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Subject: REVIEW OF PIRECTOR'S DECISION DD=-82-11
(MATTER OF ROCHESTER GAS AND ELECTRIC
CORP.)
Facility: Ginna Nuclear Power Plant
Review
Time Expires: November 2, 1982
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Discussion: On March 11, 1982 Ruth Caplan of the
Sierra Club requested NRC to impose a
set of proposed conditions on the Ginna
plant before it resumed operation after
the January 25, 1982 steam generator
tube rupture accident. 1In a May 22
decision, the Director of NRR grantecd in
part and denied in part the relief
requested based on the set of conditions
the staff had already devised for Ginna.
DD-82-3, 15 NRC 1348. Subsequently,
while that decision was pending
Commission review, Ms. Caplan filed a
letter dated June 10 listing areas where
she believed the staff alvsis was
;',;i faulty (Attachment 1).
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became final agency action on’Jﬁly 21.
On October B8, the Director denied
relief, DD-82-11, 16 NRC ____
(Attachment 2).

The June 10 Caplan letter listed five
areas for additional staff analysis:
thermal shock issues, */ safety valve
malfunction, potential for iodine
release in excess of NRC reguirements,
inability to interpret plant conditions
to anticipate the tube rupture, and
whether PORV should be "safety
grade."

Recommendation: |

Martin G. Malsch
Deputy General Counsel

Attachments:
1 Caplan 6/10/82 Ltr
4 pDD-82-11 (10/8/82)

- Those issues were the presence of a flaw at the inlet
nozzle to vessel weld, and whether the licensee and
staff applied proper assumptions in performing analysis
of the beltline weld and B-loop circulation,



SECY NOTE: We have asked for Commissien action by c.o.b.
November 2, 1982 to be consistent with the present expiration
of the review time. OGC believes the issues in the paper are
such that the Commission can act promptly, if additional time
is needed, please advise SECY.

Commissioners' comments or consent should be provided directly
to the Office of the Secretary by c¢.o.b. Tuesday, November 2, 1982.

Commission Staff Office comments, if any, should be submitted
to the Commissioners NLT Wednesday, October 27, 1982, with an
information copy to the Office of the Secretary. 1f the paper
is of such a nature that it requires additional time for
analytical review and comment, the Commissioners and the
Secretariat should be apprised of when comments may be expected.
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Reply to: 278 Washington Blvde a1 o
Oswego, New York 133260 4 H0:32

June 1lu, 1982 pte o5 2i 10 uTgts
LW .'..-"i-",.t,.'“.' '

Chairman Nunzio J. Palladine
U.S. Nuclear Regulatory Commission
washingson, D.C. 20555

Dear Chadirman Palladino:

On March 11, 1682, the Sierra Club filed a show cause petition
with the Office of Nuclear Reactor Regulation requesting that the
Ginna operating license be suspended or, in the alternative, permission
t0 restart the reactor be withheld, until critical safety issues were
reviewed relating to the January 25th accident. On May 22, the Silerra
Clud was served with a response to its petition. The response made
extensive reference to the "Safety Evaluation Report Related to the
Restart of the R.E. Ginna Nuclear Power Plant", NUREG 0916, which

was {ssued the same day and which constituted staff permission for
' * restart of the reactor. ‘

Although the Sierra Club was not given an opportunity to review
the NNR's response prior to restart, we have now completed a prelim-
inary review of the staff response, including NUREG 0916, Our review
leads us to conclude that several critical safety issues raised in
our petition have not been adequately dealt with by staff and that
permission for restart should not have been granted before proper
resolution of these issues had occurred. We wish to bring these
issues to your attention at this time and to encourage the Commi:.lion
to exercise its authority under 10 CFR 2.206(c) to review these
issues raised in the show cause petition.

A. Thermal shoeck. The Sierra Clud finds staff's discussion of
thermal shock consecuences to the reactor (Clud petition at F13)
to be seriously deficient. The Safety Evaluation Report does not
discuss reactor material properties and irradiation effects except
in the most cursory manner and fails to provide adequate analysis
of the B loop circulation during the course of the accident.

. 1. Properties of vessel, nozzle and welds, In the SER, staff
rfails to evaluate material suppiied by licensee in its April 12th
report, "Incident Evaluation, Ginna Steam Generator Tudbe Pailure
vacident," and in its April 26th supplement, "Affect of Thermal

insient on Reactor Coolant System." These reports discuss the
.uterial properties and irradiation effects of the beltline vessel
weld, the reactor vessel nozzle and nozzle weld. We have reviewed
these reports and wish to bring to the Commission's attention several

deficiencies which we consider to be significant,
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a. Inlet nozzle to vessel weld, Licensee analyzes th;
operties of the vessel nozzle, but fails to make any mention of the
ct that "an indication in the inlet nozzle N2B to vessel weld that

exceeded Code allowable limits was detected” during the in-service
inspection performed February-March, 1979, and that the flaw was

found to be 0.9 inches in length. (Source: NUREG 0569, "Evaluation
of the Integrity of SEP Reactor Vessels," Appendix G, page 80, emphasis
added.) At the same time, licensee takes pains to peint out that past
in-service inspection of the nozzle corners has shown thea "to be free
of unacceptable ultrascnic indications.” (April 12th report at 6.4-3)
Although the licensee discusses critical flaw depths for the nozzle,
there is again no mention of the nozzle weld. Given that 0.75" 4is
found to be sufficient for a2 flaw to initiate at the surface of the
nozzle itself and to propagate in length and that a flaw deeper than
1.9" can propagate through the thickness of the nozzle, the Sierr
Club finds it surprising that the 0.9" weld flaw is ignored.

b. Beltline weld analysis. NUREG 0569 has determined
that the beltline weld is the limiting reactor vessel materilal(Ibid.
at 78). VYet licensee's analysis of the potential impact of the
Ginna accident on the deltline weld is not sufficiently conservative.,
The "no warm prestressing" assumption, used for the perfect mixing
case, is dropped when the imperfect mixing case 1s considered.
Licensee asserts that, having used the conservative mixing assumption,
they should not also have to add the conservative assumption of "no

rm prestressing.” They conclude: "Por the no mixing case, using

e modified Reg. Guide 1.99 trend curve and the warzm prestressing
principle, no flaw was found to initiate." (April 26th report at 4§.1)
This leaves the reader wondering whether a flaw would de found to
initiate when warm prestressing is not assumed, taff should have
required that this question be answered.

2. Staff analysis of B loop circulation. The thermal shock
analysis provided by the Task Force in NUREG 0905 and reiterated with
some elaboration in NUREG 0916 at 2.5.2, 48 not, in our opinien,
adequate to support staff's contention that flow reversal in the B loop
prevented cold water as measured by the temperature sensor fronm

entering the reactor vessel.

Staff has apparently made no attempt to model the hydro-
dynamics of the primary loop flow during the perliod of temperature
drop. Such a model must not only account tor the mass balance, but
also for all relevant dynamics such as buoyant and viscous forces and
turbulent nmixing. Lacking such a model which integrates the varlous
forces, staflf's attempts at explanation of the system dynanmics remain
unconvineing., Pér instance, staff suggests that the stean generator
4{s a heat source which causes loss of natural circulation flow in the
B-loop, without mentioning any other factors which would effect flow.

