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* SUBJEr: NUCLEAR SAFETY REVIEW STAFF (NSRS) CORRECTIVE ACTION REVIEW 

On or about February 26. 1986, 1 discussed with you and Chuck Mason a corrective action review that NSRS had performed and was in the 
process of documenting In a report. I informed you that the review 
had been completed in the early sunuer of 1985 and the report had not yet been prepared to the point that It had been presented to me 
for review. I told you that NSRS was having a great deal of 
difficulty In preparing the report, and that the supervisor in 
charge of the review had informed me that a significant rewrite of 
ttie repcrt was necessary at that time (late February). Further, 
some of the Information contained in the report might be outdated 
and not representative of present conditions.  

Based on this information, I reco mended to you that work be 
'discontinued on the preparation of the report and that another 
review be Initiated to assess the current conditions of the 
Corrective Action System. All applicable information contained In 
the present draft report would be used In the new review. You 
agreed with the reconuendation. However, Chuck Mason requested that 
the repeat review not be initiated fer i few months (three to five 
months) so that a more realistic picture of the Improved corrective 
action program would be reflected. This sounded logical and was 

t agreed to. The agreement was di~scussed with the reviewers by the 
Reviews Branch supervisor and they concurred in the plan. Work was 
stopped on report preparation in early March.  

In early April, I learned that I would be replaced as Director of 
NSRS. During this same timeframe, I learned that I would no longer 
have authority to select and perform reviews. I, as well as others 
in the new NMRG. have attempted to get a review of corrective action 
initiated. Our efforts have not been successful. I do not know the P 
reasons for the reluctance to do such a review. Further, I am not 
aware of the source of the reluctance.  

n,% Nuclear Regulatory Comnission (NRC) and the-TVA Inspector 
General's Office and others have questioned me about the NSRS 
Corrective Action Review and why the report was not Issued. I have 
taken and will continue to take responsibility for recommending that 
the report not be IPsued. I made the recommendation In good faith, 
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believing that I could have another review performed in a timely 
manner. I fully understand that it is your responsibility to make 

Sthe decisions regarding the perfomance of another review or issuing 
the report of the review performed in 1965. Failure t take either 
of these actions could, and probably would, be interpreted by NRC as 
an attempt to withhold information and cover up a safety issue. I 
am leving TVA this week and do not wish to further influence your 
lectlons in this matter.  

K. W. Whitt 

KWW:NSM 
cc; Horace W. Bennett, W12 099 C-K 

Arthur G. Debbage, ONP, Watts Bar 
Robert Griffln LP 2N 97f-C 
Joan T. Muecke, 708E EB-C 
R. K. Selberling, 716C EB-C 
Richard 0. Smith. 701A EB-C
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FROM : S. A. White. Ranager of Nuclear Poser. LP 6K 38A-C 

uDE : SEP 0 5 1986

SUJECT: RUCLEAR SAFETY REVI STAFF (USRS) a 

This refers to K. W. Whitt's masrand 
chronology of events regarding the Co 
former ISS. Shortly after my arriva 
report R-8S-11 -PS. Mr. Whitt Lodic 
attention during the seven months tat 
was not ready for issuasce. Be impr 
was poor and that it was incomplete 
there were errors in the report, mans 
improvements made in the months sinac 
report required extensire rewrite to 
recoBmendation to not issca the repor 

The Corrective Action Syst-a is an es 
recovery program.  

I request the Nuclear Rcnagtr's Revie 
Corrective Action System. The earlie 
appropriate.  

The review shbld be completed by lou 
December 28. Any substantive finding 
should be brought my attention prior 

TBJ:LiB 
cc: RIMS, R 4N1 72A-C (v/copy ofa I 

R. V. Bennett, W12 D99 C-K 
A. G. Debbae. OMP. Watts BRar 
1. J. Griffin, LP 2N 97B-C 
J. T. 1tuckel, 708E EB-C 
B. D. Smith, 701A EB-C 
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I- to me dated August 6 providing the 
rectiw, Action Reviet perfomed by the 

l. I et with Mr. uitt regardin draft 
ted the report had sot received adequate 
ice the actal review was completoa and 

sed on - that the quality of the report 
ad inacnrarte. kr. Whitt also indicated 

of the finmings would not refl»et 
the review bad been conducttd, and the 

be puootliTatle. I accepted Mr. Whitt' 
t.  

sential and important part of our nuclear 

w Group initiate a review of the 
>r work by ISBS should be incorporated as 

rember 14 and the recort issued by 
a discovered in the course a your work 
to report issuance.  
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I. BACiGROUND 

At the end cf 1984 NSRS scheduled a management review of the cor
rective action process to begin app:.,ximately April 198.'. In January 
1985, Browns F-rry Nuclear Plant t:FN) was still operational and the 
BFN Regulatory Performance £improvement Program (RPIP) had been in 
existence for one year. The NRC Systematic Assessment of Licensee 
Performance (SALP) Boarn had reviewed TVA activities during the period 
January 1, 1983, through February 29, 1984, and issued its report June 
12, 1984. The overall evaluation stated that TVA still experienced 
difficulty in preventing problems identified at one site from recur
ring at one or more of the other sites. Lack of timely corrective 
action continued to be .. problem when interdivisional coordinatior. was 
required for resolution of issues. BFN was given a low SAL? rating.  
One cause of the problem areas was lack of management attentimn to the 
identification of the root cause of problems and inadequate corrective 
action.  

At BMN on August 14, 1984, overpressurization of unit 1 core spray 
system occ'trred and resulted in a civil penalty of $100,000. During 
the return to service of unit 3 on October 2.2, 1984, the NRC stated 
that BFN violated its technical specifications, failed to follow plant 
procedures, and failed to ensure adequate management control. This 
was the first serious indication that the BFN RPIP had not reachea the 
level of implemsntation expected. In January 1985 the Office of 
Engineering (OE) issued a nonconformance report (NCR) identifying the 
potential inaccuracy of tLe Sequoyah Nuclear Plant (SQN) pressure 
differential transmitters. These transmitters measure the pressure 
differential between the inside and outside of the steel containment 
vessels, and the ability of the transmitters to perform accurately i' 
the environment following a design basis accident was questioned. TLe 
Failure Evaluation/Engineering Report (FE/ER) tor the NCR was issued 
in March. The NRC was concerned with the time taken to issue and 
process the NCR. The NCR issued an order modifying SQN and BFN operat
ing licenses while the NSRS corrective action review was in progress.  

At BFN unit 2 had been siuitdown for refueling September 15, 1984.  
Unit I w.s shutdown harcb 19, 1985, following problems identified 
during local leak rate testing. Unit 3 was shutdown March 9, 1985, 
following discrepancies in instruments measuring the level of cooling 
water above the core and improper operator actions. This resulted in 
a civil penalty of $150,000. At the time of the NSRS review, BFN was 
completely shutdown. The management review of corrective action began 
May 13, 1985, and ended July 10, 1985, 

II. SCOPE 

This major management review was undertaken to determine the cor
rective action program adequacy and the effectiveness of its imple
mentation. The review was conducted at the Office of Engineering (OE) 
and Office of Construction (OC) in Knoxville, the Office of Nuclear 
Power (NTC PR) in Chattanooga, Browns Ferry Nuclear Plant (BFN), 
Sequoyah Nuclear Plant (SQN), Watts Bar Nuclear Plant (WBN), Bellefonte



Nuclear Plant (BLN), and OC/OE activities at the plants. `The review 
included examination of longstanding problems identified both within 
TVA and by "C or other external organizations.  

NSRS inter' .ewed senior managers, supervisors, quality assurance 
staff, and other personnel involved in the corrective action process, 
reviewed commitments, procedures, reports, tracking records, and other 
documents pertaining to the control of corrective action activities.  

III. MANAGEMENT SUMMARY 

A. Program Adequacy 

At the commencement of the corrective action review the quality 
assurance (QA) program was examined. This consisted of exami
nations of upper tier documents to determine that they met all 
requirements and commitments for corrective action controls, then 
verifying that implementing procedures were adequate. The ele
ments of a corrective action program were adequately addressed in 
the upper tier documents with two exceptions. There was no 
approved ID-QAP governing interoffice control of nonconformances, 
and a Topical Report commitment for monthly reporting of unre
solved nonconformance rep-.rts to the Quality Manager and Con
struction Engineer was not included in QC QA procedures. Four 
areas of program weakness were noted in the OE Engineering Pro
cedures (EPs). These concern how deficiencies identified by 
review organizations are distributed, no interface document for 
resolution of corrective actions affecting both OE and NUC PR, 
trend analysis program responsibilities not defined, and the 
restrictions on C7 funding by NUC PR.  

