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Request No. RIR-89-008'

4

MEMORANDUM FOR: Chester W. White Director
i Of fice of Investigations Field Of fice, Region-I
!

! FROM: William T. Russell
Regional Administrator

j

j REQUEST FOR_ INVESTIGATION

Radiation Technology Incorporated (RTI) Docket _No. 030-07022
Lake Denmark Road
Rockaway, New Jersey License No. 29-13613-02-

,

i

i

William T. Russell May 2, 1989
Regional Administrator Date

A. Request
,

What is the matter that is being requested _ for investigation?
,

it is requested that an investigation be performed to'dctermine the-
veracity of staterents made by licensee management, particularly the
Radiation Safety Of ficer (RS0) JOHN RUSSEN, at 'an Enforcement Conference
on April 26, 1989. In several instances, the information provided by the
licensee and RUSSEN differs considerably from certain inspection findings;
and differs from statements made to'the inspector MARLENE TAYLOR and the
investigator ERNEST WILSON by a-RTl operator, MICHAEL AYRES in an
interview on April 11, 1989.

An NRC inspection of Ril's facility on March 21 and 23, 1989, identified
several apparent violations, including failure to maintain the irradiator
entry control device (the access door lock) fully operational in' the -
period between February 5 and 13, 1989, while performing irradiation
activities, as required by 10 CFR'20.203(c)(6). In the course of this
inspection, one of the irradiator operators (MICHAEL AYRES) provided
information to the. inspector _(MARLENE TAYLOR) and an investigator (ERNEST
WILSON) indicating -that the Radiation Safety Of ficer (JOHN RUSSEN) was'

previously informed by AYRES that, though considered locked, the access . |-

door to the irradiator cell was able to be opened without use of.the key
by two other operators ($MITH and KEIM) on separate occasions. . R@( f
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At an Enforcement Conference with RTI on April 26, 1989, licensee
management, including RUSSEN, were asked several times if they had any
information that indicated that the irradiation cell had been entered by '

personnel without use of the key (a fact that would indicate that
management knew that the lock mechanism was defective). In response, all'

management personnel, including RUSSEN, denied that they were aware of
such an event. i

'

While of less import relative to immediate health and safety, inforn.ation !provided by licensee management at the Enforcement Conference relative to i

certain-other inspection findings and information provided by AYRES also
differs considerably, as indicated in the attached list of discrepant
information compiled at this conference. '

B. Purpose of the Investication

1. What is the basis for the belief that the violation of a regulatory
requirement is more likely to have been intentional or to have
resulted from careless disregard or reckless indifference than from
error or oversight?

Both the inspector and investigator believe AYRES to be credible and
truthful in his recollection and assertion of events. The events inquestion are recent, i.e., they occurred since about February 1989.
Since AYRES was the subject of a previous 01 investigation, he is
acutely aware of penalties for providing false information.

Since AYRES was distinct in his recollection of events and idertified
other operators who were allegedly aware that the access. door lock to
the irradiator cell was defective, it is more likely than not, that
certain information provided in the Enforcement Conference by
licensee management, particularly JOHN RUSSEN, may not be completely

The staff believes that.if RUSSEN or others had prioraccurate.
knowledge that the lock mechanism was defective, then the election to
continue operations may have been a willful violation of regulatory
requirements, and relevant statements made to the NRC at the
Enforcement Conference may have been false, inaccurate or misleading,_

2. <

What are the potential ~ regulatory requirements that may have beenviolated? (
-l

i

Radiation Technology Incorporated may have willfully and-a.

deliberately continued irradiator operations with an entry
contro1' device (irradiator cell access door lock) that was not
functioning properly in direct violation of 10 CFR 20.203(c)(6). ,

'

Radiation Technology Incorporated or certain employees, may haveb.

provided f alse, incomplete-or inaccurate information to the.NRC,

contrary to 10 CFR 30.9 or the Atomic. Energy Act,
i

i
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3. If no violation is suspected, what is the specific regulatory
concern?

