
_ _ _ _ ._ ._ _. .._ _ _ _ ._ . . . . _ _ . _ . . _ . _ . _ _ . _ _ . . . - . _ _

. . .

i

I

J

NUREG-0940 !'
|Vol.10, No. -1-

t

,

a . .i . .J L .' , ... .,. ,x ........._....................1..,,.,..,,,,,,_,,m,m...m--,-,,,.--_.-- .

En'orcement Ac~ ions:
. . ,.

Signocant Actions Resolvec.:

<

Quarterly Progress Report
January-March 1991

!.
U.S. Nuclear Regulatory Commission

Omce of Enforcement

,+n *'o
uq%E

9' ;
^

Ei . ,

\...../

I

,

8

'I I k ) / )4

-DR NUHEG >

i. 1i40 R r': J<
j .
; -

, - _ . . . . . ....m._ _ ,



. _ _ - - - - - _ - _ _ __-

. -

!

Availabic from

I

Superintendent of Documents
U.S. Government Printing Office

Post Office Box 37082
Washington, D.C. 20013-7082

A year's subscription consists of 4 issues for
this publication.

Single copies of this publicathn
are available from National Tocht ical

Information Service, Springfield, VA 22161

- . -_ _ - _ _ _ _ _ - _ _ _ . _ _ _ _



___ _ ___
.

NUREG-0940
Vol.10, No.1

! Enforcement Actions:
! Significant Actions Resolved
!
'
,

h

Quarterly Progress Report
} January-March 1991

!

| Manusenpt Completed: May 1991
Date Published: May 1991

f Office of Enforcement
i U.S. Nuclear Regulatory Commission '

Washington, DC 20555

'

|, , ~ ,

I h..i!k.],
..



.-. _ _ _ -

,

ABSTRACT

This compilation summarizes significant enforcement actions that have been
resolved during one quarterly period (January - March 1991) and includes
copies of letters, Notices, and Orders sent by the Nuclear Regulatory
Commission to licensees with respect to these enforcement actions. It is
anticipated that the information in this publication will be widely
disseminated to managers and employees engaged in activities licensed by the
NRC, so that actions can be taken to improve safety by avoiding future
violations similar to those described in this publication.
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ENFORCEMENT ACTIONS: SIGNIFICANT ACTIONS RESOLVED

January - March 1991

INTRODUCTION

This issue of NUREG-0940 is being published to inform NRC licensees about
significant enforcement actions and their resolution for the first quarter

i of 1991. Enforcement actions are issued by the Deputy Executive Director
for Nuclear Materials Safety, Safeguards and Operations Support (DEDS), the
Deputy Executive Director for Nuclear Reactor Regulation, Regional Operation
and Research, and the Regional Administrator (DEDR). The Director, Office ofi

Enforcement, may act for the DEDS in the absence of the DEDS or DEOR or as
directed. The actions involved in this NUREG involve NRC's civil penalties
as well as significant Notices of Violation.i

I

An objective of the NRC Enforcement Program is to encourage licensees to
improve their performance and, by example, the performance of the licensed
industry. Therefore, it is anticipated that the information in this
publication will be widely disseminated to managers and employees engaged
in activities licensed by NRC, so all can learn from the errors of others,
thus improving performance in the nuclear industry and promoting the public
health and safety as well as the common defense and security.

A brief summary of each significant enforcement action that has been resolved
in the first quarter of 1991 can be found in the section of this report
entitled " Summaries." Each summary provides the enforcement action (EA)
number to identify the case for reference purposes. The supplement number
refers to the activity area in which the violations are classified according
to guidance furnished in the U.S. Nuclear Regulatory Commission's " General
Statement of Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2,
Appendix C, 53 Fed. Reg. 40019 (October 13,1988). Violations are categorized
in terms of five ituls of severity to show their relative importance within
each of the following activity areas:

| Supplement 1 - Reactor Operations
| Supplement II - Facility Construction

Supplement III - Safeguards
Supplement IV - Health Physics
Supplement V - Transportation
Supplement VI - Fuel Cycle and Materials Operations
Supplement VII - Miscellaneous Matters
Supplement VIII - Emergency Preparedness

Part I.A of this report consists of copies of com)leted civil penalty or Order
actions involving reactor licensees, arranged alplabetically. Part I.B includes
copies of Notices of Violation that were issued to reactor licensees for a
Severity Level III violation, but for which no civil penalties were assessed.
Part II.A contains civil penalty or Order actiuns invohing materials licensees.
Part 11.b includes copies of Notices of Violation that has been issued to
material licensees, but for which no civil penalties were assessed.

NUREG-0940 1
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SUMMARIES

1. REACTOR LICENSEES

A. Civil Penalties and Orders

Baltimore Gas and Electric Company, Baltimore, Maryland
(Calvert Cliffs Nuclear P0wu flu t) Supplement 111, EA 90-186

,

A Notice of Violation and Proposed Iraposition of Civil Penalty in
the amount of $12,500 was issued December 5, 1990 to emphasize the
importance of maintaining alarm systems in proper working order and
of ensuring that security staffs are aware of their responsibilities.
The action was based on a security shift supervisor suspending metal
detecter secrclits toccust cf rmlfunctioning equipment and allowing
unpicytes to enter the prctected area 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 )erformance in the area of security.
The licensee responded and paid tle civil penalty on January 3,1991.

Commonwealth Edison Company, Downers Grove, Illinois
(Braidwood Nuclear Power Station, Unit 1) Supplement I, 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.

Commonweaith Edison Company, Downers Grove, Illinois
(Quad Cities Nuclear Power-Station, Unit 2) Supplement I, EA 90-203

A Notice of Violation and Proposed.lmposition 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 of pro-
cedural violations during the ccnduct of a special turbine torsional

NUREG-0940 1
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test which led to a reactor scram on October 27, 1990. No mitigation
was applied for licensee identification and reporting as the reactor
scram was a self-identifying event that was required to be reported
under 10 CFR 50.72. Additionally, no mitigation was applied for
the licensee's corrective action because it was not sufficiently
directed toward management of control room operations during speticl
tests or evolutions. The licensee responded and paid th.: civil

,

| penalty on March 1,1991.
?
! Consolidated Edison Company of New York, Inc., Buchanan, New York

(Indian Point, Unit 2) Supplement I, EA 90-114

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $62,500 and a Demand for Information were issued
February 11, 1991 to emphasize the need to ensure that the licensee's
employees understand the importance of following procedures and of
clearly and accurately completing all documentation of such activities.
The action was based on violations involving the failure to follow
procedures and the falsification of a record. The base civil penalty
was escalated by 50% for the licensee's failure to identify the
issue and was mitigated by 25% for the licensee's corrective action.
The licensee responded and paid the civil penalty on March 8,1991.

Entergy Operations, Inc. , Russellville, Arkansas
|

( Arkansas Nuclear One) Supplement I, EA 90-175
|

A Notice of Violation and Proposed Imposition of Civil Penalty in the,

' amount of $50,000 was 1ssued December 17, 1990 to emphasize the need
for effective management and engineering controls to ensure that
information related to potential safety-system probicms is adequately
reviewed and accurately reported to the NRC and that appropriate
corrective action is taken. The action was based on (1) the failure
to identify and correct a deficiency with the air-operated control
room isolation dampers and (2) providing inaccurate information to
the NRC in response to Generic Letter 88-14, Instrument Air Supply
System Problems Affecting Safety-Related Equipment. These violations
were categorized as a single Severity Level 111 problem. The base
civil penalty was escalated 50% for NRC identification, however, a
50% mitigation was applied because once put on notice of the problem,
the licensee's corrective actions were extensive. The licensee
responded and paid the civil penalty on January 16, 1991.

Georgia Power Company, Birmingham, Alabama
(Vogtle Electric Generating Plant) Supplement 111, EA 90-188

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $50,000 was issued February 5, 1991 to emphasize the
importance of protecting safeguards information and ensuring that
such information is not inadvertently compromised. The action
was Lased on five examples of failure to protect sensitive unclassi-
fied safeguards information. The case civil penalty was mitigated
by 100% because the licensee identified and corrected the violations,
but was escalated by 100% due to the licensee's continued poor
performance in that area. The licensee responded and paid the
civil penalty February 28, 1991.

