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

Subject: Response to an Apparent Violation In NRC Office of Investigations Report
1-2003-021
R. E. Ginna Nuclear Power Plant
Docket No. 50-244

Reference: (1) Letter from A.R. Blough, NRC, to R.C. Mecredy, RG&E, Subject: "NRC
Office of Investigations Report 1-2003-021 ", dated January 30, 2004

Gentlemen:

This letter provides the response of Rochester Gas and Electric Corporation (RG&E) to the
subject apparent violation described in the NRC's letter dated January 30, 2004 (Reference 1).
The apparent violation concerns the unauthorized manipulation of plant equipment by a former
Work Scheduling Manager at RG&E's Ginna Nuclear Power Plant during the March 2002
refueling outage (RFO). Specifically, the NRC notes that contrary to requirements of RG&E
Nuclear Operations Directive, ND-OPS, Rev. 10, on March 20, 2002, a former Work Scheduling
Manager throttled Service Water control valves for the Component Cooling Water heat
exchangers without the express consent or oversight of control room personnel.

The January 30, 2004 NRC letter provided RG&E with the opportunity to request a predecisional
enforcement conference. RG&E elected not to request such a meeting during a teleconference
call between Mr. Joseph Widay (RG&E) and Mr. James Trapp (NRC) on February 4, 2004. As
such, RG&E does not contest the apparent violation noted in Reference 1. The actions of the
former Work Scheduling Manager during the 2002 RFO were contrary to RG&E standards and
operational protocol as delineated in Nuclear Directive ND-OPS. Due to the seriousness with
which RG&E management viewed the incident, RG&E took prompt disciplinary action against
the manager as described within this response. RG&E recognizes that although the actual
consequences of the specific actions in this instance were not significant, in other circumstances
the unauthorized manipulation of plant equipment in violation of station procedures has the
potential to be significant. RG&E management will not tolerate such actions by any Ginna
Station personnel.
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Reference 1 also requested the following information be provided within 30 days of the date of
the NRC letter.

a. A written response that describes the reasons for the apparent violation, the corrective
actions which have been and will be taken in response to the issue, and the date when full
compliance will be achieved.

b. A discussion on the differences between addressing this issue within our disciplinary
process versus the station correction action program.

Attachment 1 to this letter provides the response to the items listed in item a while Attachment 2
provides the response to item b. A table identifying those actions committed to by RG&E in this
document is provided in Attachment 3.

Finally, RG&E would like to correct one detail in the factual summary of the Office of
Investigations (OI) report enclosed with the subject January 30, 2004 letter. The OI summary
states that "when the Work Scheduling Manager was shown security logs indicating that he had
been at the valves, he admitted to having adjusted .the valves." The Shift Supervisor did contact
Security to determine whether the Work Scheduling Manager had been in the Auxiliary Building.
However, no Security logs were retrieved (and therefore shown) at the time the Work Scheduling
Manager took responsibility for manipulating the Service Water control valves.

Any questions concerning this submittalshould be directed to Mr. Mark Flaherty, Manager,
'Nuclear.Safety and Licensing at (585) 771-3275. .

Very truly yours,

Robert C. Mecredy

MDF_312

Enclosures

xc: Regional Administrator, Region I
U.S. Nuclear Regulatory Commission
475 Allendale Road
King of Prussia, PA 19406

U.S. NRC Ginna Senior Resident Inspector
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This attachment provides the reasons for the apparent violation described in the January 30, 2004
NRC letter, the corrective actions which have been and will be taken in response to the issue, and
the date when full compliance will be achieved

