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EXECUTIVE SUMMARY

R. E. Ginna Nuclear Power Plant
NRC Inspection Report 50-244/98-13

This integrated inspection included aspects of licensee operations, engineering, maintenance,
and plant support. The report covers a 6-week period of resident inspection, and it includes the
results of an announced inspection by a regional specialist in Westinghouse circuit breakers.

~Oeratinne

Operations personnel performed well in during a power reduction to repair a service water leak
in a main feed pump lube oil cooler. Operator performance throughout the inspection period
was good.

Maintenance

Controlled procedures were used at job sites. The procedures were up to date and were
properly used by technicians involved in maintenance and surveillance work. The inspectors
observed good personnel and plant safety practices. Equipment tested met the acceptance
criteria specified for operability. The acceptance criteria bases reviewed were adequate.

The circuit breaker maintenance program for the low-voltage circuit breakers was significantly
improved, and the corrective actions taken to address the recurring breaker failures were
effective. The root cause analyses performed to address the breaker failures were
comprehensive. Revisedmaintenance procedureswere clear, and detailed. The licensee's
recent practice of using, reduced-control-voltage testing was good and provided a better
verification of breaker condition during maintenance.

The licensee completed an effective modification and timely repairs to restore service water
(SW) valves and piping at the component cooling water and spent fuel pool heat exchangers to
within allowables specified by the Code of the American Society of Mechanical Engineers.
However, the system conditions (heavy throttling, cavitation, and fluid jet impingement) that
caused significant valve and pipe damage were not alleviated to prevent a recurrence over the
long term. The licensee's plans to conduct further inspections and evaluations of the SW
system configuration were adequate to determine necessary long term corrective actions.

~En ineerin

Deficient conditions, in some improved technical specification (ITS)-related plant instruments
may not have been evaluated in a timely manner for operability under the existing
administrative requirements. The licensee developed an adequate plan to evaluate instruments
and instrument loops related to ITS surveillance requirements that may need uncertainty
calculations developed for operability determinations when the instruments are found out-of-
specification.
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Executive Summary (cont'd)

The Severe Accident Mitigation drill appeared well planned, with good coordination noted
between personnel in the simulator and the Technical Support Center. Operator performance
during the exercise was good.
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Re ort Details

I. 0 erations

01 Conduct of
Operations'1.1

General Comments Ins ection Procedure IP 71707

The inspectors observed plant operations to verify that the facilitywas operated safely
and in accordance with licensee procedures and regulatory requirements. This review
included tours of the accessible areas of the facility. The inspectors conducted ongoing
verifications of engineered safeguard feature (ESF) system operability, verifications of
proper control room and shift staffing, verification that the plant was operated in
conformance with the improved technical specifications (ITS) and that appropriate action
statements were implemented for out-of-service equipment, and verification that logs
and records accurately identified equipment status or deficiencies.

02 Operational Status of Facilities and Equipment

02.1 Summa of Plant Status

a. Ins ection Sco e(71707)

The inspectors periodically observed operator performance and reviewed operations
status throughout the inspection period.

b. Observations and Findin s

The plant was at full power at the beginning of the inspection period. On December 4,
1998, operations personnel identified that the B-main feedwater (B-MFW) pump lube oil
cooler had developed a pinhole leak causing service water to slowly enter into the lube
oil. The inspectors observed control room operators perform a 1% per minute power
reduction to approximately 46% to secure the B-MFW pump. The B-MFW pump lube oil
cooler was replaced and the pump was returned to service that evening. The A-MFW

pump was then secured and its lube oil cooler was also replaced. The A-MFW pump
was restarted at 1:28 a.m. on December 5, 1998, and a plant power increase was
initiated later that morning at approximately 10% per hour. The plant returned to full
power operation at 10:17 a.m. on December 5, 1998, and remained at full power
throughout the rest of the inspection period.

Topical headings such as 01, M8, etc., are used in accordance with the NRC standardized
reactor inspection report outline. Individual reports are not expected to address all outline
topics.
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c. Conclusions

Operations personnel performed well during a power reduction to repair a service water
leak in a main feedwater pump lube oil cooler. Operator performance throughout the
inspection period was good.

08 Miscellaneous Operations Issues

08.1 Closed LER 1998-005: Loss of 34.5 KV Offsite Power Circuit 751 Due to Faulted
Cable S lice Results in Automatic Start of "B" Emer enc Diesel Generator EDG

On December 21, 1998, the licensee submitted LER 1998-005 to the NRC following a
loss of offsite power on circuit 751 that occurred on November 20, 1998 (see
IR 50-244/98-12). The LER concluded that the cause of the loss was a failed cable
splice in a manway underneath the parking lot, caused by a cable insulation breakdown.
The LER noted that the faulted splice was the original splice in the cable that was
installed approximately 30 years ago. The licensee reconstructed and tested the splice,
and returned circuit 751 to service on November 21, 1998. The LER indicated that the
circuit 751 cable would be replaced in the future, and the licensee indicated that the
cable for the other offsite power circuit (767) would also be replaced to preclude a
similar occurrence on that cable. The replacement date(s) were still under evaluation at
the end of the inspection period. The inspectors walked down the path of the cables to
be replaced with a licensee representative as part of an in-plant evaluation of the LER.
The inspectors concluded that the LER adequately described the root cause(s) for this
event, and that it identified the necessary corrective actions to prevent recurrence. This
LER is closed (LER 1998-005).

II. Maintenance

M1 Conduct of Maintenance

M1.1 General Maintenance Activities

The inspectors observed portions of plant maintenance activities to verify that the
correct parts were utilized; the applicable industry codes and technical specification
requirements were satisfied; adequate measures were in place to ensure personnel
safety and prevent damage to plant structures, systems, and components; and to
ensure that equipment operability was verified upon completion of post maintenance
testing.
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b. Observations and Findin s

The inspectors observed all or portions of the following maintenance work activities:

~ W.O. 19803443, preventive maintenance inspection of the B-motor driven
auxiliary feedwater (B-MDAFW)pump Westinghouse DB-50 circuit breaker
(observed on December 2, 1998).

~ W.O. 19802825, CPI-LVL-931, "Calibration of Spray Additive Tank Level
Channel 931" (observed on December 7, 1998).

~ W.O. 19803450, preventive maintenance inspection of the A-containment spray
(A-CS) pump Westinghouse DB-50 circuit breaker (observed on December 9,
1998).

~ W.O. 19804642, corrective maintenance for through wall leaks on service water
(SW) valve V-4619 downstream of the A-component cooling water (A-CCW)

'heat exchanger (observed periodically from December 2 through 18, 1998). (See
section M2.1).

~ W.O. 19804652, corrective maintenance for through wall leaks on SW piping
adjacent to V-8689 downstream of the B-spent fuel pool (B-SFP) heat exchanger
(observed periodically from December 2 through 14, 1998). (See section M2.1).

~ W.O. 19803451, preventive maintenance inspection of the B-containment spray
(B-CS) pump Westinghouse DB-50 circuit breaker (observed on December 10,
1998).

c. Conclusions

The inspectors observed that controlled procedures in use at the job sites were up to
date and were properly utilized by technicians involved in the work. The inspectors
observed good personnel and plant safety practices during the maintenance work.

M1.2 General Surveillance Activities

a. Ins ection Sco e (61726)

The inspectors observed selected surveillance tests to verify that approved procedures
were in use, procedure details were adequate, test instrumentation was properly
calibrated and used, technical specifications were satisfied, testing was performed by
knowledgeable personnel, and that test results satisfied acceptance criteria or were
properly dispositioned.
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b. Observations and Findin s

The inspectors observed portions of the following surveillance activities:

~ PT-2.7.1, "Service Water Pumps," for the B-SW pump following SW discharge
header flow instrument troubleshooting (observed on December 1, 1998)

~ PT-2.1Q, "Safety Injection System Quarterly Test" (observed on December 7,
1998).

~ PT-3Q, "Containment Spray Pump Quarterly Test;" B-CS pump (observed on
December 10, 1998).

~ PT-12.1, "Emergency Diesel Generator A," and PT-12.2, "Emergency Diesel
Generator B" (observed on December 21, 1998). Both tests included periodic
diesel engine dynamic diagnostic tests.

Acceptance Criteria Basis (ACB) 97-0065 required the diesel room temperature to be
~140'F, but did not specify a minimum room temperature for engine operability. The
licensee stated that a lower limit on room temperature for EDG operability did not exist;
however, the cold weather walkdown procedure (A-54.4.1) included a requirement to
verify that the ambient temperature in all vital areas was maintained above 40'F. This
lower limitwas verified daily by plant operators between November 1 and April 1, or
when outside air temperature was ~20'F. An ambient temperature below 40'F would
not alone cause the EDGs to be inoperable if the engine's internal "keep warm" systems
were functioning properly; however, the licensee would still perform an operability
evaluation whenever the EDG room temperature dropped below 40 F. The inspectors
noted that the EDG fuel oil has a potential for gelling at temperatures below
approximately 10'F, but that ambient temperatures that low were not likely under the
licensee's requirement to maintain the ambient temperature above 40 F. The licensee
indicated that ACB 97-0065 would be evaluated to determine if a lower limiton EDG
room ambient temperature should be required for test acceptance criteria.

Conclusions

The inspectors confirmed that procedures used during surveillance tests were current
and properly followed. The equipment tested met the acceptance criteria specified in
the procedures for operability. The acceptance criteria bases reviewed were adequate,
with only minor discrepancies noted.

M2 'aintenance and Material Condition of Facilities and Equipment

M2.1 Service Water SW S stem Leak Re airs

a. Ins ection Sco e (37550)

The inspectors reviewed the licensee's actions to investigate and repair two
unanticipated through-wall leaks in the service water system.





Observations and Findin s

On December 2, 1998, an auxiliary operator discovered water dripping from the
insulation around the SW discharge valve (V-4619) at the A-CCW heat exchanger. The
licensee removed the thermal lagging around the valve, and observed a through-wall
leak in the valve body. V-4619 was a 14-inch carbon steel globe valve that had been
heavily throttled in order to prevent over-cooling of the CCW heat exchangers. Its
corresponding valve (V-4620) at the B-CCW heat exchanger was also heavily throttled.
Both valve plugs had been positioned 1/4 to ~/~ inch off their seat for approximately 6
years to limit SW flow through both CCW heat exchangers to a nominal 2600 gallons
per minute (gpm). V-4619 and V-4620 had been throttled to less than the nominal flow
when the SW inlet temperature was relatively low during winter months. No external
leakage was apparent at or near V-4620.

The licensee performed ultrasonic testing (UT) of the V-4619 valve body and
determined that a cavity approximately 1-1/2 inch in diameter had formed on the interior
surface of the valve immediately downstream of the valve plug. Their preliminary
conclusion was that the cavity area was formed by a high velocity fluid jet that impinged
directly on the valve's internal surface. In addition, a relative vacuum in the SW system
discharge piping was causing cavitation in the fluid downstream of V-4619 that
accelerated the erosion.

The licensee also removed the thermal lagging around all SW piping adjacent to the
CCW and B-spent fuel pool heat exchangers, and performed extensive UT
examinations on V-4620, and on pipe elbows and transition areas that could be
susceptible to cavitation or jet impingement. Another through-wall leak was discovered
in the piping immediately downstream of the SW discharge isolation valve (V-8689) from
the B-SFP heat exchanger. This valve was also heavily throttled during plant operation
when the SFP heat load was relatively low. V-8689 was a stainless steel 10-inch
butterfly valve and less susceptible to erosion than V-4619. The pipe leak downstream
of V-8689 was apparently the result of similar jet impingement and cavitation conditions
present at V-4619.

The licensee initiallyconsidered that V-4619 could be weld repaired internally to restore
the valve wall to greater than the minimum thickness required by the American Society
of Mechanical Engineers (ASME) code. Such a repair would have been acceptable for
the remainder of the plant's current operating period, and the valve could be replaced
during the next refueling outage (March 1999). In preparation for repairs, the licensee
isolated the SW inlets and drained the outlet side of the A-CCW and B-SFP heat
exchangers. The B-CCW and A-SFP heat exchangers were placed in service using the
alternate SW discharge lineup. LCO 3.7.7 allowed 31 days for one CCW heat
exchanger to be out of service.

When V-4619 was disassembled for internal inspection, extensive erosion of the valve
disc and internal bridge was evident, and damage was also evident in other areas where
meaningful UT data could not be obtained prior to disassembly. The licensee concluded
that V-4619 and the piping adjacent to V-8689 needed to be replaced. However, a
suitable 14-inch globe valve with the necessary fitup dimensions could not be obtained
for V-4619 within the LCO time constraints, so the licensee elected to perform a plant
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modification (PCR 98-101) to replace it with a smaller 10-inch butterfly valve similar to
V-8689. The internals of V-8689 were essentially free of damage, and its adjacent
piping could be replaced with identical material in the same configuration.

The inspector reviewed the PCR 98-101 package a'nd its associated 10 CFR 50.59
safety review. The 10-inch butterfly replacement valve was evaluated as functionally
equivalent to the original. The engineering evaluation and safety review also concluded
that the modification did not degrade the operational capability, or alter the design and
function of the service water system. After the modification and replacement of V-4619
and V-8689 was complete, the licensee performed an inservice pressure test of the
affected valves and piping and returned the A-CCW heat exchanger to service on
December 19, 1998. However, after the system was'restored to its normal discharge
lineup, it was still necessary to heavily throttle V-4619 and V-4620 (<10% open), in order
to obtain the desired CCW and SFP system temperatures. In addition, cavitation in the
flow stream downstream of V-4619 was not alleviated, and produced an audible sound
louder than was previously present at the valve.

The licensee considered that the modification and repairs were sufficient to restore the
affected piping to the required code minimums; however, they also considered that the
excessive throttling of V-4619, V-4620, and V-8689 would have to be addressed to
determine if an alternate SW system lineup was possible to alleviate the cavitation and
jet impingement conditions. At the end of the inspection period, a long term solution
'ad not been determined; however, the licensee considered that the modified condition
of valve V-4619 and the restored piping adjacent to V-8689 was acceptable for short
term operation. The operations department was assigned an action item
(CATS¹M07592) to determine the possibility of an alternate discharge lineup before the
end of the next refueling outage (March 1999). The licensee planned to open V-4619,
V-4620, and V-8689 for inspection during the outage to determine the erosion rate in the
present configuration.