Other potentially important dynamics are ignored by staff.
Por instance, staff fails to discuss the flow consequences of the
RCS pressure falling below the S/G B pressure, resulting in reverse
flow through the tube rupture during the PORY openings. Nor does
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stall attempt to analyze the dynamics by which water lost from' the
%°loop through the burst tube and PORV 1s replaced in the system,
1¢ question of stratified flow with some cold safety injection
«ater being drawn into the reactor is certainly not answeresd by
staff's vague reference to use of EPRI data. (NUREG 0916 at 3-15)

Staff asserts that even if cold water had entered the
reactor, fracture mechanics analysis indicates that there would be
no crack initiation. We are given almost no information about this
analysis; however, we are told that the temperature used was that
measured by the sensor in the cold leg of the B loop, (Ibid.at 3-15)
This is portrayed as a worst case analysis, despite starf's recog-
nition on the previous page that the temperature entering the reactor
could be 10° less than the measured temperature.

¢. Ceneclusion. In Summary, the Sierra Clud finds the

presentation in Section 3.5 of NUREG 0816 to de incomplete and un-
convinecing. Substantial Question remains regerding thermal shock to
the reactor. The existence ©f the nozzle weld flaw s never mentioned
by licensee or starfe. Nor has the fracture mechanics analysis been
truly conservative. Given the resulting uncertas Lty combined with
the age of the Ginna reactor (8 EPPY), the przdent course would be
to require ultrasontie testing of the reactor vessel and nozzle weld,
Such testing should take advantage of newer techniques which use
multi-angled prodes and time of flight information as recommended by
Cottrell (New Scientist 25 March 1982, page 775). Such testing
“hould bde required before the Comnission allows continued operation

T the reactor.

B, Safety valve. The Sierra Clubd considers staff response
regarding the safety significance of the steaw generator safety valve
ralfunction and the lack of any proposed corrective action to be an
unacceptabdle response to the Club petition #1lid. We wish to bring
this concern to the Commission's attention. .

The Task Porce, appointed by the Commission, determined that the
salety valve opened and closed five times. Staff in NUREG 0916 notes
the Task Force findings regarding the malfunction of the valve in the

foellowing passage:

"NUREG 0909 also notes that the valre opened and closed
at generally decreasing pressures and discussed a possible
reason for the decreasing closing pressures; the.possibility
of some steam leakage after closing the first time, and
water leakage estimated at 100 gpm after the last closing.
The NUREG attributed the water leakzze to the likelihood of
failure to fully reseat after the last closing until 50
minues later when the valve apparently stoppedu leaking."
(NUPZG 0916 at 6-11)

‘espite this release of approximately 5000 gallons of cooling water
sntaminated via the tube rupture and release2 directly to the en-
vironment, the staff concludes "that the valve behavior was entirely
within its design basis,” (Idbid at 6-12) and that "The performance

of the steam generator safely valve that opened was satisfactory."
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(Ibid. at 6-18), The Slerra Club s shocked by staff's concluiioni.

€n the safety valve leaks o= sticks open, there 1s no way operators
-an close the valve mamually., Nor can g bPlock valve be closed, During
a SGTR accident, the safety valve is a direct pPath for loss of radio-
active steam or water to the environment, The potential for exceeding
Part 100 release limits during a design basis SGTR accident 4s dis-
cussed in the next secTien. Given this Scenarioc, staff's conelusion
that the safety valve 1s acceptable does not Serve to increase citizen
confidence 1in the nuclear industry'g ability to protect publie health
and safety. We are not reassured by staff's decision to gEive the
licensee § months in which to review 1its procedures for a tube rupture
with falled s safety or relier valve. (Ibid. at 4.1.12)

_ If the safety valve malfunctioned while $t1ll meeting the design

basis Specifications, then the Specifications are clearly inadequate,

The Ginna Feactor should not be allowed to cperate without an improved
safety valve,

C. Iodine release. Stare Tecognizes, as a result of the Ginna
accident, that "the Potential exists for doses [of 1odine to be
released]exceeding Part 100 Guidelines for a design-basis sorr

raccident," (Ivid.at 8-1) As recently as June 25, 1981, stafrr's

-

analysis or Such an accident contained 4n "Systematie Evaluate Program
Fvaluation of a2 Steam Generator Tube Rupture Accident at Ginna" had

>t considereqd the POossibility or substantial amounts of water and
~team being released tiough the safety valve, The 1nab111ty of stafr
to model POssible accident Parameters accurately 4n advance of an
accident lays o°pen to guestion the basis on whieh regulations are
Promulgated. :

Wnile we cormmend staff's caution in reducing the spiking and
equilidbrium concentration limits for lodine in the primary coolant,
¥e note that stars is w2lling to T'enove these stricter standards 4f

.1icensee can demonstrate that steam generator flooding will not

occur. (Ibid. at 8.1) Yet the steanm generator did flood with vater
when 1t was not éxpected to do so, A+ the very least there should pe
a "lesson learned" from the Ginna accident that such flooding should
be part of a design bas<s SGTR accident.

We note that staff again avoids dealing with the fact that the
safety valve {s not designed ¢a handls raier, or to be cycled open and
closed. Stars Suggests that the steam gEenerator PORV 43 better suited
for cycling and so "may be better to use, " (Ibid. at 8-3) Rowever,
stall ooncedes earlier Zn 1ts discussion that the relief valve s also
subject to malfu.action. They state:

"Two-phase flow through the relies Or safety valves
Lay contridute to valve degracdation and possible
fallures to reseat. This can contridute tc the radio-
logical conseguences by providing a4 rpolonged pathway
to the envirorment. " (Ibid. at +1, emphasis added,)

Thus, simply changing the ezersency operator guidelines to ensure
that the bloek valve 1s not closed 1ncorrectly will not remedy the



~roblem. Staff has approved other changes which relate to termination
‘ the safety injection., We are concerned that these changes may

ave ramifications for core cooling. We are particularly concerned

about the following note to be added after STEF 3.15.3:

"Termination of SI with suspected voids in the upper
RV head is allowed when natural circulation is verified."
' (Ibid. at 8.1)

The Ginna accident has demonstrated how difficult it can be to

verify natural circulation. We £ind no analysis of the consequences
of “crminating SI with a vessel void, if operators make an error in
verifying natural circulation. Nor do we find any analysis of
possidble adverse conseguences of adding STEP 3.20.3 which requires
that operators "Block SI before the faulted S/G drops below 550 psig."

Staff admits that there has been "incomplete evaluztion of the
effects of changes to operator guidelines,” (Ivid.) which is one
reason the iodine limits are being lowered, The Sierra Clubd urges
the Cormission to reconsider the wisdem of allowing Ginna to restart
when operating guidelines have been changed without complete evaluation
of the safety repurcussions of these changes.

D. Steam Generator Tubes. In response to concerns raised in

Q4erra Club's petition at fe a, b, ¢ and #3 regarding in-service

1spection standards and specifications for tudbe rejection, staff
+imply renumerates the current standards and RG&E procedures. There
{s no recognition by staff that the inability %o anticipate the
January 25th tube burst, despite recurrent problems in wedge area f4
and eddy current indication in April, 1981, for the tube that later
burst, should be a warning that the standards are not adequate. The
Sierra Clud is concerned that staff has avoided dealing with the
implications of the tudbe burst and urges the Commission to review
the adequacy of these standards.

