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I, Sheldon C, Plotkin, declare as follows:

', 1 am President of 3.,C., Flotkin and Assoclates, a consulting engineering
firm specializing in safety and systems engineering., A statement of
professional qualifications is attached to my declaration for Contention I.

DECLARATION OF DR. SHELDON C. PLOTKIN

11, I am also a member of the Executive Committee of the Southern California

Federation of 3cientists, and chair the SCFS review group assessing
reactor safety matters related to the UCLA reactor.

111.That veview has included numerous site visitations to the Nuclear

Energy Laboratory and its surrounding environs; examination of the architectural
and. mechanical drawings for the reactor building and the surrounding

buildings, as well as for the reactor itself; examination of callbration

and maintenance records, engineering change orders, experimental safety
analyses, the inspection reports and responses thereto, the annual reports,

the scram reports, abnormal occurrence reports, operating logs,ccalibration
manuals for the reactor and radiation devices, and personal inspection

of the facility and its equipment,

{7+ The conclusions arising from that review are as followss That maintenance
and calibration at the facility have been inadequate, That the reactor ard
its supporting equipment are aged, outdated, arnd having continuing operating
difficulties arising from the lack of availabdility of srare parts and other
support normally expected from a reactor vendor, which has, in this case,

2eft the reactor business, That the reactor facility has a history of
regulatory non-compliance, a history which continues to this date, and

that numerous of those violations are of safety significance. That there

has been and remains inadequate managerial and administrative control,

That the reactor has experlenced continucus evidence of operational unreliability,
through a history of unintended scrams, equipment failures, leaks, fires,
spills, and so on, which represent a substantially increased risk of accident,
In short, our review indicates a facility which has not had the resources,
financial, supervisorial, and technical, to properly maintain and operate

the reactor in a safe manner. Continued operation of the reactor for an
extended period of time without extremely significant changes in the above
would pose an unacceptable threat to public health and safety. Inceed,
incidents have already cocur—ed which have posed such threats. A summary

of the bases for these conclusions follows,
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1. I+ has been asserted that the inspection and enforcement record for UCIA
since 1975 shows no violations of safety significance. The opposite is the
case. A review of the inspection record since 1975 shows, as it does for
the pre-1G75 period, numerous violations of safety significance.

2. A trief review of just a tew of the inspection reports for the last few
years shows numerous violations of safety slgniflcance. The following
d1scussion is not intended to be inclusive of all such violations.

3. The Notice of Violation for February 21, 1975, indicates that the technical
specifications require that air drawn from the reactor room be diluted to
14,000 CFM and exhausted to the atmosphere at 125 feet above ground level,

The NRC found, however, neither requirement was being met, and concluded,
correctty, that the vicolation “had the potential for causing or contributing

to an occur .nce with safety significance.”

4, The s..a Notice of Violation indicates thatthe technical specifications
require that the reactor room area radiation monitors and the exhaust air
radicactive gases monitor be calibrated semiannually; however, contrary to
the requirement, they had not been so calitrated. This vioclation likewise
had the potential for causing or contributing to an occurrence with

safety significance; as later shown, it resulted in significant threat to
public health and safety. The failure to calibrate at the appropriate
interval contributed to the eventual determination that the Argon monitor
had been inaccurately calibrated and that emissions were actually several
hundred times higher than previously tnought., This excessive emission

has had significant impact upon public health and safety.

€, After the inspection for which the above-mentioned Notice of Violation
was sent, UCLA re-calibrated their devices and determined the Argon-41
monitor was low, not by a factor of ten, but by a factor of roughly 300,
which put the emissions consideratly in excess of the 10 CFR 20 limits,
another violation, of great safety significance. This violation is noted
in F.A. Wenslawski's Memo to File of April 22, 1975, regarding the
enforcement conference called in Walnut Creek to discuss these viclations,
particularly the annual average discharge concentrations being above the
1imits permitted by the Technical Specifications and 10 CFR 20,

