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SUMMARIES

l. REACTOR LICENSEES

A.

Civil Penalties and Orders

Baltimore Gas and Electric Company, Baltimore, Maryland
(Calvert C1iffs Nuclear Power Flent) Supplement 111, EA 90-186

A Notice of Violation and Proposed Inposition of Civil Penalty in

the amount of $12,500 was issued December 5, 1990 to emphasize the
importance of maintaining alarm systems in preper warking order and
of ensuring that security staffs are aware of their responsibilities,
The action was based on a security shift supervisor suspending metal
detecter seorches teceuse of malfunctioning equipment and allowing
Lhpivyees to enter the protected aves during a 15 minute period
without either pat-down or hand-held metal detector searches. While
the penalty was escalated 25% for corrective action, this was offset
by 100% mitigation for good past ﬂerformance in the area of security.
The licensee responded and paid the civil penalty on January 3, 1991,

Commonwealth Edison Company, Downers Grove, I1linois
(Braidwood Nuclear Power Station, Unit 1) Supplement 1, EA 90-208

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $87,500 was issued January 30, 1991 to emphasize the
need for management control and oversight of safety-related
activities regarding surveillance testing and the conduct of
operations. The action was based on violations involving the
failure of the control room operation staff and technical staff
engineer to adhere to various administrative and surveillance
procedures during the performance of multiple residual heat removal
system tests on October 4, 1990. The violations resulted in an
unexpected loss of reactor coolant from the primary system and the
contamination of several operators. The civil penalty was mitigated
by only 25% for identification and reporting as this was considered
a self-disclosing event. The civil penalty was escalated by 100%
due to poor past performance in that the licensee had experienced
similar problems with regard to how licensed responsibilities

were discharged in the control room during non-routine evolutions,
The licensee responded and paid the civil penalty March 1, 1991.

Commonwea ith Edison Company, Downers Grove, 111inois
(Quad Cities Nuclear Power Station, Unit 25 Supplement 1, EA 90-203

NUREG-0940

A Notice of Violation and Proposed Impousition of Civil Penalty in
the amount of $50,000 was issued January 30, 1991 to emphasize

the importance of adherence to procedures, effective communication
between operating crew members, turnover of information between
operating crews, and management oversight and direction of operating
crews, The action was based on deficiencies in the performance of
the operating crew and management that resulted in a series ¢f pro-
cedural violations during the conduct of & special turbine torsional







Northeast Nuclear Energy Company, Hartford, Connecticut
(Mil1stone Nuclesr Power Station, Unit 2) Supplement I, EA 90-219

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $50,000 was issued February 11, 1991 to emphasize
the importance of (1) proper control of equipment at the facility
to assure that the reactor is operated and maintained safely and
in accordance with the technical specifications in shutdown
conditions as well as during power operations, and (2) performing
adequate root cause eveluations when deficiencies occur. The
action was based on two violations of containment integrity
requirements during refueling operations, The licensee responded
and paid the civil penalty on March 13, 1991.

Pertland Genera)l Electric, Portland, Oregon
(Trojan Nuclear Plant) Supplement 1, EA 91-005

A Notice of Violation and Proposed Imposition of Civil Penalty in the
amount of $50,000 was issued February 25, 1991 to emphasize the
importance of ensuring that all licensed operators are medically
qualified, that such deterninations are timely and properly documented,
and that any discrepancies are aggressively and thoroughly pursued,
This action was based on (1) inaccurate certification of licensed
operator medical examinations, (2) failure to notify the NRC of a
licensed operator's potentially incapacitating medical condition,

and (3) incomplete documentation of medical histories and qualifi-
cations data. The licensee responded and paid the civil penalty on
March 28, 1991.

Southern California Edison Company, Irvine, California
(San Onofre Nuclear Generating Station, Units 2 and 3)
Supplement I, FA 90-210

A Notice of Violation and Proposed Imposition of Civil Penalties in
the amount of $150,000 was issued January 4, 1991 to emphasize the
importance the NRC attaches to thorough assessment of indicated
problems and to an operating environment which fosters operator
attentiveness to plant conditions. The action was based on two
violations cf plant Technical Specifications. The first violation
involved the inoperability for a period of 55 days of the Unit &

steam driven auxiliary feedwater pump because of a valve misalignment.
The second violation involved inoperability of one train of the safety
injection and containment spray systems due to the undetected inadver-
tent opening of a Unit 3 containment emergency sump outlet isolation
valve. The base civil penalty for each violation was escalated a total
of 50%. The licensee responded and paid the civil penalties on
February 3, 1991.

Tennessee Valley Authority, Chattanooga, Tennessee
(Sequoyah Nuclear Plant) Supplement 1, EA 90-200

A Notice of Violation and Proposed Imposition of Civil Penalty in

the amount of $30,000 was issued Necember 28, 1990 to emphasize the
importance of management controls and ensuring the implementation
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n Memorial Hospital, Shattuck, Oklahoma
ements 1V and VI, EA 90-106

A Notice of Violation and Proposed Imposition of Civil Penalty in

the amount of $5,000 was issued July 25, 1990 to emphasize the
importance of radiation safety program management and compliance

with radiation safety requirements. The action was based on 10
violations demonstrating a lack of attention to NRC requirements

by the radiation safety officer and a lack of management oversight

by the Radiation Safety Committee. These related to: (1) respon-
sibilities of the RSO and RSC, (2) personnel dosimetry and ALARA,

(3) ensuring proper operation of the hospital's dose calibrator,

(4) radiation surveys and (5) labeling and use of radiopharmaceuticals.
The base civil penalty was escalated 100% because of NRC identification
of the violations and a lack of prompt and comprehensive corrective
actions subsequent to the initial NRC inspection in January 1990,

The licensee responded in letters dated August 21, 1990 and after
considering the responses, an Order Imposing Civil Monetary Penalty

was issued December 20, 1990. The licensee paid the civil penalty

on January 18, 1961.

ss Technology North Jersey, Rockaway, New Jersey
ements IV, VI and VII, EA 89-80 .
A Notice of Violation and Proposed Imposition of Civil Penalties in
the amount of $13,000 was issued January 31, 1991 to emphasize .ne
importance of ensuring that (1) licensed activities are conducted
safely and in accordance with the conditions of the license;

(2) deficiencies, when they exist, are promptly identified and
corrected; and (3) all information communicated to the NRC is both
complete and accurate. The action was based on a violation involving
inaccurate and incomplete statements by current and former members of
the licensee's staff and & number of violations which represent a
significant lack of attention to and carelessuess for licensed
responsibilities by supervisors and managers at the licensee's
facility. Only the base civil penalties were proposed because the
licensee's performance was good subs--uent to the violations; the
viclations were identified and/or occurred shortly after a new
President and CEQ had been appointed, and he had minimal opportunity
to regrient the licensee's operations; and, for the most part,
managers involved in the violations had been removed. The licensee
responded and paid the civil penalties February 26, 1991,

Radiology-Ultrasound-Nuclear Consultants, PA, Freehold, New Jersey

Supp
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ment VI, EA 90-061

A Notice of Violation and Proposed Imposition of Civil Penalty in

the amount of $1,000 was issued June 13, 1990 to emphasize the need
for increased and improved attention to the licensee's radiation
safety program to ensure that activities are conducted safely and

in accordance with the terms of the license. The action was based

on violations involving, but not limited to, failures: (1) to perform
certain checks and calibrations of equipment, including required
checks of the teletherapy room radiation monitor; (2) to perform



dose calibrator linearity tests at required frequency or plot results
when performed; and (3) of the RSO to wear required persornel dosimetry
when handling licensed materials and to retain or fully complete
required records, The base civil penalty was escalated 100% based

on NRC identification of the violations and because the licensee's
corrective actions were neither prompt nor comprehensive. The licensee
responded in a letter dated June 21 to July 10, 1990. After considera-
tion of the licensee's response, an Order Imposing Civi) Monetary
Penalty was issued February 22, 1991. The licensee paid the civil
penalty on March 15, 1991,

Sequoyah Fuels Corporation, Gore, Oklahoma
EA 90-162

Tumb
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An Order Modifying License was issued September 20, 1990 requiring
that the licensee characterize the site, take actions to prevent
further releases of contaminated water, and conduct appropriate
monitoring of ground water. The Order was based on concerns that
uranium contaminated water seeping from underneath the main process
building may contaminate ground water and the environment in the
plant's unrestricted area,

eweed X~Ray Company, Greenwood, Arkansas
=210

An Order Modifying License was issued December 4, 1990 to prohibit

a radiographer and an assistant radiographer from engaging in any
NRC-licensed activities on behalf of the licensee, pending further
authorization by the NRC. The action was based on an incident

that occurred on November 12, 1990 in which the assistant radiographer
apparently received a serious overexposure to his right hand and

was hospitalized. Preliminary results from an inspection indicated
that the assistant radiographer failed to perform a radiation survey
to confirm that the source had returned to the shielded ponsition
before approaching the source and the radiographer failed to supervise
the assistant radiographer.

rsity of Wisconsin - Madison, Madison, Wisconsin
ements IV and VI, EA 90-098

A Notice of Violation and Proposed Imposition of Civil Penalties in
the amount of $7,500 was issued July 25, 1990 to emphasize the need
for compliance with NRC regulatory requirements and the licensee's
radiological safety procedures. The action was based on failures:
to have trained operators present on two occasions while treating
patients with the high dose-rate afterloader, to verify treatment
time calculations on 35 occasions (one of which led to a therapy
misadministration), and to have a second person verify 35 treatment
plans (one of which led to a therapy misadministration). One of the
civil pena’iies was escalated 100% because NRC identified the associated
violations and because there were multiple examples. The licensee
responaged in @ letter dated September 24, 1990 requesting mitigation
of une uf the perzlties and denying one of the vivlations. After
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consideration of the response, it was concluded that the licensee
did not provide sufficient justification to withdraw the contes.ed
violation or mitigate the civil penalty. The licensee paid th: civil
penalties on January &3, 1991,

Veterans Administration Medical Center, Albany, New York
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ements 1V and VI, EA 90-209

A Notice of Violation and Proposed Imposition of Civil Penalty in

the amount of $3,750 was issued January 29, 1991 to emphasize the
importance of adequate management attention to and oversight of the
radiation safety program, including proper oversight of the Radiation
Safety Officer. The action was based on violations which included

the failure to: 1) secure certain licensed material from unauthorized
removal, 2) perform leak tests of sealed sources, 3) perform the
required annual review of the radiation safety program, 4) provide
training to personie) in reciclugical safety, and &) maintain adequate
records of certain required activities, i» luding records of the
constancy, linearity, and geometry test. of the dose calibrator. The
licensee responded and paid the civil penalty on February 26, 1991.

Severity Level 111 Violation, No Civil Penalty

t Circle Hospital, Richmond, Virginia
enents 1V andg VI, EA 91010

A Notice of Viglation was issued March 1, 1991 based on violations
involving the improper transfer of NRC 1icensed material to an
unauthorized individual on September 29, 1990. The incident,

which was identified and reported by the licensee, involved the
alleged theft of a lixiscope device from the facility. A civil
penalty was not issued because the licensee identified and reported
.he incident and because of the licensee's good past performance,

Carbide Chemicals and Plastics Company, Inc., Sisterville,
Virginia
enents IV and VI, EA 91-013

A Notice of Violation was issued March 1, 1991 based on a violation
involving the misalignment of a 37 millicurie cesium-137 sealed
source holder with an open shutter that had been rotated away from
the condenser tank where it was intended to monitor the tank content
level, A civil penalty was not proposed because the licensee
identified and reported the incident and because of the licensee's
good past performance,

10

e e e e
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Decembar 5, 1990
Docket Nos, 50+317 and 50-318
License Nos. OPR-=53 and DPR~69
EA 90-186

Baltimore Gas and Electric Company
ATTN: Mr. G, Dowell Schwartz, Jr.
Vice President
Genera! Services Division
Post Office Box 147%
Baltimore, Marylang 21203

Gentlemen:

Subject: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY = $12,500
(NRC Inspectiun Keport Nos. 50-317/80-28 and 50-318/90-28)

This letter refers to the NRC inspection conducted on October 10-11, 1990 at
the Calvert Cliffs Nuclear Power Plant to review the circumstances associated
with a violation of NRC requirements, confirmed by your staff as a result of
their followup of an allegation received by the NRC, and reported to the NRC

in & letter dated October 2, 1980. The inspection report was sent to you on
Cctober 19, 1990, On Nevember 2, 1990, an enforcement conference was conducted
with you, Mr. C. Poindexter, and other members of the Baltimore Gas & Electric
Company staff, to ciscuss the violation, its causes, and your corrective
actions.

The violation, which is described in the enclosed Notice, involved the failure
by the security ferce to conduct a firearms search of approximately 100 personnel
who entered the protected area durfng a 15 minute interval on the morning of
September 11, 1990. At the time, three of the four metal detectors were not
operating satisfactorily in that they were in a constant alarm mode. The
security shift supervisor directed suspension of the metal detector searches and
let the employees process through the alarming detectors (on which the volume
had been muted) without performing either hand-held meta] detector or pat=down
("hands on") searches for firearms as required.

Although the responsible security shift supervisor informed the NRC inspector,

as well as your staff, that he believed he was acting within the scope of his
authaiity, the NRC 15 concerned that the security shift supervisor, at a minimum,
exercised extremely poor judgment in making this decision. In addition, at least
four of the other security officers on duty at the time, who should have known
that the supervisor made an improper decisfon, did not take action to prevent,
cerreCt or even report this obyvious violation.

CERTIFIED MAIL
RETURN RECEIPT REQUESTED

NUREG-0940 1.A-1



Baltimore Gas and Electric Company 2

The NRC recognizes that all of the individuals who entered the protected area
during this time were employees who were authorized access to the area. The NRC
also recougnizes that there does not appear that any threat was created by this
condition (the personnel who passed through the detectors were unaware of the
prablems because the alarm volume had been muted). However, given the number of
individuals involved, as well as the poor judgment exercised by the responsible
security shift supervisor and the leck of response by the other security officers
present, the NRC considers tnis violation significant. Therefore, the violation
is classified at Severity Level 111 in accordance with the “General Statement of
Pelicy and Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendix
(Enforcement Policy) (1990).

The NR( recognizes that subsequent to becoming aware of the event, corrective
actions were initiated to improve control and implementation of the security
program, and to prevent recurrence of this condition. These actions included:
removal of the responsible security shift surarvisor from the site and reassign-
ment 1o the corporate offices in Baltimore; .pecific counseling of all nuclear
security officers concerning the seriousness of the event and their responsi-
bilities for communicating concerns to management; review and revision of plans,
procedures, and post orders for clarity regarding the supervisor's scope of
authority (the Post Orders stated that a Nuclear Security Supervisor may tempo~
rarily change Orders to conform to a current situation); and redevelopment of
the initial supervisory training program. However, the NRC does not consider
these actions thoraugh because you did not address any plans to include the
"lessons learned” from this event in your initial and requalification trainirg
programs for security officers, to assure that over the long term, current and
future security officers understand their responsibilities concerning preven~
tion, correction, and reporting of security violations. In addition, as of the
date of the enforcement conference, you appeared not to have appropriately ‘
consicered the causes of, the corrective actions for, and the failure by the i
pther security officers to prevent the violation. '

To emphasize the importance of these matters, | have veen authorized, after
consultation with the Director, Office of Enforcement, and the Deputy Executive
Director for Nuclear Reactor Regulation, Regional Operations and Research, to
issue the enclosed Notice of Violatien and Proposed Imposition of Civil Penalty
{Notice) in the amount of $12,500 for the Severity Level III violation set
forth in the enclosed Notice., The base civil penalty amount for the Severity
Leve) 111 violation is $50,000.

The escalation and mitigation factors set forth in the enforcement policy were
considered as follows: (1) since the violation was identified as a result of
MRC referring an allegation to the licensee, no adjustment of the base civil
penalty on this facter {s warranted; (2) your corrective actions did not include
applying the lessons learned from this event in the initial and requal’/fication
training programs for security officers, and therefore, 25% escalation of the
base ¢ivi! penalty on this factor is warranted; (3) your past performance in the
security area has been good, as evidenced by only one level IV security viola-
tion during the three security inspections in the past two years, as well as

NUREG-0940 1.A-2
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Baltimore Gas and Electric Company 3

Category 1 ratings in the security area during the last six SALP periods, and
therefore, 100% mitigation of the civi! penalty on this factor is warranted; and
(4) this case did not invelve prior notice, duration, or multiple occurrences
(although multiple individuals were allowed to enter the protected area without
searches, this was caused by the single poor decision by the then security shift
supervisor, and the failure by the other security officers involved to take
preventive action), and, therefore, no adjustment on these factors is warranted.
Therefore, based on the above, the base civil penalty has been decreased by 75%.

You are required to respond to the enclosed Notice and, in preparing your
response, you should follow the fastructions specified therein. In your
response, you should document the specific actions taken and any additional
actions you plan to prevent recurrence. After reviewing your response to this
Notice, including your proposed corrective actions, and the results of future
inspections, the NRC will determine whether further enforcement action 1s
necessary to ensure compliance with NRC regulatory reguirements.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," Part 2,
Title 10, Code of Federal Regulations, a copy of this letter and the enclosure
will be placed in the NRC's Public Document Room.

The responses directed by this letter and the enclosure are not subject to the
clearance procedures of the Office of Management and Budget as required by the
Paperwork Reduction Act of 1980, Pub. L, 96-511.

Sincerely,

S

Thomas T. Martin
Regiona)l Administrator

Enclosure: Notice of Violatien and
Proposed Imposition of Civil Penalty

cc wlencl:

R. MclLean, Administrator, Nuclear Evaluations
J. Walter, Engineering Division, Public Service Comrission of Maryland
G. Adams, Licensing (CCNPP)

K. Burger, Esquire, Maryland People's Counsel
P. Birnie, Maryland Safe Energy Coalition
Public Document Room (PDR)

Local Public Document Room (LPOR)

Nuclear Safety Information Center (NSIC)

NRC Resident Inspector

State of Maryland (2)

NUREG-0940 183










Notice of Violation 3

The responses to the Director, Office of Enforcement, noted above (Reply to a
Notice of Violatfon, letter with payment of civil penalty, and Answer to &
Notice of Viclatien) should be addressed to: Director, Office of Enforcement,
.S, Nuclear Regulatory Commission, ATTN: Document Control Desk, Washington,
D.C. 20555 with a copy to the Regional Administrator, U.5. Nuclear Regulatory
Commission, Region [, 475 Allendale Road, King of Prussia, Pennsylvania 19406
and 8 copy to the Senfor Resident [nspector, (alvert Cliffs.

FOR THE NUCLEAR REGULATORY COMMISSION

Thomas T. Martin
Regional Administrator

Dated at King of Prussfa, Pennsylvania
this & day of December 1930

NUREG-0940 I.A-6






Commonweslth E#1son Company « - Januery 30, 1981

A March 18, 1850 Unit 2 Yoss of resctor coolant event kighlighted problems with
contro) reom communicetions and system configuration control for abnormal 1ineups
guring plant shutdown congitions, Your "Hetghtened Level of Awareness” spects |
operating oroer (MLA) develroed in response to this event was viewed &5 2 o0u
start toward correcting those defictencies, Though the shift preceding the
October event implemented the MLA, the following shift did not, Senior plant
menagement failed to ensure that corrective ections and expectations associated
with the March event were effectively comunicated anc imp emented, Mad thig
program been rigorously followed, this event may not “ave happened,

Fatigue sppears to have contributed to the Dctober event because the technice!
steff engineers involved had worked excessive hours (18 to 20 hours). Though
provisions were in place to have @ relief crew availadble, there were no controls
in plece to require management epproval prior to ccnca\l1ng the relief crew work
assignment, The engineers tnvolved had & major responsibility to ensure that
surveillance sctivities are conducted 1n & manner to minimize unnecessary chals
lenges to the plant, The reduction in awareness demonstrated by the engineers
mey have been due Lo excessive work hours.,

While the out of sequence performance of a survelllence test step inftisted the
event, the root cavse was & significent failure in the contro) room command and
control function, The violetions represent & recurring breskdown in the contrg’
of 1icensed activities and & significant lack of attention towerd licensed
responsibilities, 1t 18 clearly not acceptable for the cuntrol room to not be
cognizant of significant plant sctivities. Therefore, in accordance with the
"Genere! Statement of Policy and Procedure for NRC Enforcement Actions,"”
(Enforcement Policy) 10 CFR Part 2, Appendix C (1980), the viclations relited
1o the control of operctions have been clessified in the aggregete ot @ Severity
Leve! 111, The violation related to 1nedequate overtime controls for the
technice) «taff engineer has been classified #t o Severity Level 1V,

Following the October event, you instituted 8 number of additions) corrective
actions that inc - ded development of 8 program to review operational performence
through periodic e ‘1*s, crew eveluations and performance feedback. Varfous
procedures were clar) ‘ied and sentor management met with each shift crew to
emphasize their respon, ‘bilities and authorities, Additionally, guidance has
been nrovided for Techn ca) Staff performed surveillances and overtime and the
Operation Shift Advisor has been assigred to assist the SCRE 1n supervising
surveillance sctivities

To emphasize the need for management control and oversight of safety-related
activities regarding surveillance testing and the conduct of vperations, 1 have
bees authorized, after consultation with the Director, Office of Enfurcement,
and the Deputy Executive Director for Nuclear Reactor Regulation, Regiona)
Operetions and Research, to fssue the enclosed Notice of Violation and Proposed
Imposition of Civil Penalty (Notice) in the umount of $87,500 for the Severit
Leve) 111 problem, The base value of & cyvil penalty for 8 Severity Level l!{
violation or problem {s $50,000, The escelatfon and mitigetion factors in the
Enforcement Policy were considered,

NUREG- 0940 1.A-8
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Comnonwes1th Edison Company « 3. January 30, 1991

The base civil denalty was mitigeted by 25% for {dentification and roport!n,.
However, the full amount a)lowed under the Policy was not applied because ¢
the self-disciosing nature of this event. The base civi) penalty was nelfther
escalated nor nitigated because your corrective actions @1 not adequately
address the long term resolution of management overview of plant activities,

In this regerd the NEC takes specific exception to the views expressed in your
Confirmatory Action Letter response of November §, 1980, that the “reduction

Of awareness that otcusred during the event 15 believed to be unfgue to the
individuels Snvolved end does not represent & normal characteristic...” or that
“the deficiencies that led to the March 1R event were not evident in thig
coese. . .end our fnvestigetion concluded that o loss of command and control did
net occur,” The cover letter transmittiag Inspection Report No. §0-487/90012,
Ceted Apri) 18, 1880, noted the cefictency 1n communication prectices between
supervisers and operators during nonsroutine evolutions such as occurred on
Ferch 18, 1850, That event was similar to the October event with regard to how
Vicensed responsibilities were discharged 1n the control room during noneroutine
evoiytions, HMad sdequate corrective action been implemented for thet event,
this current problem Vikely would not have occurred, Therefore, 4s & result of
suth poor past performence, the base civi) penalty {s bc1ng escalated by 1003,
The other facturs were considered and no further adjustment of the civil penalty
was Ceemed appropridte. Therefore, o $87,500 civil penaity s ossessed for
these violations,

You ere required to respond to this letter and should follow the instructions
specified in the enclosed Notice wien preparing your response. In your response,
you should document the specifin actions teken and any edditions] actions you
plan to prevent recurrence. In 1ight of arother enforcement action pondi:g
againgt your Quad Citfes focidity (EA $0.203) 1nvo1v{ng plant operations where
menagement ¢i¢ not assure sufficient oversight and tratning, you should discuss
how you intent to apply the corrective actions sdopted for the Braidwood incident
to your other Ticensed facilities. After reviewing your response to this Notice,
including your proposed corrective actions and the results of future {nspections,
the NRC will determine whether further NRC enforcement action 15 necessary to
ensure complience with NRC regulatory requirements.

In accordence with 10 CFR 2,780 of the NRC's "Rules of Practice,” 8 copy of this
letter and 1ts enclosure will be placed in the NRC Public Document Room,

The responses directed by this letter and the enciosed Notice are not subject
to the clesrance procedures of the Office of Management and Budget as required
by the Faperworx Reduction Act of 1980, Pub, L. No, §6-811,

Sincerely,

aﬁ ﬁ»’t’ M

A. Bert Davis
Regional Administrator

Proposed Impesition of Civil Penelty

See Attached Distribution

I
|
Enclosure: Notice of Viglation end

NUREG-0940 1.A-9
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Commonwesth Edison Company « 4. Jenusry 30, 1981

QigSrlg!ttgg

¢t w/enclosure:

M, Wallace, Vice President,
PWR Operstions

T. Kovach, Nuclear
Licensing Mansger

A, Checce, Nuclear
Licensing Administretor

K, Kofron, Station Mansger

D. Miller, Regulatory
Assurance Supervisor |

peo/DCE (R1DS)

i 0C/LFDCB
, Resident Inspectors, Byron,
Breidwood, Zion
{. Jr., Esq.

! D, K, Casse

| Richerd Hubbard

J. ¥, McCaffrey, Chief, Public
Uiilities Diviston

Sierhen P, Sands, LPM, NRR

Robert Newmann, 61!1;0 of Public
vounsel, Stete of 1111nois Center
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NOTICE 0: VIOLATION
ND
PROPOSED IMPOSITION OF CIVIL PENALTY

Commonwea 1th Edison Company Docket No, S50.45¢
Bratowood Nuclear Statfon Unit t}c;gs;o:o. NPFLY2

During an NRC fnspection conducted on November 1923, 1880, violations of NRC
requirements were foentified,  In accordence with the “Geners) Statement of
Policy and Procedure for NRC Enforcement hetions,” 10 CFR Part 2, Appendix ©
(1850), the Nuclesr kegulotory Commission proposes to impose & civil penalt
pursuant to Section 234 of the Atomic Energy Act of 1954, as emended, 42 U.5.C.
€282 and 10 CFR 2,208, The particular violations end essocieted civil penalty
ore set forth below:

I, Viglations Assessed a Civid Penalty

Technica! seoct1$cot1on €.F.1.2 requires that written procedures be esteb-
11shed, implemented, end meintained for sctivities 1isted in Appendix A of
Regulatory Guide 1,33, Revision 2, February 1978, Listed activities include
soministretive procedures and surveillance testing,

1. Surveillance procedure BwVs 4.6,2,2.1, Steps 2,21 through 2.24, requires,
fn part, the closure of Residue) Meat Remova) Mot Leg Suction Vent Valve
(RH02835. and removal of the hose from the vent connection on RKO28B,
prior to restoring the Resfidual Meat Remove) system to the origira) as
tound condition,

Contrary to the above, on October 4, 1980, the Technical Staff tnyinocr
girecting the performance of survei)lance procedure BwVS 4,6,2.2+1,
fetled to follow steps 2.21 through 2,24 bg not clos!ng vent velve
RHOZ2EB before opcnin? fsoletion valve RMBT0ZB, & stap in restoring the
Residue) Heat Removal system to 1ts origine) as found configuration,

2. Braigwood sdministrative procedure BwAP 3361 Opcroting Shift Turnover
end Rellef, sections C.3.¢ (Shift Engineer), é.d.d (Station Control
Room Engineer « SCRE), and C.6.e (Shift Supervisor), requires, in part,
that the off-going Shift Eanineer, SCRE and Shift Supervisor gocument
on the turnover sheet survetliances in proaress at turnover,

Contrary to the above, on October 3, 1890, the off-going Shift Engineer,
SCRE, end Shift Supervisor failed to document on their respective turn.
over sheets that sirveillance BwVS 0.6-2,PH.2-] was then in progress

on the Unft 1 Resicual Heat Remova) system,
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Kotice of Violation .

Bratdwood administrative procedure BwAP 300-1, Conduct of Operations,
Section C.3.n.(3), requires, in part, that the indivicus] who 1s to
perform the activity is responsible to adequately review the procedure,
to fully understand what he (she) 1s doing, end to be cognizant of all
the Yimitations, precautions, and requirements,

Contrary to the above, on October 4, 1990, the extra Nuclear Station
Operator ossi?nod to perform the residual heat removal system surveillance
activities feiled to adequately review surveillance procedure BwVs
4.6.2.2+1, to fully understand the activities and wes not cognizent

of 811 limitations, precautions, and requirements when opening 1solation
valve RHBT02B prior go closing vent valve RHOZBB,

Braidwood administrative procedure BwAP 300-1, Conduct of Or ‘rations,
Section C.3.n.(2), requires, in pert, that briefings shal) Le conducted
by the Shift Engineer or designee for individuals invelved ir an evolu-
tion that is to be performed.

Contrary to the above, on October 3, 1990, the Shift 1 Shift Engineer
or designee failed to conduct an adequate briefing with the individuals
assigred to perform the residual heat removal cystem surveillance tests.

Braidvood administrative procedure BwAP 380-1, Opcroting Department
Surveillance Program, Section £.3, requires, in part, that when the
Station Contro) Room Engineer (SCRE) assigns & surveillance to the
appropriate nuclear station o?oratnr (NSO), the SCRE shall inform the
NSU of any effects on tota)l plant ¢, erations, limiting conditions,

or any other significant informetion concerning the performance of @
surveillance.

Contrary to the above, on October 3, 1990, the Station Control Room
Engineer failed to inform the appropriate NSO assigned to perform the
surveillances, of effects on plant operation, 1imiting conditions or
eny other significent informetion concerning the performance of
surveillances BwVS 4.6.2.2-1 and BwVS 0.5+2,RH,2<1 on the Unit ]
Residua) Heat Removal system,

Bratdwood administrative procedure BwAP 380.1, Operat1ng Department
Surveillance Program, Section [.5, requires, 1n part, the Station
Contro) Room Engineer record in the comments section of the applicable
surveillance data package cover sheet the reason for non-scheduled or
extra surveillances being performed 1f the surveillance 15 not 1isted
on the current schedule.

Contrary to the above, on October 3, 1990, the Shift 3 Statfon Control
Room Engineer fatled to record on the data package cover sheet the
reason for performing surveillence BwVS 0.5-2,RH,2-1, & non-scheduled
or extra surveillance that was not listed on the current schedule,
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Notice of Viplation o s

Within the seme time as provided for the response required above under 10 CFR
2.201, the Licensee may pay the civi) penalty by letter eddressed to the
Director, Office of Enforcement, U.S. Nuclesr Rtgulotor{ Commission, with &
check, draft, money order, or electronic transfer paysble to the Treasurer

of the United States in the cumulative amount of the civil penalty or may
protest imposition ¢f the ¢ivi) penalty 1n whole or in part, b‘ & written

enswer addressed to the Director, Office of Enforcement, U.S. Nuclear Regulatory
Commission, Should the Licensee fail to answer within the time specified, an
order imposing the civil penalty will be fssued, Should the Licensee elect to
file &n answer in accordance with 10 CFR 2,208 protesting the civil penalty,

in whole or in part, such answer should de clearly merked as an “"Answer to @
Notice of Violation” and mey: - (1) deny the violations 1isted in this Notice

in whole or in part, (2) demonstrate extenvating circumstances, (3) show error
in this Notice, or 14) show other reasons why the peraities should not be imposed,
In addition to protesting the civil penalty in whole or in part, such answer

may reguest remission or mitigation of the penalty.

In requesting m!tigltion of the proposed penalty, the factors addressed in
Section V.B of 10 CFR Part 2, Appendix € (1990), should be sddressed. Any
written answer in accordance with 10 CFR 2,205 should be set forth separately
from the statement or explanation in rep1{ pursuant to 10 CFR 2,201, but may
{ncorporate parts of the 10 CFR 2.201 reply by specific reference (e.g., citing
page and paragreph numbers) to evoid repetition, The sttention of the Licensee
s directed to the other provisions of 10 CFR 2,205, regarding the procedure for
imposing @ civil penalty,

Upon failure to pay any civi) penalty due which subsequently has been determined
in sccordence with the appliceble provisions of 10 CFR 2,205, this matter may be
referred to the Attornc{ General, and the penalty, unless compromised, remitted,
:r mw:lg:t§dé m;ygge collected by civi) action pursuent to Section 234c of the
ct.“...?c.

The response noted above (Reply to Notice of Viplation, letter with payment of
civi! penalties, end Answer to @ Notice of Violation) should be addressec to:
Director, Office of Enforcement, U.S. Nuclear chulotory Commission, ATTN:
Document Contro) Desk, Washington, D.C, 20855 with a copy to the Regiona)
Agministrator, U.$. Nuclesr Regulatory Commission, Region 111, 799 Roosevelt
Rosd, Glen EVlyn, 111inois 60137, end @ copy to the NRC Resident Inspector

@t the Braiowood Nuclear Station.