Conclusions

The licensee completed an effective modification and timely repairs to restore service
water valves and piping at the CCW and SFP heat exchangers to within ASME Code
allowables. However, the system conditions (heavy throttling, cavitation, and fluid jet
impingement) that caused significant valve and pipe damage were not alleviated to
prevent a recurrence over the long term. The inspectors concluded that the licensee's
plans to conduct further inspections and evaluations of the SW system configuration
were adequate to determine necessary long term corrective actions.
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Miscellaneous Maintenance Issues

Closed Violation VIO 50-244/98-03-02: Inade uate Corrective Action in Res onse to
EDG and SW Circuit Breaker Failures

a. Ins ection Sco e Tl 2515/137 92902

The inspectors reviewed the licensee's actions taken in response to a violation of.NRC
requirements for inadequate corrective actions following recurring failures of safety-
related 480 volt-alternating current (VAC) circuit breakers. The inspectors also
conducted a review of the licensee's circuit breaker maintenance program.

b. Observations and Findin s

Breaker Failure Histo Review

Over the past five years, RG&E experienced a significant number of failures on
480 VAC circuit breakers at the Ginna station. In that time period, five breaker failures
were experienced on the B-emergency diesel generator (B-EDG) output breaker
(Westinghouse Type DB-75). The last B-EDG breaker failure occurred on March 24,
1998. On May 12, 1998, the B-service water (B-SW) pump breaker (Westinghouse
Type DB-25) failed. RGRE initiated a breaker enhancement process to improve their
existing breaker troubleshooting and root cause analysis to address the repeated
breaker, failure concerns. The NRC issued a Notice of Violation (NOV) on May 18, 1998
(see IR 50-244/98-03) for the licensee's failures to perform adequate corrective actions
to address the recurring breaker failures.

The inspectors rioted that the 480 VAC safeguards buses at the Ginna Station, utilized
600 VACWestinghouse DB series circuit breakers for safety and nonsafety-related
applications. Three types of DB series (DB-75, 50, and 25) circuit breaker were used.
There were a total of 53 safety-r'elated breakers installed on four safety-related buses;
some of these breakers supply non-safety related loads..

The licensee's breaker failure history report indicated that approximately eighteen
breaker failures had occurred in the past five years. Eleven out of these failures had
occurred on three specific breakers. Five failures were on the B-EDG output breaker
(Type DB-75), and there were three failures each on the A- and B-SW pump breakers
(Type DB-25). The remaining seven failures occurred on other type DB-50 and DB-25
breakers. The inspector's review of the licensee's,documentation for the EDG and SW
pump breakers indicated that they had been refurbished by Westinghouse in 1998 at
their facility in Cheswick, PA. The inspectors noticed that RG8 E had inspected

an'dditionalseventeen DB breakers since September 1998 and and found no significant
issues.

In their June 8, 1998, response letter to the NOV, the licensee committed to improve
their existing circuit breaker maintenance program by taking the following corrective
actions:
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1) Improve the existing root cause analysis investigation process

2) Improve the existing routine inspection, troubleshooting, and preventive
maintenance procedures to include industry issues

3) Improve the industry and vendor interface, and update the circuit breaker vendor
manuals

Root Cause Anal sis Review

To improve the root cause analysis process, the licensee used the assistance of
industry experts (Pl International) and developed a "potential failure mode matrix." The
matrix outlined many possible modes of component failures that could cause a breaker
failure. The matrix also reflected many possible attributes related to mechanical,
electrical, preventive maintenance, and operating experience type of component
failures.

The inspectors reviewed the critical components study performed by the licensee's
contractor. The study compared the Type DB breaker failure data from Ginna with the
rest of the industry, and indicated that the current failure rate at Ginna was significantly
higher than the industry. The study recommended several improvements to be made in
their breaker program. For example, the preventive maintenance activities should
include a timing check on the breakers following the maintenance, and should examine
the relationship between the X-relay contact operation and the closing coil movement.
Another recommendation was that recently identified investigation techniques and other
industry issues should be consolidated and captured in breaker maintenance
documents.

The inspectors reviewed two recently completed root cause analyses (one for the
B-EDG output breaker, dated May 7, 1998, and one for the B-SW pump breaker, dated
December 21, 1998). The inspectors found that the licensee had properly employed the
recommended technique in these cases. For example, the licensee discovered that the
trip bar for B-EDG breaker did not fully rotate to the reset position due to an excessive
resistance. As a result, it prevented the breaker from latching. Also, a center pad was
missing from the breaker. During a B-SW pump breaker failure investigation, a
simulated condition could not reproduce the original breaker failure condition.
Although, they were unable to determine a definite cause of the failure, the licensee
identified several anomalies, such as signs of excessive arcing on the X-coil, and a
missing retaining clip on the shunt trip coil.

Maintenance Procedures for Low Volta e Circuit Breakers

The inspectors reviewed the following maintenance procedures associated with the DB
Type low voltage circuit breakers. Those were recently upgraded or newly added as a
result of the corrective actions in response to the NOV.

1) Procedure GME-50-02-DBINSPECT, "Westinghouse, DB Breaker Inspection,"
Revision 05.
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The inspectors reviewed this procedure and noted that it provided detailed
instructions for performing breaker inspections, testing, and maintenance on all

types of Westinghouse DB circuit breakers. The procedure included steps for
circuit breaker removal, component inspection, minor corrective maintenance
and testing on circuit breakers. The inspectors found that the licensee had
recently included control relay gap requirements and secondary contact
inspection steps in this procedure. The inspectors also found that detailed
instructions existed for other key components, such as verification of a center
pad, a weight requirement for the trip bar, mechanism operation, lubrication, and
the high and reduced voltage testing on coils. The acceptable values were found
consistent with the Westinghouse recommendations.

The inspectors noted that the licensee had recently initiated a mini-inspection on
selected breakers using this procedure to ensure that no anomalies or problems
existed in other DB breakers. In addition to their ongoing routine scheduled
maintenance, the licensee's review of selected work orders indicated no
additional operability concerns. The licensee's ongoing inspections also did not
identify additional operability concerns. At the time of this inspection, the
licensee had completed the inspection of a'pproximately seventeen breakers out
of the twenty-two selected in this program. The licensee also stated that
additional breakers inspections would continue through the end of 1999.

Procedure GME-50-02-DBTROUBLE, "Westinghouse, DB Breaker
Troubleshooting," Revision 00.

The inspectors'. review of this procedure revealed that it provided a systematic
approach for identifying root causes of Westinghouse 480 VAC, Type DB, air
circuit breaker failures. For example, Attachment 2 required that root cause
analysis team hold a briefing prior to failure investigation. In addition, the team
must consist, as minimum, of representatives from the electric shop, planning,
and electrical/l&C system engineering. The inspectors noted that the "potential
failure mode matrix" was included in this procedure.

Procedure GME-50-02-DB25, "Westinghouse, 480V AirCircuit Breaker,
Maintenance For Type DB-25 Breakers," Revision 01.

The licensee had included adequate detail for the removal, disassembly,
inspection, electrical component testing, mechanism adjustment, and lubrication
of breakers in this procedure. The inspectors verified that recent issues
identified at Ginna, together with other industry issues recommended by
Westinghouse (such as trip bar acceptable gap and load requirements) were
also included. The inspectors also verified that the licensee had appropriately
included the breaker coil test requirements at reduced voltages (i.e., opening of
a trip coil was tested at 69 volts and the closing coil was tested at 87 volts
respectively for trending purposes). The inspectors noted that the megger
testing voltage acceptance value was consistent with the industry practice of low-

voltage circuit breakers. The procedure required verification that all anomalies,
out-of-tolerances measurements, as-found conditions, and any adjustment made
on a breaker, were recorded on a data sheet. The inspectors also noted that,
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upon completion of the above data, the supervisor must verify that all data were
within the acceptable limits and recorded on the data sheet.

The inspectors noted that RG&E had also established two similar maintenance
procedures in late 1998, one for Type DB-50 and another for Type DB-75
breakers (procedures GME-50-02-DB50 and GME-50-02-DB75). The
inspector's review indicated both procedures had sufficient instructions and steps
to ensure the recent industry-identified issues were addressed for these
breakers. In addition, all lessons learned though investigations of recent failed
breakers and their interface with Westinghouse during breaker refurbishment
were included.

The inspectors reviewed the recently completed preventive maintenance
documentation dated October 14, 1998, for the A-SW pump breaker. This
breaker was returned to Westinghouse after was refurbishment at their
Cheswick, PA facility, and after it had failed its receipt inspection at Ginna. The
inspectors noted that the licensee had satisfactorily completed the data sheets of
all measurements of the as-found breaker condition.

Vendor Manual and Vendor Interface Review

The inspectors noted that as part of the corrective actions for the NOV, the licensee
contacted Westinghouse to ensure all vendor manual instructions and advisory
information were included in their manuals, and reflected in the maintenance procedures
for those types of breakers. For example, the inspectors noted that in their letter dated
September 11, 1998, Westinghouse had provided further clarification of their previous
published instruction on how to properly lubricate the shunt trip attachment (STA) on
DB-75 breakers. The inspectors also verified that the latest lubrication clarification letter
was appropriately filed in their DB-75 vendor manual binder (VTD-W0120-6905), The
inspectors verified that all industry advisory'letters, the relevant NRC information
notices, and corresponding letters pertaining to these types of breakers were filed in

their vendor document binders.

The inspectors discussed this issue with several members of the licensee staff and
reviewed various internal correspondence. Several engineering and maintenance staff
personnel had participated in NMAC/Westinghouse circuit breaker users group meeting
held in August 1998. In addition, the licensee also observed an NRC breaker inspection
conducted at the Point Beach plant in August 1998, to become familiar with recent
breaker-related issues in the industry.

Walkdown of Switch ear and Breaker Maintenance Facili Areas

The inspectors performed a walkdown of selected safety and nonsafety-related
switchgear areas to observe the physical condition of the switchgear in those areas.
The inspectors also toured the circuit breaker preventive maintenance facility for low-

voltage (480 VAC) circuit breakers. In addition, the inspectors interviewed technicians
to assess their knowledge of breaker maintenance activities.
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The inspectors found that the switchgear areas were clean, well maintained and

adequately lighted, with no broken or missing parts on switchgear components. The

inspectors also found that the circuit breaker preventive maintenance area was aiso

clean and well organized, and several key breaker components were displayed in a

glass enclosure, such as X-relays, micro switches, and assembly parts of a breaker
mechanism for the assistance of technicians. The appropriate procedure and instruction
manuals for all types of breakers were also available in this area. The technicians ably
answered the inspectors'uestions regarding circuit breaker adjustments, trip bar gap
requirements, contact replacement, and circuit breaker lubrication. The inspectors
found the technicians knowledgeable of breaker maintenance and recent industry-
reiated issues with Type DB breakers.

c. Conclusions

The licensee's maintenance program for low-voltage circuit breakers was significantly
improved, and the corrective actions taken to address recurring breaker failures were
effective. The root cause analyses performed to address breaker failures were
comprehensive.

Revised maintenance procedures were clear, and detailed. Data sheets included in

maintenance procedure provided a good record of the results of all measurements for
breaker trending and material condition at the time of the maintenance. The licensee's

recent practice of using reduced-control-voltage testing provided a better verification of
breaker condition. Vendor manuals were appropriately updated to enhance the staff
knowledge of industry issues and their interface with the vendor.

The inspectors concluded that the electrical maintenance shop at Ginna was well-

equipped and provided a good environment for performing breaker maintenance work.
The technicians performing breaker maintenance were knowledgeable of the
maintenance procedures.

Based on the above corrective actions taken by the licensee to address breaker failure

problems, the inspectors concluded that the licensee had adequately resolved the NOV

issue. This violation is closed (50-244/98-03-02).

M8.2 Closed LER1998-004: Im ro erl Performed Surveillance Due to Procedure Non-

Adherence Resulted in Condition Prohibited b Technical S ecifications

On December 17, 1998, the licensee submitted LER 1998-004 to the NRC following
their discovery that ITS-required calibrations of pressure switches in both containment
hydrogen recombiner actuation and control circuits were not properly performed during
the last refueling outage (November 1997). The calibrations were not performed in

accordance with procedure requirements which specified the use of highly accurate
measuring and test equipment (see IR 50-244/98-12). The licensee subsequently
declared ITS surveillance requirement SR 3.6.7.2 "missed," and re-performed the

required calibrations under the provisions of LCO 3.0.3. Both hydrogen recombiners
were satisfactorily tested and declared operable within the required 24 hours from the
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time of discovery. The missed surveillance was reported in the LER as a condition
prohibited by the ITS.

The inspectors concluded that the LER provided sufficient detail to describe the
circumstances surrounding this event, and identified the immediate, intermediate, and
root causes associated with the procedural non-compliance. The LER also identified
corrective actions to prevent a recurrence which included a'training work request that
would reiterate procedure adherence requirements and the correct methods for
,obtaining and utilizing the proper measuring and test equipment (M&TE)to meet ITS
surveillance requirements. The inspectors conducted in-plant evaluations of the
conditions that lead to this LER, and performed follow-up reviews with licensee
personnel who determined its reportability. The inspectors concluded that the LER
adequately described this event and its corrective actions. This LER is closed
(LER 1998-004).

III. En Ineerin

E2 Engineering Support of Facilities and Equipment

E2.1 Total Instrument Uncertain Calculations for Instruments Related to Com liance with
the Im roved Technical S ecifications

aO Ins ection Sco e(37550)

The inspectors reviewed the licensee's program and criteria for providing instrument and
instrument loop uncertainty calculations.

b. Observations and Findin s

On December 7, 1998, instrument and control (I&C) technicians performed a periodic
calibration of the sodium hydroxide (NaOH) spray additive tank level transmitter
(LT-931) and found it out-of-specification by 4.25% at the high end of its band. The
technicians noted the out-of-specification condition in the work package and restored
LT-931 to within its specified full range accuracy. The technicians also noted in the
procedure that a total instrument uncertainty (TIU) calculation did not exist for LT-931,
and informed the l&C shop foreman of the as-found out-of-specification condition as
required by the procedure. The technicians stated that the as-found data did not need
to be reported in an ACTION Report for evaluation, and they stated that no further
action was necessary since a TIU calculation was not available. A note in the calibration
procedure stated that an ACTION Report was necessary only if a procedure problem or
an improper previous surveillance caused the out-of-specification condition.