6. In early 1977 UCLA was cited for a violation they have repeated several
times. They key procedures for the facility were revised, but neither
approved by the Reactor Supervisor nor reviewed by the Reactor Director,

as required by the Technical Specifications., This has safety significance
because it is only by such administrative controls that serious safety
problems can be avolded, In this case, review by the inspector detected
errors in the emergency procedure that should have been caught by internal
administrative controls, which obviously weren't working, The particular
errors that were made in the procedures were far less important than the
potential safety significance caused by failure of the Reactor Supervisor

and Director *o perform their review functions as required by the Technical
Specifications, This violation had the petential for causing or contributing
to an occurrence of safety significance because serious errors in the
facility procedures could have been included and not “"caught® by administrative
review. The basic lack of contmls and checks and balances, the essential
absence of the Director from these required duties and failure of other
members of the NEL supervisorial structure to perform their supervisorial

and managerial duties, has been a repeated problem with &rave potential
safety consequences,
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7. I note further than in this inspection report, as in many others,
numerous observations and find’ gs are reported which I would view as
violations with safety significance that are not so viewed by the
inspector. This is a dispute between safety engineers, For example,

the inspector notes as a “iiscrepancy” that the low count rate meter has
in 1ts circuitry a relay which sticks on occasion and requires a tap from
from the operator for it to functl on properly. The UCLA representative

‘s sald to have known of the need to fix the problem but had not done so
yet and was continuing to operate the reactor with that known, readily
fixable protlem. A device which sticks and requires a tap from its operator
to function properly is most improper in a research reactor console, where
students function as operators.

8, In 1978 the NRC during an inspection determined that UCLA was in
violation of its 3pecial Nuclear Materials license limit, This is a
violation UCLA has repeated several times, and is very serious.

Having more SNM than necessary, or, more particularly, more SNM than
cne's security system is capable of protecting, represents grave risks.

9., It took two years for UCLA to attempt to resolve the 3NM matter.

I witnessed the shipment attempt, and photographed portions of the effort.

I understand that the licensing board has ruled that the disastrous events
that nccurred once the shizment left the licensee's property will not be
considered ‘n this hearing. But the events which occurred on site, particularly
the contamination of the shipment, truckbed, and fuel drippings in public
areas, and <he fallure of UCLA, despite several alleged radlation sweeps,

to detect the contamination and prevert it from leaving its control in that
condition are most serious. The lack of security I witnessed for handling
weapens-grade uranium in public, unrestricted locations on the licensee's
property 1s also significant, UCLA's contamination of that truck and
fallure to detect the contamination or prevent it from exposing members

of the public has great safety significance and is likely to have caused
substantial risks to public health and safety, Fallure to cite, or even
investigate UCLA for releasing the truck in contaminated conditien and
apparently for causing the contamiration to begin with is further indication
to me that in the absence of a record of compliance by UCLA reliance upon
once-a-year NRC inspections to detect and correct all problems of safety
significance would be insufficient, . iven the performance of the particular
NRC inspectors assigned to this particular reactor.

10, 1In early 1980 another NRC inspection found mere violations.

The control blade system failed at UCLA, causing an uranticipated reactivity
change, Contrary to the Technical Specifications, there was no emergency
procedure for dealing with the failure, and UCLA failed to repcrt the incident
as required as an abtnormal occurrence. Nore .mportantly, from a safety
standpoint, *he failure to have such procedures led to the reactor returning
to operation within ten minutes without the cause of the occurrence being
identified or corrected.

11, The same inspection also found another fallure to calibrate instruments
at the required intervals, this time devices important to preventing the

rea ctor from exceeding licensed safety limits for power. The longer tetween
calibrations, the greater the chance of significant drift in the calibration
and thus a simmificant chan e of exceesding the licensed power levels, producirg
reactor operating conditions exceeding those for which the reactor was
licensad or analyzed for., In addition, the continued laxity regarding
calibration is a dangerous precedent, particularly for a tralning reactor;
given the past public health and safety problems associated with calibration
not done at the required intervals, rigic compliance must be enforced to
prevent other calibration errors.



