on that

25 conclusion? Did you decide not to fix something on another
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1 system because of that?

2 MR. MURDOCK: No.

3 MR. MARSH: So what is the point of that sentence,

4 then?

5 MR. MURDOCK: We were trying to assess what is the

6 end condition at Watts Bar. Is it a good condition? I don't

7 think to this day anyone in-his right mind would stand up and

a say that there is any plant in this. country that's perfect.

9 We're trying to assess what is the nature of --

10 MR. MARSH: I'm sorry, I.didn't mean to interrupt

11 you. It's a statement about quality control;. that with the

12 quality control that you relied on, you would not have met

13 your requirements.

14 MR. WALKER: He's coming from the same place I'm

15 coming from. Your question of -it being moot I may or may not

16 agree with. The reason I may not agree with it -- and I have

17 to think about that a bit -- is if this was to determine the

18 adequacy of the quality assurance program that got you there,

19 that though you may have corrected those quality assurance

20 things that got you there, how do I know the weaknesses

21 inherent in the process don't reflect on the as-built

22 condition of other systems?

23 MR. MURDOCK: That's what the generic applicability

24 review shows.

25 MR. WALKER: I understand that.
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MR. MARSH: They took identifiedproblems on a

2 specific system and extrapolated it. That's not to say if you

3 did a review of another system you would have found other

4 deficiencies that would have resulted in your not meeting your

5 licensing commitments.

6 MR. MURDOCK: I understand that issue. What I'm

7 saying is if you did that review for any plant in this country

8 with an independent body of people such as Black & Veatch who

9 had nothing to do with the design, construction and so forth

10 of the plant, you're likely to find deviations. I would be

11 very, very surprised if you didn't.

12 Anyone who maintains that all the quality systems

13 are perfect, I just don't -- I'm a doubting Thomas. The po int

14 I'm trying to make is when you assess the nature of the

15 deficiencies, is there anything major enough that if the plant

16 would not have shut down, for example, when it needed to shut

17 down, would some safety function not have been accomplished?

18 If the answer to that question is yes, there were conditions

19 the plant would not have shut down safely or would not have

20 performed its safety function, you'd be very concerned about

21 the rest of those quality practices.

22 But in the case of Watts Bar, the answer to that

23 question is no. The plant would have shut -- we saw nothing

24 to indicate the plant would not have been shut down safely and

25 the safety functions of the plant -- they wouldn't have been
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I accomplished. In'the:Chapter 15 safety analysis mode, the

2 plant would have been shut down.

3 MR. WALKER: The only fundamental assumption

4 difference is your assumption of what was the single active

5 failure.

6 MR. MURDOCK: Yes.

7 MS. ADENSAM: Would you say that the philosophy that

a NSRS expounds, our Chapter 15 philosophy, could you say that

9 if you had taken another single active failure other than the

10 design failure?

11 MR. MURDOCK: No, we didn't assess that in any

12 detail. I think that it's clear that if the plan will only

13 tolerate a single failure and you have a design fault built in

14 that's a single failure, you're certainly not going to

15 tolerate another single failure and accomodate all the rest of

16 the Chapter 15 safety an~alysis.

17 MR. MARSH: Forget the bottom line question. Would

1i you have been able to make that same statement: not meet the

19 Chapter 15 assumption -- would you be able to land safely if

20 you had this built-in flaw, plus an additional single failure,

21 an active failure which Chapter 15 requires. Don't hit it

22 with a Chapter 15 analysis. Can you land safely?

23 MR. MURDOCK: I'm relying on the statement of one of

24 my engineers at the time which was you cannot reduce single

25 failure margin. You either have single failure capability or
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1 you don't. You can't just reduce it without eliminating it.

2 Either the system is s'ingle failure proof or it's not. If

3 it's not single failure proof you can't take another failure

4 and still accomplish that function.

5 MR. MARSH: Without relying on other systems.

6 MR. MURDOCK: Without relying on other systems.

7 There are obviously systems that accomplish similar

e functions, albeit they may not be safety-related systems in

9 all cases, may not have 1E power and al I .those other good

10 things, may not be in a hardened building or whatever. It

11 takes a very specific set of safety analysis, Chapter 15

12 safety analysis type conditions to get the plant -- and we

13 don't debate whether that wouldn't have happened.

14. In fact, I suspect if you did that kind of analysis

15 you would find there were deficiencies prior to the Black &

16 Veatch study that would have gotten -- the plant, maybe

17 they couldn't have taken an off-site failure, loss of diesel,

1i those kinds of things. The AC power failure, for example. I

19 haven't explored it in any detail so I can't give a specific

20 instance where it wouldn't have met -- the safety analysis,

21 didn't meet those criteria.

22 MR. WALKER: I guess I have a little bit of

23 d-isagreement. In most scenarios that I know of, the single

24 failure margin has so much margin in it that they can probably

25 take in another additional failure and meet the design basis.



1 07

I And that's what would have been interesting to know because

a then it would have told me how significant your findings were

on those particular findings.

4 MR. MURDOCK: Our analysis of the situation stopped

5. at the point where they took credit in the single fail'ure for

61 thq design deficiency, for the construction deficiency.

7 MR. MARSH: You identified that as a deficiency in

8 the task force's review, correct?

9. MR. MURDOCK: In our discussions with -- I get a

10.. little mixed as to what ended up in the final report

11 prec-isely, the exact words, It was certainly alluded to in

12- the final report, not in a very explicit discussion, that the

13 safety evaluations were not in a Chapter 15 mode.

14 We did mention the indeterminate plant conditions,

15 reduction of margin of safety, those kinds of statements.

16 MR. NOVAK: Why don't we move on?

17 MR. MURDOCK: I think a most important conclusion

is that we reached beyond the next to last one is that we

19 characterized those deficiencies as if uncorrected, would have

20 reduced the margins of safety. More problems of rel iabilIity

21 than if safety. Nearly all of our concerns were.

22 [Slide.)

2a We had seven initial recommendations in the July

24 report. They were transmitted to the Manager of Power with a

25 request to provide a response within a certain time. There
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I have been a couple of iterations of responses. We wrote a

2 second report in September which said we don't like some of

3 your responses, and they provided additional information. -

4 The sum tomtal of all that interaction has been five

5 of the recommendations were closed. One of the five was

6 closed based upon the fact that a'construction'deviation

7 report had been generated.

8 When that construction deviation report was closed,

9 we were not in fullI agreement with the closure. Recent

10 development in the employee concer ns program, a number of

11 concerns related to the *same subject, have been brought

12 forward by TVA people, so we are going to lump this particular

113 recommendation into that employee concerns program

14 investigation.

15 The engineer who had that recomm~iendat ion is going to

16 be on the investigation team for the employee concerns, so 1

17 feel we have adequately covered that concern.

1.8 Further, two remaining open recommendations which I

19 have characterized then I think substantially in my group were

20 characterized as issues of reliability, not direct safety and

21 licensing concerns.

22 MR. MARSH: Can you go back and hit a little bit on

2c3 the first bullet, this one that was closed out that is now, I

24 guess, reopened. What is that?

25 MR. MURDOCK: 'That involved the multiple attachments
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1 to embedded strip plates. The finding was we had no way of

2 keeping track of the cumulative load on a given strip plate.

3 These are big, long, narrow strip plates embedded in the grid

4 around the plant, so that you can make field attachments, you

5 can make central engineering attachments. They have a

6 pre-designed load carrying capability.

7 As I understand the process, initially they were

a sized such that one just couldn't put enough attachments on it

9 to overload it. There have been some changes in allowables

10 through the years, and that process degraded a little bit so

11 you now you can't.say that you can't put enough on to overload

12 the plate.

1V Therefore, it's our position that one needs to know

14 what the cumulative loads are on a plate at any given time.

15 We are still. interacting with the line organization on this

its subject. I guess I don't stay in the iron pocket of the

17 engineers following it, but we contact him on the subject;

1i he's in almost daily contact with somebody on the issue as to

19 what is going on. He isn't saying that there is some

20 embedment that is overloaded at the Watts Bar site.

21 What he is saying is we don't have -- and that's the

22 reason I'm not pursuing it with anymore vigor -- is I can't

23 say if you don't fix that embedment you're going to have a

24 piece of pipe come off the wall. And he wont' say that

25 either. What he says is you don't know in all instancd, or
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1 you don't have doc.umented in all instances what is attached.

2 MR. MARSH: Was this a Black & Veatch finding that

3 was closed down and subsequently reopened or what?

4 MR. MURDOCK: It might be better if the policy

5 conmmittee or the task force addressed that specifically.

6 They're probabiy a little more aware of the specific details

7 of what Black & Veatch found on it.