Not Applicable

1 4. Why is an investigation needed for regulatory action and what is the
regulatory impact on the matter, if true?

| Radiation Technology Incorporated was previously the subject of
i several 01 investigations that revealed that the licensee made"

material f alse statements and provided falsified records to the NRC;
.-

and attempted fraud and conspiracy to prevent the NRC from;
'

effectively regulating RTI's licensed activities. Several former RTI _
g_

management personnel were indicted and convicted for criminal
offenses as a result of these . investigations.,

Dif ferent personnel are currently involved with the operations and
management of RTI's f acility in Rockaway, New Jersey. However, the
possible willful violation of regulatory requirements, particularly

_

. with regard to the access control device; and the possibility that!

certain licensee management personnel may have provided a false or
inaccurate iccount of events pertcining to these violations is,

sufficient to cause concern about the licensee's integrity, ability
to perform licensed activities without compromising public health and
safety, and commitment to conduct licensed activities in conformance
with the applicable regulatory requirements. !,

An investigation is needed to (1) determine if licensee management
personnel,. including the RSO, had prior knowledge that the irradiator
cell access control device (door lock mechanism) was not properly

.

functioning before it was discovered as defective'by audit conducted.oh February 13, 1989; (2) determine if irradiator operators had ever
gained access to the irradiator cell withiut use of the required
access key, and if so, if management (including the RS0) was aware of
such events; (3) determine if information provided by the. licensee,
including the RSO, at the Enforcement Conference on April 26, 1989,-
was false or misleading relative to events concerning the proper
functioning of the access control device,

C. Requestor's Priority

1. Is the priority of the investigation high, normal, or low?
'

High
' 2,

What is-the estimated date when the results of the investigation areneeded?

lt is requested that an investigation be -initiated as soon as
L

[ possible, preferably by May 5 but no later than May 12, 1989.

EXHIBIT ,

PAGE $ 0FJ5[PAGE(s)-.
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3. What is t he basi > for the date and the impact of not meeting this! date?
1

An Enforcement Conference has already been held with Radiation-
Technology Incorporated. In light of the previous enforcementI

history, if it is determined that the licensee willfully violated NRC<

regulations; or provided false, inaccurate, or misleading information
in response to the NRC's-inquiry, the Commission will have to
consider immediate enforcement options. Such options in this case-
could include immediate revocation or suspension of licensedt

activities.

D. Contact
._

e

Staff Members: John' R. White; Marlene J. Taylor
,

1

E. Other Relevant Information i
,

"

Enforcement Conference Briefing Package, dated. April 17, 1989, includingInspection Report No.
030-07022/89-001 (attached)

Discrepant information noted from the Enforcement Conference conductedApril 26, 1989, as compiled by Marlene Taylor (attached)

RTI's position relative _to the-violations identified in the Enforcement
Conference conducted on April 26, 1989, as compiled by John R. White

,

(attached)

Draf t Memorandum of Interview With Michael A; Ayres, as developed by.01
Investigator Ernest Wilson (attached)

I

h
William T.-Russell
Regional-Administrator

CC:
B. Hayes, O!
V. Stello, E00
H. Thompson. Deputy.EDO
J. Lieberman, OE
L. Chandler, OGC
M. Knapp, RI
J. Joyner, RI
J. White, R1

-M. Taylor, RI
J. Gutierrez, R1
O. Holody, RI .

I -
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RADIATICH TEUDDIIGY D100RPORATED
.DISCREPA!4CIIS

ISSUE: FIPAIR OP 000R 1RNDIE

DISPECI'IOti: AYERS stated the cell door knob cam loose about 1 to 2 weeks
prior to week of 2/5/89. 'Ibe knob was tightened and appeared
to be fixed. nuring the week of 2/5/89 the dwr knob again
came lootze. '1he knob was tightened again. AYERS stated that he
saw that the inside door knob had been damged and that botd:
sides were turning at the same time. 'Ihis caused the lat.fi not-
to c w sect p ly with the solenoid in the door jamb 5nich
allowod the 1 to be rpened without the use of the key. AYERS
stated that he identified the m1 functioning door problea to
S11APIBO during the 2/14/89 audit. S RPIRO suspon$ed open tions
until a new knob was placed on the door.

