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ROCHESTER GAS AND ELECTRIC CORPORATION e 89 EAST AVENUE, ROCHESTER, N.Y. 14649°0001\y‘\;1

B TELEPHONE
AREA CODE 16 546.2700

February 23, 1990

Mr. William T. Russell

Regional Administrator

U.S. Nuclear Regulatory Commission
Region I

475 Allendale Road

King of Prussia, PA 19406

Subject: Response to Inspection Report 50-244/89-16
Notice of Violation
R. E. Ginna Nuclear Power Plant
Docket No. 50-244

Dear Mr. Russell:

The enclosed response to the Notice of Violation contains
our response to Violation 89-16-01 from the inspection at the
R. E. Ginna Nuclear Power Plant from November 7 through December
11, 21989. The attached response includes Human Performance
Evaluation System (HPES) investigation information and our
corrective actions. Our long-term corrective actions have been
determined to address the repetitive nature of these concerns,
and the need for increased management attention.

Very truly yours,

Robert C. Mecredy
Division Manager
Nuclear Production

xc: U.S. Nuclear Regulatory Commission (original)

Docgmenz Control Desk
w i ;D 20555
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RESPONSE TO NRC INSPECTION REPORT 50-244/89-16

EN

-

Routine Inspection Report 50-244/89-16, Appéndix A, stated in part:

" puring an inspection at the R.E. Ginna Nuclear Power Plant from
November 7 through December 11, 1989, the following violation was
identified in accordance with the NRC Enforcement Policy (10 CFR
2, Appendix C). ’

Technical Specification 6.8.1 requires in part that written

procedures shall be established, implemented, and -maintained .

covering activities referenced in Appendix A of Regulatory
Guide 1.33, November 1972. Activities referenced in Appendix
A include maintenance and equipment control. :

Ccalibration Procedure (CP)-410A, Calibration and/or Main-
‘tenance of Saturation Temperature Monitor System "B" Loop,
requires restoration of the test switch to the original

position. 1In addition, Administrative Procedure (A)-1408,.

Independent Verification, and Procedure A-52.4, Control of
Limiting Conditions For Operating Equipment, require in-
dependent verification, by observation of proper indication
or response, following alignment and restoration of equipment
required by technical specifications.

Contrary to the above, on November 17, 1989, following
maintenance on the /B’ loop saturation temperature monitor
required by TS 3.5.3 using CP-410A, the test switch was not
restored .to the original position and did not receive
independent verification of instrument response or switch
position."® . ’

Rochester Gas and Electric concurs with the above violation
as described.







1. Reason for Violation

A Human Performance Evaluation System (HPES) investigation was
conducted on this event. A Causal Factors Chart has been prepared
and is attached. The concept of barriers and defense in‘'depth to
ensure safe operation and maintenance of the plant was challenged
by this event. The HPES investigation identified numerous
Specific Barriers that were meant to ensure correct performance
.of CP-410A, but in varying degrees were ineffective in preventing
this event. .

”

. our analysis of this and other similar events points to
three Primary Root Causes.

3

* Inadequate procedural direction

* Ineffective statement of station policies, co-
mmunication, and follow-up of these policies \

* Lapse -in the "good work practices" of some
individuals

2. Corrective Actions Taken and Results Achieved

A. While performing Main Control Room channel checks, the
operators discovered the 1B subcooling monitor indicator
pegged high. Instrument and Control Technicians were
called in for troubleshooting and found the test switch
not  in the required position. . The test switch was
repositioned, the monitor’s restoration and indication
was verified and the monitor was returned to service.

B. Operations and Maintenance personnel have received "A"
procedure training that highlights A-1408, "Independent
Verification" requirements and A-503, "Procedure Ad-
herence". -

C. Meetings were held with each operating shift, selected
discipline and Administrative groups. The HPES in-
vestigation was discussed with each group in detail,
using the Causal Factor Chart as a presentation aid.
These discussions focused on:

* Barriers and defense in depth -

* Work group interfaces

* Management communication of policies, and
follow-up for effective implementation

* Importance of the independent verification
Process in daily plant operation

* Corrective -Action Plan and specific roles for
each work group -
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Management conducted a group meeting with the three
Operators and the three I&C Technicians that were involved
in this event. This meeting addressed What, Why, and
Under What Conditions events occurred from the perspective
of each participant. The focus was on understanding the
event and establishing a basis for Corrective Action to
prevent recurrence.

A memo to all Maintenenance personnel, dated February
06 1990, provides instructions to ensure that the latest
revision of the implementing procedure is in the work
package and that the procedure has been marked up for
independent verification of restoration steps as applic-
able. A read and acknowledgement sheet was included
with the memo, to ensure the.memo was understood.