NUREG-0940 4
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Northeast Nuclear Energy Company, Hartford, Connecticut I

(MillstoneNuclearPowerStation, Unit 2) Supplement 1,EA90-219 |

A Notice of Violation and Proposed Imposition of Civil Penalty in
.

the amount of $50,000 was issued February 11, 1991 to emphasize 1

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

Jadequate root cause evaluations 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.
!

Portland General 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 determinations are timely and properly documented,
and that any discrepancies are sggressively 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 1, EA 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 of plant Technical Specifications. The first violation
involved the inoperability for a period of 55 days of the Unit 2
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
valvt.. 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 I, EA 90-200

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $30,000 was issued December 28, 1990 to emphasize the
importance of management controls and ensuring the implementation.

|
|
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of effective corrective action. The action was based on the licensee's
repeated failure to control overtime for personnel performing safety-
related activities. The base civil penalty for a Severity Level IV
violation was escalated 100% after assessing escalation for past
performance and multiple occurrences. The liceasee responded and
paid the civil penalty on January 28, 1991.

Virginia Electric and Power Company, Glen Allen, Virginia
(Surry Power Station) Supplement I, EA 90-215

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $50,000 was issued February 12, 1991 to emphasize the
importance of ensuring operability of equipment important to safety.
The u. tion was based on the licensee's failure to maintain the
recirculation spray heat exchangers operable. The licensee responded
and paid the civil penalty on March 14, 1991.

Wolf Creek Nuclear Operating Corporation, Burlington, Kansas
(Wolf Creek Generating Station) Supplement 1, EA 91-003

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $25,000 was issued February 28, 1991 to emphasize the
imnortance of the necessary design, administrative, and procedural
controls to ensure the operability of safety systems. The action
was based on the licensee's failure to ensure the operability of
the safety injection pumps due to the freezing of tie common recir-
culation line to the refueling water storage tank. The licensee
responded and paid the civil penalty on Macch 28, 1991.

B. Severity Level Ill Violation, No Civil Penalty

:

Rochester Gas and Electric Corporation, Rochester, New York
(R. E. Ginna Nuclear Power Plant) Supplement I, EA 91-002

A N::tice of Violation was issued Fet ruary 8,1991 involving vio-
lations resulting from an event which occurred on December 12, 1990
involving the disabling of safeguards logic instrumentation for
approximately 20 minutes. The event involved the disabling of a
portion of both trains of the engineered safety feature actuation
system instrumentation channels. The instrumentation was disabled
during implementation of a maintenance procedure. The procedure
was deficient since it allowed the DC breakers to be opened in
any operating mode, even though opening of those breakers should
only be pennitted in the Cold Shutdown mode. A civil penalty
was not issued because the event and violations were promptly
identified as a result of the questioning attitude and vigorous
actions of the oncoming shift supervisor and, when identified,
were promptly reported to the NRC. The licensee's corrective
actions were considered prompt and comprehensive. The licensee's
past performance was good as evidenced by no related violations
of this nature in the past two years.

NUREG-0940 6
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11. MATERIALS LICENSEES

C & R Laboratories, Pearl City, Hawaii
supplements V and VII EA 89-101

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $1500 was istued November 28, 1990 to emphasize the
importance of making proper surveys, creation of accurate records,
and proper supervision of part-time and temporary employees. The
action was based on failure of a former part-time employee to conduct
required radiation surveys of an exposure device on removal of the
device from and return to storage, willful creation of false records
to make it appear that the required radiation surveys had been performed,
and failure to properly post the van that was being used for storage.
In addition, an Order Modifying License was issued formalizing the
licensee's commitment not to utilize the offending radiographer
without providing notice to the NRC. The licensee responded and
paid the civil penalty on December 20, 1990.

McCallum Testing Laboratories, Inc., Chesapeake, Virginia
supplement VI, EA 90-163

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $800 was issued December 10, 1990 to emphasize the
importance of complying with regulatory requirements associated
with license conditions. The action was based on failure to

,

prevent loss of control of a moisture density gauge that was
unsecured and in a truck that was loaned to a non-employee who
left it unattended and running. Subsequently, the truck and the
gauge were stolen. The licensee responded and paid the civil
penalty on January 4,199' .

Muskogee Regional Medical Center, Muskogee, Oklahoma
'

Supplement VI, EA 90-212

A Notice of Violation and Proposed Imposition of Civil Penalty in
the amount of $1,250 was issued December 20, 1990 to emphasize the
importance of strict adherence to procedures related to radiation
safety, the importance of effective oversight and the importance,

of lasting corrective actions for these weaknesses. The action
was based on violations that contributed to the occurrence of a
therapeutic misadministration, in that radiation therapy treatments

4 were administered to the wrong side of a patient's neck. The
violations that formed the basis for the civil penalty involved:
(1) a failure on the part of MRMC tc require its staff to follow
procedures promulgated by the supervising physician; and (2) a failure
on the part of the radiation safety officer to ensure that approved
procedures and regulatory requirements were being met in the daily
operation of the radiation therapy department. The base civil penalty
was mitigated by 50% because the licensee's corrective actions were
prompt and comprehensive. The licensee responded and paid the civil
penalty on January 15, 1991.

NUREG-0940 7
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Newman Memorial Hospital, Shattuck Oklahoma .

Supplements IV 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 requirenents. 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, _

1

(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, 1991.

Process Technology North Jersey, Rockaway, New Jersey
Supplements 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 the
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 andi

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 a number of violations which represent a
significant lack of attention to and carelessness 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 subsequent to the violations; the
violations were identified and/or occurred shortly af ter a new
President and CEO had been appointed, and he had minimal opportunity
to reorient 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.

4

Radiology-Ultrasound-Nuclear Consultants, PA, Freehold, New Jersey
Supp tment VI EA 90-061

[ A Notice of Violation and Proposed Imposition of Civil Penalty in
3

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

j on violations involving, but not limited to, failures: (1) to perform
certain checks and calibrations of equipment, including required4

checks of the teletherapy room radiation monitor; (2) to perform'

$
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dose calibrator linearit
when performed; and (3) y tests at required frequency or plot resultsof the RSO to wear required personnel 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-i

tion of the licensee's response, an Order Imposing Civil 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

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.

Tumbleweed X-Ray Company, Greenwood, Arkansas
EA 90-210

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 position
before approaching the source and the radiographer failed to supervise
the assistant radiographer.

University of Wisconsin - Madison, Madison, Wisconsin
Supplements 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 af terloader, 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 penal ues was escalated 100% because NRC identified the associated
violations and because there were multiple examples. The licensee
responced in a letter dated September 24, 1990 requesting mitigation
of one uf the pepities and denying one of the violations. After

NUREG-0940 9
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Il

consider 6 tion 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;

i penalties on January 23, 1991.

Veterans Administration Medical Center, Albany, New York'

| Supplements IV and VI. EA 90-209
.

! A Notice of Violation and Proposed Imposition of Civil Penalty in
the amuunt 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;

i 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 personi.cl in ri.ciclogical safet/, and 5) maintain adequatei

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.

B. Severity Level III Violation, No Civil Penalty

i Stuart Circle Hospital, Richmond, Virginia
| Supplen.ents IV and VI EA 91-010
i

A Notice of Violation was issued March 1, 1991 based on violations
:
; involving the improper transfer of HRC licensed material to an

unauthorized individual on September 29, 1990. The incident,'

which was identified and reported by the licensee, involved the
alleged thef t of a lixiscope device from the facility. A civil,

i

penalty was not issued because the licensee identified and reported -;
; 1.he incident and because of the licensee's good past performance.
|

| Union Carbide Chemicals and Plastics Company, Inc., Sisterville,
i West Virginia
| Supplenients 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

i source holder with an open shutter that had been rotated away from
the condenser tank where it was intended to monitor the tank content;

i level. A civil penalty was not proposed because the licensee
identified and reported the incident and because of the licensee's

j good past performance.