12, I note further that the inspection report finds numerous logging
errors, several of which indicated that the licensed power limit had

been exceeded, and that the reactor supervisor had failed to review the
logs and thus not detected the problems, These continued failures of
supervision, and continued record-keeping errors, have safety significance
at a facility where student operation 1is permitted and thus strict
supervision and careful log-keeping are necessary to prevent safety limits
from being exceeded,

13, I note in the same inspection report that a rabbit had returned

with a cracked cap, 1.e., the integrity of the containment for the
radiocactive material contained within was btreached. However, in apparent
contradiction to the procedures, the reactor was not scrammed and the exheust
ventilation not shut off (to prevent release of radioactivity into the
environment), There was ambiguity in the procedure as written, leaving

the operators unahle to take proper steps. I note also that during a
document inspection I was provided a sample rabbit that was asserted Ly

the applicant to be perfectly representative of the ones they use at the
reactor in the pneumatic tube system., I examined this sample rabbit and
found 1t to be cracked, permitting radiocactive material that might bve

inside upon return from irradiation to enter the environment. I have
photographed this supposedly representative rabbite For the above reasons,
the fallure to follow procedures regarding ventillation shutdown and reactor
scram with a failed rabbit, and the ambiguity in the procedure, has safety
significance., The rabbits, upon return from irradiation in the core,
contain material that is very "hot" radioactively and must be very carefully
dealt with,

14, 1In July, 1981, the NRC Inspection and Enforcement division of Reglon

V notified UCLA that it had, on the basis of an inspection, determined

that UCIA's actions in permitting high schocl and other students to operate
the reactivity controls o the reactor, while critical, "may not be in strict
compliance with NRC rules and regulations.” The inspection had beer. conducted
after I&E had become appraised of the UCLA practice by reading UCLA's answers
to certain interrogatories submitted to UCLA by the Committee to Eridge the Gap,
which has alleged that unlicensed operators have been permitted to operate

the reactor's controls in violations of the regulations, In.light of

explicit, repeated denial of permission, in writing, by AEC a few years
earlier, for UCLA to engage in such a practice, the violations are particularly
of concern, because they amount to flagrant disregard of both Commission
instructions and Commission regulations. In addition, they raise serious
questions about the managerial controls at the facility., Most particularly,
operation of the control blade instrumentation, including changes in
reactivity and power, pose significant zafety problems, particularly when

done, as appears the case at UCLA, with one operator present who is licensed
and a group of young junior high school or high school students, some of

whom are actually at the controls while the reactor licensed operator is

some distance away attepting to answer questions of the remaining members

of the group, The rules that only licensed operators can manipulate the
reactivity contrnls (except for students in nuclear engineering uncer the
supervision of licensed operators) are very important from a safety standpointj
only those competent to operate a reactor are permitted to. The fact that
controls require human judgment (the example of having to tap the low count
rate meter mentioned above, in order to make sure it isn't sticking) undersccres
the correctness of the regulations requiring only those qualified to operate

a reactor tc be permitted to do so.
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1¢, An additional comment about tns adequacy of relying on annual inspections
by NRC to prevent untoward incidents at UCIA, I find it surprising that the
NRC inspectors, who have beu.. supposedily inspecting UCLA annually for twenty
years, would have to be apprised ci UCLA's rcutine practice of permitting
junior high and high school students to operate the reactor through reading
interrogatory answers sutmitted by UCLA to Bridge the Gap. The record of

such unlicensed operation is very clear and numerous throughout several years
of opsrating logs; the denial of permission for such activity 1s very clear
and repeated in written communications from the AEC to UCIA that 1s in the
Commission dockst.

16, In November of 1981, UCLA notified the NRC of two violations, one of
which was very serious from a safety standpoint. "The first apparent
violation was a failure to insert all control blades prior to removal of

a sample of large negative reactivity,” as required by the Technical Specificatlons.
The Committee to Bridge the Gap has raised the issue in this proceeding that
a power excursion that could release fission products could result from
precisely such an operatcr error. UCLA has no interlocks or other mechanical
cevices to prevent a large insertion of reactivity by withdrawal of a large
negative sample from an irradiation port without first inserting all control
blades. The operator has to remember to perform the correct procedure,

and must obey a procedure. In this fashion, as in many others, the facility
13 not inherently safe. In this instance, the sample was large, but not
large enough to cause a destructive power excursion., The precise same
violation, with a larger sample, could be devastating,

17. The cause of the two violations (the second being the failure to

report the first) was attributed by UCLA to running a new and novel
experiment, a faulty assumption in the procedure for the experiment,

fallure of the procedure to be reviewed by the Radiation Use Committee,
fallure of the operator to implement the standard procedures, acting

with unnecessary haste, prosecuting a deficient procedure, and a fallure

to anticipate, and correctly respond to an unexpected cevelopment,

These are all very serious. Running of new and novel experiments without
reaview by the Radiation Use Committee, vioclations of procedure by the

reactor operator, and fallure to respond mrrectly to unexpected developments
indicate a facility in need of substantial improvement, Particularly because
so many of these failures are repeat performances. The fallure of the
Radiation Use Committee to review the procedure for the experiment is

one more indication of what is readily seen by reviewing the RUC minutes--
the almost total abdication of responsibility to seriously review and

manage the activities of the reactor.

