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U.S. Nu' clear Regulatory Ccmnission
Document Control Dcak j

washington, D.C. 20555 a

Gentlemen:

River Bend Station - Unit 1
Docket No. 50-458

Please find enclosed Licensee Event Report No. 90-020 for 1

River Bend Station - Unit 1. This report is being subnitted
7pursuant to 10CFR50.73. '

Sincerely,
+

Y1. s.

Manager-Oversight
River Bend Nuclear Group

cc: U.S. Nuclear Regulatory Catmission
611 Ryan Plaza Drive, Suite 1000
Arlington, TX 76011

NRC Resident Inspector
P.O. Box 1051
St. Francisville, IA 70775

INPO Records Center
i 1100 Circle 75 Parkway
L Atlanta, GA 30339-3064
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'"''''' Personnel Failed to Follow Procedure Hhen 'Ihey Crossed A High Radiation Barrier, '

Caused by Personnel Error
IVENT DAtt (Si LIR Nutte*R 161 AEPOnt DAf f Ett OTHER 8 ACILITits INVOLVID 131

MONT M Day vt A64 vtAR SE(W
'A4 as ,a YONTM Dat it Art 8 ActLITv haves DOcali Nvvelmisej,

o|6|0|0|0; i |

0|5 0| 4 90 9| 0 0| 2| 0 0|0 0|6 0| 1 9|0 0 1 5|0 |0 i 0 1 | |
TMis atPont is sveMittio PunsvAnt to tut atovintMENis os to can 6 (c*=. eae v -we er ,*, we,..,1 ou, , , , , , , , ,

"ooi * > 1
,

n ami n .aei.i no n.lian . n zu.i

n =i.imm no mi.im ani.H:H.i nau.i

11010 m .aWimm so.wi.Hri eo n Hana,
_ o,t, mea <jyy,rgagge,nei

_ _ ,

so .06teH1Hda ] SO 734.H2HH 60 73t.H2H.elH Al J6647

n im<,.i a n H H., n an.,me,

24 4C91 sit 1 H.I 80 73i.H2Hent to 73i.H2Het

LICIN8tt CONT ACT FOR YHil Lt A n21
NiME TELEPMQNE NgV9th

Anta CODI
L. A. England, Director-Nuclear Licensing

51014 3 IR ll |- 14111415
COMetitt ONS LINE FOR EACM COMPONENT P AILunt DESCmisto iN tMis aspont n31

"#j'g a{0m,1,AggA C- La "' C Afp (,TglOCav$$ Sv$1tv COM*0NENT caust sv57tv Cov70NtNT

i i i 1 1 I I I I I i l i 1

| 1 1 I I I I I I I I I I I i

SvPPLEMENT AL REPont EXPECTto 114' | MONT M DAY vtAR

$US U t $$10%

vi$ II9 vos se 'p m iX9tCTLO $v0ws$,Ok DA TLI ko
| |' |

AniaACr w ,M ,a <.,....,,.m . ,,s - .,,..u,u,..~,... ,n.

-At 1500 hours on 05/04/90 with the reactor at 100 percent power
(Operational Condition 1), a radwaste operator entered a high >

radiation area (HRA) without a dose rate meter, alarming dosimeter or
radiation protection technician (RP Tech) coverage.

Also (under the same plant operating conditions), at approximately
1030 on 05/09/90 while conducting a scheduled high radiation area door
check of door RW117-01, a contract security officer inadvertently
crossed a high radiation area barrier without a dose rate meter,
alarming dosimeter or a radiation protection technician. Since' these
events constitute a non-compliance with Technical Specification
6.12.1, this report is submitted pursuant to 10CFR50. 73 (a) (2) (1) (B) .
The root cause of the actions of operator and the security officer is
considered to be cognitive personnel error.

Training on radiation protection practices related to these events
will be provided to plant operators. Operations and security
personnel have been reinstructed on recognizing and complying with
radiation caution signs, labels, signals and controls.

These events had no adverse impact on the safe operation of River Bend
Station or on the health and safety of the public,
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REPORTED CONDITION

At 1500 hours on 05/04/90 with the reactor at 100 percent power i

(Operational Condition 1), a radwaste operator entered a high !
radiation area (HRA) without a dose rate meter, alarming dosimeter or ;

radiation protection (.RP) technician coverage. !

i

Also (under the_ same g lant operating conditions) , at approximately i

1030 on 05/09/90, while conducting a scheduled high radiation area
door check of door RW117-01, a contract security officer
inadvertently crossed a high radiation area barrier without a dose
rate meter, alarming dosimeter or a radiation protection technician.

