TENNESSEE VALLEY AUTHORITY
CHATTANOOGA. TENNESSEE 37401
400 Cbhestat Street Tower Il

February 15, 1984

U.S. Nuclear Regulatory Camiasion

Region I

ATTN: Jams P. OReilly, Reional Administrator
101 Marietta Street, W, Suite 2900

Atlanta, Georgia 30303

Dear Mr. O'OeOlly:

lolosed is our reeponse to your January 16, 1984 letter to

B. 0. Parris tranmittig lasnpection Report oe 50-259/83-53,
-260/83-53, -296/83-53 -327/83-27, -32/83-27, -390/83-49,
-391/83-38 -438/83-30, 439/83-30 reardiag quality auranoe
related aotivities at our Broms tFerry, Sequoyab, Itta Bar, and
Bellefontae telar Plants hioh appeared to bave been in violation
of INC realations. Ve have encloed our response to Appendix A.,
Notioe of Violation (enclosure 1). If you have any questions,
please oall Jim Da-r at PT 858-2725.

The laforetion you requested rearding coonoarn with iplaentation
of our quality aurane proCras ar addressed in enolosure 2.

To the best of my kimoledg, | declare the statments contained
herein are oomplete and true.

Very truly yours,
Tam an VALLT AUTNOSIT!

L. n. ills
uclelar Llcemlsg
Inolomurae

| pw-&



ENCLOSURE 1

RESPONSE - NRC INSPECITION REPORT NOS.
50-259!83-53. 50-260/183-53. 50-296/83-53. 50-327/83-27.
50-32810-27. 50-390183-49. 50-391/83-38. 50-438/83-30, 50-439/83-30
JAMBS P. O'REIILT'SLETIER TOI. G PAUIS
DATED JANUARY 16, 1984

Awma-ix A

Violation 1 (259. 260. 296/13-53-01: 327. 328/83-27-01: 390/83-49-01:
. 31/83-36-01: 438. 439/83-30-01)

'10 CFR 50 Appeadix 3, Criterion |, requires that persons and organizations
perforeiag quality assurance functions shall have sufficient authority and
organisational freedom to ideatify quality problems., to recommend
solutions, and to verify implementation of solutions. Criterion XVI
farther requires that *measureshall be established to assure conditions
adverse to quality are promptly corrected. The accepted QA Program
(TWA-7X75-1A), Sectioa 17.0.3, states that the Office of Quality Assurance
is respoansible for establishig and ensuariang effective execution of an
overall inategrated quality assurance program for WIVA. It aso states that
0QA ay identify quality problens; initiate, recommend, or provide
selutions through designated channels; verify implementations of solutions;
*determinethe adequacy of facilities and equiapment to carry out approved
procedures and instreuctions;, and issue special instructions necessary to
execuate its responsitilities. Section 17.2.16 states that adverse
coaditions are evaluated, reported to supervision, and corrected in a
asnner consistent with their safety.

Contrary to the above, 00A is not ensuariang effective execution of the
quality assurance program inthat all conditions adverse to quality have
not bees promptly corrected. The current Conposite Qpen |tem Review
Smmary contai ans one oatstandiag item freeom 1979, 16 oautstanding itens from
1981 and 65 oautstandiang itens from 1982. Region Il has issued four
violations since Febraary 1981, for failuare to take prompt corrective
action by nmechanisns defined within the QA Program

Simtilar itens relative to corrective acti osadequacies were boaught to
yeaour attention ina oar letters dated February 13, 1981; March 18, 1981;
April 29, 1982; and August 24. 1983.'
1. Adfissiosor Denial of the All esd Violation

TVA admts that the violation occurred as stated.
2. Reasonsa for the Violation if Admtted

Both standard procedures and informal escal ation measures have fail ed

is the past to achieve timely corrective action i na namber of
instasces, as denonsatrated by numaabers cited in the NRC report.

SN 1



3. Corrective Stay$ Wich Have Been Taken and the Results Achieved

OQA has initiated the following actions to correct the cited
condi tion:

a. Al open audit Items are currently being evaluated to deternine
their present status with respect to corrective action. This
Includes those specific open audit items nmentioned Inthe NRC
viol ation.

b. Upon determination of the current status of thase open audit itens,
the control elenents of the Cffice of Quality Assurance procedures
will be applied. as appropriate, to expedite their closure.
Priority will be placed on effecting tinely closure of those
specific open audit items identified i nthe NRC report.