18, On April 5-9, 1982, an additional inspection took place. The results
of that inspection are shocking., Tt was determined: that the hedlth
physicist had no prior experience with reactors or health physics at a
reactor, the only related experience being as an X-ray technician, with
his degree being in education. That the health physicist was unfamiliar
with his dutles, because he had not read the Technical 3pecifications for
the reactor, wherein they are included, nor was he familiar with the
reculations he was to enforce, nor could he even locate the list of his
duties provided by his superior when he was hireds Tralinling at the
facility, which authorized use of portiile radiation survey equi pment,

iid not include training in how to use that equipment, A confirmatory
radiation check bty the inspector revealed that the UCLA readings wers
consistently 10 to 407 lower than actual., The calibration of those instruments
was performed without any procedure, without acceptance criteria, with

large discrepancies, etc. Cnce again, the Director and the Radiation Use



Committee had falled to perform thelr raquired duty of reviewing and
supervising, for which the facility was cited, once again. Cne other

find ing that 1s indicative of the continued state of affalrs at the
facility is that the health physicist had determined that several portable
radiation monitors were malfunctioning, but he did not tag them out of
service, and others at the facility thought they were functioning properly
and did not hesistate to use them, The health physicist was reported as

not umderstanding the safety significance that use of a defective instrument
could cause, It is further interesting to note that not a single
calibtration label matched with the other records.

19, This inspection report is clear indication that the history of
noncompliance continues to the present, and that there are very serious
safety implications in these continued forms of noncompliance.

20, The most recent inspection report also report a violation.

Once again the reactor Director falled to, as required by the Technical
Specifications, approve changes ‘o the important procedums for the

reactor. The pre-start checkoff is essentially the procedure to follow

to make sure that everything is operable, that all scram and interlock

and alarm system are operating as required, and that it is safe to bring
the reactor to critical, Failure of the Director, over a period of six months,
to review those changes is anocther indication of the continued lack of
involvement by the Director in the operation of the facility, the continued
lack of administrative controls, and could have serious safety implications.
A system of checks is extremely important, particularly when it 1s students
who will be using those procedures.

1, The response by UCLA to the violation is indicative of the responses

that have occurred. The Director was criticized by the NRC for failing

to review, even six months after the change had been instituted, significant
changes in procedures for the facility. The response was to lssue a memorandum
authorizing the Reactor Manager to perform the duties required by the

Technical 3Specifications to be performed by the Director. The memorandum
indicates that the Manager is "Acting Director”™ when the Director is
absent, This does not explain how such a paper change would have
avolded the initial violation, unless the Director had been absent from
the facility for a full six months (which has happened in the past, creating
understandable problems in degradation of administrative controls and increased
violations, )

22, A review of the inspection reports, notices of violatiocns, and UCLA
responses thereto indicates a consistent pattern. Violations occur regularly;
when the violation is cited, indicating UCLA has failed to obey a provision
of its technical specifications or its license, the response is to change

the technical specifications or 'icense provision so that the same actlion,
which was found to be a viclation, will no longer be a violation, The same
unsafe condition as initially cited remains, but is now permitted, This is
very poor practice from a safety standpoint,

73, Examples: the licensee is cited for exhaust stack too short (below

height of surrounding buildings), so the Technical Specifications are shortered,
to the actual height, as opposed to the stack being raised to the specified
height, An acceleration nozzle suprosed to be on the stack to raise its
effective height is found to be removed; rather than replace it, the Tech Spec
is removed, UCLA fails to calidrate its instruments at the required interval;
the interval is relaxed, The Director is supposed to review the actions of

the ataff; the staff is given permission to review itself,
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The pattern at UCLA is, when cited for a violation, to change the rule
(1.e. technical specification) to fit the cited behavior, ac opposed to
altering the behavior to fit the rule, This is hardly an appropriate
response frem a safety engineering viewpoint,

24, I understand it has also been asserted that the annual reports by
UCLA show no occurrence of safety significance. This is contrary to
numerous items in those reports.