,i

I

4

I
,
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# *i4ff 9[og UNITED STATES[ g( j NUCLEAR REGULATORY COMMISSION* g REGION t
[*****j 478 ALLENDALE ACAD

KING OF PRUS$1A. PENNSYLVANIA 19406

Docket Nos. 50-317 and 50-31B
License Nos. DPR-53 and DPR-69
EA 90-186

Baltimore Gas and Electric Company
ATTN: Mr. G. Dowell Schwartz, Jr,

y Vice President
j General Services Divisioq
4 Post Office Box 1475

Baltimore, Marylano 21203

; Gentlemen:

Subject:
$

NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - ' 512,500
(NRC Inspectiun Report Nos. 50-317/90-28 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 staf f as a result of

; their followup of an allegation received by the NRC, and reported to the NRC
i in a letter dated October 2, 1990. The inspection report was sent to you on
i October 19, 1990. On Nevember 2, 1990, an enforcement conference was conducted

with ycu, Mr. C. Poindexter, and other members of the Baltimore Gas & Electrica

j Company staf f, to c'iscuss the violation, its causes, and your corrective
actions,

i .

j- The violation, which is described in the enclosed Notice, involved the failure
i by the security force to conduct a firearms search of_approximately 100 personnel
i who entered the protected area during a 15 minute interval on the morning of
i Septemoer 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
j 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 metal detector or pat-down
(" hands on") searches for firearms as required,

,

| Although the responsible security shift supervisor informed the NRC inspector,
j as well as your staff, that he believed he was acting within the scope of his

authority, the NRC is concerned that the security shif t 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 decision, did not take action to prevent,
ccrrect or even report this obvious violation.

*

CERTIFIED PAIL
5

RETURN RECEIPT REQUESTED

;

i

f
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i Baltimore Gas and Electric Company 2

1
j The NRC recognizes that all of the individuals who entered the protected area
i during this time were employees who were authorized access to the area. The NRC
! also recc.gnizes that there does not appear that any threat was created by this
{ condition (the personnel who passed through the detectors were unaware of the
j problems because the alarm volume had been muted). However, given the' number of
i individuals involved, as well as the poor judgment exercised by the responsible
i security shift supervisor and the lack of response by the other security officers
j present, the NRC considers this violation significant, Therefore, the violation
i is classified at Severity Level III in accordance with the " General Statement of
I Policy and Procedure for NRC Enfpreement Actions," 10 CFR Part 2, Appendix C
j (Enforcement Policy) (1990).

The NRC recognizes that subsequent to becoming aware of the event, corrective
} actions were initiated to-improve control and implementation of the security
4 program, and to prevent recurrence of this condition. These actions included:
I removal of the responsible security shift suaarvisor from the site and reassign-
! ment to the corporate offices in Baltimore; .pecific counseling of all nuclear
i security of ficers concerning- the seriousness of the event and their responsi-
| bilities for communicating concerns to management; review and revision of plans,
j procedures, and post orders for clarity regarding the supervisor's scope of

authority (the Post Orders stated that a Nuclear Security Supervisor may tempo-!

1 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 thorough because you did not address any plans to include thei

! " lessons learned" from this event in your initial and requalification training
i programs for security officers, to assure that over the long term, current and
! future security officers understand their responsibilities concerning preven-
i tion, correction, and reporting of security violations. In addition, as of the

cate of the enforcement conference, you appeared not to have appropriately
consicered the causes of, the corrective actions for, and the failure by the

j
other security officers to prevent the violation.;

To emphasize the importance of these matters, I have oeen authorized, after
consultation with the Ofrector, Office of Enforcement, and the Deputy Executive
Director for Nuclear Reactor Regulation, Regional Operations and Research, to

! issue the enclosed Notice of Violation and Proposed Imposition of Civil Penalty
| (Notice) in the amount of $12,500 for the Severity Level III violation set
i forth in the enclosed Notice. The base civil penalty amount for the Severity

! Level III violation is $50,000.

L
! 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
; NRC referring an allegation to the licensee, no adjustment of the base civil
j penalty on this f actor is warranted; (2) your corrective actions did not include -
j applying the lessons learned from this event in -the initial and requalf fication
i training programs for security of ficers, and therefore. 25% escalation of the
| base civil' 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;

:
i

!-
i

i

!

c
:

!
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Baltimore Gas and Electric Company 3

Category I ratings in the security area during the last six SALP periods, and
therefore, 100% mitigation of the civil penalty on this factor is warranted; and |

(4) this case did not involve 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 shif t
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 i
' 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. 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 2.790 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,

/ ~

Thomas T. Martin
Regional Administrator

Enclosure: Notice of Violation and
Proposed Imposition of Civil Penalty

cc w/ enc 1:
R. McLean, Administrator, Nuclear Evaluations
J. Walter, Engineering Division, Public Service Comeission 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 (LPDR)
Nuclear Safety Information Center (NSIC)
NRC Resident Inspector
State of Maryland (2)

NUREG-0940 I.A-3
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NOTICE OF VIOLATION
AND

PROPOSED IMDOSITION OF CIVlt PENALTY

Baltimore Gas & Electric Company Docket Nos, 50-317 ana 50-318
Calvert Cliffs Nuclear Power Plant License Nos. DPR-53 and DPR-69
Units 1 & 2 EA 90-186

During an NRC inspect' onducted on October 10-11, 1990, an NRC inspector
reviewed the circumst associated with a violation of NRC requirements
identified as a resui, vi an allegation received by the NRC on September 13,
1990. The allegation was substantiated by the licensee and the violation was
reported to the NRC in a letter dated October 2, 199C. In accordance with the
" General Statement of Policy and Procedure for NRC Enforcement Actions, 10 CFR
Part 2, Appendix C, (1990), the Nuclear Regulatory Commission proposes to impose
a civil penalty pursuant to Sectior, 234 of the Atomic Energy Act of 1954, as
amended ("Act"), 42 U.S.C. 2282, and 10 CFR 2.205. The particular violation
and the associated civil penalty are set forth below: .

10 CFR 73.55(d)(1) requires, in part, that the licensee control all points
of personnel and vehicle access into a protected area. Identification and
search of individuals must be checked at these points. The search function
for detection of firearms, explosives and incendiary devices must be accom-
plished through the use of both firearms and explosives detection equipment
capable of detecting those devices. Whenever firearms or explosives
detection equipment at a portal is out of service or not operating satis-
factorily, the licensee shall conduct a physical pat-down search of all
persons who would otherwise have been subject to equipment searches.

Amendments Nos. 132 and 113 of the Facility Operating Licenses Nos. OPR-53
and DPR-69, Paragraphs 2 C.(4) and 2.0 respectively, require the licensee
to implement fully and maintain all provisions of the NRC-Approved Physical
Security Plan (Plan).

The Calvert Cliffs Nuclear Power Plant, Units 1 and 2, NRC-approved
Security Plan states, in Section 5.3.1.a, that all personnel entering the
protected area through the Security Processing Building are searched with
acceptable metal and explosives detectors. Whenever all metal or exple-
sives detection equipment is out of service or not operating satisfactorily,
a physical " hands-on" search will be cenducted on all persons who would
have otherwise been subject to equipment search.

Contrary to the above, on September 11, 1990, from approximately 6:15 a.m.
until 6:30 a.m., while three of the four metal detectors were not operating
satisfactorily, approximately 100 personnel (all on the list of individuals
authorized access to the protected atea) entered the protected area through
the Security Processino Building without being searched either with an
acceptable metal detector, or being the subject of a physical pat-down
(" hands-on") search.

This is a Severity Level 111 Violation (Supplement 111).
Civil Penalty - $12,500

NUREG-0940 1.A-4
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Notice of Violation 2

Pursuant to the provisions of 10 CFR 2.201, Baltimore Gas and Electric Company
is hereby required to submit a written statement or explanation to the Director,
Of fice of Enforcement, U.S. Nuclear Regulatory Commission, within 30 days of the
date of the Notice. 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 violation, (2) the reasons ior the violation if admitted,
(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 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 au'.hority
of Section 132 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 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 pruposed 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 annver in accor-
cance 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 Violation" and may:
(1) deny the violation (s) listed in this Notice in wholt or in part, (2) demon-
strate 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 request remission or mitigation of thepenalty.

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 directec 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 rursuant to Section 234c of theAct, 42 U.S.C 2282(c).

NUREG-0940 I.A-5
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Notice of Violation 3

The responses to the Director, Office of Enforcement, noted above (Reply to a
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. 20555 with a copy to the Regional Administrator, U.S Nuclear Regulatory
Commission, Region I, 475 Allendale Road, King of Prussia, Pennsylvania 19406
and a copy to the Senior Resident Inspectur, Calvert Cliff s.

FOR THE NUCLEAR REGULATORY COMMISSION

Wn. -

Thomas T. Martin
Regional Administrator

Dated at King of Prussia, Pennsylvania
this 5' day of Decemoer 1990

.