E. PORV. The Sierra Cludb raised the concern that the PORV is not
required to be safety grade in its petition at #7 and asked for
staff review in light of the Ginna accident and the failure of the
PORYV. Staff has responded that a generic study is underway. (Denton
response of May 22, page 5) The fact that a specific cause has been
determined for the Ginna PORV faillure in no way obviates the importance
of making the PORV safety grade., How wany 2ccidents involving a2
malfunetion of the PORV need to take place before the staflfl determines
that these valves need to be upgraded? This question is ripe for

Commission consideration.

The points raised in this letter are intended only to highlight
ur concerns regarding staff's response to our petition and arenot an
‘haustive discussion of every concern, The Slerra Clud is hopeful

chat the Commission, sharing the safety concerns which we have raised
herein, will review our petition on its own motion and will reverse
staff's decision to allow restart of the Ginna reactor before critical
safety issues have been adequately rescolved.
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while in this letter we have focused specifically on the-
aplications of the accident for the safe operation of the Ginna
ceactor, we do wish to note that a number of the issues raised
have potentially generic significance. Wwhere generic investigations
are not already underway, we hope that the Commission will institute
such proceedings so that the "lessons learned” from the Ginna
accident will not be lost.

Very truly yours,

G g

Ruth N. Caplan, Chair
National Energy Ccamittee
Sierra Clubd

cc. Samuel J. Chilk, Secretary tc the Commission
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UNITED STATES
NUCLEAR REGULATORY COMMISSION, .,
WASHINGTON, D. . 20888 EL"“FJ; ’
October 8, 1982

g2+ (01 12 #8:10

Docket No, 50-244
DD-82-11

Ms, Ruth Caplan, Chair

Sierra Club National Energy Committee
278 Washington Boulevard®

Oswego, New York 13126

Dear Ms, Caplan:

SUBJECT: DIRECTOR'S DECISION UNDER 10 CFR 2,206
(R, E. Ginna Nuclear Power Plant)

This 1s in response to your letter dated June 10, 1982 to Chairman
Nunzio J. NPallading which requests that the Commission exercise its
authority under 10 CFR Section 2.206(c) to review the issues which
you raised in your petition dated March 11, 1982. [In that petition
you requested that the operating license for Ginna be suspended, or
permission to restart the reactor be withheld, until critical safety
issues were reviewed relating to the January 25, 1982 steam generator
tube rupture at the Ginna plant., B8y my decision (No. DD-82-03) dated
May 22, 1982, | denied the portion of your March 11, 1982 request
relating to suspension of operation (47 FR 24491, June 4, 1982),
However, as you know, | granted your reguest that cur review include
and consider specific areas detailed in that petition prior to
restart of the Ginna plant. The documentation of this review is
contained in NUREG-Q916.,

With respect t¢ your June 10, 1582 request, you were advised Dy
letter dated July 28, 1982 from Mr. Samuel J. Chilk, Secretary of
the Commission, that the Commission decided to refer this request
to the NRC staff for appropriate action under 10 CFR 2.206,

We have considered your request under the provisions of 10 CFR 2,206
of the Ccomission's requlations., This office has determined, for the
reasons set forth in the encleosed decision, not to issue an order
suspending the license for operation of the Ginna Plant.

A copy of this determination will be placed in the Commission's Pudlic
Document Room at 1717 H Street, N. W., Washington, 0. C. 20555 and at
the Local Public Document Room at the Rochester Public Library, 115
South Avenue, Rochester, New York 13804,



Ms, Ruth Caplan .

The decision will also be filed with the Secretary of the Commission
for its review in accordance with 10 CFR 2,206(c) of the Commission's
regulations, As provided for by this regulation, the decision will
constitute the final action of the Commission twenty-five (28) days
after the date of issuance of the decision unless the Commission, on
its own motion, institutes a review of the decision within that time,

A copy of the Notice of Issuance of the Director's Decision, which is
being filed with the Office of the Federal Register for publication, is
also enclosed.

Sincerely,

1 LA

Harold Denton, Director
Office of Nuclear Reactor Regulation

Enclosures:
1. Director's Decision
2. Notice of Issuance

¢cc w/incoming:
See next page
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Harry H. Voigt, Esquire
LeBoeuf, Lamd, Leidby and MacRae
1332 New Hampshire Avenue, N. W.
Suite 1100

Washington, D. C. 20036

Mr. Michael Slade
12 Trailwood Circle 4
Rochester, New York 14618

£zra Bialik

Assistant Attorney feneral
Environmental Protection Bureau
New York State Department of Law
2 World Trade Center

New York, New York 10047

Resfdent Inspector

R. E. Ginna Plant

¢/o V. S. NRC

1502 Lake Read

Ontario, New York 14519

Director, Byreau of Nuclear
Operations

State of Mew York Energy QOffice

Agency Suilding 2

Empire State Plaza

Albany, New York 12223

Supervisor of the Town
of Ontario

107 Ridge Road wWes®

Ontario, MNew York 14519

Dr, Emmesh A, Luedke

Atomic Safety and Licensing Board
U, S. Nuclear Regulatory Commission
Washington, 0. C. 208858

Or. Richard F. Cole

Atomic Safesy and Licensing Board
U, S. Nuclear Requlatory Commission
Washirngton, 0. C. 20585

U. S. Environmental Protection Agency
Region 11 Office

ATTN: Regional Radiatfon Representative
26 Federa)l Plaza

New York, New York 10007

Herbert Grossman, £sq., Chairman
Atomic Safety and Licensing Bocard
. S. Nuclear Regulatory Commission
washington, D. C. 20855

Ronald C. Haynes, Regional Administrator
Nuclear Regulatory Commission, Regicen I
631 Park Avenue

King of Prussfa, Pennsylvania 19406

Mr. John E. Maier, Vice President
Electric and Steam Production
Rochester Gas & Electric Corporation
g9 East Avenue

Rochester, New York 14649
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UNITED STATES OF AMERICA
NUCLEAR REGULATORY COMMISSION

OFFICE OF NUCLEAR REACTOR REGULATICN
HAROLD R, DENTON, DIRECTOR

In the Matter of 3 -
ROCHESTER GAS AND ELECTRIC ; Docket No. 50-244
CORPORATION | (10 CFR 2.206)

1
(R, E, Ginna Nuclear Power Plant) )

DIRECTOR'S DECISION UNDER 10 CFR 2,206

I.

By a letter dated June 10, 1982, Ms., Ruth Caplan, Chair, Sierra Clud
National Energy Committee, requested that the Commission exercise its
authority under 10 CFR Section 2.206(c) to review the partial denial
(OD-82-03) by the Director of Nuclear Reactor Regulation of Ms. Caplan's
petition dated March 11, 1982, In the March 1) petition Ms, Caplan
requested that the Director of Nuclear Reactor Regulation initiate a
review of matters pertaining to the ability of the licensee to safely
operate the Ginna plant so as to protect public health and safety in light
of the January 25, 1982, steam generator tube rupture (SGTR) event at tne
Ginna plant, The petitioner further requested that this review be incor-
porated into the review which was in progress by the staff at that time
and that it should include, but need not be limited to, several specific
areas discussed in the petition. Pendipg completion of this review the,

petitioner requested that the operating license for Ginna be suspended, or

in the alternative, restart of the reactor not be permitted.