LT-931 was classified as an instrument important safety, and was used to accomplish
ITS surveillance requirement SR 3.6.6.8, which verified that the NaOH volume was
~4500 gallons. LT-931 was also an instrument required by emergency operating
procedure E-1, "Loss of Reactor or Secondary Coolant" since operators must observe
NaOH tank level to verify that the CS pumps can be stopped prior to transitioning into
the post-loss of coolant accident (LOCA) recirculation mode of cooling. The licensee's
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configuration management information system (CMIS) indicated that no TIU existed for
LT-931, and under the existing administrative requirements, the IMtechnicians were
not required to inform the plant operators that LT-931 was found outside its required
tolerance. However, the inspectors noted current administrative requirements dictated
that an ACTION Report was necessary if the instrument was included in the
Maintenance Rule program and its operability was in question. The IB C shop foreman
wrote an ACTION Report (98-1690) the following day to document the out-of-
specification condition and to have it evaluated by engineering. Engineering completed
an operability determination on January 4, 1999, and concluded that the instrument had
not been inoperable. That conclusion was supported by a detailed technical analysis
which determined that the NaOH system was capable of performing its safety function
since LT-931 would still have indicated greater than the minimum volume required by
the ITS (85% or 4500 gallons) at the level alarm setpoint (90% or 4772 gallons) after
accounting for the as-tound error.

The inspectors reviewed engineering work request EWR-5126, "Instrument Setpoint
Verification Program" to obtain clarification on the criteria the licensee used to determine
the specific plant instruments and instrument loops that needed a TIU calculation in
order to establish their accuracy and operability requirements. When the setpoint
verification program was initiated in 1990, instruments in several classifications were to
be evaluated, which included those required to be operable by the existing technical
specifications, environmentally and seismically qualified instruments, and instruments
referred to in the emergency operating procedures. All instruments and instrument
loops within the original scope of EWR-5126 were intended to have TIU calculations.
LT-931 was initiallyincluded within the EWR scope; however, the scope of the program
was later reduced, and LT-931 was removed before a TIU calculation was performed.
'Other ITS-related instruments, such as the pressure switches on the hydrogen
recombiners (see section M8.2) also did not have TIU calculations.

On December 17, 1997, the final program scope for EWR-5126 was defined to include
safety-related and safety-significant instruments required to demonstrate compliance
with the ITS. Those would include instruments explicitly listed and required to be
operable by the ITS (i.e., engineered safety feature actuation system, reactor trip
system, and post accident monitoring instruments), and those instruments that were
required to verify compliance with the ITS. Although LT-931 and the hydrogen
recombiner pressure switches were not in the current revision of EWR, it appeared to
the inspectors that they should have a TIU calculation based upon the current EWR
scope definition. Upon conversion from customized technical specifications to the ITS in
February 1996, the licensee indicated that all instruments explicitly listed in ITS 3.3.1,
3.3.2, or 3.3.3, would have setpoint and TIU calculations to comply with the ITS;
however, the licensee made no explicit commitment for other ITS-related instruments.
Based on the current definition, the inspectors considered that the EWR program scope
should include instruments required to successfully perform ITS-required surveillances.
On January 7, 1999, engineering initiated technical staff request (TSR) 99-001 to
evaluate the need for other ITS-related instruments that may need TIU calculations.
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Conclusions

The inspectors concluded that deficient conditions in some ITS-related plant instruments
may not have been evaluated in a timely manner for operability under the existing
administrative requirements. The licensee developed an adequate plan to evaluate
instruments and instrument loops related to ITS surveillance requirements that may
need uncertainty calculations developed for operability determinations when the
instruments are found out-of-specification. Pending resolution of this question and
further NRC evaluation, this item remains open (IFI 50-244/98-13-01).

Miscellaneous Engineering Issues

Closed Ins ection Follow-u Item IFI 50-244/97-201-05: Cable Am aci Anal sis

During the August 1997 Architect Engineer (AE) design team inspection at the Ginna
Station, the team found that the licensee's ampacity calculations had adequately
included the derating for their raceway routing cables, that the diesel generator cables
routed through duct lines had been adequately sized and derated for their installation,
and that their Electrical Design Guide EDG-4A was consistent with industry standards.
However, specific derating data for Hemyc fire wrap had not been addressed.
Subsequently, the licensee generated ACTION Report (AR) 97-1221 to document the
fire wrap derating concerns.

During the current inspection, the. inspectors conducted an in-office review of AR
97-1221 and found that it appropriately documented this issue. The inspectors also
reviewed design analysis DA-EE-94-054 (calculations), entitled "Ampacity of Circuits
Covered with Hemyc Fire Wrap", Revision 0, dated June 15, 1998. The analysis
included six circuits that were covered with Hemyc fire wrap, four in conduit and two in
cable trays. The inspectors found that the assumptions used in the calculations were
adequately justified and that sufficient derating factors were included. The analysis
conservatively demonstrated that the power cables in raceways with Hemyc fire wrap
had sufficient capacity to carry their design electric current (ampacity). This item is
closed (IFI 50-244/97-201-05).

U date IFI 50-244/97-12-02: Determine 0 erabili Parameters for the Emer enc
Diesel Generators

NRC Inspection Report 50-244/97-12 identified two emergency diesel generator (EDG)
engine performance parameters that could affect engine operability if the limits stated by
the engine manufacturer were exceeded. Both EDGs at the Ginna plant have ALCO
Model 251F engines. The RG&E Vendor Manual ffA0152-0076 contained ALCO engine
instruction manual (TPI-891) and Maintenance Instruction Ml-17136 which included
technical data and the normal ranges for operating parameters for the EDGs. Ml-17136
indicated that the difference between the maximum and minimum (delta) peak firing
pressure for the entire engine should not exceed 150 pounds per square inch (psi). In
addition, an ALCO engine design representative (Coltec) stated that the maximum peak
firing pressure for Model 251F engines should never exceed 2000 psi





During EDG testing in March 1996, the peak firing pressure in one cylinder on the
A-EDG had exceeded 1900 psi, and in all diagnostic tests between March 1996 and
December 1998 delta peak firing pressure for the entire engine exceeded 150 psi. The
licensee's test procedure contained acceptance criteria for the maximum delta peak
firing pressure (150 psi), but not for the peak firing pressure (2000 psi).

IFI 50-244/97-12-02 was opened because the licensee did not have a formal evaluation
or plan to address the effects on operability if the peak firing pressure exceeded 2000

psi, or of actually operating the EDGs beyond the delta peak firing pressure limitations
stated by the manufacturer.

The licensee conducted diagnostic tests of both EDGs on December 21, 1998. The
tests fixed the engine load at 2000 kilowatts (KW) by adjusting the load limiter on the
engine's'governor. This allowed for more consistent data gathering on cylinder
temperatures, pressures, and other parameters. The EDG system engineer stated that
RG8 E intended to do all EDG tests at a fixed 2000 KW load because diagnostic and
routine tests would produce more meaningful results for trending purposes. Testing at
the rated load would also keep the cylinder peak firing pressures in the 1600-1800 psi
range. During the diagnostic tests on December 21, 1998, preliminary data indicated
that the delta peak firing pressure again exceeded 150 psi on both engines.

During a recent teleconference with the inspectors, a Coltec representative indicated
that 150 psi would remain the vendor's specification on maximum delta peak firing
pressure for Model 251F engines. However, short periods of operation above that limit
would not seriously degrade engine operation if it did not persist for a long period which
could shorten its design life. The Coltec representative also reiterated that the engine
should not be operated above the maximum peak firing pressure of 2000 psi in any one
cylinder. The inspectors noted that the delta peak firing pressures in the Ginna EDGs
had increased over the past 3 years based on the data obtained during diagnostic tests.
The Coltec representative indicated that an adverse trend over an extended time is not
desirable and would eventually degrade the expected life of the engines. However,
Coltec had not formally evaluated the specific conditions in the Ginna EDGs and Coltec
could not place a limit on the time that these engines could be operated in that
condition. The licensee was continuing to evaluate the potential consequences of
operating the EDGs at Ginna beyond the 150 psi limit. Pending further evaluation and
resolution of this issue, this item remains open (IFI 50-244/97-12-02).

U date IFI 50-244/97-201-06: Electrical Calculation Discre ancies

The 1997 AE team identified that the sizing calculations for the station vital batteries did

not consider the ITS surveillance requirements that the batteries were required to be ~

55 F, and that the calculations were not updated to reflect the margins contained in the
direct current (DC) load study, or the one minute discharge data for battery testing. As
a result of that observation, the licensee issued a calculation to update the information.
At that time, the team verified this calculation and found it acceptable. As a result of the
revised calculation, other design analyses, an Updated Final Safety Analysis Report
(UFSAR) Table, the station black out analysis, and battery test procedures needed to be

updated. The licensee was in the process of updating the DC load study, the DC





voltage study, the DC voltage regulator fuse sizing analysis, and other coordinating
analyses. This IFI was opened to track the deficiencies identified in the above
calculations.

During the current inspection, the inspectors noted that the licensee had developed a

project plan for this task (98-0012). In this plan the scope for each activity was
appropriately outlined along with the scheduled date. According to the August 27, 1988,
schedule plan, the last activity, motor operated valve (MOV) voltage analysis update, is

expected to be completed on August 26, 1999.

The inspectors verified that to date the licensee had appropriately revised the required
changes in battery surveillance test procedures (PT-10.2 and 3) and updated the
UFSAR Table 8.3-4 to reflect the new loading values as reflected in the above
calculation. The licensee was in the process of developing all dc system component
load database on the computer. This IFI remains open pending the licensee's
completion of the remaining tasks (discussed above) and NRC review of those actions
(IFI 50-244/97-201-06).

IV. Plant Su ort

P4 Staff Knowledge and Performance ln Emergency Planning (EP)

P4.1 Severe Accident Miti ation Guidelines SAMG Drill

The inspectors observed an EP drill the licensee designed to exercise new SAMG
procedures.

b. Observations and Findin s

The inspectors observed a drill on December 1, 1998, that the licensee developed to
exercise newly created SAMG procedures that provided operational guidance to
reestablish core cooling should plant conditions deteriorate beyond the scope of the
Emergency Operating Procedures (EOPs) during accident conditions. The drill
consisted of an anticipated transient without scram (ATWS) event followed by a loss of
heat sink in combination with a loss of all alternating current (AC) power. The licensee
selected this sequence to drain inventory from the steam generators and to cause core
temperature to increase.

The inspectors observed licensed operator performance in the simulator during the drill.
The operators correctly manipulated the EOPs and made all the appropriate procedural
transitions. When all avenues to restore core cooling were exhausted, the SAMG
procedures were entered and the command and control function was shifted to the
Technical Support Center (TSC). The TSC team included members from operations
management who utilized input from system engineers to provide recommendations to
the operators in the simulator. Communications between the TSC and the simulator
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appeared to flow well throughout the drill as several attempts were made to restore core
cooling. The drill concluded when the simulator operators re-established power to a vital
bus, and a source of feedwater was restored to provide core cooling.

Conclusions

The inspectors concluded that the Severe Accident Mitigation drill was well planned, and
noted good coordination between personnel in the simulator and the Technical Support
Center. Operator performance during the exercise was good.

V. Mana ement Meetin s

X1 Exit Meeting Summary

The results of the Westinghouse circuit breaker inspection were presented to the .

licensee on January 8, 1999. After the integrated inspection was concluded, the
inspectors presented the results to members of licensee manageme'nt on January 14,
1999. The licensee acknowledged the findings presented. The inspectors asked the
licensee whether any materials examined during the inspection should be considered
proprietary. No proprietary information was identified.
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February 11, 2000

Dr. Robert C. Mecredy
Vice President, Ginna Nuclear Operations
Rochester Gas and Electric Corporation
89 East Avenue
Rochester, New York 14649

SUBJECT: NRC INTEGRATED INSPECTION REPORT NO. 05000244/1999012

Dear Dr. Mecredy:

On January 23, 2000, the NRC completed an inspection at your R. E. Ginna nuclear power
plant. The enclosed report presents the results of that inspection. Preliminary results and .

conclusions were presented to RG8 E management led by Mr. R. Popp of your staff in an exit
meeting on January 28, 2000.

During the six weeks covered by this inspection report, your conduct of activities at the Ginna
facilitywas generally characterized by safety-conscious operations, sound engineering and
maintenance practices, and careful radiological work controls.

Based on the results of our review, the NRC has determined that a Severity Level IVviolation of
NRC requirements occurred. This violation is being treated as a Non-Cited Violation (NCVj,
consistent with Section VII.B.1 of the enforcement policy. The NCV is described in the subject
inspection report and involves the failure of your staff to properly translate regulatory
requirements into plant procedures for the control room ventilation system. Ifyou contest the
violation or the severity level of the NCV, you should provide a response within 30 days of the
date of this inspection report, with the basis for your denial, to the Nuclear Regulatory
Commission, ATTN: Document Control Desk, Washington, D.C. 20555-0001, with copies to the
Regional Administrator, Region 1; the Director, Office of Enforcement; and the NRC Resident
Inspector at the Ginna Station.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," a copy of this letter and its
enclosure will be placed in the NRC Public Document Room.

Sincerely,

/RA/

Michele G. Evans, Chief
Projects Branch 1

Division of Reactor Projects

p~~ ~q~,„Qo. QLDO347~r" ~
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EXECUTIVE SUMMARY

R. E. Ginna Nuclear Power Plant
NRC Integrated Inspection Report 05000244/1 999012

This integrated inspection included aspects of licensee operations, engineering, maintenance,
and plant support. The report covers a 6-week period of resident inspection, and it includes the
results of an announced inspection by regional specialists related to NRC generic letter (GL) 98-

02, "Loss of Reactor Coolant Inventory and Associated Loss of Emergency Mitigation Functions
While in a Shutdown Condition," and the in-office review of changes to the Ginna Security and
Training and Qualification Plans.

~Oerations

In general, the conduct of operations was professional and safety-conscious. The cold weather
inspection program was effectively implemented to ensure systems, structures, and components
important to the safe operation of the reactor plant were adequately protected from freezing. The
weekly walkdown checklist, performed on January 9, 2000, effectively verified the required
freeze protection measures were in place. The cold weather walkdown procedure was
adequately written and provided clear guidance to the user (Sections 01.1 and 02.1).

The change in philosophy pertaining to testing of the safety injection accumulator isolation
valves quarterly vice in cold shutdown (resulting in at power testing) was not rigorously
challenged within the organization. Though not prohibited, the decision to test the valves
quarterly would have increased to a small extent the overall plant risk with no added safety
benefit. The decision, rooted in a narrowly focused interpretation of the guidance contained in
NUREG-1482, "Guidelines for Inservice Testing at Nuclear Power Plants," was subsequently
reversed when challenged by the inspectors (Section 01.2).