Five recommendations were made to plant implementation pro
cedures. Int..:rface with OE, site OE, Site Director, Plant Man
ager and others should be clearly defined and compatible with 
Design services interface controls and OE Procedure OEP-17.  
Dispersed corrective action instructions should be consolidated 
wherever possible. One duplicate procedure (SQN) was identified 
and one contained interface information from a cancelled document 
(SQN). The informal draft CAR/DR process instituted by section 
instruction letter PQA-SIL-3.1 had caused non issue and substan
tial delays in issuing CARs at WBN. NSRS recommends that the 
informal process be eliminated.  

B. Program Implementation 

The program implementa lion and its effectiveness vws determined 
by the review of corrective action activities in OE, OC, and 
WNC PR central offices; OE, OC, and NUC PR at WIN and BUL; and OE 
and MUC PR at BFN and SQN. The training center was not included 
in the review. The "Selected Program Implementatior Functions" 
in this report (sections V.C.I througb V.C.9) were developed from 
this review.



The Inspection Rejection Notices (IRls) and Quality Bulletins 
reviewed were specific to OC only. IRNs are generated differ
ently at WBN and BLN with the ELN method being preferred by NSMS.  
The Quality Bulletin program was found to be effective as a 
communication tool. The Corrective Action Reports (CARs)/ 
Discrepancy Reports (DRs) were specific to NUC FR only. The use 
of the number of CARs or DRs issued as a performance indicator 
was not considered desirable. The use of the age of CARs/DRs as 
a performance measure is better, but the review showed that this 
also has limitations. All other program implementation functions 
were reviewed in OE, OC, and NUC FR. These included KCRs, track
ing systems, trend a orrective action priority, quality 
assurance, interface problems, and management attitudes.  

Examination of significant NCRs generated in OE indicated that 
many had not received prompt corrective action. Major problems 
with closing NCRs were ineffective interfacing within OE and with 
NUC PR and the inability to establish realistic commitments 
concerning the time needed for OE to complete a job. Examples 
are given showing that even after years of NUC PR/OE interfacing 
on specific issues, differences of opinion still exist. Exami
nation of the handling of the NCRs in OC indicated that the NCR 
program appeared to be functioning properly with the exception of 
possible failures to write NCRs based on inspections as identi
fied by INMO. NCRs were examined at the OE units in BFN, WBN, and 
SQN. Many of the open NCRs were over three years old, the aver
age age to closure being for BFN-28.2 months, SQN-31 months, and 
WBN-19.1 months. The Design Services budgets at BFN and SQN were 
reviewed and they included line items for completion of ECNs, NCR 
preparations and responses, and new DCRs. With the exception of 
WBN where a Design Services Manual was being developed, no formal 
procedures had been established to control the local OE/NUC PR 
activities. During an audit on NCRs maintained by the Compliance 
section at BFN, one finding identified inadequate documentation 
of the current status and closure of approximately 50 NCRs. ISRS 
observed that BFN responded promptly to the audit findings.  

OE and OC utilize TROI to track and monitor the status of NCRs, 
audit deficiencies, NSRS items requiring closure, NRC identified 
items, 50.55(e) reports, part 21 reports, Commitment Tracking 
Records for licensing commitments, and stopwork orders. There 
was a prnblem of dates being established for action items on TROI 
listings which had not been coordinated previously with a respon
sible party. This resulted in actions coming due before the 
responsibie party received documentation of the problem and 
corresponding tasks. These problems typically involved inter
faces between branches and OE/OC. The interface problem with NUC 
PR appeared to be at the other extreme of not being able to 
assign realistic action dates so a future date of 1999 would be 
used. Three tracking systems were intended to meet the needs of 
OC, these being TROI, the NCR Log, and the Commitment Tracking 
Index (CTI). A Coimmitment Tracking Program (CTP) was established 
in 1983 and in 1985 OC com&ltted to proceduralize tae CTI. This 
was unplemented at BLN but not at WBN as of August 13, 1985.



In NUC PR commitment tracking was maintained in the Nuclear 
Central Office (NCO) and also at each plant. The movement is 
toward central commitment control at NCO but that was not in 
place during the review. BFlN was using the NCO tracking system 
but there were also numerous plant tracking systems in use. The 
audit which found the problem with NCRs also identified over 24 
automated and manual tracking srtems for handling identified 
deficiencies. At SQN the major printout for C/A items was called 
the Corrective Action Tracking System (CATS). WIN used a CATS 
Log and also an action item list. BUN had a tracking system for 
CARs and D~s and employed a monthly corrective action summary 
report.  

Examination mf the Trend Analysis program in OE indicates that 
the effectiveness of the treading program has been negligible.  
IEN trending in OC appeared to provide useful information at 315.  
At WBN the information usefulness was questionable because IR~s 
were not necessarily written for every appropriate instance. ITS 
trended NCRs by cause rather than by deficiency, which is more 
useful and informative than the WIN NCR trending. The Quality 
Problem Resolution Summary is prepared by DQA for the MIonthly Top 
M1anagement. Meeting (M'~) held by NUC PR. Items are trended for 
each plant, other nuclear support divisions, and DQA. The trends 
so far did not indicate any improvement in the age of the quality 
problems being trended.  

The priority of performing corrective action is tied to meeting a 
schedule that does not allow managers to place the appropriate 
priority to ensure prompt C/A on all identifed problems. In 
general the high priority items get management attention and 
other items generally get ignored until the schedule turns them 
into high priority items.  

The Quality Assurance review of the OE Quality Management Staff 
(QKS) included interviews with management, review of QNS audits 
that included corrective action in the scope, and a review of 
"QMS Quarterly Assessment of OE Quality" reports. The quarterly 
assessments agreed with the overall observations made by NSRS 
during the corrective action review. The audit program had not 
supported the assessments by conducting aggressive audits of the 
corrective action program to determine why timeliness and resc.Au
tion of past deficiencies remain a problem. NSRS believes that 
these audits should be of a sufficient duration and depth to 
provide meaningful output to OE management concerning program 
implementation and effectiveness.  

The role of quality assurance in the OC C/A process was evaluated 
by interviewing personnel inside and outside the quality asurance 
organizations and by reviewing audit reports and associated 
responses. NSRS found that responses to audit deviations were 
generally adequate and timely. But the scope, depth, and ade
quacy of the audits could be improved.



Quality Assurance in NUC PR included a review of the function 
performed by the Division of Quality Assurance (DQA) managemet 
in the identification of problem areas and the corrective action 
pracess. Corrective action/co~rretion of deficiency audits were 
examined. A random sample of other reports and correspondence 
related to the deficiencies identified in these reports were 
reviewed. During the interviews with DQA management all agreed 
that more line involvement was needed in improving the corrective 
action process. Interviews with auditors revealed that only too 
frequently a problem would be identified to a plant and basically 
nothing was done to correct the problem. At a later date the NRC 
would issue a notice of violation to the plant for the same 
problem.  

Interface Problem review included internal interfaces and exter
nal interfaces. No problems were identified in OE when correc
tive action was limited to involvement of one discipline within a 
project. However, a general perception existed of not being able 
to resolve corrective action quickly when multiple disciplines 
were involved.  

Personnel interviewed in OC generally indicated no problems in 
interfacing with other organizations in OC. Comunication on a 
personal level appeared to be good at-each of the sites, though 
very little need for comunication between WBN and BLN was recog
nized.  

For the OCIOE interface OC personnel expressed the concern that 
when NCRs must be handled by the OE branches, they have no effec
tive interfacn. OC personnel stated that they have bad diffi
culty finding the proper contact and that often the responsible 
OE branch person was unresponsive and seemed to place little 
priority on the site NCRs.  

The NUC PR/OE interface had been, in theory, improved for operat
ing plants due to locating OE personnel at the plant site.  
However, the locating of OE people at the sites had not elimi-' 
nated interface problems. OE still maintained KC~s which 
required NIJC PR to perform corrective action. During the review 
no procedure existed which addressed the OE/NUC PR interface on 
NCR corrective action and disposition.  

Mlanagement attitudes in O[ were examined by a historical review 
of OE corrective action. In general, a lack of timeliness and 
responsiveness towards corrective action had been acknowledged by 
OE Mianagement for years. This awareness had led to years of 
discussions, action plans, task forces, and memorandums and had 
resulted in a policy of corrective action that was directly 
related to meeting either OC or NUC PR schedules. A recent 
example is given in this report of an NSRS review of OE activity 
completed Mlarch 29, 1985 and as of July 30, 1985 the response was 
still unacceptable. Mlanagement attitudes in OC toward C/A were 
evaluated by interviewing managers and their subordinates and by 
reviewing various C/A taken. C/A emphasis or priority appeared



to be dependent on the good intentions of individuals rather than 
being built into the system.  