8 MR. BEASLEYz Black & Veatch did have some findings

9 on embedded plates. I don't remember specifically what they

10 were. Bill, we're talking about a concern that NSRS has

11 concerning the way we keep up with the new attachments to the

12 loads. The question was did Black & Veatch have findings

1s relative to those on the auxiliary feedwater system.

14 MR. MARSH: Was it closed down? Is it now reopened?

15 MR. ZIDZIUNAS: Bill Zidziunas, Black & Veatch.

16 When Black & Veatch put out the supplementary report the

17 findings were still open. They were classified that TVA and

18 Black & Veatch did not come to a meeting of minds as to what

19 was technically acceptable.

20 The bottom line was the IR required a safety factor

21 of five.

22 MR. BEASLEY: This is embedded plates.

23 MR. ZIDZIUNAS: Okay. There was one on that one.

24 think we did close it out.

25 MR. PIERCE: Could I address this? We have a
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program which we initiated in the spring .of 1984 dealing with

2 the subject of keeping up with potential overloading of

3 embedded plates. This is documented in construction

4 specifications. The program has been in place. We are

5 pursuing, with the Nuclear Safety Review staff, to go over the

6 program once again with them because we feel the program we

7 have in place will, in fact, catch any potential overloading

8 of embedded plates.

9 MR. THOMPSON: Past as well as present?

10 MR. PIERCE: We did another sample program that we

11 got into on embedded plates. We have the documented results

12 of this program, of the sample program. We developed a new

13 program based on the sample that we did, and the reduction in

14 allowables on embedded plates, and gave a change notice

15 from the original design.

16 We feel we have a program in place that takes care

17 of this finding that we have, and the concern of the Nuclear

18 Safety Review staff that we can, in fact, keep up with the

19 potential for overloading embedded plates.

20 MR. WALKER: Let me try this one more time. I've

21 got a lot of words there, but the fundamental question is:

22 does your program establish that plates that exist are not

23 overloaded? And your program that is ongoing will keep from

24 adding lines without analyzing?

25 MR. PIERCE: The sample we did gave us the
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1 confidence that what had happened prior to that -- that the

2 plates were not overloaded. The program that was put in place

3 gives us the confidence that we'll catch anything that is

4 added.

5 MS. ADENSAM: Am I to understand you are not going

6 back. and establishing the actual loads on each embedded plate?

7 MR. PIERCE: That's correct.

S MS. ADENSAM: I hear your program say you have done

9 a sample to look at potential overload, but I don't hear-you

10 saying you are going to go back and calculate loads on each

11 plate so we'll have a record of it.

12 MR. MARSH: How are you going to know whether or not

13 you overload something?

14 MR. BEASLEY: Before we added a new attachment to

15 any plate, industry analyzed it.

16 MS. ADENSAM: But you're not going back beyond the

17 sample you have looked at. Do I understand you correctly?

18 MR. BEASLEY: That's correct.

19 MR. WALKER: How big is the sample?

20 MR. PIERCE: I don't remember the details of the

21 sample, but I can look it up and get it to you. It's a large

22 sample.

23 MR. WALKER: And you found no problem?

24 MR. PIERCE: No.

25 MR. RITTS: Jim Ritts, TVA. The'most significantly
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I loaded plates in the plant were looked at during that sample.

2 MR. WALKER: So you biased your sample to look at

5 the ones that were loaded the hardest; then you did a

4 significant sample, although I don't know myself -- and you

5 probably already have told people -- what the size of that

*3 sample is.

7 MR. WHITT: Let me clarify that. This item has been

a closed out in the NSRS-report on Black & Veatch. It will

9 remain closed out on the report from Black & Veatch, and you

10 will not see anything related to Black & Veatch for this

1 1 concern aga in.

12 We are investigating the same concern as a part of

1:3 our employee concerns program at Watts Bar. We're not going

14 to do it from two points cif view; we're looking at the same

15 man who had the concern-there. We'll do it; if we close it

1*3 there, it's done with..

17 MR. MURDOCK: To save you going through the task

is force report to define-the details, they took a sample of 69

19 embedded plates and these were selected based on ones that

20 were heavily loaded that if you expect -- it wasn't just a

21 random sample, it was the selected sample of plates, that if

22 you expected there was going to be anything overloaded they

2as would have been. A~nd they didn't really find any substantial

24 overload; they found one bolt, one attachment bolt on o'ne

25 plate that was stressed to .96 as opposed to an allowable of
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1 .9, and this is .-- when I say a big, long strip plate that has

2 many attachments on it and lots of bolts.

3 One bolt out of the, say, ten 20-foot long strip

4 plates that had been -- were stressed to .96 instead of the

5 allowable .9.

6 MR. WALKER: If you got the results, 69 out of how

7 many?

8 MR. MURDOCK: There were like 5500, as. I recall,

9 some such number. Recognize that 69 was not-a random sample.

1.0 MR. WALKER: Understood.

1.1 MS. ADENSAM: I'd like to ask about that. If you

12 didn't know what the loads were, what process did you go by to

13 know that you biased your sample towards the heaviest loads?

14 MR. PIERCE: Eleanore, we knew the loads on a lot of

'15 these, and a lot of the loads were recorded from day one.

16 What was not recorded initially were attachments made due to

17 field-routed conduit and small pipe routing in the vicinity of

1i the plates that may have a load of 25 pounds, 50 pounds, 100

19 pounds.

20 MS. ADENSAM: You went back to those type of

21 records? You did have to see which ones were the heaviest --

22 MR. PIERCE: We had records of all engineer supports

23 that were attached to the plates and the loading of those.

24 MR. NlOVAK: Let me ask, was there a breakdown -- I

25 just want to understand. Did the QA process for design
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I following the engineering shop where the loads were calculated

2 -- I'm just wondering was there a breakdown or was this a

:3 permissible action on the part of the process?

4 MR. PIERCE: This is a Perm issible action on the

5 part of the program that the attachments by the fields were

6 for field routed conduit, small pipe and the loads associated

7 with those. It was permissible to put those on without any

a calculations on the loading.

9 MR. WALKER: And the basis that it was permissible?

10 MR. PIERCE: Was the original design of the plate.

11 MR. WALKER: And that you wouldn't overload it with

12 those kinds of loads?

13 MR. BEASLEY: Exactly. Engineered loads were

14 calculated. That's the definition cuf engineered.

15 MR. WALKER:. I assumed that-was the basis. I just

16 wanted to understand.

17 MR. MYERS: I guess I'm just confused about this,

1s because it said in this NSRS report, there is no control

19 system to identify and maintain records of as-built loads on

20 plates. With this lack of records, the system has no way of

21 knowing whether the plates are overloaded.

22.MR. PIERCE: Mr. Myers, the statement was correct as

283 you have read i t, because our program does not record every

_4 load that is on the plate. Because of the design ofplts

25 there are certain loads that can be located, small loads that



116

1 can be located in certain places on the plate, that cannot

2 possibly overload the plate.

S MR. MYERS: I may have missed something, but it just

4 says there is no way of knowing whether the plates are

5 overloaded.

6 MR. PIERCE: We have a program that we will know if

7 a plate is overloaded by an additional attachment.

8 MR. MYERS: Then this is a wrong statement?

9 MR. PIERCE: The statement, as you have read it and

10 the way I have heard you read it, is that we don't have a

11 program that designates every load that is on the plate.

12 MR. MYERS: The author of the statement is up there.

13 MR. MURDOCK: What we said was, they do not

14 numerically record the load in pounds or kips or whatever

15 means of designating a load on a stripplate. Absent that

16 running tabulation of total loads on a plate, you have no way

17 of knowing whether you have exceeded the design al lowable on a

18 plate.

19 What their procedure allows is one with engineering

20 judgment, which looks at a plate, sees a lot of big

21 attachments, a few little attachments, whatever, and if he

22 meets certain geometrical criteria, he can add small loads to

23 the plate, if in his judgment adding those loads would not

24 jeopardize the total allowable of the plate.

25 Now that was one thing we discussed at some detail
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1 with the people at the site. They sent an engineer on a

2 rotation basis -- it was not our engineer -- who goes to the

3 site to make those decisions before an attachment is added.

4 We were told at the site that that gentleman did, indeed, make

5 calculations to support his engineering judgment. Our

6 response was, *If you make the calculation, why don't you

7 document it?'"

a Ergo, the construction deviation report. I was told

9 shortly before coming up here, the closeout of that fiel d

10 report did not do -- did not require documentation of those

11 field calculations. Thus, we are going to continue in the

12 process, as Kermit explained, of the investigation of the

1 employee concerns. That will just be folded into this

14 finding.

15 MR. PIERCE: I specifically have assigned one of my

16 staff to this problem. We have a program that will give us

17 assurance that we do not overload any --

18 MR. MURDOCK:. Based on what I know at present, I

19 can't say that it does or it doesn't.