The inspectors concluded that RGLE's corrective actions to prevent recurrence of configuration
control and human performance errors (inspector follow-up item 05000244/1997010-01) were
adequate. Though not entirely successful in preventing re-occurrence, performance has
improved and station management has continued to maintain improvement in human
performance a priority (Section 08.1).

Maintenance

Personnel effectively performed the observed maintenance and surveillance activities in
accordance with approved procedures. Emergent maintenance activities associated with an
instrument air leak on a main feedwater regulating valve positioner were adequately evaluated
and properly executed (Sections M1.1 and M2.1).

Conduct of surveillance procedure PT-16Q-T, "AuxiliaryFeedwater Turbine Pump Operability,"
was well coordinated, properly controlled, and adequately demonstrated the ability of the turbine
driven auxiliary feedwater pump to provide feedwater to the steam generators. However, the
inspectors noted that the test sequence did not perform the stroke time test of the turbine steam





Executive Summary (cont'd)

i'dmission valves in the as-found condition with no pre-test stroking as required by IP-IIT-2,
"Inservice Testing Program for Pumps and Valves," (Section M1.2).

Maintenance activities on the control room ventilation system placed the plant outside its design
basis during numerous occasions partially because system design information was not properly
incorporated into maintenance procedures. This violation of NRC requirements was non-cited.
Additionally, the root cause analysis presented in, the associated licensee event report was
narrowly focused since it did not address potential human performance deficiencies. RG8 E's
immediate and planned corrective actions were adequate (Section M8.1).

~En ineerin

RG8E determined that Ginna station was vulnerable to an event referenced in generic letter
(GL) 98-02, "Loss of Reactor Coolant Inventory and Associated Loss of Emergency Mitigation
Functions While in a Shutdown Condition," and took acceptable corrective actions. RG8E's
response to GL 98-02 was timely and complete (Section E2.1).
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Re ort Details

Summa of Plant Status

The plant began the period at full power, and remained there throughout the end of the
inspection period.

01 Conduct of Operations

01.1 General Comments 71707

The inspectors conducted frequent observations of ongoing plant operations, including
control room walkdowns, log reviews, and shift turnovers. The inspectors also
conducted numerous plant tours to observe equipment operation and personnel working
in the field. In general, the conduct of operations was professional and safety-conscious.

01.2 Safet In'ection Sl Accumulator Dischar e Isolation Valve Testin

a. Ins ection Sco e 71707:

The inspectors reviewed the scheduled testing activity of the SI accumulator discharge
isolation motor-operated valves (MOV-841and 865).

b. Observations and Findin s:

During the week of January 2, 2000, the inspectors noted that the safety injection
accumulator isolation valves had been scheduled for testing with the plant at full power.
Testing was to be conducted in accordance with procedure PT-2.3, "Safeguard Motor
Operated Valve Operation," and consisted of cycling the valves remotely while
measuring the stroke time in the closed direction. Testing at power had not previously
been performed. Prior test were conducted with the plant in a cold shutdown condition.
implementation of the Ginna Station inservice testing (IST) program fourth ten year
interval on January 1, 2000, changed the requirements for the valve stroke and timing
frequency from cold shutdown to quarterly.

The briefings for entry at power into the vapor containment and testing of the Sl
accumulator discharge isolation valves were adequate. The ALARAbriefing, performed
to minimize personnel exposure, was very thorough and addressed key points such as
the travel ro'utes to and from the work site, general radiation levels, the areas of lowest
and highest radiation, and contingency actions in the event of dosimeter alarms or
unexpected conditions.

Test of the isolation valves coincident with the monthly containment entry was
considered sound planning, allowing for quick restoration of the valves by local-manual
operation should they fail to respond electrically.





Though testing at power is not prohibited and the increase in plant risk was determined
to be minor, the inspectors questioned RG8 E's change in testing philosophy and the
safety benefit gained by testing on-line. Subsequent discussions with RG8 E established
that:

testing on-line provided no added safety benefit,
an overall reluctance to test on-line existed,
and an overly restrictive interpretation of the guidance provided in NUREG-1482,
"Guidelines for Inservice Testing at Nuclear Power Plants," had led to the
perception that testing of the safety injection accumulator isolation valves in cold
shutdown vice quarterly was unjustified.

RG8E reevaluated the need to test the Sl accumulator isolation valves quarterly and
determined that a cold shutdown justification was still valid. The test was canceled and a
change to the IST program document initiated.

c. Conclusion

The change in philosophy pertaining to testing of the safety injection accumulator
isolation valves quarterly vice in cold shutdown (resulting in at power testing) was not
rigorously challenged within the organization. Though not prohibited, the decision to test
the valves quarterly would have increased to a small extent the overall plant risk with no
added safety benefit. The decision, rooted in a narrowly focused interpretation of the
guidance contained in NUREG-1482, "Guidelines for Inservice Testing at Nuclear Power
Plants," was subsequently reversed when challenged by the inspectors.

02 Operational Status of Facilities and Equipment

02.1 Review of Cold Weather Freeze Protection Implementation

a. Ins ection Sco e 71714

The inspectors reviewed a sampling of systems and components which were actively
controlled by RG8 E's winterizing inspection program. The inspectors also reviewed
RG8E's adherence to administrative controls contained in Ginna Station procedure A-
54.4.1, Revision 36, "Cold Weather Walkdown Procedure."

b. Observations and Findin s

RG&E performs weekly walkdowns of safety related systems and components from
November 1 through April 1, to ensure that equipment does not become frozen and lose
it's ability for safe operation. On January 20-21, 2000, the inspectors walked down
portions of the turbine building and intake structure including the feed pump room,
instrument air compressor area, condensate pump area, service water pump area, and .

traveling screen area. The inspectors found the associated heat tracing, ventilation, and
space heater units were effectively maintaining those systems and components above
freezing. Local heat tracing circuit power "on" lights indicated they were energized with



some having amperage meters indicating current flow. Associated windows and outside
air dampers were found closed.

The inspector verified RGSE's implementation of cold weather walkdowns by reviewing
their checklist completed on January 9, 2000. The inspector found the checklist to be
complete and administratively correct with the required station management review
signatures in place. The checklist verified systems, structures, and components
important to the safe operation of the reactor plant were adequately protected from
freezing. The cold weather walkdown procedure was properly written and provided the
necessary guidance for the RG8 E operator to perform his or her freeze protection tours
of the plant.

C. Conclusions

RG8 E appropriately implemented their cold weather inspection program. A weekly
walkdown checklist was performed on January 9, 2000, which effectively verified the
required freeze protection measures were in place. RGB E's cold weather walkdown
procedure was adequately written and provided clear guidance to the user.

08 Miscellaneous Operations Issues

08.1 Closed Ins ectorFollow-U Item IFI 05000244/1997010-01:WeakConfiguration
Control. The inspectors opened this item in October, 1997, in response to two
inadvertent discharges of reactor coolant to the waste hold up tank on consecutive days
as a result of valves being out of their required/expected position. Further concern,
identified in the 1997 refueling outage, was documented in NRC inspection report (IR)
1997011. Updates were provided in IRs 1998001, 1999002 and 1999008.

Corrective actions focused on the need to improve attention to detail, self-checking, and
communications. Other efforts included:

procedure changes to enhance and/or correct existing instructions,
higher expectations/standards for pre-job/pre-evolution briefings,
enhanced communications between organizations,
implementation of a work control center with established manning requirements
and formal expectations/guidelines concerning duties and responsibilities and,
periodic training sessions to demonstrate thru examples the potential adverse
consequences of improper configuration control.

The inspectors concluded that RG8 E's corrective actions to date were adequate.
Though not entirely successful in preventing re-occurrence of configuration control and
human performance errors, performance has improved. Station management has
continued to maintain improvement in human performance a priority.

08.2 Closed Licensee Event Re ort LER 05000244/1999004 Revision 1: Containment
Recirculation Fan Moisture Separator Vanes Incorrectly Installed Results in Plant Being
Outside Its Design Basis. The inspectors reviewed RGLE's assessment of this original





manufacturing error and determined that it was satisfactory. No actual consequence
resulted and potential consequences were minimal. A reasonable assurance exists that
the system was capable of performing its safety-related function following all design
basis accidents. No violation of NRC requirements was identified.

II. Nlalntenance

NI1 Conduct of Maintenance

M1.1 General Comments

a. Ins ection Sco e 61726 62707

The inspectors watched all or portions of the following maintenance and surveillance
activities:

WO 19902453
WO 19904720
WO 19901597
PT-36Q-C
PT-12.1
PT-16Q-T

nuclear instrument N43 axial offset calibration
A main feedwater regulating valve positioner air leak
calibrate HCV-624
C standby auxiliary feed pump quarterly test
A diesel generator monthly test
turbine driven auxiliary feedwater pump (TDAFWP)
quarterly test

b. Observations Findin s and Conclusions

The inspectors observed that RG&E personnel effectively performed the above stated
maintenance and surveillance activities in accordance with approved procedures.

M1.2 Turbine Driven Auxilia Feedwater Pum Surveillance Testin

a..lns ection Sco e 61726

The inspectors observed portions of surveillance procedure PT-16Q-T, "Auxiliary
Feedwater Turbine Pump Operability," and reviewed the completed test results.

b. Observations and Findin s

Observation of the control room operators'erformance of PT-16Q-T found the test was
well coordinated and executed in a very controlled fashion. Communications, were
clear, concise, and with few exceptions, made with the appropriate repeat backs. Self-
checking in addition to peer checking techniques were observed. The operators
maintained a good focus on the evolution and delayed other control room activities which
posed a potential distraction.

Performance of the A main feedwater regulating valve (MFRV) was closely monitored
during the test of the turbine driven auxiliary feedwater pump due to a noted increase in



the leak rate of control air from the valve positioner (see M2.1). The valve was
monitored in the control room through the plant process computer and locally by a
stationed operator. Contingency plans were appropriately established in the event the
MFRV failed to properly respond. The inspectors noted that the operators had reviewed
abnormal operating procedure AP-FW.1, "Partial or Complete Loss of Main Feedwater,"
prior to commencing the test. The MFRV responded well throughout the test.

Review of the test results identified all test values were within the required acceptance
criteria.

The inspectors identified that PT-16Q-T did not comply with procedure IP-IIT-2,
"Inservice Testing Program for Pumps and Valves," paragraph 3.5.11 which states in
part, "valve testing shall be performed with the valve in its as-found condition with no
pre-test stroking or maintenance, as practicable." PT-16Q-T sequenced the stroke time
test of the TDAFWP steam admission valves MOV-3504A and MOV-3505A immediately
following operation of the valves in support of testing the TDAFWP. The inspectors
considered this to be a violation of minor significance not subject to formal enforcement
action. RG8 E acknowledged this finding and initiated action report (2000-0121) to
address the issue.

r

Review of test data for each valve dating back to December of 1997, identified that the
stroke times for each valve were reasonably consistent with the established reference
values and subsequent test results. Though not in accordance with established
guidelines on preconditioning, the inspectors concluded the test sequence did not mask
a condition which would have resulted in the valves being declared inoperable or
preventing the TDAFWP from performing its safety function.

Conclusion

r
Conduct of surveillance procedure PT-16Q-T, "AuxiliaryFeedwater Turbine Pump
Operability," was well coordinated, properly controlled, and adequately demonstrated the
ability of the turbine driven auxiliary feedwater pump to provide feedwater to the steam
generators. However, the inspectors noted that the test sequence did not perform the
stroke time test of the turbine steam admission valves in the as-found condition with no
pre-test stroking as required by IP-IIT-2, "Inservice Testing Program for Pumps and
Valves."

INalntenance and Material Condition of Facilities and Equipment

Main Feedwater Re ulatin Valve Positioner Air Leak

Ins ection Sco e 62707 71707 40500

The inspectors observed selected maintenance activities associated with an air leak on
the A main feedwater regulating valve's (MFRV) positioner.



b. Observations and Findin s

On December 17, 1999, an equipment operator identified that the A MFRV had abnormal
air leakage from its positioner. This resulted in frequent swings in MFRV position along
with numerous feedwater flow deviation alarms on the plant process computer. None of
the swings resulted in significant changes to steam generator water level. Additionally,
high frequency oscillations in air supply pressure were observed on the associated air
pressure regulator. Operations department personnel determined that the MFRVwas
operable but degraded. This determination was confirmed with a subsequent
engineering department technical evaluation. The inspectors reviewed the operability
assessments and did not note any problems.

On December 23, 1999, RG8 E personnel installed a temporary modification to the A
MFRV's air supply system. The modification consisted of a pressure regulator in parallel
to the existing regulator, and was intended to be used ifthe existing regulator failed. The
inspectors reviewed the temporary modification's documentation, and determined that it
was properly prepared according to station requirements. The inspectors also verified
that the modification was installed as designed, and that it did not adversely affect the
MFRV's ability to close upon receipt of an engineered safety feature actuation signal.

Instrument and controls (l&C) technicians subsequently performed additional
adjustments on the MFRV's positioner, which reduced the air leakage and substantially
lessened the swings in MFRV position. The inspectors observed that these activities
were appropriately coordinated with the control room and that the l&C technicians were
knowledgeable of the system's operation. At the end of the inspection period, station
management was still evaluating the ideal plant conditions and time for performing
permanent repairs.

c. Conclusions

Emergent maintenance activities associated with an instrument air leak on a main
. feedwater regulating valve positioner were adequately evaluated and properly executed.

Miscellaneous Maintenance Issues

M8.1 Closed Licensee Event Re ort LER 05000244/99012: opening controlroom
ventilation system for filter replacement resulted in plant being outside design basis. The
inspectors performed an onsite review of the noted event and verified the completion of
selected corrective actions. This LER described fourteen previous instances (dating
from 1995) where the control room boundary was made inoperable during inspections
and replacement of ventilation filters. In each instance, the duration of the inoperable
condition was much less than the technical specification (TS) allowed outage time;
nonetheless, RG8 E personnel did not recognize that performance of the activities
compromised TS requirements. The cause of the events was attributed to inadequate
work procedure guidance. The inspectors believed that the cause analysis presented in
the LER was narrowly focused and did not address human performance factors. In
particular, the inspectors felt that each previous occurrence was a missed opportunity for



identification, and collectively indicated a control ventilation system knowledge
deficiency. RG8 E personnel agreed with the inspectors'ssessment and initiated an
action report (2000-0050) to investigate human performance and process deficiencies
further that may have contributed to this event.