Management attitudes in NUC PR were obtained during interviews.  
There was general agreement among those contacted that TVA has to 
do a better job with timely and effective corrective action. The 
problem was in how to change old thoughts and mindsets. There is 
an attitude change needed regarding correcting problems. That 
is, when deficiencies are recognized, the need is to correct 
them, not to skirt around the issue.  

TVA was felt as not having defined itself adequately to the NCR.  
Whlat was regarded as necessary was a well defined focal point and 
a clear-cut organizational structure. The recent appointment of 
Hugh Parris as head of TVA's nunclear business was regarded as a 
strong step in this direction. The need for "getting your sig
nals straight" had to start at the top. The need for more real
istic goals and objectives was expressed. TVA would have to get 
good at the nuclear business before aiming at being the best.  

C. Special Problems 

A summary of NSRS report R-85-08-OE/NUC PR dealing with the OE/ 
NUC PR interface handling of nonconformance reports is included 
as ar, example of failure to take timely, responsive, corrective 
action. A sumary of NSRS report t-85-06-WaMN dealing with cable 
routing, installation, and inspection practices is included to 
show that the corrective action system in place from 1979 through 
early 1985 was incapable of correcting difficult problems in a 
timely manner. The need for a procedure to control the inter
divisional handling of nonconformance reports was first identi
fied early 1981 in an audit report. The history of the effort to 
produce the procedure has been su~arized. As of August 1985 the 
procedure had still not been issued. The Quality Problem program 
was initiated by OQA to identify and address long-standing prob
lems. During--this N I" "'iev it was noted that it had been 
omitted from the transition p,. - when responsibilities for QA 
were transferred from OQA to DQA.  

A review was conducted on how TVA is seen and responds to outside 
agency reviews. Included were the KRC, MNP, and the Management 
Analysis Company (MAC) review of IFN. Instances were found of 
inadequate responses by TVA to NRC notices of violation. NRC 
SAL.? reports were examined and extracts from the SALP report 
January 1, 1983 to February 29, 1984 are included. It was con
cluded that positive corrective action to NRC concerns would have 
provided an improved regulatory environment. INPO evaluations 
conducted from 1981-BFN, 1982-SQN, 1984-BLM, 1985-WBN, plant 
responses to INPO identified problems, and plant subsequent 
actions were examined. It is concluded that management did not 
ensure that all identified items were corrected, or that problems 
identified at one plant were reviewed for applicability to other 
plants. The NAC report was an excellent suemation of the situa
tion at BFN around May 1984. When issued, the report received



NUC PR top management review. It is observed that not all of the 
recommedations made have been implemented.  

The BEN Regulatory Performance Improvement Program (RPIP) was 
reviewed since it is the largest corrective action program under
taken by NUC PR, excluding the BFN fire restoration program. It 
had been preceded by a 6-point program which had replaced the 
8-point program neither of which had been successful. BFN 
management worked hard on the RPIP and some major acmlishments 
were made. But the RPIP failed to attain the deie level of 
regulatory performance. The control of as-built drawings was 
selected for review siuce it was first identified as a problem at 
BFN in 1975 and subsequently in a 1981 audit.  

I. Root Causes 

Interviews were conducted with Site Directors, Plant Mianagers, 
OE, OC, and NUC PR Mlanagers and Supervisors, the Director of QA 
and his staff, and others involved in the correction action 
process, to obtain their perspective on the handling of problems 
experienced by TVA in the nuclear power program. This listing of 
root causes was largely developed from these interviews. No 
attempt has been made to place the root causes into any special 
order of importance.  

1. Lack Of Strong Management Controls 

a. Failure to Take Ownership of Problems 

The review team observed a need to assign responsi
bility for correcting items idei.:.ified in the various 
corrective action processes and to hold peo ple account
able for their results (or lack of results). This was 
similar to a common thread found at plants which had a 
reputation within INPO and NRC for controlling outages 
successfully. They assigned responsibility &and author
ity for each outage item to one person. (See NSRS 
Report No. R-84-27-SQN/BFN, page 4.) During this 
review too much layering of responsibility and author
ity within the TVA nuclear organization was observed 
which strapped the resources available. Responsi
bilities for C/A appeared to be diffused to the point 
that individuals generally dealt only with very small 
parts of any specific C/A. There appeared to be a need 
for clean-cut lines of responsibility top to bottom.  

b. Lack of Good Performance Indicators 

Management was perceived to be sending out the wrong 
signal on what they wanted in the corrective action 
processes by tracking and reporting on the number of



open items requiring corrective action and in some 
cases setting goals in hopes of limiting their number.  
(For a discussion of the negative aspects of this 
numbers game or "bean count" as it was widely referred 
to, see the CAR/DR section V.C.2.) A good performance 
indicator would be one which provides management with a 
measure of the success of their C/A program without 
discouraging people from identifying problems.  

C. Office Level Interfaces 

Office level interfaces in C/A have been known to be.  
deficient in various ways for many years. Organi
zational pride and/or territorial Jealousy have kept 
these interfaces from being properly addressed (see 
sections V.C.9, V.D.1, and V.D.6).  

2. Lack of Stability 

a. Lack of Stability in Organization Structure 

For various reasons the TVA organization assigned to 
handle the nuclear program was reorganized several 
times in recent years. At 'the time of this review 
major restructuring was taking place barely a year 
after a major reorganization. The state of flux result
ing from these changes was mnentioned most often by the 
managers interviewed as a root cause of TVA' s problems.  
It was felt that TVA lacked self-discipline as &an 
organization and that it needed to establish a program 
and stay with it.  

Reorganizing itself was not the problem but the pro
longed, indecisive way in which TVA went about the 
process created confusion and demoralization. Each 
reorganization was presented as a concept which then 
gradually evolved over a long period of time rather 
than as a well thought-out, detailed package which 
could serve as a guideline to the new way of doing 
business.  

b. Lack of Stability in Upper Tier Documents 

While the review was in progress the entire corporate 
level of documents was being reviewed for planned major 
changes. The Nuclear Quality Assurance Manual (tJQAM) 
which documented the overall quality assurance program 
for TVA's nuclear plants was initially issued on 
December 31, 1984 by combining and replacing four other 
sets of manuals: The Office of Power Quality Assurance 
Manual (OP-QAM), OEDC Quality Assurance Program Require
ments Manual for Desigr', Procurement, and Construction 
(PRM'), Division of Nuclear Power Operational Quality 
Assurance Manual (OQA!1), and Interdivisional Quality



Assurance Procedures Manual (IM~). Then, just months 
later, efforts were underway to rework or completely 
dismantle the entire NQA11.  

A similar fate was being planned for the Office of 
Power Area Plan Manuals. The area plan concept 
developed after an earlier reorganization was an 
attempt to take the Divisan Procedures Manual (DPN) and 
-her corporate level documents in areas such as Health 

Physics, Radiological Emergency Planning and Occupa
tional Safety and group them into nineteen areas of 
expertise. This area plan concept was also to deter
mine the grouping of central office Support, and even 
budget categories. The area plan concept was never 
fully implemented nor understood, but nom it was con
sidered necessary to transfer control of most of the 
area plans to the individual sites as a result of the 
decentralization.  

It had been shown at Sequoyah that even minor changels 
in upper tier docum~ents (such as title changes) caused 
large perturbations in site level document control 
systems. Large upheavals such as those just described 
have required a major rework of the plant documents.  
The result had been a strain on the plant document 
control system and the review process. (For a further 
discussion of the upper tier documents, see the Program 
Adequacy Section, V.A.l.) 

3. Misconceptions About Quality Assurance (QA) 

a. Not Understood to be a Line Function 

When TVA first established a QA group within the 
nucLear system, the perception arose that quality 
assuring and quality control were something that the 
QAIQC people took care of. The result was craftsmen who 
came to rely on the inspectors to "inspect in" or 
"audit in" quality. Even some managers came to rely on 
QA to tell them if corrective action was complete and 
accurate rather than establishing their own methods of 
tracking and verifyiag. These attitudes were felt to 
be gradually being erased but there was still a defi
nite need for line management to take aggressive owner
ship of the corrective action process and to find 
innovative ways to make it work better.  

b. Quality Assuring Versus Paperwork 

Too often the corrective action process was looked on 
as getting in the way of productive work. There was a 
lack of appreciation for or understanding of the need 
to document all the steps necessary for successful



corrective action suck as tracking, root cauui-ana
lys is, and generic problem identification by other 
sections or other plants. As mentioned in the section 
on CARs/DRs (section V.C.2) auditors were told by 
management at one plant that all emphasis was placed on 
immediate correction of a problem and that the paper
work process would only kinder their efforts to correct 
the deficiency.  