FOR THE NUCLEAR REGULATCRY COMMISSION

ABDL=

A. Bert Davis
Regional Administrator

Deted at Glen Ellyn, 111inois
this 30th day of Joanuary 1981
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Kl P UNITED STATES
LY NUCLEAR REGULATORY COMMISSION

{ ) \ REGION iN1
. 188 ROOSEVELY ROAD

%‘ / GLEN ELLYN ILLINOIE #0135
N Janyary 30, 19881

Docket Ko, 50268
License Ko, DPR-3D
EA 90-203

Commonweaith Edison Company
ATTN: Mr, Cordel) Reed

Senfor Vice President
Opus West 111
1400 Opus Place - Suite 300
Downers Grove, 111inois 60516

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY « $50,000
QUAD CITIES NUCLEAR POWER STATION, UNIT 2 (NRC INSPECTION REPORY
NO. 50-265/90020)

This refers to the special safety inspection conducted from October 30 through
November 9, 1980 at the Quad Citfes Nuclear Power Station, Unit 2. The inspec-
tion included an examination of the available facts and circumstances related to
the performance of control room activities, following the attempted perfomeance
of & specia) turbine torsiona) test, which led to 8 reactor scram on October 27,
1990, The report documenting this inspection was mailed to you on November 21,
1990, As a result of the inspection, 2 significant failure to comply with NRC
regulatory requirements was 1dentified, and accordingly, the NRC discussrd its
concerns relative to the inspection findings with members of your staff in an
Enforcement Conference held on December 7, 1980, The Yicensed individuals
fnvolved in the October 27, 1950, event also attended the Enforcement Conference,

To summarize the events leading to the scram, on October 27, 1990, the Nuclear
Station Cperator (NSD) at Quad Cities, Unft 2, at the direction of the Shift
Contro) Room Engineer (SCRI) attempted to control resctor pressure at 800 psig
fn the hot standby conditfon and with the turbine bypass valves closed in order
to ¢llow the removal of test equipment from the turbine contro) valve electro-
hydraulic contrel (EWC) circuit, Throughout this evolution, the NSO did not
follow appropriate procedures and was inattentive to his nuclear instruments.
The procedure to be followed called for the reactor to be taken subcritica) by

8 determined amount, HMowever, the NSO focused his attention on reactor pressure
and, as a consequence, did not adequately monitor status of the reactor with
respect to criticelity. Because he did not adequately monitor reector power, he
inserted more control rods than were needed to meintain the desired pressure and
when reactor pressure reached 776 psig he began to withdraw contro) rods. A rod
block was experienced since the Intermediate Range Monitors (1RM) were on Range !
and the Source Range Monitors (SRM) were 1nd1cat1n? less than 100 counts. The
insertion of the SRMs cleared the rod block and allowed the operator to initiate
control rod withdrawa)l, The operator continued with control rod withdrawal but

CERTIFIED MAIL
RETURK RECEIPT REQUESTED
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Commonwesth Edisun Compeny - 4 - January 30, 199)

The inspection report (No, 50-265/900020) councerning the October 27, 1980, event
fdentified three other 1ssues which were identified in that report s potential
viclations of NRC requirements. Those issues were inadequacy of the test proce-
dure for the turbine torsional test; fnadequate corrective accion taken between
the {dentificetion of & deficiency {n the hot standby operations procedure on
the first shift on October 27, 1990, and the attempt by the third shift on
Dctober 27, 1980, to perform the procedure; and, two separate examples of
failing to follow & procedure when an Operations Enginger did not contact @
Kuclear Engineer and the failure to make an opersting log entry rtndin, the
discovery of & “hot notch® control rod, After further consideration of the
fnformation you presented at the December 7, 1990, Enforcement Conferencte, the
NRC staff hos decided not to taken enforcement action on those 1ssues. while
the NRC is not taking enforcement action on those issues, we are concerned that
they may have contributed to the overal] problem end we request that you discuss
them and their impact on the October 27, 1990, event in your response to the
enclosed Notice.

In sccordance with 10 CFR 2,790 of the NRC's "Rules of Practice,” & copy of this
Tetter and 1ts enclosure will be placed 1n the NRC Public Document Room,

The responses directed by this letter and the enclosed Notice are not subject to
the lesrance procedures of the Office of Management and Budget as required by
the Paperwork Reduction Act of 1980, Pub. L, No, 96-811,

Sincerely,

g Tud s

A, Bert Davis
Regiona) Administrator

Englosure!
Notice of Violation and Proposed
Imposition of Civil Penalty

cc w/enclosure:

D, Galle, Vice President - BKR Operations

T. Kovach, Nuclear Licensing Manager

R. L, Bax, Station Manager

pco/DCE (RIDS)

OC/LFDCB

Resident lnspectors LaSalle
Dresden, Quad Cities

Richard Hubbard

J. W. McCaffrey, Chief, Public
Utilities Division

L. Olshan, NRR LPM

Robert Newmann, Office of Public
Counsel, State of I1linois Center
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NOTICE O:NXXOLATION
PROPOSED IMPOSITION OF CIVIL PENALTY

Commonwealth Edison Company Docket No, S0-268
Quad Cities Nuclear Power Station, Unit 2 tlc;gt;ouo. DPR-30
«203

During an NRC inspection conducted from October 30, 1990, through November §,
1990, violations of NRC requirements were identified. In accordance with the
"General Statement of Policy and Procedure for NRC Enforcement Actions,” 10 CFR
Part 2, Appendix C (1990), the Nuclear Ro’ulutory Commission xroposcs to impose
8 civil penalty pursusnt to Section 234 of the Atomic Energy Act of 1854, as
amencded (Act), 42 U.S.C, 2282, and 10 CFR 2,205, The particular violations and
associated civi) penalty are set forth below:

Quad Cities Nuclear Station Technical Specification Section 6.2.A.1 requires in
part, that detailed written procedures covering start-up, operation, and shutdown
of the reactor, and other systems and components involving nuclear safety of the
facility shall be prepared and adhered to.

1. Temporary Procedure (TP) 6303, “Shutdown from Power Operations to & Standby
Mot Pressurized Condition," stipulated the grocodurcs for taking the unit
from a power generation mode to & hot standby condition following a turbine
torsional test,

Centrary to the above, on October 27, 1990, follow1n? an attempted turbine
torsiona) test the Nuclear Station Operator (NSO) failed to utilize the
procedures specified in TP 6303 for taktng the unit from & power generation
mode to & hot standby condition,

2. Quad Cities Station Administrative Procedure (QAP), “"Conduct of Shift
Operations," QAP 300.2, Section C.13.j, requires that briefings be
conducted bi cognizant personnel for individuels involved in an evolution
that 1s to be performed and Section C.28.¢ of procedure QAP 300-2 requires
the Shift Control Room Enginezr (SCRE) to be responsible for control room
activities to assure safe plant operation.

Contrary to the above, on October 27, 1990, an inadequate shift briefing
was conducted by the test director and shift engineer for the third shift
activities in that shift personnel were not briefed on the status of TP
6303 and the SCRE failed to supervise control room activities by maintaining
cognizant of the status of Unit 2 reactor operation in that he was unaware
that the Nuclear Station Operator (NSO) had made the reactor subcritice)

in the source range by control rod insertion,
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Notice of Violation .

3. QAP 3001, "Operations Department Organizotion.“ Section C.10.q.%5, requires
in part that the N50 fnitiate “holds" during plant evolutions to ensure that
an evolution does not threaten the stability of the unit, QAP 300-1,
tection C,10.p ¢1s0 requires the NSO be alert and cepable of performing
his assigned duties in & professiona) manner ot a1l times,

Contrary to the above, on October 27, 1990, the NSO failed to initiate @
hold required to ensure unit stability associated with the Electro Hydraulic
Contro) system restoration when reactor power was subcritical in the source
range (100 cps). A hold was required to facilitate & controlled epproach
to criticality, Additionally, the NSO fafled to remain alert to control
panel indications by failing to adequately monitor nuclear instrumentation
during contro) rod withdrawal which resulted in rapidly increasing power

and & subsegquent reactor scram,

4., Quad Cities Operations Procedure (QOP) 700-1, “Source Range Monitor
Operation," Section F.2.8, requires that the source range monitor (SRM)
detectors be inserted as “range 4" is approached on the Intermediate Range
Monitors (IRM).

Contrary to the above, on October 27, 1990, the NSO failed to insert the
SEMs as "range 4" was approached on the IRMs but waited until “range 1"
of the IRMs was reached,

&, Q0P 700-2, "Intermediate Range Monitor Operation," Section F.3.g, requires
the NSO to decrease the IRM ranges as necessary to maintain between 20/125
and 50/125 of full scale.

Contrary to the above, on October 27, 1990, the NSO failed to decrease the
IRM ranges &5 necessary to maintain 20/125 and 50/125 of full scale.

This is a Severity Level 111 problem (Supplement ).
Cumulative Civil Penalty ~ $50,000 (assessed equally among the five violations).

Pursuant to the provisions of 10 CFR 2.201, the Commonwealth Edison Company
(Licensee) 15 hereby required to submit a written statement of explanation to the
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, within 30
days of the date of this Notice of Viclation and Proposed Imposition of Civil
Penalty (Notice). This reply should be clearly marked as & "Reply to a Notice

of Violation" end should include for each alleged violation: (1) admission or
denial of the alleged violation, (2) the reasons for the violation if admitted,
and if denied, the reasons why, (3) the corrective steps that have been taken and
the results achieved, (4) the corrective steps that will be taken to avoid
further violations, and (5) the date when full compliance is achieved, If an
t¢dequate reply 1s not received within the time specified in this Notice, an order
may be issued to show cause why the license should not be modified, suspended,

or revoked or why such other actions as may be proper should not be taken,
Consideration may be given to extending the response time for good cause shown,
Under the authority of Section 182 of the Act, 42 U.S.C, 2232, this response
shell be submitted under oath or affirmation.
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Docket No. 50+247
License No. DPR.26
LA 90-114

Consolidated Edison Company of New York, Inc,
ATIN: Mr. Stephen Bram, Vice President
Nuclear Power
Indian Point Station
Eroadway and Bleakley Avenues
Buchanan, New York 10611

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPCSED IMPOSITION OF CIVIL PENALTY « $62,500,
AND DEMAND F?R INFORMATION (NRC OFFICE OF INVESTIGATIONS REPORT
NO. 189006

This refers to the findings of an 1nvcst1?|tion conducted by the NRC Office of
Investigations (O1) to determine whether licensee employees w111fully falsified
test documents for the installation of a solenoid operated valve (SOV) at your
Indian Point 2 facility. The synopsis of the O1 investigation was forwarded to
you on July 24, 1990, As a2 result of the investigation, violations of NRC
requirements were 1dentified involving the failure to achere to a Corrective
Maintenance Procedure (CMP) utilized durtn? the installation of an SOV in the
Waste Gas System and the deliberate falsification of the associated record to
indicate that the procedure had been accomplished appropriately. On August 7,
1990, an enforcement conference was held with you and members of your staff to
discuss the violation, 1ts causes, and your corrective actions,

On March 17-18, 1989, during the installation of a gls unloader valve (SOV 1036)
in the Ko, 21 Waste Gas Compressor (WGC), your staff failed to meggar test the

new SOV as required by the CMP. A Quality Control (QC) lnspector, who was
responsible for verifying installation of the valve, refused to sign off on the
CMP step when the SOV was initially installed, because he had not witnessed a
meggar test. Subsequently, some time after March 18, 1989, the valve installer
signed off the meggar test step and dated his signature as March 18, 1989, even
though he had not performed the meggar test, In addition, some time after the
valve installer signed thic step, a General Maintenance Supervisor (GMS) annotated
the specific step in the procedure with a note to indicate that he had performed
an electrical test on the vaive on March 17, 1989, but that a QC inspector was

not present. While the note may not have been false in and of itself, it, or
similar statoments made by the GMS misled an Associate Quality Assurance (QA)
Examiner to believe that the valve had been meggar tested, Therefore, &s a
resuit, even though the QC Inspector refused to sign off on the CMP step, the
Associate QA Examiner inappropriately signed the CMP step on April 20, 1089,

in the erroneous belief that a meggar test had been performed. In addition,
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of New York, Inc,

several other procedura) steps that could not be performed as stated were signed
: off as complete, rtn|11¥ the GMS inappropriately signed the final step in the
: procedure on April 20, 1 ‘9. ingicating thot the procedure was complete and that
811 data were correct, when, in fect, the required megger test and other
procedura) steps had not been performed as prescribed.

This event occurred, in part, because your employees were not sufficiently
sensitive to (1) the need for strict adherence to the procedural requirements
for the valve instellation, (2) the expected sign1f1ecnco of their signatures
for the completion of :racodurc stogs. ond [3) the need to utilize estab)ished
mechanisms (Open 1tem Reports (OIRs)) to correct procedure completion deficiens
cles wien they discovered that the mtagor test had not been performed, This
event 15 & reflection of the Ynadequacies in your maintenance and quality
assurance gregram&. In sddition, this 1ssue was complicated by the fact that

- the new CMP had not been proptr!g valigated prior to 1ts use, as evidenced by

. severa! of the procedura) steps being wholly inapplicable to the installation,

In sccordance with the “Genera) Statement of Policy and Procedures for NRC

, Enforcement Actions," (Enforcement Policy) 10 CFR Part 2, Appendix C (1990)

. (Supplement ¥1i), the violetions could be categorized ot Severity Level |

! because two of the individuals involved could be considered licensee officials
(first«line supervisors and above are considered Yicensee officials), However,
the NRC recognizes that the individuals that could be considered licensee
offictals were either first or second level supervisors of craft personnel,
rather than senior managers, and that the technical safety significance of the
underiying event was minime!. Specifically, the SOV was new and had been meggar
tested by the manufacturer, the WGC was satisfactorily checked for opersbility
during a post-maintenance test, and the 50V has since been meggar tested successe
fully, Nevertheless, the NRC considers this a very significant regulatory concern
because the failures to accurately follow procedures and document work relatin
to the performance of licensed sctivities were deliberate and reflect your failure
to sufficiently educate your employees with “espect to your expectations for the
activities involved, After considering a1l the circumstances of this case, the
violations are classified in the aggregate as a Severity Level 111 problem,

' To emphesize the need to ensure that your employees understand the importance

: of “vllowing procedures and of clearly and accurately cumpleting all documentas«
tion of such activities, | have decided, after consultetion with the Region 1
kegiona) Administrator, the Deputy Director, Office of Enforcement, and the
Commission, to fssue the enclosed Notice of Violation énd Proposed Imposition
of Civi) Penalty (Notice) in the amount of 362,500 for the Severity Level 111
problem, The base value of a Severity Leve) 111 problem 1s $50,000., The
escalation and mitigation factors in the Enforcement Policy were considered,

Since you did not identify this fssue (1t wes discovered as a resyult of an

, allegation), the base civil penalty was escalated by 6C% based on the fdentifi-
' cation factor. After this fssue was identified, your corrective actions, (that
included remedial action against the individuals involved) were considered
appropriate given the significance and serious nature of the individuals' actions,
In addition, the staff recognizes that you have expended substantial efforts to
improve your maintenance program (including the development of a Maintenance
Quality Improvement Program emphasizing, among other things, the need for strict
adherence to procccuresg, subsequent to the identification of programmatic
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deficiencies during the NRC maintensnce teanm 1ntgect1on conducted in April « May
1889, However, the NRC needs assurance that implementation of the corrective
sctions will be effective. Therefore, only 258 mitigation of the base civil
penalty was considered sppropriate for your corrective ections, With respect

to your past performance in the maintenance area, the staff considered (1) that
you have not received any escelated enforcement action for the failure to fo)low
procedures or for {naccurate records in the two years prior to this event, and
(2) that your maintenance program had several significant programmatic weaknesses
prior to and during the period the violations occurred, 85 indicated in the June
1990 SALP report, Therefore, on balance, no additiono‘ sdjustment of the base
¢ivil penalty on the basis of this factor 1s warranted. The other escalation

and mitigation factors were considered and no further adjustment 15 appropriate
since this case did not involve prior notice, multiple examples, or duration
considerations,

You are required to respond to this letter and should follow the instructions
specified in the enclused Notice when preparing your response. [n your
response, you should document the specific actions taken and eny additional
actions you plan to prevent recurrence, After reviewing your response to this
Notice, including your proposed corrective actions and the results of future
inspections, the NRC will determine whether further enforcement action is
necessary to ensure complisnce with NRC regulatory reguirements,

The NRC recognizes that & recent NRC team inspection conducted in January 19891
confirmed that you have made substantial efforts in fuproving your maintenance
rogram. MHowever, the problems discussed above may heve been symptomatic of a
arger, more widespread problem of employees not understanding the importance
of strictly following procedures, the expected significance of signatures
sttesting to the completion of procedure steps, the use of OIR's to resolve
procedural performance deficiencies, and inadeguacies in your maintensnce and
Quelity assurance programs. Therefore, notwithstanding the corrective actions
taken to date, the NRC needs assurance that those actions will be effective during
periods of peak maintenance ectivity, such as the upcon1n? outage. Accordingly,
you are required to respond to the enclosed Demand for Information,

In sccordance with Section 2,760 of the NRC's "Rules of Practice,” Part 2,
Title 10, Code of Federa! Regulatiors, & copy of this letter and 1ts enclosure
will be placed in the NRC Public Decument Room.

The responses directed by this letter and the enclosed liotice are not subject
to the clearance procedures of the Office of Management and Budget as required
by the Paperwork Reduction fct of 1580, Pub. L. No. $6.511.

Sincerely,

eputy Executive Director for
huclear Reactor Regulation,
Regiung Dperations und Research

Enclosures: Notice of Viplation and

Proposed Imposition of Civil Penalty
and Demand for Information
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¢c w/encls:
C. Jackson, Manager,
Regulatory Affairs
B. Brandenburg, Assistant
General Counsel
P. Kokolakis, Director,
Nuclear Licensing Department of
Public Service
State of New York
State of New York, Department of Law
W. Stein, Secretary - nrss
Public Document Room (PDR
Local Public Document Room (LPDR)
Nuclear Safety Information Center (NSIC)
NRC Resident Inspector
State of New York,
SLO Designee
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Notice of Violation _

The response noted above (Reply to Notisc of Violation, letter with payment of
civil penalty, and Answer to & Notice of violation) should be sddressed to:
Deputy Director, Office of Enforcement, U.5. Nuclear Regulatory Commission,
ATTN: Ducument Control Desk, Washington, D.C. 20666 with & copy to the Regiona)
Administrator, U.S, Nuclesr Regulatory em\uioa, Region 1, and & copy to the
NRC Resident fnspcctor at the facility which 15 the subject ¢f this Notice.

FOR THE NUCLEAR REGULATORY COMMISSION

i HAnagd

James M, Sniezek

Deputy Executive Director for
Nuclear Reactor Repulatinnm,
Regional Operations end Researy”

Dated {} Rockville, Marylend
this #™ day of February 1991
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widespread problem of employees not understanding the importance of strictly |
following procedures or the significance of their signatures attesting to

completion of the procedure steps, the need to utilize Open ltem Repurts to

resolve identified procedure performance deficiencies, and additional

inadequacies in your maintenance and quality assurance programs.

1

Accordingly, despite the significant improvements in the maintenance program
noted during a January 10-18, 1951 team inspection, further information is
needed to determine whether the actions taken by the Licensee to correct the
problems discussed above were effective and provide the Commission with
reasonable assurance that the Licensee will maintain complete and accurate
records of licensed activities and otherwise conduct its activities in

accordance with the Commission's requirements,

v

Therefore, to determine whether the license should be modified, suspended, or
revoked, or other enforcement action taken to ensure compliance with NRC regula-
tory requirements, the Licensee is required to submit tu the Deputy Director,

0ffice of Enforcement, U.S. Nuclear Regulatory Commission, Washington, D.C. 20555,

the following information, in writing and under oath or affirmation, pursuant
to Sections 161c, 16lc, 182, and 186 of the Atomic Energy Act of 1954, as amended,
and 10 CFR 50.54(f):
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03.

Within 30 days of the completion of the next refueling outage, currently

scheduled to begin February 1991, provide an assessment of:

1. the effectiveness of QA/QC controls for ensuring that maintenance
procedures are roperly implemented, records are accurately completed,
and concerns, when they exist, are surfaced to appropriate management

for resolution; and

2. the effectiveness of your corrective actions for the violatiens set
forth in the Notice.

Copies also shall be sent to the Assistant General Counse! for Hearings and
Enforcement at the same address, and to the Regiona)l Administrator, NRC Region [,

475 Allendale Road, King of Prussia, Pennsylvania 19406,

After reviewing your response, the NRC will deternine whether further action

is necessary to ensure compliance with regulatory reguirements.

FOR THE NUCLEAR REGULATORY COMMISSION

s thodnapd

Jdmes H. Sniezek
puty Executive Director for
Nuclear Reactor Regulations
Regional Operations and Research

Dated at Rockville, Maryland
this »Ut day of February 1991,
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‘,-"T s NUCLEAR REGULATORY COMMISSION
R % ‘ REGION IV
Wy $11 BYAN PLAZA DRIVE, SUITE 1000

. ARLINGTON. TEXAS T80V
rest

OEC |7 1990

Docket Nos. 50313 arnd 50-368
License Nos, DPR«51 angd NPF.§
EA 90-178

Entergy Cperations, Inc.

ATIN: Mr, K. §. Carns, Yice President
Operetions, Arkansas Nuclear One

Route 3, Box 1376

Russeliville, Arkansas 72801

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AKD FROPOSED IMPOSITION OF CIVIL PENALTY - §50,000
(NRC INSPECTION REPORT NO. £0-313 & 50-368/90-38)

This refers to the special Nﬂg inspection conducted on October 1.5, 1560, at
the Arkansas Nuclear One (AND) facility operated by Entergy Operat§ons. Inc.
(Entergy Operations), to folluw up on previously fdentified NRC concerns
relating to operability of the control room emergency ventilation system
(CREVS). The results of this inspection were provided to you in an NRC inspece
tion report cated October 16, 1950, and were discussed with you and other
gggargy Operations representatives at an Enforcement Conference on Nctober 30,

The inspection focused on the ability of the control room vertilation dampers

te function in the event of the loss of norma) instrument air, This issue was
inftially identified by the NR( during an Operational Safety Team !nspection
(0STI1) conducted September 10.21, 1990. In addition to the system operability
concern, an issue regarding the accuracy of ANO's response to NRC Generic Letter
(GL) 88-14, “Instrument Air Supply System Problems Affecting Safety-Related
Equipment " was fdentified.

Subsequent investigation by your staff indicated that the CREVS may not have
been able to perform its intenced safety function since the time when damper
air gccumuiators were installed in 1978, Post-modificetion testing faileg to
fdentify the system performance deficiency when normal instrument adr (1A) 1s
unavailable. Of equal concern from & regulatory perspective is the fact that
on August 8, 1988, GL BB-14 informec z1) NRC reacter licensees of 2 generic
problem with ro?crd to safety systems relfant on instrument air. The GL
requested all licensees to perform a aesign and operability verification of
the instrument air system, including verification by test that air-operated
safety-related components would perform as expected under norma) conditions
end upon loss of the normal 1A system, A written response confirming that the
a%gvo verifications were conducted was required to be submitted ynder oath or
affirmation,
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Entergy Operations, Inc, «2«

Ariansas Power § Light Company (APAL), the predecessor licensee to Entorgy
Uperations, proviged inaccurate fnformation to the NRC in fts March 7, 1089
retponse to GL B8.14. Specifically, APAL stated that each satety-related
component encompassed by the generic letter “has an asscciated survei)lance

test which 1s conducted on a reguler basis to verify the ovorabilit{ of that
component” and that the "current surve!llances conducted at AND on “0" components,
we believe, adequately verifies the operability of air-operated IAS comporents

eng simulates & complete loss of instrument air for the components being tested.”
These statements were not accurate in the case of the reserve afr accumulators,
APSL failed to recognize that the safety-related air reserve accumy'ators ‘or

the control room 1sola’fon dampers were not subject to any pericdi. testins
requirements end had never been tested. This fadlure was due in part to an
inagequate onginttring eveluation, coupled with the lack of a clearly docunented
plant design basis. This is a slxn1f1cunt regulatory cencern because the
insoequate evaluation of the GL 88-14 concerns resulted in the ficility

opcr¢;1ng for an additiona) two years with the control room isolation function
degraded.

To emphasize the need for effective mnnlgonant gnd engineering contruls to
ensure that information related to potentia) safety-system problems is
scequately reviewed and accurately reported to the NRC, and that appropriete
corrective action is taken, 1 have been authorized, after consultation with the
Director, Office of Enforcement, end the Deputy Executive Uirector for Nuclear
kKeactor Regulation, Regione! Operations and Research, to fssue the entloseq
Notice of Violation and Proposed Imposition of Civil Peralty (Notice) in i
amount of 350,000 for the Severity Level 111 prodblem described ir t+ enclosed
Notice, The base value of a civil penalty for a Severity Level 111 picclem 1s
$50,000. The escalation and mitigation factors in the Enforcement Policy were
congidered.

The bese civil peralty was escalated by 50% because the NRC identified the
control room isolation demper problem instead of APAL, the predecessor licensee,
which should have identified 1t two years earlier, However, 501 mitigation was
epplied for the prompt and comprehensive corrective action taken by Entergy
Operations, the successor licensee, once the problem was identified. Those
sctions included modification of the control roor isolation system, testing,
enhancement of procedural guidance to ensure complete and accurate responses
when communicating with the NRC, and initiation of a review of pricr NRC sub-
mittals (1988 and 1989) for possible errors, Alsc, a number of significent
Ticensee programs have previously been inftiated to document the plant design
configuration and design basis and upgyrade surveillance testing. These actions
were inftiated to address the root causes of past problems that were the subject
of esceloted enforcement action (€A BO-284), In recognition of thuse actions
your recent initiatives to improv. engineering and technical support, as wel)

85 your improved operating philoso,.hy, which collectively are viewed as positive
changes that should prevent similar problems from occurring in the future, we
have decided not to further escalate the civil penalty based on past performance
and duration.
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Entergy Operations, Inc. ofs

You are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when proparin’ your response, In your
response, you svould document the specific actions taken and any additiona)
actions you plan to prevent recurrence, After reviewing your response to this
Notice, including your proposed corrective actions and the results of future
irspections, the NkC wil) determine whether further NRC enforcement action is
necassary to ensure compliance with NRC regulatory requirements,

In scee-dunge with 10 CFR 2,780 of the KRC's "Rules of Practice,” & copy of this
Tetter ang 1t enclosure w11 be placed in the NRC Public Document Room, The
responses directed by this letter and the enclosed Nutice are not subject to the
¢learence procedures of the 0ffice of Maragement and Budget 8s re~uired by the
Paperviurk Recuction Act of 1980, Pub. L. No. 96511,

“incerely,

- '.\ Z-T—‘
ﬁiﬁ( Ml

Robert D, Mart’

Pegional Admini rator

Enclosure:
Notice of Viplatien

cC w/engl:

Entergy Cperations, Ing,

ATIN: Donald C. Mintz, Executive Vice
President & Chief Cperating Officer

P.O, Box 3159%

Jackson, Mississippi 29786

Entergy Operations, Inc,

ATTN: Gerald W, Muench, Vice President
Operations Support

P.0. Box 31838

Jarksin, Missaasippt  sd2(d,

wise, Carter, Child & Caraway
ATTN: Robert B, McGehee, Esq.
P.0. Box 651

Jackson, Mississippi 39208

Arkansas Nuclear One
AYTN: Cenera) Manager
Techinical Support and Assessment
Route 3, Box 1376
Russellville, Arkansas 72601
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Entergy Operations, Inc, 8

Arkansas Nuclear One

ATTN: Jerry Yelverton, Director
Nu¢lear Operations

Route 3, Box 1376

Russellville, Arkansas 72801

Arkansas Nuclear One

ATTN: Mr. Tom W. Nickels
Route 3, Box 1376
Russellville, Arkanses 7280)

Combustion Engineering, Inc.

ATIN: Charles B. Brinkman, Manager
Washington Nuclear 6p¢rat ons

12300 Twinbrook Parkway, Sufte 330

Rockville, Maryland 20852

Honorable Joe W, Phillips
County Judge of Pope County
Pope County Courthouse
Russellviile, Arkansas 72801

Winston & Strawn

ATTN: Nicholas S. Reynolds, Esq.
1400 L Street, N.W,

Washington, D.C, 20006-3502

Arkansas Department of Health
ATTN: Ms, Greta Dicus, Director
Division of Environmenta) Health
Protection
4815 West Markam Street
Little Rock, A-vansas 72201

Rabcock & wilcox

Nuclear Power Generation Division
ATTN: Mr, Robert B, Borsum

1700 Rockviile Pike, Suite 525
Rockville, Maryland 20852

Admira) Xinnaird R, Mckee, USN (Ret)

P.0. Box 41
Oxford, Maryland 21654
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Notice of Violation s

denia) of the alleged violation, (2) the reasons for the violation {f admitted,
and 1f denied, the reasons why, (3) the corrective steps that have been taken
and the results achieved, (4) the corrective steps that will ve taken to avoid
further violations, and (5) the cate when Tuil compliance will be achieved. [f
an adequate reply 1s not recefved within the time specified in this Notice, an
order may oe issued to show cause why the 1icense should not pe modified,
suspended, or revoked or why such other actions as may be proper should not be
teken. Congideration may be given to extendiag the response time for good cuuse
chown. Under the authority of Section 182 of the Act, 42 U.5.C. 2232, this
response shall be submitted under cath or affirmation,

Within the same time as provided for the response required under 10 CFR 2,201,
the Licensee may pay the civil penalty by letter addressed to the Director,
“#fice of Enforcement, U.S. Nuclear Regulatory Commission, with a check, draft,
moni, order, or electronic transfer payeble to the Treasurer of the United
_tvies 40 the amount of the civi) penalty proposed above, or may protest imposi-
*{+ of the ¢ivi) penalty in whole or in part, by a writ.en answer addressed to
< . 1irector, Office of Enforcement, U. 5. Nuclear Regulatory Commission,
tnould the Licensee fail to answer within the time specified, an order imposing
the civil penalty will be {ssued. Should the Licensee elect to file an answer
in accordance with 10 CFR 2,205 protesting the civil penalty, in whole or in
pert, such answer should be clearly marked as an "Answer to a Notice of
(dolation" and may: (1) deny the violations 1isted in this Notice in whole or
in part, (2) demonstrate rxtenuating circumstances, (3) show error in this
Yotice, or (4) show other reasons why the penalty skould not be imposed. In
addition to protesting the civil penalty in whole ¢r in part, such answer may
request remission or mitigation of the penalty.

In requesting mitigation of the proposed penalty, the factors addressed in
Sgction V.R of 10 CFR Part 2, Appendix C (1990), siculd be addressed. Any
written answer in accordance with 10 CFR 2,206 should be set forth separately
from the statement or explanation in reply pursuant to 10 CFR 2.201, but may

. incorporate parts of the 10 CFR 2.201 reply by specific reference (e.g., citing
| page and paragraph numbers) to avoid repetition. The attention of the Licensee
; is directed to the other provisions of 10 CFR 2.205, regarding the procedure for
| imposing a civil penalty.

Upon failure to pay any civil penalty due which subsequently has been determined
. in accurdance with the applicable provisions of 10 CFR 2,205, this matter may be
referred to the Attorney General, and the penalty, unless compromised, remitted,
or mitigated, may be collected by civil action pursuant to Section 234c of the
Act, 42 U.S.C. 2282¢.

The response noted above (Reply to Notice of Violation, letter with payment of

civil and Answer to a Notice of Violation) should be addressed to: Director,
Office of Enforcement, U.S. Nuclear Regulatory Commission, ATTN: Document
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UNITED STATES

& % NUCLEAR REGULATORY COMMISSION
Qe ¥ REGION )
i Rl % 10T M RIETTA STREET NW.
2 } ATLANTA GEORGIA 30323
“,
P !!! 0 SRy

Docket Nos. 50-424 and 50-425
License Nos, NPF-68 and NPF-81
EA 80-18B8

Georgia Power Company
ATTN: Mr. W, G, Hairston, 111
Senigr Vice President -
Nuclear Operations
Post Office Box 1295
Birmingham, Alabama 35201

Gentlemen:

SUBJECT: NOTICE NF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - $50,000
‘ (NRC INSPECTION REPORT NOS, 50-424/90-27 AND 50-425/90-27)

This refers the Nuclear Regulatory Commission (NRC) inspection conducted by

A, Tillman o _tober 16 - 17, 1990, at the Vogtle Electric Generating Plant
[VEGF). This special announced inspection was conducted in the area of physical
prote-tion uf sensitive unclassified Safeguards Information (SGl) in response to
a (icense: identified and reported safeguards event which occurred on October 11,
1890, 2nd which involved the discovery of unsecured SGI in the VEGP Security

* ining Office located within the licensee's protected area, The report docu-
wtoitig this inspection was sent to you by letter dated October 29, 1990, As a
result of this inspection, significant failures to comply with NRC regulatory
requirements were identified. An Enforcement Conference was held on November 13,
1990, in the Region Il office to discuss the violations, their cause, and your
corrective actions to preclude their recurrence. The letter summarizing this
conference was sent to you by letter dated November 20, 1990.

The violation described in the enclosed Notice of Violation and Proposed
Impesition of Civil Penalty (Notice) includes five instances where SGI was
unsecured, unprotected, or unattended at either VEGP or the Vogtle Project
Engineering Office in Birmingham, Alabama, since August 29, 1990. On
October 11 and Cctober 19, 1990, SGI was found unsecured and unattended in
the VEGP Security Training Office. On August 29 and October 16, 1990, SGI
was found unsecured and unattended in the Vogtle Project Engineering Office
in Birmingham, Alabama, On November 9, 1950, aperture cards containing SGI
were discovered unsecured in Document Control at VEGP,

In addition to the above, on November 9, 19%0 SGI was found unsecured and
unattended in the Southern Company Services (SCS) Becntel Office in Birmingham,
Alabama. This event 1s not being cited as a violation because it was identified
as part of corrective action for a previously identified violation,

Problems were identified relative to the marking of documents believed to
contain Safeguards Information, Although overmarking is not considered a
violation, a document marked as containing SGI must be protected. Over-

marking of SGI may centribute to poor attention being paid to information
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Georgia Power Company .

these continuing problems would benefit from the involvement of individuals
whose experience derives from sour~es outside of the Georgia Power Company
corporate structure in general and Vogtle in particular. It is important that
the Task Force identify the root causes of this problem, whether it is proce-
dures, distribution of responsibilities, training, management oversight, or
response to identified problems,

You are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response, In your
response, you should document the specific actions taken and any additional
actions you plan to prevent recurrence. Specifically, you should respond to the
issues raised in the preceding paragraph. In addition, we expect you to provide
the NRC with a cetailed scope and schedule for completing your Task Force review
by February 15, 1991 ac provided in your November 20, 1990 letter, If that date
or other dates described in your November 20, 1990 submittal are revised, please
provide us written notification. Please also forward a copy of the Task Force's
report upon completion of the project. After reviewing your response to this
Notice, including your proposed corrective actions and the results of future
inspections, the NRC will determine whether further NRC enforcement action is
necessary to ensure compliance with NRC regulatory requirements. In that re?nrd.
we recognize that you may find additional examples of improper control of SGI.
Note that the staff may exercise enforcement discretion for these additional
findings provided your review is being aggressively performed and your
corrective actions are timely and comprehensive,

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," a copy of
this letter and its enclosures will be placed in the NRC Public Document Room,

The responses directed by this letter and the enclosed Notice are not svoisc:
to the clearance procedures of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96.511.

Should you have any questions concerning this letter, please contact us.