On May 22, 1982, | denied the portion of Ms, Caplan's request
relating to suspension »f operation. However, | granted the petitioner's
request that the review include and consider specific a;;as detailed in
the petition prior to restart of the Ginna plant. The documentation of
this review is contained'in the Safety Evaluation Report Related to the
Restart of the R. E. Ginna Nuclear Power Plant, NUREG-0916 (May 1982).
See Director's Decision, DD-82-03, 15 NRC ___ (May 22, 1382).

" 0n July 21, 1982, the Commission déclined to review the partial
denial of Ms. Caplan's March 11 petition, but it referred Ms, Caplan's
June 10, 1982, letter to the NRC staff for further con;1deration in
accordance with 10 CFR 2,206, | have reviewed the information submitted
by Ms. Caplan's June 10, 1982 letter and other information pertinent
to the issues addressed therein, as indicated in the following ciscussion.

The significant assertions of her petition are excerpted below,
1.

Petitioner's Assertion and Request

A.l.a Inlet nozzle to vessel weld, Licensee analyzes the properties of
the vessel nozzle, but fails to make any mention of the fact that "an
indication in the inlet nozzle N23 to vessel weid that exceeded Coce
allowable limits was detected” during the in-service inspection performed
February-March, 1979, and that the flaw was found to be 0.9 inches in
length. (Source: NUREG 0569, "Evaluation of the Integrity of SEP Reactor
Vessels," Appendix G, page 80, emphasis added.) At the same time, licensee
takes pains to point out that past in-servite inspection of the nozzle ¢
corners has shown them "to be free of unacceptable ultrasonic indications.”
(April 12th report at 6.4-3) Although the licensee discusses critical

flaw depths for the nozzle, there is again no mention of the nozzle weld.
Given that 0.75" is found to be sufficient for a flaw to initiate at the
surface of the nozzle itself and to propagate in length and that a flaw
deeper than 1,9" can propagate through the thickness of the nozzle, the
Sierra Club finds it surprising that the 0.9" weld flaw 1s ignored..

.




i Response:

The subject ultrasonic (UT) indication was detected in the B recirculation

| inlet nozzle-to-shell weld during the scheduled 10-year inservice
inspection conducted in !ebruarx 1979, Due to the configuration
of the nozzle, scanning with the ASME Code required UT procedure
(0° Tongitudinal wave and 45° and 60° angle beam sheer waves) did
%o: reveal any indications. RG&E also examined the nozzle with
3 15° refracted longitudinal wave and a 45° sheer wave in accordance
with the methods and techniques described in Appendix I of Section
Al of the ASME Code and detected the indication with only the 15°
longitudinal wave., Based on the 50-50 DAC (Distance Amplitude
Correction) sizing criterion, the reported indication has dimension
of 0.83 inches in through-wall depth and 5.27 inches in length
which is larger than the code allowable standard specified in
Tadble [WB-3512.) of the Summer 1974 Addenda to the Section X! Code.
“cwever, when the beam spread correction at 50% DAC was employed,
which was later reviewed and accepted by the staff, this near migde
thickness indication became a code acceptable flaw. This is the
reason why the staff would not have expected this nozzle-to-shell weld
indication to be mentioned in the licensee's April 12, 1982 report.

This indication is believed to corraspond to the entrapped. slag observed

‘in the fabrication radiograph and no significant growth existed in this
weld based on the 1979 inspection., Furthermore, the pressure-temperature

transient experienced during the January 25, 1982 tube rupture event did




not result in the pressure-temperature changes exceeding those considered
in the Design Transient Specifications, Therefore, roeggluation of this

matter is not necessary to ensure the vessel integrity.

The stated critical flaw depth for crack initiation refers to an inside
diameter surface crack and was determined to be 0.75", assuming a large
LOCA with injection water at 70°F., This assumed trans’ is much mo. e
severe than the Ginna event, Also, the peak thermal stresses during a
cooldown transient are at the cooled surface and the normal procedure

s to postulate that the critical flaw is at this surface. The Ginna
indication (not necessarily a crack) is deeper within the vessel wall and,
sence, would not be subjected to these high thermal stresses. Thus, even
if it ware a crack as large as 0,93", it would not be expected to initiate.
Also, the metal temperature and hence fts toughness at this internal
location would be higher than at the surface which is ancther factor that
would preclude crack growth., Further, the calculation referred to 2
postulated flaw in the irradiated beltline weld, whereas the flaw actually
found was in the nozzle to shell weld, far from any radiation level that

could cause significant reduction in fracture toughness,

Petitioner's Assertion and Reauest

A.1.b Beltline weld analysis. NUREG 0569 has determined that the

beltline weld 15 the 1imiting reactor vesse) material (Ibid. at 78), é
Yet licensee's analysis of the potential impact of the Ginna accident

on the beltline weld 1s not sufficiently conservative, The “"no warm
prestressing” assumption, used for the perfect mixing case, 1s dropped

when the imperfect mixing case is considered. Licensee asserts that,
having used the conservative mixing assumption they should not also

have %o add the conservative assumption of "no warm prestressing.,”

-
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They conclude: "For the no mixing case, using the modified Reg.
Guice 1,99 trend curve and the warm prestressing principle, no
flaw was found to fnitiate.” (April 26th report at 4,1) This
leaves the reader wondering whether a flaw would be foumd to
initiate when warm prestressing is not assumed. Staff should
have required that this question be answered.

*4
A,2 Staff analysis of B Toop circulation, The thermal shock analysis
provided by the Task rForce in NUREG U309 and reiterated with some
elaboration in NUREG 0916 at 3.5.2, is not, in our opinion, adequate
to support staff's contention that flow reversal in the B loop pra-
vented cold water as measured by the temperature sensor from entering
the reactor vessel.

Staff has apparently mace no attempt to mode! the hydro-dynamics of
the primary loop flow during the period of temperature drop. Such a
model must not only account for the mass balance, but also for al)
relevant dynamics such as buoyant and viscous forces and turbulent
mixing, Lacking such a model which integrates the various forces,
staff's attempts at explanation of the system dynamics remain uncone-
vincing., For instance, staff suggests that the steam generator is

3 heat source which causes loss of natural circulation flow in the
B-loop, without mentioning any other factors which would effect flow.