25, A few examples will demonstrate that numerous items of safety significance
are recorded in those reports. The 1972 report, for instance indicates

that the reactor had to be shutdown from February 1972 through August of

that year for extensive repair and maintemance upon the primary coolant

system, Other records indicate that primary coolant (radioactiva) was

leaking, caused by damage to the primary loop, which had lost its integrity.

In addition to releasing radiocactive material from the primary system,

it led to very substantial radiation exposures, including for several individuals
to exceed the 1,25 Re-/quartor 1imit, Three individuals received in

excess of S Rem for the year; one student received 1470 millirem. Numerous
other significant exposures were encountered as well, Whatever caused

the primary coolant system failure, be it the 1971 earthquake or unconnected
corrosion, led, in addition to release of primary coolant, to over 34 person-rem
of recorded radiation exposure, Two students each received approximately

500 mrem in just one day dte to the work required to repair the leak,

26, The 1973 report indicates on pages 1-2 numerous faulty components such
as tubes, diodes, or transistors which had safety significance, and points
to the fact that the Startup Channel used to monitor low neutron flux levels
failed or was found out of alignment thirtecen times. The report notes

that “replacement of this unit has been initiated.” I find ‘t of safety
significance that raplacement did not occur far earlier. Thirteen fallures
before replacement seems poor maintenance practice,

27. The 1974 report indicates a major shutdown of several months to once
again repair a leak in the primary coolant system.

28, The 197% report indicates numerous extended shutdowns, including one
due to fallure of the Radium Berylium source (i.,e., leakage of radium)

and problems with the control rod drive logic systems The control rod
problem included a control rod which continued to drive out of the core on
its own., On another occasion the following was roted:

(1) Rod #1 would not drive out when the “rod drive up” switch
was depressed and rod #1 and rod #2 would both drive down
when the "rod drive down" switch was depressed.

(2) Rod #2 would not drive either way.
(3) Rod #3 would not drive either way.

(4) Rod #4 would not drive out when the "rod drive up” switch was
depressed and rod #2 and rod #4 would both drive down when the
“rod drive down” switch was depressed,

Such abtnormal occurrences are serious, affecting the primary safety feature

of the facility, 1 have trouble understanding how any competent observer

would view such failures of primary safety features as trivial, Radium
contamination from a2 leaking radium source likewlse cannot be viewed as trivial,

o T T R TR I R L P TRty A R R Ty e e
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The annual repor’ indicates that the reactor was permitted to continue

to operate, nnly restricting the kinds of control rod manipulations,

after both the May and December abnormal occurrences invelving the contrel
rods. The correctness of permitting continued operation while the cause

of the failure was still unknown seems questionable from a safety standpoint;
but that has been standard practice at NEL, which seems not prudent,
Elsewhere in the annual report is mention of the Argon=-41 problem, and how
subsequent recalibration of monitors indicated vastly greater levels of
radicactive effluent than previously thought or permitted. This has great
safety significance, as discussed elsewhere.

20, The above review is in no way means to be all-inclusive, nor even to

tdentify the items of greater significance than others. It simp’~ shows that’

1+ would be quite incerrect to assert (1) that there have been no significant
virlations since 1675, (2) that themm have been no significant vioclations prior

tn 1975, (3) that vinlations, once identified, have been satisfacterily corrected,
(4) that the identification of specific violations has prevented recurring
noncompliance on other matters, (5) that no pattern of noncompliance exists,

(£) that nene of the nccurrences at the facility have been of safety significance,
(7, that once-a=-year spnt checks have been sufficient to either catch all major
safety problems or to prevent their occurrence, (£) that no events which have
ralsed a concern for public health ard safety have occurred at the facility.

A detailed review of the record--not merely the inspection reports and annual
reparts, but alse the maintenance logs, calitration records, operating logs,
Radiation Use Committee minutes, radiation survey records, and the like--

yields precisely the opposite conclusions.

30, Fnr example, a review of the Radiation Use Committee minutes indicates

a Committee which nften falls to meet as required; falls to review and approve
facility changes, procedures, and experiments; falls tc undertake its own

safety review of the facility; and falls to exercise genuine supervision and
contral of the functions of staff associated with NEL, In fact, it is clear
fram the RUC minutes that it is the staff that runs the RUC, virtually unchecked
ani unreviewed, rather than the other way around.

