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~Summa u

""'RL'":
ties including plant operations, surveillance, modifications, radiological controls,
contamination control, security, periodic and special reports, enforcement confer-
ence and summary of NRC-RGEE outage management meeting. Inspection activities
consisted of 115 hours of inspection, including 16 hours of backshift inspection.

Results: Overall, the plant operated safely during this inspection period. An un-
planned power reduction occurred due to a turbine runback (section 3.a); operator
actions were adequate and appropriate. -A weakness was noted in the licensees pro-
gram for control of potentially contaminated laundry (section 3.b). A violation
of procedures controlling erection of scaffolding was identified (section 3.c).
Two management meetings were held in the USNRC, Region I offices (sections 4 and
5).
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DETAILS

1. Persons Contacted

During this inspection period, inspectors held discussions with and inter-
viewed operators, technicians, engineers 'and supervisory level personnel.
The following people were among those contacted:

*S. Adams, Technical Manager
D. Filkins, Manager of HP 5 Chemistry

"A. Jones, Corrective Action Coordinator
R. Marchionda, Director of Outage Planning
T. Marlow, Superintendent, Support Services
R. Mecredy, General Manager, Nuclear Production
A. Morris, Maintenance Manager
.J. St. Martin, Corrective Action Coordinator

"T. Schuler, Operations Manager
L. Smith, Operations Supervisor

"S. Spector,, Superintendent, Ginna Statibn
"J. Widay, Superintendent, Ginna Production
J. Hotchkiss, Modification Project Manager

'Denotespersons present at exit meeting on March 22, 1989.
C

2. Summar of Plant 0 erations

3.

At the start of the inspect>on per>od the plant was operating at full power.
On February 6, 1989, the plant experienced a turbine runback; the plant was
stabilized at approximatel'y 72 percent power. The plant was restored to full
power on February 7, 1989 and was maintained at full power until March 3, 1989
when coastdown for the 1989 refueling outage began. At the close of the in-
spection period, plant power was approximately 87 percent.

Functional or Pro ram Areas Ins ected

a ~ Plant 0 erations (71707)

The inspectors ensured R. E. Ginna Nuclear Power Plant operated safely
and in conformance with license and regulatory requirements. Portions
of Rochester Gas and Electric Corporation management control system was
evaluated to ensure, effective discharging of its responsibilities for
continued safe operation.

A main turbine runback occurred on February 6, 1989; operators stabilized
the plant at approximately 72 percent power. The cause of the turbine
runback is thought to be associated with a spike on a DC vital bus.
Additional troubleshooting of the turbine control system will be per-
formed during the 1989 refueling outage. The'urbine control system
tested satisfactorily before returning to full power.





During the runback, reactor coolant system pressure increased causing
.a pressurizer Power Operated Relief Valve (PORV) to lift. After pressure
decreased, a small amount of leakage was detected indicating the PORV
did not reseat properly. Operators closed the PORV block valve and
cycled the'PORV in an effort to fully reseat the. valve. However, when
operators attempted to reopen the block valve, it failed to move. During
a containment entry it was determined the valve would operate manually,
but when the motor turned, no valve movement resulted. The block valve
was left closed until the refueling outage, scheduled to begin on March
17, 1989.

Operator actions during and after the transient were appropriate and
adequate.

Radiolo ical Controls (71707)

During this inspection period, the resident inspectors periodically
verified Radiation Work Permits (RWPs) were implemented properly,
dosimetry was correctly worn in controlled areas and dosimeter readings
were accurately recorded, access control at entrances to high radiation
areas was adequate, personnel used contamination monitors as required
when exiting controlled areas, and postings and labeling were in com-
pliance with regulations and procedures. Activities inspected in the
area of radiological control were adequate to meet license and regulatory
requirements.