20 MR. PIERCE: I can say that it does not.

21 MR. WALKER: I heard you, Ralph.

22 MR. THOMPSON: Again, if I'm not mistaken, that is

2:3 one issue that is still open today that TVA is working to

24 close out through the Quality Technology Corporation, using

25 the NSRS individual who had expressed some concerns.
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1 MR. PIERCE: As one of the investigators?

2 MR. THOMPSON: As one of the investigators. So that

3 should wrap it up one way or the other.

4 MR. MURDOCK: If he hasn't wrapped it up to our

5 satisfaction, you can rest assured that Ralph will hear from

6 us further.

7 [Slide.]

8 This leads to where we're all headed. What does

9 NSRS think about the whole process? Here i-s the current NSRS

10 position, that we know of no issues resulting from the Black &

11 Veatch activity which should preclude the immediate operation

12 of the Watts Bar Unit-i plant. I don't think I can endorse

13 anything any stronger than that. If I felt there was

14 something out there, I would be looking for it. I haven't

15 found it, don't have any suspicions that it's there.

16 MR. MARSH: Are those within NSRS who you think

17 perhaps would not concur with it?

18 MR. MIURDOCK: I have not polled the group.

19 MR. MARSH: This was not a poll.

20 MR. MURDOCK: This was NSRS management, myself, and

21 Kermit Whitt. At the time that we wrote the Black & Veatch --

22 our report on Black & Veatch, it was myself and Knute Culver.

23 MR. WHITT: Let me make one statement about that.

Z4 kno2 of nobody in the group that has a problem with what Jim

25 just said. If anybody has a problem, they should come and
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problem in nuclear safety at a site has full authority to make

'3 a case for it. He does not have authority to come and say,

4 "They have a problem there, if they catch it." If he says

5 that, I say, "What is the problem? Develop your case, and

6 we'll pursue it."

7 That's all I can say about polling people. They

a have full authority. If anybody in NSRS has a problem, they

9 are hot pursuing it, they are not living up to the

10 responsibility of NSRS.

11 MR. MARSH: Are there any concerns today?

12 MR. WHITT: Not to my knowledge.

1s MR. MARSH: I guess you have a system to process

14 them as they go through.

15 MR. WHItT: Nobody has a prob~lem. Nobody has come

16 to me and said, "Hey, we've got a problem out there that Black

17 & Veatch identified and we haven't corrected." The closest

18 thing to it is the plates.

19 MR. MARSH: But I gather in that person's mind -

20 you don't know whether in that person's mind that would hold

21 up a licensing.

zz MR. WHITT: I do not know.

MR. MURDOCK: I've asked that specific person, and

24 his answer would support this.

25 MR. WHITT: My point is that if anybody in my group
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1 has got a problem that he thinks would be unsafe in a nuclear

2 plant, and he's not bringing-.it forward and telling me about

=1 it, then the man is not living up to his responsibility. He

4 knows that everybody in our group knows that he has a

5 responsibility to do that.

15 MR. PIERCE:, I think you could say that for all TVA

7 people.

8 MR'. THOMPSON: Let me ask this question. Why do you

9 have so many people in this Quality First Group? Just to come

10 out and make the statement that they have that obligation, I

11 don't think you've established the atmosphere that is

12 necessari ly conducive to that. You may have. I'm just

IS saying, somebody has a different perception.

14 MR. MURDOCK: I can speak for my group. We have a

15 staff meeting with my group probably on the average of three

16 times, four times a month, and there isn't a single one of

17 those meetings that I don't ask them, "Do you have any

i's problems with anything-out there?" Anrd if we get anyone

19 saying, "Well, if you don't fix this, you'd better do

20 something," whatever, that's their job, as Kermit says, to

21 identify issues, develop those issues, identify the issue to

22 line organization for resolution. If they are not identifying

283 them to us, they are not fulfilling their obligation in our

24 group.

25 MR. WALKER: I assume you're pretty close to the end
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2 MR. MURDOCK: That's the end of my presentation.

MR. WALKER: Before you go, I have one question that

4 is fundamental because of my background..

5 During the review of Black & Veatch or any reviews

S6 that NSRS does, if they determine that something is reportable

7 to the NRC under one of our codes -- and I speak specifically

8 in Black & Veatch with respect to 50.55(e) Part 21 -- do they

I report it? Do they tell the line to report it? How does it

10 get reported?

11 MR. MURDOCK: We would tell the line to report it.

12 MR. WALKER: How do you know the line does it?

13 MR. MURDOCK: We have copies of virtually everything

14 the line generates..

15 MR. WALKER: Are you satisfied they have reported

16 everything that was found under the Black & Veatch report,

17 according to the requirements of the NRC?

18 MR. MURDOCK: We're not experts on reportability in

19 my group, so I can't really, on the basis of my personal

20 expertise, attest that they have reported everything that

21 ought to have been reported.

22 MR. WALKER: Do you think that they have not met the

23 requirements?

24 MR. MURDOCK: I don't know of anything that I think

25 they should have reported that they haven't. I cannot speak
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for my group.

MR. WALKER: But you did not make reporting

3 requirements to the NRC. You simply say, "This may be

4 reportable, Line, go forth and do it." Do you know of

5 specific examples where they haven't followed your

6 recommendation?

7 MR. MURDOCK: I don't know of anything personally.

8 MR. WHITT: Kermit Whitt. We have never told the

9 line and we never intend to tell the line, "You report this."

10 MR. WALKER: I think you do make recommendations.

11 MR. WHITT: When we send the report out, if we think

12 something ought to be reportable, we say, "Please evaluate

1:3 this for reportability.' We have done that. You can come

14 back -- to my knowledge, they have always come back and said,

15 "1 will report this," or, "We don't think this is reportable."

16 MR. WALKER: Have you ever disagreed and said, "I

17 believe you're wrong about it. Look at it again?"

18 MR. WHITT: I'm sure there was a time or two. They

19 should do a better job of reporting, in that case.

20 MR. PIERCE: I can speak to that, Roger. I've had

21 him come back to me on more than one occasion and tell me, "I

22 didn't" --

23 MR. WALKER: Did you go ahead and report it, to

24 pursue the argument, or did you pursue the argument?

25 MR. PIERCE: We pursued it to a resolution.
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2 is, is it's riot their responsibility to make reports to the

3 NRC; it is yours.

4 MR. PIERCE: That's right.

5 MR. MURDOCK: We're not the Licensee. We don't own

6 the plants. We speak to the General Manager.

7 MR. WALKER: You are aware that there are

a requirements under Part 21 that are individual requirements,

g rather than corporate requirements, and you mean you have met

10 those requirements in the NSRS?

11 MR. MURDOCK: I go to sleep every night --

12 MR. WALKER: Is that a fair statement?

1i MR. MURDOCK: I go to sleep every night, Roger,

14 feeling I've accomplished all the responsibilities of my job.

15 MR. WALKER: Which is Part 21.

16 MR. MURDOCK: If I thought there was a Part 21 out

17 there, I would have reported it, if somebody else hadn't.

18 MR. WALKER: -Thank you.

19 MS. ADENSAM: May I ask a question? In reading the

20 final report that was published by NSRS on their assessment on

21 the Black & Veatch IDVP, I identified under the discussion of

22 different categories some concerns that seemed to be

23 expressed, but they did not make them into the

24 recommendations.

E5 Specifically, in Category 3, there was a discussion
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concern.ing some wiring errors where some wrong wires --

a interpreted the report to say some wrong wires had been placed

3 in one terminal, that there was a generic problem of

4 implementation of procedures, attention to detail, and lack of

5 a really independent review process.

6 That was under Category 6. Under Category 32,

7 periodic training of design personnel on-procedural

8 requirements should have been conducted.

9 Those did not make it into the recommendations.

10 I guess it's not clear to me that the NSRS employees

11 that put together the report had those concerns, or that the

12 NSRS staff has had those concerns resolved.

13 What happened to them? You kind of go back to the

14 recommendations. They look like they got lost. I was curious

15 as to what, if any, resolution had.been reached regarding

16 those issues.

17 MR. MURDOCK: They have not completely gone away, in

18 the sense that we are still there reviewing TVA programs. I

19 don't personally feel that it is totally my group's

20 responsibility to address issues of how TVA trains their

21 engineers. We can make suggestions on what we think the

22 practices ought to be from time to time, but they are the

23 program managers. They del iver a plant that accomplishes what

24 it is supposed to do. How they get there is -- we saw

25 weaknesses. It's impossible for nine guys to look at a plant
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I and not find what we would programmatically consider

weaknesses in the system.

3 We expressed the view that they ought to look at

4 them.

5 MS. ADENSAM: You didn't consider them significant

6 enough to make a recommendation for improvement? Or you, just

7 didn't consider that your job? What are you telling me?

8 MR. MURDOCK: We did, in writing the report. I

9 would assume that Ralph Pierce read the total report. The

10 words are in the report. They just didn't take the form of a

11 specific recommendation.