The procedures nentioned above are Internal OQA procedures whi ch
are presently inplace to control the identification, document a
tion, disposition, and escalation to higher levels of managenent
within the performng organization, as appropriate, of deviations
di scovered during verification activities.

c. Specific individuals ineach branch have been assi gned the
responsibility to expedite the closure of existing open audit ltems
and any subsecient deviations through the application of deviation
control proced%Zes. as appropriate.

4. Corrective Steps Wich WII Be Taken to Avoid Further Violations

TVA believes inplementation of the neasures above, coupled with verifi
cation program activities, will mininize recurrence of this violation.

S. Date Wom Full Comoliance WII Be Achieved

Di sposi ti on of backlogged open items |san ongoing probl em that nust be
careful |y managed. but isdifficult to elinmnate. Through the correc
tive actions stated above, especially increased attention to open Itens
by OQA and |ine managenent, TVA anticipates a significant inprovenment

i nefficiency and management control i ndispositioning devi ati ons.

1. Open ltem status will be determined by March 1, 1984.

2. Appropriate fol-low-up, Including escalation actions, will be
initiated on all backlogged open items by Marah 15, 1984

Violation 2 (259. 260. 296/83-SS-02: 327. 328/93-27/02: -390/83-49/02,

*10 CPR SO Appendi x B. Criterion M. and the accepted QA Program requirit
establishing measures to assure that applicable regul atory requirenents and
the design basis are correctly translated into speci fications, draw ngs,
procedures. and instructions. 1naddition, Criterion Il requires nmeasures
to Identify and control design interfaces and to coordinate among
participating design organizations. Section 17.1.3.2 and 1'.2.3.3 of the



accepted QA Program (TVA-T175-1A) collectively require formal control and
coordination of all design criteria involving groups both internal and
external to TVA. The program endorses Regulatory Guide 1.64 and ANS|
NA5.2.11-1974. Section 5 of this standard specifically requires forml
documentation of all internal and external design control interfaces.

Contrary to the above, measures have not been established to inplenent
these requirements for all nuclear plant design activities. TVA Audit
83V-26 perforned i nFebruary 1983 reveal ed several problems involving the
transfer of deslgn information between TVA and G lbert Associates rel ated
to safety-related piping analysis. Problens identified during this audit
Included: (1) failure to formally transmt certain design Inputs and
outputs on the Sequoyah, \Wtts Bar, and Bellefonte projects; (2, failure to
notify Glbert of nonconformances identified by TVA (3) inadeooate
docunentation by Glbert of the desiin baseline for input and output data;
(4) different nmethods of handling design data i nthe Sequoyah.-\atts Bar,
and Bellefonte project groups within t-he EN DES Civil Engineering Branch;
and (S) the use of unverified computer programs. Similar problems were
identified by the QA staff during TVA audit 83V-73 conducted i n Septenber
1983 which also involved pipe stress analysis performed for TVA by a
different contractor. As of this Inspection, action had not been taken to
determine the full scope of this problem within all TVA groups performing
desipn activities and measures had not been established which require
formal documentation of all internal and external design interface
activities.,

1. Admssion or Denial of !'he Alleted Violation

TVA adnits that aviolation of Criterion Il of 10 CFR SO, Appendix B.
did occur. However, the violation occurred only at contract interfaces
Involving one branch of the Division of Engineering Design (EN DES) and
affected only three contractors performing the same type of work.
Internal reviews have indicated that neither EN DES nor OQA has
identified simlar problems with any other design interfaces.

2. Reasons for the Violation i f Adnitted

Asingle point failure existed for piping analyses regarding the
interface with contractors either working strictly under TVA' s
procedures or performing work to TVA procedures under their own quality
assurance program There are no docunented instructions that provide
information to personal service contractors on how to perform anal yses
to TVA paraneters.'

3. Corrective Steus Whi ch Rave Been Tl ken and the Resul t s- Achi eved

decause of understandabl e apprehensions expressed by the NRC inspection
team the followi ng response deals at length wit', the details of this
viol ation.