Sincerely,

ya Yy i

(iégﬁiétaz Ij éigﬁidﬂég‘ |
ewart D, Ebneter

Regional Administrator

Enclosure:
Notice of Viclation and Proposed
Imposition of Civil Penalty

cc w/encl: See Next Page
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Georgia Power Company

cc w/encl:

R, P, McDonald

Executive Vice President-Nuclear
Operations

Georgia Power Company

P. 0, Box 1295

Birmingham, AL 35201

C. K, McCoy

Yice President-Nuclear
Georgia Power Company
P. 0. Box 1295
Birmingham, AL 35201

W. B, Shipman

General Manager, Nuclear Operations
Georgia Power Company

P, 0, 1600

Waynesboro, GA 30830

J. A, Bailey
Manager-Licensing
Georgia Power Company
P. 0. Box 1295
8irmingham, AL 35201

D. Kirkland, 111, Counse)
Office of the Consumer's
Utility Council
Suite 225, 32 Peachtree Street, NE
Atlanta, GA 30302

Office of Planning and Budget
Room 6158

270 wWashington Street, SW
Atlanta, GA 30334

Office of the County Commissioner
Burke County Commission
Waynesboro, GA 30830

Lonice Barrett, Commissioner
Department of Natural Resources
205 Butler Street, SE, Suite 1252
Atlanta, GA 30334

NUREG-0940
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Thomas H111, Manager
Radiocactive Materials Program
Department of Natural Resources
878 Peachtree St. NE., Room 600
Atlanta, GA 30309

Attorney Gereral

Law Cepartment

132 Judicial Building
Atlanta, GA 30334

Dan Smith

Program Director of Power
Production

Oglethorpe Power Corporation

100 Crescent Centre

Tucker, GA 30085

Charles A, Patrizia, Esq.

Paul, Hastings, Janofsky & Walker
12th Floor

1050 Connecticut Avenue, NW
Washington, DC 20036

State of Georgia
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NOTICE OF VIOLATICN
AND
PROPOSED IMPOSITION OF CIVIL PENALTY

Geor?ia Power Company Dc- « 4. 50-424 and G0-425
Vogtie Electric Generating Plant s, NPF-68 and NPF-8l
Units 1 and 2 .

During an NRC inspection cunducted on October 1 <17, 1990, a viclation of NRC
requirements was identifi... In accordance wi . the "General Statement of
Policy and Procedure for NRC Enforcement Actions," 10 CFR Fart 2, Appendix C
(1990), the Nuclear Regulatory Commission proposes tc impose a civil penalty
pursuant to Section 234 of the Atomic Energy Act of 1954, as .mended (Act),
42 U.S.C. 2282, and 10 CFR 2,205, The particular viclation and essociated
civil penalty are set forth below:

10 CFR 73.21(a) requires, in part, that Safeguards Information (SGI) be
protected against unauthorized disclosure, and that licensees establish and
maintain an information protection system that inciudes certain measures to
protect SGI.

10 CFR 73.21(4)(2) requires, in part, that while unattended, SGI shall be stored
in a locked security storage container.

Contrary to the above, the licensee failed to provide acequate protection for
documents and materials containing Safeguards Information as evidenced by the
following examples:

1. On August 29, 1950, an unlocked and unattended container used to store SGI
was discovered by a Southern Company Services employee in the Vogtle
Project Engineering Support Office document file room, located in
Birmingham, Alabama.

2. On October 11, 1990, unsecured and unattended documents containing SGI
relating to training tasks were found in the Security Training Office,
Vogtle Electric Generating Plant.

3. On October 1/, 1990, two elementary drawings of the Vogtle security power
supply containing SGI were found unsecured and unattended in the Vogtle
Project Engineering Office, Birmingham, Alabama.

4, On October 19, 1990, four documents containing Safeguards Information were
found unsecured and unattended in the Security Training Office, Vogtle
Electric Generating Plant.

§, On November 9, 1990, aperture cards containing SGI were discovered unmarked

and unprotected as SGI in the Enaineerine Satellite Office on the third flonr
of the Service Building.

This is a Severity Level 111 violation (Supplement 111),

Civil Penalty - $50,000,
Portions modified per Licensee response to correct facts.
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Notice of Violation « 2 FEB 07

Pursuant to the provisions of 10 CFR 2.201, Georgia Power Company (Licensee) is
hereby required to submit a written statement or explanation to the Director,
Office of Enforcement, U.S. Nuclear Regulatory Commission, within 30 days of
the date of this Notice of Violation and Proposed Imposition of Civil Penalty
(Notice). This reply should be clearly marked as a "Reply to a Notice of
Viclation" and should include for each alleged violation: (1) admission or
denial of the alleged violation, (2) the reasons for the violation if admitted,
and 1f denied, the reasons why, (3) the corrective steps that have been taken
and the results achieved, (4) the corrective steps that will be taken to avoid
further viglations, and (5) the date when full compliance will be achieved. If
an adequate reply is not received within the time specified in this Notice, an
order may be fssued to show cause why the license should not be modified,
suspended, or revoked or why such other action as may be proper should not be
taken. Consideration may be given to oxt«nding the response time for good
cause shown. Under the authority of Section 182 of the Act, 42 U.5.C, 2232,
this response shall be submitted under oath or affirmation,

Within the same time as provided for the response required above under 10 CFR
2.201, the Licensee may pay the civil penalty by letter addressed to the
Uirector, Office of Enforcement, U.S. Nuclear Regulatory Commission, with a
check, draft, money ordger, or electronic transfer payable to the Treasurer of
the United States in the amount of the civil penalty proposed «bove, or the
cumylative amount of the civil penalties if more than one civil penalty is
proposed, or may protest imposition of the civil penalty in whole or in part,
Dy & written answer addressed to the Directer, Office of Enforcement, U.S.
Nuclear Regulatory Commission, Should the Licensee fail to answer within the
time specified, an order imposing the civil penalty will be issued, Should the
Licensee elect to file an answer in accordance with 10 CFR 2,205 protesting the
civil penalty, in whole or in part, such answer should be clearly marked as an
"Answer to a Notice of Violation" and may: (1) deny the violation listed in
this Notice in whole or in part, (2) demonstrate extenuating circumstances,

(3) show error in this Notice, or (4) show other reasons why the penalty should
not be imposed, In addition to protesting the civil penalty in whole or in
part, such answer may request remission or mitigation of the penalty.

In requesting mitigation of the proposed penaity, the factors addressed in
Section V.B of 10 CFR Part 2, Appendix C (1990), should be addressed. Any
written answer in accordance with 10 CFR 2,205 should be set forth separately
from the statement or explanation in reply pursuant to 10 CFR 2,201, but may
incorporate parts of the 10 CFR 2.201 reply by specific reference (e.g., citing
page and paragraph numbers) to avoid repetition, The attention of the Licensee
is directed to the other provisions of 10 CFR 2.205, regarding the procedure
for imposing a ¢ivi) penalty.

Upon failure to pay any civil penalty due which subsequently has been determined
in accordance with the applicable provisions of 10 CFR 2.205, this matter may be
referred to the Attorney General, and the penalty, unless compromised, remitted,
or mitigated, may be collected by civi] action pursuant to Section 234c of the
Act, 42 U.5.C, 2282¢.
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The response noted above (Reply to Notice of Violation, letter with payment of
civi] penaity, and Answer to a Notice of Viclation) should be addressed to:
Director, Office of Enforcement, U.5. Nuclear Regulatory Commission, ATTN:
Document Control Desk, Washington, D.C. 20555 with a copy to the Regional
Péministrator, U.S, Nuclear Regulatory Commission, Region Il, and if applicable,
a copy to the NRC Resident Inspector at the facility which 1s the subject of
this Notice,

FOR THE NUCLEAR REGULATORY COMMISSION
Stewart D, Ebneter

Regional Administrator

Dated at Atlanta, Georgia
this Sthday of February 19§81

NUREG-0940 [.A-46

T R R r s = T T AN S I GO T



e T

UNITED STATES
NUCLEAR REGULATORY COMMISSION
REGION |
478 ALLENDALE ROAD
KING OF PRUSSIA, PENNSYLVANIA 19408

February 11, 1991

Docket Mo, 50-336
License No. DPR-6S
EA SD-219

Nertheast Nuclear Energy Company
ATTN: Mr. E.J, Mroczka
Serior Vice President - Nuclear
Engineering and Operations
Post Office Box 270
Hartford, Connecticut 08141-0270

Gentlenen.

Subject: NOTICE OF VIOLATION AND PRCPOSED IMPOSITION OF CIVIL PENALTY - 850,000
(NRC Inspection Report No. 50-336/90-22)

This letter refers to the NRC inspection conducted between October 2 and
Cecember 13, 1990 at Millstone Nuclear Power Station, Unit 2, Waterford,
Connaecticut. The inspection report was sent to you on Qecember 28, 1990,
Ouring the inspection, the inspectors reviewed the circumstances associated
with two viclations of NRC containment integrity requirements which were
{dentified by your staff and reported to the NRC. In both cases, the viola~
tions invoived the existence of a direct access path from the containment

tmosphere to the outside atmosphere while the reactor was in the refugling
mode and core alterations were cccurring. On January 15, 1991, an enforcement
conference was conducted with Mr. W, Romberg and other members of yuur staff
to discuss both violations, their causes, and your corrective actions,

In the first case, the direct access path from the containment to the outside
atmosphere was through a steam generator atmospheric dump valve which was
improperly copened (at a time when 2 steam generator manway was alsc open) to
support a drain down of the steam generator. The condition existed for a little
over an hour. The NRC is particularly concerned that the supervisory control

room operator (SCO), a licensed Senior Reactor QOperator, on duty at the time

did not adequately evaluate the existing plant conditions and did not properly
respond to precadtions in the drain down procedure concerning the need to assure
that opening of the atmospheric dump valve would not violate containment inte-
grity. Moreover, the SCO followed the drain down procedure despite an explicit
instructicn on the tagging order for the valve (which stated that the valve had

to remain closed for containment boundary protection). In doing so, he apparently
proceeded without proper.y focusing on the fact that the opening of the valve
would violate containment integrity and procedure OP 2316A under the existing
conditions., With respect to this vislation, the NRC is also concerned that when
the valve was cpened, a reactor cperator in the control room also had an opportunity

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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Northeast Nuclear Energy Company 2

to guestion this condition via the valve positicn indication in the control room,
but did not ¢o so, and the condition existed unti) fdentified by the Outage
Coordinator (& Senicr Reactor Operator) approximately one hour later,

In the second instance, which occurred four days after the first, the direct
access path existed tarough the containment purge lines for more than three
days. The path existed because the inlet valve on the supply line and the
outlet valve on the exhaust line were open and not capable of being automa=
tically closed, as required. (The actuation cabinet assocfated with these
valves had been deerergized for a maintenance activity.) The NRC is concerned
that when the actuator cabinet was removed for troubleshooting, the plant
operations staff dig not identify that a technical specification consideration
was created because of the less of the automatic isolation capabiiity. The
problem on the exhaust )ine was of additional concern because that line's inlet
valve was removed for maintenance., The NRC is also concerned that the SCO, who
was the same SCO involved in the first instance, apparently did not recognize
the significance of cpening the purge valives, given their status at the time.
As a result, he opened the valves sc as to relieve the uncomfortable temperature
and humidity condition that existed in the containment and created the second
problen. Furthermore, after the vicolation of containment integrity occurred,
the condition was not recognized by your staff until an actual ESF actuation
occurred more than three days later (when a containment gaseous radiation
monitor failed high due to a loose wire), at which time prompt action was taken
to manyally clese the outlet valves on the purge lines.

The NRC recognizes that the safety consequences of the violations were minimal.
In the first instance, the condition existed for a short period, and the
conditions were bounded by those assumed in the Final Safety Analysis Report

{ FSAR) In the second case, although the condition exfisted for more than
three days, the valves were manually ciosed by the operators, as required

by the abnormal operating procedure, within 48 seconds of their actuation.
Nenetheless, the NRC has a significant regulatory concern with the personne)
errors, inattention to detail, and inadequate assessments by the operations
staff prior to manipulating plant equipment that resulted in these violations,
Therefore, the above concerns, as well as the fact that the facility was, at
times, not matntained in accordance with the technical specifications during
refueling activities, has led to the classification of these violations in

the aggregate as a Severity Level [II problem in accordance with the "“General
Statement of Policy and Procedure for NRC Enforcement Actions" (Enforcement
Policy) 10 CFR Part 2, Appendix C,

The NRC recognizes that subsequent to the inspection, actions were initiated

to correct these violations and prevent recurrence. These corrective actions,
which were described at the enforcement conference, included counseling of
cperators, revision of procedures, plans for development of preoutage refresher
training of operators, and plannea development of status board improvements to
assist in maintaining configuration control. However, the corrective actions
were narrowly focused in that they were not based upon an adequate root cause
analysis of these events. [In spite of the recurrence of the loss of containment
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integrity over 3 short interval of time and the involvement of the same SCO

in both events, your staff's investigative activities did not include interviews
with all fndividuals knowlecgeable of the matters leading to and associated

with the events. In azddition, based on veur presentation at the enforcement
canferenve, the interviews that were perfocrmed ¢id not appear to be comprehensive.
Further, the corrective action did not include an evaluation of the adequacy of
the training provided %o the individuals most responsible for causing these
events

Therefore, to emphasize the importance of (1) proper control of ecuipment at
the facility to assure that the realtor is operated and maintained safely and
in accordance with the technical specifications in shutdown gonditions as well
as during pover gperetions, and (2) performing adequiate root cause evaluations
when deficiencies occur, 1 have been authorized, after consulte.ion with the
Director, Office of Enforcement, and the Deputy Executive Director for Nuclear
Reactor Regulation, Regional Operations and Research, to issue the enclesed
Hotice of Violation and Proposed Imposition of Civil Penalty (Notice) in the
amount of $50,000 for the Severity Level IIl problem set forth in the enclesed
Notice.

The base civil penalty amount for a Severity Level II1I problem is §50,000. The
escalation and mitigation factors set forth in the enforcement policy were
considered, as described below, and on balance, no adjustment of the civil
penalty 1s warranted, Bork yiglacion: were identified by your staff and reported
to the NRC, Therefore, 25% mitigation of the base ¢ivil penalty on this factor
is warranted, Full 50% mitigation on this factor is not warranted because the
secand violation was fdentified as the result of a self-disclosing event and
your written 1icensee event report (LER) of that viclation did not clearly
describe the violation with respect to its duration, actua) safety significance
and potential consequences as requireg by 10 CFR 50.73. Although long-term
corrective actions for both viglations were taken or initiated, as described
herein, the actfons did not include an adequate evaluation of training
deficiencies reflecting an incomplete root czuse analysis of the events. There-
fore, 25% escalation of the base civil penalty is warranted. Your past perfor=~
mance in the operaticn and outage planning areas has been good, as evidenced by
Category [ ratings in these areas during the last SALP assessment, and therefore,
90% mitigation of the base civil penalty on this factor {s warranted. Full

100% mitigation on this factor is not warranted because three violations were
identified by your staff in the past two years involving inadequate control of
containment system operadiifty. (Reference: LER 89-009, LER 90-002, and the
Saverity Level IV violation in IR 50-334/88-22.) Because the second violation
existed for more than three days, with opportunities facluding shift turnovers,
to identify and correct the violation sconer, 50% escalation of the penalty is
warranted based on its duratign, Full 100% escalation on this factoer is not
warranted since the other viplation existed for 3 short period of time and both
violations resulted in minimal safety consequences. This case did not involve
prier notice, and therefore, no adjustment of the civil penalty on this factor
is warrarsed. Although the case did involve twe viclations, the factor of
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multiple examples was @ consigeration in classifying this as a Severity Leve!
111 problem, and therefore, the NRC has decided that further escalation based
on this factor is not warranted,

You are reguired to respond to the enclosed Notice and, in preparing your
response, you should follow the instructions specified therein. In your
response, you should document the specific actions taken and any additional
actions you plan to prevent recurrence. Based on discussions at the enforcement
conference, we understand that you are taking steps to address NRC concerns
with your narrowly focused corrective actions and fncomplete licensee event
report. Please include ~ your response a description of what actiuns you are
taking to provide assurance that in the future your corrective actions and LERs
will be complete. After reviewing your response to this Notice, including yeur
proposed corrective actions, and the results of future inspections, the NRC wil)
determine whether further enforcement action 1s necessary to ensure compliance
with NRC regulatery requirements.

In accordance with 10 CFR 2,790 of the NRC's "Rules of Practice," Part 2, Title
10, Code of Federa! Regulations, a copy of this letter and the enclosure will be
placed in the NRC's Public Document Room.

The resporises directed by this letter 2and the enclosure are not subject to the
zlearance procedures of the Office of Management and Budget as required by the
Paperwork Reducticn Act of 1580, Pub. L. 96+5]1.

Sincerely,

o oA

; Thomas T. Martin
Regional Administrator

Enclosure: 'lotice of Violation and
| Proposed Imposition of Civil Penalty

&:

. Romberg, Vice President, Nuclear Operations

., Scace, Station Director, Millstone

. Nordquist, Director of Quality Services

. Kacich, Manager, Generation Facilities Licensing
. P, Stetz, Station Director, Haddam Neck

Gerald Garfield, Esgquire

Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Informaticn Center (NSIC)

NRC Resident Inspector

State of Connecticut

CoOwvEO
oMo
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Notice of Violation 2

closed. Specifically, the inlet valve (Valve 2-AC=6) on the exhaust
1ine had been physically removed for maintenance, prior to 4:25 a.m.
on October 6, 1980, and the outlet valve (Valve 2-AC-7) on the exhaust
line and the inlet valve (Valve 2-AC-4) on the supply line were opened
at 4:25 a.m. on that date even though their automatic closing function
was disabled prior to that time when the associated actuation cabinet
was deenergized for troubleshooting.

This 1s a Severity Level 111 problem (Supplement 1).
Civil Penalty ~ 850,000 (equally assessed between the violations).

Pursuant to the provision of 10 CFR 2.201, Northeast Nuclear Energy Company is
hereby required to submit a written statement or explanation to the Director,
Office of Enforcement, U.S. Nuclear Regulatory Commission, within 30 days of
the cate of this Notice of Violation and Proposed Imposition of Civi)l Penalty
(Netice). The reply should be clearly marked as a "Reply to a Notice of
Violation" and should include for each alleged violation: (1) admission or
denial of the alleged viclation, (2) the reasons for the violation if admitted,
and 1f denfed, the reasons why, (3) the corrective steps that have been taken
and the results achieved, (4) the corrective steps that will be taken to avoid
further violations, and (5) the date when full compliance will be achieved., If
an adequate reply 1s not recefved within the time specified in this Notice, an
crder may be fssued to show cause why the license should not be modified,
suspended, or revoked or why such other action as may be proper should not be
taken. Consideraticn may be given to extending the response time for good
cause shown. Under the authority of Section 132 of the Act, 42 U.5.C. 2232,
this response shall be submitted under ocath or affirmation,

Within the same time as provided for the response required above under 10 CFR
2.201, the Lfcensee may pay the civil penalty by letter to the Director, Office
of Enforcement, U.5. Nuclear Regulatory Commission, with a check, draft, money
order, or electronic transfer payable to the Treasurer of the United States in
the amount of the civil penalty proposed above, or may protest imposition of the
civi] penalty in whole or in part by a written answer addressed to the Director,
Office of Enforcement, U.S. Nuclear Regulatory Commission. Should the Licensee
fafl to answer within the time specified, an order imposing the civil penalty
will be issued. Should the Licensee elect to file an answer in accordance with
10 CFR 2.205 protesting the civil penalty, in whole or in part, such answer
should be clearly marked as "Answer to a Notice of Viclation" and may: (1) deny
the violation(s) 11sted in this Notice in whole or in part, (2) demonstrate
extenuating circumstances, (3) show error in this Notice, or (4) show other
reasons why the penalty should not be imposed. In addition to protesting the
civil penalty, such answer may regquest remission or mitigation of the penalty.

In requesting mitigation of the proposed penalty, the factors addressed in
Section V.B. of 10 CFR Part 2, Appendix C (1990), should be addressed. Any
written answer in accordance with 10 CFR 2.205 should be set forth separately
from the statement or explanation in reply pursuant to 10 CFR 2.201, but may
incorporate parts of the 10 CFR 2.201 reply by specific reference (e.g., citing
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page and paragraph numbers) to avoid repetition. The attention of the Licensee
{s directed to the other provisions of 10 CFR 2.205, regarding the procedure
for imposing a civil penalty.

Upon failure to pay any civil penalty due which subsequently has been determined
in accordance with the applicable provisiuns of 10 CFR 2,205, this matter may be
referred to the Attorney General, and the penalty, unless compromised, remitted,
or mitigated, may be collected by ¢ivi)l action pursuant to Section 234¢ of the
Act, 42 U.8.C, 2282(¢).

| The responses roted above (Reply to a Notice of Violation, letter with payment
of civi] penalty, and Answer to & Notice of Violation) should be addressed to:
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, ATTN;
Document Contrel Desk, Washington, D.C. 20555 with a copy tu the Regional
Administrator, U.§. Nucleir Regulatory Commission, Region 1, 475 Allendale
Road, King of Prussia, Pennsylvania 19406 and a copy to the Senior Resident
Inspector, Millstone, Unit 2.

FOR THE NUCLEAR REGULATORY COMMISSION

o /o

Thomas T. Martin
Regional Administrator

Dated at King of Prussia, Pennsylvania
this 7/ day of February 199]
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The NRC staff recognizes that, subsegquent to the event, you defined and implemen~
ted a revised medical records program which should ensure your licensed operators
medical examinations meet the requirements of ANSI/ANS-3 4-1983. In addition,
the prompt corrective actions you took, after this problem was identified by the
NRC, ensured that all licensed operators received a complete medical examination
prior to going on shift. Finally, we understand that you have broadened your
corrective action to include a review of other medical records areas, and that
you are sponsoring & utility conference to share lessons learned from this event

with other Regicn V licensees.

To emphasize the importance of ensuring that all licensed operators are medically
qualified, that such determinations are timely and properly documented, and that
any discrepancies are aggressively and thorougn]y pursued, I have been autho-
rized, after consultation with the Director, Office of Enforcement, and the
Deputy Executive Director for Nuclear Reactor Kegulation, Regional Operations,
and Research, to issue the enclosed Notice of Violation and Proposed Imposition
of Civil Penalty in the amount of $50,000 for the Severit{ Level 111 probiem.
This is the base value of a civi) penalty for a Severity Level 111 problem. The
escalation and mitigation factors in the Enforcement Pulicy were considered as

discussed below.

while you had identified prior to the inspection the need for significant
revision to your medical records program, no revision nor any licensee investi-
gaticn into the possible problems arising from this condition had been initiated
prior to the NRC inspection., Further, each one of several events that ¢could have
triggered an investigation by the licensee into this a/~a. “u.u e» approving an
In-House Position adopting ANSI/ANS-3.4-1983, failed to produce an effective
evaluation of the medical records program. Therefore, escalation of the civil
penalty by 50% of the base amount is warranted for identification and reporting.

However, based on your prompt, aggressive and very extensive corrective actions
after the violations were identified, mitigation of the civil penalty by 50% of
the base amount is warranted for effective corrective actions.

The other adjustment factors in the Policy were considered and no further
adjustment to the base civil penalty is considered appropriate. On talance,
no adjustment of the base civil penalty has been deemed appropriate.

You are reguired to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response. In your
response, you should document the specific actions taken and any additional
actions you plan to prevent recurrence of the violations and to ensure complete,
fully documented medical examinations. After reviewing your response to this
Notice, including your proposed corrective actions and the results of future
inspections, the NRC will determine whether further NRC enforcement action is
necessary to ensure compliance with NRC regulatory requirements.
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In accordance with 10 CFR 2.750 of the NRC's "Rules of Practice," a copy of this
12tter and its enclosure will be placed in the NRC Public Document Room. The
responses directed by this letter and the enclosed Notice are not subject to the
clearance procedure of the Office of Management and Budget as required by the
Faperwork Reduction Act of 1380, Pub. L. No. 96-511.

3! ly,

i

John B. Martin
Regional Administrator

Enclosure: Notice of Viclation
and Proposed Imposition of Civil Penalty

cc w/enclosure:

S. Bauer Reau]ation Branch Manager, PGE

T. D. wait, eneral Manager of Technical Functicns, PGE

W. Robinson, Genera) Manager (Trojan Nuclear Plant)

L. A. Girard, Vice President and General Counsel (Trojan Nuclear Plant)
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NOTICE OF VIOLATION
AND
PROPOSED IMPOSITION OF CIVIL PENALTY

Portland General Electric Company Docket No, 50-344
Trojan Nuclear Plant License No. NPF-1
EA 91-005

During an NRC inspection conducted on December 10, 1990, through January 3, 1991,
three violations of NRC requirements were identified. In accordance with the
"General Statement of Policy and Procedure for NRC Enforcement Actions,” 10 CFR
Part 2, Appendix C (1990) (inforcemcnt Policy), the Nuclear Regulatory Commission
proposes to impose a civil penalty pursuant to Section 234 of the Atomic Energy
Act of 1954, as amended (Act), 42 U.5.C. 2282, and 10 CFR 2.205. The particular
violations and associated civil penalty are set forth below:

A. 10 CFR 55.23 requires an authorized representative of the facility licensee
to certify, to the MRC, the medical fitness of an operator license appli-
cant by completing and signing Form NRC-396, “Certification of Medical
Examination by Facility Licensee.” Form NRC-396 is a certification that
a medica) examination has been conducted in accordance with ANSI/ANS
3.4 - 1983 or ANSI/ANS 15.4 - 1977 (N380).

Contrary to the above, on October €, 1987, December 17, 1587, April 18,
1989, March 21, 1988, November 29, 1988, and June 21, 1990, an authorized
facility representative certified on Form NRC-396 that operator licensing
medical examinations were performed in accordance with the guidance
contai: * in ANSI/ANS 3.4 - 1983 or ANS/ANS 15.4 - 1977 (N380) when, in
fact, ..ey were not for twelve applicants.

B. 10 CFR 55.25 requires the facility licensee to notify the N within 30
days if, during the term of a licensed operator's license, .he facility
licensee learns that the operator has developed a physical or ental
igng;;igg ;23& causes the operator to fail to meet the requirements of

Contrary to the above, the facility licensee failed to notify the NRC within
30 days of the diagnosis of a licensed operator's medical condition, of
which the facility licensee was aware, and which caused the respective
operator to fail to meet the requirements of 10 CFR 55.33(a)(1). Specifi-
cally, on November 2, 1989 and January 13, 1988, a licensed operator
disclosed to the facility licensee durin? ris medical examination a
condition which may cause sudden incapacitation (severe migraine headaches).
He also disclosed to the facility that he controlled these headaches by
routinely taking prescription medications for migraine headaches in such
dosages that they could be expected to incapacitate him, and that delays

in taking these medications couid also be expected to incapacitate him.
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C. 10 CFR 55,27 requires the facility licensee to document and maintain the
results of medical qualifications data, test results, and each operator's
or senior operator's medical history for the current license period,

Contrary to the above, the facility licensee failed to com?letoly document
the results of each operator's or senior operator's medical history and
medical qualifications data. Specifically, numerous data blocks were

left blank on 19 licensed operators' medical examination records, including
blocks for physician's summary and elaboration of medical history, heart,
vascular, pupils, ears, weight, and cross visual field.

This is a Severity Level 11l problem (Supplement 1).
Cumulative Civil Penalty - $50,000 (assessed equally among the three violations.)

Pursuant to the provisions of 10 CFR 2.201, Portland General Electric Company
(Licensee) is hereby required to submit a written statement or explanation to
the Director, Office of Enforcement, U.S. Nuclear Rogulatory Commission, within
30 days of the date of this Notice of Violation and Proposed Imposition of Civil
Penalty (Notice). This reply should be clearly marked as a "Reply to a Notice
of Violation" and should include for each alleged violation: (1) admission or
denial of the alleged violation, (2) the reasons for the violation if admitted,
and if denied, the reasons why, (3) the corrective steps that have been taken
and the results achieved, (4) the corrective steps that will be taken to avoid
further violations, and (5) the date when full compliance will be achieved. If
an adequate reply 1s not received within the time specified in this Notice, an
order may be issued to show cause why the license should not be modified,
suspended, or revoked or why such other action as may be praper should not be
taken. (Consideration may be given to extending the response time for good cause
shown, Under the authority of Section 182 of the Act, 42 U.S.C. 2232, this.
response shall be submitted under oath or affirmation.

Within the same time as provided for the response required above under 10 CFR
2.201, the Licensee may pay the civil penalty by letter addressed to the
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, with a
check, draft, money order, or electronic transfer payable to the Treasurer of
the United States in the amount of the civil penalty proposed above, or may
protest imposition of tha civil penalty in whole or in part, by a written
answer addressed to the Director, Office of Enforcement, U.S., Nuclear Regulatory
Commission. Should the Licensee fail to answer within the time specified, an
order imposing the civil penalty wil)l be issued. Should the Licensee elect to
file an answer in accordance with 10 CFR 2.205 protesting the civi) penalty,

in whole or in part, such answer should be clearly marked as an "Answer o a
Notice of Violation" and may: (1) deny the violations listed in this No’ ice

in whole or in part, (2) demonstrate extenuating circumstances, (3) show error
in this Notice, or (4) show other reasons why the penalty should not be imposed.
In agdition to pretesting the civil penalty in whole or in part, such answer
may request remission or mitigation of the penalty.
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In requesting mitigation of the proposed penalty, the factors addressed in
Section V.B of 10 CFR Part 2, Appendix C (1990), sheuld be addressed. Any
written answer in accordance with 10 CFR 2.205 should be set forth zeparately
from the statement or explanation in reply pursuant to 10 CFR 2.201, but may
incorporate parts of the 10 CFR 2.201 reply by specific reference (e.g., citing
page and paragraph numbers) to avoid repetition. The attention of the Licensee
is directed to the other provisions of 10 CFR 2.205, regarding the procedure for
imposing a civil penalty.

Upon failure to pay any civil penalty due which subsequently has been determined
in accordance with the applicable provisions of 10 CFR 2.205, this matter may be
referred to the Attorney General, and the penalty, unless compromised, remitted,
or mitigated, may be collected by civil action pursuant to Section 234c of the
Act, 42 U.S.C 2282c.

The response noted above (Reply to Notice of Violation, letter with payment of
civil penalty, and Answer to a hotice of Violation) should be addressed to:
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, ATTN:
Document Control Desk, Washington, D.C. 20555 with copies to the Regional
Administrator, U.S. Nuclear Regulatory Commission, Region V, and to the NRC
Resident Inspector at the Trojan Nuclear Plant.

F £ NUCLEAR REGULATORY COMMISSION

\\5‘3Shn B. Martin

Regional Administrator

Dated at Walnut Creek, California
the 25 day of February 1991
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Docket Nos. 50-36) and 50-362
License Nos, NPF«10 and NPF-15
EA 90.201

Southern California Edison Company
Irvine Operations Center
ATTN: Mr. Harold B. Ray

Senfor Vice President, Nuclear
23 Parker Street
Irvine, California 92718

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTIES -

$150,000
(NRC INSPECTION REPORT NOS. 50-361/90-37 AND 50-362/90-37)

This refers to the special inspection conducted on October 1 through

November 15, 1950 at the San Onofre Nuclear Generating Station, Unfts 2 and 2.
The results of this inspection were documented in the referenced NRC inspection
report, sent to you on vacember 5, 1990. The inspection report addresses two
Technicel Specifications violations, resulting from misaiigned valves, which
you identified and reported to our Res.dent Inspector. You also reported one
event pursuant to 10 CFR $0.72 and discussed the events in Licensee Event
Reports (LERs) 50-362/90-10 and 50-361/90-12, pursuant to the requirements of
10 CFR 50.73. These issues were discussed with you during an enforcement
conference held in the Region V Office on December 11, 1990. Our discussion
during the enforcement conference was summarized in Meeting Report Nos.
50-361/50-42 and 50-362/90-42, transmitted to you on December 20, 1990.

The first violation involved inoperability of the steam-driven auxiliary
feedwater (AFW) pump in Unit 2 as a result of a misaligned steam drain trap
which permitted condensate to accumulate in the steam supply line, and subse-
quently caused the AFW pump to trip on overspeed. This condition resulted

from inadequate procedures for controlling plant evolutions, and remained
undetected for a period of approximately 55 days (with the Unit operating in
Mode 1) before the facility staff identified and corrected the misalignment.
The failure to more promptly identify this violation appears to have resulted
from (1) a failure to properly evaluate and respond to the discovery of another
misaligned valve associated with the AFW system, (2) failure to properly
diagnose the cause of overspeed trips which occurred on October 6 and 16, 1590,
(3) poor and informal communication between the Technical and Operations
divisions of your staff, and (4) insufficient operator awareness of plant
conditions.

CERTIFIED MAIL
URN REQUESTED
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The second violation involved inadvertent opening of the Unit 3 Train B
containment emergprcy sump ovtlet isolation valve (3HV-G302;, apparently caused
by inadequate work control measu‘es. This violation was exacerbated by the
failure of Plant Operations per:cnnel to recognize and correct the misalignment
for almost four days, including 12 shift changes, (with the Unit operating in
Mode 1), even though clear visual indication of the valve's position was
provided on the contro)l panel. Insufficient time available to operators for
routine monitoring of plant conditions appears to have contributed to this
failure. As noted during our inspection of this issue, we are concerned about
the level of surveillance, work control, and other activities routinely assigned
to Operations personnel, and the impact of these activities on their ability to
properly monitor plant conditions, During the period while this valve was open,
the Train B high pressure safety injection (HPSI), low pressure safety injection
(LPSI), #vd containment spray (CS) pumps were inoperable, and Unit 3 containment
integrity was compromised.

Analyses in your LERs concluded (based on realistic assumptions, and assuming

no other equipment failures) that these violations would not have yielded
consequences more severe than those determined from previous analyses. However,
each of these violations involved undetected inoperability of important safety
equipment for an extended period of time, when available ‘ndications should have
provided for earlier detection of the misalignments, Moreover, the violations
resulted in a significant reduction of the overall margin needed to assure safe
operation of the plant, Each of these violations is considered a significant
regulatory concern because of the safety importance of the affected -omponents,
the clear cperability requirements provided in your Technicel Specifications,
and the missed opportunities to identify and correct the violations, Therefore,
in accordance with the “General Statement of Policy and Proccdure for NRC
Enforcement Actions" (Enforcement Policy), 10 CFR Part i, Aprendix C '1980),
each of these viplations has been categorized as Severi.y Le -1 IIl,

The staff recognizes that immediate corrective action was taken when each of the
yiolations was identified, Moreover, we found your response to these violations
to be self-critical and aggressive.