31, A classic case occurred with one of the recent violations. The NRC determined
that, once again, the Reactor Director had falled to prerform his required

review duty, 3ix months had passed since a new procedure had been instituted

ard at the time of the inspection the Reactor Director had still not found time

to review ard CK the procedure, (This fits a long-standing pattern at the
facility; Directors in name only, absent for long periods of time from the

facility and who, vhen present, are not involved in the activities of the

reactor nar performing their review function.)

32, The response was typical of NEL responses to violations. Rather than

take steps to get the Director tn perform his required review duty (a very

inportant safety function in a university reactor), the Director signed a

three-sentence memorandum authorizing one of the reactor staff to sign for

him and review and approve for him those prrocedural changes, engineerirg change

ordcrs, and experimental safety analyses which he 1s required by the Tech Specs

to review, r¢ Director accomplished this evasion of his required function

by one of the YEL employees “Acting Directer" for purroses of

s 1s similar to the procedural *"geiting around the rules”

identified ty DUr. Nonosson in his declaratien regarding rot having a health
+
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33, One would think that such an action would require thorough review

by the Radiation Use Committee. It was approved by “2 quorum" of the RUC--
Directsr Catton, against whom the violation had teen cited for not reviewing
the procedure; NEL 3Supervisor Zane, who had heen cited for not having his
actions reviewed by Director Catton; and NEL Manager Cstrander, who was the
nther staffperson being delegated the authority the Director had falled to
carry nut. (The other RUC members apparently were not part of the decision,
but were “subsequently polled® and none raised an objection.) Essentially,
the lab Manager, Director, and 3Supervisor, who are the ones who are supposed
ts be supervised by the RUC, are the RUC, The few remaining members not on staff
nf NEL are absentee or uninvelved members, members virtually in name only.

%, Annther example nf the poor administrative and managerials controls at

the faellity is the practlice of permitting unlicensed operators, ir vioclation
nf tue regulations and good safety practice, The current argument that such
vehavior is permissible is indefensitle. The regulations make clear that

an nperatar nf a ractor is someone who manipulates the controls, If

ynu direct semesne else in the manipulatien of the controls, you are both
sperators. Termitting junisr high school and high schoel students tn

srerate the reactor bath violates the regulations and shows very poor judgment.

3%, The poor managerial controls in regard to the practice of unlicensed
speratars 13 made clear when the earlier docket is reviewed, UCLA in the

late nineteen sixties, recognizing that the regulations prohitited the practice,
requested an exemption from the AEC to permit visitors to the facility to
sperate the centrols, The AEC resporded in the regative, indicating the
repulaticns were clear and there was good safety reason for the regulations.
The MEL renewed their request for reconsideration, and once agaln the AZC

ance again emphatically deried the request. 30, what was the resporse of

NEL in the face of regulatiens recognized to fortid the practice ard two
exrlicit responses from the AZC denying request for exemption? NEL erngaged

in the practice for a number of years after the AEC tcld them not te.
(Interestingly, the AEC didn't discover the fact, despite its annual-or-so
irspectisns in which the operating logs were supposed to te reviewed.

Tha Commission didn't learn that UCLA was disobeying until UCLA answered

same -uestions served on it by CBG in this proceeding; it then conducted an
{nspect.sn, determined the practice “may not be in strict compliance with

the regulitions” and tald UCLA neot to engage in the practice again without
explicit rermission, prior permission, This after UCLA disoteyed two previous
denials of permission,

Canclusioens
e ————— - ——

34, The inspectien and enforcement record for UCLA since 1975 shows numernus
vinlatisrns of safety significarce, The inspection reports for prior to 1575
likew!ise show numernus such violations of significance to public safety.

A pattern of regulatory noncampliance has existed at the facillity during much
af 1ts licensed history, and that pattern continues through to the present,

37. The a2nnual reports by UCIA to the Commission show nurmerous cccurrences

of safety significance, 30 do the annual reports not sutrmitted to the Cemmission,.
A detalled review of sperating logs, scram reports, and atnormal occurvarce reports
present a gereralized picture of a facility in which violations of good safety
nracedures and N2C regulations am license conditisns occur routirely.