Good work practices have been re-emphasized in Section,
Foreman, planning, and Shift Supervisor meetings.

Also, as noted in the RG&E response to Inspection Report
89~-15, directions have been provided to Operations
personnel concerning improved on-shift attention to
detail, improved in-depth communications and acknowledg-
ement of responsibilities for return of equipment to
service.

CP-410A ‘and CP-409A have been deleted to prevent use of
these deficient procedures. The new Procedure Upgrade
Program (PUP) procedures for calibration of the Saturation
Temperature Monitor System are in draft form, ready for
review, and will be available prior to next scheduled
use. This upgrade corrects multiple action steps, lack
of independent verification, inadequate technical
content, lack of proper warnings, cautions, and notes
and improves on overall procedure format and performance.

Label requests were initiated and compieted for test -
switches TS-410A-1 and TS-409A-1l. .Also, a Drawing Change
Request was initiated to revise Foxboro’s drawings CD-11

" and CD-21 to clearly identify the test switches. Other

protective system rack drawings were reviewed for test
switch installations similar to TS-409A-1 and TS—-410A-1
and none were found.






cOrrective‘ Steps Which Will Be Taken To Avoid Future

The Procedure Upgrade Program (PUP), for calibration
procedures is in progress and on schedule for a 1990
completion. The remaining maintenance procedures to be
upgraded are scheduled to be completed in 1992. This
upgrade program address industry recognized procedure good
practices in terms of ‘content, format, and process.

A Task Force will be formed to focus. on problems as-
sociated with procedure adherence,- system alignments,
independent verificaton, and their repetitive nature.
The Task Force goal will be to eliminate these conditions.
Th:.s task force will report to the Plant Manager.

A request for a Training Effectiveness Evaluation on "A"
Procedure training was generated by the Plant Superinten-
dents. This evaluation. is,currently being performed by
the Training Evaluation Group, and will be completed by
March 02, 1990. The Request focused on the following
areas:

1. How effective were the Station personnel in
communicating plant needs to the training groups?

2. How effective is the training process as it was
applied to training on "A" procedures?

This evaluation will assist the Task Force 'in assess:.ng
the effectiveness of Plant and Training Organization
interfaces. This will provide information for potential
changes in the training process and the training programs
that address procedure adherence and independent verific-

ation.

A Tralnlng change Request (TCR) was submitted requesting
training for I&C personnel concerning the Saturation
Temperature Monitor System interrelationships.

As noted in the RG&E Response to Inspection Report 89-15

"Administative Procedure A-52.4 "Control of Limiting
Conditions for Operatlon" has been changed to further
delineate expected actions of personnel for return to
service of previously inoperable equipment. Specific

_ examples are utilized within the body of the procedure to

reinforce these requirements."

This procedure change is currently awaiting PORC approval
following comment resolution. This approval will be
completed by March 09, 1990.
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F. Utilize the Quality Performance Organization to aid
management by providing a special assessment as feedback
on the effectiveness of procedure adherence and 1ndepen-
dent verification procedures and activities.

The Date When Full Compliance Will Be Achieved 7

Full compllance was achieved November 17, 1989, when the
test switch was repositioned, the monitor’s restoration and
indication was verified, and the monitor was returned to
service.

RG&E recognizes the need for increased management attention,
due to the repetitive nature of problems associated with
procedure adherence, system alignments and independent
verification. Our goals are to eliminate incorrect system
alignments, and assure independent verification whenever
specified. We have made progress toward achieving this
goal, and are continuing to reinforce our corrective actions
on an urgent basis. Any future inadequacies in procedure
adherence, system alignments, or independent verifications
will be dealt with on a case-by-case basis and will be
thoroughly investigated. Any necessary follow up actions .
including procedure corrections, policy clarJ.f:Lcat:Lons, or

“individual counseling will be taken.






Training on A-
Adherence Requirements™ and wor
group discussion of 6/29/89 memo
referting to new requirement on double
signoff was not effective.

Training on A-1408 “Independent
Verification™ was not effective. (Note:
12/15/80 letter to NRC committed RG&E

lant Procedure
k CAR 1990

to perform verification of correct
performance.

E Maanagement communication and follow-up

on A-503 and A-1408 did not occur.

Maintenance memo of 6/29/89 follow-up
mectings with shops not held.

Double sign-off steps should have been
identified in planning, but were not.

" -

NRC Inspection Report 50-244/89-16
Violation 01

w

HPES 90-01; “CP-410A Test Swit

Returned"”

Procedure design:

Test switch is not called out.