Similarly, the efforts by internal auditors seemed to 
be unappreciated and generally ignored until the same 
problems they had identified over and over were cited 
by the NRC.  

4. Failure to Set Priorities 

a. Trying To Do Too Mauch at Once 

TVA is considered by NRC and others as good at problem 
identification but poor at problem solving. Part of 
this was felt to be an over-cammitment to regulating 
authorities, such as in the area of plant modifi
cations, which led to backto-back outages and eventu
ally overlapping outages. TVA was acknowledged to have 
the manpower and other resources, but without strong 
leadership, th-ese resources were not being properly 
utilized. There is a need to assign ownership to 
individual problems, analyse them and decide what is 
and what isn't going to be done. Once major problems 
are identified, efforts need to be concentrated on 
fixing one problem before moving on to the next one. A 
major result of years of failure to properly scope 
problems is a large backlog of incompleted problems 
which skew any attempts to prioritize and manage nem 
ones.  

b. Lack of Follow-up 

There was evidence that symptoms of problems were being 
treated without doing adequate root cause diagnosis.  
This failure in the corrective action process was cited 
time ane again by the NRC as a major TVA problem. One 
suggestion to overcome this would be for line managers 
to assign each item to an individual who was required 
to follow it through to completion.  

S. Failure to Eliminate Root Causes 

Identifying the real root causes of failures in the corrective action process and taking actions to eliminate the root 
causes has been an impossible task for OE. Historically, OE 
has repeated a cycle of acknowledging the problems of the 
system through memorandums, establishing task forces to 
provide recommendations, implementing recommendations, and



then identifying similar problems in the corrective action 
system a few years later.  

The following four root causes are taken from the 1982 
Action Plan for Quality Improvement. These root causes 
still existed during the corrective action review ia spite 
of years of work and expended manpower on various task 
forces to resolve root causes. The quotes aem excerpts from 
the December 31, 1981 report. The references listed provide 
an example of the same type of root cause identified during 
the current corrective action revew.  

a. Positive Attitude and Approach 

"The lack of positive attitude and approach in 
responding to and resolving issues and deficieies 
which have been identified by MRC OISE and by QA aad QC 
organizations has coatributed to our low evaluation by 
NRC . . . . The lack of an OE positive attitude toward 
resolving problems identified by qSS is discussed in 
paragraphb V.C.1O.b.  

b. AuthorLt., Responsibility, and Accountability 
"The size and compLexity ot our organization, and our 
failure in some areas to clearly define authority, 
responsibility, and accountability has resulted in 
inadequate treatment of some issues, buckpassing, and 
lack of accountability for inadequate action or lack of 
action." 

The root cause was initially written for OEDC.  
However, this root cause can be expanded to the entire 
Office of PME (Nuclear). An example of the Lack of 
accountability for inadequate corrective action was 
identified in section V.C.3. This section oan TMO, 
emphasized that OE utilizes dates of 1999 for unsshed
uled NtC PR actions. OE basically does not have respon
sibility to see chat the action is completed in a 
timely manner.  

c. Timeliness 

"The tiueliness and thoroughness La impiemnting cor
rective action and in documenting and reporting the 
concerns and conditions adverse to quality have often 
been inadequate." 

An example of this inadequacy was identified during 
KSIS review, R-85-08-OE/NUC PR. This report is briefly 
summarized in Section V.D.I. The MSiS report concluded 
that there was a failure of management to correct 
problems with timeliness and responsiveness involving 
the ?C0-FEIZO process. Section V.C.3 also document; 
examples of NCR's which have untimely corrective actioa.



4. Pracedures 

"ailure to follow procedures and inadeWqate 
procedures are the cause of almest one-half of the 
findings, violations, and mncennfomanes against 

MDC." 

This original ret cae for EDC can also be 
ezarded to the Office of uclear Bwner. Tailare 
to fulls pce-res" has historically resalted in 
a cotimaI evisiug of rocizeriinal prmocre.  
There are alsO c of iaadrte or mW-existert 
prcIedures defiaing interfaces be n E NCs /OE/OC 
to iaccalish corrective actio. (Refer to V.C.11 
aad V.D.L for details.) 

An additional roOt case intified uring the cor
rective action review: 

e. Trend Analysis Program 

The OE trend analysis progran has been developing 
for over 10 years. (The present tread system is 
discussed in V-C.5). franagmrn has not developed 
and utilized the trend analysis systes to provide 
timely identification of treads aad correct root 
causes to preclude repetition in the ftaure.  

6. qQC Organizatioes Inadvertatly Contributing to C/A 

QAIQC organizations have set poor examples of attitudes 
catoard quality. Line orpnizatisos can be expected to 
perfar aso better than the organizations identifying 
their problem. The folloing are examples of such 
problema in the QA/QC ocganzatios.  

a. Audits 

QA orgauzactoas responses and follow-up have 
ften been auntimely and they have sometimes 

accepted Iadeqr.ate corrective actions. The QA 
orgaptzation in place at the time of this revieo 
made audit reco-edations and suggestions Which 
did sot reqpire responses. This leads the liz' 
orgaptzatonas to believe that only deviations are 
uportant enough to require attention (see section 

V.CI).S) 

b. Quality Performnace Feedback For QC Iaspectors 

Job performace ratings for QC inspectors are 
tenerally owt based on the quality of their tispec
tioos. This tfosters incosistency in inspectors 
attitudes toward quality (see section V.C.I).



c. CAR/DR Process 

The plant QA organization at MBN circaMVented the 
CAR/DR process by implementing the "draft" CAR/DR 
(see section V.C.2).  

d. Quality Problems

DQA and OQA failed to properly address 
Problems indmntified by OQA beyond the 
audit process (see section V.D.7).

Quality 
normal

E. Summary of Results

The corrective action process has been found to 
forty recolm ndatios have been made by IRS.  
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IV. CONCLUSIONS/RECOBENDATIONS 

A. Program Adequacy 

R-85-11-NPS-01, Inadequate Procedures - OE 

Conclusion 

Procedures to distribute information concerning deficiencies 
identified by various review organizations such as INPO, are 
inadequate (refer to section V.A.3.a for details).  

Recommendation 

OE should establish program controls to ensure that deficiencies 
identified by organizations external to OE are adequately distri
buted and reviewed for corrective action.  

R-85-11-NPS-02, Trend Analysis Program Responsibility Not 
Defined -GE 

Conclusion 

Trend analysis program responsibilities not adequately defined 
for branches and projects (refer to V.A.3.d for details).  

Recommendation 

NSRS recoamends that OE establishes in branch and project pro
cedures adequate details and definitions of responsibilities for 
the trend analysis program.  

R-85-11-NPS-03, Commitment Not In Procedures - OC 

Conclusion 

MIonthly reporting of unresolved NCRs to the Quality Manager and 
the Construction Engineer is specifically required by TVA-TR75-1A, 
section 17.1.16.2 but QAP-15.1, QCI-1.02, and QCP-10.4 do not 
include this requirement (refer to section V.A.4.a for details).  

Recommendation 

NSRS recommends that the lower tier program documents be revised 
to implement the topical report commitment.



R-85-MPS-04, Dispersion of Corrective Action Instructions 
Generic 

Conclusion 

The plant implementing instructions for the corrective action 
process were dispersed throughout the Administrative Instruction 
and Standard Practice ifanuals (refer to section V.A.5 for 
details).  

Rec-me-dation 

Consolidate these documents whenever possible as the site gradu
ally takes control of the Area Plans and MQW material.  

R-85-11-BPS-05, Clarification of Interface Procedure - UFK 

Conclusion 

BFN Standard Practice BF-10.7 does not distinguish between BFN 
site OE and OE (refer to section V.A.5 for details).  

Recommendation 

Interfaces with OE site OE, Site Director, Plant Manager, and 
others should be clearly defined and procedure BF-10.7 revised to 
reflect this and compatibility with OE procedure OEP-17 and 
Design Services interface controls verified prior to issue.  

R-85-11-NPS-06, Duplication of instructions - SQN 

Conclusion 

Procedures SQA-26 and SQA-101 both discussed NRC-IE bulle.ins, 
circulars, and information notices (refer to section V.A.6.b for 
details).  

Recommendation 

Procedure SQA-101 should be cancelled.  

R-85-11-NPS-07, Obsolete hatfýrial In Procedure - SQN 

Conclusion 

Procedure SQA-95 contained interface information from documents 
that were cancelled on January 18, 1985 (refer to section V.A.6.c 
for details).  

