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December 12, 2019 
 

UNITED STATES OF AMERICA 
NUCLEAR REGULATORY COMMISSION 

Before the Commission 

In the Matter of ) 
) Docket No.  72-1051 

TEAM Industrial Services, Inc. ) License No. 42-32219-01 
Alvin, Texas ) EA-18-124 
 ) 
 

TEAM Industrial Services, Inc.’s Answer and Request for Hearing 
 

Pursuant to 10 C.F.R. §§ 2.202(b) and 2.205(d), and Section V of the September 20, 2019 

Order Imposing Civil Monetary Penalty,1 TEAM Industrial Services, Inc. (“TEAM”) hereby 

provides its answer to the Order and requests a hearing on the Order.  As detailed below, TEAM 

disputes the NRC’s characterization of the events at issue that formed the NRC’s alleged basis 

for issuing the Order.  The NRC claims that two TEAM personnel engaged in deliberate 

misconduct, but that is incorrect.  Rather, an inadvertent mistake occurred.  Absent deliberate 

misconduct, there is no basis for the NRC to sustain the Order.  TEAM, therefore, does not 

consent to the Order and requests an adjudicatory hearing seeking dismissal of the proceeding.   

I. Background   

A. Inspection of August 27, 2019 

TEAM is a leading industrial services company offering an array of specialized services 

related to the construction, maintenance, and monitoring of pressurized piping and associated 

systems.  TEAM holds NRC materials License No. 42-32219-01.  Relevant here, TEAM 

                                                 
1 Letter from S. Morris, NRC Regional Administrator, to D. Tebo, TEAM Corporate Radiation Safety Officer, 

Subject:  Order Imposing Civil Monetary Penalty - $14,500 (Sept. 20, 2019) (the “September 20 NRC Letter”) at 
Enclosure, p. 3.  The Enclosure to the letter is seven-page Order Imposing Civil Monetary Penalty (the “Order”).  
Attached to the Order is a four-page document entitled “Evaluation and Conclusion.”    
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employs over 1,000 radiographic technicians nationwide, whose responsibilities include using 

radiographic exposure devices to examine industrial piping and associated systems.   

On August 29, 2017, two TEAM Radiographers were assigned to perform an inspection 

job aboard the naval vessel USS Harpers Ferry, which  required the use of a radiographic 

exposure device.  The exposure device being utilized was a QSA Global Model 880 Delta, which 

by design incorporates three independent locking mechanisms to prevent accidental movement 

or exposure of the source.  The three locking mechanisms include: 

1. A positive locking mechanism (slide bar) that secures the source assembly in the 

exposure device and prevents movement of the source.  This is the first of the 

three locking mechanisms used to secure the radiographic source.   

2. A selector dial that prevents movement of the positive locking mechanism until 

time to expose the source. The selector dial has three positions: lock, connect and 

operate.  This is the second of the three locking mechanisms to be engaged when 

locking the device.    

3. A keyed “plunger” lock that prevents the selector dial from being rotated and is 

the third and final locking mechanism to be engaged when locking the device.   

The following depicts the three locking mechanisms at issue:   
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Upon arrival at the jobsite and prior to boarding the ship to conduct the work, the 

Radiographers removed the device from the mobile darkroom and proceeded to complete the 

required daily equipment inspection.  Radiographer “A” unlocked the plunger device, turned the 

selector dial to connect, and removed the rear cover plate to inspect the lock assembly and source 

connector in accordance with the required inspection.  Radiographer A then completed the 

inspection and started to secure the device, including replacing the cover place and rotating the 

selector dial to the lock position.  While securing the equipment following his inspection, 

Radiographer A inadvertently did not re-lock the plunger mechanism.  Radiographer “B” then 

took possession of the device and carried it aboard the USS Harper’s Ferry.  Once on board, 

Radiographer B was made aware that the plunger was in the unlocked position and then 

immediately locked the plunger.  There was no intent to carry the device aboard the vessel in a 

partially unlocked state. 