Other potentially important dynamics are ignored by staff. For
instance, staff fails to discuss the flow consequences of the RCS
pressure falling below the S/G 8 pressure, resulting in reverse flow
through the tube rupture during the PORV openin?s. Nor does staff
attempt to analyze the dynamics by which water lost from the B loop
through the burst tube and PORV is replaced in the system, The
question of stratified flow with some cold safety injection water
being drawn into the reactor is certainly not answered by staff's
vague reference to use of EPRI data, (NUREG 0916 at 3-15)

taff asserts that even if cold water had entered the reactor, fracture
mechanics analysis indicates that there would be no crack initiation.
we are given almost no information adbout this analysis; however, we are
told that the temperature used was that measured by the sensor in the
cold leg of the B loop. (Ibid, at 3-15) This is portrayed as a worst
case analysis, despite staff's recognition on the pravious page that the
temperature entering the reactor could be 10° less then *he measured
temperature.
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Response:

The staff is currently performing an analysis of the R. €. Ginna steam
generator tube rupture event of January 25, 1982, The RETRAN 02(])
computer program is being used to perform this analysis. Results of
this analysis are expected to be completed by the end of the year.
We beliave this analysis will support the conclusions of NUREG-0916

concerning pressurized thermal shock.

In support of the staff findings, the following additional information

is provided concerning the analyses performed in NUREG-0916:

1. Terperature History Effect

Due to the thickness and thermal conductivity of the vessel wall,
temperature changes of the coolant at the vessel surface propagate
more slowly in the vessel wall, The thermal time constant of the

wall 1s on the order of 30 m1nu:es(2). An example of the temperature
distribution in a vessel wall as a function of time, for the specified
thermal transient, is shown in the attached figure. Temperature
fluctuations in the water, the period of which is a few minutes or
less (for example, less than the vessel wall thermal time constant),

have little effect on the temperature distribution in the wall and it

is possible to use the average surface temperature curve in fracture

TT) "RETRAN 02, A program for Transfent Thermal-Hydraulic Analysis of
Complex Fluid Flow Systems," EPR] NP-1850-CCM, May 1982,

(2) The time it takes for the bulk (volume average) wall temperature
to reach 63% of its final value due to a step change -in temperature
At the vessel surface.
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mechanics analyses. The Ginna SGTR event falls into this category.
The effect of the vessel inner wall heat transfer coefficient is

the greatest in the most rapidly changing parts of : transient,

Note that for the case illustrated, the metal surface temperature

as a function of time can be closely approximated by T(wall) =
§50-240 [1 -exp (-O.AS't)], if a vessel inner wall heat transfer
coefficient of infinity is used. Our studies to date indicate

that the most critical faZtor with respect to pressurized therma)
shock considerations is the final temperature of the water.
Although our bdest judgment at this time is that B loop flow was

in the direction of the B steam generator during the time the PORY
was stuck cpen, we have conservatively assumed that the B loop

flow was towards the vessel for the entire duration of the transient,
[n this case, the appropriate thermal characteristic (vessel downe
comer coolant temperature versus time) for the Ginna SGTR event fs
that specified as Case 1, from Figure 2.4 of NUREG-0918, with
uncertainties associated with instrument errors and mixing of the
cold safety injection water, Case 2, from Figure 2.4 of NUREG-0916
is a conservative lower bound of the B loop coolant temperature
desigried to emcompass the short duration coolant temperature decrease
associated with the open PORY, This lower bound is equivalent to
adding a total uncertqinty of over 60°F.to the Case 1 figure. Thus,
the Case 2 temperature characteristic bounds the estimated uncertaine

ties in the downcomer temperature (10°F to 20°F for mixing plus 15°F



to 25°F for instrument errors). The conclusion that no crack
fnitiation occurred during the SGTR event, based on the Case 2

fracture mechanics analysis, is, therefore, confirmed.

2. Detailed Fracture Mechanics Analysis

A specific, detaiTed’fracture mechanics ana!ysis(3) was performed by
Oak Ridge National Laboratories (ORNL) for the R, E. Ginna STGR event,
The plant measured data for pressure and the B-loop temperature were
used and no credit was taken for warm prestressing. The results of
this analysis showed that, for a critical flaw size of 0.91 inches,
crack extension and arrest would still occur for & vessel RTygr (nt)
ductility transition reference temperature) value of 378°F. Based on
the conservatively estimated RTynr value of 225°F for the Ginna vessel,
there was considerable margin available at the time of the event.

Downcomer fluid temperatures of 100°F less than the B loop measured

fluid temperatures would not result in pressurized thermal shock.

Petitigner's Assertion and Request

B, Safety valve. The Sierra Club considers staff response regarding the
safety significance of the steam generator safety valve malfunction and
the lack of any proposed corrective action to be an unacceptable response
to the Club petition #11b. We wish to bring this concern to the
Commission's attention,

The Task Force, appointed by the Commission, determined that the safety
valve cpened and closed five times, Staff in NUREG-0316 notes the Task
Force findings regarding the malfunction of the valve in the following

passage: ¢ .

(4) "Fracture-Mechanics Analysis for Several PWR Recorded OCA Transients,"
R. D, Cheverton, D. G, Ball, S. K, lskander, ORNL, July 20, 1982,
Revised 7/27/82.
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“NUREG-0909 also notes that the valve opened and ¢losed
at generally decreasing pressures and discussed a pos-
sible reason for the decreasing closing pressures; the
possibility of some steam leakage after closing the
first time, and water leakage estimated at 100 gpm after
the last closing. The NUREG attributed the water
leakage to the likelihood of failure to fully reseat
after the last cloging until 50 minutes later when the
valve apparently stopped leaking." (NUREG 0916 at 6-11)

Despite this release of approximately 500 gallons of cooling water
contaminated via the tube rupture and released directly to the environ
ment, the staff concludes "that the valve behavior was entirely within
its design basis,"” (Ibid at 6-12) and that “The performance of the steam
generator safety valve that opened was satisfactory." (Ibid. at 6-14),
The Sierra Club is shocked by staff's conclusions. When the safety valve
leaks or sticks open, there is no way operators can close the valve many-
ally. Nor can a block valve be closed. Ouring a SGTR accident, the
safety valve is a direct path for loss of radicactive steam or water to
the environment. The potential for exceeding Part 100 release limits

during a design basis SGTR accident i1s discussed in the next section. Given

this scenario, staff's conclusion that the safety valve is acceptable does
not serve to increase citizen confidence in the nuclear industry's ability
to protect public health and safety. We are not reassured by staff's
decisicn to give the licensee 6 months in which to review its procedures
for a tube rupture with failed SG safety or relief valve.(lbid. at 4.1,12)

If the safety valve malfunctioned while still meeting the design basis
specifications, then the specifications are clearly inadequate. The
Ginna reactor should not be allowed to operate without an improved
safety valve,

C. lodine release. Staff recognizes, as a result of the Ginna accident,
that "the potential exists for doses [of fodine to be released] exceeding
Part 100 Guidelines for a design-basis SGTR accident." (lbid. at 8-1)

As recently as June 25, 1981, staff's analysis of such an accident
contained in “"Systematic Evaluate [sic] Program Evaluation of a Steam
Generator Tube Rupture Accident at Ginna" had not considered the possi-
bility of substantial amounts of water and steam being released through
the safety valve. The inability of staff to model possible accident
parameters accurately in advance of an accident lays open to question

the basis on which regulations are promulgated.

While we commend staff's caution in reducing the Sp1k1ng and equilibrium
concentration limits for iodine in the primary coolant, we note that
staff is willing to remove these stricter standards if licensee can

L}
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demonstrate that steam generator flooding will not occur. (lpid. at 8.1)
Yet the steam generator did flood with water when it was not expected to
do 0. At the very least there should be a "lesson learned” from the
Ginna accident that such flooding should be part of a dasign basis SGTR

accident.