Background

During TVA audit 83V-26 performed i nFebruary and March 1983, five
deviations involving the transfer of design information between TVA
and G lbert Associates were identified. These deviations Included:

Not. 1 Lack of formal documented quality assurance program

and 3 procedures that resulted i nthree different nethods of
handl i ng docunents existing for the Sequoyah, Vtts Bar.
and Bel [efonte project groups within EN DES Givil
Engi neering Support Branch. Further, there was no docunent
control program established to control these docunents
(i.e., deviation Nos. 1 and 3 go hand-in-hand).

No. 2 Inadequate documentation of the design baselines for input
and output data for Sequoyah and Vtts Bar work only.

No. 4 Use of computer progranms |acking proper controls and
docunent ati on.

No. 5 Failure to notify Glbert of nonconformance identified by
TVA

Deviations Nos. 1. 2, s~zd 3 were identified as significant-by TVA
and reported to the NRC. but later downgraded to nonreportable in
TVA's final report.

Yt addition to Glbert Associates, TVA has two other contractors
perforning piping analyses: TES and Inpell Corporation (fornerly
EDS Nuclear). Glbert perforns all work under TVA's programwhile
the other two conpanies perform their work under their own quality
assurance prograns using TVA documents for guidance.

The generic inplication of deviation No. 1was identified by the
audit teamwith the Inclusion of the statement on the deviation
that procedures be prepared to provide instructions on the methods
needed to conduct and document the piping analysis.

The audit teamdid not make specific reference to the generic
inplications of deviation No. 3 due to the differences inthe
qual ity assurance program requirenents of the contracts.

Deviation No. 2 was exclusive of generic applicability even in
relation to Glbert (Sequoyah and Watts Bar only). TES only
performs Bellefonte work, and Inpell was performing very limted
work on Vtts Bar. TVA reviews all conpleted analyses for adequacy
and docunents the results.

Deviation No. 4 was generic innature. The deviation required
corrective action internal to TVA as well as all contractors.

Deviation No. 5 concerned only the TVA/Glbert interface on
nonconf or mances and shoul d have been (i nretrospect) generic in



nature. However, the auditors had no objective evidence that this
probl emwas generic Innature and were reluctant to broaden its
scope at that tinme.

The audit team al so recommended audits of the other two piping
anal ysis contractors (TES and Inpell) as soon as possible. |npell
was audited i n Septenber 1983 and TES i n Cct ober 1983.

Corrections and | nprovenents
G I bert Associates

The audit report on the Glbert/TVA audit (83V-26) was transnitted
on April 28, 1983. Corrective action responses were received and
full inplementation was to 5e conpleted by November 30, 1983.

Another audit at Glbert to review elements of program inplenenta
tion that could not be reviewed during the earlier audit (i.e.,
docunent control) was conducted Decenber 20, 1983. Problems with
I npl ementation of corrective action for Audit 83B-26 were

i dentified.

Subsequently, on January 12 and 26, 1984, OQA and EN DES personnel
nmet to discuss status of corrective action. Corrective action was
indicated as being fully Inplenented with the exception of one
procedure which isdue to be Issued March 1, 1984. A followup
audit to verify corrective action inall areas except the above
nentioned procedure (which will be verified within one nonth after
issue) isscheduled for early February 1984.

| msel |

On Septenmber 13 and 14, 1983, an audit of Inpell Corporation was
conducted with three deviations being identified against TVA

These were the sane as three of (Nos. 1, 3, and 5) those discovered
during the G lbert/TVA audit.

EN DES requested that new deviation reports be' prepared, as the
response to the Glbert deviations was already Inthe approval
cycle and did not address the generic inplications.

The EN DES coriective action essentially referenced the corrective
action proposed earlier for the Glbert audit (83V-26). making the
deviations generic Innature. This proposed corrective action was
accepted Decenber 14s, 1983. 1 n 1983 Inpell perforned only afew
reanal yses and EN DES doss not Intend to use them for further
Piping analyses. Decaube of this, there will not be any major
effort to inplement corrective action unless work |srepomed with
Inpol I Inthe future. The audit was considered historical in
nature with the last piping analysis work reviewed being fromJune
1983.



TES

An audit of TES was conducted October 4 and 5, 1983. Deviation
Nos. 83V-26-3 and -5 were identified as being applicable to
TES/ TVA also. However, no additional deviation reports were
written because the corrections for TES would be included in the
corrective actions for Glbert and Inpell.