As a result of two of the exposure device’s three independent locking mechanisms being 

secured (the slide bar and the selector dial), at no time during the daily inspection process, or 

Selector Dial 
Slide Bar 

Source Assembly Cover 

Figm·e 1: 880 Delta Lock Assembly 
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during the relocation of the device from the truck to the naval vessel, was the radiographic 

source in an unsecure mode, nor was there any risk of exposure to personnel.2 

II. NRC Enforcement Action 

As explained in the Order, the NRC conducted an investigation into these events and 

found that TEAM “had not conducted its activities in full compliance with NRC requirements 

associated with transporting a radiographic device in a locked configuration.”3  The NRC 

investigation found that “two Team Industrial employees appeared to have deliberately failed to 

follow procedural requirements when unlocking and relocating a gamma exposure device, which 

caused Team Industrial to be in violation of Condition 25 of its license.”4   

On January 4, 2019, the NRC sent a Letter to TEAM with the results of its investigation.5  

The January 4 Letter “provide[d] a summary of the facts of the case and the basis for the NRC’s 

concern that deliberate misconduct may have been involved.”6  In the attached “Factual 

Summary of NRC Investigation Report 4-2018-002,” the NRC asserts in relevant part that:  

[Radiographer B] testified that prior to taking custody of the device and boarding 
the USS Harpers Ferry, [Radiographer B] questioned [Radiographer A] as to the 
locked status of the devise.  In response, [Radiographer A] unlocked the device in 
the line-of sight of [Radiographer B].  [Radiographer A] also admitted to 
unlocking the device prior to [Radiographer B] handling it.  Both [Radiographer 

                                                 
2  Additional steps are required to expose the source, and each step must be done in order before proceeding to the 

next step.  These steps include connecting a drive cable to the source assembly and the drive assembly to the 
exposure device; connecting a guide tube to the exit port of the device; rotating the selector dial to the operate 
position; and engaging the slide bar.   

3 Order at 1.   
4 Id. 
5 Letter from T. Pruett, NRC Director, Division of Nuclear Materials Safety, to D. Tebo, TEAM Corporate 

Radiation Safety Officer, Subject:  NRC Inspection Report 030-35252/2018-003 and NRC Investigation Report 
4-2018-002 (Jan. 4, 2019) (the “January 4 NRC Letter”).   

6 Id. at 1.   
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B] and Radiographer A] testified that they were aware that the device was 
required to be locked when relocated to a new location.” 

The Office of Investigations also interviewed the Team Industrial Radiation 
Safety Officer, who testified that immediately after the incident, [Radiographer B 
and Radiographer A] explained that they had unlocked the device in order to save 
time.7  

The “Summary of Apparent Violation” enclosed with the January 4 Letter states in relevant part,  

[O]n August 29, 2017, the licensee moved a radiographic exposure device to 
another physical location and failed to ensure that the device was placed in the 
fully locked position.  Specifically, the radiographers carried the radiographic 
exposure device from the location of their truck, at the pier, to on board the USS 
Harpers Ferry.8 

TEAM responded to the January 4 NRC Letter by letter dated February 6, 2019.9  TEAM 

explained that, based on the results of its own investigation,   

[A] violation of Team’s Operating and Emergency Procedure 30.J.2 did occur in 
that the exposure device was transported from the truck at the pier to aboard the 
USS Harpers Ferry without being in the fully locked condition.  However we do 
not consider this to be a deliberate misconduct violation as there was no willful 
intent involved.10 

The TEAM February 6 Letter further explained that (1) the violation resulted from a 

Radiographer’s failure to fully lock the exposure device following a daily, pre-job inspection of 

the radiographic device; (2) the daily inspection was performed at the Radiographers’ truck, 

rather than aboard the USS Harper’s Ferry, to save time once they were aboard the USS Harpers 

Ferry; (3) as part of the inspection, the plunger was unlocked to verify its proper operation, but 

unfortunately Radiographer A failed to relock the plunger prior to moving it from the truck; and 

                                                 
7 Id., Enclosure 1 at 1.   
8 Id., Enclosure 2 at 2. 
9 Letter from D. Tebo, TEAM Corporate Radiation Safety Officer, to NRC, Subject:  Response to an Apparent 

Violation (Feb. 6, 2019) (the “February 6 TEAM Letter”).  
10 Id. at 2. 
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(4) there was no intent to leave the device in a partially unlocked state prior to boarding the USS 

Harpers Ferry.11  

On March 8, 2019, the NRC issued a written Notice of Violation and Proposed 

Imposition of Civil Penalty to TEAM.12  The March 8 NRC Letter states that the NRC “found 

sufficient evidence to conclude that the radiographers deliberately transported an exposure 

device in an unlocked configuration contrary to Operating Procedure 30.J.2 of License Condition 

25.A.”13  In addition, the NRC explained that the “violation involved the failure to fully lock a 

radiographic exposure device prior to its relocation to another physical location,” which the NRC 

considered “significant because an important safety barrier was not in place while the exposure 

device was being hand carried aboard a U.S. Navy ship, which could have resulted in an 

inadvertent exposure, and because it was a willful violation.”14  The NRC thus categorized the 

violation as Severity Level III.15  The NRC also stated that it would consider a base civil penalty 

in the amount of $14,500 for the violation.16    

TEAM responded to the Notice of Violation and proposed civil penalty by letter dated 