HUREG-0940 1.A-6
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Docket No. 50 456
License No. NPF-72
EA 90-208

Comonwealth Edison Company
ATTN: Cordell P,eed

Senior Vice President
Opus West 111
1400 Opus Place

,

Downers Grove, Illinois 60515

i Gentlemen:

SUBJECT:
NOTICE OF VIOLATION AND PROPOSED IMPOSI''ON OF CIVIL PENALTY - $87,500
(NRC INSPECTION REPORT NO. 50-456/90023 AND AUGMENTED INSPECTION TEAM
REPORT NO. 50-456/90020)

This refers to the NRC Augmented Inspection Team (AIT) review conducted onOctober 4 6, 1990
and special followup inspection conducted on November 19-23,

1990 of events that led to a loss of reactor coolant and personnel contamination
on October 4,1990 at the Braidwood Nuclear Power Station, Unit 1. The reports
documenting these inspections were sent to you by letters dated U tober 23, 1990
and December 3, 1990, respectively. During these inspections, vications of NRC
requirements were identified. An Enforcement Conference was held on December 11,
1990 at the Braidwood facility to discuss the violations, their cause, and yourcorrective actions. The report surnarizing this conference was sent to you byletter dated December 19, 1990.

The violations involved the failure of the control room operations staff
(licensed operators and senior operators) and Technical Staff Engineers (TSE)
to adhere to various administrative and surveillance procedures during the
performance of multiple Residual Heat Removal (RH) system tests on October 4,1990. The most significant aspect of this event was the failure of the licensed
operators to maintain positive control over plant evolutions and system configu-ration. Contributing programmatic deficiencies included (1) coordination
problems between the Work Planning Department, the Operations Department and
the Technical staff, including poor intra and intar-shif t comunications,
(2) weaknesses in the shift turnover process regarding in-progress testing,
(3) the lack of rigorous guidance for controlling multiple surveillarte evolu-
tions and (4) excessive overtime for personnel performing coplex safety-relatedwork. Senior plant management appears to have failed to ensure that management
expectations regarding control of plant evolutions were appropriately
implemented, particularly those that are infrequent or unusual.

CERTIFIED MAIL
RETURN RECEIPT REQUESTED

NUREG-0940 I.A-)
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January 30, 19912-Comon.ealth [dison Company - ,

A March 18, 1990 Unit ? loss of reactor coolant event highlighted problems with
control room comunications and system configuration control for abnormal lineurs
during plant shutdc n condi'. ions. Your * Heightened Level of Awareness * spec 441
operating order (HLA) develt 9ed in response to this event was viewed as a pov
start toward correcting those deficiencies. Though the shift preceding the
October event implemented the HLA, the following shif t did riot. Senivr plant
management failed to ensure that corrective actions and expectations associated
with the March event were effectively comunicated and implemented. Had this
program been rigorously followed, this event may not f ave happened.

Fatigue appears to have contributed to the October event because the technical
steff engineers involved had worked excessivt hours (18 to 20 hours). Though ,

provisions were in place to have a relief crew available, there were no controls I

in piece to require management approval prior to cancelling the relief crew work
The engineers involved had a me,ior responsibility to ensure thatassignment.

surveillance activities are conducted in a manner to minimite unnecessary chal.
lenges to the plant. The rtduction in awareness demonstrated by the engineers
may have been due to excessive work hours.

While the out of sequence perfomance of a surveillance test step initiated the
event, the root cause was a significant failure in the control room command and
control function. The violations represent a recurring breakdown in the contrcl
of licensed activities and a significant lack of attention towerd licensed
responsibilities. It is clearly not acceptable for the control room to not be
cognizant of significant plant activities. Therefore, in accordance with the

,

'

* General Statement of Policy and Procedure for NRC Enforcement Actions.*
(Enforcement policy) 10 CFR Part 2 Appendix C (1990), the violations relcted
to the control of oper;tions have been classified in the aggregate at a Severity,

4

Level 111. The violation related to inadequate overtime controls for the
technical uaff engineer has been classified at a Severity Level !Y.

Following the October event, you instituted a number of additional corrective
actions that int'uded development of a program to review operational performance
through periodic au Mts, crew evaluations and perfomance feedback. Various
procedures were clart 'ied and senur management met with each shif t crew to
emphasize their respon ibilities and authorities. Additionally, guidance has
been nrovided for Techn cal Staff perfomed surveillances and overtime and thei

i Operation Shift Advisor has been assigned to assist the $CRE in supervising
j surveillance activities
.

To emphasize the need for management control and oversight of safety-related
activities regarding surveillance testing and the conduct of operations, I have!

- bee * authorized, af ter consultation with the Director, Office of Enforcement.
} and the Deputy Executive Director for Nuclear Reactor Regulation, Regional
- Operations and Rescarch, to issue the enclosed Notice of Violation and proposed

1mposition of Civil penalty (Notice) in the umount of 587,500 for the Severity;

i
Level 111 problem. The base value of a civil penalty for a Severity level 111
violation or problem is $50,000. The escalation and mitigation factors in the

;

Enforcement policy were considered.
.'
$

i

f

|

1

i
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Core m ealth Idtson Company 3 January 30, 1991

'

The base civil senalty was mitigated by 251 for identification and reporting.
Howeser, the full amount allowed under the Policy was not applied because of
the self-disclosing nature of this event. The base civil penalty was retther
escalated nor mitigated because your corrective actions did not adequately
address the long tem resolution of managment crervitw of pl3nt activities.

In this regard the hPC takes specific exception to the views expressed in your
Confirrnatory Action Letter response of November 5,1990, that the * reduction
of awareness that occu red during the event is believed to be unique to the
individuals involved and does not represent a normal characteristic..." or that
*the deficiencies that led to the March 18 event were not evident in this
case...and our investigation concluded that a loss of comand and control did
not occur.* The cover letter' transmitting Inspection Report No. 60 457/90012,
dated April 18, 1990, noted the ceficiency in comunication practices between
supervisors and operators during non rcutine evolutions such as occurred on
March 18,1990. That event was similar to the October event with regard to how
licensed responsibilities were discharged in the control room during non routine
evoNtions. Had adequate corrective action been implemented for that event,
this current problem likely would not have occurred. Therefore, as a result of
such poor pst perfomance, the b8se civil penalty is being escalated by 1000
The other factors were considered and no further adjustment of the civil penalty.
was deemed appropriate. Therefore, a $87,500 civil penalty is assened for
these violations.

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. In light of anotter enforcement action pending
against your Quad Cities facility (EA 90 203) involving plant operations where
management did not assure sufficient oversight and training, you should discuss
how you intend to apply the corrective actions adopted for the Braidwood incident
to your other licensed facilities. Af ter reviewing your response' to this Notice,
including your proposed corrective actions and the results of future inspections,
the NRC will detemine 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 Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96-$11.

,

Sincerely,

t
A. Bert Davis
Regional Administrator

Enclosure: Notice of Violation and
Proposed lirposition of Civil Penalty

See Attached Distribution

NUREG-0940 1.A-9
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Conmonwealth Edflon Company 4- January 30, 1991

Distribution

cc w/ enclosure!
M. Wallace Vice President.

PWR Operttions
T. Kovech, Nuclear

3 Licensing Manager;

| A. Checca, Nuclear
j Licensing Administrator
-

K. Kofron, $tation Manager

|
D. M111er, Regulatory

,IAssurance Supervisor
4
1 DCD/DCB (RIOS)
) OC/LFDCB

' esident Inspectors, Byron,Aj
; Braidwood Zion
| D. W. Cassel, Jr., Esq.
i Richard Hubbard
} J. P. McCaff rey, Chief. Pubite
i utilities Division

$ter. hen P. Sands, LPM, NRR

| RobJrt Newmann, Office of Public
"ounsel, State of Illinois Center

|
<

4

!
5

}

;

:

|
4

|

4

|
|

5

i

:

i
i

NUREG-0940 I.A-10'
,

- - . . - - - . . . . - - _ - - - - - . . - - - . _ - _ . . . . . . . . . _ . - -. - - - . - - _ __



. _ _ _ . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ , _ _ _ _ _ _ __ ___ _ _ . . _ _ _ _ _ _

NOTICE Of V10LATION
AND

PROPOSED IMP 051110N OF CIVIL PENALTY

Comonwealth Edison Company Docket No. 50 456
Braidwood Nuclear Station Unit 1 License No. NPF 72

EA 90 208

During an NRC inspection conducted on November 19 23. 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. Appendia C
(1990), the Nuclear Regulatory Comission proposes to impose & civil penalty
pursuant to Section 234 of the Atomic Energy Act of 1954, as amended. 42 U.S.C.
22B2 and 10 CFR 2.205. The particular violations and associated civil penalty
are set forth below:

1. Violations Assessed a Civil Penalty

Technical Specification 6.P.1.a requires that written procedures be estab-
lished, implemented, and maintained for attivities listed in Appendix A of
Regulatory Guide 1.33. Revision 2. February 1978. Listed activities include
administrative procedures and surveillance testing.
1. Surveillance procedure BwYS 4.6.2.2-1. Steps 2.21 through 2.24, requires,

in part, the closure of Residual Heat Removal Hot Leg Suction Vent Valve
(RH02BB), and removal of the hose from the vent connection on RH028B.
prior to restoring the Residual Heat Removal system to the original as
t'ound condition.