I

AYERS
D7 FERVID 4: AYERS was not sure if it was 1 or 2 wocks prior to the auditI

khen he noticed that the door knob was loose. AYERS told
SDCIIIOtt & FUSSD1 of the problem. AYERS & RJSSD1 tightened Ithe faceplate around the knob. 'Ihis corrected the problem. A

|ocuple of days later AYERS noticed that the knob was loose
!

again. AYERS informed SDMIrION & WSSD1 again of the problem.
!AYERS & FUSSD1 tightened the scrtws inside the door knob. 'Ihis
Icorructed the prob 1cm. Again in a couple of days AYERS noticed !

that the knob was loose and that the entire knob could be !turned. AYERS informed SDGIEION & RUSSD1 of this problen.
AYERS stated that RUSSD1 told hhn to fix it. So AYERS tight-
encd the screws in the faceplate and in the knob like they (he
& WSSDI) did beforo. AYERS stated that the came prtblem
oxurred at least 1 more time prior to the audit. On that
cccancion AYERS did not notify FUSSDI of the problem bx.ause he
thought that RESD1 would just tell him to fix it. AYERS fixedl

the knob by tightening the screws in the faceplate and in theknob. During the 2/14/89 audit SIRPDO asked AYERS what would
|

happen if he (SERPHO) tried to open the cell door. AYERS
informed SHAPDO that the knob was not functioning properly andthat the door could be opened. SFRPDC tested the door and wasable to cpen it without usin
were imodiately susperded. g the required key. OperationsRJSSD1 checked the door knt and
suspended operations until the hardle was fixed. AYERS stated
that the knt had to be cut frun the door which took about 2hours. AYERS also stated that before a new lock was purchased
the knob from the back door of Bldg. 62 was removed and tried
on the cell door. 'Ihis did not work since the latch was notlorg enough to trip the solenoid.

FRANK GIACAND (MaterialHaniler
work on)the cell door.went to the store to buy a new door kn 2 which would'Ihis took several hours.

DM9W k
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DIFORCEMDTP
CQiFERDiCE:: VARAKLIS & RJSSEN stated that only the faceplate of the krod

was loose ard this was bruught to RJSSEN's attention the 'mek
of 2/5/02 by mly-1 cperator (AYERS). 'Ihis was tightened by
RUSSIN & AYERS. 'Ihis was the first time the problem was
brought to their attention, Cbring 2
able to open cell door, after exertin/14/89 audit SHAPDC wasg great force, without
usirq the key. Operations were susperded imediately. A
mterials Handler was sent to buy a new harxile. A new door
hardle was installed ard operations NW within 2 hours.

|

|

EXHIBIT \
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ISSUE: RECDRD OF DOOR HANDLE NCTP FUCTIONDC

INSPDCTION:
Operator (AYERS)in the Operator's Iog Book as he should navethat reported the problem stated that he did

'

not document it
In 2/14/89 audit SIRPIRO informed AYERS that all problems' are

.

to be @ = nted in the log book. ;

j

AYERS ,

DTTERVIEW: He did not hwnt any of the instances with the -
malfunctioning door handle. He stated that he was reprimanded
by SHAPIRO during his'2/14/89 audit for not hwnting the
ircidents with the door handle.

DEORCEMDTP
COtGIRDICE: VARAKLIS, SHAPIRO, & RUSSDi stated that there are in records i

other than those on 2/14/89 indicating that_there was a problemwith the door handle prior to that date.

I

|

EXHIDIT I
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ISSUE: DTIRY DTIO 'IHE CEIL WI'IIKXJI' USDC THE RD2UIRED KEN

DISPECI' ION: Information not kncwn at time of the inspection.

AYERS
DTI'ERVIEW: AYERS stated that after the inspection he was told by scrueone

that 2 operators (SMI'n! & KEIM had entered the cell without
using the irradiator key becaus)e they-had left the survey meter
with the attached key inside the cell. 'Ibe entries occurred on

|two seperate === ions durirg the period of time flun 2/5/89 '

to 2/14/89. 'Ihis was the
han11e was malfuretioning. period of time in which the doorAYERS immediately told RUSSDI khat
he had heard regantirg the operators entries into the cell.