May 23, 2019.17  In its response, TEAM disputed the NRC’s willful characterization of the 

                                                 
11 Id. at 1-2.   
12 Letter from S. Morris, NRC Regional Administrator, to D. Tebo, TEAM Corporate Radiation Safety Officer , 

Subject: Notice of Violation and Proposed Imposition of Civil Penalty:  NRC Inspection Report 030-35252/2018-
003 and NRC Investigation Report 4-2018-002 (Mar. 8, 2019) (NRC ADAMS Accession No. ML19066A206) 
(the “March 8 NRC Letter”).   

13 Id. at 1.   
14 Id. at 1-2. 
15 Id. at 2. 
16 Id. at 2. 
17 Letter from D. Tebo, TEAM Corporate Radiation Safety Officer, to NRC Director, Office of Enforcement, 

Subject:  Answer to Notice of Violation and Proposed Imposition of Civil Penalty (May 23, 2019) (NRC 
ADAMS Accession No. ML19199A073) (the “May 23 TEAM Letter”). 
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underlying violation, and explained that it was the result of human error made in completing the 

daily inspection process.18  TEAM explained that Radiographer A conducted the daily inspection 

at his truck in order to save time from having to complete the task once on board the USS 

Harpers Ferry.19  However, Radiographer A inadvertently did not fully engage the plunger lock 

on the device at the end of required inspection, and then handed off the device to Radiographer 

B, who hand-carried the device aboard the USS Harpers Ferry.20  It was only when aboard the 

USS Harpers Ferry that Radiographer B was made aware that the plunger was not in the locked 

position.21  TEAM’s investigation confirmed that both Radiographers “were trained on TEAM’s 

Operating and Emergency Procedures and were knowledgeable in the requirements, including 

the requirement to fully lock the exposure device prior to relocating to another physical 

location.”22  There was no intent to leave the device in a partially unlocked state prior to 

boarding the USS Harpers Ferry.23 Succinctly stated, “[i]t was an unintentional mistake that was 

immediately corrected once it was identified.”24 

TEAM also explained that the alleged violation was not significant because additional 

safety barriers were in place to prevent any inadvertent exposure.25  TEAM’s response detailed 

the three independent locking mechanisms in place on the device and the fact that direct 

surveillance of the exposure device was maintained at all times, which ensured no inadvertent 

                                                 
18 Id. 1. 
19 Id.at 2,4. 
20 Id. at 2. 
21 Id. at 2. 
22 Id. at 2. 
23 Id. at 2. 
24 Id. at 5. 
25 Id. at 1.  
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exposure occurred.26  TEAM requested that the violation be reduced from a Severity Level III 

“to a more reasonable level appropriate for a non-willful violation of company procedure” and 

requested that the associated proposed civil penalty be rescinded.27  

On September 20, 2019, the NRC issued the Order, which rejected TEAM’s request to 

reduce the severity of the violation or mitigate the civil penalty amount.28  But the NRC’s 

rationale for the Severity Level III violation and proposed civil penalty had changed since the 

March 8 NRC Letter.  In the March 8 NRC Letter, the NRC stated that it had assessed a Severity 

Level III Violation because “an important safety barrier was not in place while the exposure 

device was being hand carried . . .and because it was a willful violation.”29  But in the 

September 20 NRC Letter, the NRC explained that,  

based on the relatively short duration that the device was carried unlocked, the 
fact that the device was always under the direct surveillance and control of a 
radiographer, and the presence of additional locking mechanisms, the significance 
of the Licensee failing to implement the applicable section of its procedures 
should be characterized as a Severity Level IV violation.30   

However, the NRC “determined that the violation should be increased to a Severity Level III 

violation, due to the conclusion that it involved deliberate misconduct by the radiographers.”31  

The NRC explained that it had “found sufficient evidence to conclude that the radiographers 

deliberately transported an exposure device in an unlocked configuration” because “the 

radiographers were: (1) familiar with the Licensee’s operating and emergency procedures, (2) 

                                                 
26 Id. 2-5. 
27 Id. at 2, 5. 
28 Order, Enclosure at 2.   
29 March 8 NRC Letter at 2 (emphasis added). 
30 Order, Attachment at 3. 
31 Id., Attachment at 3-4.   
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aware that the device was required to be locked when relocated to a new location, and (3) aware 

that the device was unlocked at the time they relocated the device,” and because “the 

radiographers explained [to the TEAM Radiation Safety Officer] that they had unlocked the 

device in order to save time.”32   

Thus, the sole basis for the NRC’s escalation of the underlying violation to Severity 

Level III is its (incorrect) determination that the Radiographers engaged in deliberate 

misconduct.    