=~

The canrliance record for the full 22 year period is very poor arnd remains poor.
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Adrinistrative and ﬁaraueria¢ controls are essentially non=existent.
Padiatinn Use Committee fails to perform 1ts required avevslg“. function,
Beactoar Director fails to perform, and his predecesssa: - falled to perfors,
he review and supervisnrial duties as:lgned in the license and Tech 3pecs.

There are few if any serinus internal checks., 3afety aralysis for propased
experiments, new pracedures, engineering changes, facility alterations and the
like are essentially not dene=-a form is checked »ff saying no unaralyzed

safaty consideratinng are invelved, ard 3o no review or aralysis is performed,

The histery of the sutmissinn »f the application, with essentially no analysis
actually perfarmed ty 2L, nar any review performed ty the Radlatlion Use Commttee,
the lat Cirectnr, nr nthers in positiens of authority within the 3cheol of
Engireering nr the University, provides rone nf the required checks to ensure

safe nperatinn, The fallure te have znalyzed for Wigner energy storage,
the faillure %n have realized after twenty years nf reliance on the Hazards
Aralysis that it indicates terperatures exceeding those of the melting temperature
af the fuel and unacceptatle doses in case »f accident, the fallure te
reconsider the effect of new vold ceefficient data=e-all indicate that
2fequate centyols are not present, The administrative ard maragerlal controls
mtght te adequate for a rarral engireerinrz lal at a university, where the
Directar 1s expected *n be ir name ornly and petentlal hazards are niniral,

Su*, as indlcated !n the Aftergned and teyea declarations, the ceonsequences of
unsafe enanditinns, instrument fallure, persecnnel error, violatlien of procedure

nd the like at this particular lat exceed the potential censequences of virtually
any nther uriversity lat bty many nrders of magnitude. 3ultatle controls,
cnnserant with poterntlal conseguences »f accident, are not present and
substartially increase the likelihand »f serious accidert.

* L T |
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3%+ Furthernere, the nunerous vinlatians clted are rarely cerrected adeguately.
The vislatisns are »f real safety significarce, =ut the solutiers nave a.rns*
ertirely been pracedurzl, paper s~lutisrs, lelther the annual or so oiices

by the VRC hae caught all the vislations nor have the Uriversity's ree;onses

cnrrected them aprresriately., Ard the sne urchangeatle fact aprears tc te that
UOLA will cantinue 4a vinlate 1ts license cnrditisns arnd the regulatiens,

The vinlatir~ns are semetimes the same, sometirmes different, tut the vinlatiens
eartinue, ari the lack »f adecuate cortrnls eantirues, Futlies safety is put
sutstantially at risk bty this situatioen,
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CONTENTICN IV

RESFCN3Z TO STAFF'3 ASSERTED MATERIAL FACTS

1. “Cnly five items of non-compliance with miner te
cited against UCLA since 1975,"
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(see citatiens for response to "fact” #1 for Contention III; also 142

DISFUTED*

o~

2., “The inspection record for UCLA shows no items of significant noueémpliance
with Commissien regulations or the UCLA technical specifications.”

DISPUTED*

(cttations for responses to “facts” #1 and 3, Contentlon III; note agaln that
the clted Johnsen affidavit only refers to the perisd 7(-E1)

7. "Apprepriate actions have been taken ty UCLA to correct all items of
norcorpliance,”

DISFUTED*

(cttations for response to “fact" #4 of Contention III

4, *“All licensee corrective actions descrided in responses toc notices of
vinlatinn are verifiad by 'RC inspectors.”

ISFUTED

(Jnhnsen affidavit for 3taff, P 3-=the 3taff citation merely says that

NRC inspectors verified UCLA responses to two particular letters of violation),
£, "The Commission's records show that the UCLA research reactor has operated
for twerty vears without an incident posing risk to putlic health and safety.”
DISPUTED

(Flatkin declaration for III, ¥ iv, 1=39; lonosson declaration, F2-22;
Converran declaration for IX, F2-5; Foster declaratiorn, I3-2£; Lyen

declaration, PBi=£,17-12, 203 Pulido declaration for XV, E3-12; Norton
leclaration for V,19,11,49-70; Flotkin declaration as to VII, E5-10; Docket 50-142)

* see fontriote for response to Staff on Contentlon III