12 MS. ADENSAM: Why? I'm asking NSRS, why did they

1:3 not --

14 MR. THOMPSON: I think you ought to ask Ralph, did

15 he do anything?

16 MR. MURDOCK: .Let me respond to Elinor first. I'm

17 not an expert in personnel training. It appeared to me and to

18 our group that there were a number of people that, had t-hey

19 been better trained in some of the fundamental ways of doing

20 business in TVA, they might have done a better job.

21 MS. ADENSAM: Actually the one that got me the most

22 was the wiring errors, because it was identified in the

23 report, that had TVA gone back and looked at four other

24 systems, then they had the same deficiencies.

25 MR. MURDOCK: They provided us with additional
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information after that report was made available to my

engineer, information that resolved his concern.

MS. ADENSAM: I see.

MR. BEASLEY: There was considerable corrective

action as a result of Category 3. I can go into lots of

detail about it.

MS. ADENSAM: Beyond the recommendation.

MR. BEASLEY: It was the recommendation that the

Category 3 was resolved in the timeframe, that he was issuing a

report.

MR. MURDOCK: Precisely.

MR. BEASLEY: There was. a lot of work that was

undertaken to go through that to resolve Category 3.

MR. MURDOCK: It ended up, Elinor, in Category 3

that there were discrepancies between the logic diagrams and

the schematics. There was information on the logics that

would have led him, if he fol lowed the logic, to wire the

system up wrong.

We felt having incorrect information on any control

drawing was not a proper thing to be doing. They have -- they

did a review of the rest of the plant. They found in the

documentation system the only documents that had been misused

to any degree were the logic diagrams. They corrected all the

logic diagrams.

MS. ADENSAM: Was there any work that needed
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1 correcting as a result of having had these, quote, faulty

2 diagrams, or was there any identified?

3 MR. BEASLEY: Any work in the plant?

4 MS. ADENSAM: Yes.

5 MR. BEASLEY: Not.that I reca'll.

6 MR. COLE:* I don'.t recall any.

7 MR. BEASLEY: There were a lot of paper changes on

8 the drawings to get them up to speed. There are about two of

9 the policy committee meetings where the policy committee got

10 into this in very great depth and, as a matter of fact,

11 directed that we look at the three other systems.

12 I have a notebook back at the office about so thick

13 (gesturing) where they went through and did an extremely

14 detailed review and-comparison of these drawings.

15 MS. ADENSAM: With the plant. A comparison of the

16 drawings with the plant?

17 MR. BEASLEY: A comparison of the logic drawings

18 with the actual wiring drawings.

19 MS. ADENSAM: What about the plant?

20 MR. BEASLEY: The plant was built in accordance with

21 the wiring drawings. The types of problems that we had on

22 this, when you made the first drawing, the logic drawing, you

23 may show a switch with five positions. When you actually got

24 down to purchase the hardware, you had a switch with four

Z5 positions. The wiring diagram showed a switch with four
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positions. The logic diagram showed it with five positions.

We have not gone back and made this out-of-function

type of information that was on the logic diagrams, which was

really detailed wiring information, in agreement.

MS. ADENSAM: I had read this where there was an

instance-where they identified that the raw wires were

installed on the wrong terminals. That's how I read this

field change request.

MR. BEASLEY: I don't recall that. We can check

that out. Would you give me the reference?

MS. ADENSAM: This is on page 6 of the NSRS report.

MR. MYERS: I had the same question. That's what it

says on page 6. These problems include instances where as

many as 13 wires shown on one drawing were installed on the

wrong terminal.

MS. ADENSAM: I read that, because it references a

field change request. I think that's what FCR stands for.

It's E-3508, System EA.

I concluded from that, there was physically

something wrong in the plant.

Then it went on in the next paragraph and said, NSRS

didn't agree with the corrective actions. "Problems have been

demonstrated to be common in the four systems reviewed."

So I interpreted from that, you had identified

construction errors in the plant in the aux feedwater system
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2 had identified in the plant four other systems where you

a physically had errors.

4 That's what I was concerned about, because that one

5 didn't even make it as a recommendation for correction of any

6 -type.

7 MR. THOMPSON: Let me ask you, even though you

a didn't make a recommendation, Gray or Ralph, I think you said

9 you took some action based on it?

10 MR. BEASLEY: That's correct. There are basically

11 two actions, as I recall. First, we went in on the logic

12 diagrams, we put notes to make sure they were used for logic

1-0 only, and not for detailed wiring. This was the first thing.

14 Then we went back through, and all of the drawings

15 that were involved in the detailed licensing submittal, we

16 made those corrections.

17 MR. MARSH: Did you go and look at other systems?

18 MR. BEASLEY: Yes.

19 MS. ADENSAM: In the plant?

20 MR. BEASLEY: All logic diagrams.

21 MR. MARSH: Not the diagrams. Did you find out if

22 there were other problems? You looked at four, but did you

23 look at the others?

24 MR. BEASLEY: All the logic diagrams, we put the

25 structures on them, so that they used them only for the
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I purpose intended, of logic.

2 For all of the drawings that are in the FSAR, used

3 as a licensing basis for all systems, were brought up to speed

4 to make them match.

5 MR. MARSH: The question I have, the plant,

6 apparently, was built incorrectly, at least the four systems

7 that were sampled. That's how the report reads.

8 'MR.. BEASLEY: I don't recall anything in the four

9 systems -- three systems were sampled as I recall. There were

10 three systems. I went through those --

11 MR. PIERCE: I don't know the details of this

12 particular thing here, but we will look into it and see.

13 MR. COLE: The three systems that were reviewed were

14 component, cooling, containment spray, NRHR. They were

15* reviewed with the same criteria as what was done by Black &

16 Veatch.

17 Based on the results of that review, it was

1i concluded that there was correct installation and operation,

19 as far as what the information that was shown on the drawings

20 that were used by construction. But there were two exceptions

21 on the instantaneous trip settings, which was already

22 identified as Category 35, and the functional errors on the

23 logic diagrams. For that reason, the logic diagrams were

24 reviewed and corrected.

25 MR. MARSH: There was something different. What was
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read said there was something wrong before the installation on

the terminals of four systems. That doesn't seem to jibe with

what you just read.

MS. ADENSAM: Not necessarily, Tad, because what was

confusing to me was my interpretation of what was read. What

I hear Ed saying was that they did look at the physical.

installation -- did I understand you correctly? -- and they

compared it aga-inst the diagrams that construction used, and

they compared.with the logic, and they found there was a

discrepancy between the drawings. But between what was

supposed to be there and what was there, it was correct.

Did I understand, except for the trip settings and

the drawing error?

MR. MARSH: That's the finding of the task force, as

you read in the NSRS report.

MS. ADENSAM: It can be interpreted either way.

MR. MARSH: We need to find out which one is right.

MS. ADENSAM: I'd ask Jim.

MR. MARSH: Let's ask Jim. Jim, do you know?

MR. MURDOCK: Quite frankly, I don't recall the

specific details.

MR. WALKER: That seems to be a standard answer.

MR. MURDOCK: I did not generate every word in the

report, and I can't say that I could faithfully support each

and every word in the report as being absolutely true, and I
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Ican't say that it isn't.

2 I have an engineer who could tellI you what was found

3 from his notes. I don't have it in my notes what that was all

4 about.

5 MR. WALKER: It seems fundamental you have to know

6 whether you have. a plant problem or a drawing problem.:

7 Somehow or another, you have got to understand whichever one

8 or both has been corrected.

9 MR. MURDOCK: It was my understanding there were

10 wiring errors in the plant. What the specific wiring errors

11 were I can't attest one way or the other.'

12 MR. THOMPSON: Ralph, will you get back to us on

1S this one?

14. MR. SHELL: Yes.

15 MR. MA~RSH: Hugh asked the question. I thought the

16 quest ion~was had you taken action on the recommendations in

17 addition to the findings. So you go to the findings, where

is you find that everything has been corrected on the findings.

19 MR. THOMPSON: I was asking Ralph, just because they

20 didn't box them in with something called a finding, a

21 recommendation, did indeed you take any action. I think one

22 of them was training. Did you look at those and evaluate the

23 benefits from that recommendation -- findings?

24 MR. PIERCE: We take into consideration all facets

25 of the report,ý and we give specific consideration to any
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recommendat ions they have, and we are required to speci ical ly

2 respond to their recommendations. Other than their specific

3 recommendation, certain actions are taken. I can't address

4 these particular ones and what we did about it, but I will

5 find out for you.

6 MR. THOMPSON: Okay.

7 MR. PIERCE: We are required to give responses, get

a with them, have a meeting of minds on any recommendation that

9 comes out of that report. We have had several on training.

