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License Nos. NPF-39

NPF -85

U.S. Nuclear Regulatory Commission
ATTN: Cocument Control Desk
wWashington, DC 20555

SUBJECT: Limerick Generating Station, Units 1 and ¢
Reply to a Motice of Violation
Inspection Report Nos, 50-352/90-28 and 50-353/90-28

Dear Sirs:

Attached is the Philadelphia Electric Company's (PECo) reply to a Notice
of Violation for vimerick Generating Statfon (LGS), Units 1 and 2, which was
rontagined in NRC Inspection Report Nos, 50-352/90-28 and 50-353/90-28, dated
Janua*y 14, 1991. This Notice of Violation pertains to the failure to adhere to
station procedures and was identified during an NRL inspection conducted between
December * and 7, 1990, at LGS Units 1 and 2.

The attachment to this letter provides a restatement of the violation

followed by our response. If you have any questions, or require additional
info.~ation please contact us.

very truly yours,
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% M. Leitch
DCS/rgs

Attachament

cc: T. T, Marth, Administrator, Region I USNRC
T. J. fenny, 'ISNRC Senfor Resident Inspector, LGS
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REPLY TO  NOTICE OF VIOLATION

Restatement of the Violation

During an NRC insprction conducted on De.ember 3-7, 1990 a violation of NRC
requirements was identified. In acc-cdance with tne “"General Statement of Policy and
Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendix C (1990), the
violation is Vlisted below:

A. Technical Specification 6.11 "Radiation Protectior Program* for bot+ . 3
reyuires that procedures for personnel radiation protection shall be y.\ pared
consistent with the reguirements of 10 CFR 2C and shal] be approved, maintained,
and adhered to for all operations involving perse™:: raslation exposur:,
Station health physics procedure HP-715, Revision 3, Faragranh 6.3,4 states, in
part, that for surveys performed on outgoing exclusiva use veh. les “, .. take
radiation reading as described in Attachment 8.2,". Attachment 8.2 to HP-715
establishes an administrative 1imit of 1,6 mrem/hour in the driver compartment
(contact with rear of cab/sleeper),

Contrary to the above, on November 8, 1990, the licensee shipped radioactive
material to the Quadrex Recycling Center in Oak Ridge, Tennessee in a vehicle
shere driver compartment dose rates exceeded the adeinistrative limit established
in HP-715. During surveys performed upon receipt of the vehicle at Quadrex,
driver compartment dose equivalent rates were determinec to be 4.5 to 5.0

mrem/ our.

This 1s a Severity Level IV violation (Supplement V),

RESPONSE

Admission of Alleged .iolation

Philadelphia Electric Company (PECo) acknowledges the violation,

Reason for the Violation

The cause of th’. violation was poor attention to detai) on the part of the Health
Physics (HP) technician who surveyed the truck in support of the shipment, resulting
in & procedural non-compiiance, His survey showed less than 0.5 mR/hr in the cab
while previous surveys taken 2 meters in front of the trailer before the cab was
attached revealed 2 mR/hr. When attached, the back of the cab was approximately 1.3
meters from the front of the trailer. We concluded that the low measurement in the
cab resuited from failure of the HP technician to select the proper scale on his
detector., This conclusion 1s supported by the fact that the measurements obtained at
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Quadrex (3-5 mR/hr) were approximately 10 times those recorded in the Limerick
Generatirg Station (LGS) survey.

One contributing causal factor was iuentified in that HP procedure HP-715, "Surveys
fn Support of Exclusive Use Radioactive Shipments and Receipt .if Non Exempt
Radicactive Packeges," did not requ e any comparison between jurvey results at the
front of the shipping container and survey results in the cab area. The WP
technician, therefore, did not recognize the disparity. An additiona) causal factor
fdentified was that no procedural requirement for independent verification of survey
results existed. Indepandent verification may have offset the potential for human
error. The LGS detector (Johnson Extender 33-0705) was tested sa‘isfactorily
following this event &5 were the detectors used at Quadrex, therefore instrument
malfunction was eliminated as a causal factor,

Corrective Actions Taken and Results Achiaved

On November 12, 1990, Quadrex's Radiation Safety Officer notified LGS, the State of
Tennessee, and the carrier, Scientific Ecology Group (SEG), of th2 dose rates 1:-.ide
the cab ared of the transport vehicle. On Novamber 12, 1900, at 1734 hours, LGS
personnel notified the NRC in wccordance with 10CFR §0.72(b)(?)(vi), since this event
resulted in notification of the State of Tennessee bv Quadrex, Additionzlly, the NRC
Resident Inspector and the LGS Plant Manager were notified or « potentia)l problem
with the Radivactive Material shipment to Quadrex in Gak %.ge, TN, On November 13,
1990, the vendor/supp’ier of the dosimetry worn by the SEG dri:er verbally reported
110 mR quarterly exposure to date for the fourth giarter (Octuber - December) of 1990
for the driver, LGS personnel, in cooperation with Quadrex aad SEG personnel,
estimated the tota)l dose received by the truck driver as a result of this shipment o
be 88 mR,

Corrective Actions Taken to Prevent Recurrence

The HP technician involved was counseled on the importance of attention to detail
when performing surveys, and was appropriately disciplined on December 1], 1990.
Procedure HP-715 has been revised to add & note to ihe attachment on which survey
readings are recorded indicating that, if dose rates measured 2 meters from the front
of the trailer exceed 1.6 mR/nr (LGS administrative 1imit), then close attention
should be paid to dose rates measured in the cab, This will aid in ensuring that if
dose rates in the cub exceed the LGS administrative 1imit of 1.6 mR/hr the
appropriace actions will be tiken per procedure HP-715, Direction has also been
added to procedure HP-715 to require performance of & second survey “v another
individual to act as independent verification of fnitial survey resulis for all
radwaste shipments except those known to have low contamination (1.e., clean radwaste
and contaminated protective clothing). An HP Group Information Notice was i1ssued to
all +7 pursonnel on February 6, 1991, describing the evert and the related procedural
enhancmen.s, and emphasizing the importance of attention to deta’) in processing
radwast?® shipments.
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This procedural non-compliance has been reviewed, along with other procedural
non-compliances noted in the inspection report, as part of our ongoing
self-assessment process. We will continue to review these types of fssues and
implement corrective actions as necessary to further minimize personne! errors
including those involving procedural non-compliance.

Date When Full Compliance was Achieved

Full compliance with associated Regulatory requirements wes achieved on November 12,
1990, at 1734 hours, upon completion of all appropriate notifications. Compliance
has been achieved upon revision of procedure HP-715 and notification of these chln?es
to affected HP personnel. This event is considered to be an isolated occurrence. The
counseling/discipline of the irvolved HP technician, the enhancement of HP-715, and
the performance of an independent verification of survey results are considered
sufficient corrective measures.