DiFORCEMDf1'
CDNFERDICE: VARAKLIS, SHAPHO, & RUSSDi denied that any operator had gained

access into the cell, with the sourm either in the up or down|

position, without the use of the irradiator key. They also
stcted that all entries are recorded on the conputor.

|

|

l

!

|

exmew \
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ISSUE: FIXDG THE CONSOLE KEY ShTIG - '

1

D4SPECTION: Ing entry for 2/1/89 irdicates that there was a problem with
the console key switch. Other 1 entries irdicated that this |problan repeated itself on sev other o - clons. The )
operator (AYERS) stated that the console ke
ard switched with the 90 second actuation (y switch was remved

.

cell key switch) key '

switch locate in the cell. On 3/9/89 The operator (AYERS)
stated that the Startup horn sounded imodlately after the cell
key switch was activated. The switch was fourd to be locked in
the "on" position. AYERS stated that he contacted WSSD4.
AYERS stattd that WSSDI discannected the wires to the cell key
switch ard installed a toggle switch so operations could
continue. This procedure was approved in a meeting atterded by
WSSDI, SHAPHO & VARAKLIS. WSSDi sent a mem dated 3/9/89
documenting the charge to all operators. On 3/10/89 the toggle
switch was Irmaved and another key switch was installed.

AYERS
DirERVIEW: Not addressed

DIEDRCMDTP
CONFERDJCE: WSSDi stated that he was not around when the problem occurred

in 2/89. WSSD1 stated that SDCIEION was on duty when there
was a problem in 2/89. WSSD1 stated that SDCIEION was having
a problem with the console key switch. SDUIEION talked to
JOHN b'AIIACE in South Carolina regarding how to fix the key
switch, b'ALIACE told SDGIEIDN to take the switch out and
clean it then it should be ok. SDCIEION did this, replaced
the switch in the console ard found that it operated p:rperly.
WSSD4 stated that SDCIEION documented everything in the
Supervisor's Iog Book. WSSDi stated that on 3/9/89 there was
a problem with the cell key switch. In a meeting atterded by
Varaklis, SHARPHO, & WSSDi it was decided to install a toggleswitch incontinue. place of the key switch so that operations couldA toggle switch was installed on 3/9/89. A new key
switch was installed on 3/10/89.

|

|

EXH5fi I

O
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ISSUE: ADDITIctRL MOBIDi WITH THE CELL k"Y SWI'IQi

IliSPECTIctJ: lbt addrused

AYERS
INI'ERVIDi: AYERS stated that on 4/1//89 there was a probim on D. M's

shift with the cell key switch. AYERS stated that M was
unable to initiate operations. AYERS stated that M notified
toth RUSSD1 ard himself about the problen. AYERS stated that
M told RUSSD1 that the problem involved the cell key switch.
RUSSDi told M that he did not think it was since it was a
new switch. AYERS reported to work at approximately 0600 hours
ard discovered that the plastic cam in the cell key switch had
been damaged by the high radiation fields present in the
irradiator cell durits operations. -AYERS gave the damaged cam
to PUSSDi. PUSSDI told AYERS that they would continue to have
this problem with the cell key switch unless a more durable
type was used.

DiFORCEMDR
CUTFERD1CE: RUSSDi stated that there have been no problems With the cell

key switch, other than the one that occurred on 3/9/89.

.
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APFENDIA A-

FA0F0EED ASTICE OF V0L it!0N

AND AT!. Ih;tf50 FATED'E F05iT!0N A5 STATED

IN THE ENFOACEP:Eh1 CONFERENCE Ot. AFRic 03, 1984
i

A. 10 CFF 00.20 (c)(6) recktres that es:h entrance cr access peint to a-

high raciation area be a:vipped witn entry centrcl devices which will
functicn automatically ic frevent any ine:vicual free inadvertently
ente'tr.g the area wren s.:t ractatior leve's e:Ist; an that no.

c;erations shall ce con:L:ted-unless seen entry contr:1 ceva:en are
f ur.c ti en: ng pr operl y.

