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INVESTIGAT IVE SUMMAFY

C.. January 4, 1983, at approximately 173C hours R.E. Wood, Supervisor of
Nuclear Security Ginna Station advised W.K. Dillon, RG&E Director of Security
that a valve (V-9626-A) associated with the Stundby Auxiliary Feedwater System
had been found mispositioned (closed). This discovery had been made at 0615
hours January 4, 1983 during the course of a monthly valve and breaker check
being performed on this system. The incident had been reported to the NRC and
the valve returned to the proper position upon discovery. Wood, advised that
the Operations section was making an inquiry into this incident and that
additional security surveillances of unoccupied vital areas would be put into
effect. The area where this valve is located has been under surveillance by
firewatch personnel for over one year.

On January 5, 1983, at approximately 0015 hours Wood, advises Dillon, that
in late November or early December 1982 a security officer had observed a
firewatch person manipulating a fire system valve. Wood & Dillon respond to
plant 0100 hours January 5, 1983, determine that fire system valve and
mispositioned valve are within fifteen to twenty feet of one another,
Firewatch involved interrogated by Wood and Dillon, reluctantly admits
manipulating fire system valve, adamantly denies touching valve found
mispositioned. Individuals access authorization terminated and he is escortea
from site.

On January 5, 1983 1100 hours three additional Security Dept.
investigators report to Ginna Station to assist Dillon & Wood, with the
investigation. Briefing held with these investigators and they are apprised of
circumstances leading up to discovery of the mispositioned valve and taken on a
tour of the Aux. Building to inspect area where the valve found mispositioned
is located.

January 5, 1983.

All personnel involved in the Performance Test (PT-36) performed on
v-9626-A on 12/21/82, interviewed. Shift Technical Advisor who checked valve
12/22/82 interviewed. Personnel involved in discovery of mispositioned valve
interviewed, 19 firewatch personnel interviewe’. RG&E Project Liaison Engineer
contacted & instructed to compile list of work projects performed in Aux.
Building between 12/21/82 and 1/4/83.

January 6, 1983,

Four additional firewatch personnel interviewed. Coordinator Fire
Protection & Safety interviewed. Operations Engineer interviewed. No new
informat ion developed.

Records of jobs performed in Aux. Building 12/21/82 thru 1/4/83, reviewed
with Project Liaison Engineer. No jobs performed in or on Standby Aux.
Feedwater System in that time frame. One modification to this system completed
on 12/7/82, hydro test associated with this modification completed 12/21/82, in
association with PT-36 testinrg. Interviewed personnel responsible for this
modification & hydro test.

Attempts made to locate & reinterview firewatch person who manipulated
fire valve meet with negative results.



Shift Supervisors "Hold Order" records reviewed for period 12/21/82, thru
1/4/83, no hold orders found on V-9626-A. Computer print out of entries to Aux.
Building cross checked to verify information obtained.

January 7, 1983.

Two additional firewatch personnel interviewed, one claims to have observed
someone manipulating valve V-9626-A on 12/24/82, this individual also places a
H.P. Tech in the area at the same time. ThLis lead investigated and it was
determined that ac:ivity observed by firewatch was the PT-36 performed on
12/21/82, established by means of post assignments of this firewatch as well as
the computer print out of entries to the Aux. Building.

Contact made with firewatch person responsible for manipulating fire system
valve, subject continues to deny moving valve V-9626-A requests an opportunity
to submit to a rolygraph examinaticn, "to clear his name".

Arrangements made with polygraph examiner to test firewatch on January 10,
1983, examiner is given background information necessary for his examination of
firewatch,

Project Liaison Engineer interviewed regarding any possible painting that
might have taken place in the vicinity of valve V-9626-A, no painting done in
this area 12/21/82 thru 1/4/83.

Computer printout of entries to Aux. Buiiding cross checked to verify
information obtained.

January 10, 1983,

Reinterviewed Aux. Operator who conducted mouthly PT-36 test on 12/21/82.
Two investigators accompany this operator into Aux. Bldg. & have him walk through
the procedures he fnllowed during the 12/21/82, PT-test. Photographs of the area
and valve V-9626-4 taken, Reinterviewed Shift Technical Advisor who contended
valve V-9626-A was in proper position on 12/22/82.

Interviewed the Operations Supervisor regarding the mispositioned valve
and other work performed in this area between 12/21/82 and 1/3/83. Determined
operations personnel had increased water level of the refueling water storage
tank on 12/25/82.

Polygraph examiner advises that his examination of firewatch person
indicates that this individual responded truthfully to questions posed in
relation to the manipulation of valve V-9626-A. It is the opinion of the
examiner that the firewatch has no guilty knowledge how valve V-9626-A came to
be mispositioned.

January 11, 1983,

Interviewed operator involved in refueling water storage tank filling on
12/25/82. No valves asscciated with this system located in the immediate area

of V-9626-A.

Interviewed H.P, Tech identified by firewatch as working in area of
V-9626-A at the time the monthly PT test was performed on 12/21/82.
Interviewed handy-man acsigned to plant maintenance shop who has a work station
in the vicinity of valve V-9626-A. No new information gained from these

interviews.




Had Results and Test Foreman provide a list of all testing done in Aux.
Building 12/21/82 thru 1/4/83. Checked this list for possibility that V-9626~-A
might have been m’;positioned during one of these operations, negative

results.

Computer print out of entries to Aux. Building cross checked to verify
information obtained.

January 12, 1983

Review of investigative notes by investigative team, indexing the names
associated with investigative interviews.

January 13, 1983,

Cont inuation of investigation note review, ch:cking for any uncovered
leads. Compilation of investigative data into logical sequence for preparation
of detailed investigative report.

January 14, 1983.

Lead uncovered regarding repair of "A" waste gas compressor on 1/3/83.
Several valves associated with this system placed on "hold" by mechanic
personnel .,

Interviewed two mechanics who performed this repair, ascertained valves
placed on "hold" were manipulated by operations personnel.

January 15, 1983,

Interviewed operations personnel who manipulat.d valves during "A" waste
gas compressor repair 1/3/83. Ascertained that valves associated with this
test are located approximately fifty feet from valve V-9626-A and are small
hand type valves as compared to V-9626-A which is a large wheel type valve,
Operations personnel involved positive no errors made in relation to valve
V-9626-A due to its location and size in comparison to valves held for

compressor job.

January 17, 1983.

Recheck Shift Supervisors "Hold Order Book" to insure that all repairs &
operations involving holds on any valves had been checked by investigative

team, no new information developed.

Report compilation,




INVESTIGAT IVE CONCLUSIONS

Three possible causes exist for the mispositioning of valve V-9626-A:

1). Human error which might have occurred during the monthly PT test
conducted on 12/21/82.

2). Human error which might have occurred when valve V-9626-A was closed
in error during the course of other tests, repairs or operations
conducted in the Aux. Building.

3). Deliberate tampering.

After exhausting all investigative leads and covering all investigative
avenues no positive conclusions can be reached as to which of these three
posibilities resulted in the mispositioning. The investigation will remain
pending and any further information developed will be the subject of a
supplemental report.
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Robert E. Wood
Supervisor of Nuclear Security