However, to emphasize the importance the NRC attaches to thorough assessment of
indicated problems and to an operating environment which fosters operator atten-
tiveness to plant conditions, | have been authorized, after consultation with
the Director, Office of Enforcement, and the Deputy txecutive Director for
Nuclear Reactor Regulatic., Regional Operations, and Research, to issue the
enclosed Notice of Violation and Prc_osed Imposition of C<vil Penalties in the
amount of $150,000, The base valyr T a civil penaity for a Severity Level 11l
violation is $50,000. The escalation and mitigaticn factors in the Enforcement
Policy were considered as discussed beiow.

Your staff identified and reported both uf the cited violations, However, it is
our judgment that both violations should have been identified much sooner than

they were. You had opportunities to discover that the steam driven AFW pump was
inoperable when your facility staff had indications, such as the improper drain
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lineup on the opposite steam 1ine, of 2 potential problem., You also had an
opportunity to igentify the containment sump i1solation valve was improperly
opened {f there had been adequate communications between control room personnel
and the involved worker immediately after its occurrence, or “ad the available
valve position indication been checked. Therefore, on balanc., we conclude
that no mitigation for identification and reporting is appropriate.

As noted above, your staff's response to these violations has been aggressive,
The Nuclear Oversight organization and Operations Division showed an objective

_ and self-critical attitude in investigating both events. You initiated immedi-
1 ate corrective actions, including procedure revisions, plant modifications, and
5 operational training., Other longer term improvement efforts such as annunciator
and work control enhancements have been identified. Moreover, at the enforce-

| ment conference, you acknowledged the weaknesses in work control and operator

. activity level and committed to address these areas comprehensively. Therefore,
50% mitigation is warranted for the corrective actions taken for each violation,

With regard to the duration of the cited violations, each is considered to have
existed for an excessive period. As discussed above, your staff had indications
of potential problems with the steam driven AFW pump. In addition to the previ-
ously discussed valve misalignment, the facility staff should have been alerted
to the problem |, the pump overspeed trips that occurred on October 6 and 16,
1990, In the case of the containment sump isolation valve, during the 85 hours
: it was improperly in the open position 12 shift changes occurred which provided
. the licensed operators numerous opportunities to discover the problem by recog-
nizing the clear visual indication on the control panel that showed tte valve
was in the wrong position. Notwithstanding the absence of the indicator on a
check 11st, the onerators should have recognized the indicator during their
observation of the control panels. We consider the duration of both violations
to be significant because you should have known the systems were inoperable.

Had your staff been more attentive and performed adequate investigations, these
systems would not have been inoperable for 2n extended period., Therefore,
escalation of the civil penalty by 100% of the base amount is warranted for
each viclation,

S ———

The other adjustment factors in the Enforcement Policy were considered, and

no further adjustment to the base civil penalty is considereu appropriate,
Tnerefore, based on the above, the base civil pemalty for each cited violation
has been increased by 50%,

You are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response. In your
response, you should document the specific actions taken and any additiona)
actions you plan to prevent recurrence., After reviewing your response to this
- Notice, including your proposed corrective actions and the results of future

| {nspections, the NRC will determine whether further NRC enforcement action is
necessary to ensure compliance with NRC regulatory requirements,

In accordance with 10 CFR 2.790(a), a copy of this letter, the enclosure, and
your response will be placed in the NRC Public Document Room.
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Soutnern California Edison Company -~ 4 - JAN 01 1831

The responses directed by this letter and the enclosed Notice are not subject
to the clearance®procedure of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L, No. 96-511,

ncerely.
rd
W

. B, Martin
Regional Administrator

Enclosure:
Notice of Violation and Proposed Imposition
of Civil Penalties

cc w/enclosure:

H. E. Morgan, Vice President and Site Manager
R. L, Krieger, Station Manager

State of California
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NOTICE OZNgIOLATION
PROPOSED IMPOSITION OF CIVIL PENALTIES

Southern California Edison Company Docket Nos. 50-!6% and 50-262
San Onofre Unit®2 and 3 %xcggsgo?osl NPF=10 and NPFe18

During an an ingpection conucted on October 1 through Novembi= 15, 1580
vrolttions 0 Nks requirements were 1ccn21!i:d. in accordarce w.th the "Genera)
;tlto nt of Policy and Procedure for NRC Enforcement Actions” (
olicy), 10 CFR Part 2, Appendix C (1990), the Nuclesr Regulatory Commission
groposcx to irpose civi) gonz1tios pursuant to sect 80 ;‘ of the Atomic Ener
¢t of 1954, as amended (Act), 42 U.5.C, 2282, and 10 f.zos. The particular
violations and associated civi) penalties are set forth below:

A, Technica) Spccifigataon (18) 3.7.1.2, "Auxiliary Feedwater S¥stcn."
requires that at least three independent steam generator auxiliary feed:
water pumps and astociatng flow pa%hs shall be operable in Modcz , 2, and

. The Action statement for this T5 requires that with one suxiliary
eedwater gunp 1n3pcrah1¢. the auxiliary vo*gvotar purn shall be made
ogarablo within 72 hours or the reector shall be placed in Mot Standby
within the next 6 hours and in Mot Shutdown in the fullowing 6 hours.

S:ct1on 117 of the 16 states that "A.. component or device shall be

OPERABLE. . .when 1t is capable of performing its tg¢c1fiod function(s) and

when all necessary attendant instrumentation, con rols,..or other auxiliary

equipment that are rlQuiro? for the... component or device to perform its
gunc%}on s; are also capable of performing their related support
unctira(s)."”

Enforcement

Contrary to the above, & steam tr;p on 8 steam 1ine to the turbine which
drives auxiliary feecdwater pump 2P-140 was isolated from 4:25 a.m. on
hugust 31, 1990 to 2:00 p.m. on October 21, 1990, rendering suxiliary
feedwater pump 2P=140 inoperable for Unit 2. The pump wes inoperable
because isolation of the trap allowed moisture to accumulate in the steam
supply line to the turbine causin' the turbine to trip on overspeed when
started; therefore, the automatic function of the 9ump was not available.
Table 3.3+5 of the 15 slinws & response time of 42,7 seconds for actuation
of the pung. AMsc, Section 10.4.9 of the FSAR states that the system
automatically suvpiics feedwate~ to the steam generators durin? emergency
conditions, The reactur wae operated in Mode i during the entire period
that the trap was isolated,

This item has been cgtegorized as @ Severity Level 111 violation
(Supplement 1), applicable to Unit 2.

Civi) Penalty = $75,000

B. Technical Specification (T8) 3.5.2, “ECCS Subsvstems = T-AVG Greater Than
Or Equal to 350 Degree F." requires in Modes 1, 2, and 3 that two indepen+
dent Emcrgonc¥ Core Cool{ng System (ECCS) subcystems be operable, with each
subsystes including one operable high-pressure safety injection (HPSI) pump

and one operable low-pressure safety injection (LPsI§ pump. Subsection a,
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Notice of Violation .3

Within the same time as provided for the response required swove under 10 (FR
2.201, the littnsc: ma; pay the civil onnltica by letter agdressed 1o the
Director, Office of Enforcement, U.5. Nuclear Regulatory Commission, with a
check, draft orgmoney order payable to the Treasurer of the Um!te? eates in
the cumylative amount of the civil penalties or may protest imposition of the
civi] penalties in whole ov in part by & written answer addressed to the
Director, Officf of Enforcement, U.$. Nuglesr Rov,lotory Commission  Should
the Jicensee fall to answer within the time ‘?cc‘ fed, an order iaposing the
¢ivil penalties will be issued. Should the 1icense clcc% to file an ahswer
in accordance with 10 CFR 2.205 protesting the civil penalties, in whole or in
ecrt. such answer shoulg be clearly marked as an “Answer to & Netic’ of

folation' and may: (1) deny the violations 1isted in this Netice in whole or
in part, 12) demonstrate cxtcnulting ¢ rcum?tcncc. (?) show error in this
kotice, (4) show other reasons why n‘ gona ties should not be imposed. In
gddition 1o protesting the civi] penalties, such answer may request remission
or mitigation of the penaities.

In requesting migieatign of the vvopostg penalties, the factors addressed in
Section V.B of 10 CFR Part 2. hﬁpsngﬂx should be l’dr ssed. Any written
answer in sccordance with 10 CFR 2,205 should be set forth separately from the
statement or exg anatior in roplg pursuant to 10 CFR 2.201 but may incorporate
parts of the 10 CFR 2,201 reply by snecific reference (e.g., citing page and
paragraph numbers) o avoid repetition. The attention of the 1{censee 1s
directed to the sther provisions of 10 CFR 2,205 regarding the procedure for
impesing a civil penalty,

Upon failure to pay the penu1ti’s due, which has becn_subseguontly determined
in agcordance with the applicable ?rovisions of 10 CFR 2.205, this matter may
be referred to the Attorney General, and the penalties, unless ccmg;omileq.
reritted, or mitigated, may be coliected by ¢ivil action pursuant to Section
258t of the Act, 42 U.5.C." 2282¢.

The responses to the Director, Office of Enforcement, noted above (Reply to a
Notice of Violation, letter with payment of civil pcnn\ti:s and answer to a
Notice of Violation) should be addressed to: Director, 0 fice of enforcement
U.5, Nucleas Regulatory Commission, ATIN: Document Control Desk, Washingtcn,
DC 20555, with a copy to the Regiona) Administrator, Region V and a copy to
the NRC Resident [nspector, San Onof ar Generating Station,

(:\ FOR THE NOCLEAR REGULATORY COMMISSION

W‘ Martin

Regional Administrator

this day of January 1891

’

Dated7:§ Walnut Creek, California

NUREG-0940 1.A-66

R

e e



UNITED STATES

".. “.‘,“
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Docket Nos, 50-327 and 50.328
License Nos. OPR«77 and DPR.7%

EA 50.200

Tennessee Valley Authority
ATTN: Mr, Oliver D, Kingsley, Jr.
Senfor Vice President
Nuclear Power
6N 38A Lookout Place
1101 Market Street
Chattanoogs, TN 37402-2801

Dear Mr, Kingsley:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY «
§30,000 (NRC INSPECTION REPORT NOS, 50-327/80-34 AND $0.328/90-34)

This refers to0 the Nuclear Regulatory Commission (NRC) fnspection conducted b
P. Harmon on October 6 « November 5, 1980, at the Sequoyah Nuclear Plant (SNP{.

The inspection included a review of SNP Quality Assurance (QA) surveillance and
monitoring schedules prepared by your staff, specifically QA Monitoring Report
05Q-R«90-728, Overtime, which detailed the monitorin! of compliante with plant
overtime requirements during the current SNP Unit 2 Cycle 4 refueling cutage.

That report concluded that overtime requirements were veing violated and that
management control of overtime was inadequate. The NRC report decumenting this
inspection was sent to you by letter Jated Movember 16, 1960. As a result of

this inspection which included a review of various licensee records documenting
hours worked, 8 potential failure to comply with NRC regulatory requirements wac
identified. An Enforsement Conference was held on November 27, 1880, 1n the

Region 11 office to discuss the potential violation, 1ts cause, and your corrective
actions to preclude recurrence. The letter summarizing this conference was sent

to you by letter dated December 10, 1990.

The violation described in the enc'..ec Notice of Violation and Proposed
Imposition of Civil Penalty (Notice) invulved a failure to comply with plant
overtime requirements during the Unit 2 Cycle 4 refueling outage. The QA
Monitoring Report referred to above and dated October 17, 1990, was initiated
"...to evaluate the effectiveness of the corrective actions for NRC Notice of
Violation 50-327, 328/80-22-01...and compliance with the NRC overtime limits at
the Sequoyah Nuclear Plant." The report found thet the implementation of Site
Standard Practice (SSP) 32,53, Administration af Uvertime, was inadequate and
that increased management attention was required to ensure compliance with NRC
mandated overtime 1imits, NRC Inspection Report Nos, 50-327/90-22 and
50-328/80-22, dated July 26, 1990, contained a Severity Leve) IV violation for
exceeding overtime limits imposed by plant administrative procedures and cau-
tioned that the violation was similar to & violation issued on March 14,

1988, The July 26, 1980, NRC Ingpection Report also noted that recurring
violations were of particular concern because the NRC expects licensees to
learn from their past failures and to take effective corrective action. The
latest violation continues to ratse concerns relative to your management
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Tennessee Valley Authority « 3.

You are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response. In your
response, you should document the specific actions teken and any additional
actions you plan Lo prevent recurrence, After reviewing your response to this
Kotice, including ‘our proposed corrective sctions and the results of future
inspections, the NRC will getermine whether further NRC enforcement action i
necessary to ensure compliance with NRC regulatory requirements,

In accordance with 10 CFR 2,790 of the NRC's “Rules of Practice,” @ copy of
this letter and 1ts enclosure will be placed in the NRC Public Document Room,

The responses directed by this letter and the enclosed Notice are not subject
to the ¢learance Rrocoaurtt of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No, 96.511.

Should you have any questions concerning this letter, plecse contact us,

Sincerely,

Enclosure:
Notice of Viplation and Proposed
Imposition of Civil Penalty

cc w/encl:

M, Runyon, Chairman
Tennessee Valley Authority
ET 1Z2A 7A

400 West Summit Hil) Drive
knoxville, TN 37802

J. B, Waters, Director
Tennessee Valley Authority
ET 12A SA

400 West Sumnmit Hil)l Drive
Knoxville, TN 37802

W, F, Willig

Chief Operating Officer

ET 128 168

400 West Summit Hi1) Drive
knoxville, TN 37902

cc w/enc) cont'd: (see page &)
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Tennessee Valley Authority

cc w/ene) cont'd:

D, Nunn, Vice President
Nuclear Engineering
Tennessee valley Authority
6N 38A Lookout Plave

1101 Market Street
Chattanooga, TN 37402-7801

Dr. M, Q. Medford

Vice President, Nuclear Assurance,
Licensing and Fuels

Tennessee Vollo; Authority

6N 38A Lookout Place

Chettanooge, TN 37402-280]

County Judge
Hamilton County Courthouse
Chattanooga, TN 37402

C. A, Vondrs, Plant Manager
Sequoyah Nuclear Plant
Tennessee Valley Authority
P, 0, Box 2000

Soddy-Daisy, TN 37379

£. G. Wallace, Manager
Nuclear Licensing and
Regulatory Affairs
Tennessee Valley Authority
b 1578 Lookout Place
Chattanocga, TN 37400+2601

M, Cooper

Site Licensing Manager
Sequoyah Nuclear Plant
P, 0, Box 2000
Soddy«Datsy, TN 37379

TVA Representative
Rockville Office
11921 Rockville Pike
Suite 402

Packville, MD 20852

General Counse!

Tennessee Valley Authority
400 West Summit Hi)11 Drive
ET 118 33

Knoxville, TN 37802

¢c w/enc) cont'd: (see page 5)
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NOTICE OF g!GLATION
AN
PROPOSED IMPOSITION OF CIVIL PENALTY

Tennessee Valley Author ty Docket Nos. 50-327, 50328
Sequoyah Nuclear Plant License Nos. DPR-77, DPR-79
Units 1 and 2 EA 90-200

During an NRC inspection conducted on October 6 - November 5, 1960, violations
of ng requirements were fdentified, In accordance with the "General Statement
of Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendix C
(19%0), the Nuclesr Rogu1atory Commission proposes to impose a civil penalty
pursusnt to Section 234 of the Atomic Energy Act of 1954, as amended (Act),

42 U.5.C. 2282, and 10 CFR 2,205, The particular violation and associated
civil penaity is set forth below:

10 CFR Part 50, Appendix B, Criterion V, requires in part that activities
affecting quality shall be prescribed by procedures and accomplished in
sccordance with those procedures. Control of overtime for individuals
parform!ng safety-related tasks 1s an activity affecting quality, Site
Standard Practice (SSP) 37,53, Administration of Overtime, s the procedure
th:t 1zplem:nts the controls of overtime for individuals performing safety-
related tasks,

§SP 32.53, Section 2.1.3, states that an emg\o ee pcrforming safety-related
work may work no more than 16 hours in any ﬂ-gOur period, 24 hours in any
48-hcur period, or 72-hours in any 7-61{ period without the reguired docu-
mentation and without approval by the Plant Manager or Duty Plant Manager
on the overtime limitation Exception Report. Section 2.1.3 further states
that personne! affected by these controls include Senior Reactor Operators,
Reactor Operators, Assistant Unit Operators, Health Physicists, Health
Physics Technicians and key maintenance personne) (defined therein).

Contrary to the above, twenty-two uperations depariment personnel perform.
iny safetverelated work on Units 1 and 2 and covered by Section 2.1.3 of

§SP 37,53 worked more than 72 hours during the week of October 8-14, 1960,
For 21 employees, the approvals were signed without the roquired documenta-
tion, such as justification for exceeding overtime guidelines, on the
Overtime Limitaticr Exception Report (Appendix & to SSP 32.83), and for

one individual no documentatiun or approval was obtained,

This is a Severity Leve) 1V violation (Supplenent ),
Civil Penalty - $30,000

Pursuant to the provisions of 10 CFR 2,201, Tennessee Valley Authority (Licensee)
is hereby required to submit a written statement or explanation to the Director,
Office of Enforcement, U.S5. Nuclear Regulatory Commission, within 30 days of the
date of this Notice of Viclation and Proposed Imposition of Civil Penalty (Notice)
This reply should be c¢learly marked as a “Reply to a Notice of Violation" and
should include for each alleged viclation: (1) admission or denial of the
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Notice of violation .

a)lleged violation, (2) the reasons for the violation 1f admitted, and 1f denied,
the reasons why, (3) the corrective steps that have been taken and the results
achieved, (4) the corrective steps that will be taken to avoid further violations,
and (5) the date when fyll compliance will be achieved. If an adequate reply is
not received within the time specified in this Notice, an order may be issued

to show cause why the license should not be modified, suspended, or revcked or
why such other action as may be proper should not be taken. Consideration may

be given to extending the response time for good cause shown, Under the
authority of Section 182 of the Act, 42 U.S5.C. 2232, this response shall be
submitted under oath or affirmation,

Within the same time as provided for the response required above under

10 CFR 2,201, the Licensee may pay the civil penalty by letter addressed to the
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, with a
check, draft, money order, or electronic transfer payable to the Treasurer of
the United States in the amount of the civil penalty propesed above, or the
cumulative amount of the civil penalties 1f more than one civil penalty is
proposed, or may protest imposition of the civil penalty in whole or in

part, by a written answer addressed to the Director, Office of Enforcement,
U.S. Nuclear Regulatory Commission, Should the Licensee fail to answer within
the time specified, an order imposing the civi]l penalty will ba issued. Should
the Licensee elect to file an answer in accordance with 10 CFR 2,205 protesting
the civil penalty, in whole or in part, such answer should be clearly marked as
an “Antwer to a Notice of Violation" and may: (1) deny the violations listed
in this Notice in whole or in part, (2) demonstrate cxtcnucting circumstances,
(3) show error in this Notice, or ld) show other reasons why the penalty should
not be imposed. In addition to protesting the civil penalty in whole or in
part, such answer may request remission or mitigation of the penalty.

In requesting mitigation of the proposed penalty, the factors addressed in
Section V.B of 10 CFR Part 2, Appendix C (1990), should be addressed. Any
written answer in accordance with 10 CFR 2.205 should be set forth separately
from the statement or explanation in reply pursuant to 10 CFR 2,201, but may
incorporate parts of the 10 CFR 2.201 reply by specific reference (e.g.. citing
page and paragraph numbers) to avoid repetition., The attention of the Licensee
is directed to the other provisions of 10 CFR 2,208, regarding the procedure
for imposing a civil peralty,

Upon failure to pay an¥ c¢ivi) peraity due which subsesuently has been deter-
mined in accordance with the applicatle provisiens of 10 CFR 2,205, this matter
may he referred tc the Attorney General, 2nd the penaity, unless compromisea,
remitted, or m1tigated. may be collected by civil action pursuant to Section 234¢
of the Act, 42 U.5.C., 2282¢.

The response noted above (Reply to Notice of Violation, letter with payment of
¢ivi) penalty, and Answer to & Notice of Viplation) should be addressed to:
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Notice of Violation . 3.

Director, Offica of tnforcement, U.S, Nuclear Regulatory Commission, ATTN:
Document Control Desk, Washington, D.C. 20555 with a copy to the Regional
Administrator, U.S. Nuclear Regulatory Commission, Region 11, and 1f applicable,
a copy to the NRC Resident Inspector at the Sequoyah uclear Plant.

FOR THE NUCLEAR REGULATORY COMMISSION

“egional Administrator

Dated at Atianta, Georgia
this 2 @May of December, 1990
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Virginie Electric and Power Co. 3 FEB 12 1981

Keguiatien, Regiona! Operations and Research, to issué the enclosed Notice of
Violation and Proposed Imposition of Civil Penalty in the amount of $50,000
for the Severity Level 111 violation, The base value of a civi) penalty for &
Severity Level 111 viglation is $50,000, The escalation and mitigation
factors in the Enforcement Polic, were considered.

Although the NRL 'ecognizos that you identified and reported the macro-
fouling’'s impact on RSKX operability as a result of performing SW flow tests,
the NRC nctes that (1) this testing was performed at the Urging of NRC
management and was not intended as part of your Generic Letter (GL,) 83-13
program and (2) inspection alone, as you had planned, would not have
identified the inoperability of the RSHXs, Therefore, nefther mitigation nor
escalation of the base ¢ivil penalty is appropriaie for the identification and
reporting factor, Mitigation of the bdase civil penalty b{ 501 1s appropriate
based on your prompt and extensive corrective action, including placing unit 2
in told shutdown, the inspection and clearing of the SW systems for both units
prior to restart, and the impending development of long term solutions for the
macrofouling issue at Surry. Although Surry received & SALP 3 for the last
two SALP rating periods for maintenance and surveillance, improvement has been
noted in the current SALP assessment period. Therefore, neither escalation or
mitigation of the base civi) penalty 1s deemed appropriate for your past
performence, Wnile the NRC recognizes that the previous Information Notices
and Bulletins would not have provided you with explicit notice regarding the
impact of hydroid dislodgement on RSHX operability, you did have prior notice
that you had & macrofouling problem &t Surry as fdentified in the inspection
report for the 1988 SSF1 on the SW system, The inspection report, as
previously referenced, also indicated that debris would be flushed into the
KSHXs when flow was established in the SW 1ine. This information coupled with
yuur knowledge of the extensiveness of the hydroid growth problem as evidenced
by your maintenance activities on the CCW Mxs and condenser water hoxes,
warrants 50% escalation of the base civi] penalty fer prior notice. The other
adjustment factors in the Policy were censidered and no further adjustment to
the base civil penalty is considereo aporopriate, Therefore, on balance, the
base civil penzlty 1s proposed,

You are required to respond to this letter and should follow the instructions
specified 1n the enclosed Noti.e when preparing your resoonse, in your
responsé, you should document the specific actions taken and iny additional
cttions you plen to prevent recyrrence, After reviewing your response to this
Notice, including your proposed corrective actiuns and the resulis of future
fnspections, the NRC will determire whether further NRC entorcemeny action is
necessary to ensure compliance with NRC regulatory requirements.

In accordence with 10 CFR 2,790 of the KRC's “"Rules of Practice," a copy of
this letter and 1ts enclosures will be piaced in the NRC Public Document Room.
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virginta Electric and Power Co, ‘ FEB 12 1w,

The responses directed by this letter and the enclosed Notice are not subject
to the clearance procedures of the Office of Management and Budget &s required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96,511,

Should you have sny questions concerning this letter, please contact us,

Sincerely,

egfonal Administrator

Enclosure:

Notice of Violation and
Proposed Imposition of
Civil Penalty

cc w/encl: (See Next Page)
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NOTICE O:NgXOLAYION
PROPOSED IMPOSITION OF CIVIL PENALTY

virginia Electric and Power Company Docket Nos., 50-280 and 50.28)
Surry Power Station License Nos, OPR«3IZ and DPR.37
Units | and 2 EA 80.2156

During an NRC inspection conducted on October 28 « December 15, 1990, @
violation of NRC requirements was fdentified. In accordance with the "Geners!
Statement of Policy and Procedure for NRC Enforcement Actions,” 10 CFR Part 2,
Appendix C (1990), the Nuclear Regulatory Commission proposes to impose @8
civi) penalty pursuant to Section 234 of the Atomic Energy Act of 1954, as
amended (Act), 42 U,5.C. 2282, and 10 CFR 2.205. The particular violation and
associated civi) penalty sre set forth below:

Technical Specification 3.4.A.2 requires that four Recirculation Spray
Subsystems 1nc1ud'n8 coolers (heat exchangers) shall be operable whenever
the unit's Reactor Coolant System temperature or pressure exceeds 350
degrees F or 450 psig, respectively,

Technical Specification 3,0.1 requires that, in the event a Limiting
Condition for Operation cannot be satisfied because of circumstances in
excess of those addressed in the s:'c1f1cation. the unit <hall be placed
in at least hot shutdown within 6 hours and in at least cold shutdown
within the following 30 hours.

Contrary to the above, grior to October 6, 1990 for Unit 1 and October
23, 1990 for Unit 2, a1) of the Unit | and 2 Recirculation Spray Hest
Exchangers (eight tota)) were inoperable for a period greater than 6
hours without the units being placed in hot shutdown,

This 1s a Severity Level 111 violation (Supplement 1). Civi) Penalty « $50,000

Pursugnt to the provisions of 10 CFR 2,201, Virginia Electric and Power
Company {Licensee) is Feredy required to submit a written statement or
explanation to the Director, Office of Enfurcement, U.5. huclear Regulatory
Commizeion, withir 30 diys of the Zate of this Nutice of Violation and
Proposed !mposition of Civil Penalty (Notice;. This reply should be ¢learly
marked as 4 "Reply to a Notice of Vielation" and should include for each
alleged /foletiva: (1) admission or denfa) of the alieged violation, (2) the
reasons for the violation 1f admitted, eno if derfed, the reasons why, (3) the
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gt Sy UNITED STATES
.\1

N e d NUCLEAR REGULATORY COMMISSION
M REGION IV
T, N 611 RYAN PLAZA DRIVE. SUITE YO0

b ARLINGTON, TEXAS 7601)

o FEB 28 1981

P Rl ™

Docket No, 50-482
License No, NPF.42
EA 91003

Wolf Creek Nuclear Operating Corporation

ATIN: GBart D. Withers, Presicent and
Chief Executive Officer

Post Office Bux 411

Burlington, Kensas 66839

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - $25,000
(NRC INSPECTION REPORT NO, 50-482/90-39)

This i in reference to the December 23, 1980 - January 7, 1991, inspection at
the Wolf Creek Generating Station near Burlington, Kansas, and to the discussion
of the inspection findings during an enforcement conference that you and other
wolf Creek Nuclear Operating Corporation (WCNOC) representatives attended on
January 30, 1891, in NRC's office in Arlington, Texas. The results of the
inspection were documented in & report issued by NRC on January 18, 1991,

NRC's inspection was conducted to review the circumstances and the significance
of WCNOC's December 23, 1590, conclusion that both of the nuclear plant's safety
injection pumps may have been prevented from performing their intended safety
function, 1f called upon, due to the freezing of water in the pumps' common
recircuiation 1ine. This condition, which existed for at least 12 hours prior
to 1ts discovery, would have caused pump damage and the inability of the pumps
to add water to the reactor coolant system as designed under certain circum-
stances. WCMCC's analyses of the safety implicatfons of this event indicate
that adequate coolant inventory and core cooling could have been meintained by
pther emergenty core cooling components,

However, there are significant aspects of this event: (1) the safety injectiun
pumps, which are relied upon in many accidert scenarios, clearly would have
hoen disabled and been ynavailable if necded under certain circumstances; and
(7] WCNOC's pregram te establish and maintain a system to prevent ‘reezing of
this recirculation line broke cown in several ways, resulting in misseo
opportunities to prevent this condition,

NRC's inspectfon found that both administrative and physicel aspects of the
freeze protection system at Wolf Creek, the system designed to prevent this
very circumstance, broke down in the days leading up to this condition due to
a combination of incomplete procedures, inadequate preventive maintenance and
poor communications between elements o* the plant staff,

CERTIFIED MA
!tTU!N‘§gtIT%# REQUESTED
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Wolf Creek Nuclear Opercting Corporation

U.S. Nuclear Regulatory Commission

ATTN: Regional Adminfstrator, Region 111

799 Rooseve !t Road
Glen EVlyn, 1114nots 60137

Wolf Creek Nuclear Operating Corp,

ATTN: Otto Maynard, Manager
Regulatory Services

P.0. Box 411

Burlington, kansas ©6839

Kansas Corporation Conmission

ATTIN: Robert !1110!1 Chief Engineer
s

Ut1lities Diviston
&th Floor - State Office Building
Topeka, Yansas 66612-157)

Oftice of the Governor
State of Kansas
Topeka, Kansas 66617

Attorney Geners)
1st Floor « The Statehouse
Topeka, ¥ansas 66612

Chairman, Coffey County Commission
Coffey County Courthouse
Burlington, Kansas 66839

Katsas Department of Health
and Envircnment
Bureeu of Air Quality & Radiation
Control
ATIN: Geralo Allen, Public
Heaith Physicist
Division of Environment
Ferbes Field Building 321
Topeka, Fansas €662
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NOTICE OF VIOLATION
AND
IMFOSITION OF CIVIL PENALTY

Wolf Creek Nuclear Operating Corporation Docket No. STN &0.482
Wolf Creek Generating Station %;crns;ngo. NPF.£2
91«

Uurin? an NRC inspection conducted on December 23, 1980, through Jenuary 7, 1861,
2 violation of NRC requirements was ‘dentified. In accurdance with the "Genera)
Statement of Policy end Procedure for ARC Enforcement Actions,™ 10 CFR Part 2,
Appendix € (1990), the Nuclear Rogu!utory Commission proposes to impose & civi)
peralty pursuant to Section 234 of the Atomic Encrgy Act of 1954, o5 amended
(Act), 42 U,5.C, 2282, and 10 CFR 2,205, The part cular viclation end associated
civil penality 1s set forth below:

Wolf Creek Generating Station Technical Specification (Tg) 3.5.2 requires
that two independent emergency core cooiing system (ECCS) subsystems be
operable in Modes 1, 2, and 3 with each subsystem comprised, in part, of
one operable safety injection (S1) pump.

7§ 3.0.3 requires that when a Limiting Condition for Operation is not met,
that action be initiated within 1 hour to place the unit in at least hot
standby within 6 hours, at least hot shutdown within the following 6 hours,
and ot lear: cold shutdown within the subsequent 24 hours.

Contrary to the above, on December 23, 1990, between at Jeast 12:07 a.m.
and 12:30 p.m., the reactor was operated in Mode 1 with both 51 pumps
inoperable. Both S1 pumps were rendered inoperable because they could not
have perforned their intended function for & limited range of loss of
coolant accidents, This resulted when the common recirculation line
between the S1 pumps and the refueling water storage tank became blochked
with ice after the freeze protection system faileg, With both S1 pumps
froperable during this period, the licensee failed to place the unit in

at least hot stendby within € hours,

This 15 & Sovcritg Level 111 violetion (Supplement 1),
Civil Penalty - $25,000

Purcuant to the provisisns of 10 CFk 2,201, Welf Creek Nuclear Opereting
Corporation {s hereby required to submit a written statement or explanation to
the Director, Office of Enforcement, U.S. Nuclear nogu\otory Commission, within
30 days of the date of this Notice cf Violation and Pro osed Imposition of Civi)
penalty. This reply should be clearly marked as 2 "Reply to a Notice of
Violation® and should include for each alleged violation: (1) admission or
genial of the alleged violation, (2) the reasons for the violation {f acmitted,
and if denied, the reasons why, (3) the corrective steps that have been tuken
and the results achieved, (4) the corrective steps that wil) be taken to avoid
further violations, and (5) the date when full compliance will be achieved. If
an adequate reply {s not received within the time specified in this Notice, an
order may be issued to show cause why the license s ould not be modified,
suspended, or revoked or why such other action as may be proper should not be
taten., Consideration may be given to extending the response time for good
cause shown. Under the authority of Section 182 of the Act, 42 U.S.C, 2232,
this response shall be submitted under oath or affirmation,
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Rochester Gas and Electric Corp. 3

Enhancement System (MPES) evaluation to determine the underlying causes of this
event; conduct of & senior management meeting vith all operations and maintenance
personne;, as well as PORC members, to emphasizo the need for greater attention

to detai) and & more inguisitive attitude during the review of procedures and

the planning of work activities; & quarantine of related procedures to precude
their use unti) & thorough review was conducted to ensure that similar deficiencies
did not exist within those procedures; establishment of a requirement that 2

senior reastor operator (Sk0) review o1] maintenance work packages; and changes

to the process for reviewing proceduret and developing work packages,

Although @ civil penalty 1s normally issved for a Severity Level 1II viclation,

1 have been authorized, after consultation with the Director, Office of
Enforcement, and the Deputy Executive Director for Nuclear Reactor Regulation,
Regional Operations and Research, to mitigate the penalt in its entirety and
issue the enclosed Notice of Violation (Notice) for the violations. In deciding
to mitigate the penaity, the escalstion and mitigation factors set forth in the
enforcement policy were considered in the manner described ta2low. The eve~t and
violations were promptly identified as a result of the questioning attitud .nd
vigorous actions of the oncoming shift supervisor and, when identified, were
promptly reported to the NRC, Therefore, a 50% mitigation of the penalty on
this factor is warranted. Your corrective actions, as described herein, were
considered prompt and comprehensive, and therefore, 25% mitigation of the base
civil penalty on this factor is warranted. Full 50% mitigation on this factor

is not warranted because schedules for completion of long-term actions had not
yet been established at the time of the enforcement conference. Your past
performance has been good, as evidenced by no related viclations of this nature
in the past two years, * d therefore, 50% mitigation on this facter is warranted.
Full 100% mitfgation on this factor 1s not recommended since the SALP ratings in
the operations, maintenance, and safety assessment areas were Category 2 during
the last SALP assessment. These violations did not involve prior notice,
multiple examples or exist for an extended duration, and therefore, no aciustment
of the civi) penalty on these factors is warranted, Although the case a\d
involve a maintenance procedural deficiency, the violation did not demonstrate

a programmatic fatlure, and therefore, no adjustment on this factor is warranted.