1. Reason For The Apparent Violation

The apparent violation was caused by an error in judgment by the former Work Scheduling
Manager. The Work Scheduling Manager believed that the process of accelerating the cooldown
of the Reactor Coolant System by throttling open the Service Water control valves to the
Component Cooling Water heat exchangers had been proceduralized in 0-2.2, "Plant Shutdown
from Hot Shutdown to Cold Shutdown Conditions," as a result of lessons learned from the
previous refueling outage (2000 RFO). It was also his understanding that training of operations
personnel on this change would be completed before the 2002 outage. During the backshift on
March 20, 2002, the Work Scheduling Manager had confirmed with the responsible design
engineer that it was permissible, when shut down, to throttle the valves to accelerate cooldown,
and had discussed this action with the on-duty Shift Supervisor as a means to help lower RCS
temperature from approximately 106 degrees to 100 degrees. Later, the Work Scheduling
Manager went to the Auxiliary Building in search of an auxiliary operator to throttle the Service

.Water control valves. Upon finding that the valves had not been throttled to the proper position,
and unable to locate the auxiliary operator, the Work Scheduling Manager on impulse adjusted
the valves himself by throttling them open approximately two additional turns (of the
approximately 25 turn valve). He adjusted the valves to an acceptable position but did so
without consent and oversight of control room personnel.

2. Corrective Steps That Have Been Taken And Results Achieved

RG&E senior management took prompt disciplinary action to address the incident. The former
Work Scheduling Manager was suspended without pay for two days during the outage. He
received a formal Written Warning from senior management that documented that his actions in
manipulating plant equipment without express consent or oversight of the control room
personnel were in violation of operational protocol and as delineated in Nuclear Directive
ND-OPS. The Written Warning provided that continued employment at RG&E was conditioned
on: (1) the employee not manipulating plant equipment without express consent and oversight of
the control room personnel; (2) all aspects of his work performance and behavior meeting
acceptable standards; and (3) suspension without pay for two days of the outage. Following the
individual's return to his duties, senior management provided additional coaching and
monitoring of his work performance.

Since the events in question, the former Work Scheduling Manager has performed in accordance
with RG&E standards. The individual has contributed to safe and reliable operation of Ginna
Station by his work on projects such as reactor vessel head replacement during the fall 2003
outage. This performance is consistent with the individual's contributions to the station prior to
the March 2002 incident.
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3. Corrective Steps That Will Be Taken To Avoid Further Violations

RG&E senior management has regularly stressed during outages the importance of correctly
accomplishing activities as opposed to rushing activities just to meet schedule. Given the nuclear
industry's (and Ginna Station's) continued focus on improving human performance, these
expectations are expressed by RG&E senior management for all activities, both for online and
shutdown conditions.

Since the March 2002 incident, no further examples of unauthorized manipulation of plant
equipment have been experienced at Ginna Station.

4. Date When Full Compliance Will Be Achieved

Full compliance was achieved as of March' 27, 2002 upon implementation of the subject
disciplinary action.
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The January 30, 2004 letter outlining the results of the Office of Investigations Report
1-2003-021 described that RG&E elected to use the disciplinary process rather than the station
corrective action program to address the former Work Scheduling Manager's manipulation of
valves without authorization. The letter acknowledged that there was no requirement to use the
corrective action program for all performance issues, but that doing so could have provided the
opportunity to: (1) conduct a root cause evaluation, (2) determine if this issue had underlying
implications such as production pressures, (3) provide RG&E with the opportunity to learn from
this error, and (4) allow this human performance issue to be trended. This attachment provides
RG&E's response to these four points. As explained below, RG&E believes that the use of the
disciplinary process was appropriate for the incident in question. Nonetheless, RG&E
management has decided that future deliberate employee actions which potentially result in a
violation of NRC requirements or which affect installed plant equipment or procedures will be
entered into the corrective action process.

1. Reasons for Using Disciplinary Process

Immediately following the former Work Scheduling Manager's acknowledgment to the Shift
Supervisor that he had manipulated the valves without authorization, the issue was brought to the
attention of senior Ginna Station management. After the former Work Scheduling Manager
confirmed his actions to senior management, it was decided to implement disciplinary actions as
discussed in Attachment 1. This decision was based on the fact that the issue demonstrated an
error in judgement on the part of the employee that will not be tolerated from managers or any
other station employees, and that the action warranted prompt disciplinary action. It was
believed at the time that addressing this issue within the disciplinary process was the most
appropriate and effective course of action, and that addressing an essentially personnel issue
through the corrective action program would not offer any benefits for the reasons outlined
below.