Centra'v tc the ab:ve, car:ng the week Of Fe ruary 5. 1954 tne 10:!
me:r.ar,: gr. or, the per s:nne; a:c es a ec:* wa s e.al f ur:t t ening suc h tnat
a::ess t: the high ra::at:ct s'ea ::v!: nave ina:verter:.y-c:: gree:; anc
rana;eeent, thcugh Inicree; anc- 6 ne.le;gracle of the safety cevnte
failure, dic not tale efie:tt ye corrective a: tion, an: permittec--

( :cntiree: cperaticn ci the :rradiater system until February.:4, 1985,,

wner : e cretles was icer.ttiied cv a interhal saf ety auc:1.
,

The licensee dent es this violation. The RSO (RUSSEN) contends that nothing
more serious than a loose cover plate was ever reported by the operator
(AYRES) in the period between February 5 and 13, 1989; and that in these
instances (2) he (RUSSCH) avde the * pairs. RUSSEN stated that the door lockwas f ully f unctional unt.) February 13, 1989. At that time, the RT! auditor
(SHAFIRO) stated that he vigorously shook the door and gained access without
use of the key while the irradiator was operating._ SHAPIRO stated-that he
contacted RUSSEN and directed his to shut down' the irr adiator until the doorlo:k syster was repaired. RUSSEN stated that when he observed the door lock,
the inside knob was physically damaged, apparently f rom being slassed against{ the adjacent wall. RUSSEN opined that the damage ~was sufficient to render the.
door lock unusable. He indicated that action was taken to replace the door-
lock sechanism bef ore returning the irradiator to serv' ice.

This statement is in conflict with information-reported by~AYRES to the NRC
inspector TAYLOR.

t

| n

|
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l

|
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, f. .::ense :nsatton || requaret tnat the 21:ensee i:;.:n the written 1

* ~

: Instro:::ent containe: :n tte fellcatr.g: irc:e ;re 4.100 "irra :stor
Start og', *'tocecurs 6.10; 'ltra::eter inte-10tr irst:ng". ant rrocedure L

i. 500 "F r e .e n t.t i ve Mai nt er.a n t e t . All :.ar.ges t; t ese prc:ecures must ;

.

t e aper oved, pra.* t: implementatien, c'. tne Certissten. '

Fr::ecure 9.100 su:etttee w:tn letter cate: hav !!,19fi, requires the 90 >,

; setend start up tire celay teell start-u rey sw:tc.% t: ce a:tivatec-
w:th the tachtre key.

Centrary tc the ateve, en February 8 1959, the Itcensee reecved the 90
second start up time delay (tell start u: Ley swit:nt and installed a
toggle switch f:r the.purp se Of continutn; arra ta*:r operatachs=with:ut
the cri:r a: Proval fret the Coc*1ss;:n-, inns chan;e in pro:edure-and
narchare rer.ainec in effett until Fe:ruary ~10, 1968

The licensee accepts this violation. -VARAKLIS stated that licensee management >
gave deliberate consideration to whether replacement of the cell key switch
with a toggle suitch was in violation of the license _ by reviewing the license
concition and application. However, he stated the the licensee did not review-

g- the actual procedures that were cited in the license 1 condition and
consequently f ailed to recognize that use of the nachine key.for activation of,

the cell key switch was specifically identified. SHAPIRO and VARAKLIS
indicated that had they reviewed the procedure that they would have inf ormed'

the NRC prior to replacing the cell key switch _with a toggle switch.

C. 1( C:F 00.40Ettf at: ::.409f oi re:v:res the 1:tensta t: re:ert : the
::t s; s ti en, ar4 tc tne in: .;;ual inv:;ve:. :i tr.s r ac t a t t en ex; sur e .ci
ea:r t r:i va cusi sne r.ei t er. i ra te: er:1:v:ent. 5;:r re;crt snall te
f ar nisnec *t thin ;; ca rs et t er the ex;:5.r e ti. tne : .tt i:ual nas teen
detere ned cy the 13:entee or 90 days after tne cate ci tertination Of
en:loy:ent er work assignrent, whichever is serlier.

| Ocntrerv tc the at:ve, as Of Marcr. !, 19Ei. the li:enste had n:t provid-
C ec this inicer.ation to all 2ndivi uals that ha: terninate: their es:loy-

cent or who had teer4 reassigned. Rep:rts were net sent to the individu-
als until Mar:h 22, 1969, up:n ::entait:4 tion cf the requirement by the

| NEC, in: ugh the violat:cn was creviousiv -ident tiled :y the. licensee's
|. thir:-party audit prograr. en De:er.cer 21. 1959.
i

l

| {- .The-licensee accepts this violation. RUSSEN stated that he was responsible'

for preparing the documentation to the former employees but failed to perfore
as required. He states that as of this date, all of the letters have' been
sent to the esployees and the NRC as required. He f urther' stated that he -now.
has 4 ' ork assigned to assist with this task.