10 MR. THOMPSON: Okay.

11 MR. NOVAK: Can we .open up for general questions?

12 MR. WALKER: I think we ought to thank Jim for his

13 orientation.

14 MR. SHELL: We have some people that have an

15 airplane to catch. We at least need to make a decision on

16 whether to hold them over here tonight or let them go right

17 now. They were originally scheduled to leave at 4:30.

1i MR. THOMPSON: Who are they?

19 [A show of hands.)

20 MR. NOVAK: I have a quick question for Gray

21 Beasley.

22 You mentioned in your earlier presentation United

23 Engineers or somebody looked at some 22 design process

24 procedures.

25 MR. BEASLEY: United Engineers looked at all
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1 engineering procedures that existed at that time. They made

2 recommendations that we change 23 of them. One of the 23 was

:3 subsequently voided and replaced by another system. We made

4 the changes in the 22.

5 MR. NOVAK: Would they have looked at the design

6 procedure which permitted you to add loads to an embedment

7 plate without doing calculation? Would that have been a

8 written procedure which permitted something like that to

9 happen?

10 MR. BEASLEYi: That is more of the details and the

11 analysis of the discipline. That would have been -

12 MR. PIERCE: I don't think so.

1-0 MR. BEASLEY: There is a set of about four notebooks

14 of procedures, and that is basically what they looked at,

15 procedures generic to all disciplines.

16 MR. NOVAK: Let me understand something. The

17 addition of a load to embedment plate would not fall under a

1s design procedure.

19 MR. BEASLEY: It falls under the directions that the

20 poeple are given to do the work. In some cases it is

21 procedure; in some cases it is under supervisory control.

22- MR. PIERCE: Design criteria.

293 MR. BEASLEY: It's the way you do your

24 business. That's the nature of the engineers. They have a

25 manual of supervision that directs that.
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MR. THOMPSON: Just to make sure I understand some

2 of the generic -- let's call them lessons learned in the red

3 piece of the pie that we looked at earlier. As I understood

4 in discussions with Tom, or maybe Roger, you said you made

5 significant number of changes in other systems in addition

6 just to the auxiliary feedwater system. Is that documented?

7 Let's say the extent changes are made are in that report that

8 you just shipped up here yesterday or came in today. Where

9 would I find that kind of bottom I.ine of really how you

10 applied the generic applications?

11 MR. BEASLEY: I'm not sure that you can go through

12 that without going through each item to pick them up. I don't

13 recall an accumulated list --

14 MR. PIERCE: We don't have an accumulated list, but

15 I think we can glean it out of the documents.

16 MR. BEASLEY: When we get some back in a controlled

17 corrective action system like a corrected NCR, it is tracked

18 there. It may have two or three things that initiated it, but

19 we don't try to trace it back to those.

20 MR. THOMPSON: I guess at one time I was kind of

21 under the impression, and I think maybe Ralph tried to square

22 me away at the last meeting and I refused to let him, that

23 NCRs from the Black & Veatch report that generated, let's say,

24 on the auxiliary feedwater some number, let's say I say it's

25 27, and that when you went to apply the generic applications
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1 through all' the other systems, there were no more NCRs

a generated.

3 Is that a correct impression, or did you generate

4 another large number of NCRs when you went to all these other

5 systems? Well, maybe it doesn't make any difference.

6 MR. BEASLEY: There were other NCRs initiated by the

7 line organization as they dealt with these Task Force findings

8 that were sent to that organization at Watts Bar and other

9 projects. I don't know how many. I can't give you a relative

10 magnitude.

11 MS. ADENSAM: Can you find out?

12 MR. WALKER: It would help us to know.

13 MR. SHELL: That is difficult for us to do. If we

14 did not in the description of the deficiency on the 55A

15 reports or in the NCR, if we did not write down the

16 circumstances that caused us to look at this problem, there is

17 no way we can tell. What I am saying is there could have been

18 some NCRs and even some 55E reports written where we did not

19 mention in there that we found this in the Black & Veatch

20 review.

21 We tried to do that on all of them, but there is a

22 possibility that we didn't do that but that we did go ahead

23 and do the NCR.

24 MR. PIERCE: I think we have some impression of the

25 ones that were generated as a result of the Black & Veatch
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1 effort and those corrective actions that we took as a result

2 of that. I think we could resurrect a large portion of that.

S MR. BEASLEY: I know we can go back and pick up some

4 of them. I know where the records are hidden. We can get

5 them. We can get some of them.

1 MR. THOMPSON: I think it would be'helpful to get

7 some general feel of how that was done. As I say, I was under

8 the impression that there were none.

9 MR. BEASLEY: That's not the correct impression. We

10 can also tell you which of those 27 that were on the auxiliary

11 feedwater, we had generic implications by looking at those

12 NCRs. We could get that.

13 MR. HUFHAM: We have a little bit of a problem.

14 We are holding our own plane at the airport. They tell me

15 that plane has got to leave by 5 o'clock' or we can't get out

16 of the airport.

17 MR. THOMPSON: Can you tell them to fly to Dulles,

18 to pick up at Dulles? You won't get there at 5 o'clock.

19 MR. WALKER: There is no way you are going to get to

20 National by 5 o'clock.

21 MR. HUFHAM: Anyway, my next statement is forget

22 the logistics of this meeting. Is there some way -- we tried

23 to pull together people who know the most about Black & Veatch

24 to answer as many questions as we could. Some of us are

25 staying over until tomorrow for the other meeting. Are you
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going to get together? I right now don't know where we are,

to tell you the truth. Is someone going to make a statement

or is this just-going to end!

MR. THOMPSON: I think Eleanor tried to identify

some of the major purposes we were hoping to ccae out of

this. We were going to look to her to be able to identify

where we were on those it~ems.

MR. HUFHAM: I don't want it to end with anyone in

this room wanting a response or a follow-up --

MR. THOMPSON: And you not knowing it.

MR. HUFHAM: 'You may not know it today, but with

Roger, Steve and everybody here, somebody needs to be getting

together. I guess it's Eleanor.

MR. WALKER: For your information, Roger and Steve

are staying tomorrow and we are going to meet with Eleanor. We

will probably discuss what questions remain. Does that help

you, Jim?

MR. HUFHAM: Yes, a great deal.

MR. WALKER: Aren't we staying tomorrow and aren't

we going to discuss it?

[Laughter]

MR. HUFHAM: That's not just to Roger and Steve and

Al there, but it's to anyone in this room. So with that --

MS. ADENSAM: Back to the NCR request. I believe

that is what we were asking for when we asked you in our
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I question 4 in our May 30th letter, where we asked you to

2 provide the NCRs that were initiated as a result of the

3 corrective actions taken from both the Black & Veatch review

4 and the TVA generic review that were not already provided.

5 MR. HUFHAM: That's number 5.

6 MS. ADENSAM: It's number 4 on mine. If not already

7 provided in the Black & Veatch report. If you have NCRs that

8 were already identified, we weren't looking for those. We are

9 asking you for the others. If you have answered that

10 question, we would already have those NCRs.

11 MR. SHELL: That should have been in the package you

12 got today.

13 MS. ADENSAM: I simply did not have an opportunity

14 to review it.

15 MR. NOVAK: I have a question .for Black & Veatch.

16 One of the questions that I had was how would you define what

17 your objective was in terms of the effort that you did on the

is auxiliary feedwater system? In other words, a number of

19 independent design verifications can be viewed differently.

20 People can independently calculate or can follow a design that

21 is already in process to see if it was implemented.

22 Also, I would like to know how do you think your

23 resources were divided between the review of the design

24 process versus construction.

25 MR. ZIDZIUNAS: Well, we started --
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[Discussion off the record.)

MR. ZIDZIUNAS: We started by looking at the

FSAR. That's where we started, coming up with the baseline

requirements for the system. We expanded that into- the Reg

Guides as they applied to that system, those that we are

committed to in the FSAR, and we looked at some of the I&E

bulletins and we came up with a checklist.

Our people went to the field. They started trying

to run those down by going into the TVA documentation. We di

not require our people to do an independent analysis of

anything. We asked them to at least look at what was there to

see if it supported the design.

We left it up to them to do an independent analysis

if they wanted, with one exception. TVA did, in fact, ask us

to do an independent verification of their T-pipe, their pipe

stress program that they had used, and we did a separate, jus

arbitrarily chose one of the representative samples from the

auxiliary feedwater system, and we did that on the addle-pipe

which was our own in-house verson. That is covered in our

first report.

t

That was the only independent analysis that Black &

Veatch did. The rest of it was looked at in terms of does

this support what the requirement for our system is. Flow,

for instance, for the auxiliary feedwater. Does the analysis

that they did satisfy or support that they are going to meet

d
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2 We did not independently check those numbers. We

3 looked at did it fqllow, are t~hese the kinds of numbers that

4 we should be seeing there? But we did not sit and punch them

5 out because they already had been checked.