Contrary to the above on October 4.1990, the Technical Staff Engineer
directing the perfomance of surveillance procedure BwYS 4.6.2.2-1
failed to follow steps 2.21 through 2.24 by not closing vent valve
RH028B before opening isolation valve RH8702B, a st2p in restoring the
Residual Heat Removal system to its original as found configuration.

2. Braidwood administrative procedure BwAP 335-1. Operating Shif t Turnover
and Relief, sections C.3.d (Shift Engineer) C.4.d (Station Control
Room Engineer - $CRE) and C.5.e (Shif t Supervisor), requires, in part,
that the of f going Shif t E.71neer. SCRE and Shift Supervisor document
on the turnover sheet surveilt6nces in progress at turnover.

Contrary to the abeve, on October 3,1990, the off-going Shif t Engineer,
SCRE. end Shif t Supervisor failed to document on their respective turn-
over sheets that strveillance SwVS 0.5-2.RH.2-1 was then in progress
on the Unit 1 Residual Heat Removal system.

NUREG-0940 1.A-11



Notice of Ytolation -2-

3. Braidwood administrative procedure BwAP 3001. Conduct of Operations,
Section C.3.n.(3), requires, in part, that the individual who is to
perfom the activity is responsible to adequately review the procedure,
to fully understand what he (she) is doing, and to be cognizant of all
the limitations, precautions, and requirements.

I Contrary to the above, on October 4,1990, the extra Nuclear Stationi

Operator assigned to perfom the residual heat removal system surveillance2

activities failed to adequate.ly review surveillance procedure BwVS
i 4.6.2.2 1, to fully understand the activities and was not cognizant
j of all limitations, precautions, and requirements when opening isolation
: valve RH8702B prior to closing vent valve RH0288.
I

4. Braidwood administrative procedure BwAP 300-1, Conduct of Or* rations,'

! Section C.3.n.(2), requires, in part, that briefings shall Le conducted
i by the Shif t Engineer or designee for individuals involved in an evolu-
! tion that is to be perfomed.

Contrary to the above, on October 3,1990, the Shif t 1 Shif t Engineer
or designee failed to conduct an adequate briefing with the individuals;

I assigned to perfom the residual heat removal system surveillance tests.

) 5. Braidecod administrative procedure BwAP 390-1, Operating Department j

Surveillance Proaram Section E.3, requires, in part, that when the '
-

Station Control koom, Engineer (SCRE) assigns a surveillance to the'

j appropriate nuclear station operatnr (NS0), the $CRE shall infom the
j NSO of any ef fects on total plant oterations, limiting conditions,

or any other significant infomation concerning the perfomance of a;

j surveillance.
,

i

: Contrary to the above, on October 3,1990, the Station Control Room
J Engineer f ailed to inform the appropriate NSO assigned to perfom the

surveillances, of effects on plant operation, limiting conditions or'

i any other significant infomation concerning the perfomance of
'

surveillances BwVS 4.6.2.2-1 and BwVS 0.5-2 RH.21 on the Unit 1
Residual Heat Removal system.

! 6. Braidwood administrative procedure BwAP 3901, Operating Department
! Surveillance Program, Section E.5, requires, in part, the Station
| Control Room Engineer record in the coments section of the applicable
j surveillance data package cover sheet the reason for non-scheduled or
; extra surveillances being perfomed if the surveillance is not listed

on the current schedule.

I Contrary to the above, on October 3,1990, the Shif t 3 Station Control
Room Engineer failed to record on the data package cover sheet the

| reason for perfoming surveillance BwVS 0.5-2.RH.21, a non-scheduled
; or extra surveillance that was not listed on the current schedule,

e

|
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Notice of Violation 3-

7. Braidwood administrative procedure twAP 390-1, Operating Department
Surveillance Program, Section E.4, requires, in part, that the Unit
Nuclear Station Operator shall ensure that the surveillance is perfomed
in accordance with the applicable station procedures.

Contrary to the above, on October 4,1990, the Unit 1 Nuclear Station
Operator failed to ensure that activities associated with Residual
Heat Removal system surveillances, BwYS 4.6.2.21 and BwyS 0.5 2.RH.2-1,
were conducted in accordance with the surveillance procedures in that
isolation valve RH8702B was opened prior to closing vent valve RH0288.

This is a $everity level'!!! problem (Supplement I).

Cumulative Civil Penalty - $87,500 (assessed equally among the 7 violations).

11. Violation Not Assessed a Civil Penalty

Technical Specification 6.2.2.e requires, in part, that administrative
procedures be developed and implemented to limit the working hours of unit
staff who perfom safety-related function; e.g., licensed Senior Operator,
licensed Operator, health physics personnel, equipment operators, and key
maintenance personnel.

Contrary to the above, as of October 4,1990, the licensee failed to develop
adequate administrative procedures to limit the working hours of unit staff
who perform safety-related functions. Specifically, BWAP 100 7, Revision 2,
Overtime Guidance for Fersonnel that Perfom Safety-Related Functions, the
administrative procedure implementing Technical Specification 6.2.2. was
deficient in that it did not address all unit staff groups responsible for
perfoming safety-related functions such as Technical Staff Engineers who
direct the performance of surveillance testing.

This is a Severity level IV violation (Supplement 1).

Pursuant to the provisions of 10 CFR 2.201, the Commonwealth Edison comoany
(licensee) is hereby required to submit a written statement or explanation to
the Director, Office of Enforcement, U.S. Nuclear Regulatory Comission, within
30 days of the date of this Notice of Violation and Proposed Imposition of
Civil Penalty. 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 (S) 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 issued to show cause why the license thould 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.S.C. 2232,
this response shall be submitted under oath or affimation.

NUREG-0940 I.A-13
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Notice of Violation -4-

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 Comission, with a
check, draft, money order, or electronic transfer payable to the Treasurer
of the United States in the cumulative amount of the civil penalty or may

answer addressed to the Director, Office of Enforcement, U.S. y a writtenNuclear Regulatoryprotest imposition of the civil penalty in whole or in part, b

Comis sion. Should the Licensee fail to answer within the time specified, an
order irnposing 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 rnarked as an '' Answer to a
Notice of Violation'' and may: -(1) deny the violations listed in this Notice
in whole or in part (2) demonstrate extenuating circumstances, (3) show error
inthisNotice,orf4)showotherreasonswhythepenaltiesshouldnotbeimposed.
In addition to protesting the civil penalty in whole or in part, such answer
may request remission or mitigation of the penalty.

Section V.B of 10 CFR part 2. Appendix C (1990)y, the factors addressed inIn requesting mitigation of the proposed penalt
, should be addressed. Any

written answer in accordance with 10 CFR 2.20$ 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 nurr.bers) to tvoid 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 detemined i
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

i Act, C U.S.C. 2232c.
'

l
; The response noted above (Reply tc, Notice of Violation, letter with payment of
i civil penalties, and Answer to a Notice of Violation) should be addressed to: 4

i Director Of fice of Enforcement U.S. Nuclear Regulatory Comission, ATIN:
: Document Control Desk Washington, D.C. 20555 with a copy to the Regional
| Administrator, U.$. Nuclear Regulatory Comission, Region !!!, 799 Roosevelt
{ Road, Glen Ellyn, Illinois 60137, and a copy to the NRC Resident inspector
! at the Braidwood Nuclear Station,
:
i FOR THE NUCLEAR REGULATCRY C0fti!5510N

|

-

C. % >

4 A. Bert Davis
| Regional Administrator
!

| Osted at Glen Ellyn, Illinois
t this 30th day of Jar.uary 1991
<

i

i
;

p

a
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\ . , , . '"4 January 30, 1991

Docket No. 50 265
License No. DPR-30
EA 90-203

Commonwealth Edison Company
ATTN: Mr. Cordell Reed

Senior Vice President
Opus West !!!
1400 Opus Place Suite 300
Downers Grove, Illinois 60515-

Gentlemen:

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

This refers to the special safety inspection conducted from October 30 through
November 9,1990 at the Quad Cities Nuclear Power Station Unit 2. The inspec-
tien included an examination of the available facts and circumstances related to
the performance of control room activities, following the attempted performance
of a special turbine torsional test, which led to a reactor scram on October 27,
1990. The report documenting this inspection was trailed to you on November 21,
1990. As a result of the inspection, a significant failure to comply with NRC
regulatory requirements was identified, and accordingly, the NRC discussed its
concerns relative to the inspection findin9s with members of ynur staff in an
Enforcement Conference held on Decmber 7,1990. The licensed indivic'L'ais
involved in the October 27, 1990, event also attended the Enforcement Conference.