While performing a walk-through of the intermediate building the inspec-
tor observed a laundry worker transferring potentially contaminated pro-
tective clothing from yellow poly bags into a larger bag. The lau'ndry
worker performed this task by reaching into a bag, removing the clothing
and placing the clothing into the larger bag. He moved to the next
storage bag location and performed the same task. While transferring
the c.lothing'the worker wore rubber gloves and a .laboratory coat. Over
the rubber gloves the worker wore "onion skin" gloves which he changed
every time he finished removing clothes from a bag. The "onion skin"
gloves do not provide the worker with protection from potential con-
tamination that may be o'n the protective clothing. Consequently, when
the worker went from station to station his rubber gloves were poten-
tially contaminated and he could have spread contamination outside of
a controlled area. When the Ginna health physics department was notified
of the observation, they directed the worker to wear an extra set of
rubber gloves over the initial set. It was agreed the worker would
change the second set of rubber gloves every time he moved from station
to station. Therefore, any contamination that may have been picked up
when the worker emptied a bag would be left at the initial station.
Additionally, workers will no longer reach into the bags, but will ex-
change the full bags for empty ones. The inspector had no further ques-
tions regarding this observation.





On March 1, 1989, control room, personnel, declared a local radiological
'mergencyin the Auxiliary Building when Health Physics (HP) personnel

informed them of an increase in activity on the Continuous Air Monitors
(CAMs) no CAMs.were alarming. HP personnel discovered the increase in
activity after workers exiting the Auxiliary Building alarmed the con-
tamination monitors. The problem was caused by maintenance being per-
formed on the gas analyzer which caused it to contin'uously sample the
reactor coolant drain. tank. The Auxiliary Building ventilation system
was unable to handle the additional load due in part to one area exhaust
fan out of 'service On identification, the gas analyzer was realigned
to stop the sampling; the normal ventilation system reduced area activity
levels and personnel were allowed to enter the Auxiliary Building within
apprdximately two hours. No overexposures resulted from this incident.
The inspector observed some of the activities associated with the inci-
dent and concluded licensee actions were'appropriate and adequate.

c. Contamination Control (71707)

On February 23, 1989, an individual exiting the station alarmed the per-
sonnel contamination poi tal monitor at the guardhouse. Investigation
by the HP staff revealed the individual's clothes were contaminated with
diffuse loose surface contamination up to 10,000 dpm/100 cmz and with
several small, discrete, radioactive particles, commonly called "hot par-
ticles". The individual, who works for Neutron Products, Inc., located
in Maryland, is a contracted member of the safety review board (NSARB).
He had not been in any of the plant's radiologically controlled areas
while on site. The same individual was involved in a similar.contamina-
tion event at Ginna in May 1988. During this previous event the licensee
concluded the individual had been contaminated prior to entry to the
Ginna station.

Upon identification of the contamination, licensee actions included the
following:

~ Survey of the individual's clothing and immediate personnel effects,
with retention of those that could not be decontaminated to station
release limits.

Isotopic identification of,the hot particles (particles were found
to be Cobalt-60; maximum activity noted was approximately 0.2
microcurie for one of the particles),

Survey of the individual's rental car (no contamination was identi-
fied), and

~ Generation of an incident report.

The licensee concluded, based on previous history and knowledge of move"
ments on site, the individual had been contaminated prior to visiting
the Ginna station. Consequently, the licensee is not calculating and





assigning a skin exposure to the individual, as the hot particles were
not generated due to Ginna operations. Region I radiation specialists
discussed the above event with the licensee and determined licensee ac-
tions were adequate. Both New York and Maryland are Agreement States;
Region I immediately notified the appropriate state agencies upon dis-
covery of the above incident and offered technical assistance. Follow-up
actions are being taken by the States.

Modifications - Control of Scaffoldin (71707)

On February 9, 1989, during a routine tour of the standby auxiliary feed
pump room, the inspectors observed that the scaffolding over the C

standby auxiliary feed pump was not erected as required in that the
planking was not wired in place.