1.

EXHlBli I
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L::ense : : ::t: :r. h.A. re:a:res tnat witnar. ten *:rkin; cays ci-the.

i..:nq Of e#:* Oua*teris in:r c-car t s av::: report, the_12:ensee sha!!
:rc.:cs te the ::nnits::P e writter ces:rt::::n ci an. ::rrective a:ttens
:- rett: te te the auent f i n c a r.g s .

Centrarf 1: tne a:ove, as of Mar:h ~3. 1959, the Itcer.see nas net

SL:::ttet t: ine C mciss:cn e resect.se 1: the 2e:e::er 21. 1965
tnar:-parti at::t.

,

The licensee accepts this violation. RUSSEN stated that he did not recall
getting of copy of the third-party audit findings f or review; and subsequently
f ailed to review the findings and subsit corrective actions as required. The
12 censee's corrective actions have since been submitted. to the NRC as '

required. SHAPIRD outlined a new administrative system involving a Radiation
Saf ety Consittee protocol f or reviewing and tracking the corrective seasures
for all audit findings.

E. .: : ente Can :*.::n ;! recures that af ter installati n :i totalt eQ'

s:v*:e s. ;teater t r. a r tra quantity fer anien a :re<i:;t r a t t a t : : r. s u r v e .-
r,as been c : cts: t s c', anc crl r to initiat: n ci t n e t r e a:: s t i en pr ogr ar.. a
ra:14t::n survey snali ce :cnducte: te :etermine maximum factation levels

i :n ea:t aret a:Jeantn; tre t rra::ation r:::. A cetailed report of the

sur vsy is tc :s sent tc tne Cemeistica n: later inan 'C cays fellowing
tne insta;lat::n ci the scarce (s).

Ocntrary t: t.s accve, arei rac:aticn su vevs were nct conducted f ollow-
it; ins ; sta;;at::t Of 4 ::tional :::al :0 seur:e.t1'an: pr:cr t: t r. e
:n:::4 ::.- :- t *.e t rr a:: a t: en pr:g r a: cn Augest 15, an: A:vem er 22 an: )
.. ....

. ... . ::.
_

The licensee accepts this violation.- However,_VARAKLIS stated that relative
tc the sources that were loaded on or about _ August 15, the accumulated
a:tivity was less than was previously installed in the pool in 1983. ,

Consequently, a survey was not technically _ required f or that installation.
[ VAP.4KLIS adelt ted that the source installation perf orced November 123 and 24,

1936 did increase the accumulated activity to 1.3 alllion curies, and
'

consequently did require a more comprehensive survey than was perf ormed.

.
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F. ".:n:lts:n it ti tti ..:ense ren;tres'tnat sl:ents: Aa t tra al :e ;:s test e:
,

an: ese t r. 1 : : c t : a .* : t . : t r. s'. a t e r e n t s , r e p r e s t ti a t i c.n s a n c p r e: e :v r e t -
: ntante: it an ap;l;;et;;r. cateo-Jvne !. list.'anc lettars catec ,

A;'al i. 15i1. Mev *!. i'ES June 7.- liEi. anc it:tec:er-6. !?::.- ;

;. I t e .t E:4 the '3::ess Centrei Levi:es' se: 12 en c enttine: :n 'tne"
l ett er :stes A;r; . E. .liSE,- r ecaires a nre le ;au;s a n.tne cente:1

r e c t. tc tenit:r tre ;rraciator reel water !sve;.
,

Centrery to the 4::ve,_st-of-_ March M , 196C, the'11:ensee hoo net

installe: a nee:;e gauge tc mentter the :rraut ater .roel water _ level .
-

The licensee denies this violation. VARAKLIS contends that a letter dated May
25, 19BE (also referenced in Condition 26) was intended as a change _to'the
device previously described in the letter dated April 8, 1988.-

f

2. Iter. 4 :i the 'A::ess Centrcl Devices * se:t:en ::ntaine: in tne
letter :atec A:rt. 5..liEi, rege *es_trat 0 *a::sti:n ec. :ce te-
n:un.ee :ver the st:ra;e p::L tnat c u l : c a l a r t. si high;ractatiena

-levels existe:. Tne alare was -to te euciole in Ltne tentrei r:ct.ano,-
the st age ;;:1 reer.