6 Does that put that in perspective?

7 MR. NOVAK: I think I understand.

8 MR. ZIDZIUNAS: We had in our field at the site four

9 mechanical people, one civil structural, one electrical. The

10 four mechanical people were there for the whole duration of

11 time. Civil structural were one or two days, as were the

12 electrical people. In the TVA offices in Knoxville, we had

13 five mechanical engineers, three electrical control types and

14 two civil structure, and they were there six weeks. That's

15 the breakdown.

16 MR. NOVAK: Probably two to one, something on that

17 order, design versus construction.

18 MR. ZIDZIUNAS: That's about right. Most of the

19 people that were in the field for the whole time taking

20 measurements were technicians. Their objective was to go out

21 there, here is the drawing, did they build it like they

212 analyzed it?

23 MS. ADENSAM: I have a question for Black & Veatch

24 also. I would like to know, what did your review of the aux

25 feedwater system with the findings that you had tell you about
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1 TVA's implementation of an effective QA program?

2 MR. ZIDZIUNAS: We were not specifically looking at

3 their QA program. I want you to realize that.

4 MS. ADENSAM: I understand that. You were looking

5 at the business end of it, in a sense.

6 MR. ZIDZIUNAS: We did find a couple of places. where

7 there were apparent discrepancies, things that had gotten

8 closed out. I think they were discussed in our first report.

9 We did not draw a conclusion that they appeared to be generic,

10 okay? We thought they were isolated instances.

11 MR. MARSH: Let me back up here. Those issues that

12 wer deviations, should they have been caught by the QA

13 program? And if they should have been caught, then how come

14 we say that they are isolated events? There were only a

15 couple of isolated. events.

16 MR. ZIDZIUNAS: When Black & Veatch went into TVA,-

17 we were of the impression that the system was considerably

18 further along. The marching orders that our people had were if

19 you find something wrong, write it up.

20 MR. MARSH: I can understand those different

21 systems that were not complete. That's kind of clear. There

22 hadn't been an inspection on it. It just was not done. But

23 for parts of the system that were complete that you found

24 deviations that were later substantiated as being deviations

25 but not situations where you would not have had a I icensing
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1 basis, should not the QA/QC program have found those?

2 MR. ZIDZIUNAS: I am going to give you a qualified

3 "maybe." I think I have a breakdown of what we really found

4 in terms of the big picture. These, again, were slides that

5 we used in the last presentation here.

6 We keep talking about 428 items. That's a good

7 number, but they were made-up of 428, and 51 of them were what

8 we called punchlist items. We had two documents that we

9 built. The document review record looked at this sort of

10 calculations, and this is what we found. If we found

11 something that didn't look quite right, a finding report was

12 issued. Whether it was valid or not at that point in time, it

13 looked like it was a finding that could not be killed.

14 So the total gross numbers that you are seeing is a

15 lot worse than really turned out in the long run. Of those

16 findings, 151 of them cLosed out before we even put out the

17 first report.

1s MR. MARSH: Of the 420, 150 were closed out.

19 MR. ZIDZIUNAS: 150 were closed out; 61 of them we

20 considered a punchl ist item. They were very obvious errors.

21 MR. WALKER: Punchlist item to me means it fits into

22 that area that we wanted to talk during construction.

23 MR. ZIDZIUNAS: It should have been. You have to

24 remember the system was not far enough along. They had not

25 even done their walkdowns yet. We didn't know that going in.
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1 We assumed that that system was going to be relatively

2 complete. As it turned out, when we started taking

3 measurements of some things, there were pieces missing.

4 MR..WALKER: You assumed it was a turnover

5 operation.

6 MR. ZIDZIUNAS:-. We didn't make that observation, but

7 we knew it had not been turned over for test, but we thought

8 it was going to be a lot closer. Consequently --

9 MR. HUFHAM: You mentioned a word that hasn't been

10 mentioned here all day, walkdown. You know, when we have done

11 our walkdowns and march list --

12 MR. WALKER: You do the walkdowns before you turn it

13 over to operations. That's the way it's done everywhere, and

14 I don't figure you are different than anywhere else.

15 MR. ZIDZIUNAS: That had not been done -- when we

16 walked out of there, 30 items were classif'ied -s open. We did

17 not know where they were.

1i MR. MARSH- Were they of the 420?

19 MR. ZIDZIUNAS: They were non-punchlisted open

.70 items. We had not run them to the ground.

21 MR. MARSH: Let's go back. 420. There were 150 that

22 were closed down.

23 MR. ZIDZIUNAS: Yes.

24 MR. MARSH: There were 60 that were punchlist?

25 MR. ZIDZIUNAS: There were 61 that were punchlist.
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MR. MARSH: That was 210.

2 MR. ZIDZIUNAS: 212 total. We had 30 of them that

3 were open items. We just didn't know. We had 153 of those

.4 open items that we still felt were also punchlisted type

5 things. There wasn't any documentation there for it, but it

6 was probably construction related.

7 MR. MARSH: You have the numbers. Let's do it this

8 way. Of the 420, what do you think should have been found by

9 the QA--

10 MR. ZIDZIUNAS: I can't tell you that. I don't

11 know. I didn't do any analysis in that direction.

12 MS. ADENSAM: You said you identified a few

13 instances which you thought were more anomalies than

14 programmatic.

15 MR. ZIDZIUNAS: That's right. There was one, and

16 Gray brought it up earlier, where I think it was 25 hangers we

17 wrote up. They had closed out one engineering change order

18 improperly. Okay? So they are traceable back to a single

19 error. I think we found two, and if you look at the original

20 report in the text, I think we defined two items that were

21 apparent breakdowns of their QA system. Something got signed

22 off that shouldn't have been signed off. But when you look at

2:3 the total scope of things that we looked at, I think you will

24 see some margin of error. We did not feel that they were

25 prograimmatic.
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1 MS. ADENSAM: It was a question, how your view of

2 it was.

3 I guess we would be curious, too, in the conclusion

4 of that meeting in April, you stated that the feedwater system

5 -- you concluded that the feedwater system, Unit 1 at Watts

6 Bar, had been designed as being constructed in accordance with

7 TVA licensing commitments, except as identified in the three

.8 unresolved issues, and can reasonably be.expected to perform

9 its intended function.

10 We would be interested, if you would be wiilling to

11 certify that in writing.

12 MR. ZIDZIUNAS: I thought we already put it in

13 writing.

14 MS. ADENSAM: Not that it would meet the licensing

15 -- that it met the licensing commitments.

16 MR. KENYON: What was documented was that the

17 auxi I ary feedwater system could reasonably be expected to

is perform its function.

19 During the meeting you stated that you met the

20 licensing commitment, but you never put it in writing. We

21 were just wondering if we could clean up the record, if you

22 would have an objection to doing that.

2B MR. ZIDZIUNAS: Off the top of my head, I don't have

24 an objection' to doing it.

25 MR. MARSH: I misunderstood. I thought there were
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several, with the exception of like 35. There are 35 cases

2 where you are not meeting the licensing commitments which

3 would meet the I icensing bases.

4 MR. ZIDZIUNAS: I never made a distinction between

5 licensing bases and licensing commitments, quite honestly.

6 That is something that came out of this group, apparently.

7 MR. MARSH: Then is that statement in error, that

3 statement that you just' read? It said with the exception of

9 these two deficiencies, or something?

10 MS. ADENSAM: Yes. In accordance with TVA's

11 licensing.commitments.

12 MR. MARSH: That's not right.

13 MS. ADENSAM.: You tell me if it is right. This is

14 Black and Veatch saying this.

15 MR. ZIDZIUNAS: I'm not following your logic. .I'm

16 sorry, I am not doing that.

17 MR. PIERCE: I think it is something that Black and

18 Veatch -- when you get into the nomenclature, the terminology

19 that is being used, it needs to be cleared up, what was the

20 instructions to Black and Veatch based on this terminology.

21 MR. MARSH: Did they look at licensing commitments,

22 licensing bases?

23 MR. PIERCE: That needs to be cleared up on the

24 front end.

25 MS. ADENSAM: Did TVA ask Black and Veatch in their
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I contracts, for them to do a comparison against licensing

2 commiitments?

3 MR. PIERCE: That's what I'm saying, Elinor, we need

4 to look at the contracts.

5 MR. WALKER: Does TVA understand what Elinor -- are

6 you-going to look at your contract and see if that is, in

7 fact, what you asked them to do, and see if they will certify

8 it?

9 MR. PIERCE: I think that is what Elinor is asking.

10 MR. NOVAK: Let me understand something. When you

11 say TVA licensing commitments, we interpret that to be those

12 commitments made in the FSAR.

1i MR. ZIDZIUNAS: FSAR.