2. Need for a Root Cause Evaluation

As described above, the former Work Scheduling Manager readily admitted to manipulating the
valves to senior management and took full responsibility for his actions as an error in judgement
on his part in support of maintaining the outage schedule (see additional discussion in item #3
below). Consequently, there was no need to do a root cause evaluation.

3. Determine if the Issue Had Underlying Implications Such as Production Pressures

The RG&E senior management involved in the disciplinary decision regularly see the reports
entered into the station corrective action program during the morning management meetings. No
issues related to production pressures were observed during these meetings during the 2002 RFO.
Accordingly, and based on the former Work Scheduling Manager's explanation of his actions,
RG&E did not consider production pressure to be a cause of the event. In fact, RG&E senior
management had stressed during the 2002 outage (and prior to and subsequent outages) that it
was more important to correctly accomplish work activities during the outage than to rush
activities which could result in rework, an unplanned delay, or a future unplanned shutdown.
This message wvas reinforced during morning meetings and visits by the RG&E CEO/President
during the outage. Also, it was indirectly reinforced by the decision to delay startup from the
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2002 outage in order to rework a circulating pump motor after the first pump motor showed signs
of degradation during maintenance. This decision was made even though the pump motor would
have most likely operated adequately during the subsequent operating cycle.

4. Provide RG&E with the Opportunity to Learn From This Error

As admitted by the subject manager, the decision to manipulate the valves without authorization
was entirely his decision. The employee was subsequently disciplined and continues to display
remorse for his actions and a desire to improve. Therefore, there was limited opportunity for the
RG&E organization to learn from this individual error as all employees are expected to be held
accountable for their actions. Nevertheless, the suspension of the Work Scheduling Manager
during the outage was a visible action to the site organization, and did have the effect of sending
a message to employees generally. Any further opportunity for learning was considered limited
since instances of unauthorized manipulations of plant equipment have not been a recurring
problem at Ginna Station. This event appeared to be an isolated incident that was best handled
through the disciplinary process.

5. Allow This Human Performance Issue to Be Trended

RG&E has reviewed data contained within the corrective action process for Ginna Station. Only
a small percentage (< 0.05%) of completed ACTION Reports for the years 2002 and 2003 have
cause codes related to time and schedule pressures. A review of trending reports over this same
time period also showed very few instances of time and schedule pressures affecting plant
activities. There are no other instances of employees entering the disciplinary process for similar
type events over this time period. Consequently, the addition of this event for human
performance trending would have limited benefit.

Nonetheless, RG&E management recognizes that there may be some benefit to provide trending
and "lesson learned" capability for these type of events in the future. As such, RG&E has
decided that for future deliberate employee actions which potentially result in a violation of
regulatory requirements (including NRC), or which affect installed plant equipment or
procedures, these events will be entered into the corrective action process. Events which are not
related to NRC requirements (e.g., theft of company property) will continue to be only addressed
within the disciplinary process. This change will be effective by March 31, 2004 (to allow time
to conduct any necessary training in support of this procedure change).
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List of Regulatory Commitments

The following table identifies those actions committed to by Rochester Gas and Electric
Corporation (RG&E) in this document. Any other statements in this submittal are provided for
information purposes and are not considered to be regulatory commitments. Please direct
questions regarding these commitments to Mr. Mark Flaherty, Manager, Nuclear Safety and
Licensing at (585) 771-3275.

REGULATORY COMMITMENT I DUE DATE_
Revise necessary procedures to ensure employee March 31, 2004.
disciplinary events which potentially involve a violation of
NRC requirements or which affect installed plant equipment
or procedures are entered into the corrective action process.