To summari:e the events leading to the scram, on October 27, 1990. the Nuclear
Station Operator (NS0) at Quad Cities, Unit 2, at the direction of the Shif t
Control Room Engineer (SCP.:) attempted to control reactor pressure at 800 psig
in the hot standby condition and with the turbine bypass valves closed in order
to allow the removal of test equipment from the turbine control valve electro-
hydraulic control (EHC) 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 subcritical by
a determined amount. However, the NSO focused his attention on reactor pressure
and, as a consequence, did not adequately monitor status of the reactor with
respect to criticality. Because he did not adequately monitor reactor power, he
inserted more control rods than were needed to maintain the desired pressure and
when reactor pressure reached 776 psig he began to withdraw control rods. A rod
block was experienced since the Intertnediate Range Monitors (IRM) were on Range 1
and the Source Range Monitors (SRM) were indicating less than 100 counts, The
insertion of the SRMs cleared the rod block and allowed the operator to initiate
control rod withdrawal. The operator continued with control rod withdrawal but

CERT!f!ED PAIL i

RETURN RECEIPT REQUESTED

|

l
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Cc ron.calth Edison Company -2- January 30, 1991

because te failed to rnonitor nuclear instrunentation, he failed to detect a
rapid M er increase which resulted in a reactor scram.

Fany factors contributed to this event. First, the NSO narrowly focused his
attention on reattor pressure, which distracted his attention from the addition
of reactivity, and the NSO was not following any specific procedure at the tirre
of the event. Second, the SCRE was not aware that the NSO was not following an
appropriate procedure and had taken the reactor significantly subtritical.
Third, Quad Cities management did not ensure managers and supervisors invohed
in of f+nomal events or special tests clearly understood their roles in such
evoluticns. For example, the Quad Cities Station Assistant Superintendent for
Operations did not comunicate to the Test Directors involved in the turbine
test what their responsibilities were and in turn they did not adequately brief
or surervise the rersonnel performing the evolutions. Specifically, the Shift
Engineer assigned to the third shif t on October 27, 1990, did not conduct a
briefing for third shif t personnel regarding the evolutions in progress or
expected to occur during the shift. Fourth, comunications were poor between
operating shif ts and within the third shif t operating crew. Fifth, the control
room operators were not adequately trained regarding special precautions and
the actions required when the plant was in a hot standby condition. Finally,
station rnanagement failed to assure that control room operators and their
supervisors utilized and adhered to appropriate procedures to assure that
procedural inadequecies identified during the course of the turbine torsional
test were evaluated for significance and corrected.

As discussed above, the NRC is concerned with the perfomance of station manage-
tent ard Operations Department personnel during both the event and the planning
for the special test. The f ailure of plant management to cornunicate to the
cperating crew renagement guidance and requirements delineated in plant procedures
regarding the control of plant evolutions, particularly those which are unusual
or occur infrequently is a significant failure, it is our view that the lack of
suf ficient involverert by plant senior rnanagernent in the turbine torsional test
was the rajcr contributor of the poor turnover of infomation between shif ts and
the generel lack of awareness and alertness to plant conditions on the part of
the October 27, 1990, third shift operating crew.

The HEC recogni:es that the event had minor safety significance on the reactor
cere; however, the event is considered significant due to the lack of management
oversight, poor shif t comunications, lack of training and procedural problems
associated with reactivity during the evolution. The deficiencies in the per-
fomance of the operating crew and tanagement are of significant concern because
a series of procedurel violations were made that resulted in the Technical
Specification violations described in the enclosed Notice of Violation (Notice).
These violations taken collectively represent a programmatic deficiency in the
management of control room activities. Therefore, in accordance with the
" General Statement of Policy and Procedure for NRC Enforcement Actions,"

= (Enforcement Policy) 10 CFR Part 2, Appendix C (1990), these violations are
categorned in the aggregate as a Severity L.evel Ill problem.

The corrective actions taken af ter the October 27, 1990, event included:
discussion of the event between the shift operating crew and station management,
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Cteronaealth Edisen Corrany 3- Jan ary 30, 1991u

training of tre shift cr(rating crem for operating the unit in a hot standby
rode, assigreent of the h50 to a rtredial training program, and assignr.ent of
nuclear e ngir+ers to @erating shif ts *Nnever control rods will be menipulated
when tre unit is telca 15 percent pc.er. The hkC recognites that corrective
actions in additicn to the tnes descrittd ebove were also taken; however, all of
the correctise acticns talen to date or prcrosed for the future were largely
lit i ted to c; era t ing pers cra el . None of the corrective actions, either taken
cr preposed, were suf ficiently directec' towards the management of control room
crerations durin; special tests or evoluticns.

To erphosize the trportance of adherence to procedures, effecti e cormunication
betwe(n crerating crew rembers,= turnover of information t etween operating crews,
and maraprent tversight and direction of crerating crews, I have been authorized
after ccnsultatien with the Oirector, Office of Enforce n nt, and the Deputy
Docutive Director for Nuclear Reactor Regulation, Regional Operations and,

Rescarch, to issue the enclosed Notice of Violatien and Proposed impositicn
j of Civil Feralty (Notice) in the erount of $50,000 for the Severity level 111
|

prcblem.

I The base value of a civil penalty for a Severity Level III problem is $50,000.
Mitigation for the civil penalty adjustrent factor of identification and reporting
was considered but found inappropriate in this case because the reactor scram
was easily identifi(d and the re;crt of the event was required by 10 CFR 50.72.
Your corr (ctive actions were also considered as a basis for mitigation of the
base civil penalty t'ut such mitigation was not applied as your corrective
actions were lirited to the operating personnel. Had the corrective actions

! tecn brced, er.d entc ,;assed the manegerial and supervisory contributions to the
. October D,1990, event, then ritigation of the base civil penalty for broad

correcti,e action ray have been appropriate. The remaining factors in the
! Enforcement Felicy were also considered and ov(rall no adjustment to the base

civil renalty is considered appropriate.

The NRC is also concerned with the apparent lick of a corrprehensive procedure
that would heve acdressec espected primary and secondary plant evolutions. Such
a comprehtnshe procedure wceuld describe the specific steps from the time power
was reduced to establish plant conditions for test equipment, through the entire
test sequence, and conclude with instructions for power escalation for the

j resumption of ncrmal plant c;erations. This lack of a comprehensive test proce-
dure, ccabir4d with a failure to comunicate the identification of an unusual
primary conditicn approaching that of a " hot notch rod," were indicators of3

renagerett's lack of oversight of the October 27, 1990 plant scram.
'

You are required to respcnd to this letter end shculd follow the instructions
specified in the enclosed Notice when preparing your response, in your response,
you should decur,ent the specific actions taken end any additional actions you
plan to present recurrence. Af ter reviewing your response to this Notice,
including your proposed corrective acticns and the results of future inspections,
the NRC will cetemine whether further NRC enforce. ment action is necessary to
ensure compliance with NRC regulatory recuirements.