Recommendation 

Procedure SQA-95 should be revised or cancelled.



B. Program lplemientation 

Conclusions and r commendations are contained in the following 
paragraphs C and D.  

C. Selected Program mlniementation Functions 

1. Inspection Rejection Notices 

R-85-11-BPS-08, Inspector Job Performance Feedback - OC 

Conclusion 

There is a general lack of feedback to QC inspectors con
cerning job performance from their supervisors. Host super
visors apparently did not observe their inspectors in the 
field (refer to section V.C.1 for details).  

Reconmmendation 

An inspectors performance appraisal should be based pri
marily on the supervisor's field evaluation of the quality 
of a representative sample of the inspectors work.  

R-85-11-NPS-09, Failure to Prepare IRNKs - WIN 

Conclusion 

WBN allows IRNs not be prepared for deficiencies that can be 
corrected in the inspectors presence. This practice skews 
the data used for trend analysis (refer to section V.C.1 for 
details).  

Recommendation 

The practice of not writing IRNs at WBN if a problem can be 
corrected in the inspector's presence should be terminated, 
appropriate procedural changes implemented, and WBN inspec
tors trained to write IRNs on as-found conditions.  

2. Corrective Action Reports/Discrepancy Reports 

R-85-11-NPS-10, Incorrect Handling of CARs/DRs - WBN 

Conclusion 

Handling of CARs/DRs at WBN is outlined in AI-7.3, but PQA 
uses section instruction letter PQA-SIL-3.1 which estab
lished "draft" CARs/DRs. This has caused undue delays in 
issuing CARs/DRs (refer to section V.C.2 for details).  

Rerommendation 

The informal draft CAR/DR process should be eliminated and 
PQA-SIL-3.1 modified accordingly.



R-85-II-NPS-11, Conformance to Procedure - WBN 

Con-lusion 

Three CARs that were not issued were considered important by 
iSRS. Tbh Q-list was reviewed internally by PQA starting in 
January sad a report of their findings issued on August 26, 
1985 (Quality !valuation Report QE-85-09) and an NCR issued 
(W-269-P). The breakdown in the PORC review process was 
neither documented nor reviewed (refer to section V.C.2 for 
details).  

Recommendation 

AI-7.3, section 5.3 requires that a CAR be issued if the 
originator cannot be convinced that no problem exists. This 
should be strictly adhered to by PQA.  

The CAR concerning the PORC review process should be issued.  

3. Nonconformance Reports 

R-85-11-NPS-12, Funding of OE Open Items - P&E 

Conclusion 

OE is unable to initiate prompt corrective action or perform 
generic investigations of CAQs unless funding is approved by 
NUC PR (refer to V.A.3 for details).  

Recomendation 

Evaluate present interface structure between SUC PR and OE 
to ensure that controls are in place that allow for prompt 
corrective action and generic issues evaluation by OE.  

R-85-11-NPS-13, Inadequate Design Service Interface Program 
Controls - Generic 

Conclusion 

With the exception of WBN, no formal procedures were being 
developed to clearly define interface controls between 
Design Services Manager, Site Director, Plant Manager, and 
Supervisors, and Design Project Manager (refer to section 
V.C.3.c for details).  

Recommendation 

Interface controls should be developed to reflect the cur
rent onsite/offsite organizations.  

R-85-11-NPS-14, Verification of Status of NCRs - NT'C PR

___



Conclusion 

DQA audit at BFI on NCRs had resulted in a deviation No.  
QBF-A-85-0014-D03 requiring corrective action which should 
result in satisfactory handling of KCRs at BEN (refer to 
section V.C.3.c(2) for details.  

Recommendation 

It is reconended that a similar review of all past KICs to 
determine current status, providing domentatioa supporting 
corrective action on all closed KCRs and placement in a 
comitment tracking system with adequate commitment dates be 
implemented at the other plants.  

4. Tracking Systems 

R-85-11-NPS-15, Tracking and Reporting of Open Items 
(TROI) Schedule Dependent - OE 

Conclusion 

A system/method of establishing priorities for completing 
open TROI items does not function independent of the CONST 
or NUC PR schedules (refer to V.C.6 for details).  

Recommendation 

Review significance of old items and establish priorities 
for completion.  

R-85-11-NPS-16, TROI Action Dates Not Realistic - OE 

Conclusion 

The tracking of open items system (TROI) is being utilized 
by management to control and documen. the status of open 
items. TROI action dates of 1999 are listed when the date 
of an activity is unknown. The dates usually involve inter
face with NUC PR (refer to V.C.3 and V.C.4 for details).  

Recommendation 

Establish realistic time frames for completion of activity.  
Establish interface channels with NUC PR to resolve unknown 
action dates.  

R-85-11-NPS-17, Comitment Tracking Index - OC 

Conclusion 

The proceduralization of the Comiitment Tracking Index 
should improve its effectiveness (refer to section V.C.4.b 
for details).



Recommendation 

Complete the proceduralization of the Commitment Tracking 
Index currently in progress.  

R-85-I1-SPS-18, TROI - Generic 

Conclusion 

TROI is used by OE and OC to assign responsiblities for C/A 
and to track completion of C/A, whizh are quality program 
functions. Controls on quality program functions should be 
part of the quality program (refer to section V.C.4.b for 
details).  

Recommendation 

Include the controls applied to TROI for assignment of 
responsibilities and tracking of completion of C/A in the 
program documents, or assure that these functions are pro
vided within the system by some means other than TROI.  

5. Trend Analysis 

R-85-11-KP5-19, Inadequate Use of Trend Data Base - OE 

Conclusion 

The trend analysis program has a data base with the cap
ability of producing meaningful, useable output to OE manage
ment. This information receives minimal attention from OE 
management (refer to section V.C.5 for details).  

Note: In 1981, NSRS concluded that the trend analysis 
program was not functional (R-81-14-OEDC (BLN)-39) 
and had not evolved to the point of producing 
meaningful,useable output.  

Recommendation 

Utilize trend data base for early identification of pro
blems. Hold OE Management accountable for utilizing 
trend data base effectively.  

R-85-11-NPS-20, Quality Trend Analysis Reports - WBN (OC) 

Conclusion 

The WBN quality trend analysis report does not synopsize the 
effectiveness of past remedial actions as required by QAP-16.5 
(refer to section V.C.S.b for details).



Recommendation 

Future WBN quality trend analysis reports should synopsize 
the effectiveness of past remedial actions as required Vby 
QAP-16.5.  

R-85-ll-NPS-21, NCR Trending - WBN (OC) 

Conclusion 

Trending of NCRs at WNBK does not address root causes, reme
dial action, or effectiveness of past remedial actions.  
(refer to section V.C.5S.b for details).  

Recommendation 

Change the KCR trending program at WBN to address root 
causes, remedial actions. and effectiveness of past remedial 
actions similar to the BLN program.  

o. Corrective Action Priority 

R-85-11I-NPS-22, Corrective Action Priority - OC 

Coaclusion 

Involvement of managers in C/A tends to be limited to deal
ing with the management tools for C/A rather than the C/A 
itself. This focuses attention on timeliness rather than 
adequacy of the C/A (refer to section V.C.6.b for details) 

Recommendation 

Steps should be taken to involve managers more in specific 
C/A in order to increase awareness of C/A quality and con
sequently shift the perceived management priority toward 
quality in C/A.  

7. Quality Bulletin Program - OC 

R-85-11-NPS-23, Quality Bulletins - Generic 

Conclusion 

OC and NUC PR both have documents called Quality Bulletins 
which are numbered in the same manner and serve a sLailar 
purpose. This results in confusion (refer to section V.C.7 
for details).  

Recommendation 

OC and NTC PR should collaborate to change the name and/or 
numbering scheme of one of the Quality Bulletin programs.



8. Quality Assurance 

R-85-11-KPS-24, Increase Audit Depth - OE 

Conclusion 

QMS has failed to recognize and document significant defi
ciencies in the corrective action process (e.g. NCR FE/ER 
process).  

Recommendation 

Increase the depth of audits and concentrate on problem 
areas (refer to V.C.8 for details).  

R-85-11-MPS-25, Audit Process Not Used - OE 

Conclusion 

Significant problems identified by QtS in the OE quarterly 
assessment report have not been pursued or investigatcd 
ucLIziznag the audit process. In fact, the assessment and 
audit reports are inconsistant in the general appraisal of 
the corrective action process (refer to V.C.8 for details).  

Recommendation 

Significant problems identified by QMS in the OE quarterly 
assessment report to be pursued or investigated utilizing 
the audit process.  