RG8 E personnel have administratively prohibited the performance of any further control
room ventilation filter inspections until completion of a system modification and an
associated procedure change that will permit inspections without affecting control room
integrity. No actual safety consequences resulted from the events, and the inspectors
concluded that RG8 E's corrective actions were adequate. This failure to correctly
translate regulatory requirements into plant procedures is a violation of 10 CFR 50,
Appendix B, Criterion ill, "Design Control." This severity level IVviolation is being
treated as a Non-Cited Violation, consistent with section VII.B.Iof the NRC Enforcement
Policy. (NCV 50-244/99-1 2-01 )

III. En ineerin

Engineering Support of Facilities and Equipment

Res onse to Generic Letter 05000244/1998002

Ins ection Sco e em ora Instruction 2515/142

The inspectors assessed RG8 E's activities related to NRC generic letter (GL) 98-02,
"Loss of Reactor Coolant Inventory and Associated Loss of Emergency Mitigation
Functions While in a Shutdown Condition." The inspectors reviewed RG&E's written
response to GL 98-02 and associated corrective actions, independently veriTied that
potential flow paths were properly identified, and interviewed operators and other station
personnel.

Observations and Findin s

In 1994, the WolfCreek nuclear station experienced a loss of reactor coolant system
(RCS) inventory while in a shutdown condition. The event occurred when operators
attempted to change the residual heat removal (RHR) system lineup while unrelated
RHR valve maintenance was in progress. As a result, over 9000 gallons of hot RCS
inventory were drained to the refueling water storage tank (RWST) through common
RHR and emergency core cooling system (ECCS) suction piping. In addition to reducing
the RCS inventory, the hot water in the RWST suction piping had the potential to steam
bind the ECCS pumps, which would have been required to supply core cooling and
makeup.

In response to GL 98-02, RG8 E determined that the only possible means for the Ginna
station to experience a transient similar to the WolfCreek event was ifone of two flow
paths was open. Specifically: (1) the RHR pump discharge to the RWST suction piping
of the safety injection and containment spray 'pumps (via motor operated valves



857NB/C); or (2) the RHR pump discharge to the C safety injection pump (via valves
1816NB).

Corrective actions included: (1) procedural enhancements cautioning the operators of
the potential for drain down, (2) similar cautions in the maintenance planning computer
program, and (3) training of applicable station personnel. The inspectors noted that
necessary 10 CFR 50.59 safety, evaluation reviews were conducted and documented.

The inspectors determined that RG&E's response to GL 98-02 was acceptable, and the
corrective actions taken at the Ginna station should be adequate to prevent an event
similar to that experienced at WolfCreek.

Conclusions

RG&E determined that Ginna station was vulnerable to an event referenced in generic
letter (GL) 98-02, and took acceptable corrective actions. RG&E's response to GL 98-02
was timely and complete.

IV. Plant Su ort

. PS Miscellaneous Emer enc Pre aredness EP Issues

P8.1 Year 2000 Y2K Rollover Activities

a. Ins ection Sco e 71750 40500

The inspectors performed onsite observations of station activities during the transition
from December 31, 1999 to January 1, 2000.

b. Observations and Findin s

During the Y2K rollover, control room operators carefully monitored plant parameters
and did not observe any unusual or unexpected indications. RG&E personnel also
staffed the Ginna technical support center (TSC) with station managers, additional plant
operators, maintenance technicians, and computer support personnel. The TSC
received updates from RG&E's offsite emergency response center, which was
monitoring the status of Y2K rollover activities throughout the world. The inspectors
reviewed RG&E's contingency procedures, and found them to contain sufficient detail
and instruction for dealing with potential Y2K-related problems. No significant problems
were encountered during the rollover. Chemistry technicians did note one minor
problem. The trending software for an automated secondary chemistry sampling system
stopped plotting sample results on its associated computer monitor for dates after
December 31, 1999. RG&E personnel adjusted the date in the software to restore the
trending capabilities, and are pursuing permanent resolution with the software's vendor.
This problem did not affect RG&E's ability to operate the Ginna facility safely.





Conclusions

RG&E personnel were adequately prepared for transition into the year 2000 (Y2K). One
minor Y2K-related software problem was properly managed by station personnel.

P8.2 Closed Ins ectorFollow-U Item IFI 05000244/1998003-03: Poor ResponseOuring
Plume Exposure Exercise. Following an emergency preparedness exercise in March
1998, RG&E personnel identified several significant problems with the emergency
response organization's response. The inspectors determined that RG&E's corrective
actions concerning those problems were adequate. This conclusion was based on a
review of the subsequent May 1998 post-exercise critique, and the results of the
November 1999 evaluated exercise. Neither of these subsequent exercises revealed
problems similar to those identified in March 1998.

P8.3

83

S3.1

Closed IFI 05000244/1997010-03: Scope Of 10 CFR 50.54(t) Reviews. In 1997, the
inspectors noted that a quality assurance (QA) audit of the emergency preparedness
(EP) program did not include a review of drills and exercises. 10 CFR 50.54(t) requires,
in part, that an independent review of EP drills and exercises be performed at least every
twelve months. RG&E had satisfied this requirement with other independent reviews,
and took actions to ensure that these reviews will be performed as part of future annual
QA audits of the EP program. The inspectors reviewed RG&E's 1998 and 1999 QA
audit reports for the EP program and noted that they adequately assessed drills and
exercises.

Security and Safeguards Procedures and Documentation

Securit Pro ram Plans

Ins ection Sco e 81700

An in-office review was conducted of changes to the Ginna Security and Training and
Qualification Plans, identified as Revisions Q, R, S, and 7, submitted to the NRC on April
29, May 13, and September 30, 1999, in accordance with the provisions of 10 CFR
50.54(p).

Observations Findin s and Conclusions

Based on a limited review of the changes, as described in the plan revisions, no NRC
approval of these changes is required, in accordance with 10 CFR 50.54(p). These
changes will be subject to future inspection to confirm that the changes, as implemented,
have not decreased the overall effectiveness of the security plan.
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V. Mana ement Nleetin s

X1 Exit Nleeting Summary

After the inspection was concluded, the inspectors presented the results to members of
licensee management on January 28, 2000. The licensee acknowledged the findings
presented.

The inspectors asked the licensee whether any materials examined during the inspection
should be considered proprietary. No proprietary information was identified.

X3 Management Nleeting Summary

X3.3 De ut Division Director Visit

On January 20, 2000, Brian E. Holian, Deputy Division Director, Division of Reactor
Safety, Region 1, conducted a tour of the Ginna Station and met with plant management.
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December 29, 1999

Dr. Robert C. Mecredy
Vice President, Ginna Nuclear Operations
Rochester Gas and Electric Corporation
89 East Avenue
Rochester, New York 14649

SUBJECT: NRC INTEGRATED INSPECTION REPORT 05000244/99011 ~

Dear Dr. Mecredy:

On December 12, 1999, the NRC completed an inspection at your R. E. Ginna nuclear power
plant. The enclosed report presents the results of that inspection. Preliminary results and
conclusions were presented to RG8E management led by Mr. J. Widay of your staff in an exit
meeting on December 16.

During the six weeks covered by this inspection report, your conduct of activities at the Ginna
facilitywas generally characterized by safety-conscious operations, sound engineering and
maintenance practices, and careful radiological work controls. Your onsite safety review
committee activities following two emerging plant issues were appropriately focused on plant
and personnel safety. Your performance in the radioactive liquid and gaseous effluent control
programs was found to be effective.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," a copy of this letter and its
enclosures will be placed in the NRC Public Document Room.

Sincerely,

Original Signed by:

Michele G. Evans, Chief
Projects Branch 1

Division of Reactor Projects

Docket No.: 05000244
License No: DPR-18

Enclosure: Inspection Report 05000244/99011
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EXECUTIVE SUMMARY

R. E. Ginna Nuclear Power Plant
NRC Integrated Inspection Report 05000244/99011

This integrated inspection included aspects of licensee operations, engineering, maintenance,
and plant support. The report covers a 6-week period of resident inspection, and it includes the
results of an announced inspection by a regional radiological effluents specialist.

~oerations

In general, the conduct of operations was professional and safety-conscious. Ginna's plant
operations review committee thoroughly evaluated two emergent plant issues, and
recommended sound corrective actions. The action report screening committee appropriately
reviewed other plant issues that were documented through the corrective action program
(Sections 01.1 and 07.1).

The preferred and standby auxiliary feedwater (SAFW) systems were capable of performing
their safety functions. Overall material condition of the systems was good. However, RG8 E
personnel did not properly update an associated system alignment procedure to reflect current
SAFW system configuration (Section 02.1).

Maintenance

RG8E personnel effectively performed selected maintenance and surveillance activities in
accordance with approved procedures and station requirements (Section M1.1).

Immediate and planned corrective actions for a previously identified deficiency in the control
room ventilation system were adequate (Section M8.1).

Entntneeiinq

Engineering department personnel appropriately developed and evaluated a modification to the
control room envelope (Section E2.1).

RG8E maintained adequate radioactive liquid and gaseous eNuent control programs. The
offsite dose calculation manual contained sufficient detail for acceptable implementation of the
radioactive eNuent control programs (Section R1.1).

RG8E maintained and implemented an adequate radiation monitoring system calibration
program and an effective surveillance test program for effluent air cleaning systems (Section
R2).



Executive Summary (cont'd)

Quality assurance audit and self-assessment programs for radioactive effluent control were
effectively implemented. The quality control program for analytical results was effective (Section
R7).

RG8 E's corrective measures to evaluate and prevent unauthorized external access to onsite
computer systems were appropriate (Section S8.1).
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Re ort Details

Summa of Plant Status

The plant began the inspection period at full power. On November 12, 1999, operators reduced
power to approximately 50 percent to perform scheduled maintenance activities. Full power
operation resumed on November 13, and continued through the end of the period.

01 Conduct of Operations

01.1 General Comments 71707

The inspectors conducted frequent observations of ongoing plant operations, including
control room walkdowns, log reviews, and shift tumovers. The inspectors also
conducted numerous plant tours to observe equipment operation and personnel working
in the field. In general, the conduct of operations was professional and safety-conscious.
Control room operators properly controlled changes in plant power level to support
scheduled maintenance activities on the weekend of November 12, 1999.

02 Operational Status of Facilities and Equipment

02.1 En ineered Safet Feature Walkdown

a. Ins ection Sco e 71707

The inspectors did a detailed walkdown of accessible portions of the auxiliary feedwater
(AFW) system to verify its operability.

b. Observations and Findin s

The AFW system is made up of a preferred and a standby system. The preferred AFW
system is automatically initiated and consists of two motor-driven pumps and one
turbine-driven pump. The standby AFW (SAFW) system provides alternate system
capability following a high-eriergy line break event that could render the preferred AFW
system inoperable. The SAFW system consists of two motor-driven pumps and must be
manually initiated.

Overall, the material condition of the AFW system appeared good. Circuit breaker
enclosures for all motor-driven pumps were free of dirt and debris, with no observable
deficiencies. The inspectors noted age-related wear of a few components. These
issues had been entered in the corrective action program and did not affect system
operability.

The inspectors found the preferred AFW system to be properly aligned for automatic
initiation according to the associated system alignment procedure. The SAFW system
was also verified to be adequately aligned for manual initiation. However, the inspectors
noted that motor-operated valve (MOV) 9704B, a stop check valve in the flow path to the



B steam generator, was being maintained closed due to a previously identified
deficiency. Although this position was contrary to that described in alignment procedure,
S-30.5, "Standby Auxiliary Feedwater Pump Valve and Breaker Position Verification," it
did not adversely impact SAFW operability. Nonetheless, the inspectors determined that
RG8 E personnel did not follow station requirements for initiating an appropriate
procedure change to account for MOV-9704B's new position. This was considered a
violation of minor significance, and is not subject to formal enforcement action. RG&E
personnel acknowledged this finding and initiated an action report (99-1626) to address
this issue.

C. Conclusions

The preferred and standby auxiliary feedwater (SAFW) systems were capable of
performing their safety functions. Overall material condition of the systems was good.
RG8 E personnel did not properly update an associated system alignment procedure to
reflect current SAFW system configuration.

07 Quality Assurance in Operations

07.1 Problem Resolution Activities

Ins ection Sco e 71707 40500

The inspectors observed the following activities to assess their effectiveness in
evaluating and resolving plant issues.

Plant operations review committee (PORC) meetings.
Daily action report (AR) screening committee meetings.

Observations and Findin s

PORC

Several days before a scheduled power reduction for maintenance, operations
department personnel raised a concern regarding the plant's ability to withstand a turbine
trip during main condenser inspections. Plant power level was intended to be
maintained just below 50 percent during the condenser inspections. At that level, the
automatic reactor trip following a turbine trip is disabled by design since the turbine
steam bypass system is available for removing reactor heat. However, operators
questioned the capability of the bypass system because two of the four condensers used
by the system would have their cooling water flow isolated for the inspections. The
PORC promptly convened to evaluate the concern. Based on operational experience
and engineering evaluations, the committee recommended that plant power level be
maintained just above 50 percent during the performance of the condenser inspections
with the noted automatic reactor trip enabled. Additionally, the PORC suggested that a
turbine trip at the recommended plant condition (i.e., just above 50 percent power,
automatic reactor trip enabled, and two condensers out of service) be modeled in the



simulator to evaluate the plant's response. RG&E subsequently completed the
scheduled power reduction and maintenance activities using the PORC's

recommendations without incident.

Another issue that the PORC reviewed involved reactor coolant leakage detection
systems inside containment. During the inspection period, control room operators rioted
that the containment sump level indication had not changed for several days. This level

normally increases over time due to condensation of air humidity by the containment
recirculation fan coolers. Operators questioned the operability status of the sump level
monitoring system based on this indication and a previous problem with the sump
pump's automatic starting circuit. Operations and engineering departments'ersonnel
determined that the sump level indicators were operable based on recent calibration
results, and validated the steady trend by analyzing plant operating data. The PORC
agreed with the operability determination. The committee also recommended against a
containment entry at power to troubleshoot the sump pump starting circuit since another
way of troubleshooting, involving less radiological consequence to plant personnel, was
available. The inspectors concluded that RGB E's actions for this issue were consistent
with guidance set forth in NRC Generic Letter 91-18 pertaining to equipment operability.