14 MR. NOVAK: So we draw the conclusion that you would

15 -- conclusion based on your work, that you can conclude that

16 the Watts Bar nuclear plant, the aux feedwater system, is one

17 design as being constructed in accordance with the FSAR?

is MS. ADENSAM:" That was identified in three

19 unresolved items.

20 Now clearly, if that is met, it should not be a

21 difficult task, if you look at it, can be reasonably expected

22 in conformance with the safety functions.

23 MR. ZIDZIUNAS: I think that is a fair statement.

24 MR. NOVAK: I think I would leave it up to TVA and

25 Black and Veatch --
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1 MR. HUFHAM: We understand. We thought we had this

2 latest response from Black and Veatch that may have been in

3 there. Somewhere in thi-s bundle.

4 MR. ZIDZIUNAS: I believe we made statements like

5 that --

6 MR. HUFHAM: Where we got this one, May 31st --

7 MR. BEASLEY: I think .it was made somewhere else.

a But, I have to look at it.

9 MR. THOMPSON: Do you want to summarize where we are

10 with respect to the objectives that we had here?

11 MR. HUFHAM: I think we are still open. We haven't

12 answered one of the objectives.

13 MS. ADENSAM: I don't think he has, either.

14 MR. HUFHAM: Doing that in our closing remarks, we

15 were just going to close out and try to answer Elinor's last

16 one.

17 MS. ADENSAM: I was going to ask if there were any

Is other questions from the Staff?

19 MR. WALKER: No. But I do think we ought to sit down

20 tomorrow and analyze where we are right now, what we think we

21 still need from these folks.

22 MS. ADENSAM: I would quite agree.

23 MR. PIERCE: There has been a lot of commitments

24 today. We need that.

25 MS. ADENSAM: You sai-d you had more?
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1 MR. HUFHAM: We were factoring that fourth question

2 in there.

3 MS. ADENSAM: Okay.

4 MR. SHELL: I will try to answer this fourth

5 question you have on here. But, first before we leave, I want

6 to make a point.

7 TVA was not required to do this review. In fact,.we

8 volunteered to do thi.s review quite a bit earlier than NRC was

9 even suggesting that other utilities do it. We volunteered

10 after the Commission had told the Staff that they did not have

11 the authority to require a third-party review.

12 So, this effort was totally voluntary by TVA. I

13 just want to make sure everybody understood that, because I

14 think earlier there was some impression that you required us

15 to do it, and that is not true.

16 MR. THOMPSON: Let me understand what you think

17 Supplement 1 of the SER states. Our conclusion that quality

18 assurance efforts, we believe that -- I think you are right in

19 history. We may be reinventing history here. I believe you

20 volunteered to do it, and then once there we said your program

21 and the Black and Veatch is what we think is needed.

22 I don't know whether that is --

23 MR. SHELL: I can agree with that.

24 MR. THOMPSON: Like I say, I think we had looked at

25 this as an important aspect. One very valuable step in
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1 reaching that assurance that in fact the quality of the Watts

2 Bar plant was appropriate, something like that.

SNot that we want to spend any more time here while-

4 the airplane waits, but now that we are in agreement that you

5 started off with grand intentions, and we endorsed it

6 wholeheartedly.

7 MR. SHELL: I will answer question 4. The basics

a for Mr. Parr is' conclusion in the February 20th, 1985 letter.

9 We asked all the major organization managers in TVA to review

10 the Final Safety Analysis Report, the SER and all other

11 licensing documents to certi-fy that Watts Bar was built in

12 accordance with those documents.

13 All of those organizations, including the Nuclear

14 Safety Review Staff, the Division of Quality Assurance, Office

15 of Engineering, Office.of Construction, all certified that

16 with the listed exceptions -- and in our February 20th letter

17 we did have several enclosures that had exceptions on it --

18 and they did certify that with those exceptions the plant was

19 built in accordance with the FSAR and our licensing documents.

20 And your question down here, who has the knowledge

21 to certify? Obviously, they use their organizations in making

22 this certification. I would assume those people are willing

23 to certify since they signed the correspondence back to us

24 stating that that was the case.

25 MR. WALKER: Can we ask one specific question. Then
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a parcel of that certification, from what you just told me.

:3 MR. SHELL: Obviously it was what?

4 MR.. WALKER: Obviously your quality assurance

5 organization would have been one of the organizati ons that

6 Mr. Parr is used to reach that conclusion.

7 MR. SHELL: Yes.

a MR. WALKER: They would be willing, the head of that

9. organization would be willing to certify that this plant, to

10 the best of his knowledge, is builIt according to the

11 requirements of the specifications?

12 MR. SHELL: That's true. And it was done.'

13 MR. THOMPSON: Were there any reservations

14 whatscoever that you are aware of? Obviously you had allI the

15 front line individuals sign. Were there others? I guess,

16 obviously, Ralph had to rely -- obviously relied on the

17 staff.

is3 MR. PIERCE: The only thing I know in this total

19 review that we went through, that the action came out of it

20 that is not finished today, we have one item that the Nuclear

21 Safety Review Staff recommended that we get cleared up by the

22 licensee. That one is just about ready to be completed.

23 MR. THOMPSON: Is that the bedplate?

24 MR. PIERCE: This has to do with the QC inspection

25 and ASME on the power side, the operating side of the
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1 organization, after they have assumed the plant. This is

2 during modifications of the plant. Qualification and material

3 certification aspect of it. We just about got it cleared up_.

4 It hasn't been officially put out. It requires a

5 procedural change on the power side, that has been made. But,

i6 the total signoff is not done yet. That is the only thing I

7 know of that is outstanding that came out of the

S8 certification.

9 MR. THOMPSON: That was one that was identified --

10 MR. PIERCE: They identified three, we closed out

11 two and this is the last one.

12 MR. THOMPSON: I guess what I'm trying to say, on

13 your certification, that is open on your letter that you sent

14 up to us. Is that right? I have not gone back to read the

15 February letter. I think you said that there were some items

16 that were identified in the February letter.

17 MR. SHELL: That's correct.

18 MR. THOMPSON: These three, I guess you are saying,

19 were the three items that were among the three that were

20 identified?

21 MR. SHELL: I'd have to go back and look at it and

22 see. I'd be very surprised if they were not on there, because

23 that is the process we went through to identify those things.

24 MR. PIERCE: I don't think so, Ralph. On this'one,

25 I think these three items came out of the -- we were in the
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middle of doing reviews and this type of thing, and I think

a these actually canoe to light just about that time. I don't

3 think they are on there.

4 MR. NOVAK: You are not willing to say they are

5 exceptions. They are still under review?

6 If you do determine that they are exceptions, you

7 will have to supplement your previous letter.

8 MR. PIERCE:- That's correct.

g MR. HUFHAM: Going back to your statement, Roger, on

10 the QA signoff, you know there is still some uncertainty of

A11 individuals about our QA organization.

12 We have the Joe Anderson group that reports to

13 Parris, and the Bob Welling group that reports to Bill Darwin

14 in Nuclear Power. For this readiness load fuel letter we have

15 both signatures certifying.

16 MR. WALKER: Both of them certify.

17 MR. HUFHAM: I didn't want to leave today thinking

18 one did and one didn't.

19 MR. WALKER: That, to me, is the head of your QA

20 organization. You have got both heads.

a1 MR. HUFHAM: Yes, that covers both heads.

22 MR. WALKER: So, you must have it by the throat.

23 (Laughter.)

24 MS. ADENSAM: Are we ready to summarize?

,25 MR. THOMPSON: Why don't you summarize.
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MS.. ADENSAM: I believe whether the Staff is

2 satisfied, if you would, or whether there is still some

3 outstanding issues with regard to the first two objectives,

4 which was a description of the Black and Veatch IDUP, the

5 review process and so forth.

6 And then on the NSRS review process and resolution

7 of concerns we may still have some additional questions we may

a want to get back to you on. But we th.ink you have at least

9 addressed those for us and we have a better understanding.

10 With regard to objective 3, I think Black and Veatch

11 has responded to the question I have f.or them.

12 TVA I believe has responded regarding adequacy of

13 design and construction, given the identified deficiencies in

14 the QA program, given the presentation Mr. Beasley made. At

15 least they have answered the question in their view.

16 But what I guess is still not clear, is what does

17 the review of all these programmatic reviews in the aux

18 feedwater system tell TVA about implementation of an effective

19 QA program?

20 MR. THOMPSON: I thought that was one of the things

21 they were going to do is tell us where they looked at the

22 generic implications and identified other NCRs. That was some

23 of the information they are going to have to get back to us.

24 MR. HUFHAM: I think that will be on the list

25 tomorrow.
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I MR. WALKER: I think it probably will be on the list.

t tomicrrow.

3 MR. THOMPSON: I'm afraid we haven't quite closed

4 that one up, .but I think you have got .the information.