R-85-11-NPS-26, Audit Deviations - OC 

Conclusion 

Audit deviations are written only for instances of departure 
from specific written requirements. Other problems may be 
addressed in the audit report or suggestions which require 
no response, and seldom are addressed by the audited organi
zations (refer to section V.C.8.b for details).  

Recommendation 

All problems identified in audits should be written as 
deviations so they must be addressed.  

9. Interface Problems 

R-85-11-NPS-27, Interface-Problems - OE/OC 

Conclusion



OC site personnel have problems identifying the responsible" 
OE individual for NCRs that must be handled by the OE bran
ches rather than the Design Project Organization (DPO).  
When the responsible branch individuals are known, they are 
generally act as responsive a; the DPO personnel (refer to 
section V.C.9.b for details).  

Recommendation 

OE should coordinate with OC to establish a mechanism to 
identify responsible branch individuals for specific OC ICRs 
to the WBN and BLN CEOs and to ensure these individuals are 
responsive to CEO personnel on site NCRs.  

10. Management Attitudes 

R-85-11-NPS-28, Quality Policy Not Fully Implemented - OE 

Conclusion 

The quality policy issued by the OE Manager on August 21, 
1984, has not been reflected in OE activities concerning 
prompt identification, documentation, and correction of 
adverse conditions (refer to V.C.10 for details).  

Recommendation 

Hold management accountable for adhering to quality policy.  

R-85-11-NPS-29, Corrective Action Responsibility - OC 

Conclusion 

Deficiencies in the "corporate attitude" towvrd C/A that 
result in failure to take timely C/A are due, at least in 
part, to diffusecidresponsibility for specific C/A (refer to 
section V.C.10.b for details).  

Recommendation 

Responsibility for coordinating the resolution of a specific 
problem, including specific C/A and action to prevent recur
rence, be assigned to an individual. These individuals 
should have the authority to contact any person in P&E about 
specific problems.  

11. Root Causes 

R-85-11-NPS-30, Failure to Correct 1982 OEDC Action Plan 
Root Causes - OE

Conclusion



Root causes which were identified in the 1982 OEDC Action 
Plan for Quality Improvement were not corrected with the 
Action Plan and still exist within OE (refer to III.D.e for 
details).  

Recommendation 

Management must address root causes and establish an adequate 
program to eliminate root causes.  

D. Special Problems 

2. NRC/Outside Agency Review 

R-85-11-NPS-31, Inadequate Reso to RC Notice of 
Violation - Generic 

Conclusion 

NSRS review of responses by TVA to NRC notice of violations 
shows that we continue to send inadequate responses (refer 
to section V.D.2.a for details).  

Recommendation 

Instructions should be given to all personnel involved in 
the preparation of responses to the NRC. This could take 
the form of required reading or formal instructions. Th? 
instructions should include the impact on top management 
and on TVAs credibility when inadequate responses are made.  

R-85-I1-NPS-32, Increased NRC Inspections - BFN 

Conclusion 

As a result of the NRC Executive Director for Operations 
communications with the TVA Board of Directors, it is highly 
unlikely that Region II will reduce inspection levels and 
almost certain that inspection vill be intensified at BFNY 
(refer to section V.D.2.a for details).  

Recommendation 

Management must ensure that supervisors stress the necessity 
of prompt corrective action and demonstrate it in practice, 
for credibility with the NRC to be restored.  

R-85-I1-NPS-33, Corrective Action to INPO Reviews 
NUC PR 

Conclusion 

From a review of INPO evaluations and related TVA actions, 
corrective action has not always been effective (refer to 
sections V.D.2.b and V.D.8 for details).



Recomendation 

When problems are identified by INPO positive steps should 
be taken to correct these problems in a timely manner.  

R-85-11-NPS-3 4 , INPO Evaluation Reviews - NUC PR 

Conclusion 

The findings in an INPO evaluation of one nuclear plant 
could well be applicable to the other plants (refer to 
sections V.D.2.b and V.D.8 for details).  

Recomendation 

INPO evaluations performed at one plant and TVA responses 
should be reviewed for applicability to the other plants.  

R-85-11-NPS-35, Management Analysis C any (MAC) Report 
Recommendations - NUC PR 

Conclusion 

The MAS report war an excellent summary of the situation at 
BFN. They made several recommendations some of which have 
not been implemented (refer to section V.D.2.c for details).  

Recommendations 

The report received top management review when issued in 
June 1984. NSRS recomends that those reconmmendations not 
implemented be re-evaluated to determine improvement poten
tial in any present or proposed future organization changes.  

3. Browns Ferry Regulatory Performance Improvement Program 

R-85-11-NPS-36, Engineering Morale - BFN 

Conclusion 

Conditions contributing to low morale and identified in NSRS 
report R-84-2j-BFW do not appear to have been fully addres
sed (refer to NSRS report R-84-20-BFN for details).  

Recuommnendition 

The concerns expressed in NSRC report R-84-20-BFN should he 
reviewed by upper management and resolutions, favorable or 
otherwise, should be conveyed to engineering and other 
affected personnel.  

4. Drawing Control



R-85-11-NPS-37, Maintenance and Distribution of Drawings 
Pz&E 

Conclusion 

The current methods used to maintain drawing originals and 
distribute copies appears to be awkward and inefficient 
(refer to section V.D.4 for details).  

Recommendation 

The drawing task force should evaluate a valley-wide com
puter system for drawing control to determine its potential 
usefulness and cost effectiveness for improving accuracy and 
efficiency.  

6. Interoffice Control Of Nonconformances 

R-85-11-NPS-38, Interoffice Control of Nonconformances 
H&E 

Conclusion 

There is a need for an interoffice procedure to control the 
handuing of NCRs a; evidenced by the SQN containment pres
sure instrument problem and other examples (refer to section 
V.D.6 for details).  

Recommendation 

Issue immediately the ID-QAP governing interoffice control 
of nonconformances which was being held by DQA at the time 
of this review.  

7. Quality Problems 

R-85-11-NPS-39, Failure to Evaluate the Applicability 
of Quality Problems P&EL 

Conclusion 

The OQA quality problem program was omitted from the transi
tion plan without documentation of the reasons when responsi
bility for QA moved from OQA to DQA in 1984 (refer to sec
tion V.D.7 for details).  

Recommwndation 

P&E should review the OQA quality problem files for problems 
that are not being pursued and other useful information.  
The decisions concerning whether a quality problem should be 
pursued or not should be documented.



R-85-I1- 'S-4. Staff to Resolve Quality Problems - P&E 

Conclusion 

Aggressive ident fic.tion and resolution of quality problems 
is essential rcr a successful nuclear power program. There 
is no urganization currently charged with this responsi
bility (refer to section V.D.7 for details).  

Recoamendation 

NSRS recommends that P&E consider the establishment of a 
staff wbose only responsibilities a-e identification and 
coordination of resolution of quality problems. The staff 
should have the authority to address quality problems across 
organizational boundaries and resources to ensure satis
factory completion.  

. DETAILS 

A. Program Adequacy 

1. Upper-Tier Program Adequacy 

The Topical Report represents the TVA quality assurance (QA) 
program for design, construction, and operation of T;i 
nuclear plants. The Nuclear Qualitv Assurance hanral (NQAM) 
documents the overall quality assurance progr.am for TVA's 
nucleL: -ower plants. A review if Lhe Topica, Report and 
the NQAM was performed to determine Lf the qualitv assurance 
prograr, relating to corrective actions met all the requice
ments aud comuitments. The references used for the review 
included: 

Title 10, Code of Federal Regulations (10 CFP) 
Final Safety Analysis Report :FSA*R) 
Technical Specifications (TS) 
NRC Regulatory Guides (RG) 
Industry Codes and Standards (AN2: '445.2, ANSI N.18.7

1976, ASHE Section III, KA 4000) 
Area Plans 1200 R03, 1200 RO, I ul'.0n, 0601.(1.  

0602.1, 0604.01, and 0605.01.  

With the excertion of apprrved interface proceda;r? for 
nonconformance controls between NUC PR, OE, aLJ OC, it 
appeared that the elements ot a corrective action ;'erg.-wT 
were adequately addressed 13 the Top'cal keport, Area Plans, 
and the NQAM. DQA was preparing a procedure !D-QAP-16.1 for 
interface nonconformance controls but it had not been is 'led 
(roefer to section V.D.6, Interoffice Control of MoncL., or
mancrs).  