AR Screenin Committee

The inspectors used procedure IP-CAP-1, "Action Report," as a reference for evaluating
the screening committee's performance in reviewing, prioritizing, and assigning ARs.
The committee thoroughly reviewed new ARs for completeness, and often identified
minor errors. Preliminary cause codes were determined, and accurately tracked in the
operational review department's database. The committee determined priority levels in
accordance with procedure IP-CAP-1, and assigned evaluation responsibilities
appropriately.

C. Conclusions

Ginna's plant operations review committee thoroughly evaluated two emergent plant
issues, and recommended sound corrective actions. The action report screening
committee appropriately reviewed other plant issues that were documented through the
corrective action program.

II. Nlaintenance

NI1 Conduct of Nlaintenance

M1.1 General Comments

a. Ins ection Sco e 61726 62707

The inspectors watched all or portions of the following maintenance and surveillance
activities:





WO 19701218, replace instrument air line for AFW valves AOVQ310 and 4481

WO 19900904, standby AFW valve MOV-9701B diagnostic testing
WO 19902169, standby AFW pump room cooler inspection
WO 19900984, calibrate RHR valve HCV-625
WO 19902556, repair feedwater flow transmitter FT-503
PT-12.1, A emergency diesel generator monthly test
PT-32B, B reactor trip breaker logic testing
PT-16Q-A, A auxiliary feed water pump quarterly test

b. Observations Findin s and Conclusions

RG8E personnel effectively performed the above stated maintenance and surveillance
activities in accordance with approved procedures and station requirements.
Additionally, the inspectors performed an in-depth review of the B reactor trip breaker
testing, and concluded that the test procedure adequately satisfied technical
specification requirements. Minor deficiencies identified during the testing were entered
into the corrective action program.

MS Miscellaneous Maintenance Issues

M8.1 Closed Licensee Event Re ort LER 05000244/99011: small breachin ventilation
system results in plant being outside design basis. This issue was previously reviewed
in NRC inspection report 05000244/99008 (Section M2.1). The inspectors conducted
additional inspection this period through review of this LER and RG&E's associated root
cause analysis. RG&E determined the most likely cause of the event was a heavy load
being placed on the flexible duct work. Additional corrective actions include a detailed
examination of the damaged duct work following replacement during the next refueling
outage. RG&E's immediate and planned corrective actions were adequate.

III. En ineerin

E2 Engineering Support of Facilities and Equipment

E2.1 Control Room Envelo e Modification

a. Ins ection Sco e 37551 62707

The inspectors reviewed RG&E's method for creating new penetrations in the control
room habitability envelope to upgrade the control room toxic gas monitor (CRTGM). The
inspectors also observed portions of the work associated with the modification.

b. Observations and Findin s

As part of the CRTGM upgrade, engineering department personnel developed a
necessary modification to the control room envelope for routing electrical cables. The
method for creating the penetrations did not compromise control room envelope integrity,
which is required by Ginna's technical specifications. RG&E personnel fabricated a



casing containing capped electrical conduits, and welded it to the outside surface of the
control room wall to create an extension of the control room envelope. The exact
locations of the penetrations were marked on the opposite side of the wall (inside the
control room) so the actual cuts in the wall would be enclosed by the outside casing.
Prior to removing the conduit caps and routing the electrical cables, maintenance
department personnel filled the conduits with appropriate sealing material. The
inspectors verified that the penetrations were installqd as designed, and that post
modification testing adequately ensured the integrity of the control room envelope. The
inspectors also reviewed the associated 10 CFR 50.59 safety review and did not note

any problems.

Conclusions

Engineering department personnel appropriately developed and evaluated a modification
to the control room envelope. Associated maintenance activities were properly
performed.

IV. Plant Su ort

Radiological Protection and Chemistry (RP&C) Controls

Im Iementation of the Radioactive Li uid and Gaseous Effluent Control Pro rams

Ins ection Sco e 84750-01

Inspection of this area consisted of:

(1) review of radioactive liquid and gaseous effluent release permits;
(2) review of selected effluent control procedures;
(3) review of the 1997 and 1998 Annual Radioactive Effluent Reports;
(3) review of the offsite dose calculation manual (ODCM); and
(4) review of overall radioactive effluent program implementation.

The inspector also performed tours of the control room; selected radioactive gas
processing facilities and equipment; and the effluent and process radiation monitoring
system (RMS).

Observations and Findin s

During this inspection, all technical specifications (TS)/ODCM required effluent radiation
monitors and air cleaning systems were operable.

Effluent control procedures were detailed, easy to follow, and incorporated TS/ODCM
requirements . Radioactive liquid and gaseous effluent release permits were complete,
and included projected dose calculations to the public, as required by the TS/ODCM.



The ODCM provided descriptions of the sampling and analysis programs, which were
established for quantifying radioactive effluent activities, and for calculating projected
doses to the public. All necessary parameters, such as effluent radiation monitor

setpoint calculation methodologies, and site-specific dilution factors, were listed.

The inspector noted that the ODCM was continuously being updated to improve its

contents and hierarchy. In November 1999, RG8E classified the ODCM as a chemistry
procedure, and is currently pursuing the use of administrative controls consistent with
those used for TS.

The 1997 and 1998 annual radioactive effluent reports provided data indicating total
radioactivity released for liquid and gaseous effluents. An assessment of the projected
maximum individual doses resulting from radioactive airborne and liquid effluents was
included, as required. Projected doses to the public were well below the TS/ODCM
limits. The reports contained no anomalous measurements, omissions or adverse
trends.

The inspector reviewed RG&E's method for monitoring and quantifying airborne tritium
release from the spent fuel building. This method assumes that this tritium release
results largely from spent fuel pool (SFP) water evaporation discharged through the plant
vent. Changes in SFP makeup water inventory are used to determine the total water
loss from the SFP. RG8 E calculated the SFP airborne tritium release from January 1

through June 30, 1998 to be about 10 curies. The inspector determined that the
licensee's assumptions and calculation methodologies were valid and that the airborne
tritium monitoring program was acceptable.

Conclusions

RG8E maintained adequate radioactive liquid and gaseous effluent control programs.
The offsite dose calculation manual contained sufficient detail for acceptable
implementation of the radioactive effluent control programs.

Status of RP&C Facilities and Equipment

Calibration of Radiation Monitorin S stems

Ins ection Sco e 84750-01

The inspector reviewed the most recent calibration results for the following:

control room noble gas monitor (R-1);
containment purge noble gas monitors (R-12 and R-12A);
plant vent noble gas monitors (R-14 and R-14A);
condenser air ejector monitors (R-15A and R-15A);
component cooling water monitor (R-17);
containment fan coolers monitor (R-16);
liquid waste disposal monitor (R-18);





~ turbine building floor drain monitor (R-21); and
~ steam generator blowdown monitor (R-19).

b. Observations and Findin s

The instrument and controls department had the responsibility for performing the
calibrations of the above radiation monitors. All reviewed calibration results were within
established acceptance criteria. \

The inspector discussed radiation monitoring system (RMS) maintenance and operability
with the associated system engineer and members of the chemistry/radiation protection
staff. From these interviews, the inspector determined that these individuals had good
knowledge of the RMS relative to operability requirements and performance history. The
inspector noted that RG&E was updating calibration procedures to obtain reliable
conversion factors and to track important items of the eNuent radiation monitoring
systems.

c. Conclusions

RG&E maintained and implemented an adequate radiation monitoring system calibration ~

program.

R2.2 AirCleanin S stems

a. Ins ection Sco e 84750-01

The inspector reviewed recent surveillance test results (visual inspections, in-place
HEPA/charcoal filter leak tests, air capacity tests, pressure drop tests, and laboratory
tests for the iodine collection efficiencies) for the following systems, as required by
section 5.5.10 of technical specifications (TS):

control room emergency air treatment system;
containment air recirculation system;
containment post-accident charcoal system; and
spent fuel pool charcoal adsorber system.

The inspector also reviewed selected actions taken in response to NRC Generic Letter
(GL) 99-02, "Laboratory Testing of Nuclear-Grade Activated Charcoal."

b. Observations and Findin s

Allsurveillance test results were within TS acceptance criteria. RG&E tested their
charcoal filters using ASTM D3803-1989 methodologies to comply with GL 99-02. The
inspector noted that the responsible RG&E staff had appropriate knowledge of
surveillance testing and GL 99-02 requirements.
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c. Conclusions

RG&E implemented and maintained an effective routine surveillance test program for
effluent air cleaning systems.

R7 Quality Assurance in Radiological Protection and Chemistry Activities

a. Ins ection Sco e 84750-01

The inspectors reviewed: (1) the 1998 and 1999 self-assessments and a 1999 quality
assurance (QA) audit; (2) the QA policy of the measurement laboratory; and (3) the
implementation of the measurement laboratory quality control (QC) program for
radioactive liquid and gaseous effluent samples.

b. Observations and Findin s

The scope and depth of the 1998 and 1999 self-assessments and the 1999 QA audit
were acceptable. The QA Audit identified minor weaknesses in the area of radioactive
liquid and gaseous effluent control programs. None of the QA findings were assessed to
have regulatory significance.

0

The QC program consisted of measurements of spike samples through a vendor-
supplied service. RG&E stated that blind and duplicate samples will be introduced to
enhance laboratory QA/QC in the near future. No significant discrepancies were evident
from QC data for interlaboratory comparisons. When minor discrepancies were found,
RG&E implemented effective corrective actions.

c. Conclusions

Quality assurance audit and self-assessment programs for radioactive effluent control
were effectively implemented. The quality control program for analytical results was
effective.

SS Miscellaneous Security and Safeguards Issues

S8.1 Com uter S stem U rades

a. Ins ection Sco e 40500 71750 71707

The inspectors reviewed and veriTied RG&E's corrective actions to prevent potential
unauthorized offsite access to computer systems at the Ginna station.

b. Observations and Findin s

RG&E assembled a comprehensive team that included personnel from the computer
systems, information services, and security departments. The team determined that only
the plant process computer system (PPCS) was vulnerable to unauthorized offsite





access, and that no computer systems containing safeguards information could be

accessed from offsite locations. At the Ginna station, the PPCS is used solely for
monitoring various plant parameters, such as temperatures, pressures, etc. The PPCS
cannot be used for any plant control functions. The inspectors verified that RG&E
personnel took appropriate measures to deactivate offsite modem access to the PPCS.

Conclusions

RG8E's corrective measures to evaluate and prevent unauthorized external access to
onsite computer systems were appropriate.

V. Mana ement Meetin s

X1 Exit Meeting Summary

After the inspection was concluded, the inspectors presented the results to members of licensee
management on December 16, 1999. The licensee acknowledged the findings presented.

The inspectors asked the licensee whether any materials examined during the inspection should
be considered proprietary. No proprietary information was identified.
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December 17, 1999

Dr. Robert C. Mecredy
Vice President, Nuclear Operations
Rochester Gas and Electric
89 East Avenue
Rochester, NY 14649

SUBJECT: NRC-EVALUATEDEMERGENCY PREPAREDNESS EXERCISE - INSPECTION
REPORT NO. 50-244/99-10

Dear Dr. Mecredy:

The enclosed report documents an inspection for public health and safety, led by Mr. D. Silk at
Ontario, New York. The inspection evaluated the performance of your emergency response
organization (ERO) during the November 17, 1999, Robert E. Ginna Nuclear Station full-
participation exercise. The inspectors discussed the findings of this inspection with you and

your staff on November 18, 1999.

Based on the results of this inspection, it was determined that the overall performance of the
ERO demonstrated, with reasonable assurance, that onsite emergency plans are adequate and
that your organization is capable of implementing them. Simulated events were diagnosed
accurately, emergency declarations were timely and accurate, offsite agencies were notified in a

timely manner, protective action recommendations were appropriate, and the dose assessment
activities were performed properly.

At the formal critique, your staff identified issues, in addition to those identified by the NRC. The
most significant issues identified are under consideration for inclusion in your corrective action
program. Overall, the critique was balanced with positive and negative findings and was
appropriately self-critical.

No violations of NRC requirement were identified. No response to this letter is required.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," a copy of this letter and its
enclosures will be placed in the NRC Public Document Room.

Sincerely,

ORIGINAL SIGNED

BY'ayne

D. Lanning, Director
Division of Reactor Safety

Docket No. 50-244
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EXECUTIVE SUMMARY

Robert E. Ginna Nuclear Station
Full-Participation Emergency Preparedness Exercise Evaluation

November 17, 1999
Inspection Report Number 50-244/99-10

Based on the results'of this inspection, it was determined that the overall performance of the
emergency response organization demonstrated, with reasonable assurance, that onsite
emergency plans are adequate and that the licensee is capable of implementing them.
Simulated events were diagnosed accurately, emergency declarations were timely and
accurate, offsite agencies were notified in a timely manner, protective action recommendations
were appropriate, and dose assessment activities were performed properly.

At the formal critique, your staff identified issues, in addition to those identified by the NRC. The
most significant issues identified are under consideration for inclusion in the corrective action
program. Overall, the critique was balanced with positive and negative findings and was
appropriately self-critical.





Re ort Details

Staff Knowledge and Performance

Exercise Evaluation Sco e IP 82301

During this inspection, the inspectors observed and evaluated the licensee's biennial full-
participation exercise in the simulator control room (SCR), the technical support center
(TSC), the operations support center (OSC), and the emergency operations facility
(EOF). The inspectors assessed the emergency response organization's (ERO)
recognition of abnormal plant conditions, classification of emergency conditions,
notification of offsite agencies, development of protective action recommendations
(PARs), command and control, communications, utilization of repair and field monitoring
teams (FMTs),.performance of dose assessment and projections, and the overall
implementation of the emergency plan. In addition, the inspectors observed the post-
exercise critique to evaluate the licensee's self-assessment of the exercise.

Observations and Findin s

b.1 SCR

Operators promptly classified the unusual event (UE) and alert conditions correctly. The
SCR communicator notiTied state and local officials within the required 15 minutes and
the NRC within the required one hour. The shift supervisor (SS) announced he had
assumed the position of emergency coordinator (EC) upon declaration of the UE. He
maintained this responsibility until the TSC EC relieved him shortly after the alert
declaration.