4. Corrective Steps Wiich WII Be Taken to Avoid Further Violations

OQA wi Il continue to performdetailed audits of internal design organi
zations and contractors providing engineering services as discussed in
section 2. These audits will address both internal and contractor
interfaces. In the future, nore immediate response to deviation
reports will be required in a nore timely manner.

5. Date Wen Full Conpliance WIIl Be Achieved
TVAwW Il be in full conpliance by the end of March 1984.

Violation 3 (259. 260. 296/83-53-03: 327. 328/83-27-03: 390/ 83-49-03:
391/ 83-38-03, 438. 439/83-30-03)

"Browns Ferry Technical Specification (TS) 6.10.C requires that audits be
forwarded to the Manager of Power and to the managenent positions
responsible for the areas audited wi thin 30 days after conpletion of the
audit. Sequoyah Technical Specification 6.S.2.10.C contains the sane
requirement. The licensee's accepted QA Program (TVA-TR75-1A) Tabl es
17D-1, 17D-2, and 17D-3 endorse Regul atory CQuide 1.144 and ANSI MN45.2.12,
Requirenments for Auditing of Quality Assuwance Prograns for Nucl ear Power
Plants. Paragraph 4.4.6 of this standard contains essentially this same
requi rement.

Contrary to the above, the follow ng audits were not forwarded as required
by TS or ANSI N45.2.12 within 30 days after conpletion of the audit:

Audit Audit Conpl etion Dates | ssue Date
BF-83TS-10 07/21/83 08/29/83
SQ-83TS-11 08/04/83 09!13/83
CB- 83TS-03 09/02/83 10/21/83
M -8300-06 09/30/83 Not issued as of 11/15/83
CR-83-05 08/12/83 09/ 22/ 83
CB-83-06 08/29/83 10/ 04/ 83
CB-83-07 09/29/83 Not iisued as of 11/09/83
83V-26 03/17/83 04/ 26/ 83
83V-58 07/14/83 08/ 26/ 83
83V-72 09/23/83 Not issued as of 11/09/83
83V-73 09/14/83 10/ 26/ 83
83Vv-75 09/29/83 Not issued as of 11/09/83
83V-78 09/29/83 Not issued as of 11/09/83
83V-79 07/14/83 08/ 22/ 83

QDBVA- 84- 1 10/05/83 Not issued as of 11/08/83



A's,"ilar itemwas brought to your attention inour letter dated August 24,
1983."

1. Admission or Denial of the Alleged Violation
TVA adnits the violation occurred as stated.
2. Reasons for the Violation if Admtted

The root causes for this violation were personnel error (Construction
Qual ity Assurance Branch (CQAB)) and insufficient manpower (DQAB and
Operations Quality Assurance Branch (OQAB)). In DQAB there was
insufficien6 enphasis by audit team |eaders and the Pl anning and
Support Services (PSS), in part. In CQAB, there was insufficient
enphasi s by PSS and managenent. In OQAB, a conscious decision had been
made to upgrade the audit program by increasing the depth of audits and
placing a premum i nthe near termon training and orientation of

enpl oyees added in a staff expansion. During this transition, sone
reports were not issued as pronptly as required.

3. Corrective Steps Wich Bave Been Taken and the Results Achieved

Al'l currently overdue audit reports were issued by Decenber 16, 1983.
Since that time, all audit reports (except two that were one day late)
have been issued within 30 days.

4. Corrective Steps Wiich WIIl Be Taken to Avoid Further Violations
The following actions to prevent recurrence will be applied:

a. The OQA audit procedure was revised on November 21, 1983, to
delineate a required issue date of audit reports (within30 days of
post-audit conference).

b. Additional enphasis has been placed on the need for tinely
distribution (i.e., within 30 days) of audit reports within each
audi ting branch.

5. Date When Full Conpliance WIIl Be Achieved

Full compliance was achieved on Decenber 16, 1983, follow ng revision
of the managenent control procedure and release of the last overdue
audit report.

Violation 4 (259. 260. 296/83-53-04: 327. 328/83-27-04: 390/ 83-49-04:
391/ 83-38-04: 438. 439/83-30-04)

110 CFR 50 Appendix B, Criterion XVI1I, and the licensee's accepted QA
Program ( TVA- TR75-1A) Section 17.2.18 colleotively require a conprehensive
system of planned and pariodic audits to verify conpliance with all aspects
of the quality assurance program Tables 17D-1, 17D-2, and 17D-3 of the QA
Program endorse Regulatory Guide 1.144 and ANSI N45.2.12, Requirenents for
Auditing of Quality Assurance Programs for Nucl ear Power Plants. Paragraph

7
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4.5.1 of this standard requires managenent of the audited organization to
respond i nwiting within 30 days after receipt of the audit report.