NUREG-0940 1.A-17
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The inspection report (No. 50 265/900020) concerning the October 27, 1990, event
identified three other issues which were identified in that report as potential
violations of NRC requirements, Those issues were inadequacy of the test proce.
dure for the turbine torsional testi inadequate corrective action taken between
the identification of a deficiency in the hot standby operations procedure on
the first shift on October 27, 1990, and the attempt by the third shift on
October 27, 1990, to perform the procedure; and, two separate examples of
f ailing to follow a procedure when an Operations Engineer did not contact a
Nucicar Engineer and the failure to make an operating log entry reading the
discovtry of a * hot notch" control rod. Af ter further consideration of the
information you presented at the December 7,1990. Enforcement Conference, the

,

NRC staff has decided not to taken enforcement action on those issues. WhileJ
the NRC is not taking enforcement action on those issues, we are concerned that1

they may have contributed to the overall problem and we request that you discuss
them and their irtpact on the October 27, 1990, event in your response to the,

enclosed Notice.

i 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 sub,iect to
the clearance procedures of the Office of Management and Budget as required by

!

j- the Paperwork Reduction Act of 1980, Pub. L. No. 96-511.

Sincerely,
1

8 W

A. Bert Davis
i- Regional Administrator

Enclosure:
Notice of Violation and Proposed

Imposition of Civil Penalty
;
a

cc w/ enclosure:'

D. Galle, Vice President - BWR Operations
T. Kovach, Nuclear Licensing Manager
R. L. Bax, Station Manager
DCD/DCB (RIDS)
OC/LFDCB;

! Resident inspectors LaSalle
| Dresden. Quad Cities

Richard Hubbard'

i J. W. McCaf frey, Chief Public
j Utilities Division

L. Olshan, NRR LPM
Robert Newtrann, Office of Public

Counsel, State of Illinois Center
|
?

!

!

!

|
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NOTICE OF VIOLATION ,

AND (
IPROPOSED IMPOSITION OF Clyll PENT'.TY

Commonwealth Edison Company Docket No. 50 2C5>

Quad Cities Nuclear Power Station, Unit 2 License No. DPR 30
EA 90-203

)
,

'

Ouring an NRC inspection conducted from October 30, 1990, through November 9,
1990, violations of NRC requirenents 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 Regulatory Comission proposes to impose
a 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 civil 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 a Standby
Hot Pressurized Condition," stipulated the procedures for taking the unit
f rom a power generation mode to a hot standby condition following a turbine
torsional test.

Centrary to the above, on October 27, 1990, following an attempted turbine
torsional test the Nuclear Station Operator (NS0) failed to utilize the
procedures specified in TP 6303 for taking the unit from a power generation
mode to a hot standby condition.

2. Quad Cities Station Administrative Procedure (QAP), " Conduct of Shif t
Operations," QAP 300-2 Section C.13.j, requires that briefings be
conducted by cognizant personnel for individuals involved in an evolution
that is to be performed and Section C.28.c of procedure QAP 300-2 requires
the Shif t Control Room Enginar (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 shif t engineer for the third shif t
activities in that shif t personnel were not briefed on the status of TP
6303 and the SCRE failed to supervisu control room activities by maintaining
cognizant of the status of Unit 2 reactor operation in that he was unaware
that the Nuclear Station Operator (hS0) had made the reactor subtritical
in the source range by control rod insertion.

NUREG-0940 1.A-19
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Notice of Violation -2-

3. QAP 300-1, " Operations Department Organtration," Section C.10.q.5, requires
in part that the N50 initi, ate " holds during plant evolutions to ensure that
an evolution does not threaten the stability of the unit. QAp 300-1,
Section C.10.p also requires the NSO be alert and capable of perfonning
his assigned duties in a professional manner at all times.

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

4. Quad Cities Operations Procedure (QOP) 700-1, " Source Range Monitor
Operation * Section F.2.a. requires that the source range monitor (SRM)
detectors be inserted as " range 4" is approached on the Intemediate Range
Monitors (IRM).

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

5. 00P 700-2, "Intercediate 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
IPM ranges as necessary to maintain 20/125 and 50/125 of full scale.

This is a Severity Level III problem (Supplement 1).
Cumulative Civil Penalty - 550,000 (assessed equally among the five violations).

Pursuant to the provisions of 10 CFR 2.201, the Comonwealth Edison Company
(Licensee) is hereby required to submit a written statement of explanation to the
Director, Office of Enforcement, U.S. Nuclear Regulatory Comission, 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 is achieved. If an
adequate reply is not received within the time specified in this Notice, en 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 fer 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.

4
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Notice of Violation -3-

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,
Of fice of Enforcement, U.S. Nuclear Regulatory Comission, with a check, draf t,
money order, or electronic transfer payable to the Treasurer of the United States
in the emount of the civil penalty proposed atove, or iney protest irtrosition of
the civil Mnalty in whole or in part, by a written enswer addressed to the
Director, Of fice of Enforcement, U. S. Nuclear Regulatory Comission. Should the
Licensee f ail to answer within the tirne specified, an order imposing the civil
penalty will te issued. Should the Licensee elect to file an answer in accor-
dance with 10 CFR 2.205 protesting the civil penalty, in whole or in part. Such
answer should te clearly rnarked as an * Answer to a Notice of Violation" er d may:
(1) deny the violations listed in this Notice in whole or in part (2) demon-
strate extene ting circumstances, (3) sh0w error in this Notice, or (4) show
other reasons why the penalty should not be irposed, 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 penalt
Section V.B of 10 CFR Part 2, Appendix C (1990)y, the factors addressed in, should be addressed. Anyi

written answer in accordance with 10 CFR 2.205 should be set forth separately
i 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 e civil penalty.

Upon failure to pay any civil penalty due which subsequently has been deternined
in accordance with the applicable provisions of 10 CFR 2.205, this matter 13y be
referred to the Attorney General aJd the penalty, unless compromised, remitted,
or mitigated, may be collected i civil betion pursuant to Section 234c of the
Act. 42 U.S.C. 2282c.

The response noted above (Ret "otice of Violation, letter with payment of
civil penalty, and Answer to of Violation) should be addressed to:
Director, Office of Enforcerrens, Nuclear Regulatory Comission, ATTN:
Occurent Centrol Desk, Washingto. .C. 20555 with a copy to the Regional
Administrator, U.S. Nuclear Rerut .ory Comissic Region 111, 799 Roosevelt
Road, Glen Ellyn, Illinois 60137, and a copy to tne NRC Resident inspector at
the Quac Cities Nuclear Station.

'

FOR THE NUCLEAR REGULATORY COMMISSION

t }....~-

A. Bert Davis
Regional Administrator

D:.ted at Glen Ellyn, Illinois
this 30th day of January 1991
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Docket No. 50 247
License No. DPR-26
CA 90-114

Consolidated Edison Company of New York, Inc.
ATTN: Mr. Stephen Bram, Vice President

Nuclear Power
Indian Point Station

Broadway and Bleakley Avenues
Buchanan, New York 10511

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - $62,500,
AND DEMAND POR INFORMATION (HRC 0FflCE OF INVESTIGATIONS REPORT
NO. 1-89-005)

This refers to the findings of an investigation conducted by the NRC Office of
Investigations (01) to determine whether licensee employees Nillfully falsified
test documents for the installation of a solenoid operated valve (S0V) at your
Indian Point 2 facility. The synopsis of the 01 investigation was forwarded to
you on July 24, 1990. As a result of the investigation, violations of NRC
requirements were identified involving the f ailure to adhere to a Corrective
Maintenance Procedure (CMP) utilized during the installation of an 50V 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, its causes, and your corrective actions.

On March 17-18, 1989, during the installation of a gas unloader valve (SOY 1035)
in the No. 21 Waste Gas Compressor (WGC), your staff failed to meggar test the
new S0Y as required by the CMP. A Quality Control (QC) Inspector, who was
responsible for verifying installation of the valve, refused to sign off on the
CMP step when the 50V 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
valveinstallersignedthicstep,aGeneralMaintenanceSupervisor(GMS) annotated
the specific step in the procedure with a note to indicate that he had performed
an electrical test on the valve 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 statements made by the GMS misled an Associate Quality Assurance (QA)
Examiner to believe that the valve had been meggar tested. Therefore, as a
result, 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, 1989,
in the erroneous belief that a meggar test had been performed. In addition,

NUREG-0940 1.A-22
,

_ _ _ _ . _ _ _ . _ - . .__ _ _

j



_ _ . _ _ _ _ . . _ - _ _ _ - . _ _ _ _ _ _ _ _ _ - - - - - . . - __-

!
i |

| Consolidated [dison Company -2-
of New York, Inc. !'