In response to the Order, TEAM initially accepted the NRC’s offer to seek resolution of 

this dispute through alternative dispute resolution (ADR).33  TEAM later withdrew from that 

effort when it became clear that ADR would not result in a mutually agreeable outcome.   

III. Answer and Request for Hearing 

TEAM does not consent to the Order and respectfully requests a hearing because TEAM 

disputes the NRC’s flawed determination that the Radiographers engaged in deliberate 

misconduct.  The Order specifically cites to 10 C.F.R. § 30.10(c), explaining that “deliberate 

misconduct by a person means an intentional act or omission that the person knows would 

cause a licensee to be in violation of a condition of a license issued by the Commission.”34  But 

that is not what happened here.  Rather, an inadvertent mistake occurred.  Neither Radiographer 

acted with a knowing intent to violate requirements.   

                                                 
32 Id., Attachment at 2. 
33 See September 20 NRC Letter at 1.  By email dated October 10, 2019, TEAM requested ADR.  TEAM’s request 

for ADR tolled the 30-day deadline by which TEAM was required to respond to the Order.  See Order at 3.  
TEAM withdrew from the ADR on December 9, 2019.  This Answer and Request for Hearing is submitted within 
the 10-day period remaining from the initial 30-day deadline.        

34 Order, Attachment at 1 (emphasis added).   
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More specifically:   

• TEAM admits that the Radiographers were familiar with TEAM’s Operating and 

Emergency Procedures.  

• TEAM admits that the Radiographers were knowledgeable in applicable 

requirements, including the requirement that the device be fully locked prior to it 

being relocated to another location.   

• TEAM admits that a violation of its requirements occurred. 

• TEAM denies that the violation was the result of deliberate misconduct.  The 

violation was the result of an unintentional mistake.   

• TEAM denies that the Radiographers “unlocked the device in order to save time.”  

A Radiographer partially unlocked the device to conduct a required inspection.  

They conducted the required inspection at their truck in order to not have to 

perform that inspection aboard the USS Harpers Ferry, thus saving time while 

aboard the vessel.     

 

 

 

 

 



11 
4846-4709-2910.v1 

IV. Conclusion 

For the foregoing reasons, TEAM does not consent to the Order, respectfully requests a 

hearing on the Order and the matters described herein, and requests that the Commission or 

presiding officer issue an order dismissing this proceeding against TEAM.   

Respectfully submitted, 

           /Executed in accord with 10 C.F.R. § 2.304(d)/ 
 
 
 
 
 
 
 
 
Dated:  December 12, 2019 
 

Timothy J. V. Walsh  
PILLSBURY WINTHROP SHAW PITTMAN LLP 
1200 Seventeenth Street, NW  
Washington, DC 20036 
Telephone: 202-663-8455 
Facsimile: 202-663-8007 
timothy.walsh@pillsburylaw.com  
 
Counsel for TEAM Industrial Services, Inc. 
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County of-----"'---k) __ ~ -'-I _\ _ 

) 
) 
) 

I, David P. Tebo, state that I am the Director- Corporate Radiation Safety Officer for TEAM 
Industrial Services, Inc., and that I am duly authorized to execute and file the Answer and 
Request for Hearing on behalf of TEAM Industrial Services, Inc. To the best of my knowledge 
and belief, the statements contained in this document with respect to TEAM Industrial Services, 
Inc. are true and correct. 

LA~~ 
David P. Tebo 

Suqs~rlbed and swo~)lefore me, a Notary Public in and for the State of 'L. L and County 
of WI I\ , this Qcfay of December, 2019. 

WITNESS my Hand and Notarial Seal: 
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UNITED STATES OF AMERICA 
NUCLEAR REGULATORY COMMISSION 

Before the Commission 

In the Matter of ) 
) Docket No.  72-1051 

TEAM Industrial Services, Inc. ) License No. 42-32219-01 
Alvin, Texas ) EA-18-124 
 ) 
 

CERTIFICATE OF SERVICE 

I hereby certify that copies of the foregoing Team Industrial Services, Inc.’s Answer and 

Request for Hearing has been served through the EFiling system in the above-captioned 

proceeding this 12th day of December, 2019. 

/Executed in accord with 10 C.F.R. § 2.304(d)/ 
Timothy J. V. Walsh 

 

 


	I. Background
	A. Inspection of August 27, 2019

	II. NRC Enforcement Action
	III. Answer and Request for Hearing
	IV. Conclusion