Response: ‘

Accurate analysis of a sieam generator tube rupture is complex because
it involves thermohydraulic transients in the primary and secondary
coolant systems that affect each other, operator actions necessary :
to mitigate the consequences of the accident, and a variety of ways

in which the accident can evolve. It is only necessary that such
accidents be analyzed conservatively., Because of this complexity,

the most accurate prediction that the staff can make "in advance” 1s

that no two steam generator tube rupture (STGR) accidents are Tikely

to e the same, The existing SGTR accident experience supports this.

For the purposes of analyzing a design basis SGTR (1ike the June 25, 198]
staff analysis for Ginna), the staff makes simplifying but conservative
assumptions as to the course of thg accident and the pathways for the
release of radioactivity. The assumptions are based on engineering judge-
ment as to what the worst credible accident would be. The ragiological
consequences calculated using these assumptions, and the methodology
described in Standard Review Plan (SRP) 15.6.3, "Radiological Consequences
of Steam Generator Tube Rupture Accidents,™ are judged by the staff to De *
conservative, in the sense that the best estimate of doses (and doses from
actual accidents) would be far less. This is because the values & sumed

for many accident parameters, to which the calculated dose 1s directly
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proportional, are far higher than the most probable va\ues: Examples
are iodine concentrations in the reactor coolant and the atmospheric
dispersion coefficient. However, there may be some aspects of the longer-
term evolution of the thﬁrmohydrau11c transients that have received little
attention by the staff, .ln particular, the type of and timing of operator
actions to mitigate the accident after half an hour (or an hour) have not
been evaluated in depth by the staff., These operator actfons can deter-
mine, among other things, whether or not the steam generators will overfill,
Also the staff currently assumes that the atmospheric dump valve and safety
valves of the affected steam generator work as designed. However, during
the Ginna event, the safety valve opened at successively lower pressures,
finally failing to fully reseat. Although this affected the course of the
incident by prolonging the leakage, the safety valve performed its design

function of providing over-pressure protection of the steam generator,

The overall effect of these operator actions and equipment malfunctions on
the predicted accident behavior is still under study. However, after the
Ginna accident the staff re-evaluated offsite doses for a future postulated
SGTR, assuming essentially no mitigative actions by the cperator to stop
primary-to-secondary leakage (NUREG-0916 Section 8). The results of the
evaluation showed that with the new iodine concentration limits required by
the staff and discussed in NUREG-0916, doses would be less than 10 CFR Part
100 gu;deiines. even if tﬁere was extended. primary-to-secondary leakage .
and long-term overfill of the steam generator. It is reasonable to assume

that some action to mitigate leakage would be given high priority following

an actual accident, particularly if sampling showed that the reactor coolant
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jodine levels were as high as those assumed by the staff when calculating
doses. In every past SGTR accident, the operators have_ taken action

to reduce pressure and contrcl leakage, even though these actions resulted
in leakage beyond the times typically assumed for a design basis SGTR,

The staff's assumption o; no operator action is very conservative, yet

it bounds the worst credible consequences, and is necessary to assure

the public health and safety until the staff and licensee complete a

more in-depth analysis. The staff required that the licensee re-analyze
the SGTR for Ginna, giving particular attention to long-term mitigatien

of the accident, operator actions, and equipment malfunctions not previously

examined,

The staff will carefully evaluate the re-analysis, and will nct grant an
increase in coolant iodine concentration technical specification limits
unless the new limits and predicted plant behavior result in offsite

deses less than 10 CFR Part 100 guidelines.

Petitioner's Assertion and Reques?t

C. ... We note that staff again avoids dealing with the fact that
the safety valve 1s not designed tc handle water, or to be cycled
open and closed, Staff suggests that the steam generator PORYV is

petter suited for cycling and so “may be better to use." (Ibid. at

8-3) However, staff concedes earlier 1n its discussion that tne
relief valve is also subject to malfunction, They state:

"“Two-phase flow through the relief or safety valves
may contribute to valve dogradation and possible
failures to reseat. This can contribute to the radio-
logical consequences by providing a prolonged pathway
to the environment,” (lbid. at 8.1, emphasis added.)
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Thus, simply changing the emergency operater guidelines to ensure
that the block valve 1s not closed incorrectly will not remedy the
problem.

Response:

The ability of the safet} or relief valves to pass water or a two phase
mixture without degrading their performance is important in the miti-
gation of a SGTR if the steam generator water level becomes excessive,
Ouring the Ginna event, continued safety injection led to overfilling

of the steam generator, safety valve lifting, and subsequent maloperation.
As NUREG-08916 states, degraded relief or safety valve performance may

contribute to offsite consequences by continuing releases.

The damaged steam generator safety valve opened five times (NUREG-0916,
pg. 6-10) at successively lower pressures. The licensee asserted that
the valve performance was not unexpected, and that variation in lifting
pressure and blowdown may be expected due to heating of the valve
internals and spring relaxation with repeated openings. However, the
failing to fully reseat and the valve degraration that the licensee
reported may have been due to the valve be.ng subjected to two-phase
and liquid releases. It is this latter porformance, in particular, that

has the most direct impact on the SGTR accicent.

A number of recommendations for both the industry and the staff are in
the final stages of agency review and value/impact analysis, One of
the tasks proposed for the agency s to assess the probability and

consequences of steam generator overfill as a result of operator errors
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or equipment malfunctions during a SGTR accident. As a part of this
task, the staff will assess the need for qualifying the safety and
relief valves for water and two-phase releases. This ass;;sment will
factor in the results of the overfill analysis, the offsite consequences
as a result of a various oaeratO‘ errors, and the recent pressurizer

PORY and safety valve testing program conducted by EPRI.

Petitioner's Assertion and Requast

C. ...Staff has approved other changes which relate to termination of
the safety injection, We are concerned that these changes may have
ramifications for core cooling, We are particularly concierned about
the following note to be added after STEP 3,15.3:

"Termination of SI with suspected veids in the upper
RV head 1s allowed when natural circulation is
verified." (Ibid, at 8.1)

The Ginna accident has demonstrated how difficult it can be to verify
natural circulation, We find no analysis of the consequences of
terminating S! with 2 vessel void, {f operators make an error in
verifying natural circulation. Nor do we find any analysis of
possible agverse consequences of adding STEP 3,20.3 which requires
that operaters "Block S! before the faulted S/G drops delow 550 psig.”

Response:

The Ginna event did not demonstrate any difficulty in verifying natural
circulation, Following manual trip of the reactor coolant pumps, the
operators, 3s instructed by p‘ent procedure 0:8. Revision 2, “Natural
Circulation in the RCS," confirmed that natural circulation had been

established by observing various plant parameters, as:



1. Loop "A" T (differential temperature) less than full power T,

2. Core exit thermocouples subcooled and constant or decreasing in
remperature. '

3. A-steam generator level in the narrow range, as soon ;; the level
recovered from the reactor trip.

4, Auxiliary feed flow ?O’A-"oam gangrgtq\r

It is highly unlikely that, given the above plant parameters, the operators
can make an error in verifying natural circulation. Nevertheless, in the
unlikély event that natural circulation is not established, termination of
safety injection (SI) with a vesse! void would result in a gradual repres-
surization of the reactor coolant system. The repressurization of the
reactor coolant system and reversal in direction of the four plant
parameters listed above is an indication to the operators that natural
¢irculation has not been achieved, and the procedures direct the operators

to alterrative methods for depressurizing and cooling the primary system.