During this inspection period, the inspector found two other examples
of planking not wired in place as required. On February 15, 1989 the
scaffolding erected over the spent fuel pool pumps, and on February 23,
1989 the scaffolding erected adjacent to MCC-1L were not erected as re-
quired. The inspector identified this probl'em to the licensee who
promptly wired. the planking as required in the Seismic Scaffolding
Guidelines.

Figure 1 of Administrative Procedure (A)-1406.1, "Installation and Re-
moval of Temporary Structural Features", requires, in this instance, the
Seismic Scaffolding Guidelines provided from Structural Engineering be
observed. The Seismic Scaffolding Guidelines require, in part, all plank
.decking shall be wired in place. The failure to wire the scaffolding
in place as required by the above procedure is a violation of Technical
Specification 6.8. 1 and the noted procedure. This is a violation (VIO
50-244/89-03-01).

The licensee noted this was a programmatic weakness in the control of
the erection of seismic scaffolding.- Prior to the end of the inspection
period, the licensee changed procedure A-1406. 1 to require the construc-
tion engineer or job supervisor to hold an orientation session to ensure
all requirements specified for the construction of a seismic installation
are properly addressed. This is to provide for better communication
between workers concerning the installation requirements of seismic
structures.

Surveillance (61726)

Inspectors observed portions of surveillance test procedures to verify,
test instrumentation was'properly calibrated, approved procedures were
used, work was performed by qualified personnel, Limiting Conditions for
Operation were met, and the system was correctly restored following
testing. Portions of the following surveillance activity were observed
by the inspectors: /





Periodic Test (PT)-2.1, revision 49, "Safety Injection System Pumps",
effective date January 17, 1989, observed March 2, 1989.

Licensee control of this surveillance activity was adequate to insure
operabi 1 i ty.

f. ~Securit (71707)

During this inspection period, the resident inspectors verified x-ray
machines and metal and explosive detectors were operational, Protected
Area (PA) and Vital Area.(VA) barriers were well maintained, access con-
trol during security turnover was adequate, personnel were properly
badged for unescorted or escorted access and compensatory measures were
implemented when necessary. Security activities inspected were adequate
to meet license and regulatory requirements.

g. Review of Periodic and S ecial Re orts (90713)

Upon receipt, periodic and special reports submitted by the licensee
pursuant to Technical Specifications 6.9. 1 and 6.9.3 were reViewed by
the inspectors. This review included the following considerations: re-
ports contained information required by the NRC; test results and/or
supporting information were consistent with design predictions and per-
formance specifications and reported information was valid. Within this
scope, the following report was reviewed by the inspectors:

Monthly Operating Report for January 1989.

The report was adequate to meet regulatory requirements.

4. Enforcement Conference

On February 8, 1989, an enforcement conference was held in the USNRC, Region
I offices regarding to the freezing of the steam generator pressure sensinglines'n December ll, 1988 (refer to Inspection Report 88-22). Rochester Gas
and Electric (RG5E) presented their review and assessment of the incident
along with corrective actions taken and planned. A copy of the material pre-
sented by the licensee is attached to this report as Attachment 1. Subsequent
to the enforcement conference, Ginna control room personnel were provided with
additional, formal guidance from upper plant management on the use of simu-
lated signals.

5. Summar of NRC - RGEE Outa e Meetin

On February 21, 1989, a meeting was held in the USNRC, Region I offices to
discuss the 1989 refueling outage scheduled to begin on March 17, 1989. The
outage is expected to last approximately 56 days. Major activities scheduled

. include the twenty year inservice inspection program and steam generator tube





recovery, consisting partly of peripheral tube sleeving. ~ Overall, the meeting
.was a good exchange of information of schedules and planned activities. At-
tachment 2 is a copy of the'handouts from the meeting.

6. Exit Interview (30703)

The inspectors met with senior plant management periodically and at the end
of the inspection period to discuss inspection scope and findings.

Based on NRC Region I review of this report and discussion held with licensee
representatives, it was determined this report does not contain information
subject to 10 CFR 2.790 restrictions.
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