The SS maintained adequate command and control during the exercise. The crew
correctly diagnosed plant events and, where appropriate, implemented applicable
procedures such as annunciator response, abnormal, and emergency operating
procedures.

b.2 TSC

The minimum TSC staffing requirements were promptly met following announcement of
the alert declaration. Coordination for the transfer of the EC function from the SCR to the
TSC and subsequently from the TSC to the EOF was good and both evolutions were
accomplished in a timely manner. Command and control in the TSC was adequate.
Habitability of the TSC was promptly established and periodically verified throughout the
exercise. Control points for personnel frisking to detect the presence of contamination
prior to entry into the TSC were established. Accountability of station personnel, in
conjunction with the site evacuation, was executed in a timely manner. Communications
within the TSC were good and good team work was demonstrated. The TSC manager
(TSCM) was kept well informed by the various area managers and good discussions
were noted between the members of the various groups. The dose assessment manager
(DAM) immediately notified the TSCM of the increasing containment radiation levels
when the loss of coolant accident occurred and of the subsequent increasing plant
ventilation readings when the release from containment began. Recommendations to





escalate to a site area emergency and general emergency (GE) were made promptly as
the emergency action levels (EALs) were continuously reviewed by the TSC staff. The
TSCM kept the EC informed throughout the exercise and provided periodic updates to
the TSC staff however, some talking among staff members was noted during the
briefings. A few instances of mis-communication were observed but were promptly
corrected.

One area of concern was noted in regard to the manning of the TSC. The alert was
declared as a result of a simulated security event in which a delivery truck driver had
wrestled a gun away from a security guard on the east side of the plant and had hidden
in an adjacent building. A general announcement was made that an alert had been
declared and all personnel should report to their emergency duty locations. Almost
immediately following this announcement, another announcement was made which
stated that a security event was in progress and all personnel are to stand clear of the
east side of the plant. This second announcement did not conform to a station security
procedure which requires the following announcement to be made: "Attention AII Plant
Personnel, A Security Event is in Progress. Clear all Hallways and Stop All Movement
Until Advised Otherwise. Trespassers Must Halt Immediately or Deadly Force May Be
Used." This series of announcements resulted in a number of personnel traveling to the
TSC through the effected zone just moments after the security response was initiated.
Had this been a real event, this sequence could have placed personnel in jeopardy and
unnecessarily challenged the security force. The licensee identified this issue during the
formal

critique.'.3

OSC

The maintenance assessment manager (MAM)provided adequate command and control
of the OSC and effectively implemented licensee procedure EPIP 1-10, "Operations
Support Center Activation," including satellite OSC activation. OSC personnel received
plant status briefings from the EC when he updated TSC staff. This information was
relayed to the satellite OSC by telephone.

OSC staff implemented repair actions per EPIP 1-12, "Repair and Corrective Action
Guidelines During Emergency Situations". Repair teams consisted of operations,
maintenance, and health physics personnel. Pre-briefs discussed task scope,
radiological conditions, protective clothing, safe travel routes, and communication
guidelines. The OSC manager also ensured that when repair teams returned from the
field they debriefed OSC personnel per section 6.6 of EPIP 1-12, "Debriefing".

b.4 EOF

The EOF was staffed and activated in a timely manner. The EC demonstrated goo'd

command and control by conducting timely and informative briefings and coordinating
the EOF staff. The EOF staff supported the EC's efforts by keeping the status boards
updated, ensuring the EOF DAMwas informed of changing conditions, and interfacing
with offsite officials. The EC and his staff closely reviewed the EALs to ensure all
parameters were met before escalating the emergency classifications. The PAR was
appropriate for the simulated plant and radiological conditions. The notifications (initial
and updates) to the offsite agencies were timely.





b.5 Dose Assessment

The dose assessment staff arrived at the EOF within an hour of the alert declaration.
The work area was well equipped with phones, radios, computers, status boards,
controlled copies of procedures, and had generally low congestion and noise levels. The
dose assessment staff focused on defining the magnitude and location of the potential
off-site impact. FMTs, equipped with radiological monitoring equipment and
communication devices, were immediately dispatched to monitor potential releases.
Meteorological monitoring data, including wind speed and direction, was monitored and
recorded on status boards every 15 minutes and used to direct FMTs. Computerized
dose projections and "what-if" calculations were continually performed and results were
reported to the EOF DAM. Appropriate consideration was given to evaluate the need for
potential administration of potassium iodide to minimize thyroid dose for emergency
response personnel. Appropriate communications were made with county dose
assessment personnel to communicate data and ensure proper coordination of FMTs.
PARs were prompt and consistent with procedural guidance and existing conditions.
Staffing an assistant DAM allowed for continuity of leadership in dose assessment during
EOF briefings and shift turnover.

The focus of the dose assessment team was on immediate plume tracking, dose
assessment, and PARs; no requests were observed to obtain additional health physics
support and the staff did not address plans for ingestion pathway sampling or provide
guidance to state and local officials on long term actions after termination of the release.
This was identified by the licensee at the formal critique.

b.6 Licensee Exercise Criti ue

Immediately following the exercise, the licensee began its critique process with
controllers and players providing debriefs at each of the facilities. The debriefs were
initiated by controllers who generally provided positive comments. Players comments, if
provided, focused on equipment and procedural issues instead of personnel
performance. Overall, the post-exercise debriefs emphasized positive items instead of
areas for improvement. Licensee controllers then compiled their observations and
findings and presented them at the formal critique on November 18, 1999. The licensee
identified issues, in addition to the ones identified by the inspectors. Negative
comments, in addition to positive comments, were presented. Overall, the critique was
thorough and self-critical.

The licensee implemented a new method to score ERO performance. Points were
based upon the degree of success in meeting major and minor objectives. The new
method was a good initiative in attempting to objectively assess ERO performance. The
licensee expects to refine this method during subsequent drills and exercises.





c. Overall Exercise Conclusions

Based on the results of this inspection, it was determined that the overall performance of
the ERO demonstrated, with reasonable assurance, that onsite emergency plans are
adequate and that the licensee is capable of implementing them. Simulated events were
diagnosed accurately, emergency declarations were timely and accurate, offsite
agencies were notified in a timely manner, PARs were appropriate, and dose
assessment activities were performed properly.

At the formal critique, the licensee identified issues, in addition to those identified by the
NRC. The most significant issues identified are under consideration for inclusion in the
corrective action program. Overall, the critique was balanced with positive and negative
findings and was appropriately self-critical.

PS Nliscellaneous EP Issues

P8.1 Scenario Pre aration and Exercise Control IP 82302

An in-office review of the exercise objectives and scenario was conducted by the
inspectors prior to the exercise. It was determined that the scenario was adequate to
support the demonstration of the stated objectives and satisfactorily exercised a
si nificant ortionoftheemer enc res onseca abilities.9 P g y p p

P8.2 Closed: Failure to erform debriefin of re air teams IFI 50-244/97-04-01

Upon completion of tasks during the 1997 exercise, post job debriefs were not
conducted, nor documented, for repair teams returning from the plant. The MAM, and
radiation protection/chemistry manager (RP/CM) missed this opportunity to leam and
document important information available from team members. For example the
simulated general area dose rate around the "A" RHR breaker was estimated to be
40 R/hr. The health physics technician determined the dose rate to be 25 R/hr in the
area. This information was not reported to, or logged by, the RP/CM. This information
would have been valuable in planning and preparation for other possible entries in to this
area.

During this exercise, it was observed that thorough debriefs were conducted with repair
teams after completing tasks. Also the inspectors reviewed training conducted by the
licensee and modifications to checklists to ensure that repair teams are debriefed after
completing tasks. The corrective actions were appropriate. This item is closed.

V. Nlana ement Meetln s

X1 Exit Nleeting

The inspectors presented the inspection results to members of licensee management at the
conclusion of the inspection on November 18, 1999. The licensee acknowledged the

inspectors'indings.



INSPECTION PROCEDURES USED

82301: Evaluation of Exercises for Power Reactors
82302: Review of Exercise Objectives and Scenarios for Power Reactors

~Oened

None

ITEMS OPENED, CLOSED, AND DISCUSSED

Closed

IFI 50-244/97-04-01

Discussed

Failure to perform debriefs of repair teams

None
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SS
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LIST OF ACRONYMS USED

Dose Assessment Manager
Emergency Action Level
Emergency Coordinator
Emergency Operations Facility
Emergency Response Organization
Field Monitoring Team
Maintenance Assessment Manager
Operations Support Center
Protective Action Recommendation
Radiation Protection/Chemistry Manager
Simulator Control Room
Shift Supervisor
Technical Support Center
Technical Support Center Manager
Unusual Event
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EXECUTIVE SUMMARY

R. E. Ginna Nuclear Power Plant
NRC Integrated Inspection Report 50-244/99-09

This integrated inspection included aspects of operations, engineering, maintenance, and plant
support. The report covers a 6-week period of resident inspection, and it includes the results of
announced inspections by regional specialists in the licensed operator requalification training
and radiological environmental monitoring programs.

~oeraiions

Operators responded well to a service water leak inside containment and an unexpected loss of
pressurizer proportional heaters. (02.1 and M2.1)

Overall, RG8 E personnel were effectively providing training for licensed operators and
evaluating their performance. The licensed operator requalification training program met
regulatory requirements with no significant weaknesses identified. Program content was
balanced and incorporated risk insights, and met the needs of the operators. Evaluations of
simulator scenarios and job performance measures by the training department staff and
operations department managers were objective and thorough. Training on plant specific and
selected industry events was well prepared and presented. (05.1)

The Nuclear Safety Audit and Review Board convened in accordance with station guidelines,
and its board members provided good insights to line management and sufficiently challenged
the manner in which station activities were being performed. (07.1)

Maintenance

Maintenance personnel effectively repaired a leaking containment recirculation fan cooler, and a
faulty pressurizer heater control cabinet. (02.1 and M2.1)

~En ineerin

RG8 E engineering personnel maintained proper controls over a permanent plant modification
throughout the development, implementation, and testing stages. Maintenance activities
associated with the modiTication were well coordinated. (E2.1)

RG8 E effectively maintained and implemented the radiological environmental monitoring
program. Procedures and annual reports were adequate and contract laboratory oversight was
effective. RG&E effectively maintained the meteorological monitoring system operable, and
properly performed channel calibrations and functional tests. (R1.1 and R1.2)



Executive Summary (cont'd)

Quality assurance personnel appropriately conducted an audit of the radiological environmental
monitoring program, and the audit findings were properly acknowledged in the corrective action
program. (R7.1)
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Re ort Details

. Summa of Plant Status

The plant began this inspection period at full power, and remained there throughout the end of

the period.

01 Conduct of Operations

01.1 General Comments

a. Ins ection Sco e 71707

The inspectors conducted frequent observations of ongoing plant operations, including
control room walkdowns, log reviews, and shift turnovers. The inspectors also
conducted numerous plant tours to observe equipment operation and personnel
working in the field. In general, the conduct of operations was professional and safety-
conscious.

02 Operational Status of Facilities and Equipment

02.1 Containment Recirculation Fan Cooler Service Water Leak

a. Ins ection Sco e 71707 62707 40500

The inspectors reviewed RG&E's response to a service water (SW) leak in the A
containment recirculation fan cooler (CRFC).

b. Observations and Findin s

On October 2, 1999, control room operators noted that the A containment sump pump
was actuating more frequently than normal. This indicated an increased leak rate in
containment. Control room operators entered the appropriate response procedure and
generated an action report (99-1382). Operators determined that the leakage source
was not the reactor coolant system (RCS) based on a subsequent RCS leak rate
determination and no observed increase in containment radiation levels. On October 5,
RG8E personnel entered the containment and discovered a pinhole leak on the A
CRFC SW inlet piping. They concluded that the SW leak accounted for the additional
leakage noted in containment, and generated another action report (99-1384) to
document the pinhole leak.

On October 7, maintenance personnel repaired the leak. However, after the CRFC was
placed back in service, another pinhole leak developed due to thermal stresses from the
repair activity. On the following day, maintenance personnel successfully repaired the
second leak, and operators returned the CRFC to service. As of the end of the
inspection, RG8E engineering personnel were still evaluating the cause of the initial
pinhole leak.



Conclusions

Operations and maintenance personnel effectively identified and repaired a service

water leak from a containment recirculation fan cooler.

Operator Training and Qualification

Licensed 0 erator Re uglification Trainin Pro ram Evaluation

Ins ection Sco e 71001

The inspectors evaluated the Ginna licensed operator requaiification training (LORT)
program during the week of October 4, 1999. The following areas were evaluated:
LORT program content; written and operating test content; operating test administration;
operator license activation; training feedback program effectiveness; and conformance
with license conditions.

Observations and Findin s

LORT Pro ram Content

The inspectors reviewed the subjects covered in the 1998 and 1999 LORT cycles,
including a sample of training on modifications and licensee event reports. RG&E
training personnel effectively incorporated appropriate topics in their LORT program.
Interviews with operators indicated that the operators were getting the training required
for them to do their jobs.

Written and 0 eratin Test Content and Administration

The inspectors reviewed the written exam and operating tests for weeks one and three
of the current exam cycle. RG&E personnel followed the guidance in the examiner
standards, and the scenarios were well written with excellent interrelated events.

The inspectors reviewed weekly and annual exams given during the prior two years to
assess exam overlap. No excessive overlaps were noted on the written or simulator
exams.

Two simulator scenarios administered to an operating shift crew were observed. The
crew's performance on the simulator was good, and their communications were
generally good. Crew members corrected each other's verbal mistakes when made.

The simulator evaluation group consisted of management personnel from both the
training and operations departments, in addition to four training instructors. The
evaluators worked well together and did a good job in identifying competencies and
deficiencies,.displayed during the two scenarios. The evaluators'ebriefs accurately
addressed major strengths and weaknesses of the evaluated operators.



The inspectors observed the administration of several simulator and in-plant job
performance measures (JPM). In general, the evaluators did a good job. One problem

was noted during an in-plant JPM when three of four operators inadvertently stepped

backwards into a taped off contaminated area around a pump. The evaluator did not

correct these individuals until prompted by the inspectors. This issue was entered into

the corrective action program.

Trainin Feedback

By interviewing operators and reviewing training feedback records, the inspectors
determined that the feedback process was effective in capturing operator concerns and

providing timely resolution. A feedback mechanism, using "trouble cards," strengthened
the validity of written exam questions. The inspectors witnessed the use of this system
during a post exam debrief. Operators submitted "trouble cards" regarding concerns or
problems with three exam questions.

The inspector reviewed the plant's operating history since the last LORT program
inspection and selected two events used for training. The first event was an inadvertent
pressurizer power operated relief valve (PORV) lift, and the second was an operator
bum injury during boric acid mixing. The inspectors also reviewed lesson plans for
three industry events.