Contrary to the above, the following audit responses were not submitted by
the audited organization within 30 days:

Audit Dat e |ssued Dat e Responded
BF- 83 00- 03 09/22/93 11/03/83
WRB3TS- 11 09/13/83 10/25/83
SQ 83TS-09 08/17/83 09122/83
83Vv-79 08/22/83 No response as of 11/09/83

Simlar items were brought to your.attention inour letters dated
February 13, 1981. and August 24. 1983.°

1. Adnission or Denial of the Alleted Violation
TVA adnits the violation occurred as stated.
2. Reasons for the Violation i f Admtted

The root cause of this violation i slack of management enphasis wthin
OA and the audited organizations to pronptly define actions required
to achieve corrective action.

3. Corrective Steps Wich Have Been Taken and Results Achieved

Personnel are now assigned specific responsibilities inPSS of each
branch to perform followup actions of tracking unresolved deviations,
securing corrective action, and closing Items that have been resol ved.
Increased attention and frequent personal interfacing with audited
organi zations will decrease the Iikelihood of recurrence.

4. Co~.rective Stout Which WII Be Taken to Avoid Further Violations

OQA's audit administration procedure will be revised by February 27,
1984, to state explicitly that audit responses are to be requested

within 30 days of the transmttal nemorandum

ADP systens are under devel opment and inplementation i nboth OQA and
other parts of TVA to inprove the management of problem fol | owup and
resol ution.

OQA's nanagenent action request (MAR) procedure will be used as
necessary to elevate attention to higher management levels if the
required timefranme i snot nmet. The IM procedure iscurrently In
effect.

Mg OQA records show audit 83V-79 had been cancelled and. therefore.
Sis the basis for no response on that item



S. Dot. Wen Fall Conpliance WII Be Achieved

Full conpliance will be administratively achieved by March 30, 1984,
when all actions committed above, except devel opnent of ADP tracking
systens, are expected to be conplete.

Violation 5 (259. 260. 296/ 83-53-03: 327. 328/33-27-05: 390/83-49-05:
391/83-38-03: 438. 439/ 83- 30- 05)

'10 CFR 50 Appendix B, Criterion Il, states that the quality assurance (Ol)
program shal | provide for Indoctrination and training of personnel
performing activities affecting quality as necoessary to assure that
suitabl e proficiency isachieved and ne~ntained. The accepted QA program
(TVA-IR75-1A) requires an Indoctrination and framngn program for personnel
performng quality related activities. Tables 17D-1, 17D-2. and 17D-3
endorse Regulatory Guide 1.146 and ANSI N45.2.23-1978. Qualification of
Qual ity Assurance Program Audit Personnel for Nuclear Power Plants.
Paragraph 2.2 of this standard requires the auditing organization to
establish audit personnel qualifications and Paragraph 2.3 requires a
scoring system Involving verification of amnimmof ten credits prior to
being designated a Lead Auditor.

Contrary to the above, neasures had not been established to require
verification of the mninmumcredits needed to be a Lead Auditor.'

1. Admission or Denial of the Allosed Violation

TVA adnmts the violation occurred as stated. However, TVA believes
that the requirement was being Inplenented by alternate neans, as
fol | ows:

Regarding the matter of the ten points for certification of |ead
auditors not being specified, the job descriptions for evaluators
specify that they shall be qua Afiable as |ead auditors under ANSI
N45.2.23.  The point system described Inthat standard was, i nfact,
being applied to the certification of audit personnel as docunented on
a standard form inOQA's certification records, although this was not
required by the procedure cited Inthe details of the report.

2. Reasons for the Violation if Adnitted

There was a lack of. clarity inthe OQA personnel certification
procedure inthat all applicable criteria of ANSI N45.2.23 had not been
clearly specified or referenced as requirenents for |ead auditor
certification.

3. Corrective Steve Whi ch Bav* Been- Takl n and--the Resul ts Achi eved

The certification procedure was revised on Novenber 21, 1983, to
clearly specify neeting the requirenents of N45.2.23 for |ead auditor
qualification/certification requirements, including mintenance of
qualifications. A'so, arecord formwas incorporated into the
procedure to detail a deternination method and specify nininuni point
requirements for certification of auditors and |ead auditors per ANSI
N45. 2. 23.