You are required to respond to the enclosed Notice and, in preparing your
response, should follow the instructions specified therein. In your response,
you should document the specific actions taken and any additional actions you
plan to prevent recurrence. After reviewing your response to this Notice,
including your proposed corrective actions, and the results of future
inspections, the NRC will determine whether further enforcement action is
necessary to ensure compliance with NRC regulatory requirements.

In accordance with 10 CFR 2.730 of the NRC's "Rules of Practice," Part 2, Title

10, Code of Federal Regulations, a copy of this letter and the enclosure will be
placed in the NRC's Public Document Room.
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During an NRC inspection conducted between December 13, 1990 and January 3, 1991,
tions of NRC requirements were identified, In a¢cordance with the "General

viola
State
Appen

A,

NOTICE OF VIOLATION

ster Gas & Eleciric Corp, Docket No, 50-244
License No., DPR-18
EA 91~002

ment of Policy and Procedure for NRC Enforcement Actions." 10 CFR Part 2,
dix C, (1990), the particular violations are set forth below:

10 CFR Part 50, Appencix B, Criterion VI, "Document Control," states in
part, that measures shall be established to control the 1ssuance of
documents, such as procedures, including changes thereto, which prescribe
all activities affecting guality., These measures shall assure that
documents, including changes, are reviewed fur adeguacy.

Contrary to the above, in March 1989, a procedure affecting quality,
namely, Procedure M-48. .14, "Isolation of Bus 14 Undervoltage System for
Maintenance, Troubleshooting, Rework and Testing," was changed without an
adequate review being performed. The specific change involved inclusion
of a step in the procedure which allowed the disabling of Engineered
Safety Feature Actuation System (ESFAS) instrumentation while the reactor
was in any mode of operation, including power. The licensee's
organizational measures for review, approval, and issuance of this
procedure change, including the review by the Plant Operations Review
Committee, did nct assure that the change was adequately reviewed in that
it did not identify that implementation of Lhe procedure change in a mode
other than cold shutdown condition would place the plant in a condition
that was prohibited by Technical Specification 3.5.2.

Technical Specification 6.8.1 requires establishment of the applicable
procedures recommended in Appendix "A" of Regulatory Guide 1,33, November
1972 (Safety Guide 33)., Regulatory Guide 1.33, November 1972, Appendix A,
Section 1, specifies that maintenance which can affect the performance of
safety-related equipment should be properly preplanned and performed in
accordance with written procedures, documented instructions, or drawings
appropriate to the circumstances.

Contrary to the above, on December 12, 1930, the licensee failed to
adequately preplan and perform corrective maintenance on the A emergency
diesel generator undervoltage circuit card. Specifically, maintenance
procedure M=-48.14, "Isolation of Bus 14 Undervoltage System for
Maintenance, Troubleshooting, Rework and Testing," was used Lo perform

the corrective maintenance while the reactor was at 3 percent power during
startup. Step 5.5.1 directed personnel to open OC circuit breakers for
the A and B safeguards logic trains whizh disab.ed the automatic and
manual (push button) sequencing of safeguards equipment. This step was
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Notice of Violation 2

both unnecessary to perform the required work and inappropriate for the
circumstances as it disabled the safeguards sequencing function at a time
prohibited by plant technical specifications, Additionally, use of M~48.14
proceeded despite indications that the procedure was inappropriate. Those
indfcations included labels on the OC breaker panels warning of possibio
safety injection consequences and the initiation of alarm annunciator L-31,
“Safeguards OC Bus Faiiure. "

Violations A and B are classified in the aggregate at Severity Level [II.
(Supplement 1) i

Pyrsuant to the provisions of 10 CFR 2.201, Rochester Gas & Electric Corporation
{s hereby required to submit a written statement or explanation to the U.S.
Nuclear Regulatory Commission, ATTN: Document Contre) Desk, Washington, OC

20555 with a copy to the Regional Administrator, Region I and a copy to the NRC
Resident Inspector within 30 days of the date after the letter transmitting this
Notice of Violation. This reply should be clearly marked as a "Reply to a Notvice
of Violation" and should include for each alleged violation: (1) the reasons

for the violation, or {f contested the basis for disputing the violation,

(2) the corrective steps that have been taken and the results achieved, (3) the
corrective steps that will be taken to avoid further violations, and (4) the date
when full compliance will be achieved. If an adequate reply 1s not received
within the time specified in (his Notice, an order may be issued to show cause
why the license should not be modified, suspended, or revoked, or why such other
action as may be proper should not be taken, Consideration may be given to
extending the response time for good cause shown, Under the autherity of Section
182 of the Atomic Energy Act, 42 U.S.C. 2232, this response shall be submitted
under oath or affirmation,

FOR THE NUCLEAR REGULATORY COMMISSION

/
ey Pl

Regional Administrator

Dated at King o' Prussia, Pennsylvania
this J day of February 1991
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Notice of Violation 2.4

of June 13, 1988, the log required, in addition, that the results of a
survey of the perimeter of any vehicle used toO transport the device, and

of the passenger compartment of such vehicle prior to transport be recorded.
10 CFR 30.9(&3 provides in part that information provided to the

Commission by a licensee, or information required by the Commission's
regulations, orders, or 51conse conditions to be maintained by the

licensee, shall be complete and accurate in all mater:al respects.

Contrary to the above requirement, between December 12, 1988 and March 9,
1989, the licensee employee cited in Violation A above created records
showing the results of radiation surveys of the exposure device and vehicle
noted above, when in fact no surveys were performed,

C. Section 13.B. of the Operating and Emergency Procedures, attached to the
letter dated Apri) 29, 19C5, requires the 'fcensee to post “Caution,
Radicactive Material" signs on a1l four sides of the mobile laboratory
van used for temporary or permanent storage of radiographic exposure
devices.

Contrary to the above requirement, the licensee's mobile laboratory van
that was used for storing & radiographic exposure device on Decunber 12,
1988, was not posted with any "Caution, Radiocactive Material" signs.

This 1s & Severity Level 1V problem (Supplements VI and VII). Cumulative Civi)
Penalty - $1,500 (assessed equally among the five violations).

pursuant to the provisions of 10 CFR 2.201, C & R Laboratories, Inc. (Licensee)
is hereby required to submit a written statement or explanation to the Director,
Office of Enforcement, U.S. Nuclear Regu1atory Commission, within 30 days of

the date of this Notice. This reply should be clearly marked as & “Reply to

a Notice of Violation" and should include for each alleged violation:

(1) admission or denial of the alleged violation, (2) the reasons for the
violation if admitted, and if denied, the reasons why, (3) the corrective steps
that have been taken and the results achieved, (4) the corrective steps that
will be taken to avoid further violations, and (5) the date when fuil compliance
will be achieved. If an adequate reply is not received within the time specified
in this Notice, an order may be issued to show cause why the license should not
be modified, suspended, or revoked or why such other action as may be proper
should not be taken. Consideration may be given to extending the response time
for good cause shown. Under the authority of Section 182 of the Act, 42 U.5.C.
2232, this response shall be submitted under oath or affirmation.

Within the same time as provided for the response required above under 10 CFR
2.201, the Licensee may pay the civil penalty by letter addressed to the
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, with a
check, draft, money order, or electronic transfer payable to the Treasurer

of the United States in the amount of the civil penalty proposed above, or

may protest imposition of the civil penalty in whole or in part, by a written
answer addressed to the Director, Office of Enforcement, U.S. Nuclear Regulatory
Commission. Should the Licensee fail to answer within the time specified, an
order imposing the civil penalty will be issued. Should the Licensee elect

to file an answer in accordance with 10 CFR 2.205 protesting the civil penalty,
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Notice of Violaticn 4 =

in whole or in part..|I such answer should be clearly marked as an "Answer to a
Notice of Yiclation® and may: (1) deny the violations listed in this Notice

in whole or in part, {2) demonstrate extenuating circumstances, (3) show error
in this Notice, or (4) show other reasons why the penalty should not be imposed,
In addition to protesting the civil penalty in whole or in part, such answer
may request remission cr mitigation of the peralty.

In requesting mitigation of the proposed penalty, the factors addressed in
section V.B of 10 CFR Part 2, Appendix C (1980), should be addressed. Any
written answer in accordance with 10 CFR 2,205 should be set forth separately
from the statement or explanation in reply pursuant to 10 CFR 2.201, but may
incorporate parts of the 10 CFR 2,201 reply by specific reference (e.9.,
citing page and paracraph numbers) to avoid repetition. The attention of

the Licensee is directed to the other provisions of 10 CFR 2,205, regarding
the procedure for imposing a civil penalty,

Upon failure to pay any civil penalty due which subsequently has been determined

in accordance with the applicable provisions of 10 CFR 2,205, this matter may

be referred to the Attorney General, and the penalty, unless compromised, remitted,
or mitigated, may be collected by civil action pursuant to Section 234c of the

Act, 42 U.S.C. 2282¢.

The response noted above (Reply to Notice of Violation, letter with payment of
civil penalty, and Answer to a Notice of Violation) should be addressed to:
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, ATTN:
Document Control Desk, Washington, D.C. 20585 with a copy to the Regional
Administrator, U.5. Nuclear Regulatory Commission, Region V, 1450 Maria Lane,
Suite 210, Walnut Creek, CA 94596,

FOR THE NUCLEAR REGULATORY COMMISSION

(A,

Hugh A.. Thompson/fJdr j
De Executive Difector for Nuclear
Materials Safety, uards, and
Operations Support

Dated at Rockville, Maryland
this 27% day of November 1990
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In the Matter of

Docket No. 030-17088

C&R LABORATORIES, INC. License No. 53-18179-01
Pearl City, Hawaii EA 89-101

ORDER MODIFYING LICENSE
I
C&R LnBoratories. Inc. (C&R or Licensee) is the holder of NRC License No.
§3.19179-01 issued by the Nuclear Regulatory Commission (NRC or Commission) ;
pursuant to 10 CFR Part 34. The license authorizes the Licensee to receive,
possess, and utilize sealed sources of Iridium 192 and Cobalt 60 ir industrial
radiographic exposure devices. The license was issued on March 21, 1980, was

most recently renewed on July 8, 1986, and is due to expire on July 31, 1991,
11

Under C3R License Condition 16, and Sections 5.C. and 13.B. of the C&R
Operating and Emergency Procedures, as set forth more fully in the Notice of
violation and Proposed Imposition of Civil Penalty attached to this Order,
personnel performing licensed activities under C&R's license are required to
conduct radiation surveys when exposure devices are removed from or returned
to their storage areas, and to conduct such surveys to confirm that radiation
levels in the passenger compartments and on the outside surfaces of vehicles

used to transport licensed materials are within required limits,

On December 12, 1988, an NRC investigator observed & Licensee radiographer,
Gary Wood, and another individual, remove a radiation exposure device from the
Licensee's “mobile laboratory" vehicle located in front of the residence of

Mr. Roland Watson, President of C3R Laboratories, Inc., place the device in the
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111

Considering the importance of compliance with all safety requirements in the
conduct of radiography and the fact that radiographers work independently, the

NRC must have confidence that each radiographer will comply with these require-
ments. 1 find the Licensee's commitments, as stated in the telephone discussion
on August 17, 1990, and as modified below, acceptable and necessary in order to
protect the public health and safety. In view of the foregoing, 1 have determined
that it is appropriate that the Licensee's commitments concerning Mr, Wood, as

modified, be formalized by this Order,

IV

Accordingly, pursuant to sections 81, 161b, 161c, 1611, 1610, 182 and 186 of
the Atomic Energy Act of 1954, as amended, and the Commission's regulations in
10 CFR 2.204 and 10 CFR Part 34, IT IS HEREBY ORDERED THAT LICENSE NO.
53-19179-01 IS MODIFIED AS FOLLOWS:

C&R Laboratories, Inc., shall not utilize Mr, Gary Wood in licensed
activities without providing written notice to the NRC two weeks in
advance of the scheduled utilization. Such notice shall be provided

to the Regional Administrator, Region V, and shall explain why the
Licensee will have confidence that Mr. ¥ood will comply with the require-
ments of License No. 53-19179-01. This condition will expire five years
from the date of this modification.
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The Regional Administrator, Region V, may relax or rescind, in writing, the

above conditions upon @ showing of good cause by the Licensee,

The Licensee, Mr. Gary Wood, or any other person adversely affected by this
Order may submit an answer to this Order or request a hearing on this Order
within 20 days of its {ssuance. The answer shall set forth the matters of
fact and law on which the Licensee or other persons affected relies and the
reasons as to why the Order should not have been issued. Any answer filed
within 20 days of the date of this Order may include a request for & hearing.
Any answer or request for a hearing shal) be submitted to the Director, Office
of Enforcement, U.S. Nuclear Regulatory Commission, ATTN: Document Control
Desk, Washington, D.C. 20565. Copies also shall be sent to the Assistant
General Counsel for Hearings and Enforcement at the same address, to the
Regional Administrator, NRC Region V, 1450 Maria Lane, Suite 210, Walnut
Creek, California 94596, and to the Licensee, if the answer or hearing request
is by a person other than the Licensee. If a person other than the Licensee
or Mr. Gary Wood requests a hearing, that person shall set forth with particu~
larity the manner in which his interest is adversely affected by this Order
and shall address the criteria set forth in 10 CFR 2.714(d).

If a hearing is requested by the Licensee or a person whose interest is adversely
affected, the Commission will issue an Order designating the time and place of
any hearing. 1f a hearing is held, the issue to be considered at the hearing

shall be whether this Order should be sustained.
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Notice of Viglation « 3 -

Upon failure to pay any civil penalty due which su. "equently has been determined
in accordance with the applicable provisions of 10 CFR 2.205, this matter may be
referred to the Attorney General, and the penalty, unless compromised, remitted,
or mitigated, may be collected by civil action pursuant to Section 234c of the
Act, 42 U.5.C, 2282c.

The response noted above (Repiy to Notice of Violation, letter with payment of
civil penalty, and Answer ton a Notice of Violation) should be addressed to:
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, ATTN;
Document Control Desk, Washington, D C. 20555 with a copy to the Regional
Administrator, U.S. Nuclear Regulatury Commission, Region I1l, 101 Marietta St,
N.W., Atlanta, GA 30323.

FOR THE NUCLEAR REGULATORY COMMISSION

L7 Aol

egional Administrator

Dated at Atlanta, Georgia
this io+h day of December 1990
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Muskogee Regional Medica) Center “=

On October 10, 1990, NRC {ssued a Confirmatory Action Letter (CAL) to MRMC

to confirm MRMC's commitmert to conduct a review of a sampling of other
rediation therapy treatment records to determine whether other therapeutic
misadministrations may have occurred and gone undetected, MRMC's November 8,
1980, letter in which 1t reported the results of its review of some 650 patient
treatment charts, and the discussfons during the enforcement conference
fndicate that the therapeutic misadministration reported on September 19 was an
isolated occurrence. The disturbing result of MRMC's and NRC's review of this
event, however, 15 the finding that procedures designed to guard against such
errors being made were routinely not followed, due in part to a large number of
petients in treatment and a heavy workload for MRMC staff, and in part to
complacency among the staff,

We also find it significant that the RSO's involvement in radiation therapy
activities was minimal, and view this as a 7ector that contributed to the
complacency that had developed among MRMC staff and the procedura’
noncompliance that resulted,

‘n accordance with the “General Statement of Folicy and Procedure for NRC
Enforcement Actions," (Enforcement Policy) 10 CFR Part 2, Appendix C (1990),
the violations involving the failure of MRMC staff to follow estab!ished
procedures and the failure of the RSO to effectively oversee radiation therapy
activities have been classified in the aggregate as a Severity Level 111
problem. The violation involving MRMC's failure to report the
misadministration within the allowed time has been classified at Severity
Level 1V,

To emphasize the importance of strict adhererce to procedures related to
radiation safety, the importance of effective oversight and the importance of
lasting corrective actions for these weaknesses, | have been authorized to
1ssue the enclosed Notice of Violation and Proposed Imposition of Civil
Penglty (Notice) in the amount of $1,250 for the Severity Level 111 problem
described in the Notice,

The base value of a civil penalty for a Severity Level I1I problem is $2,500.
The escalation and mitigation factors in the Enfo, cement Policy were
considzred and, on balance, this base penaity was reduced by 50 percent. NRC
considered MRMC's corrective actions, which are summarized below, prompt and
comprehensive and worthy of a 50-percent reduction in the hase amount, NRC
also considered MRMC's past regulatory performance as potentially worthy of
some reduction in the penalty, but decided that no adjustment should be made
because this therapeutic misadministration revealed that, in fact, MRMC staff
had been routinely failing to follow procedures., In addition, although MRMC
did identify and report this misadministration, no further reduction in the
penalty was made because MRMC staff had many previous opportunities to identify
this treatment error and did not, and because the report was not made within
24 hours as required.
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Muskogee Regional Medical Center «3.

During the enforcement conference, MRMC outiined a number of significant
corrective actions taken and planneu to precivde the possibility of such
misadministrations recurring, These actions include, but are not limited to,
increased staffing, attempts to better balance the staff's workload, the
development of detailed sign-off forms to ensure that required checks are
being performed, meetings with staff to emphasize the importance of procedura!
adherence, the purchase of new equipment to improve the quality of
pre-treatment photogranhs, and 8 commitment that the RSC will conduct @
review of relevant policies. NRC apprecistes the candor and frankness with
which MRMC representatives asddressed NRC's concerns at the enforcement
conference and considers the corrective actions outlined there to be a
significant step toward eliminating the fundamental failyres that led to this
event,

MRMC 1s required to respond to this letter and should follow the instructions
specified in the enclosed liotice when preparing its response. In its
response, MRMC should document the specific actions taken and any additional
actions it plans to prevent recurrence. In doing so, MRMC may make reference
to previously submitted correspondence as necessary. After reviewing MRMC's
response to this Notice, including its proposed corrsctive actions and the
results of future inspections, the NRC will determine whether further NRC
enforcement action is necessary to ensure compliance with NRC regulatory
requirements,

In accordance with 10 CFR 2,790 of the NRC's "Rules of Practice," a copy of
this letter and its enclosure will be placed in the NRC Public Document Room.
The responses directed by this letter and the enclosed Notice are not subject
to the clearance procedures of the 0ffice of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96-511.

Sincerely,

? A\_/
A AN =
Robert D. Martin

Regional Administrator

Enclosure:
Notice of Yiolation and Proposed
Imposition of Civil Penalty

cc w/enclosure:
Oklahoma Radiation Control Program Director
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NOTICE OF VIOLATION
AKD
PROPOSED IMPOSITION OF CIVIL PENALTY

Mutkogee Regional Medical Center Docket No, 30-11571
Muskogee, Oklahoma License No. 35-13157.02
EA 90.212

During an NRC inspection conducted between October 3 and November 16, 1950,
violations of NRC requirements were identified. In accordance with the
“Gerera)l Statement of Policy and Procedure for NRC Enforcement Actions,"

10 CFR Part 2, Appendix C (1990) the Nuclear Regulatory Commission proposes to
impose & civil penalty pursuant to Section 234 of the Atomic Energy Act of
1954, as amended (Act{. 42 U.S.C. 2282, and 10 CFR 2.205. The particular
violations and associated civi) penalty esre set forth below:

I. Violations Assessed a Civi) Penalty

A. 10 CFR 35,25(a) requires, in part, that a licensee that permits the
use of byproduct material by &n individual under the supervision of
an authorized user shall require the supervised individual to follow
the instructions of the supervising authorized user,

The licensee's Policy and Procedures for "Chart Checks " which
constitute the instructions of the supcrvisin? authorized user,
require, in part, that: (1) treatment techno 0gists moritor the
treatment chart daily to verify that the prescribed dose and actual
gfven dose are identical and check 81] treatment chart parameters
weekly when completing the patient daily log book; and (2) the
radiation (telothcrapy) physicist and dosimetrist check charts
weekly for prescription, dose accuracy, and 21) other treatment
parameters,

Contrary to the above, while participating in a teletherapy
treatment administered in February and March 1990, the treatment
technologists, teletherapy physicist, and dosimetrist, individuals
under the supervision of the licensee's supervising authorized user,
failed to conduct treatment chart checks as described in the
supervising authorized user's instructions, and as a result did not
detect an error in the treatment plan,

B. 10 CFR 35.21(a) requires, in art, that the licensee, through the
Radiation Safe:g Officer (RSOg. ensure that radiation safety
activities are uin? performed in accordance with approved
procedures and regulatory requirements in the daily operation of the
Ticensee's byproduct material program,

Contrary to the above, from January 1980 through October 3, 1990,

the RSO was not ensuring that the radiation safety activities were
being performed in accordance with approved procedures and
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Notice of violation «2e

regulatory requirements in the daily operation of the licensee's
byproduct material program. Specifically, licensee staff were not
conducting a1) checks required by procedure, as described in
VYiolation A above.

These violations are classified collectively as a Severity Level 11l
problem (Supplement V1).

Cumulative Civi) Penalty - $1,260 (assessed equally between the two
violations)

11. Violations Not Assessed a Civil Penalty

10 CFR 35.33(a) requires, in part, that when 2 misadministration involves
any therapy procedure, the licensee shall nutify by telephone the
appropriate NRC Regional Office within 24 hours after the licensee
discovers the misadministration,

Contrary to the above, the licensee failed to notify the appropriate
NRC Regional Office within 24 hours of the discovery of a therapeutic
nisadministration on September €, 1280. Such notification was not made
until September 19, 1990,

This 1s a Severity Level 1V violation (Suoplement vi).

pursuant to the provisions of 10 CFR 2,201, Muskogee Regiona) Meaical Center
(Licensee) is hereby required to submit a written statement or explanation to
the Director, 0ffice of Enforcement, U.S. Nuclear Regulatory Commission,
within 30 days of the date of this Notice of Violation and Proposed Imposition
of Civi) Penalty (Notice). This reply should be clearly marked as a "Reply to
a Notice of Violation" and should include for each alleged violation:

(1) admission or denial of the alleged violation, (2) the reasons for the
violation if admitted, and if denied, the reasons why (3) the corrective
steps that have been taken and the resuits achieved, (l) the corrective steps
that will be taken to avoid further violations, and (8) the date when full
compliance will be achieved. 1f an adequate reply is not received within the
time specified in this Notice, an order may be issued toO show cause why the
license should not be modified, suspended, or revoked or why such other action
as may be proper should not be taken. Consideration may be given to extending
the response time for good cause shown, Under the authority of Section 182 of
the Act, 42 !1.5.C. 222 , this response shall be submitted under oath or
affirmation,

Within the same time as provided for the response required above under

10 CFR 2.201, the Licensee may pay the civil penalty by letter addressed to
the Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, with
a check, draft, money order, or electronic transfer payable to the Treasurer
of the United States in the amount of the civil penalty proposed above, or the
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HOTICE 0; gIOLATlON
N
PROPOSED IMPOSITION OF CIVIL PENALTY

Newman Memorial Hospita) Docket No, 030-1168)
Shattuck, Oklehoma License Mo, 351671701
EA 90106

During NRC inspections conducted on January 25-26, and May 108 1880, violations

of NR! requirements were fdentificd. In accordance with the “Genera) Statement
f Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendis €
?192*). the Nuclear Regulatory Commissfon proposes to impose & civii penalty
pursuint to Section 234 of the Atomic t""{’ Act of 1954, as amended (Act),

42 U,5.C, 2282, and 10 CFR 2,205, The particuler vio1at‘ons end associatad
eivi) penalty are set forth below:

A, 10 CFR 35,21 requires that the Radiation Safety Officer ensure that
redfation safety activities are bo1nz performed 1n accordance with approved
procedures and regulatory requirements in the daily operation of the
Ticensee's byproduct material program. In addition, specific duties are
prescribed in paragraph (b) of that section,

Contrary to the aboys, as of May 10, 1990, the RS0 was not ensuring that
the radfation safety activities were being performed in accordance with
approved procedures and regulatory requirements, ts evidenced by the
violation. cited fn this Notfce and the RSO's admission that, #s of the
May 10, 1950 inspection, he had not reviewed the regulations for whick

he was responsible and that he had not reviewed records that he hed signed,

B. 10 CFR 35.22(0)(3) requires that to establish a quorum and to conduct
business, at least one-half of the Radiation Sefety Committee's members
must be present, including the Radiation Safety Officer (RSO) and the
menagement's representative,

Contrery to the above, the RSO was not present during RSC meetings held
to conduct business during August end November 1988 and February 1990,

€. License Condition 15 specifies, in part, that the Yicense 1s based on the
Ticensee's statements and representations in the application datcd
Jenvary 29, 1087,

1. Item 9.4 of the application describes the 1icensee personnel external
exposure monitoring progrem, Item 9.4.2 specifies, 1n part, that all
individuals who are occupationslly exposed to radiation on a regular
besis will be 1«sued f1lm or TLD {thermoluminescent) whole body mond-
toring devices. !tem 9.4.3 specifies, in part, that al) individuals
who handle radicactive material on a regular basis will be 1ssued f1n
or TLD (thermoluminescent) finger monitoring devices.
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Notice of violation -0

Contrary to the svove, from October through December 1989, the
1icensee failed to issve whole body or finger monitoring devices to
two individuals who were occupationally exposed to rodiation and
hendled radioactive meteria) on & regular basis during this period,

2. 1tem 10.4 of the application describes the Yicensee rules for safe
use of rediopharmaceuticals, Item 10.4.7 specifies, in part, thet
personne) are to wear monitoring devices st a)l times while ‘n aress
where radiosctive materials are used or stored,

Contrary to the above, on May 10, 1980, an inspector observed an
individus) working in an ares where radioactive materials were in
use and stored and who was not wearing @ personal monitorina device,

3. 1tem 10,12 of the spplication specifies that the procedures described
in Appendix N of Re?uietory Guide 10.8, Reviston 2, will be used to
conduct ares radiation surveys.

Appendix N, in part, requires that weekly surveys be performed to
determine rumovable contamination levels in radiopharmaceutice)
elution, preparation, and administration areas., This method must be
sufficiently sensftive to detect 2000 disintegrations per minute (dpm)
per 100 squere centimeters. Also, the records of the survey must
cortain & drawing of the areas surveyed, contamination action levels
8s established by the RS0, and measured contamination levels in
dpm/100 square centimeters,

Contrary to the above: (1) from September 1989 through January 1990,
the licensee had failed to conduct weekly surveys to determine
removable contamination in radiopharmaceutical elution, preparation,
and adminfstration areas; (2) from 1987 through January gDQO. the
T{cansee failed to ensure that the method used to conduct contamina-
tion surveys was sufficiently sensitive to detect 2000 dpm/100 square
centimeters; (3) from January 1988 through January 1990, records of
contamination surveys did not include a drewing of the areas surveyed,
and (4) from 1987 through May 10, 1990, did not include the measured
contamination levels in dpm/100 square centimeters,

D. 10 CFR 3:.60(c) requires, in part, that » licensee require each individual
who prepsres a radiopharmaceutical kit to use a syringe radiation shield
when preparing the kit,

Contrary to the sbove, 2s of May 10, 1980, the Yicensee's technologist
who prepared radiopharmaceutical kits failed to alweys use a syringe
radiation shield when preparing the kits during 1988 any 1989,

E. 1. 10 CFR 35.50(b)(1) requires, in part, that a licensee check each

dose calibrator for constancy with a dedicated check source at the
beginning of each day of use.
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In the Matter of

NEWMAN MEMORTAL HOSPITAL
Shattuck, Oklahoma Docket No. 30-11681 .
License No. 35-16717-0

EA 90-106 .
ORDER IMPOSING CIVIL MONETARY PENALTY
I
Newman Memorial Mospital (NMM) (Licensee) 1s the holder of NRC Materials

License No. 35-16717-01 issued by the Nuclear Regulatory Commission (NRC or
Commission) on May 23, 1989. The license authorizes the Licensee to use
NRC=1icensed radicactive materials in accordance with the conditions specified

therein to conduct nuc'ear medicine activities,

11

Inspections of the Licensee's activities were conducted on January 25-26, and
May 10, 1980. The results of these inspections indicated that the Licensee
had not conducted 1ts activities in full compliance with NRC requirements, A
written Netice of Violation and Proposed Imposition of Civil Penalty (Notice)
was served upon the Licensee by letter dated July 25, 1990. The Notice stated
the nature of the violations, the provisions of the NRC's requirements that
the Licens2e had violated, and the amount of the civi) penalty proposed for
the violations, The Licensee responded to the Notice by two letters dated
August 21, 1980. The Licensee admitted nine violations (Violations A, C.1,
E.1, E2, F, G, H, I and J), denied three violations in their entirety
(Violations B, C.2, and D), and admitted in part and denied in part the

remaining violatfon (Violation C.3). In addition, the Licensee stated in
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The Licensee may reguest a hearing within 30 days of the date of this Order.
A request for a hearing should be clearly marked as a "Request for an
Enforcement Hearing" and shal)l be addressed to the Director, Office of
Enforcement, U.5. Nuclear Regulatory Commission, ATTN: Document Control Desk,
washington, D.C. 20555. Copies also shall be sent to the Assistant General
Counsel for Hearings and Enforcement at the same address and to the Regional
Administrator, NRC Region IV, 611 Ryan Plaza DOrive, Suite 1000, Arlington,
Texas 76011.

If a hearing 1s requested, the Commission will issue an Order designating the
time and place of the hearing. If the Licensee fails to request a hearing
within 30 days of the date of this Order, the provisions of this Order shall
be effective without further proceedings. If payment has not been made by

that time, the matter may be referred to the Attorney General for collection.

In the event the Licensee requests a hearing as provided above, the issues to

be considered at such hearing shall be:
(8) whether the Licensee was in violation of the Commission's

requirements as set forth in Violations B, C.2, C.3 and D of the

Notice referenced in Section Il above, and
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APPENDIX
EVALUATIONS AND CONCLUSIONS
Appendix to Order Imposing Civi) Monetary Penalty

On July 25, 1950, a Notice of Violation and Proposed lmposition of Civii
Penalty (Notice) was i1ssued for violations identified during January 25-26,
1990 and May 10, 1990, NRC fnspections., Newman Memorial Mospital (NMM)
respended to the Notice in two letters dated August 21, 1990, The NRC's
evaluations and conclusions regarding the licensee's response follow:

Restatement of Violations

A. 10 CFR 35.2]1 requires that the Radiation Safety Officer ensure that
rediation safety activities are being performed in accordance with
spproved procedures and regulatory requirements in the daily operation of
the licensee's byproduct material program. 1In addition, specific duties
sre prescribed in paragraph (b) of that section,

Contrary to the above, as of May 10, 1990, the RSO was not ensuring that
the radiation safety activities were being performed in accordance with
approved procedures and regulatory requirements, as evidenced by the
violations cited in this Notice and the RSO's admission that, as of the
May 10, 1990 inspection, he had not reviewed the regulations for which he
was responsible and that he had not reviewed records that he had signed.

B. 10 CFR 35.22(a)(3) requires that to establish a quorum and to conduct
business, at least one-half of the Radiation Sefety Committee's members
must be present, including the Radiation Safety Officer (RSO) and the
management's representative,

Contrary to the above, the RSO was not present during RSC meetings held
to conduct business during August and November 1988 and February 1890,

C.  License Condition 15 specifies, in part, that the license 1s based on the
Ticensee's statements and representations in the application dated
January 29, 1987.

1. Item 9.4 of the application describes the licensee personne)
externa) exposure monitoring program, Item §.4.2 specifies, in
part, that a1l individuals who are occupationally exposed to
radiation on a regular basis will be issued film or TLD
(thermoluminescent) whole body monitoring devices. Item 9.4.3
specifies, in part, that all individuals who handle radicactive
material on a reguiar basis will be issued film or TLD
(thermoluminescent) finger monitoring devices.

Contrary to the above, from Qctober through December 1589, the
licensee failed to issue whole body or finger monitoring devices to
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Appendix i

two individuals who were occupationally exposed to radiation and
handled radicactive material on & regular basis during this period.

1tem 10.4 of the application describes the licensee rules for sefe
use of radiopharmaceuticals. Item 10.4.7 specifies, in part, that
personne] are to wear monftoring devices at all times while in areas
where radioactive materials are used or stored,

At ]
.

Contrary to the above, on May 10, 1880, an inspector observed an
individua) working 1n an ares where radicactive materials were in
use and stored and who wae not wearing & personal monitoring device.

3. Item 10.12 of the application specifies that the procedures
gescribed in Appendix N of Regulatory Guide 10.8, Revision 2, will
be used to conduct ares radiation surveys.

Appendix N, 1n part, requires that weekly surveys be performed to
seternine removable contamination levels in radiopharmeceutical
elution, preparation, and sdministration areas. This method must be
sufficiently sensitive to detect 2000 disintegrations per minute
(dpni) per 100 square centimeters. Also, the records of the survey
must contein a drawing of the areas surveyed, contemination action
Tevels &s established by the RSO, and measured contamination levels
r in 4pm/100 square centimeters,

R

Contrary to the above: (1) from September 1989 throunh Jenuary
1690, the licensee had failed to conduct weekly surveys to determine
removable contamination in radiopharmaceutical elution, preparation,
and adninistration areas; (2) from 1987 through January 1990, the
Ticensee failed to ensure that the method used to conduct contamina«
tion surveys was sufficiently sunsitive to detect 2000 dpm/100
square centimeters; (3) from January 1988 through January 1990,
records of contamination surveys did not include a drawing of the
areas surveyed, and (4) from 1987 throuih May 10, 1990, did not
include the measured contamination levels in dpm/100 square
centimeters.

D, 10 CFR 35.60(c) requires, in part, that & licensee require each
fndividual who prepares a radiopharmaceutical kit to use a syringe
rediation shield when preparing the kit,

Contrary to the above, as of May 10, 1990, the licensee's technologist
who prepared radiopharmaceutical kits failed to always use a syringe
rediation shield when preparin; the kits during 1988 and 1989,

E. 1. 10 CFR 35,50(b)(1) requires, in part, that a licensee check each
dose calibrator for constancy with & dedicated check source at the
beginning of each day of use,
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Appendix b

J. 10 CFR 35.50(e) requires, in part, that a licensee retiin @ record of
each check and test required by Section 35,50(b)(2), (3), end (4), and
that the record incluge the signature of the Radiation Safety Officer

(RS$0).