The NSRS was concerned, hjwev;:-, W'Lh the plans for the 
major upper tier documernts, namely ýh. NQAM a(.d the Area



Plan Manuals. Because of the decentralization of control 
brought about by the Site Director concept, the Nuclear 
Cen:ral Office (NCO) control of these documents was to be 
mostly eliminated and each site was to establish its own 
documentation. The NSRS concern was based on what was 
anticipated may result from this diffusion of control docu
ments. Even under the old NCO control the Westinghouse 
"sister" plants of Sequoyah and Watts Bar had developed very 
different sets of plant documents. The decentralization, it 
was felt, would only accentuate this situation. The site 
document; would become very personality dependent resulting 
in changes every time the key position of Site Director was 
changed. An exawnle of this personality dependency influ
encing the conduct of business occured at each site while 
they were still under tl.e influence of the NCO. When the 
site directors were appointed at three plants, they each 
took a different souroach to the control of their plant 
standard practices At Watts Bar, there was no change from 
the one set of WBN Standard Practices and all of them con
tinued to be signed b'- the Plant Manager. At Sequo ah, 
there was still one set of Sequoyah Standard Practices with 
some signed by the Site Director and the balance by the 
Plant hanager. At Browns Ferry, the Site Director chose to 
establish an entire new level of documents - the Site Direc
Lor's Standard Practices. This was felt by NSRS to be indi
cative of the tailoring that may take place each time a Site 
Eirector is changed and would result in continuing the 
perturbations of --he plant documentation which was felt to 
be a root cause of TVA's corrective action problems (refer 
to section III.D.2, Root Causes).  

2. Prograr Revic*.  

For the conduct of program reviews in OE, OC, ana NUC PR, 
all procedures were reviewed with a detailed checkli..t to 
verify that the program required or provided fo:: 

a. I.entification of proolems by the licL organization, QA 
audits and inspections, NRC Letter , external aurits 
and reviews, and other sounrns such as OE ano :C2 PR.  

b. Evaluation of problems for significance. nuclear safety.  
generic implications, and adverse trends.  

c. Authority to initiate specific, ling-term and genert.  
corrective actions, identifications of individuals 
responsible for initiating correrct.ve action, sc.re
gation of nonconforming icems, and control of pror-s.; 
ing of -onconforming items pendin, disposition.  

d. Prompt notification to TVA management and other plants 
and reporting to the NRC.



e. %iatttdnaate )f recitds *I4 deficiencies and deficiency 
evaluations and Jocamenta :ion of corrective actions.  

f. Tracking of correcLive- actions to completion, require
ment 3f interim retports, and follow-up QA audits.  

g. Imnediate notification of Ligher management foi; urgent 
problaes, periodic su > ' * and trend analysis reports, 
incorporation of expert rnLe into design and training, 
and for OC, reporting unresoLved MCR a co the Quality 
£1arger and Construction Engineer monthly.  

3. Office Of Engineering (OE) Program Adequacy 

The corrective action program was reviewed for adequacy 
using 10CFR5O Appendix B criteria, TVA Topical Report, and 
ANSI K45.2 as the basis lor review. The EN DES EP system 
was in effect during the corrective action review. The new 
OEPs went into effect on June 28, 1985. The majority of 
review effort involved the EN DES EP system. The review of 
the OE corrective action program identified the following 
program weaknesses: 

a. Inadequate procedures to distribute information con
cerning deficiencies identified by various review 
organizations, e.g., INPO.  

The Leview of the EPs identified one procedure which 
could be used in making a generir evaluation of a CAQ 
(condition adverse to quality). The procedure (EP 
1.52) was directed more towards an NCR and was not 
intended for use as an evaluation for conditions identi
fied by review groups at one plant that could be appli
cable to another. It is acknowledged though that OE has 
been reorganized to reflect a concept of discipline 
staffing. The concept was to provide consistancy 
within a given discipline between various projects.  
Meetings are held on a regular basis between project 
engineers and branch chief. These meetings provide a 
forum for discussing similar problems between projects.  
This sharing of information is beneficial but should be 
addressed by a branch prtocedure. The branch chief 
should have a system in place which could evaluate and 
distribute pertinant information (such as INO reports, 
NRC reports, QNS and DQA audit reports) to various 
projects and also monitor resulting actions.  

Note: An example of inability to evaluate and 
distribute information for various projects 
was described in section V.C.8.a. This example 
cited a recurring problem with NCR; which was 
identified at multiple sites by the Quality 
Management Staff.



b. Inability of OE to initiate prompt, tinely corrective 
action on OL plants until funding iL approved b* NUC 
PR.  

OE does not have authority to initiate specific, long
term and generic corrective actions for operating 
plants. This decision remains with NUC PR who have 
historically chosen to ignore some nonconforming con
ditions identified by OE. Examples of OE identified 
conditions which have not been addressed by NUC PR are 
discussed in section V.C.4.  

c. No interface documents describing resolution of cor
rective action on conditions adverse to quality which 
affect both OE and NUC PR.  

The lack of interface documents was initially identi
fied and documented within TVA in an audit report 
(JA8000-13) issued January 9, 1981. This condition has 
been allowed by management to exist for over four years 
and remains a continuous reminder that divisional 
splits inhibit productive work within TVA (refer to 
section V.C.6 for details). OE, OC, and NUC PR have 
been unable to resolve differences in a draft procedure 
which involves delineating the authority and responsi
bility of these groups when prescribing nonconformance 
activities. The procedure has still not been issued.  

d. Inadequate definition of program responsibilities for 
branches/projects in trend analysis process.  

The trend analysis program has existed in some form 
within TVA for over ten years. The responsibilities of 
those involved on the program are still in transition 
however. The EP 1.51 provided some guidance in how to 
distribute and respond to trend information but was not 
being adhered to. The new OEP-17 briefly addresses a 
rrend program but proper emphasis and detail must be 
included in branch and project manuals. (These were 
not available during the review and were due to be 
issued Septemuer 30, 1985.) Refer to section V.C.5 for 
details of trend analysis program.  

4. Otfice Of Construction (OC) Program Adequacy 

OC office level and site procedures for ABN and BLN were 
revicoed to verify that corrective action program require
metAr'; applicable to OC activities in IOCFR50. Appendix B; 
*\'.: N45.2; Quality Assurance Manual for ASAE Secti.3n III 
tiwl';--ar Power Piant Components (NCO); and the Topi(.l Report 
were included. Various OC Quality Assurance Prc4a~i Poli
cies (QAPP), Quality Assurance Procedures I'O^r' Quality 
Engineering Sraff Procedures (QESP), WBF Qu,". Coitrol 
Instructions (QCIj, and BLN Quality Contrjl Proni. res i.QCP)



were reviewed for appropriate program requirements. OE 
Engineering Procedure EN DES-EP 1.26 was also reviewed for 
OE handling of OC NCRs.  

The program was found to adequately address the upper-tier 
document requirements with the fuilowing exception.  

Monthly reporting of unresolved NCRs to the Quality Manager 
(QM) and the Construction Engineer (CE) is specifically 
required Ny the QA Topical Report TVA-TR75-LA, section 
11.1.16.2. TROI provides this information to the QM and CE, 
but QAP-15.1 revision 11, WBN QCI-1.02 revision 14, and 
BNP-QCP-10.4 revision 12, do not include this requirement.  
NSRS recommends that the lower-tier program documents be 
revised to implement the Topical Report commitment.  

5. Browns Ferry Nuclear Plant (BFN' Program Adequacy 

A review ol plant administrative procedures and instructicns 
was performed to determine if the applicable requiremrnts of 
the Topical Report, NQAM, ANSI N18.7, 10CFR50 Appendix B, 
and Technical .pecifications were adequately addressed in 
site implementing procedures.  

This review entailed the examination of the following doct
ments: Site Director Standard Procedure (SDSP) - 3.1 (re
placing rtandard Practice BF-10.3), and Standard Pr-.:t.ices 
BF-1.1, -3.8, -10.7, -15.17, -15.23, -19.31Z, and -21.17.  

Interdivisional controls had been a problem in '7A and good 
interface procedures between NUC PR-BFN and OE, particularly 
in the handling of NCRs/SCRs was essential. Handling of 
NCRs and interface with OE was detailed in BFN Standard 
Practice BF-10.7, "Handling of Nonconformance Repcrts 
(NCR's)." Interfacing occurs with OE, Design Services Man
ager (DSM), Site Director, Plant Mauager, Compliance Super
visor, and for inadequate information back to IE. The 
procedure did lot clarify whether it is BFN siLe OE when 
actions are usually requested by the DSM--and stated in 
section 4.4 of BF-10.7- -or Manaer of Eagirnesing, ur the 
chief nuclear engineer in OE, or a branch manager. NSRS 
re, Grends thit interfaces with OE and within NUC PR be 
clearlt" de'ined and the proci-ure BF-10.7 revised to reflect 
this. It should be verified tLtt OE procedure OEP-17, 
"Corrective Action," and Design Services interface controls 
are compatible with a revised BF-10.7 prIor to issue.  