;entrtri to the ateve, as of Mar:n. 23.1969,- tne audibl e al ar e

installe: ateve tne ster. age cc:1 was~:nly auc le in_ine sterage
p::1 rc:1

The licensee accer's this violation. The alarsLsystems'has been subsequently
changed so that it as now audible in the'tontrol room.-

0. Ee:tiet L ci-lier !(.J containe: in letter :ste: Artil si 155E.-
states trat tte Fa: 24tton isiety Ciit:er is rescorsible i:r ensuring' j

iall :c: Titer.:e with all viener.ts ci the Ea:iatt en Frote:tt en
frc;rar foe -tna :lant, ine-terrect cperation of_ths'.Ma:e A::ess

-

a ;;ntr:1. spe:2ft:s!!v. the ele:tri:.latchLthat lo:Ls the : ell deert
shut wnile tos : racrater 15 in the encesec pcsn tien'is a re:uired

'
s!fety iviturn and an eletent ei -t ne -el ant 's Ra:t ation-f r:t e: ti en1

Frcgren.

Cor.t r ar y t e ct r.e a e cve, on ct.accut Fetruary 5, 1969, theJEaoistion-
~

( Eaiety Cif::er failed t; assare'all eler.ents'cf the_Eadtatten
'

Protecti:n Fr graz mere effe:tively es t abli shed, .i mpl emer.t edL and
fr a a ntainec relet t ye te nths e nliunctioning of the' lock ~ ce:nanism en- j

ine Mate Ac' cess Dcor.

The licensee denies this violation. .The licensee -reasons are the same -as
I specified for for Violation A.
%.
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4 I' *tc.'s ' (' . '. . E . ! . s e t m i t t e c t t; !EitE''06tet June 7 1936. re:Virts.

t r.s t the t:n:tc' on the wate' treatment systen te er: t2e: tor

c'erer ::erataen renth!v ev =ce.tarisen 1: a cer t a:.i e sur vev
i t. l t r v a f * * .

C :r.t r 6 r v tc ine :::ve, as ei Mer:h 25. 19E9 the tenater en ths-
'

witt' t r e a t a.s n t sistem was not ent:6sc i;r cretsr Oper att cn cn a

tertnly : asis ey :cepariser. :: a pertatie survev 2nstrctent.

The licensee denies this violation. VARAKLIS and RUSSEN contend that though a
specific survey to compare the indication of the radiation monitoring _systes-
with a portable instrument was _ not: perf orced and documented- on- a monthly basis
as technically required, the water treatment-syster. was surveyed weekly
s u f f i c i e r.t to meet the intent of this requirement.-

_

'

!. Frc:e:ure i !00-sucattter in letter' :sted May ;!, : 4 5 9 .- ces: rites-- I

.ar t:us ;r s ve n'.s tive _caint e nan:e pr::e cur es inat test ce ::ncutted
6 *. : Treir 'e:uare: frequen:v.

?

?

C:ntrarv : tre eteve, as cf Mareb 0;. 19E9.-the 11:ensee na: r. c t
ceric't:r; a;' tre recu2re: preventative aatrtenan:e cr :ecures... .

'

E:e: tit:allv. no :uarterly or set:annuai :neest.na: caen ;erierne:-
as recu:re:. a ', : net all ci'the t;rttiv :he:::s wer e per f ormec. _;n
60:11)Cn. retorcs ancitate: that F?tver.tative c.alntenante was not
: r,: t t e t e: unt;l Januarv *C. 1955 incu;h the arrac: ster had cast t r.
:;erati;- stres August 195E,

The licensee accepts this violation. However, RUSSEN an'icated that there ared

no seslannual -checks required by procedure. =even though a semiannual
pr eventative -me:ntenance reporting iort 15 saintained. VARAKLIS indicated
that the preventative maintenance system was an evolving program and thus not
implemented until January 1989,

i
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