In step 3.20.3 of procedure £-1.4, the ocperators are instructed to "block

$! before the faulted S/G drops below 550 psid," in order to preclude inac-
vertent actuation of S1 by the faulted S/G low pressure S! actuation sete
peint. In the event, however, of an actual need for SI, following the block
of the faulted S/G actuation variables, the redundant primary system variadles

or the intact S/G pressure varfables will independently initiate SI.

Petitioner's Assertion and Request 1 .

C. ...Staff admits that there has been “incomplete evaluation of the

effects of changes to operator guidelines," (I1did.) which is one

reason the fodine limits are being lowered, The Sierra Club urges

the Commission to reconsider the wisdom of allowing Ginna to restart
when operating guidelines have been changed without complete evaluation
of the safety repurcussions [sic) of these changes. .



Response:

The staff's evaluation of the procedural improvements made by the licensee
in response to the SGTR are contrined in Section 4 of NUREG-0916. Based on
the licensee's response to the event and the subsequent program for further
improvements, the staff cogcluded that adequate protection is provided for
steam generator tube rupture events. The licensee committed, at that time,
to study furthr the areas of pump trip and restart, cooldown of a faulted
steam generator, coping with a reactor vessel steam bubble, and additional
natural circulation cooldown guidance. The staff will review these studies
when they are submitted and any further modifications to Ginna's procedures

resulting from these studies will be included in the review.

ks stated previously, after the Ginna accident the staff re-evaluated
offsite doses for a future postulated SGTR, assuming essentially no
mitigative actions by the operator to stop primary-to-secondary leakage.
The results of tne evaluation showed that with the new iodine concen-
tration limits recommenced Ly the staff, doses would be less than 10 CFR
Part 100 guicelines, even if there was extended primary-to-secondary
legkage and long-term overfill of the steam generator. It 1% reasonable
to assume that some action to mitigate leakage would be given high priorit;
following an actual accicent, particularly 1f sampling showed that the
reactor coolant iodine levels were as high as those assumed Dy the staff
when calculating doses. The staff's assumption of no operator action is
very conservative, yet it bounds the worst credible consequences, and
will assure the pub1ié health and safety until the staff and licensee

complete a more in-depth analysis.



W s SN 3 T 1 e St s e bl T - s —— ——

w17 «

Petitioner's Assertion and Request

D. Steam Generator Tubes. In response to concerns raised in Sierra
Club’s petition at gla, D, ¢ and #3 regarding in-service inspection
standards and specifications for tube rejection, staff simply renumerates
the current standards and RGA4E procedures. There is no recognition

by staff that the inability to anticipate the January 25th tube burst,
despite recurrent problems-in wedge area #4 and eddy current indication
in April, 1981, for the tube that later burst, should be a warning

that the standards are not adequate. The Sierra Club is concerned

that staff has avoided dealing with the implic “ions of the tube burst
ang urges the Commission to review the adequacy of these standards.

Response:

The adequacy of the eddy current test procedures, data evaluation, and
calibration standards were reviewed by the NRC staff and by an expert
consultant to the staff who was present at the Ginna site. The results
of this review and our conclusions are described in cetail in Section

5.2.4.1, 5.3.1.2, 5.4.3 of the staff's SER (NUREG-0915),

The 1idte cause of the tube rupture occurrence was excessive tube

1
‘

wall penetration by a smocth fretting type wear flaw which lead to 2
pressure burst of the tube. Such 2 smooth or gradually tapered flaw
may produce little or no signal on the differential channels depending
on the degree of smoothness or taper. This type of flaw will produce

a cdetectable signal on the absolute data channels. However, the staff
believes that special calibration standards with simulatec wear defects
should be employed in addition to the standards required by the ASME
Code to ensure a conservative interpretation of signals produced by
.uch defects and is including these standards in its ceneric review of

the Ginna event.
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Calibration standards with simulated wear flaws had not been usid during
the previous inspection in April 1981, The tube which later ruptured in
January 1982 had not exhibited 2 differential signal in April 1981, but
did exhibit an absolute signal which was interpretable as less than 2 20%
through-wall penetration using ASME Code calibration standards, Given the
present knowledge that the:tube was degraded by a smooth fretting type
wear flaw, the less than 20% interpretation of the April 1981 signal is
likely to be non-conservative. This signal is interpretable as a slightly
greater than 40% through-vill indication using calibration standards

with a simulated wear f aw. Thus, we expect that this tube would

rave been plugged in April 1981 had this standard been used to evaluate

the signal on the absolute channel.

The eddy current inspections conducted subsequent to the rupture occurrence
employed both differential and absolute mode inspection. Wear calipration
standards were also emplioyed during this inspection. We believe these

ingspections were acequate to detect any tubes with the type of flaw which

caysed the tube rupture,

Regarding the 40% plugging limit, the 1imit has been ceveloped to assure
tnat there is sufficient remaining wall thickness to preclude rupture
over the full range of normal and postulated accicent conditions., This
1imit makes allowance for approximately 10% additional throughwall
penetration prior t0 perforning the next inspgction of the tube. This
allowance is generally adequate based up6n operating experience. rowever,
due to the presence of loose parts, the cdegradation rate for the tube
which ruptured was apparently much higher than what is allowed for

in the plugging limit. Thus, it is necessary to eliminate the conditions



for continuing the degradation mechanisms which led to the rupture,

in agdition to performing eddy current inspections and plugging .use

tubes that exceed the plugging limit. This was the objective of the

repair program conducted.at Ginna following the rupture occurrence.

The repair program (disc&ssed in Section 5.5 of the staff's SER)

included the removal of all foreign objects and loose parts are the

removal of previously plugged tubes which could potentially cause .
camage to adjacent tubes. Thus, we do not expect further pro-

gression of the impact and wear damage from foreign objects which

had been occurring for several years up to January 25, 1982.

Fetitioner's Assertion and Request

€. PORV. The Sierra Club raised the concern that the PORV is not required
to be safety grade in fts petition at #7 and asked for staff review in lignt
of the Ginna accident and the failure of the PORV. Staff has responced

that a generic study is underway. (Denton response of May 22, page 5) The
fact that a specific cause has been determined for the Ginna PORV failure

in no way obviates the imoortances of making the PORV safety grade. How
many accidents involving a malfunction of the PORV need to take place before
tne staff determines that ‘hese valves need to be upgraded? This question
is ripe for Commission consideration,

Response:

It is uncertain whether upgrading the PORV to safety grade will provide

the desired improvement in the ability of a PORV to reclcse following an
autometic or manual opening., Operability tests conducted by EPRI on .
PORVs, similar to those conducted for safety valves which are safety

grade, have demonstrated acceptable performance. However, some failures

to reclose have continued to occur in power plants.