5 MS. ADENSAM: I think they just answered -- at least

6 provided their answer for objective No. 4, the questions that

7 we had.

8 I would suggest that we will be -- I am frankly

9 hoping that we get this transcript within a day or so, and we

10 would be reviewing that. The region will be provided a copy.

11 And we will discuss tomorrow, also, our feelings regarding

12 this meeting, and if there are any additional questions the

1:3 Staff'has, we will be providing them to your formally.

14 I can let you know that they are coming, but we wi I

15 'send them to you in a f.ormal request for information if there

16 are any additionals.

17 Hugh, did you have any comments?

18 MR. THOMPSON: Obviously, what we are try'ing to do

19 is close out to our satisfaction, the open part of the

20 Supplement 1 which dealt with the QA and the Black and Veatch

21 report, as well as the allegations that we have concerns with

22 respect to the adequacy.

2:3 So, this meeting was helpful in that area. I want

24 to thank you for coming. I want to say that despite our

25 efforts to penetrate the smokescreen every now and then, I



157

1 thought you all were. very helpful in responding to the

2 questions that we asked.

*3 MS. ADENSAM: I would like to make an observation.

4 Anyone who might be interested, tomorrow afternoon's meeting

5 with TUA on the power enhancement program is I to 3 at P422.

6 But, the attendees have changed a little bit. Mr. Denton,

7 Dr. Grace and Mr. Taylor will not be attending the meeting,

8 nor will Mr. Parris and Mr. Darling.

9 MR. HUFHAM: Can we comment on that?

10 MS. ADENSAM: Surely.

11 MR. HUFHAM: We, Carmen and I and a few others --

12 Ralph will be with us -- just give you a complete update on

11: the employee concern program and answer questions anyone

14 might have. I really cannot d.isagree with your decision for

is Mr. Denton and all not to be there. It is really an update of

16 that program.

17 In earlier meetings we had mentioned we might cover

18 maybe EQ and surveillance instructions at Watts Bar. We will

19 just address those briefly, but we won't go into any

20 discussion.

21 MR. THOMPSON: Before we adjourn, I think you were

22 going to see if anybody --

23 MS. ADENSAM: That was my next question. I think we

24 are finished with TVA.

25 Does anybody else have any comment or question they



would li ke to address to the Staff?

Dr. Myers, did you have any other comments?

MR. MYERS: I have a lot, but --

(Laughter)

MS. ADENSAM: Our representatives from the Press?

Anybody else?

(No response)

(Whereupon, at 5:05 .p.m., the hearing was

adjourned.)
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OBJECTIVES OF MEETING WITH TVA ON B&V IDVP

(1) TVA to describe their use of the B&V IDVP in conducting the generic review;

describe the review process; and describe how the findings 
were resolved.

(2) NSRS to describe their review process, resolution of concerns 
within NSRS,

and resolution of concern with the TVA line.

(3) What does the review of the AFWS with all the findings and NCRs combined

with the other programmatic reviews tell TVA and B&V about TVA's implemen-

tation of an effective QA program? Or what does it say about the adequacy

of Watts Bar Design and construction given identified 
deficiencies in the

QA program?

(4) What is the basis for Parris' conclusion in the 
February 20, 1985, letter?

Who in TVA has the knowledge to certify that Watts Bar meet their 
FSAR

commitments and regulatory requirements? Are these individuals willing

to certify?
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TVA AGENDA

TVA-t'RC MEETING CONCERNING

BLACK AND VEATCH REVIEW OF WATTS BAR NUCLEAR PLANT

AUXILIARY FEEDWATER SYSTEM

JUNE 12, 1985.

I. OPENING REMARKS- R. H. SHELL, TVA, NUCLEAR LICENSING BRANCH

II. DESCRIPTION OF THE REVIEW PROCESS - GRAY BEASLEY, TVA, OFFICE OF

ENGINEERING

A. HISTORY AND BACKGROUND

B. CONDUCT OF THE INDEPENDENT REVIEW

C. RESULTS OF THE INDEPENDENT REVIEw

D. GENERIC APPLICABILITY TO OTHER WATTS BAR SYSTEMS

E. POLICY COMMITTEE CONCLUSIONS
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Ill, NUCLEAR SAFETY REVIEW STAFF ASSESSMENT OF BLACK AND VEATCH INDEPENDENT

REVIEW - JIM MURDOCK, TA, NUCLEAR SAFETY REVIEW STAFF

A. PURPOSE OF NSRS ASSESSMENT

B. SCOPE OF NRS ASSESSMENT

C, NSRS CONcLuSIoNS

D, NMS RECOM4MENDATIONS AND STATUS

E, NSRS POSITION

IV, CLOSING REMARKS - R. H. SHELL.
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FEBRUARY 181

SUMMER 1982

'SEPTEMBER 19,

FALL 1982

FEBRUARY 1983

APRIL 18, 198

SEPTEMBER 30,

FEBRUARY 13,

MARCH 29, 198

APRIL 9, 1984

1982 - INDEPENDENT REVIEW RECOMMENDED FOR 0 AS-NIL

- ESTABLISHED SCOPE - CONTRACTED WITH B&V

1%2 - MET WITH NRC OUTLINING PLANS

- B&V MADE REVI EW

- ESTABLISHED TASK FORCE TO PERFORM GENERIC

APPLICABILITY REVIEW ON FINDINGS

3 - B&V REPORT ISSUED

1983 - NRC ISSUED INSTRUCTIONS TO TVA ON COMPLETION OF REVIEW

1984 - B&V ISSUED SUPPLEMENTAL REPORT

:4 - WVA GENERIC APPLICABILITY REPORT ISSUED TO NRC

- B&V AND TVA MET WITH NRC
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KRIZONTAL SLICE REVIEWS

1978 THEODORE BARY & ASSOCIATES REviEw

1980 THEODORE BARRY & ASSOCIATES FoLow--up

1981 THEODORE BARRY & ASSOCIATES FoLLow-uP

1979 UNITED ENGINEERS REVIEW

1982 NUCLEAR SAFETY REviEW STAFF MAJOR MANAGEMENT REVIEW



ANATOMY OF PROCESSING A FINDING

B&V INITIATOR - LEAD REVIEWER

B&V PROJECT MANAGER

TVA PROGRAM MANAGER <)PROGRAM TEAM

B&V PROJECT MANAGER

TVA PROGRAM MANAGERO 3 POLICY COMMITTEE

B&V PROJECT MANAGER

B&V SENIOR REVIEW TEAM



BLACK AND VEATCH

LEAD REVIEWER

PROJECT MANAGER

SENIOR REVIEW TEAM



G-901 DERATING FACTOR FOR FIRE RETARDANT CLOSED

COATING ON POWER CABLES

F-5•8 79-02 FACTOR OF SAFETY RESOLVED

PRYING ACTION ON PLATES WITH TENSILE

OR BENDING MOMENT LOADS

BROADING PEAKS OF ROUGH-SEISMIC SPECTRAF-511 RESOLVED



EVALUATE ALL L2O FINDINGS

SORT FINDINGS INTO GROUPINGS

EVALUTE FOR GENERIC APPLICABILITY

REVIEW FOR LICENSING BASIS

CORRECTIVE ACTION FOR PAST WORK

CORRECTIVE ACTION FOR FUTURE WORK

EVALUATE EFFECT OF LICENSING BASIS NOT BEING MET
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TASK FORCE ANALYSIS OF
428 BLACK 6 VEATCH FNDINGS

* *

CONSTRUCTION
INCOMPLETE

NO
DEVIATION

FINDINGS PLACED IN 25 CATAGORIES
& 3 SUBCATAGORIES



ANALYSIS OF 25 CATAGORIES 1 3 SUBCATAGORIES

NO DEVIA1ONS
6 CAT(

DEVIATED
BUT PREVIOUSLY
IDENTIFED
5 CATG

DEVIA11ONS FROM
UCENSE BASIS
7 CATG

DEVIATIONS BUT
SATISFY UCENSE
BASIS -
10 CAT(;

/
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B&V REVIEW AND TASK FORCE GENERIC EVALUATION OF SUFFICIENT DEPTH TO
IDENTIFY DEVIATIONS

SIGNIFICANT DEVIATIONS HAVE BEEN CORRECTED,

EVALUATIONS PERFOR4ED INDICATE IF NOT FOUND AND NOT CORRECTED, NO
INDICATION THAT THE AFFECTED STRUCTURE SYSTEM OR COMPONENT WOULD
NOT HAVE PERFORMED ITS SAFETY FUNCTION,

BASED ON THE PROGRAMATIC REVIEWS, THE B&V INDEPENDENT REVIEW, THE
TASK FORCE GENERIC EVALUATION, THERE IS REASONABLE ASSURANCE THAT
WAiTS BAR IS CAPABLE OF PERFORMING ITS SAFETY FUNCTIONS$