Contrary to the sbove, from 1987 through January 1990, records cf the
checks and tests required under 10 CFR 35.50(b)(2), (3), end (4) ad not
include the signature of the RSO in every case.

These violations have been collectively classified as a Severity Level 11l
problem (Supplements IV and V1),

cumulative Civil Penalty - $5,000 (essessed equally among the 10 violations)
Summary of Licensee's Response to Notice of Viplation

(Note: Although the proposed civil penalty was assessed equally emong 10
violations, A through J, Violations C and £ had more than one part, such that
1f counted individually, the Notice could be viewed as containing {3
violations of NRC regulations and license conditions, For the purpose of
sunmarizing and evaluating the Licensee's response, & total of 13 violations
is used. )

The Licensee admitted 9 of the 13 violations (Violations A, C.1, E.1, E.2, F,
G, H, 1 and &), dented 3 violations in their entirety (Vio‘ations B, .2, and
D, and admitted in part and denied in part the remaining violation (Vioiation
C.i). In addition, the Licensee stated in regard to a number of the admitted
violations that they had been fdentified by the Licensee's consulting
physicist and were in the progress of being corrected or had been corrected
prior to NRC's inspections, and provided extenvsting information in relation
to severa) violations,

For the purpose of *his and the next section of this document, which are
focused on doterm1ning whether the violations in the Notice did or did not
occur, only those violations which the Licensee denfed either in whole or in
part are discussed, The Licensee's statements in regard to identification,
corrective action, and extenuating circumstances are more appropriately
addressed in the subsequent sections of this document in which the Licensee's
arg?mcnts for mitigation of the proposed civil penalty are susmarized and
evaluated,

In denying Viclations 8, .2 and D, and denying in part Violation C.3, the

Licensee stated in genera)l that it felt the conclusions reached by NRC's
inspectors were incorrect and made the following arguments:

1. In response to Violation B, the Licensee stated that interim meetings of
8 portion of the radiation sefety committee (RSC) had been held in August
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2.

In regard to Violation .2, the Licensee stated that the NRC inspectors
resched an incorrect conclysion. The Licensee 1n 14" response admitted
that the technologist did not wear a personal monitoring device while tn
a controlied area. The Licensee, in effect, requested tnat the violation
be withdrawn based on the circumstances 1t described in 1ts response,
However, the staff does not fully sgree with the Licensee's
representation of the ¢ircumstances.

During the May 1990, inspection, the inspectors initially met with the
hospite) administrator who accompanied then to the nuclear medicine
depsrtment, Prior to entcrin? the Licensee's restricted area, the

admi istrator introduced the inspectors to the RSO and tevcru‘ other
individuals, including the subject technologist. The inspectors
indicated that they wished to tour the nuclear medicine lab and waited
with the Licensee's consulting physicist and the administrator while the
technologist retrie(ed keys to the lab. Further, the inspectors
indicated that the technologist should feel free to tend to any immediate
patiei & concerns or other matters since the hospital staff was just
beginning 1ts workday.

During the enforcement conference conducted on June 1, 1990, the
Licensee's representatives stated that they felt that the technologist
had simply made an error. The Licensee representatives further stated
that they believed the inspector's actions in this instance to have been
inappropriate.

In NRC's view, the technylogist was provided an opportunity to retrieve

any required monitoring devices prior to accompanying the inspectors,

The NRC dres not agree with inferences in the licensee's position thet KRC
actions reasonably contridbuted to the viclations. The inspectors did not
notice that the individual was without the required film badge unti) after
the inspectors had been taken into the hot lab. Once the inspectors noticed
this error, it was promptly brought to the attention of the technulogist

and prior to requesting him to handle licensed material,

NRC is not in & position to know whether Licensee personne) have

routinely met this requirement. [n this instance, the violation is based
on the observation of an inspector during an inspection., The NRC staff
notes, however, that good radiation safety practices should be observed
regardless of the presence of an NRC inspector and, in fact, that most
individuais are more conscientious of items such as person01 monitoring
devices when in the presence of an inspector,

NRC concludes that the circumstances surrounding this violation do not
provide & basis for withdrawing the viplation and that the violation
occurred as stated.
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Appendix ol

3. In regard to violation D, the violation was based not on fnspector
observations, as the Licensee's response suggests, but on interviews with
Licensee personnel. The violation cited events in 1988 and 1989, HRC"
staff acknowledges that syringe shields were available for use at the time
of NRC's May 1990 inspection, However, the syringe shiglds that were *
svatlable were not sized to accommodate all syringes used by the Licensee
in prepering radiopharmaceuticels from rcagent kits, This was discussed
in detat! dur1ng the inspection with Licensee personne)l (technicel staff)
who indicated that when prcporinz radiopharmaceuticals requiring larger
dilution volumes, necessitating the use of larger syringes, the kits had
been prepared without the use of & syringe shield. The significance of
the fatlure to use & Jyringe shield in these instances was compounded by
the fact that the licensee had not fmplemented the use of & table«top
"Leblock" to provide sdditional shielding for 1ts technical staff when
reconstituting rediopharmaceuticals or drawing patient doses.

KRC concludes that the violation occurred as stated.

4. In regard to Violation C.3 (part 3), the NRC staff has reviewed the 1982
survey records provided with the licensee's response. While these
records indicete that a pictortal diagram of the department was svailable
at one time, and may indeed have been available at the time of the NRC's
inspection, this has 1ittle to do with the actual violation., The
violation involved & fatlure to have included a drawing of the ares
surveyed for contamination surveys performed from January 1988 tbrough
Janvary 1950, The Licensee has provided no information to suggest that
such records included drawings.

NRC concludes that the violation occurred as stated.

summary of Licensee's Request for Mitigation

The Licensee made the following points in requesting mitigation of the
proposed civil penalty:

1. The Licensee stated that six of the viclations had been identified by its
consulting physicist and that corrective actions had been initiated prior
to NRC's Janvary 1990 inspection, The violations that the Licensee
stated 1t had identified prior to NRC's inspection are: Violations A, D,
E.), E.2, F, and G,

The Licensee stated that it was taking “"decisive action to correct these
problems" and that it "had corrected or were in various stages of
corrﬁct1ng“ the six violations noted above, without the threat of & civil
penaity.

ro
-

3,  The Licensee attributed the most serious portion of its problems to the
failure of a disgruntled employee to perform tasks assigned to him from
August to November 1989 (this individual resigned his position in late
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October 1989) and the concurrent failure of the RSO to properly supervise
this individua) and detect these deficiencies (this RSO 1s no longer
employed at NMN). The Lficensee stated that corrective actions to addréss
these performance-related problems were promptly implemented, without the
threat of a civi) penalty, when hospita) administration became aware of
these problems in November 1989.

4. In response to violation C.1, the licensee stated that persona! monitoring
devices had been provided by another hospital where the two ingividuals
identified in the violation were also employed during this period, and
sdded that 1t believed this to be within the scope of good radiation
safety practice as 1t would provide a cumulative radiation exposure record.

§, The Licensee stated that NRC's conclusions with respect to Violations B,
C.2, C.3 (part 3) and D were incorrectly reached.

NRC Evaluation of Licensee's Request for Mitigation

1. The 1ssue of licensee versus NRC identification of violations raises two
policy matters relating to NRC's Enforcement Policy (“General Statement
of Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2,
Appendix C): 1) Section V.G.1. of the Enforcement Policy provides that
NRC may exercise discretion and not issue a Notice of Violation for
licensee-identified Severity Leve)l 1V and V violations provided that
specific criteria are met; and 2) Section V.8, provides that NRC may
adjust & civi) penalty (up to & 50% increase or decrease of the base
civil penaity) depending on whether the licensee identified, promptly
reported, and fmmediately corrected the violation or viollt‘ons that led
to the proposal of a civil penalty,

Inherent in the first case, however, are two factors of some relevance

here, Specifically, NRC will apply this discretion only in cases of

isolated Severity Level IV and V viglations and not in cases of numerous
Severity Level 1V and V viclations that suggest a more widespread problem
with compliance, and NRC will apply this discretion only if the viclations
were or will be corrected (frum the time the licensee ‘dentified them),
including measures to prevent recurrence, within a reasonable time. In

the case of NMM, NRC does not view the violations the Licensee claims to

have Ydentified and corrected as isolated Severity Leve) IV and V violations,
but as @ symptom of 3 more pervasive problem with compliance and &
significant ‘ack of attention to licensed responsibilities, As indicated

in the July 25, 1990 letter accompanying the Notice, NRC viewed these
violations in total as indicative of a lack of management oversight on

the part of the Licensee's Radiation Safety Committee (RSC), In addition,
NRC does not view the Licensee's corrective actions for the viulations it
claims to have fdentified and corrected to have included sufficient measures
to prevent recurrence. Thus, NRC does not view this particular discretionary
provision as applicable to this case.

Inherent in the second case, that of NRC':t discretion to mitiglto 8
proposed civil penalty based on licensee identification, 1s the immediacy
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of & licensee's action to correct the problem upon discovery. NRC's
Enforcement Policy states that no consideratfon wili be given to a
reduction in penalty if & licensee does not take immediate action ‘to
correct the probiem upon discovery. Implicit in this factor is a
presumption that a licensee's immediate corrective actions were
successful in corrocting the violation. In light of this factor, &
discussion of each of the violations for which the Licensee cites
self-identification 15 necessary.

In regard to Viclation A, the Licensee admitted that the RSO had
fatled to perform his ihcumbent duties, but stated that this problem
was fdentified to hospital administration by the Licensee's
consulting physicist in November 1989, The Licensee described
actions taken to correct the situation which included verba) and
written notificatien to the RSO, The Licensee attached & copy of
1*s written notification to i1ts response. The Licensee also stated
that 1ts approach to this probiem was not successful and that the
RSO's contract was not renewed, and further stated that this action
had been t.ken prior to any indication from NRC that it was facing a
civil penalty.

The NRC staff does not dispute the Licensee's contention that the
hospital's consulting ghysicis: and the hospital's administration
had recognized the fatlure of the RSO to perform certain required
tasks. However, the Licensee has, in NRC's view, provided 1ittle
information to suggest that it had rccogn1ztd the extent of the
RSO's failurss to ensure compliance with NRC requirements and has
providec virtually no information to sugqcst that its corrective
sctions upon identification of this prublem were effective. The
“written notification” to which it referred amountes to a statement
within an "Annual Report of the Rediation Safety Officer" which
said, ”Ec]1osor observation of activities in the department and
closer inspection of records by Radiation Saf ty Officer will be
implemented fmmediately." This report was completed by the
consulting physicist and, although it provided & space for the RSO's
signature, the RSO had not signed it, Based on the RSO's admission
during the May 10, 1990 inspection that he had not reviewed the
regulations for which he was responsible and that he had not
reviewed the records that he had signed (see Violation A in the
Notice), NRC does not accept the Licensee's conclusion that
corrective actions had been taken end concludes that the Licensee had
net recognized the extent of the problem with respect to the RSO and
his responsibilities.

Further, the Licensee presented a renewal contract to this RSO after
the June 1990 inspection. The administrator had reviewed the
content of this contract with the inspector during the June
inspection, indicating that he believed that this doc.ment would
¢learly dofino the RSO's responsibilities. This came after the
enforcement conference, by which time the Licensee had been clearly
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put on notice that the violations described in the inspection report
could result in the assessment of a monetary civi) penalty. NRC
later learned that this RSO had resigned his duties with NMH of his
own accord, and was designated as an authorized user at another
facility in July 1890, NRC staff subsequently contacted the Licensee
to confirm this fact, and this was acknowledged by the administrator
during a telephone conversation on July 11, 1890,

In NRC's view, the Licensee failed to recognize the extent of the
RSO's failures and, by jts own admission, initiated corrective
actions that were not successfu) in correcting the problem, In that
the problem continued end was occurring at the time of NRC's
inspections, NRC concludes that the Licensee's identification of
this violation does not warrant mitigation of the proposed civil
penalty within the framework of NRC's Enforcement Polfcy.

In regard to Violation D, the Licensee stated that it had identified
the need for better syringo shields in April 1985 and that these
were in use by August 1969,

While the Licensee may indeed have identified the need for better
syringe shields in April 1989, and may have been using these in
August 1989, these facts have 1ittle to do with the specific
viglatien, Viplation D involves the Licensee's technologist
aamitting that he failed to use @ syringe shicld on certain
cccasions when preparing radiopharmaceutical kits in 1988 and 1989.
The specific reason that this violation occurred was a faflure to
have syringe shields of & sufficient size to accommodate the laryer
syringes uted with certain kits.

In that the Licenses had not identified the specific issue that was
the subgect of this violation, NRC concludes that there is no basis
on which to mitigate the proposed civil penalty within the framework
of NRC's Enforcement Policy.

In regard to Violation E.1, the Licensee stated that the faflure to
perform daily constancy checks on the dose calibrator was identified
by its consulting physicist on November 10, 1989 and was corrected
shortly afterwards.

The NRC staff does not dispute the Licensee's assertion that the
consulting physicist identified the failure to perform dose
calibrator constancy checks on each day of use. However, the staff
notes that the Licensee's corrective action was not prompt in that
this requirement was violated on November 11, 26, and 28, 1989,
Additionally, the Licensee's currective actions did not include
measures which would prevent recurrence of this problem should the
same circumstances (new employee or temporary replacement) that
contributed to this violation arise again,
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In that the Licensee took no immediate corrective action upon
discovering this problem, and in that the violation occurred on
three separate occasfons following the Licensee's identification of
1t, NRC concludes that the Licensee's identification of this _
violation does not warrant mitigation of the proposed civil penalty
within the framework of NRC's Enforcement Policy.

In regard to violatfon E.2, the Licensee stated that the "potential”
of this problem occurring was identified by the consulting physicist
in February 1990, and that the technologist had attempted to conduct
a dose calibrator linearity test in March 1990, The Licensee stated
that a satisfactory test was not gcrformcd until the consu1t1n2
physicist returned to the hospitsl in May 1980, at which time the
unit was found to be performing correctly.

The NRC staff acknowledges the fact that the Licensee's consulting
physicist brought this problem to the Licensee's attention in
February 1990, and that the technologist attempted to conduct the
required linearity test in March 1990, as described in the
inspection report. However, at the tfme of the May 1990 inspection,
the test had not yet been completed or evaluated. The NRC staff
notes that the Licensee had ample time to conduct the required
lineaqity test once it had been brouught to its attention by the
consultant,

In that this violation occurred despite the Licensee's consulting
physicist identifying it as a potential problem, NRC concludes that
the Licensee's identification of this violation does not warrant
mitigation of the proposed ¢ivil penalty within the framework of
NRC's Enforcement Policy.

In regard to Violation F, the Licensee stated that the failure to
include all required information in patient rediopharmaceutical
dusage records had been identified in April and November 1989. The
Licensee further stated that it believed that only ogne patient duse
record was incomplete at the time of the May 10, 1980, inspection.

The NRC staff does not dispute the Licensee’'s statement that 1t had
identified omissions in patient radiopharmaceutical dose records.
However, this was a recurring problem and had not been corrected by
the time of the January and May 1990 inspections, During the
inspection conducted in May 1990, the inspectors determined that the
Licensee's technical staff was not familiar with NRC requirements
regarding patient dose records. Although the inspector noted in
June 1990 that patient dose records showed considerable improvement,
there were records which were not entirely complete for three of the
five examinations conducted since the previous inspection. (These
records were later completed by the technologist,)
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In that this vielation was recurring and wes continuing at the time

of NRC's inspections in January end May 1990, KRC concludes that the
Licensee's identification of the violation does not warrant mitigation
of the proposed civil penaliy within the framework of NRC's Enforcement

Policy.

B—

| f. In regard to Violation i, the Licensee acknowledged the fatlure to
labe! radiopharmaceyticil syringes or syringe shields, but stated
that this problem had been identified in April 1589, and that
continued progress to correct the problem had been made.

The NRC staff does not dispute the Licensee's assertion that it
identified the failure to labe) syringes in April 1989, However, the
NRC staff notes that, as admitted b{ a Licensee emplnyoo, this was &
l recurring problem and continued well beyond the Lice.mee's
fdentification of it,

In that this viplation continued well past the Licensee's
| identification of 1t, NRC concludes that the Licensee's 'dentif ication
: of the violation does not warrant mitigation of the gropcsod civil
: penalty within the framework of NRC's Enforcement Policy.

In summary, NRC does not consider the Licensee's srguments in regard to
the 1dont1f1cot1on of the violations as warranting mitigation of the c¢ivil
penalty within the framework of NRC's Enforcement Policy, In NRC's view,
the Licensee failed to recognize the extent of 1ts compliance problems,
fatled to implement immediate corrective actions in response to the
consulting physicist's identificetion of problems, or had failed to
implement cor ective actions that were successful in corrcctin? e Eroblem
and preventing its cuntinuation, In that the problems identified by NRC's
inspections were of a continuing nature and were occurring at the time of
the inspections, NRC concludes that, in relation to the identificatiun
issve, mitigation is net warranted, end that escalation of the base
penalty by 50%, as proposed, 1s appropriate.

e

2. With regard to corrective actions, the 1siue here 15 whether mitigation
uf the proposed civil penalty s warranted based on the the Licensee's
correctiv: actions taken after NRC's inspections. NRC acknowledges that

’ the Licensee was taking some steps toward correcting the problems

fdentified by NRC's inspections. Huwever, the Licensee's responses

referred primarily to actions i1t believes it had underway even before

NRC's inspections took place, Fur the reasuns already discussed, NRC

finds those actions to have been lacking and insufficient to correct

the problems, At the time of the June 1, 1990, enforcement conference,

the Licensee was unable to describe corrective actions to address the

scope of NRC's concerns regarding lack of sufficient management oversight

' to ensure compliance with regulatory requirements. In addition, because

E the Licensee was unable to describe corrective actions related to the

specific violations in the Notice, NRC scheduled and conducted another

inspection in June 1990 following the enforcement conference. As a result

N R T=
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Appendix 10w

of the June inspection, NKC consluded that the corrective actions the
Licensee took followina NRL's January and May 1990 inspections were neither
prompt nor extensive, were narrowly focused on the indivicual violations,
and failed to address the broader issue of management and control of
licensed sctivities. */ The NRC expects full, complete, and long lasting
corrective action, whether or not the licensee expects a civil penalty.

In regard to the Licensee's resolutiun of persunnel performance-related
problems, NRC rotes that the former RSO left Newman Memorial Hospita)
volunt0r1ly and that this occurred after the Licensee was on notice that

a civi) penalty was possible.’ For these reasons, NRC concludes in relation
to corrective actions that mitigation of the civil penalty 1s not warranted
snd that escalation of the pase civil penalty by 50%, as proposed, was
appropriate,

NRC achnowledges that several of the viclations may be attributed to the
failure of certain Licensee employees to complete required tasks.
Nonetheless, as NRC's Enforcement Policy makes clear in Section V.A,,
licensees are responsible for the actions (or omissions) of their
employees. It 15 a licensee's responsibility to ensure that all
fndividuals participating in Yicensed activities are well trained and are
conducting licensed activities in accordance with NRC regulations and
license conditions, Thus, NRC concludes that the circumstances
surrounding these particular violations do not warrant consideration of
mitigation of the civil penalty,

1 regerd to violation C.1, although the NRC staff acknowledges that these
individuals may have worn persona) monitoring devices provided by another
facility, this does not relieve the licensee of the requirement to provide
these devices to employees in activities under this license., Separate
devices would indicate ir which facility an exposure occurred in order to
correct problems and achieve exposures as low as reasonably achievable.

NRC's evaluation of the Licensee's arguments in denying three violations
in their entirety and one violation in part are addressed in detail
sbove. In that NRC concluded that each of the viclations occurred as
stated in the Notice, NRC concludes that the Licensee's arguments do not
provide a basis for mitigating the civil penalty.

NRC Conc¢lusion

Based on NRC's evaluation of the Licensec's responses, the NRC staff concludes
that all violatiuns occurred as stated and that Newman Memorial Hospital has
provided no information to cause NRC to modify the proqosed civil penalty.

Accordingly, the NRC steff concludes that a ¢ivil pena

ty of $5,000 should be

imposed by order.

*/ As a result of a subsequent incident, the Licensee voluntarily suspended

licensed activity pending completion of corrective action,
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Process Technology North Jersey
ATTN: John Scandalios
President and Chief Executive
Dfficer
108 Lake Denmark Road
Rockaway, New Jersey 07866

Gent lemen:

SUBJECT . NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTIES - $13,000
(NRC INSPECTION REPORY NO. 89-001 AND NRC INVESTIGATION REPORT
NOS. 1-89-006 and 1-B89-006%)

This Tetter refers to the NRC safety fnspection conducted on March 21 and 21,
1989, of activities authorized by NRC License No. 29-13613-02, and to the subse-
guent investigations conducted by the NRC Office of Investigations (0I). The
report of the inspection was forwarded to you on April 17, 1989. The redacted
versions of the Ol investigation reports were forwarded to you on July 20, 1990.
During the inspection and fnvestigations, violations of NRC requirements were
fdentifiec. On April 26, 1989 and August 14, 1990, enforcement conferences were
held with you and members of your staff during which these violations, their
causes and safety significance, and your corrective actions were discussed.

The violatfons are described 1n the enclosed Notice of Violation and Proposed
Imposition of Civi) Penalties (Notice). Violation I of the Notice involves
Tnaccurate and Incomplete statements by current and former members of your staff
during the April 1989 enforcemens conference and during the investigations,
This violation contains four examples. Example (A) involves your former Plant
Manager/Radiation Safety CI/ficer (RSO) and your Vice President/Quality, both of
whom during the April 1989 Enforcement Conference failed to acknowledge any
beyless entries (climbing over the doar) =f the irradiator cell, when in fact,
these ndividuals knew Of two such entries. Not to have provided the NRC with
this information was very significant because these entries bypassed interlocks
designec to control access into an irradfator,

Example (B) involves your former RSO who, during the Apri) 1989 enforcement
conference, stated that the frradiator cperating system computer records al)
entries into the cell (an assertion used to support that there were ro keyless
entries made into the cell) when, in fact, this was not true. Not to have
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Process Technology North Jersey 2

provided accurate information was significant because the NRC was seeking
{nformation on whether the computer verified whether keyless entries occurred
even if the source was in the “down" position,

Example (O involves the former RSO wno willfully misrepresented his prior
knowledge =i damage to the cell door kneb Example (C) also involves the failure
of your former Vice President of Operations and Engineering (VP, Ops/Eng) and RSO
to acknowledge during the enforcement conference that they werv aware that the
door te the irradiator cel) had been forced open by a former Shift Supervisor/
Irradiator Operator (Operator) prior to an audit conducted on February 13, 1989,
without the use of & hey. 1n addition the VP, Ops/Eng initially denfed to an 01
{nvestigator having had knowledge prior to the enforcement conference that thig
had occurred, although in fact he had been told by the Operator prior to the
enforcement conference that the door was forced open. This was significant
because the NRC needed such information to understand the chronology of events
involving the malfunctioning of the cell door knob and lockina mechanism,

Example (U) invelves the former Operator who willfully misinformed the NRC of
the manner in which the irradifator cel) was improperly accessed Dy two other
Operators. The failure to provide accurate information about how the irradiator
was accessed significantly impacted the course of the NRC investigation.

With regard to Example (A) of this violation, your President and Chief Cxecutive
Officer (CEQ) contends that he did not read the April 24, 1989 memoranda
describing the climbing incidents, which he had been sent prior to the enfarce~
ment conference unti) after the enforcement conference and, therefore, was not
aware of these occurrences. Your former Vice President of Operations and
Engineering (VP, Ops/Eng) also contended he was not aware of these occurrences
at the time of the enforcement conference, although your former RS0 alleged that
the VP, Ops/Eng was told. MHowever, in our view, a CEO and the VP, Ops/Eng of

an irradiator should have been aware of this information and the failure to be
so informed is significant because of the fact that the failure of the iock
mechanism on the Maze Access Door was one of the topics planned to be discussed
at the April 26, 1989 enforcement conference, and cperators gaining entry into
an irradiator ¢cell by climbing over the door 1s an extraordinary cccurrence at
an irradiator. Moreover, your Vice President of Quality demonstrated, at 2
minimum, poor judgment in not being more candid during the enforcement
conference.

Violation I raises serious questions regarding the adbility and willingness of
Process Technology North Jersey to comply with NRC requirements, in particular,
the specific NRC requirement that information provided to the NRC be complete
and accurate in all material respects. Such concerns were of additional impor=
tance since false statements to the NRC, as well as other forms of wrongdoing
by senior managers and employees of Ragdiatioen Technology, Incorporated (your
predecessor company), had previously occurred between 1984 and 1986. Those
previous violations resuited in orders suspending your license in March and
June 1986, as well &s the termination of employment, criminal prosecution and
conviction of three former employees, and the incarceration of the former
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NOTICE O:NXIOLA?ION
PROPOSED IMPOSITION OF CIVIL PENALTIES

Process Technology North Jersey Docket No. 030-07022
Rockaway, New Je~sey élc;gseoNo. 29-13613-02
-8

During an NRC inspection conducied on March 21 and 3, 1989 at the licensee's
facility in Rockaway, New Jersey “and subsequent fnvestigations by the NRC
Office of Invesyigations, vieli* ons of NRC requirements were identified. In
accordance with <ne "General Statement of Policy and Procedure for NRC
Enforcement Actigns," 10 CFR Part 2, Appendix C (1989), the Nuclear Reculiiory
Commission proposes to impose civil penalties pursuant to Section 234 of the
Atomic Energy Act of 1954, as amended (“Act"), 42 V.5.C. 2282, Pub. L, 96-295,
and 10 CFR 2.205. The particular violations and the associated civil penalties
are set forth below:

1. VIOLATION ASSOCIATED WITH INACCURATE AND INCOMPLETE STATEMENTS

10 CFR 30.8(a) requires, in part, that information provided to the
Commission by & licensee be complete and accurate in all material respects.

Contrary to the above, the 1icensee provided incomplete or inaccurate
information to the NRC during an investigation and enforcement conference
involving key.ess entries into an irradiator cell as evidenced by the
following examples:

A. During an Enforcement Conference with the NRC on Apri’ 26, 1989, in
response to NRC's repeated questions, information provided by the
licensee was incomplete. Specifically, in response to guestions as to
whether there were unauthorized, keyless entries into the licensee's
irradiator cell, the licensee failed to provide information that
unauthorized entries had occurred, when in fact, certain of the
licensee representatives attending the conference did have knowledge
of two such unauthorized entries involving climbing over the irra=~
diator cell door, This omission was material because it directly
related to violatichs of NRC requirements and could have affected
the NRC review and investigation into the details of the viclations,

B. Ouring an Enforcement Conference with the MRC on April 26, 1989,
information provided by the licensee was insccurate in that a
licensee's representative stated, in response to questions concerning
whether the facility's computer logged all entries into the irradiator
cell, that the computer log showed all personnel entries through the
frradiator cell door and that these logs showed no indication of
keyless entries through the cell door,
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Notice of Violation 2

These statements by the )icensee's representative were not accurate,
fn that the computer log would not record all entries 1nto the irra-
diator cell. Specifically, the computer would not record cell entries
when the source was in the down position. These statements during the
Enforcement Conference were material because they could have infly=
enced the NRC review and investigation concerning whether the licensee
had the capability of detecting all entries into the irradiator cell
and whether there was the possibility that there had been keyless
entries which had not been detected and recorded.

Ouring an Enforcement Conference with the NRC on April 26, 1989,
information provided by the licensee was inaccurate in that a 1{censee
representative, in response to questions regarding when he first
became aware of possible damage to the irradiator cell door knob which
led in part to the possibility of the door being forced open, stated
that he was not aware of any damage to the cel) door knob until an
internal audit conducted on February 13, 1989. This statement was
Tnaccurate in that the licensee representative subsequently admitted
to an NRC investigator on June 22, 1989, that he was actually informed
of the damage to the door knob during the week prier to February 13,
1989. Furthermore, the information provided by the licensee was
{naccurate in that, in response to gquestions regarding whether the
licensee was aware that the door to the irradiator cell had been
forced open without the use of the key prior to the interna) audit
conducted on February 13, 1989, licensee revresentatives denied having
such knowledge. This information was inaccurate in tnat ore licensee
representative subsequently admitted to the NRC investigator on

June 22, 1989, that he had been informed by the licensee's furier
Shift Supsrvisor/Irradiator Operator (Operator) prior to the audit
thet the Operator had forced the door open and a setond licensew
representative, although initially denying having knowledge of such an
entry, in interviews with the NRC investigator on June 21 and July 7,
1989, subsequently admitted on July 7, 1989, that he had in fact been
told by the Operator prior to the Enforcement Conference that the
Operator had been able to force the door open without a key prior to
the February audit. These statements were material because they

could have affected the NRC's review of the adequacy of management's
response to existing deficiencies and problems.

Ouring an investigation interview with an NRC inspector and
investigator on April 11, 1989, a former Shift Supervisor/Irradiator
Operator (Operator) provided informaticn that was not accurate in all
materfal respects. The Operator volunteered information that he was
aware that two Operators had entered the irradiator cell by forcing
the loosened knob on the locked access door. This statement by the
Operator was ifnaccurate in that the Operator subsequently admitted to
the NRC investigator on June 8, 1989, that the Operators had actually
entered the cell by climbing over the cell door rather than by forcing
the door cpen. This statement was material because it directly
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Notice of Violation 4

C. Condition 26 of License No,29-13613-02 requires that licensed material
be possessed and used in accordance with statements, representations
and procedures contained in the application dated June 3, 1987, and
letters dated April 8, 1988, May 25, 1988, June 7, 1988, and September B,
1988.

Condition 22 of License No, 29-13613-02 requires, in part, that all
changes to procedures 9.100, 9.102 and 9.500 be approved, prior to
implementation, by the U.S. Nuclear Regulatory Commission.

Procedure 9.100 B tnclo;od in the letter dated May 25, 1988, entitled
"Auto Run Mode Irradiator Start=Up," requires in Step 7.!3, activation
with the machine key, of the 90-second start-up time delay.

Contrary to the above, on March 9-10, 1989, irradiator start-up did
not require activation, with the machine key, of the 90-second
start-up time delay. Specifically, the licensee removed the
machine-key-operated 50-second start-up time delay switch and
installed a toggle switch. In addition, the licensee did not obtain
prior approval from the Commission to change this procedure.

0. Condition 22 of License No, 29-13613-02 requires, in part, that the
licensee follow the written instructions contained in procedure
9.500, "Preventative Maintenance." Procedure 9.500 describes various
preventive maintenance procedures that must be conducted and their
required frequency.

Item 8.0 of Procedure 9.500, Exhibits C and D, describe the parts of
the irradiator system that must be checked for proper maintenance on
a menthly and quarterly maintenance schedule.

Contrary to the above, between the commencement of operation of “he
2102-B irradiator system in August 1988, and thn NRC inspectic. on
March 23, 1989, none of the specified gquarterly (Exhibit D) mainten-
ance procedures had been performed, and not all of the monthly
preventive maintenance procedures (Exhibit C) were performed.

E. 10 CFR 20.408(b) and 20.409(b), respectively, require the licensee
to report to the Commission, and to the individual involved, the
radiation exposure of each individual whe has terminated employment
end of each individual who is not employed by the licensee but has
completed a work assignment in the licensee's facility. Such
reports shall be furnished within 30 days after the exposure of the
individual has been determined by the licensee, or 90 days after the
dat: of termination of employment or work assignment, whichever is
earlier.

NUREG-0940 I1.A-58



PR —— —

N TR —— T P —— ——

Notice of Violatiaon 5

Contrary to the above, from approximately December 21, 1988, and
continuing through March 21, 1988, neither the individuals who had
terminated their employment, or who had been reassigned, nor the
Commission bad been provided with a report of the individuals' radia-
tion exposure within 30 days after their exposure was determined by
the licensee, or 90 days after the date of termination of employment
or work assignment,

Condition 20.A of License No. 29-13613-02 requires that, within ten
working days of the filing of each guarterly third-party audit report,
the licensee shall provide to the Commission a written description of
any corrective actions in response to the audit findings,

Contrary to the above, as of March 23, 1989, the licensee had not
submitted to the Commission a description of corrective actions in
response to deficiencies fdentified during the third=party audit
conducted on December 21, 1988.

Condition 15 of License No. 29-13613-02 requires that, after
installation of additiona) cobalt-60 source(s) greater than the
quantity for which a previous radiation survey has been conducted, and
prior to initiation of the irradiation program, a radiation survey be
conducted to determine maximum radiation levels in each area adjoining
the irradiation room. A detailed report of the survey 1s to be sent
to the Commission no later than 30 days following the installation of
the source(s).

Contrary to the above, on August 15, and November 22 and 23, 1988,
additional cobalt-50 source(s) were installed in the irradiator
creating a guantity greater than the guantity for which a previous
survey had been conducted, and a radiation survey was not conducted to
determine the maximum radiation levels in each area ad)oining the irra-
diation room, prior to the subsequent initiation of the irradfation
program. Further, a report of a survey performed on September 12,
1988, subsequent to the August 15, 1988 installation, was not sent to
the Commission until October 11, 1988 (57 days after installation of
the source).

Condition 26 of the License 29-13613-02 requires that the licensee
shall conduct its program in accordance with statements, represen-
tations and procedures contained in an application dated June 3, 1987,
and letters dated April 8, 1988, May 25, 1988, June 7, 1688, and
September 8, 1988,

1, Item 4 of Section 9.1.H “Irradiator Cont-ol Alarms" contained
fn the letter dated April 8, 1988, requires that a radiation
monitor (that would alarm if high radiation levels existed)
mounted abuve the sterage pool be audible in the control room
and pool room.
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Notice of Violation £

Contrary to the above, on March 23, 1989, the audible alarm
installed above the storage poo) was only audible in the storage
pool room, and was not audidle in the contro) room.

2. Procedure 10.2.€.3. submitted in the letter dated June 7, 1988,
requires that the radiation monitor on the water treatment system
be checked fur proper functionirg monthly using a portable
radiation survey instrument.

Contrary to the above, for at least the three months prior to
March 1283, the monitor on the water treatment system had not
been checked for proper functioning using a portable survey
instrument.