-
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Although PORV failures are undesirable from an operational standpoint,
it is not yet clear whether such failures pose an unacceptable risk
to public health and safety. For example, if PORV failures are not
considered to increase thf probability of core melt, then upgrading
may not be warranted. Tﬂe staff study acknowledged in the May 22
Director's Decision is nearing completion and the staff's

recommendations will be presented when the study is completed.
I,

Ms. Caplan urges, "Where generic investigations are noi already underway,

we hope that the Commission will institute such proceedings so that the
"lessons learned” from the Ginna accident will not be lost.”

The Commission staff has initiated a study of the matters affecting steam
generator tube degradation and steam generator tube rupture (SGTR) events
which may have generic applications. The scope of the information being
considered for these studies includes the Ginna STGR as well as three pre-
vious domestic SGTR's, the results of ongoing staff stucies regarding tube
degracation, and recent steam generator operating experiences, including
foreign experiences, where available. Results of this study may fall into
one of three areas: (1) they could be applicable to already ongoing staff
generic efforts and the lessons learned from the study are therefore planned
to be factored into those ongoing studies, (2) the results could define
areas ;nich require furthér evaluation by t;e staff prior to determining tge
actions needed to respond t0 the subject, and (3) the results might be
jdentified as candidates for generic aﬁplication to all pressurized water

reactors and are therefore being subjected to value/impact analyses and
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further review by the staff to determine which candidates will be applied
as generic requirements. The process for this latter category is currently

underway and is expected to be completed in late 1982.

For the reasons and-‘under the conditions described in the staff's
restart SER (NUREG-0916), the R. E. Ginna plant can be operated without
undue risk to public health and safety. Although additional analyses and
studies of such fSSUQS.aS pressurized thermal shock, steam generatoer
degradation and tube rupture transients are underway, Ms. Caplan's letter
provides nc new information that would lead the staff to alter its con-
clusions in NUREG-0916 or that would require suspension of plant operation
pending the completion of ongoing and planned studies. Therefore, ! have
determined that nc adequate basis exists for ordering the suspension of
the operating license for the R, E. Ginna Nuclear Power Plant. Consequently,

Ms. Caplan's request is denied.

A copy of this decision will be filed with the Secretary for the
Commission's review in accordance with 10 CFR 2,206(c). As provided in
this regulation, the decision will become the final action of the
Commission twenty-five (25) days after issuance, unless the Commission,
on its own motion, institutes review of the decision within that time.

A L

Harold R. Denton, Director .
Office of Nuclear Reactor Regulation

Dated at Bethesda, Maryland
this 8th day of October 1982,

Attachment:
Figure 1
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UNITED STATES NUCLEAR REGULATCRY COMMISSION

DOCXET NO., 50-244

ROCHESTER GAS AND ELECTRIC CORPORATION
R, E. GINNA NUCLEAR POWER PLANT

ISSUANCE OF DIRECTOR'S DECISION

.
UNDER 10 CFR SECTION 2,206

On March 11, 1982, (47 FR 14988, April 7, 1982), Ms. Ruth Caplan, Chair,.
Sierra Club, filed a show cause petition with the Nuclear Regulatory
Commission's (NRC) Office of Nuclear Reactor Regulation (the staff) requesting
that the operating license for the R, E. Ginna Nuclear Power Plant, located in
Wayne County, New York, be suspended or, in the alternative, permission to
restart the reactor be withheld, until critical safety issues were reviewed
relating to the January 25, 1982, steam generator tube rupture event. The
petition was considered under 10 CFR Section 2.206.

On May 22, 1982, the Director of Nuclear Reactor Regulation denied the
portion of Ms. Caplan's request relating to suspension of operation. However,
the Director granted the petitioner's request that the staff review include
and consider specific areas detailed in the petition prior to restart of the
Ginna plant. The documentation of this review is contained in NUREG-0916 [See
Director's Decision DD-82-03, 15 NRC ___ (May 22, 1982)].

By letter dated June 10, 1982 Ms. Caplan requested that the Commission
exercise its authority under 10 CFR 2.206(c,) to review the issues raised ip
the petition datec March 11, 1982, The Commission referred Ms. Caplan's
June 10 request to the staff for consideration under the provisions of 10 CFR

Section 2.206 of the Commission's regulations.

-
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Upon review of information pertaining to the concerns at the Ginna plant
and the information provided by Ms. Caplan, the Director aof Nuclear Reactor
Regulation has determined that {ssuance of an order to show cause why the
operating license for the §1nna plant should not be suspended 1s not warranted,
Accordingly, Ms. Caplan's bune 10, 1382 request has been denied.

The reasons for the cden‘al are explained in the “Director's Decision”
under 10 CFR 2.206 (DD-82-11), as supported by DD-82-03 dated May 22, 1982
and the safety evaluation contained in NUREG-0916, which are available for
public inspection in the Commission's Public Document Room, 1717 H Street,

N. W., Washington, D. C. and at the Local Public DQCumeét Room at the
Rochester Public Library, 115 South Avenue, Rochester, New York 14604,

A copy of the decision will be filed with the Secretary for the
Commission's review in accordance with 10 CFR 2.206(c). As proviced in this
regulation, the decision will become the final action of the Commission
twenty-five (23 uways after is.uance unless the Commission, on its own motion,
institutes review of this decision within that time.

Datec¢ at Be:nesda,‘Mary1and. this Sth day of October 1982,

FOR THE NUCLEAR REGULATORY COMMISSION

Wy

Harold R, Denton, Director
Office of Nuclear Reactor Regulation
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(Affirmation)

The Commission
Martin G. Malsch, Deputy General Counsel

PENDING COMMISSION PROCEEDING CONCERNING
RENEWAL OF BYPRODUCT MATERIALS LICENSE
OF SELF-POWERED LIGHTING, INC.

On April 2, 1982, the Commission
instituted a proceeding to consider
whether the staff had decided correctly
that the byproduct materials license of
Self-Powered Lighting, Inc., (SPL)
should not be renewed. Under its
license, SPL, which is located in the
Agreement State of New York, is
authorized to distribute self-luminous
gunsights containing tritium under 10
CFR 6§ 30.19 and 32.22.

As is explained in the attached proposed
order, the staff originally had
indicated that because SPL sought
renewal with a condition limiting
distribution to certain users, the State
of New York was the proper licensing
authority. In the course of the
proceeding, however, the staff decided
to renew the existing SPL license and
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include the condition limiting
distribution, The staff also asked that
the Commission's proceeding be dismissed
as moot.

‘ We believe that

]
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Recommendation:

| \‘
' / . I' ' V’ ( :
Martin G. Malsch
Deputy General Counsel

Attachment:
Proposed Order
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Commissioners' comments should be provided directly to the
Office of the Secretary by c.o.b. Wednesday, November 10, 1982,

Commission Staff Office comments, if any, should be submitted
to the Commissioners NLT Wednesday, November 3, 1982, with an
information copy to the Office of the Secretary. 1If the paper
is of such a nature that it requires additional time for
analytical review and comment, the Commissioners and the
Secretariat should be apprised of when comments may be expected.

This paper is tentatively scheduled for affirmation at an Open
Meeting during the Week of November 15, 1982. Please refer to
the appropriate Weekly Commission Scheduled, when published,
for a specific date and time.
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