4. Corrective Steps Wich WII B. Taken to Avoid Further Violation

A general program to ensure the full implementation of TVA commitments
i n OQA procedures is being conducted as follows:

An OQA review of office procedures against TVA commitments was
conpl eted i nDecenber 1983.  Procedure revisions will be conpleted by

April 30, 1984.
5. Date Wen Full Conpliance-WII Be Achieved

Wth the approval and Issuance of the revised personnel certification

procedure on Novenber 21. 1983. procedural conpliance with the
regul atory requirement was achieved.

Violation 6 (259. 260. 296/83-53-06: 327. 328/83-27-06: 390/83-49-06:
391183-38-06: 438. 439/ 83- 30- 06)

10 CPR S0 Appendix 3, Criterion XVII, requires maintaini ng sufficient
records to furnish evidence of activities affecting quality. The records
shal | Include closely-related data such as qualifications of personnel.

The accepte-d Q& Program (TVA-7R75-1A) addresses similar requirements and
endorses Regulatory Guide 1.88 and ANSI N45.2.9, Requirements for
Collection, Storage, and Maintenance of Quality Assurance Records for

Nucl ear Power Plants. This standard requires maintaining qualification and
training records of personnel performing safety-related activities.

Contrary to the above, records were not maintained to denonstrate that all
auditors and lead auditors were qualified to perform safety-related Qak
audits.  Specific exanples identified during the Inspection involved
mssing records, failure to establish records, and I nconpl ete records for
lead auditors.'

1. Adnissionor Denial of the Alleged Violation

TVA admts the violation occurred as stated, except that inone case
(Lead Auditor, 3. O. Malley) where evidence of a test had been | n
question, reexanination of the record showed that an oral exanination
for lead auditor certification had been conpleted and docunented on
Cct ober 16, 1979.

2. Reasons for the Vio~lationif Admtted

Root causes for the other cited exanples were personnel errors in
Initiating or maintaining certification records.

3. Corrective Step.Wich-Have Been Taken and t he Resul t's Achi tved

Al auditor certification recor~s have been carefully reviewed and are
being updated as necessary to be conpleted by March 30, 1984.



4. Corrective Steps Wiich WIl Be Taken to Avoid Further Violations
OQA's procedures require that

a. Branch supervisors of Planning and Support Services (PSS) nust
verify that all teamnenbers are properly certified before an
audi t.

b. The Training and Certification Sttff (TROBCERT) provides a
quarterly listing of certified auditors to each branch of OQA. The
expiration date of current certification is displayed on this
list.

c. TROACERT notifies the affected branch before expiration of an
auditor's certification.

5. Date VWen Full Comnlianee WIIl Be Achieved
Ful'l conpliance will be achieved by March 30, 1984.

Violation 7 (259. 260. 296/83-53-07: 327 328/83-27-07: 390/83-49-07:
391/ 8S-38-07: 438. 439/83-30-07)

"10 CFR 50 Appendix B, Criterion XVIIIl, eatablishe? requirenents for
conducting audits of the quality assurance program The tcoepted QA
program (TVA-TR75- 1A) Tabl es 17D-1, 17D-2, and 17D-3 col | ectively endorse
Regul atory Guide 1.144 and ANSI N45.2.12, Requirements for Audi ting of
Quality Assurance Programs for Nucl ear Power Plants. Paragraph 4.4.3 of
this standard requires the audit report to identify persons contacted

during pre-audit, audit and post-audit activities.
Contrary to the above, measures had not been established which require

audit reports to provide Identification of persons contacted during the
audit.’

1. Admission or Denial of the All.ea4 Violation
TVA admts the violation occurred as stated. The procedure required
listing of personnel who attended the pre-audit and post-audit
conferences, but not those contacted during the audit.

2. Reasons for the Vi G t%in if Adnitted
There was a lack of clarity in incorporation into the procedure of the
ANSI' N45.2.12 requ.renent to identify personnel conthcted during an
audi t.

3. Corrective Steus Wi chaRv: Been Taken and the Results Achieved
The audit procedure was revised Novenber 21, 1983, to correct the

noneonpliance. Tht sevised text requires listing of all individuals
contacted who provided input information reflooted in an audit report.