These violations have been classified in the agyregate at Severity
Level 111 (Suppiements IV and V1),

Cumulative Civi) Penalty - $5,000 (assessed $1,000 for Violation A, $1,000
for Violation 8, $1,000 for Violation C, $450 for Violation D, $100 for
Violation €, $100 far Violation F, $450 for Violation G, $450 for
Violatien H.1, $450 feor Violation H.2.)

Pursuant to the provisions of 10 CFR 2.201, Process Technology North Jersey
(Licensee) is hereby reguired to submit a written statement or explanation to
the Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, within
30 days of tha date of this Notice of Violation and Proposed Imposition of Civi)
Penalties (Notice). The reply should be clearly marked as a “"Reply to a Notice
of Violation" and should include for each alleged violaticn: (1) admission or
denial of the a'leged violation, (2) the reasons for the violation if admitted,
and 1f denied, the reasons why, (3) the corrective steps that have been taken
and the resuits achieved, (4) the corrective steps that will be taken to avoid
further violations, and (5) the date when full compliance will be achieved. If
an adequate reply 1s not received within the time specified in this Notice, an
order may be issued to show cause why the license should not be modified,
suspended, or revoked or why such other action as may be proper should not be
taken. Consideration may be given to extending the response time for good cause
shown. Under the authority of Section 182 of the Act, 42 U.5.C. 2232, this
response shall be submitted under ocath or affirmation.

Within the same time as provided for the response required above under 10 CFR
2.201, *the Licensee may pay the civi] penalties by letter addressed to the
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, with a
check, draft, money order or electronic transfer payable to the Treasurer of
the United States in the amount of the civil penalty proposed abave, or the
cumulative amount of the civil penalties if more than one civil penalty is
proposed, or may protest imposition of the civil penalties in whole or in part
by & written answer addressed to the Director, Office of Enforcement, U.S.
Nuclear Wegulatory Commission. Should the Licensee fail to answer within the
time specified, an order imposing the civil penalties will be issued. Should
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Notice of Violation 7

the Licensee elect to file an answer in accordance with 10 CFR 2.205 protesting
the ¢ivil penalties, in whole or in part, such answer should be clearly marked
as "Answer to a Notice of Viclation" and may: (1) deny the violations(s) listed
in this Notice in whole or in part, (2) demonstrate extenuating circumstances,
(3) show error in this Notice, or (4) show other reasons why the penalties
should not be imposed. In addision to protesting the civil penalties, such
answer may request remission or mitigation of the penalties.

In requesting mitigation of the proposed penalties, the factors adiressed in
Section V.B of 10 CFR Part 2, Appendix C (1989), should be addressed. Arny
written answer in accordance with 10 CFR 2.205 should be et forth separately
from the statement or explanation in reply pursvant to 10 CFR 2,201, but mey
incorporate parts of the 10 CFR 2.20) reply by specific reference (e.g., ci*ting
page and paragraph numbers) to avoid repetition. The attention of the Lice..ee
is directed to the other provisions of 10 CFR 2.205, regarding the procedure for
imposing civil penalties.

Upon failure to pay any civil penalties due which subsequently have been
determined in accordance with the applicable provisions of 10 CFR 2.205, this
matter may be referred to the Attorney General, and the penalties, unless
compromised, remitted, or mitigated, may be collected by ¢ivil action pursuant
to Section 234c of the Act, 42 U.5.C., 2282¢c.

The response noted above (Reply to Notice of Violation, letter with payment of
civil penalties, and Answer tc a Notice of Violation) should be addressed to:
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, ATTN:
Oocument Control Desk, Washington, 0.C. 20555 with a copy to the Regional
Administrator, U,S. Nuclear Regulatory Commission, Region I, 475 Allendale Road,
King of Prussia, Pennsylvania 19406.

FOR THE NUCLEAR REGULATORY COMMISSION

/ / - gt /

Y i i - o

J’/%;{zéfi, = ,n*f:,f//ﬁ?V
Thomas T. ﬁ:rtin :
Regional Administrator

Dated at King of Prussia, Pennsylvania
this 3/s¢ day of January 1991
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Notice of Violation 2

Contrary to the above, &s of March 14, 1990, the licensee did not retain
records of daily surveys of areas where radiopharmaceuticals werw
routinely prepared for use or administered.

D. 10 CFR 35.632(a)(2)(1) requires that a licensee perform full calibration
measurements on each teletherapy unit whenever the spot-check measurements
indicate that the output differs by more than 5 percent from the output
obtained at the last ful) calibration, corrected mathematically for
radiocactive decay.

Contrary to the above, the licensee did not perform full calibration
measurements when spot check measurements performed by the licensee in
November 1986, in January, February, March, May and June 1987, and in
March 1988, indicated that the teletherapy unit output differed by more
than § percent from the output obtained at the last full calibratfon,

£. 10 CFR 35.21(a) requires that a licensee appoint & Radfation Safety
Officcr responsible for 1mp\0mcnt1ng the radfation safety program.
The licensee through the Radiation Safety Officer, 1s required to
ensure that radiation safety activities are performed in accordance
with approved procedures. 10 CFR 35.21(b)(2) requires, in part,
that the Radiation Safety Officer (RSO) establish and implement
written policy and procedures for using byproduct material safely
and performing checks of survey instruments and other safety
equipment.

For using byproduct materials safely and performing checks of survey
instruments and other safety equipment, the licensee's Radiation

Safety Officer established the procedures in NRC Regulatory Guide 10.8,
Revision 2, Appendix C and D, which are required by Condition 13 of
License No. 20-06760-08 to be met.

Appendix C requires, in part that the measurements obtained during the
dose calibrator linearity test be plotted and that the percent deviation
be determined. Appendix D requires, in part, that all individuals who are
occupationally exposed te ionizing photon radiation on a regular basis be
fssved @ film or TLD whole body monitor and that individuals who, on a
reqular basis handle radicactive material that emits ionizing photon, be
fssued a film or TLD finger monitor to be processed on a monthly basis.

Contrary to the above:

1. Dbetween January 1987 and February 1988, the dose calibrator
Tinearity test results did not include either a plot of the
measurements or a determination ¢f the percent deviation,

2. as of March 14, 1990, the RSO neither wore the issued whole body
monitor while working with radioactive material on a regular basis,
nor was he issued a finger monitor for use when handling radicactive
material,
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Notice of Violation 4

authority of Section 182 of the Atomic Energy Act, 42 U.5.C, 2232, this
response shall be submitted ynder cath or affirmation,

Within the same time as provided for the response required above under 10 CFR
2.201, the Licensee may pay the civi) penalty by letter to the Director, Office
of Enforcement, U.S. Nuclesr Regulatory Commission, with a check, draft, money
order, or elestronic transfer, payable to the Treasurer of the United States

in the amount of the civil penelty proposed above, or may protest imposition
of the civi) penalty in whole or in part by @ written answer addressed to the
Oirector, Office of Enforcement, U.S. Nuclear Regulatory Commission. Should
the Licensee fai) to answer within the time specified, an order imposing the
civil penalty will be 1ssued. Should the Licensee elect to file an answer in
accordance with 10 CFR 2.205 protesting the civil penalty, in whole or in part,
such answer should be clearly marked as an "Answer to a Notize of Violation
and may: (1) deny the violations listed in this Notice {n whole or in part,
(2) demonstrate extenuating circumstances, (3) show error in this Notice, or
(4) show other reasuns why the penaity should not be fmposed. In agdition to
protesting the civi] penalty, such answer may request remission or mitigatien
of the penalty.

In requesting mitigation of the proposed penalty, the factors addressed in
Sectior V.B of 10 CFR Part 2, Appendix C (1990), should be addressed. Any
written snswer in accordance with 10 CFR 2.205 should ve set forth separately
from the statement or explanation in reply pursuant to 10 CFR 2.201, but may
incorporate parts of the 10 CFR 2,201 reply by specific reference (e.g. citing
page and paragraph numbers) to avoid repetition. The attention of the Licensee
is directed to the other provisions of 10 CFK 2.205, regarding the procedure
for imposing a civil penalty,

Upon failure to pay any ¢ivil penalty due which subsequently has been determined
in accordance with the applicable provisions of 10 CFR 2.205, this matter may be
referred to the Attorney General, and the penalty, unless compromised, remitted,
or mitigated, may be collected by civil action pursuant to Section 234c of the
Atomic Energy Act, 42 U.S.C. 2282¢.

The responses to the Director, Office of Enforcement, noted above (Reply to

a8 Notice of Violation, letter with payment of civil penalty, and Answer to a
Notice of Viclation) should be addressed to: Director, Office of Enforcement,
U.S. Nuclear Regulatory Commission, ATTN: Oocument Control Desk, Washington,
DC 20555 with a copy to the Regional Administrator, U.S. Nuclear Regulatory
Commission, Region 1, 475 Allendale Road, King of Prussia, Pennsylvania 18406.

FOR THE NUCLEAR REGULATORY COMMISSION

CERG A DSy
Thomas T. Martin 17“"

Regional Administrator

Dated at King of Prussia, Pennsylvania
this »3 *day of June 1990
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Consultants, PA

for clarification, should replace Violation E.2 &s stated in the Notice, and
that the amendment of Violation E.2 should have no effect on the civil
penalty. In addition, the NRC staff concludes, for reasons set forih in the
Appendix to the enclosed Order, that mitigation of the civil penalty is
inappropriate, Accordingly, we hereby serve the enclosed Order on Radiology
Ultrasound - Nuclear Consultants, PA imposing a civil monetary penalty in the

amount of $1,000,

In your response to the Notice, you questioned the NRC's practices for con-
ducting an enforcement conference, in particular suggesting that you had the
right to be represented by an attorney at the conference in the same marnner
that a person accused of committing a crime has a right to legal counsel.
while we have no objection to your bringing counsel to an enforcement
conference and many licensees do so, the NRC's enforcement action in this case
is a ¢ivi) action, and not & criminal action, In a civil action, a person may
obtain counze) o: he or she sees fit, but the outcome of 2 civil action is
valid irrespective of whether a person is represented by cuunsel, Note that
an adjudicatory proceedinq invglving the violations identified in the Notice
has not yet begun. It will begin only if you reauest a hearing on the
enclosed Order. Moreover, the purpose of the enforcement conference was to
(1) discuss the violations, their significance and causes, and your corrective
actions, (2) determine whether there were any aggravating or mitigating
circumstances, and (3) obtain other information to help determine the
appropriate enforcement action, iSee "General Statement of Policy and
Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendix C (1990)).
This enforcement conference was a prefiminany step in the enforcement process
designed to provide the licenses an cpportunity to provide information to the
NRC. In view of the above, the NRC staff concludes that the enforcement
conference in this case was held in accordance with law and Commission policy.

The NRC also notes that your response to the Notice did not provide information
adequate to enable the NRC to assess the effectiveness of your corrective actions,
Your response did not fulfill NRC's requirements set forth in 10 CFR 2.201(a) and
the Notice to describe the corrective steps that have been taken and the results
achieved, the corrective steps that will be taken to avoid further violations,

and the date when full compliance will be achieved for each violation stated

in the Notice., Specifically, you did not give any description of your corrective
actions for Violations C, D, E, and F, and for Violations A, G, and H, you only
stated the action you had taken to stop their immediate continuation. Additionally,
for Violation 8, the statement you made under the heading "Corrective Action"

does not indicate that you took any action, Moreover, you did not describe any
action you have taken to avoid further violations. Nevertheless, the NRC is
giving you another opportunity to satisfy these NRC requirements. This informa.
tion shal] be submitted to the Regional Administrator, NRC Region [, 475 Allendale
Road, King of Prussia, PA 19406, within 30 days of the date of this letter,
Failure to pr., ide such information could be considered a willful violation and
may result in further escalated enforcement action, which could include further
civil penaltics .r orders modifying, suspending, or revoking your license. We
will review the etfectiveness of your corrective actions during a subsequent
inspection.
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In the Matter of
Docket Nos. 030-12688 and
RADIOLOGY -ULTRASOU! " -NUCLEAR 030-09761
CONSULTANTS, PA, License Nos. 29-06760-07 and
Freehold, New Jersey 29-06760-08
) EA 90061

ORDER IMPOSING A CIVIL MONETARY PENALTY
o1
Radiology~Ultrasound-Nuclear Consultants, PA. (Licensee) is the holder of
byproduct material License Nos. 29-06760-07 and 29-06760-08 issued by the
Nuclear Regulatory Commission (Commission or NRC) which authorizes the
Licensee to possess and use bypcoduct material for both diagnostic and

therapeutic procedures in accordance with the conditions specified therein,
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An inspection of the Licensee's activities was conducted on March 14, 1990,
The results of this inspection indicated that the Licensee had not conducted

its activities in full compliance with NRC requirements. A written Notice of

|

1

1 Violation and Proposed Imposition of Civil Penalty (Notice) was served upon

i the Licensee by letter dated June 13, 1990. The Notice stated the nature of

| the violations, the provisions of the NRC's requirements that the Licensee had
l violated, and the amount of the civil penaity proposed for the violations.

The Licensee responded to the Notice in a letter dated "June 21 - July 10,
1990." 1In its response, the Licensee: (1) admitted Violation D (but asserted
Violation D is irrelevant); (2) denied Violation A; (3) denied Violation C, in
that the Licensee contended that it had recorded daily wipe tests; and

{4) neither admicted nor denied Violations B, E.1, E.2, F, G, and K. The

I
}
%
& Licensee also requested cancellation of the civil penalty,
|
|
)
1
|
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The Licensee may request a hearing within 30 days of the date of this Order.

A request for a hearing shall be clearly marked as a “"Request for an
Enforcement Hearing" and shall be addressed to the Director, Orfice of
Enforcement, U.S, Nuclear Regulatory Commission, ATTN: Document Control Desk,
washington, D.C. 20558. Copies also shall be sent to the Assistant General
Counse! for Hearings and Enforcement at the same address, and to the Regional
Administrator, NRC Regica [, 475 Allendale Road, King of Prussia, Pennsylvania
19406,

If a hearing is requested, the Commission will issue an Order designating the
time and place of the hearing, If the Licensee fails to request a hearing
within 30 days of the date of this Order, the provisions of this Order shall
be effective without further proceedings. If payment has not been made by

that time, the matter may be referred to the Attorney General for collection.

In the event the Licensee requests a hearing as provided above, the issues to

be considered at such hearing shall be:

(a) whether the Licensee was in violation of the Conmission's requirements as
described in Violations A, B, C, E.1, F, G, and H set forth in the Notice
referenced in Secticn 11 above and Violation E.2, as amended and as set
forth in the Appendix to this Order referenced in Section I11 above, which

the Licensee either denied, or did not admit or deny, and
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(h) whether, on the basis of the violations referred to in Section V.(a) above,

and Viclation D set forth in the Notice, which the Licensee admitted, this

Order should be sustained.

Dated at Rockville, Maryland
this 22nd day of February 1991

NUREG-0940

FOR THE NUCLEAR REGULATORY COMMISSION

Hugh/L. Thompson

Depdty Executive Di or for

Nuclear Materials Safety, Safeguards,
and Operations Suppert
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Appendix «3 -

G, 10 CFR 35.51{a)(3) and (¢) require that a licensee conspicuously note on
each survey instryment the apparent exposure rate from a dedicated check
source as determined at the time and date of the calibration and check
each survey instrument for proper cperation with the dedicated check
source each day of use.

Contrary to the above, as of March 14, 1990, the licensee did not
conspicuously note on the survey instrument the apparent exposure rate
from a dedicated check source as determined at the time and date of the
calibration, and did not check each survey instrument for proper
operation with a dedicated check scurce each day of use,

H., 10 CFR 35.82(b) requires that a licensee retain a record of each disposal
of byproduct material held for decay-in-storage as permitted under 10 CFR
35.92(a) for three years. The record must include, among other things,
the dite on which the byproduct material was placed in storage, the
radionuclides disposed, and the background dose rate.

Contrary to the above, as of March 14, 1650, the licensee's retained
records of disposal of byproduct material held for decay-in-storage dic
not include the date on which the byproduct material was placed in
storage; the radionuclides disposed; or the background dose rate.

e e S

: These vioiations have been classified in the aggregate as a Severity
1 Level 11! prodblem. (Supplement VI)

Civil Penal., - %$1,000 - (assessed equally among the § violations)

Summary of Licensce's Response

Viglation A

The licensee denies Violation A. The Licensee asserts that the permanent
radiation monitor in the teletherapy room is checked each day as required, and
is also checked before each radiation treatment using the cobalt unit as a
dedicated check source. The Licensee states that a special dedicated check
source is not used because this would result in unnecessary exposure to the
radiation worker, The Licensee also states that no wr’iten records of the
daﬁl{ routine checks are kept because the checks are considered a "normal
routine,"

NRC Evaluation of Licensee's Response

: Viglation A

The Licensee 15 required to check the permanent radiation monitor in the
teletherapy room with the cobalt unit each day before the teletherapy unit is
used for treatment of patients. However, on the day of the inspection, the
NRC inspector observed the Licensee treat the day's first patient with the
teletherapy unit without checking the radiation monitor with the cobalt unit
or any other dedicated chock source, Further, when questioned by the
inspector, the Radiation Sufety Officer stated that he does not check the
monitor until he beging the treatment., The regulation clearly requires that
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The Licensee did not document these surveys, erefore, the NRC concludes the
violation occurred 8% stated.

ry of Licensge's Response
Viplation D

The Licensee adnits that spot check measurements of the teletherapy unit
indicoted that the teletherapy unit output differed by more than 5% from the
output obtained at the last full calibration. However, the Licensee asserts
thit fact is frrelevant because: (1) the measuring instruments have an inaccu-
racy of more than 5%; and (2) Cobalt-60 decay 1s at & constant rate,
Therefore, the Licensee asserts the required tests do not represent & test of
the cobalt unit, but only represent a test of the measuring instrument which
has no significance concerning the output of the cobalt unit, For these
reasons, the Licensee concludes that spot check measurements exceeding +/-5%
do not Justify the expense 1t would incur to perform & full calibration of the
cobalt unit and suggests that the NRC rescind the requirement for
recalibration of the teletherapy unit under these circumstances since 1t
gonstitutes an unnecessary burden on the workers end patients.

NRC Evaluation of Licensee's Response
Violation D

The Licensee admits the violation, As for the Licensee's contention that the
violation 1s irrelevant to safety, the difference between the measured output
and the anticipated output may indicate problems with the teletherapy unit
such as malfunction of the timer, the collimator, or the sourge drive
mechanism, The measured dose and doses administered to patients are not
solely dependent on the decay of the source., [n addition, the formula used to
calculate the output dose from a spot check meac rement contains a correction
factor to compensate for any measuring instrument inaccuracy. Accordingly,
the KRC staff concludes that Violation D 1s a significant violation,

summary of Licensee's Response
Vig1ltion §

The Licensee did not admit or deny Viglation E.1 in its response.

With re:spect to Violation £.2, the Licensee neither admits nor denies the

folation, The Licensee asserts that the RSO did in fact wear a whole body
wenitor while working with radiouctive material and that he exhibited the
nonitor to the inspector at the time of the inspection. The Licensee did
acknowledge that the RSO had lost his finger monitor. The Licensee also points
out Lhat the RSO always wore a pocket dosimeter which 15 checked with a cesium
source.
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Appendix « 6 -
NRC Evaluation of Licensee's Response

Vio1f¥1gn £

e Licensee did not admit or deny Vio.ation E,1. The Licensee enclosed @
letter concerning & linearity test of the cobalt unit timer, but the violation
involves linearity test results for the dose calibrator, which s used for
administering ragiopharmacevticals to patients, Therefore, based on the
inspector's review during the inspection, the NRC concludes that the violation
occurred as stated,

With respect to Violation £.2, the NRC has clarified the citation, upon
reconsideration of the matter based on the Licensee's response. fhe NRC
scknowledges that the RSO wore a whole body badge while working with
redioactive materfal, However, the particular badge worn by the RSO is
assigned from & local hospita) and {s not a whole body badge assigned to
monitor exposure received exclusively while working at the Licensee's private
practice facility., Under these circumstances, if an exposure were to occur,
the Licensee would not be able to immediately ascertain from which facility,
and under what conditions, the exposure occurred. In addition, the RS0 admitted
that he had lost his finger monitor and had not been woaring it. Under such
conditions (the loss of the finger monitor) activities should not have
continued without the finger monitor having been replaced, Therefore, it is
clear from the Licensee's response that the RSO did not use a whole body badge
issued by the Licensee nor did he use a finger badge issued by the Licensee.
Accordingly, the Licensee was in violation of 10 CFR 35,21(a) and (b) as set
forth in the amended Violation £.2 and restated below.

Restatement of Violation £.2, as Amended

£.2 10 CFR 35.21(a) requires that the licensee appoint @ Radiation Safet
0fficer responsible for implementing the radiation safety program, The
licensee, through the Radiation Sefety Officer, is required to ensure
that radiation safety activities are performed in accordance with
approved procedures. 10 CFR 35,21(b)(2) requires, in part, that the
Radiation Safety Officer (RS0) establish and implement written po'icy and
procedures for using byproduct material safely and performing checks of
survey instruments ang othes safets squifients

For using byproduct materials safely and performing checks of survey
instruments and other safety equipment, the licensee's Radiation Safety
Officer established procedures in accordance with NRC Regulatory Guide
10.8, Revision 2, (Reg Guide 10.8) Apperdix D, which is required by
Condition 13 of License No. 29-06760-08 to be met.

Appendix D of Ro? Guide 10.8 requires, in part, that all individuals who
are occupationzlly exposed to fonizing photon radiation on a regular
ba.is be issued a film or TLD whole body monitor and that individuals
who, on & regular basis handle radioactive material that emits fonizing
photon radiation, be issued a film or TLD finger monitor te he ;- cletsed
on & monthly basis,
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on the labe) on the radiation survey instrument, The Licensee also states

that 1t has regularly used 1ts dedicated check sources. The NRC acknow edges
that during the inspection the Licensee stated 1t performed & check of 1t
survey instrument for proper cperation with @ dedicated check source esch day

of use. However, according to the Licensee's consultant, the Licansee did not
supply a dedicated check source to the consyultant at the time that the consul-
tant performed the calibration of the Licensee's survey ingtruments. An apparent
exposure rate from a dedicated check source was not determined. Since the
exposure rate from a dedicated check source was not cetermined at the time of
instrument calibration, the dafly checks by the Licensee did not fulfil) the
requirements of 10 CFR 35,51(a)(3) and (c) as stated in violation G. Therefore,
the NRC concludes that the violation cccurred as stated,

Summary of Licensee's Respon

Viplation M

The Licensee did not specifically admit or deny Viplation M. The .icensee
states 1t “checks’ 1ts waste (consisting of alcohol pads) with a crystal probe
after every injection before it is put Into storage and that it has never
encountered any activity in the waste.

NRC Evaluation of Licensee s Response

violation H

Although the Licensee asserts that its surveys of all waste after use
indiceted that the waste material was non-radioactive, the Licensee trested
the material as byproduct material held for decay-in-storage {radicactive
waste). 1n additicn, contrary to the Licensee's assertion, it has been the
NRC's experience that alcohol pads SHold over injection sites) are
redioactively contamingted and should be treated as radioactive waste. Because
the Licensee treats its waste materia) (alcohol pads) as radicactive waste, 1t
is required to maintain waste disposal records which reflect the information
required by 10 CFR 35.92(b2. Sgacif1ctl1y, the Licensee's waste dispocal
records did not contain: (1) the date on which the byproduct material was
placed in storage; (2) the radionuc)ides disposed; and (3) the background duse
rates. Therefore, the NRC concludes that violation occurred &s stated,

Summary of Licensee's R;gggsgffgr Mitigatien

The Licensee requested cancellation of the civil penalty; however, no bLasis
for this request was provided.

NRC Conglusion

The licensee provided information which the NRC considered in amending

Violation E.2 to clarify the citation, However, it is clear from the Licensee's
response that it was in violation of Violation é.z. a5 amended and restated in
this Appendix, Therefore, for the reasons set forth above, the NRC has congluded
that the violations occurred as stated in the Notice of Violation and as smended
and restated in this Appendix. No basis for mitigation of the civil penalty was
provided, As 2 result, the NRC finds that mitigation of the civil penalty 1s not
warranted. Accordingly, the NRC concludes that @ ¢ivi) penalty in the amount of

$1,000 should be imposed for the vio\atjgps sct‘forth in the Notice.
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

in the Matter of ; Docket No. 40-CB027
License No, SUB-101C
SEQUOYAN FUELS CORPORATION ) EA 80.162

Sequoyah Facility
140 and Highway 10
Gore, Oklahoma 74435
ORDER MODIFYING LICENSE

Sequoysh Fuels Corporation (SFC or Licensee) 1s the hoider of Source
Materia) License No. SUB-1010 fssued by the Nuclear Regulatory Commission
(NRC or Commiseion) pursuant to 10 CFKk Part 40, The 11cense authorizes

the Licensee tu possess and use source material for the purpose of refining
yranium from uranium ure concentrates « . converting this uranium to
uranfum hexaflouride (UF6) for use by enrichment fucilities. The license,
was most recently renewed on September 20, 1985, and will expire on
September 30, 1990, and the licensee has submitted *n application for timely

renewal,

i1

On August 22, 1990, the Licensee notified the NRC that uranium
contaminated water had been discovered seeping from under the solvent
extraction building into a nearby excavation. The excavation had beer “Jg
eround two hexane tanks in preparation for enclosing the tanks in ¢
concrete vault, The floor and walks of the vault had been installed and
the seepage was discovered in the soil to the south and west sices of the

newly constructed vault,
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By letter dated August 30, 1580, the Licensee committed to teke the

following actions prior to the restart of the solvent extraction process:

2.

3.

4,

SFC will provide NRC with sufficient information relating to assuring the
integrity of the floor and sump of the Solvent Extraction Eutlding to
demonstrate that current cperations are not contributing to the inventory

of 1icensed materia) that may have seeped beneath the building.

SFC will complete such sctiuns as are necessary to acequately
characterize the quantity and lucation of the pockets of licensed

material under or argund the Solvent Extraction Building.

SFC will 1centify and check u1! potential pathways that could
contribute to migration of licensed material away from the Solvent

Extraciion Building.

SFC will properly control and mainta'n contaminated sofl and water

removed from the excavetion north of the Solvent Extraction Building,

In addition, SFC committed that in the very near future, SFC wil) have an

independent party review SFC's entire response o this situation, and &

written report of this review and SFC's response to it wil)l be made available

for NRC's review. In addition, further conmitments establishing a temporary

oversight group, additiunal staff in the health, safety and envircnment

functions, and attention for organizational deficiencies, were made.

On September 14, 1990, based on these commitments, the NRC approved SFC's
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restart of the sulvent extraction process. Subsequent to the above, on
September 14, 1980, SFC reported another discovery of uranfum-contaminated
water seeping from under the Main Process Building within epproximately

fifty (50) yards or less of an unrestricted ares, The Licensee cannot

assure the NRC that al) migration pathways to the unrestricted ufes ure known
or that the groundwater has not been contaminated through seepage under

or eround the dbuflding,

11

Based on the above, the NRC 1s concerned that the ground water and
environment in the plant's unrestricted area couuld be contaminated with
urenium contaminated water seeping from underneath the main process
butlding or 1ts environs. Consequently, the public health and safety
require that the site be characterized, action be taken to prevent
further releases of contaminsted water, and appropriete monitoring of
ground water be conducted, Therefore, because of such concerns and
because of the need to have complete and accurate information, License
SUB-1010 1s being moaified to require the Licensee to cbtain information
and develop characterfzatiun studies regarding the seepage of urenfum

contaminated water from under the mair process building and 1ts enviruns,
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Accordingly, pursuant to sections 62, 161b, "6lc, 1611, 16lv, 182 and 186 of

the Atomic Erergy Act of 1954, as emended, ond the Commission's regulations

in 10 CFR

2.204, 10 CFR Part 20, and 10 CFR Part 40, IT IS HEREBY ORDERLD,

THAT LICENSE NO. SU8+1010 IS MODIFIED AS FOLLOWS:

The Licensee shi11 within seven (7) calendar days from the effective

date

1.

3

NUREG-0340

of this order:

Obtain sufficient fnformation to ensure the integrity of the
floor of the Ma‘n Process Building and repair the floor as
necessary. Minimize process 1iguids 1n sumps and on floors.
Stop a1l activities that intentionally place Tiguids 1n sumps
and on floors until thy irtegrity of sumps and floors has been

ensured,

Characterize the quantity (volume and sctivity) and location of
licensed materia) under the tatin Prucess Builaing floor and

outside the Main Process Building, and obtaining, as necessary,

soil borings and corings and digging intercept trenches to determine

the direction and extent of underground migration,
1dentify all potentia) pathways for migrution beneath and

beyond the Main Process Building, considering the effect of

building structures and utflities, the nature and extent of
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1f no hearing s requested, this Order shall become effective upon the
Licensee's consent or upon expiration of the time within which & hearing

may be requested.

FOR THE NUCLEAR REGULATORY COMMISSION

,'pl L. Thompson,
uty Exccutive
or Nuclear Materials
and Operations Support

ety, Sefeguards

Dated Rockville, Maryland
this ;’ day of September 1980
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In the Matter of )

) Docket No. 30-28741
Tumb'eweed X-Ray Company ) License No. 03-23185-01
Greenwood, Arkansas ) EA $0-210

ORDER MODIFYING LICENSE
(EFFECTIVE IMMEDIATELY)

l
Tumb)eweed X-Ray Company (Licensee or Tumbleweed) is the holder of Materials
License No. 03-23185-01 fssued by the Nuclear Regulatory Commission (NRC or
Comission) pursuant to 10 CFR Parts 30 and 34 on July 25, 1985 (Tumbleweed
X=Rey Company previously held NRC Materials License No. 35-21425-01). The
Ticense authorizes the possessior and use of sealed radioactive sources
(irigium=182 and cobalt=60) 1n various industrial radiography devices. The
1icense was due Lo expire on September 30, 1988, but remains active due to a
timely renewal application having been submitted by the Licensee in August

1988.

11

Under 10 CFR 34.43, personne) performing licensed radiographic operations are
required to perform a radiation survey of the camera and guide tube to determine
that the sealed source has been returned to its shielded position after each
exposure. Under 10 CFR 34,44, an assistant radiographer using radiographic
expusure devices must be under the personal supervision of a radiographer. The
personal supervision sha)) include watching the assistant's performance of

cperstions,
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On November 26, 1990, the Licensee Informed NRC Region ]V that Davig Martin, an

assistant radiographer employed by Tumbleweed, may have received a radiaticn
overexposure to his right hand. The Licensee believes the overexposure 1s
connected to an incident that occurred on November 12, 1980, during radiography
being performed at a facility in Burns Flat, Oklahoma. Kevin Hill was the
radiographer conducting redic, aphic operations with Mr. Martin that day. The
Licensee's radiation safety officer, who contacted NRC in regard to this incident,

stated that he learned of the incident and apparent overexposure on November 25,

1990.

Based on information the Licensee submitted to NRC Region IV on November 28,
1990, and NRC Region 1V's initia) inquiry into this incident on November 29,
1990, NRC believes that: (1) on November 12, 1990, a serious radiation injury
occurred to the right hand of David Martin; (2) on that day, David Martin failed
to perform a racdiation survey after exposing the source and attempting to
retract it and prior to approaching the source and guide tube; and (3) during
these events Kevin Hil)l, the radiographer, failed to properly supervise

Mr. Mariin and failed to watch his performance of cperations and that these
violations of NRC requirements on November 12, 1990, contributed to this occure
rence. Additional violations may be identified as a result of our continuing

review of this incident.

In a telephone discussion with NRC Region IV on Novemper 29, 1980, the Licensee
agreed to prohibit both the radiographer and assistant radiographer involved in
this incident from conducting any activities that involve the use of licensed

radioactive materials without prior NRC approval.
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The circumstances surrounding the November 12, 1990, incident reflect inadequate
regard by the individuals invoived for NRC requirements designed to ensure the
safe use of Ticensed radioactive material and rafse significant concerns relative
to adequate protection of the rublic health and safety. Pending completion of

a review of this incident, the NRC doi « not have reasonable assurance that
1icensed activities will be properly conducted with these indi\fduals present.
Therefore, | have determined that the public health and safety require that this
Order be {ssued. Pursuant to 10 CFR 2.204, 1 have also determined that the

public health and safety require that this Order be immediately effective.

Iv
Accordingly, pursuant to sections 81, 161b, 161c, 1611, 16lo, 182 and 186 of the
Atomic Energy Act of 1954, as amended, and the Commiision's regulations in

10 CFR 2.204, 10 CFR Part 30 and 10 CFR Part 34, IT 1S HEREBY ORDERED, EFFECTIVE
IMMEDIATELY, THAT LICENSE NO. 03-23185-01 1S MODIFIED AS FOLLOWS:

1.  Kevin Wi11, a radiographer, is prohibited from conducting any activities

invelving Yicensed radfoactive materials;

2. David Martin, an assistant radiographer, is prohibited from conducting

any activities involving licensed radicactive materials.
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The Regional Aaminfstrator, NRC Region IV, may relax or rescind, in writing,

any of the above cond‘tions upon a showing by the Licensee of good cause.

The Licensee, Kevin Hill, David Martin, or any person adversely affected by this
Order may submit an answer to this Order or request a hearing on this Order
within twenty days of its issuance. The answer shall set forth the matters of
fact ard Yaw on which the Licensee, Kevin Mil11, David Martin or other person
adversely affected relies and the reasons why the Order should not have been
fssued. Any answer filed within twenty days of the date of this Order may
include a request for a hearing. Any answer or request for a hearing shall be
submitted to the Secretary, U.S. Nuclear Regulatory Commission, ATTN: Chief,
Docketing and Service Section, wWashington, D.C. 20555. Copfes also shall be
sent to the Director, Office of Enforcement, U.S Nuclear Regulatory Commission,
washington, D.C, 20555, to the Assistant General Counse! for Mearings and
Enforcement at the same address, to the Regional Administrator, NRC Region 1V,
611 Ryan Plaie OUrive, Suite 1000, Arlington, Texas 76011, and to the Livensse if
the answer or hearing request is by a person other than the Licensee. If a
person cther than the Licensee or Kevin Hil) or David Martin requests a hearing,
that person shall set forth with particularity the manner in which his or her
interest is adversely affected by this Order and shall address the criteria set
forth in 10 CFR 2.714(4d).
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July 286, 1990

Docket No. 030-0246%
License ko, 4&R«00[42-]10
EA 8008

University of Wisconsin « Madison

ETIN: ¥s, Donna Shatalas
Chencellor

Room 100 Rescom Mall

00 Lincoln Drive

Madison, ¥Visconsin $3706-1360

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED I1MPOSITION OF
CIVIL PENALTIES - $7,500
{NRC INSPECTION REPOPT NO. 030-03465/90001(DRSS))

This refers to the NRC inspection conducted on March 26 through May 2, 188C

of activities suthorized by NRC License No, 4B-00843-18, The report of the
inspection was sent to you on May Z1, 1980, During the inspection, violations
of NRC requirements were identified, OUn Mey 20, 1990, an enforcement conference
wes conducted in the NkC Region I1] office between Ms. K. $. Irwin, Unfvertity
Lege! Counsel, and other members of vour staff and ¥r, C, E. horelius, Director,
Division of Radigtion Safety &nc Safeguards, and other members of the NRC steff
to discuss the viclations, their causes, and your corrective actions.