In the PORV liftevent, maintenance had been performed on the pressurizer pressure
controller and the crew believed that the plant process computer system (PPCS) high
pressure alarms were due to system restoration after maintenance. The crew failed to
notice actual system pressure increasing until a PORV lifted. Training on this event
included on-shift crew briefs by the head control operator involved, discussions during
plant-event briefs, and a simulator presentation of the event incorporating a plant
modification that provides an alarm prior to a PORV lifting. Operators recalled receiving
this training when questioned in interviews. Additionally, the simulator evaluators
placed more emphasis on monitoring PPCS alarms. An example of this was observed
during the simulator scenarios conducted during this inspection.

Training on the operator bum event was presented by the operations manager. This
training was observed and critiqued by another instructor. Additional training material
was being prepared for non-licensed operator training regarding this event..

The industry events were selected by the operations manager and the operations
training manager. Lesson plans were developed by contacting the facility involved for
additional information. The industry events covered a valve misalignment and resin
intrusion event at Davis Besse, a cracked control rod drive mechanism event at Prairie
Island, and a reactivity mismanagement event at Susquehanna. These lesson plans
were well prepared, detailed, and contained comparisons to Ginna and questions

concerning the event for the students.
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Risk Insi hts

The inspectors reviewed Ginna's probabilistic safety assessment (PSA) and its use in

developing training and exam materials. One operations training instructor had a

collateral duty of ensuring that human errors with a high or moderate risk achievement
worth were being evaluated in some manner. The majority were evaluated in scenario
critical tasks, and the others were evaluated in JPMs. The inspectors reviewed the
scenario bank and noted that all major events identified as significant contributors to
core damage frequency were addressed. One system identified as risk significant in

the PSA, but not included in scenario failures, was DC electrical power. The facility
stated that this was due to limitations in the simulator model; the inspector verified that
loss of DC po'wer was covered in a classroom lesson plan.r

Com liance with License Conditions

A review of records and discussions with licensee personnel found that the licensee
was meeting the requirements of:

a.
"

b.
C.

10 CFR 55.53 for maintaining active operator licenses
10 CFR 55.21 for medical examinations of operators
10,CFR 55.59 for operator participation in the LORT program

The inspectors found the records for the above requirements to be. complete, up-to-
date, and well maintained.

Activation of Inactive 0 erator Licenses

RG8 E personnel complied with rules and regulations, as reflected in their internal
guidelines, regarding the activation of inactive operator licenses. One senior reactor
operator license and one refueling license were. activated within'the last year. On-shift

~ time requirements, including reviews of applicable procedures, were met and were
appropriately documented for these two license activations.

Conclusions

Overall, RG8E personnel were effectively providing training for licensed operators and
evaluating their performance.. The licensed operator requalification training program
met regulatory requirements with no significant weaknesses identified. Program content
was balanced and incorporated risk insights, and met the needs of the operators.
Evaluations of simulator scenarios and job performance measures by the training
department staff and operations department managers were objective and thorough.
Training on plant specific and selected industry events was well prepared and
presented.





07 Quality Assurance in Operations

07.1 Review of Nuclear Safet Audit and Review Board Activities

Ins ection Sco e 71707

The inspectors attended an October 14, 1999 meeting of the Nuclear Safety Audit and
Review Board (NSARB) to identify the issues being reviewed and to evaluate the
board's focus on nuclear safety.

Observations and Findin s

Board members were well prepared for the discussion topics, which included recent
plant performance, event reports, and quality assurance (QA) audit findings. Each
member actively participated in the discussions and presented thought-provoking
questions to RG8E's management team. For example, the NSARB questioned the
extent of corrective actions for several plant equipment issues, including a recent
problem involving the control room emergency air treatment system. The board also
thoroughly scrutinized several QA audit reports, and provided insightful feedback. The
inspectors verified that the NSARB's composition was in accordance with the station's
QA program.

Conclusions

The Nuclear Safety Audit and Review Board convened in accordance with station
guidelines, and its board members provided good insights to line management and
sufficiently challenged the manner in which station activities were being performed.

ll. Maintenance

M1 Conduct of Maintenance

General Comments

Ins ection Sco e 61726 62707

The inspectors watched all or portions of the following maintenance and surveillance
activities:

WO 19901658, control room toxic gas monitor upgrade
WO 19901763, B RHR pump discharge pressure instrument calibration
WO 19902364, flush emergency diesel generator B jacket water cooler
WO 19903036, service water motor operated valve thermal overload replacement
WO 19903793, governor linkage adjustment emergency diesel generator A
WO 19903954, pressurizer proportional heater amp reading discrepancy
PT-12.1, emergency diesel generator A
PT-12.2, emergency diesel generator B





b. Observations Findin s and Conclusions

The inspectors observed that RG8E personnel effectively performed the above stated
maintenance and surveillance activities in accordance with approved procedures and
station requirements.

M2 Maintenance and Material Condition of Facilities and Equipment

Pressurizer Pro ortional Heater Failure and Re air

Ins ection Sco e 62707 71707 40500

The inspectors reviewed RG8E's response to an unexpected loss of the pressurizer
proportional heaters.

b. Observations and Findin s

On October 21, 1999, control room operators noted a decreasing trend in pressurizer
pressure on the plant process computer system (PPCS). Operations personnel noted
that the proportional heaters were in demand to be energized. An auxiliary operator
was dispatched to the pressurizer heater control cabinet and discovered that two of the
three phase currents for the proportional heaters were abnormal. Control room
operators manually energized the backup heaters to maintain pressurizer pressure, and
generated an action report (99-1446) to document and determine the cause of the
problem.

Electrical maintenance personnel performed troubleshooting on the proportional heater
control circuit and found that several silicon control rectifiers (SCR) had failed. This also
caused their associated fuses to blow. Maintenance personnel replaced the faulted
SCRs and their blown fuses, and the proportional heaters were subsequently returned
to service. On October 25, another proportional heater phase current abnormality
occurred during testing on the heater control cabinet.. Control room operators again
maintained pressurizer pressure using the backup heaters, and generated another
action report (99-'1462). Further troubleshooting revealed two faulted resistors in the
affected phase. Maintenance personnel replaced the failed resistors along with several
other components as a precautionary measure due to component aging concerns. The
inspectors determined that RG&E's long term corrective actions include a plant
modification to have the heater control cabinet replaced during the next refueling
outage.

Conclusions

Operations personnel responded well to an unexpected loss of the pressurizer
proportional heaters, and maintenance personnel effectively troubleshot and repaired
the problem. RG8E's plan to replace the proportional heater control cabinet during the
next refueling outage was a good initiative.



E2 Engineering Support of Facilities and Equipment

E2.1 Permanent Plant Modifications

a. Ins ection Sco e 37551 62707

The inspectois reviewed RGE's control of a permanent plant modification involving the
replacement of undersized thermal overload heaters for several service water valve
motor operators. The inspectors used procedure IP-DES-2, "Plant Change Process,"
as a reference. '

b. Observations and Findin s

RG8E engineering personnel developed plant change record (PCR) 99-057, "Motor
Control Center D Thermal Overload Heater Replacement," in accordance with IP-DES-
2. The inspectors found PCR 99-057 to be technically adequate to support the design
change. RG&E personnel appropriately evaluated the modification to ensure that
applicable design criteria were satisfied and that related documents were updated. The
inspectors also observed field work and post-maintenance testing associated with the
modification. RG&E personnel exercised appropriate maintenance controls, including
equipment tagouts and technical specification action statement requirements. The
inspectors determined that the specified post-maintenan'ce testing adequately veriTied
the modification's intended performance and equipment operability.

c. Conclusions

RG&E engineering personnel maintained proper controls over a permanent plant
modification throughout the development, implementation, and testing stages.
Maintenance activities associated with the modification were well coordinated.

IV. Plant Su ort

R1 Radiological, Protection and Chemistry (RP&C) Controls

R1.1 Im lementationofthe Radiolo ical EnvironmentalMonitorin Pro ram

a. Ins ection Sco e 84750

The following areas of the radiological environmental monitoring program (REMP) were
reviewed and assessed:

'\

Offsite dose calculation manual (ODCM)
Technical specifications (Sections 5.4.1 and 5.5)
Selected sampling and analysis procedures
Selected sampling techniques



~ Analytical data from January to September 1999
~ 1998 annual radiological environmental operating report
~ Operability and calibration of air samplers
~ - 1998 and 1999 land use census results
~ Interlaboratory comparison program results from June 1998 to September 1999

b. Observations and Findin s

The REMP procedures provided appropriate guidance for performing environmental

sampling and analysis required by the ODCM. Environmental sample collection

techniques were appropriate. Airsampling equipment and water compositors were

operable, and equipment calibrations were performed within the required frequencies
with satisfactory results. RG&E implemented the land use census according to ODCM

requirements.

Descriptions of produce and fish sample locations in the ODCM were not specific and
not clearly described in the implementation procedures. General descriptions were
used instead of precise locations like those used for other samples (e.g., air and milk).
Nonetheless, RG&E personnel were collecting the required samples at specific
locations.

The 1998 annual radiological environmental operating report was adequate. However,
the inspectors noted that tritium analysis results were inadvertently omitted from the
"Summary of Results" table in this and previous annual reports.

RG&E maintained a quality assurance program for the REMP, which included oversight
of the J. A. FitzPatrick Environmental Laboratory's quality control and interlaboratory
comparison programs. This ensured that the contract laboratory's analytical quality was
consistent with RG&E standards.

c. Conclusion

RG&E effectively maintained and implemented the radiological environmental
monitoring program. Procedures and annual reports were adequate and contract
laboratory oversight was effective.

R1.2 Im lementationoftheMeteorolo icalMonitorin Pro ram

a. Ins ection Sco e 84?50

The following areas of the meteorological monitoring program (MMP) were reviewed
and assessed:

Status of meteorological instrumentation
System operability
Channel calibration and functional test procedures and results from June 1998
to September 1999



b. Observations and Findin s

Channel calibrations, checks, and functional tests were performed within the required
frequencies. Wind speed, direction, and temperature sensors on the meteorological
towers were operable. The associated procedures provided appropriate guidance to

perform channel calibrations and functional tests.

c. Conclusion

RG&E effectively maintained the meteorological monitoring system operable, and

properly performed channel calibrations and functional tests.

R7 Quality Assurance in Radiological Protection and Chemistry Activities

R7.1 ualit Assurance Audit Review

a. Ins ection Sco e 84750-2

The inspector reviewed the most recent radiological environmental monitoring program
(REMP) quality assurance (QA) audit report and discussed its results with cognizant
personnel.

b. Observations and Findin s

The REMP included an annual QA audit. The most recent audit of the REMP and
offsite dose calculation manual was conducted in January 1999. Audit findings and
program deficiencies were entered into the corrective action program as action reports.

c. Conclusion

Quality assurance personnel appropriately conducted an audit of the radiological
environmental monitoring program, and the audit findings were properly acknowledged
in the corrective action program.

V. Mana ement Nleetin s

X1 Exit Meeting Summary

After the inspection was concluded, the inspectors presented the results to members of
licensee management on November 2, 1999. The licensee acknowledged the findings
presented.

The inspectors asked the licensee whether any materials examined during the
inspection should be considered proprietary. No proprietary information was identified.
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Attachment I (cont'd)

INSPECTION PROCEDURES USED

IP 37551:
IP 40500:

IP 61726:
IP 62707:
IP 71707:
IP 71750:
IP 84750

Onsite Engineering
Effectiveness of Licensee Controls in Identifying, Resolving, and Preventing
Problems
Surveillance Observation
Maintenance Observation
Plant Oper'ations
Plant Support
Radioactive Waste Treatment, and Effluent and Environmental Monitoring

ITEMS OPENED, CLOSED, AND DISCUSSED

None



Attachment I (cont'd)

LIST OF ACRONYMS USED

CRFC
CFR
DC
EDG
JPM
LORT
MMP
NRC
NRR
NSARB
ODCM
PCR
PDR
PORV
PPCS
PSA
PT
QA
RCS
REMP
RG8E
RHR
RP&C
SCR
SW
WO

Containment Recirculation Fan Cooler
Code of Federal Regulations
Direct Current
Emergency Diesel Generator
Job Performance Measure
Licensed Operator Requaiification Training
Meteorological Monitoring Program
Nuclear Regulatory Commission
Nuclear Reactor Regulation
Nuclear Safety Audit and Review Board
Offsite Dose Calculation Manual
Plant Change Record
Public Document Room
Power Operated Relief Valve
Plant Process Computer System
Probabilistic Safety Assessment
Periodic Test
Quality Assurance
Reactor Coolant System
Radiological Environmental Monitoring Program
Rochester Gas and Electric Corporation
Residual Heat Removal
Radiological Protection and Chemistry
Silicon Control Rectifier
Service Water
Work Order
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October 14, 1999

Dr. Robert C. Mecredy
„Vice President, Ginna Nuclear Operations
Rochester Gas and Electric Corporation
89 East Avenue
Rochester, New York 14649

SUBJECT: NRC INSPECTION REPORT 50-244/99-08

Dear Dr. Mecredy:

This letter transmits the results of safety inspections conducted by NRC inspectors at the Ginna
Nuclear Power Plant from August 9 through September 19, 1999. At the conclusion of the
inspection, the findings were discussed with Mr. J. Widay and others of your staff.

During the six weeks covered by this inspection, we noted good operational performance. Your
staff identified and effectively resolved deficiencies with the control room air intake fan and B-
residual heat removal pump. We also noted a good initiative involving the reduction of
contaminated areas at the plant.

Based on the results of our review, the NRC has determined that a Severity Level IVviolation of
NRC requirements occurred. This violation is being treated as a Non-Cited Violation (NCV),
consistent with Appendix C of the enforcement policy. The NCV is described in the subject
inspection report and involves the failure of your staff to properly pre-approve workers
exceeding overtime limits during the March 1999 refuel outage. Ifyou contest the violation or
the severity level of the NCV, you should provide a response within 30 days of the date of this
inspection report, with the basis for your denial, to the Nuclear Regulatory Commission, ATTN:
Document Control Desk, Washington, D.C. 20555-0001, with copies to the Regional
Administrator, Region 1; the Director, Office of Enforcement, United States Nuclear Regulatory
Commission, Washington, D.C. 20555-0001; and the NRC Resident Inspector at the Ginna
Station.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," a copy of this letter and its
enclosure will be placed in the NRC Public Document Room.

Sincerely,

Original Signed by:

99i02i0067 99iOi4
PDR ADQCK 05000244
8 PDR

Michele G. Evans, Chief
Projects Branch 1

Division of Reactor Projects
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