S11
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ENCLOSURE 2

RESPONSE - NRC INMPCrION REPORT NOS.
50-259/83-53. 50-260/83-53, 50-296/83-53, 50-327/ 83-27,

50-328/83-27.* 50-30/83-49, 50-391/83-38, 50-438/ 83-30, 50-439/83-30
JAMES P. O REILLY@ LETTER TOB. G PARRIS
DATED JANUARY 16, 1984

NRC Comment

Inaddition to the need for corrective action regarding these specific
violations, we are concerned about the inplenmentation of your quality
assurance program that permtted their occurrence. Consequently, | nyour
reply, you should describe inparticular those actions taken or planned to
Inprove the effectiveness of your quality assurance program

TVA Response %

TVA has reviewed and i saddressing i ndetail the specific violations and
concerns identified i nthe NRC report. Program inprovenents affecting each
violation and concern has been or isbeing taken with major program

I nprovenents occurring i nthe follow ng areas:

1. Quality Assurance Program Devel opnent

TVA i sdovel oping an overall, integrated quality assurance program that
establishes unified policies and requirenents designed to mninize
friction at organizational Interfaces and ensure that the desired
quality isachieved inall quality affecting activities. Two principal
| nprovenent measures which will, greatly strengthen the quality
assurance program are as follows:

a. Managenent Policies and Reauirenents-Docunent

TVA i sredefining requirements and responsibilities inan
integrated set of procedures (the Managenent Policies and

Requi rements (NP!) docunments) which will apply throughout the TVA
nucl ear program These MRe will nore clearly define

organi zational responsibilities, standardize termnology, and
establish policies and requirements based on managenent desires and
regulatory commtnents. The Xits Are being devel oped on a high
priority basis and those necessary to replace the existing upper
tier prograr docunents are intended to be substantially conpleted
by the end of 1984.

At the same tinme. TVA isurgrading or developing Interdivisional
Qual ity Assurance Procedures (ID-QA s) as necessary to resolve
Interface and inplenentation problens until the Xits can be

devel oped and inplemented. For exanple. TVA has recently or isin
the process of developing the follow ng:
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PoeueTitl e Stat us

IDQA 2.6 Construction Wrk on an To be issued by
Operating Nucl ear Unit March 1984

D QAP 2.7 QLists | ssued Cctober 1983

IDQA 2.8 Desi gner Requirenents To be issued by
Control Program Tune 1984

b. Verification Proaram

TVA i s Inprocess of inplementing a conprehensive verification
program of audit and surveillance reviews to verify that both
Program control neasures and inplenenting activities are performed
to acceptable standards of quality. Verification plans and
schedul es have been devel oped and are being inplemented for the
following programs-owner, designer, constructor, and operator

to ensure that a conprehensive review of all activities and
elenents of each major program i sacconplished on a periodic basis.

I naddition to the programatic |nprovements expected, TVA has
increased the nunber of personnel, and Increased i ngeneral the
required qualifications and training of all personnel inthe Cffice
of Quality Assurance. As another inprovenent, the scope and depth
of audit activities is being broadened comensurate with

i mprovements i nprocedures and training.

Training Area | nprovenents

Inthe area of training, OQA has taken a nunber of actions to i nprove
the performance of its personnel inthe quality assurance program Al
&i&personnel have had orientation | nthe basic program philosophy and
met hodol ogy i nthe Enployee Orientation and Indoctrination (EL06!)
Program.  All evaluttor personnel- have been given orientation training
i nthe procedures governing the verification process. I naddition,

i ndividual supervisors have provided orientations and Instructions on
procedures affecting work i ntheir specific areas. Al these actions
increase our confidence Inthe ability of our evaluators to effectively
carry out the portion of the quality assurance program executed by

OQA.
Staffing Area | nurovenents

I nthe area of staffing, the recent availability of a nunber of

wel I -qualified personnel has allowed us to accelerate our schedule for
the filling of positions Including some key positions which we expected
to find difficult to fill. The performance of OQA within the TVA
Quality Assurance Program has been enhanced both by the appointnent of
addi tional staff and by the quality of new staff menbers that have been
acquired. The filling of several key positions, such as that of the
Supervisor, Oaner Program Section, will allow us to nore fully

i npl enent  the OQA program and ensure the overall quality of OQA's
performance and TVA's work.