The violations described in the enclosed Notice of Viplation end Proposed
Imposition of Civil Penalty (Notice) involved failures to: (1) have trained
operators present on two occasions while troltin$ patients with the High
Dose~Rate Remote Afterloader (WOR Unit), (2) verify treatment time calculetions
on 35 occesions, (3) have a second person reviev at leest 3F treatment plars

to check for possible errors, (4) test the accuracy of the HDR Unit's timing
device against 2 stop watch during calibration checks, and (&) monitor

external radistion levels of packages of radioactive material upon receipt.

The fatlure to verify treatment perameters and plans contributed to the
occurrence of two therapevtic misadministrations,

Improper use of the WDk Unit could be very hazeardous, Your use of the HDS
Unit by unouslified cperetors 2s stated in Violation 1.A and without'
eppropriate controls over the planning process which resulted in two therary
risadninistrations as stated in EQQVC?It! Violations 1,B.1 end 1.B.2
(Violation 1.P) is unacceptadble. Violation 1.A and aggregate Violation 1. .n
Section | of the Netice are of significant concern to the NRC, and, theref:re,
heve been classified as Severity Level 111 viglatiuns in sccordence with tre
"Genere) Statement of Policy anc Frocedure for NPC Enforcement Lctions,”

CERTIFIED MAIL
RECUESTED
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liniversity of ¥isconsin « Madison « 3 » July 26, 1590

the viglation, and S0 percent mitigation was allowed because of your good past
performance, In regard to oggrcgote violation 1.B, we concluded that on balance
no mitigation or escalation of the base civil penalty was appropriste, #
mitipation of 50 percent was appropriste because you identified and reported
the therapy misedministrations and the viplations that caused them to octur,
and a 80 percent mitigation wes 81lowed because of your good past performance,
Mowever, these mitigations were balanced against the 100 percent escalation
warranted because there were myitiple examples of viplations causing the
thergpy missdrinistrations, Further mitigation was considered for your
comprenensive corrective actiors after the second misadministration, but this
wat balanced by the fatlure to imtiete effective sction after the first
oceurrence, and, therefore, neither mitigation or escalation s werranted for
your corrective actions with regard to aggregate Violation 1.B. The other
adivstment factors in the Policy were considered and no further adiustment to
the base civil penalty for each Severity Leve) 111 violatfon was considerec

appropriate,

You are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response. In your
response, you should document the specific actions taken and eny agditiona)
actions you plan to prevent recurrence, Further, {ou should respond to the
areas of concern that are “escribed in Inspection Report No. 030-03465/90001

and which were 8180 discussed with you during the enforcement conference,

After reviewing your response to this Notice, including your proposed corrective
actions and the results of future inspections, the NRC will determine whether
further KRC enforcement action 1§ necessary to ensure complisnce with KRC
reguiatory requirements.

In sccordance with Section 2.780 of the NRC's "Rules of Practice," Part 2,
Title 10, Code of Federal Regulations, a copy of this letter and 1ts enclosure
will be placed in the NRC Public Document Room,

The responses directed by this letter and the accompanying Notice are not
subject to the ¢learance procedures of the Office of Manogement and Budget as
required by the Paperwork Reduction Act of 1980, PL 96-511.

Sincerely,

4 B Jo

A. Bert Davis
Regiona) Admiristrator

Enclosures:
1. Notice of Violation and Propoused
Imposition of Civil Penalties
2. Inspection Report
No. 030-03465/90001(0RSS)
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hotice of Viglation 3.

January 16, 1950, and Apri) 1B, 1550, the licensee did not moniter
the rediation levels externsl to the packages.

This 15 @& Severity Leve) IV violation (Supplement V),

Pursusnt to the provisions of 10 CFR 2.20), the University of Wiscons ‘neMadison
(Licensee) 15 hereby required to submit @ written statement or explanation to
the Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, within
30 days of the date of this Notice of Violation and Proposed Imposition of Civid
Penslties (Notice). This reply should be clearly marked as & " op1{ to & Kotice
of Vielation" end should include: (1) admission or denfa) of the 2)leged
violation, (2) the ressons for the violation 1f gomitted; and 1f denied, the
ressons why, (3) the corrective steps that have been taken snd the results
schieved, (4) the corrective steps that will be taken to avoid further
viglations, and (5) the date when full compliance wil) be achieved. 1f an
edeovete rerly 15 not recefved within the time specified in this Notice, an
order may be issued to show ceuse why the license should not be modified,
suspended, or revoked, or why such other action as may be proper should not be
token. Consideration may be given to cxtcnding the response time for good
cause shown. Under Lhe authority of Section 182 of the Act, 42 U.S.C. 2232,
this response shall be submitted under cath or affirmation,

Within the seme time as provided for the response required above under 10 CFR
¢.201, the Licensee may pay the civi) penalties by letter addressed to the
Dirsctor, Office of Enforcement, U.S. Nuclear Regulatory Commission, with

& check, draft, muney order, or electronic transfer payable to the Treasurer

of the United States in the amount of the civil penalty proposed stove, or the
cumpletive amount of the civil penalties 1f more than one civi] penalty is pro-
posed, or may protest imposition of the civi) penalties, in whole or in part by
& written answer addressed to the Director, Office of Enforcement, U.S. Nuclear
Regulatory Commission, Should the Licensee fail to answer within the time
specified, an order imposing the civi) penalties will be issued, Should the
Licensee elect to file an answer in accordence with 10 CFR 2,208 grotcsting the
civi) penalties, in whole or in part, such answer should be clear y marked as an
"Answer to Kotice of Violation" and may: (1) deny the violations 1isted in this
Notice in whole or in part, (2) demonstrate extenuating circumstances, (3) show
error in this Notice, or [4) show other reasons why the penalties should not

be imposed. In addition to protesting the civi) penalties, in whole or in part,
such answer may request remission or mitigation of the penalties,

In requesting mitigation of the proposed penalties, the factors addressed in
Sectrien V.B of 10 CFR Part 2, Appendix C (1990), should be addressec. Any
written answer in accordance with 10 CFR 2,208 should be set forth separately
from the statement or explanation in reply pursuant to 10 CFR 2,201, but may
incorporate parts of the 10 CFR 2,201 reply by specific reference (e.q.,
citing pa?e and paragreph numbers) to avoid repetition. The attention of the
Licensee 15 direct-d to the other provisions of 10 CFR 2,205, regarding the
procedure for imposing ¢ivil penalties.
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that escalation of the base civi) penalty was unwarranted; denied Violatinn 1.8

of the Notice in its entirety; and admitted Violation 11 of the Notice.

11

After consideration of the Licensee's response and the statements of fact,
explanation, and argument for mitigation contained therein, the NRC staff has
determined, as set forth in the Appendix to this Order, that the violations
occurred as stated and that the penalties proposed for the vi.'ations designated

in the Notice should be imposed.

v

In view of the foregoing and pursuant to Section 234 of the Atomic Energy Act
of 1954, a3 amended (Act), 42 U.5.C. 2282, and 10 CFR 2.205, 1T IS HEREBY
ORDERED THAT:

The Licensee pay civil penalties in the amount of $7,500 within 20 days
of the date of t. is Order, by check, draft, woney order, or electronic
transfer, payable to the Treasurer of the United States and mailed to
the Director, Office of Enforcement, U.S. Nuclear Regulatory Commission,

AT N:  Docum~~1t Control Desk, Washington, D.C., 20555.
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The Licensee may request a hearing within 30 days of the date of this Order. A
request for a hearing should be clearly marked as a "Request for an Enforcement
Hearing" and shall be addressed to the Director, Office of Enforcement, U.S.
Nuclear Regulatory Commission, ATTN: Document Control Desk, Washington, D.C.
20555, Copies also shall be sent to the Assistant fRersra)l Counsel for Hearings
and Enforcement at the same address and to the Rerional Administrator, NRT

Region 111, 799 Roosevelt Road, Glen Ellyn, 111inois 60137.

If a hearing is requested, the Commission will issue an Order designzting the
time and place of the hearing. If the Licensee fails to request a hearing
within 30 days of the date of this Order, the provisions of this Order shall
be effective without further proceedings. If payment has not been made by

that time, the matter may be referred to the Attorney General for collection.

In the event the Licensee requests a hearing as provided above, the issues to

be considered at such hearing shall be:

(a) whether the Licensee was in violation of the Commnission's requirements

as set forth in Viciation 1.B. of the Notice referenced in Section Il

above, and
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(b) whether, on the basis of such violation and the additional violations

set forih in the Notice of Violation that the Licensee admitted, this

Order should be sustained.
FOR THE NUCLEAR REGULATORY COMMISSION

Kt

Hugh L. Thompson,

Deply txecutive D recto

for Nuclear Materials, Safety, Safeguards,
and Operations Support

Dated at Rockville, Maryland
th\ﬂl ay of December 1990
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APPENDIX
EVALUATIONS AND CONCLUSIONS

On July 25, 1990, & Notice of Yiolation and Proposed Imposition of Civil
Penalties (Notice) was issued for violations identified during an NRC inspection
on March 26 through May 2, 1990. The University of Wisconsin=Madison (Licensee)
responded to the Netice on September 24, 1980. In its response, the Licensee
admitted Violations 1.A., Il.A. and 11.B. and denied Violation I.B. In addition,
the Licensee requested reduction of the 50 percent escalaticn of the base civil
penalty for Violation I1.A, The NRC's evaluation and conclusions regarding the
Licensee's requests are as follows:

L. Restatement of Violation 1.A.

License Condition No. 23 requires, in part, that the Lisensee conduct its
program in accordance with statements, representations, and procedures
contained in the application dated January 10, 1989,

The applivation dated January 10, 1989, Attachment VI, Procedures,
section 1, Operating Procedures, requires that operating procedures be
estaslirhed, in writing, and implemented.

An operating procedure reviewed and approved by the Radiation Safety
Committee in April 1989, High Dose-Rate Remote Afterloader, Section A.2,
requires that a trained operator be present during any use of the unit.

Contrary to the above, on two occasions during the period April 1989
through March 26, 1950, the High Dosa-Rate Remote Afterloader was used to
treat patients and a trained operator wei not present.

Summary of Licensee's Response to Violation 1.A.

The Licensee admits this violation occurred as stated. The proposed civil
penalty was escalated 50 percent for NRC identification of the violation;
however, the Licensee prutests this escalation, and requests that, instead,
the base civil penalty be mitigated 50 percent because it identified the
viclation after the first incident occurred.

The first incident occurred when a physicist left a nurse alone at the HOR
unit treatment console while a patient was undergoing treatment. The
Licensee admits the nurse was an untrained operator. It contends this
incident was identified by the University shortly after it occurred anu
pefore the NRC inspection. It states the physicist involved was informed
this was unacceptable and was not to rappen in the future

The Licensee be'ieves it should not be cited for the second incident
involving an untrained operator because it could not have reasonably
discovered this violation before it occurred. The second incident occurred
when the physicist responsible for the treatment was called away and left
an untrained dosimetrist alone at the HOR treatment control consnle. The
Licensee contends the physicist allowed the dosimetrist to be alone at the
control console because he assumed she had received the required vendor-
provided training since he had seen her name on the attendance roster for
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the training., In fact, the cosimetrist had not received this training
because she was called away for other duties about ten minutes after the
training began. Another attendee signed the dosimetrist's name to the
attendance sheet on the assumption that the dosimetrist would return
momentarily,

The Licensee notes that its corrective action for this viclation includes
revising the training of HOR operators and submission of an amendment
request setting forth new requirements. This request was approved by t*e
NRC. The new training requirements for operators include 4 hours of
training, passing a written exam and performing treatments under the direct
supervision of a trained operator.

The Licensee did not contest the other escalation and mitigation factors
originally proposed.

NRC's Evaluation of Licensee's Response to Violation ].A.

The Licensee's letter dated September 24, 1990, states it had identified
the first example of the violation involving the nurse prior to the NRC
inspection. However, it did not provide any documentation to support this
contention, During the inspection on March 26, 27, and 28, 1990, the NRC
inspectors questiorsd the Radiation Safety Officer as to whether any inci-
dents, other than the two reported misadministrations which initiated the
special inspection documented in NRC's letter dated May 21, 1980, had
occurred with the use of the HOR unit., The Radiation Safety Officer denied
any other incidents had cccurred,

During the inspection, on March 28, 1990, a dosimetrist mentioned the first
incident involving the nurse and the inspectors made an inquiry into the
event, During a telephone interview with the inspector on April 2, 1990,
the nurse was asked whether she had mentioned this incident to the Chief
Physicist, Or. Paliwal, ur to anyone else. She stated she could not recall
informing her supervisors of this incident, but apparently did mention it
to her peers because a dosimetrist told the inspectors about it.

Based on the information collected by the inspectors during and after the
inspection, it appears that Licensee management as well as other physicists
who were involved in the program were not aware of this event or that
corrective actions were to be taken. Had the Licensee identified the
incident involving the nurse described in the first example of the viola-
tion and reported it to the inspectors in response to their questions
during the inspection or reported it internally to Radiation Safety program
management, mitigation may have been considered. However, no such report
or documentation of the incident supporting the Licensee's contention that
it identified this violation was given the inspectors during the inspection
0- presented or discussed during the enforcement conference, Therefore,
the NRC concludes that there was insufficient information provided to show
that the Licensee identified this eyant as a violation, and, as such, there
was no basis for mitigation of the hase civil penalty.

NUREG~0940 11.A-112






Appendix - 4 -

An operating procedure reviewed and approved by the Radiation
Safety Conmittee in April 1989, High Dose-Rate Remote Afterloader,
Section C.1.b., requires that the treatment plan be reviewed by a
second person to check for possible errors,

Contrary to the above, during the period April 1989 through March 26,
1990, at least 35 treatment plans were not reviewed by a second person
to check for possible errors.

Summary of Licensee's Response to Violation I.B.

The Licensee denies the violation and alleges that the NRC does not have
regulations or guidance documents establishing the requirements for opera-
tion of an HDR unit. The Licensee asserts that the treatment time calcu-
lations were independently verified aud the treatment plan reviewed by a
secund purson to check for possible errors during preparation of the treat-
ment card when a physicist watched 2 dosimetrisi work up the treatment
plan.

The Licensee claims the dosimetrists were trained and capable of preparing
HDR treatment plans wholly on their own and that the physicist observing
their treatment plan preparation was cimultaneously performing the required
independent verification of the treatment time calculations and was
checking for nossible errors.

Until the first misadministratior occurred on February 7, 1990, the
Licensee claimed it exercised reasonable care in executing &n independent
verification of treatment plan parameters. After this first misadministra-
tion, the Licensee instituted a “functionally independent" verification
procedure in which a second physicist working alone checked the plan,

NRC's Evaluation of Licensee's Response to Violation [.B.

Contrary to the Licensee's assertion that NRC does not have regulations o
guidance documents for an HDR unit, it should be noted that, on February 20,
1986, NRC issued Policy and Guidance Directive FC 86-4, "Information
Required For Licensing Remote Afterloading Devices." Enclosure 2 of this
Directive is routinely provided to Licensees upon request, in order to
assist in the preparation of an amendment request to add authorization for
a remote afterloading device to an existing license. In reviewing the
University of Wisconsin-Madison License Amendment No. 68, 1t is apparent
that this guidance document was used to prepare the Licensee's application,
dated January 10, 1989, to add the remote afterloading device authorization
to its li.ense. The format of the Januery 10, 1989 application shows a
close correlation with the guidance document., This guidance document
directs Licensees to make certain commitments in an application for a
remote afterloading device, including a commitment to independently verify
treatment time calculations before treatment is begun (Section VI.
“Operating Procedures," Subitem A.5.). In its application, dated

Januyary 10, 1389, the Licensee made this commitment, in accordance with

the guidance.

Regarding the dosimetrists' ability to prepare HDR treatment plans on their
own, the NRC inspectors interviewed four cf the Licensee's dosimetrists
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Voterans Administration 2
Medical Center

of the radiacion safety program, the violations are collectively classified in
the aggregate at Sevarity Level 1[I in accordance with the "General Statement
of Policy and Procedure far NRC Enforcement Actinns," (Enforcement Policy)

10 CFR Part 2, Appzndix € (19%0). Since yuu prssess @ broad~scope license for
the use of licensed maturial, it is very impnrtant thaet (1) al! personne)l are
adequately trained concerning radiation safety prucautions and requirements,
and (2) adequate oversight is provided and comprehensive audits are corducted

to ensure that all personnel understand and adhere to the terms of your license.

If adequate attention and oversight had bLeen provided, the viclations should
have been prevented, or 1dentified anst corrected.

The NRC recognizes that subsequent to the inspection, corrective actions were
initiated to effect improvement in the control and implementation of the radia~
tion safety program. These actions, which were described at the enforcement
conference, included (1) issvance of a memorandum by the Radiatien Safety
Officer to your staff on November 26, 1990, concerning the need to adhere to
regulatory requirements, and (2) retention of a consultant, as noted in a
Confirmatory Action Letter (CAL) issued to you on November 29, 1990, to assess
the program and develop an improvement plan. However, these actions were not
considered sufficiently prompt and comprehensive in that, while a consultant
had been hired, the RSO was not adequately involved in the day-to-day implemen=
tation of the radiation safety program as of the date of the enforcement con-
ference. The NRC recognizes that you indicated at the enforcement conference
that you were in the process of recruiting for a new RSO. Further, at the
conclusion of the enforcement conforence, you committed to ohtain additional
consultant services to assist the RSO in the daily impiementation of the
program until such time as a new RSC is hired, trained, and added to the
license as the approved RSO, These additional commitments were gocumented

in 2 supplement to the CAL issued on December 14, 1990. In addition, a

license amendment was issued on January 22, 1991 to previde for a new

interim RSO and a new Chairman of the Radiation Safety Committee,

Notwithstanding these acticns, the NRC is concerned that management did not
periodically monitor the actions of the RSO to assure that all regulatory
requirements were being implemented. Although the RSD is assigned radiation
safety responsibilities, management must assure that those responsibilities
are being preperly discharged, This was not done.

Therefore, to emphasize the importance of adequate management attention to and
oversight of the radiation safety program, including proper oversight by the
Radiation Safety Officer, 1 have been authorized, after consultation with the
Director, Office of Enforcement, to issue the enclosed Notice of Vinlaticn and
Proposed Imposition of Civil Penalty (Notice) in the amount of $3,750 for the
violations set forth in the erzlosed Notice.

The uase civil penalty amount for a Severity Level III violation {s $2500.

The escalation and mitigation factors set forth in the enforcement policy were
considered as follows: (1) the violations were identified by the NRC, and
should have been identificd by your staff, and; therefure, 50% escalation of
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the base c¢ivil penalty on this factor is warranted; (2) your co.rective
actions, as described herein, were not considerey sufficiently prompt and
comprehensive to warrant adjustment of the base civil penalty; (3) although
your past pe-formance includes only a total of two viclations during the

last four NRC fnspections, mitigatien based on prior good performance is

not cont dered appropriste because your performance has significantly declined
since the RSO took uver responsibility for the program in October 1989, and

the lapse in management ontrol of your licensed artivities constitutes an
extensive ~ather than an isolated issue; and (4) this case did not involve
prior notice, and therefore, no adjustment of the civil penalty on this factor
is warranted. The NRC also considered that some of the violations invelved
multiple examples or existed for an extended duration. However, since these
factors were considered fn determining the severity level of the vioiation, the
NRC has decided that further escalation based on these factors is not warranted.

You are reguired to respond to the enclosed Notice and, in preparing your
response, you should follow the ‘nstructions specified tharein. In your
response, you should document the specific actions taken anc any additional
actions you plan to prevent recurrence. In addition, you should describe
actions taken or planned to improve oversight of your program by management
above the level of the RSO and by the RSO. At the conclusion of the enforcement
conference, you indicated that, while you were in the process of recruiting for
a permanent RSO, you would arrange for a consultant to assist the RSO in the
daily implementation of the radiation safety program until a permanent RSO is
appointed. while this 1s acceptable, the licensee retains the responsibility
for activities pe-formed by the consultant. In your response, you should .lso
clarify how you intend to exercise your oversioht responsibility for activities
perfecrmed by the consultant. After reviewing your response to this Notice,
including your proposed corrective acticns, and tha results of future inspections,
the NRC wil) determine whether further enforcement action is necessary to ensure
compiiance with NRC regulatory requirements.

In accordance with 10 CFR 2,790 of the NRC's "Rules of Practice," Part 2,
Title 10, Cove of Federal Regulations, a copy of this letter and the enclosure
will be placed in the NRC's Pubiic Document Room.

The responses directed by this letter and the enclosure are not subject to the
clearance procedures of the Office of Management and Budget as required by the
Paperwork Reduction Act of 1980, Pub. L. 95~811.

Sincerely,

G A

Thomas T. Martin
Regicral Administrater
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Notice of Violation 2

10 CFR 35.205(c) requ.ves, in part, that before receiving, using or
storing a radicactive gas, licensees calculate the amount of time needed
after a spill to reduce the concentration in the room to the Timit listed

in 10 CFR Part 20, Appendix B.

Contrary to the above, as of November 21, 1990, no calculation was
performed of the time needed after a spill of xenon=133 to reduce the
concentration fn the imaging room (Room 6286D) to the applicanle limit,

10 CFR 20.303 describes requirements for the disposal of radicactive
materials by release into the sanitary sewerage system. 10 CFR
20.401(c)(3) requires that each licensee maintain records of disposals

made under 10 CFR 20.303.

Contrary to the above, as of November 21, 1990, adequate records were not
maintained, as required under 10 CFR 20.401, of disposals in 1988 and
1988 of radicactive material released into the sanitary sewerage system.
For 1988, the records were discrganized and confusing in that one record
indicated that 24,014.9 microcuries were disposed while another record
indicated that 971.4 microcuries were disposed. For 1969, no records

were maintained,

10 CFR 35.70(d) reguires that a licensee shal) esteblish raciation dose
rate trigger levels for area surveys required by paragraphs (a) and (b)
of 10 CFR 35.70.

Contrary to the above, &s of November 21, 1990, the licensee dia not
estab)ish radiation dose rate trigger levels for the area surveys required
unger 10 CFR 35.70.

10 CFR 35.59(b)(2) reguires, in part, that each sealed source or
brachytherapy source be tested for leakage at intervals not to exceed 6
month: or at intervals approved by the Commission or an Agreement State.

Contrary to the above, as of November 21, 1990, sealed sources
(containing licensed material) were not tested for leakage from October
14, 1989 to November Z1, 1990, an interval which exceeded 6 months, and
no other fnterval was approved.

10 CFR 35.205(e) regquires, in part, that licensees measure the ventilaticn
rates available in areas of use of radicactive gases each & months.

Contrary to the above, as of November 21, 1990, the ventilation rates
available in Room 6090 had not been measured during the last 12 monihs
and, during that period, radicactive xenon gas was used in that room,

10 CFR 35 .315(a)(7) reguires tnat, for cach patfent receiving
radiopharmaceutical therapy and hospitalized for compliance with 10 CFR
35.7%, the licensee must survey the patient's room and private sanitary
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Notice of Violation 3

facility for removable contamination with a radfation detection survey
instrument before assigning another patient to the room and that the room
not be reassigned until removable cortamination is less than 200
disintegrations per minute per 100 square centimeters.

Contrary to the above, on July 16, 1930, a radiopharmacevtical therapy
patient's room was reassigned before a survey was performed to ensure
that removable contamination was less than 200 disintegrations per minute
per 100 sguare centimeters, and the patient was hospitalized for
compliance with 10 CFR 35.78.

J. 10 CFR 13.12 requires, in part, that all individuals working in or
frequenting any portion of a restricted area shall be instructed in the
health protection problems associated with exposure to radiocactive
materials or radiation, in precautions and procedures to minimize
exposyre, and in the applicable provisions of Commissicon regulations a~d
licenses for the protection of personnel from exposures to radiation or
radicactive materials,

Contrary to the above, as of November 21, 1990, the licensee did not
adequately instryct individuals working in or frequenting any portion of
& restricted area in the nealth problems associated with exposure to
radioactive materials, in precautions and procedures to minimize exposure
and the applicable provisions of Commission regulations and licenses for
the protection of personnel from exposures to radiocactive materials. For
example, some research laboratory personnel did not krnow that
contaminatfon surveys were required after they performed experiments with
radfcactive material and others were .-aware of the requirement to
maintain atcurate radicactive material inventories and waste disposal
records.

K, License Conditicn 18 states, in part, that the license is based on the
licensee's statements and representations in the application dated
December 6, 1985,

¥, The licensee's "General Rules for Safe Use of Radioactive Materiais
for Research Laboratories" described in Appendix 20 of the license
application, dated December &, 1985, require that individuals do not
gat, crink, smoke or apply cosmetics in any area where radiocactive
material is stored or used.

Contrary to the above, on November 20, 1990, as observed by the NRC
fnspector, there was evidence of eating and drinking in five
research laboratories (Rooms A607, A625, A629, B607 and B630) where
radicactive material was stored or used. Specifically, the evidence
involved soft drinks on radicactive material work counters, candy
wrappers in trash cans, and a microwave oven which smelled like
popcorn in & room designated as a radiocactive material use area.
Furthermore, a researcher confirmed that the microwave oven had been
used for making popcorn.

P
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2. The licensee's procedures described in Section 3.1,4.G. of the license
application, dated December 5, 1985, require that authorized users
notify the Radiation Safety Officer whenever there is a change in
laboratory personnel or location.

Contrary to the above, as of November 21, 1990, two authorized users
did not notify the Radiation Safety Officer of changes in laboratory
location. Specifically, a room designated as a research ‘abaratory
used for radicactive materials was converted into a general storage
area, and another laboratory was no longer used for radioactive

materials, but was >till posted as a radioactive materials use area,
and neither the RSO nor the RSC were notified of these changes.

3.  The licensee's procedures described in Section 3.1.4.A. of the iicense
application require authorized user: t maintain on file, up-to-date
records of the use, disposition, st.reje and ¢ s, -al of all
radionuc)lides including the amount of radicactivity, isotope,
chemical form, volume or weight, date of analysis, company and
location of isotope.

Contrary to the above, as of November 21, 1990, up-to-date records
of radioactive waste disposal were not maintained by the authorized
user for radicactive waste generated in Room A507.

L. 10 CFR 20.201(b) requires that each licensse make such surveys as may be
necessary to comply with the requirements of Part 20 and which are
reasonable under the circumstances to evaluate the extent of ragiation
mazards that may be present. As defined in 10 CFR 20.201(a), Ysuryvey"
means an cvaluation of the radiation hazards incident to the production,
yse, release, disposal, or presence of radicactive mateirals ynder a
specific set of conditions.

Contrary to the above, the licensee did not make surveys to assyre
compliance with 10 CFR 20,103 and 20.106, which, respectively, limit
exposure of individuals to concentrations of radicactive materials in air

in restricted areas, and limit radicactivity in releases to unrestricted
areas. Specifically, as of November 21, 1990, xenon airborne concentrations
in restricted areas (room 6260) and in releases to unrestricted areas were
not calculated to demonstrate compliance with the regquirements of 10 CFR
20.103 and 20.106.

M. 10 CFR 35.13(e) requires that a licensee shall apply for and must receive
a license amendment before it adds to or changes the areas of use or
address or addresses of use (of licenss~ material) identified in the
application or in the 1icense.

Contrary to the above, as of November 21, 1930, the licensee changed the

tocation of use of radioactive xencn gas from room 6030 to 626D without
applying for or receiving a license amendment.
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not be modified, suspended, o= revoked or why such other action as may be
proper shoyld not be taken, nsideration may be given to extending the
response time for good cause suown. Under the authority of Section 182 of the
Act, 42 U.5.C. 2232, this response shall be submitted under cath or affirmation,

Within the same time as provideg for the response required above uncer 10 CFR
2.201, the Licensee may pay the civil penalty by letter to the Director,
Dffice of Enforcement, U.S. Nuclear Regulatory Commission, with a check,
graft, money order, or electronic transfer payable to the Treasurer of the
Unfted States in the amount of the.civil penalty proposed above, or may
protest imposition of the civil penalty in whole or in part, by @ written
answer addressed to the Director, Office of Enforcement, U.S. Nuclear
Regulatory Commissfon. Shoyld the Licensee fail to answer within the time
specified, an order imposing the civil penalty will be issued. Should the
Licentee slect to file an answer in accordance with 10 CFR 2,205 protesting
the civil penalty, in whole or in part, such answer should be clearly marked
as "Answer to 8 Notice of Violation" and may: (1) deny the violation(s) listed
in this Notice in whole or in part, (2) demonstrate extenuvating circumstances,
(3) show error in this Notice, or (&) show other reasons iy the penalty
should net be imposed. In addition to protesting the civil penalty, such
answer may reguest remission or mitigaticn of the penalty

In requesting mitigation of the proposec penalty, the factors addressed in
Section V.B. of 10 CFR Part 2, Appendix C (1990), shouid e addressed. Any
written answer in accordance with 10 CFR 2.205 should be set forth separately
from the statement or explanaticn in reply pursuant to 10 CFR 2.201. but may
incorporate parts of the 10 CFR 2.201 reply by specific reference (e.g.,
citing page and paragraph numbers) to avo'd repetition, The attention of the
Licensee {s directed to the other pravisions of 10 CFR 2.208, regarding the
procedure for imposing & ¢ivil penalty,

Upon failure to pay any civil penalty due which sybsequently has been
determined in accoruance with the applicable provisions of 10 CFR 2.205, this
matter may be referred to the Attorney General, and the penalty, unless
compromised, remitted, or mitigated, may De coliected by civil action pursuant
to Section 234c of the Act, 42 U.S.C. 2282(c).

The responses to the Director, Office of Enforcement, noted adove (Reply to a
Notice of Violation, letter with payment of civil penaity, ang Answér 10 a
Notice of Violation) should be addressed to: Oirector, Office of Enforcement,
U.5. Nuclear Regulatory Commission, ATTN: Oocument Control Desk, washington,
0.C. 20555 with & copy to the Regional Administravor, U.S, Nuclear Regulatory
Commission, Region I, 475 Allendale Road, King of Prussia, Pennsylvania
19406 .

FOR THE NUCLEAR REGULATORY COMMISSION

Thomas T. Martin
Regional Administrator

Dated at King of Prussia, Pennsylvania
this 2§ @day of January 1391
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inspections, the NRC will determine whether further NRC enforcement action is
necessary to ensure compliance with NRC regulatory requirements,

In accordance with 1f “FR 2,790 of the NRC's “Rules of Practice," a copy of
this letter and its enclosures will be placed in the NRC Public Document Koom,

The responses directed by this letter and the enclosed Notice are not subject
to the clearance procedures of the Office ot Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub, L. No. 96,511,

Should you have any ouestions concerning this letter, please contac. us.

Sincerely,

egfonal Administrator

Enclosure:
Notice of Violation
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Uriion Carbide Chemicals MAR 01 1981

ang Plastics Company

the level cetector was 162 millirvem per hour (mRem/hr) at 12 inches from the
source holder's face; 72 mRem/hr 1t 1B inches; 18 mRem/hr at 2 feet; and
¢ mRem/rr at B feet,

Although the specific cause of tne misalignment of the level detector cannot

be accurately determined, 1t is apparent that had the source holder been locked
or closed prigr to the start of maintenance activities, workers would not have
been subjected to unnecessary radiation exposure. In addition, management
controls to assure there was no radiation exposure to non-radiaticn workers
were tneffective,

The violations gescribed in the enclosed Notice of Violation (Notice) involved
reciation levels in unrestricted areas that exceeded levels established by
regulatory requirements; unauthorized relocation of & sealed scurce on at least
three occasions in connection with the incident; and various labeling and
posting requirements directed by license conditions and NRC regulations. This
incident hed the potential Yor serious conseguences to health and safety of
workers in that individuals were unrecessarily exposed to radiation. Therefore,
in accordence with the "General Statement of Policy and Procedure for NRC
Enforcement Actions" (Enforcement Policy), 10 CFR Part 2, Appendix C [1880),
four of the vicletions which were directly related to the ingident are
classified in the aggregate as & Severity Level 111 problem, A fifth violation
involving the failure to post required documents was classified as a Severity
Level ¥ vigplation,

NRC recognizes that immediate corrective action was taken when the violation
was identified and that the facts and circumstances of this incident will be
disseminated throughout the Union Carbide Corporation to facilitate a 12ssons-
learned review at al! facilities utilizing NRC licensed radioactive material.

A civil penalty is considered for a Severity Level 11l problem, However, after
consultation with the Director, Office of Enforcement, 1 have decided that a
civil penalty will not be proposed in this case. Mitigation of the base civil
penalty was warranted for your identification an¢ reporting of the incident and
for good past performance. Some additional mitigation was warranted for
corrective actien in that once you were aware of the problem, you acted gquickly
to secure the sealed source and initiate an investigation to determine the
facts and circumstances of the event, However, we note that chere was an
initial reluctance to initiate modifications in procedures and training relative
to rediation safety. Your proposed long-term corrective actions now do include
revision of procedures and training to include added emphasis on radiation
safety.

While a civil penaity is not being proposed, it is important to emphasize that
the loss of control ef licensed material is of serious regulatory concern and
that any recurrence may result in escalated enforcement action, including civil
penalties and modification, suspension, or revocation of your license. Further,
as stated in the Enforcement Policy, when a violation is discovered at one
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