In step 5.6.7, three actions are -
.. required: -

* Disconnect equipment

* Restore module to operation

* Restore test switch

5.6.7 '_l;on uul; bottom of a

page. Tum e for 5.6.8,

which may be g:lg of

sequence—or not required? -
The same function performed

in second “and” of 5.6.7.

JOBSTART 73512, Tech 1and Tech 2 ook out  13=13, Tech 12and Tech2hada w4, Calibration steps completed. Te i 6. iy i . % conti
Ll-—-.g,,;;f 0 VLT ‘W;:‘E? -52.4, “Control of Limiting '5:3 problem understanding step EgéﬁAdf'ustmenu ng;‘ mqm};cd. 5. ﬁz?c;x ::ﬁlt:xsnss( fl‘;r:e@s?cps 36, Tech } contioues siep 36.1: g;mnw’
;'?' .5\'.#32:?# i ;\T;e%-"c«;é&"“ +5Conditions for Operating Pz 45.6. Unclear directions for 22 ¥4 Calibration ok. naccted by two “ands”™: 3 ...and restore module to normal 4
R gt ;E{',..,g\ ) 5.'3;53;5. e Fo(IEquipment.” 93::3; cp 5.6.3% of the procedure. EX37F R zR ' C R operation aod restore.-" 3
= SR i}:‘: SRR i‘f u..‘i. ij—-’;j' LA IR S :‘g"’%&&opgﬁ and discussed. §§w, .&fz- 2 : Disconnect all calibration |y >
. AR AR )gﬁm-;:;g@m}a AU T PR AR A % quﬁ"u uipment and restore...” WA Reconnects leads, thea 4
R LRI O BZASTRAE *-‘M@@a ;;L&:b,ff‘: TR ~{Reviewed logic and agreed to 1« %2_;: ;,Wﬁiq'% Aot ; ¥ independently verify tightness of

1 Events that occurred on ‘gbj%;g Sﬁféjg '?Pi};b}'g proceed past 5.6.3. 7 gﬁ? % 5 ech 1 disconnects test 181l ieminals.” - :
. Wl osgosE bl 4P N R S RO AT TN AT o1 8 Ly o "
Friday, November 17, 1989 @?mg: SO e )@,«K,;g«ia’:,%% 2eas ;ﬁ‘?é‘{k‘"’ vipmeat. e 0 65 s rodundat of middl |
S T N I e S S B s e 9 ; TEees 5.
e e S S ¥ T ot otsep s 67 Qw1 -
oedi 09:00 hours  sinir . v et 10:17 hours S ESTRENE £ 808 Aflterlunch = 3% o, - 2 o SREN - RIFRBATICDISAHUSIITIRICHE "1V DFTRCTI I TI
* CP 409A and CP 410A arc done only Forsteps 5.6.0—5.6.6, Tech 1 ) During the course of the day’s To “restore module™ raeans to
once a year. - was in Relay Room and Tech 2 work, Tech2splithis time reconnect leads, Takes 3—imin. -
. in the Control Room? = between tbe Relay Room and Checks tightness of tezminals.

CP 410A was originally scheduled for . the Control Room. Tech 1 Moves on to step 5.6.5—top of a

Techs A & B, but they were called away spent the entire day inthe new page. 5.6.8 states “Connect

on another job. Tech 1and Tech 2 took Relay Room. leads 10 pair terminals from

over the cart at approx. 09:00 hrs. \églcl‘xclhey were rlgmcved.

- eck tightness of 2l :erminals.” -

Neither Tech 1 nior Tech 2 had done . s .

CP-410A before. (Tech 2 had done - : Wonders: Is 5.6.8 par: of “restore

CP-409A as part of 1989 Outage.) ) . grxodulgbl? normal operation™? It

. . is ! re

Techs and planners were trained on *5.63 “Hold the voltage constant linm;s gf?c[ac::r::;:?s;?: l‘hiﬂ

Foxboro Spec 200 modules by the across pair terminal #1 third “and™ of 5.6.7.

vendor. (approx. 4.5 VDC) and

increase the voltage across pair -
The 1&C Planner was not in that day. terminal #3 until the alam KEY
A backup planner handled the planning. . actuates, The alarm is 3 low
differential temp. alatm and -
ﬂ No “tailgate session™ (discussion actuates when the difference Broken :‘ Intact
i between planner and crew) was held. - b“l“'“l“ ‘hﬁz voliages is = 1.0 barmier [ barticr
’ . volt =.1 volt.” ’ M

’






Switch funﬁl called oui

in training. 1&C training stops at

the Spee 200 level. No uzining 1o
address the unique RG&E
features, such as the 1estswitch,
‘ot how these modifications affect
the plant operation.