Technical Specification (TS) 6.12.1 requires that individuals entering j

high radiation areas shall be provided with or accompanied by a dose
rate meter, an alarming dosimeter or a qualified health physics
technician.

These events were documented on Condition Reports 90-0395 and 0413
respectively. Since these events constitute a non-compliance with TS

'

;

6.12.1, this report is submitted pursuant to 10CFR50.73 (a) (2) (1) (B) .
:

INVESTIGATION I

The non-compliance by the radwaste operator occurred during the
-addition of walnut shell filter media to 1LWS-FLT1A. This i

infrequently performed operation had never been performed by the
radwaste operator and the exact location cf two manual valves was
unknown to him. Following entry into the radwaste building 117 ft. .

valve gallery, the operator crossed a high radiation area boundary and
continued to search for the manual valves. After approximately one

1minute, an RP technician entered the room and discovered him in the
high radiation area. The operator's exit dose was determined by
reading the pocket dosimeter to be five millirems.

The root cause of the operator's non-compliance is considered to be
cognitive personnel error resulting in failure to observe radiological
postings. This is a violation of procedure RSP-0200 " Radiation Work
Permits" and TS 6.12.1.

Investigation of the second event by security management personnel
revealed that although the officer saw and recognized the high
radiation barrier, she was so focused on completing the door check
that she did not comply with the requirements of the barrier. The
barrier was established across a radwaste building RW117 ft,

passageway. After exiting the area the officer was questioned by a RP
technician. During the conversation, the RP technician determined
that the officer had unthinkingly crossed the barrier and that she was
unaware of her pocket dosimeter reading prior to entry. The RP
technician immediately conducted a dosimetry review, the results of

g, o ~ .v. ........i.s



- _ .

enew.a u s =veten : s;wuoav co,mies.o.,
* * ~ .. * UCENSEE EVENT REPORT (LER) TEXT C"|NTINUATION s m ovio ove =o m e.e +

aman ew.
T 6m m.m. m oocast =umes, e

t.. .. . .... .

no "t!,:!'.'' 'ini:

RIVER BEND STATION 0] $ 0 0 10 0 13 0F 013o. js |0 |o l o |415 | 8 9| 0 --

ne a . .wm a mma mw n.numm i

which estimated the officer's dose to be zero. The root cause of the
officer's actions has been determined to be cognitive personnel error.

GSU submitted LER 90-010 dated 04/19/90 concerning a similar event.
Neither the radwaste operator or the security officer had an
opportunity to participate in the corrective-action outlined in the
LER prior to the subject events. ;

'

CORRECTIVE ACTION

Training on radiation protection practices related to this event will
be provided to plant operators to emphasize the importance of these
requirements. The senior vice president, River Bend Nuclear Group,
has issued to all site personnel a multi-step policy pertaining to
radiation protection violations. The operator who crossed the high
radiation area boundary has received additional counseling on this
event.

For immediate corrective action, the security officer was relieved of H

surveillance duty, interviewed and counseled on the details of this
event and reinstructed on recognizing radiation caution signs, labels,- |

signals and other controls. The seriousness of failure to follow
procedures was re-emphasized to the officer and the officer has been i

directed to always follow procedures when crossing radiation barriers. |

The officer resumed her duties the following day, j
1.

As of 05/14/90 security personnel have been briefed on the facts and I
'

circumstances of this event. They have been retrained on recognizing
and complying with radiation caution signs, labels, signals and
controls. The training sessions were conducted jointly by security
and radiation protection supervisors. Further, security supervisors
and trainers will continue to periodically re-emphasize recognition
and compliance with radiation caution signs, labels, signals and
-controls during work briefings and training sessions.

SAFETY ASSESSMENT

These events did not involve any automatically or manually initiated
safety system responses. The operator was the only person at the time
to enter the high radiation area without observing the proper
monitoring requirements. The operator's exit dose was 5 millirem by
pocket dosimeter. According to her pocket dosimeter, the security
officer received a zero millirem dose reading. These events had no
adverse impact on the safe operation of River Bond Station or on the
health and-safety of the public.
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