6. Sequoyah Nuclear Plant (SQN) Program Adequacy 

A re/iew of plarit administrative procedures and insthuctions 
was performed to determine if the applicable requirements of 
the Topicai Repirt, NQAM, ANSI N18.7, 10CFR50 Pppendix 8, 
and TeLhtnical Specifications were adequately a.I1ressed in 
site implementing procedures.
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This review entailed the examination of the following docu
ments: AI-l2, -13, -18, -23; SQN-84, -94, -95, -97, -101, 
-118, -124, and -135. Overall, it appeared to the NSRS that 
the prc gram for corrective action was adequately addressed 
in the SQN procedures.  

The NSRS did have three observations: 

I. The plant implementing instructions for the corrective 
action process were dispersed throughout the Al and 
Standard Practice ftanuals.  

The NSRS recomends that these docuents be consoli
dated wherever possible as the site gradually receives 
control of the Area Plan and NQAH material.  

b. There was at least one example of overlap in the docu
ments reviewed. SQA-26 and SQA-101 both discussed 
KRC-IE Bulletins, Circulars, and Information Notices.  
The NSRS recomends that SQA-101 be cancelled.  

c. There was one example of obsolete material in the docu
ments reviewed. SQA-95 contained interface information 
from documents that were cancelled on January 18, 1985.  
The NSRS recommends that SQA-95 be revised or cancel
led.  

7. Watts Bar Nuclear Plant (WBN) Program Adequacy 

A review of plant adminstrative procedures and instructions 
was performed to determine if the applicable requirements of 
the Topical Report, NQAM, ANSI N18.7, IOCFR50 Appendix B, 
and Technical Specifications were adequately addressed in 
site implementing procedures.  

This review entailed the examination of the following docu
ments: AI-1.3, -2.8.1, -2.8.3, -2.8.4, -2.8.9, -2.8.11, 
-2.19, -4.4, -7.3, -8.5, -8.8, WB-1.8, -2.1.10, -6.3.13, 
-11.5, -11.6, -11.8 and PQA-SIL-3.1.  

With one exception, it appeared that 'ote requirements of the 
upper-tier documents were adequately addressed in the plant 
documents.  

The Corrective Action Reports (CAR's) and Discrepancy 
Reports (DR's) which are plant mechanisms for initiating 
timely identification and corrective action to conditions 
adverse to quality are properly scoped in AI-7.3, "Adverse 
Conditions and Corrective Actions." However, the Plant 
Quality Assurance Staff's Instruction Letter, PQA-SIL-3.1 
"Corrective Action Procedures CAR/DR," undermined the CAR/DR 
processes by establishing a separate draft CAR/DR process 
which preceded the formal systems as described in AI-7.3 
(reter to section V.C.2 of this report). NSRS recommends 
ttat the informal draft CAR/DR processes be eliminated.



The NSRS did have the following observation.

The plant instructions which implemented the Corrective 
Action Program were dispersed throughout the At and Standard 
Practice Manuals. The NSRS reco-mends that these documents 
be consolidated wherever possible as the site gradually 
takes control of the Area Plans and NQAK material.  

8. Beliefonte Nuclear Plant (BLN) Program Adequacy 

A review of plant adminstrative procedures and instructions 
was performed to determine if the applicable requirements of 
the Topical Report, NQAHt, ANSI 118.7, 1OCFR5O Appendix B, 
and Technical Specifications were adequately addressed in 
site implementing procedures.  

This review entailed the examination of the following docu
ments: BLA 4.3, 5.13, 5.7, 9.3, 11.4, 11.28, 16.1, 16.3, 
16.5, and QASIL 4.3. It appeared to the NSRS that the 
program for corrective actioa was adequately addressed in 
the BL'N procedures.  

B. Program Implementation 

1. Office of Engineering Program Implementation 

The scope of the program implementation portion of the 
review was limited to corrective action activities within 
CEB, HEB, TAS (trending), QMS, WBN, and BLN. Specific 
problems relating to the corrective action process have 
recently been identified within EEB, QEB, NEB and are docu
mented in NSRS reports I-85-06-WBN, R-85-07-NPS, and R-85
08-OE/NUC PR. Due to the extensive nature of these reports, 
additional NSRS effort addressing the corrective action 
process in these branches was not included in this review.  

The method used to verify progrl'm implementation included 
extensive document review and selected interviews. The 
documents reviewed included QMS audit reports/responses, QMS 
CAQ reports, NSRS reports/responses, TAS trend reports/ 
responses, NRC violations, OE interim reports on 50.55(e) 
items, INPO reports, NCR's, TROI prinvouts, and memorandums 
generated by OE management pertaining to corrective action.  

Interviews were conducted to verify the emphasis placed by 
management on corrective action and to identify problems 
which delay the corrective action process.  

The following general problems were identified in program 
implementation: 

a. Failure of branches and projects to utilize trend 
information to preclude or minimize future errors.



b. Failure to respond or correct audit deviations in a 
timely manner.  

c. Failure to take prompt corrective action on identified 
NCR's.  

Specific details and examples are provided in paragraphs 
V.C.5.a, V.C.S.a, and V.C.3.a.  

2. Office of Construction Program Implementation 

implementation of the portions of the OC Quality Assurance 
Program dealing with C/A (discussed in section V.A) were 
evaluated by personnel interviews and reviews of numerous 
documents such as nonconformance reports (NCR's), Quality 
Trend Analysis Reports (QTARs) Quality Bulletins (QBs), and 
audit reports. The program was found to be adequately 
implemented except for the following problems discussed in 
paragraphs V.C.I, V.C.3.b, V.C.S.b, V.C.S.b, and V.C.9.b.  

a. Allowing failed inspections to be corrected without 
writing IRNs.  

b. Failure to write NCRs.  

c. Inadequate trend reports for NCRs and failure to 
synopsize past remedial actions on NCRs.  

d. Depth of audits should be improved.  

e. Personnel in OE branches responsible for OC NCRs noi 
identified to OC.  

3. Office of Nuclear Power Program Implementation 

The program implementation and its effectiveness was deter
minad by the review of corrective action activities at NUC 
PR-Chattanooga, BFN, SQN, WBN, and BEN. The method used 
included selected interviews and an extensive document 
review.  

Interviews were conducted with site directors, plant man
agers, supervisors, and others involved in the corrective 
action process to obtain their perspective on the handling 
of problems experienced at the nuclear plants. The review 
of a large number of documents included Section Instruction 
Letters, NRC policy statements, inspection reports and 
responses, DQA audit reports, deviation reports and respon
ses, BFN Regulatory Performance Improvement Program and bfN 
history, INWO evaluation report and responses, NUC PR task 
force reports, Management Analysis Company report, Noncon
forming Condition Reports (NCR), Discrepancy Reports (DR),



Corrective Action Reports (CAR), NSRS reports and responses, 
memorandums related to corrective action, and tracking 
systems used.  

The following problems were identified in the program imple
mentation: 

a. Interfaces not clearly defined between OE and NUC PR 
b. Inadequate responses to NRC notices of violation 
c. INPO evaluations not reviewed for general applicability 
d. Quality problem program omitted from QA transition plan 
e. Incorrect handling of CAR's/DR's.  

Specific examples are given in paragraphs V.A.5, V.D.2.a, 
V.D.2.b(2), V.D.7, and V.C.2.  

C. Selected Program Implementation Functions 

1. Inspection Rejection Notices 

The Inspection Rejection Notice (IRN) was not part of the OC 
corrective action system as defined by the OC program docu
ments. It was, however, used to identify needed correction 
identified by rejected OC inspections and to provide trend
ing information, and as such fell within the scope of this 
review. In order to evaluate the IRN system, program and 
implementing procedures were reviewed and personnel in 
Knoxville, WBN, and BLN were interviewed.  

The following definitions appeared in WBN QCI-1.02-1, Inspec
tion Rejection Notice." 

"Inspection Rejection Notice (IRN)--A communication 
tool used by inspection personnel to inform craft and 
engineering of an unacceptable condition of work in 
progress. An IRN form is used to document and indicate 
disposition of these conditions." 

"Work in Progress--The status of any work activity 
prior to inspector acceptance." 

The following *-finitions appeared in BNP-QCP-10.43, "Inspec
tion Rejection Notice." 

"Inspection Rejection Notice (IRN)--A communication 
tool used by inspection personnel to inform craft 
and/or engineering of a failed inspection. An IRN form 

. .. is used to document these conditions." 

"Failed Inspection--Those inspections performed prior 
to acceptance of the item which identify conditions 
that are not within the scope of reference 3.1."