System training for 1&C covering
T SAT (temperature differential

system) to include function of the
test switch was not done.

Test switch is not directly labeled.

Switch is a unique Ginna Station

Switch was installed in 1935 as p;n ofa
modification for the R&T for monthly

reactor trip breaker testing.

Switch is called different names by different

plant groups. .
Test switch is not fail-safe.

Test switch is located near the bottom of the
rack—not near the equipment being serviced.

Test switch is not considered part of the Spec

200 module for I&C purposes.

Of up 10 20 modules in this rack, this is the

only loop with a test switch.

There are onlﬁ switches of this type in the

-

.
=

-

Procedure A-52.4 as writtcn and as
* practiced may be unclear and open
to interpretation. |

HPES 90-01: “CP-410A Test Switch Not Re_tur%
. CAR 1990 :
NRC Inspection Report 50-244/89-16
Violation 01

" entire plant, There are approximately 200 . Issues: )
similar modules in the plant. cquired to sign . * Who is responsible? .
THIS IS AN EXCEPTION. " » What is everyonc responsible for?
. 7. Last pantof s12p 5.6.7: 7:8, Continued procedure through [i+9, Tech 1: i 10.Tcch 1 calls I&C Shop. §¢]11.A-52.4 also signed off by: 112, [} New shift docs ;g‘f;
) .  Zrerstep 5.9.5, a logical stopping [ 0 ;‘;"m g‘ﬁ'fi procedure 0-6.13. kﬁ
i - -3nd restore testswiteh to [z point, 7 ..Cleans up job site. “Tech 3 takes call. He goes  ['¢hsat e Head Control Operator &3 5pd U
< otiginal position.” 5 S ik ot sto the Control Room and ;%5 Control Room Foreman T_:&:' i Loop 1B subcooling 3
P2 TaTech 2 leaves for doctor’s 'g 2% :Retums 1o shop. b2 gions off the A-52.4. » Shift Supervisor i 75 Bl indication pegged high. o
.NOT PERFORMED! £3-3ppointment. ZNY) ., o Pt . ;'i-k,‘@ “ei o
CANATIAE L S s aneia S e a1 Goes to Control Room to T % <Tech 1 signs off the A-52.4, |3 ¥E=siDeclared operable at 15:00 “ﬁ"ﬁ ] A-251“Ginna Swation  §,
2 : :?5’ *"}:{2.{&1:%:5&;‘ ;.‘_«l:‘l‘car the é;52.4 “Controlof {- ret N urs. Lﬁ‘gi EventRepont™filed. ¢
o3y e LA DA A 3T Y e e N T Limiting Conditions for« ¢ - T2&They leave together, S e e £ s Re et g, . e
ShEa ST EEAE SR Gperain o St e PO IR Nev A s, B
i e R e e g e ey ! Sy AR S A T
o SSRGS ~14:4S hours iR SRR e Ty GO 0 - R S . ASRE X 15:00 hours }33 - 4 Sx¥rHEY.  16:10hours- -, =
Possible interruption—Tech2 ~ Tech2had beeninand outofthe  Tech 2 gone to doctor and A-52.4,step 3.9 for Good work practice not followed,  1&C Planncr was contacied
returns to Relay Room? Control Room during the day. unavailable to sign off the, verification of operability, : at home. He knew about the
. . A-524. was not petformed correctly. Operations did not check instru- test switch and surmiscd that
; CP410 Tech 1 was in the Relay Room. mentation in the Control Room. it was the problem.
567 e 3 A, sicp . ) operability of equipment is
sv'vilch'l.:grimm test , Entire procedure was not completed. not demonstrated by
' tforming a PT, an opcrator Friday afternoon 3:00 p.m.
was not performed. 'gcch 2 ;v;.%n gc ComrcilI Room gvcill veriff the valve l&ce up,”) riday a p
uring 5.7.47 Not sure. However, switch and breaker position. ing i d.
Double verification “witha , he did not check instrumentation ' " postion- Going into a weekeo
g‘y)ulg? checl; (l:) l;)cer};_;rrl;gri'l:;d relating Lo steps in 5.6. Good work practice not Coming up on a shift change.
the procedure™ was not done. Tech 2did not do a walk-down il
, inspection or check the Control -
Step 5.6.7 was not slasbed in - Roogn imtmx_ncmalion prior to 1&C did not check instrumen-
 pla per leaving for his doctor’s appointment. tation in the Control Room. KEY
to indicate that double sign-off
m practices (instrumentation
c walk-down, noting ‘as found’
Techs were not aware of this and ‘as is” conditions) wgm not E;x?r‘::: };:‘alr;:fér
specific (double verification) followed. .
situation for step 5.6.7. . .