, ;

!several other procedural steps that could not be performed as stated were signed,

off as complete. Finally, the GMS inappropriately signed the final step in the<

; procedure on April 20, 1989, indicating thct the procedure was complete and that
all data were correct, when, in fact, the required megger test and other
procedural 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 installation (2) the expected significance of their signatures
for the completion of procedure steps, and (3) the need to utilize established
mechanisms (0 pen item Reports (0!Rs)) to correct procedure completion deficien-
cies w1en they discovered that the meggar test had not been performed. This
event is a reflection of the inadequacies in your maintenance and quality
assurance programs. In addition, this issue was complicated by the fact that
the new CMP had not been properly validated prior to its use, as evidenced byi

; several of the procedural steps being wholly inapplicable to the installation.
1

J In accordance with the " General $tatement of Policy and Procedures for NRC
] Enforcement Actions," (Enforcement Policy) 10 CFR Part 2, Appendix C (1990)

(Supplement Vll), the violations could be categorized at Severity Level !a

because two of the individuals involved could be considered licensee officials
(first line supervisors and above are considered licensee officials). However,
the NRC recognizes that the individuals that could be considered licensee
officials were either first or second level supervisors of craft personnel,"

underlying event was minimaI.and that the technical safety significance of the
rather than senior managers

Specifically, the 50V was new and had been meggar
tested by the manuf acturer, the WGC was satisf actorily checked for operability

i during a post. maintenance test, and the 50V has since been meggar tested success-
f u lly. Nevertheless, the NRC considers this a very significant regulatory concern

l because the f ailures to accurately follow proce:!ures and document work relating
: to the performance of licensed activities were deliberate and reflect your failure

to suf ficiently educate your employees with "espect to your expectations for the
activities involved. After considering all the circumstances of this case, the
violations are classified in the aggregate as a Severity Level !!! problem.

To emphasize the need to ensure that your employees understand the importance*

! of "vilowing procedures and of clearly and accurately conpleting all documenta-
tien of such activities, I have decided, after consultation with the Region 1
Regior.a1 Administrator, the Deputy Director, Office of Enf orcement, and the

4 Conaission, to issue the enclosed Notice of Violation and Proposed Imposition
I of Civil Penalty (Notice) in the amount of $62,500 for the Severity Level til

problem. The base value of a Severity Level 111 problem is $50,000. The
escalation and mitigation factors in the Enforcement Policy were considered.,

]

| Since you did not identify this issue (it was discovered as a result of an
; allegation), the base civil penalty was escalated by 50% based on the identifi-
| cation factor. Af ter this issue was identified, your corrective actions, (that
i included remedial action against the individuals involved) were considered
I appropriate given the significance and serious nature of the irdividuals' actions.

in addition, the staff recognizes that you have expended substantial efforts to'

i improve your maintenance program (including the developnent of a Maintenance
! Quality Improvement Program emphasizing, among other things, the need for strict

adherence to procedures), subsequent to the identification of prograrcotic
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Consolidated Edison Company 3

of New York, Inc,

deficiencies during the NRC maintenance team inspection conducted in April - May
1989. However, the NRC needs assurance that implementation of the corrective
actions will be effective. Therefore, only 25% mitigation of the base civil
penalty was considered appropriate for your corrective actions. With respect
to your past performance in the maintenance area, the staff considered (1) that
you have not received any escalated enforcement action for the failure to follow
procedures or for inaccurate records in the two years prior to this event, and
(2) that your maintenance program had several significant progrannatic weaknesses
prior to and during the period the violations occurred, as indicated in the June
1990 SALP report. Therefore on balance, no additional adjustment of the base
civil penalty on the basis of thijn factor is warranted. The other escalation
and mitigation factors were considered and no further adjustment is 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 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. 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. '

The NRC recognizes that a recent NRC team inspection conducted in January 1991
confirmed that you have made substantial efforts in improving your maintenance
program. However, the problems discussed above may have been symptomatic of a
larger, more widespread problem of employees not understanding the importance
of strictly following procedures, the expected significance of signatures
attesting to the completion of procedure steps, the use of OIR's to resolve
procedural performance deficiencies, and inadequacies in your maintenance and
quality assurance programs. Therefore, notwithstanding the corrective actions
taken to date, the NRC needs assurance that those actions will be effective during
periods of pcak maintenance activity, such as the upcoming outage. Accordingly,
you are required to respond to the enclosed Demand for Information.

in accordance with Section 2,790 of the NRC's " Rules of practice," Part-2,
Title 10, Code of Federal Regulations, 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 Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96-511.

S incere ly .

mus h
J mes H. Sniezek
eputy Executive Director for

iuclear Reactor Regulation,
Regional Operations und Research

Enclosures: Notice of Violation and
Proposed Imposition of Civil Penalty
-and Demand for Information
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Consolidated Edison Company
of New York, Inc,

cc w/encist
C. Jackson, Manager,

Regulatory Affairs
B. Brandenburg, Assistant 4

General Counsel
P. Kokolakis, Director,
Nuclear Licensing Department of

Public Service
StateofNewYork

'

State of New York. Department of Law

W. Stein, Secretary -(NFSCPublic Document Room POR)
localPublicDocumentRoom(LPOR) ,

NucitarSafetyInformationCenter(hSIC)
NRC Resident inspector
State of New York,

SLO Designee

F

F

i
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f0TICE OF VIOLATION
AND

PROPOSED IMPUS! TION Of Civlt FENALT1

t Censolidated Edison Ccepany Docket No. 50 247
of New York, Inc. License No. DPR 26

Indian Point Unit 2 EA 90-114

During an hRC investigation conducted by the NRC Office of Investigations to
determit.e whether licensee ecployees willfully f alsified test documents relating
to the installation of a solenoid operated valve at Indian Point 2 violations:

of NRC requirements w re identified. in accordance with the " General $tatement
of Policy and Procedure for NRC Enforcement Actions " 10 CFR Port 2, Apptndix C,
(1990), the Nuclear Regulatory Comission proposes to impose a civil ptnalty

' pursuant to Section 234 of the Atonic Energy Act of 1954, as arnt.nded (Act),
<? U.S.C. 2E82, and 10 CFR 2.205. The particular violations and associateo
civil ptr.alty are set forth below:

A. Technical Specification 6.8.1 (Procedures and Programs) requirts tt.at
written procedures be establishcd 6r:d it plemented covering, among others,
the r(quirements and recommendations of ANSI N18.7-1972. Section $.3 of
ANS] N18.7-1972 states that nuclear power plants shall be operated and
tested in accordance with written procedures. Corrective Maintenance
Procedure (CHP) for ASCO Solenoid Valves (50Y) CM-16.06, Revision 2,
describes the proc (cures to be followed when replacing ASCO Solenoid
Velvts. Stction 5.5.16 of this procedure requires that the new SOV coil be
checked f or open circuits, short cit cults, and Srcunds using a resistance
t..eter ar.d a meggar.

Contrary to the atme, on March 17-18, 1989, the now SOV coil installed
cn 50Y 1035 located en Waste Gas Compressor No. i4 was not checked with a
0(933r.

B. 10 CFR Section E0.9 requires, in part, that inforration required to be
raintaintd by the licensee shall be corplete and accurate in all material
respects.

Contrary to the etme, CtT hur.ber CM-16.CC, hvis a n ' , was r.ut Ltcurttei

in that (1) step 5.5.16 of this procedure was sigrid by the vahe it,$thllor
some tirne af ter March 18, 1969, to indicate satisf actory completion of the
step on March 18, 1969, when, in fact, the required meggar test had not
been perforrned; (2) step 5.5.16 of this procedure was signed by an Associate
QA Examiner on April 20, 1989, also indicating the satisfactory completion
of the step; and, (3) step 7.1 of this procedure was signed by a General
Maintenance Supcrvisor tn Apt 1120,1085 to ir,dicate that the procedure was
complete and that all data were arrect and incluced when, in fact, the
procedure was not complete (i.e. the r"eggar test and other procedural steps
were not performed as prescribed}. These inaccuracies were material in
that they relate directly to the requirement to follow an approved procedure.

This is a Severity Level III problem (Supplement I and Vll).

Cumulative Civil Penalty - $62,500 (assessed equally between the two
violations).

:
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Notice cf Viv %ticn -2-

Pursuant to the provisions of 10 CFR 2.201, Ccosulidst(d Edisen Company of fnw
York, Inc. (Licensee) is herf.by required to sutnit a written statenent or
explanation to the Deputy Director, Of fice of Enforcer.ent, U.S. tiuclear Regulatory
Comissien, within 30 days of the date of this Notice *f Violation and proposed
Irpositicn of Civil fenalty (Notice). This reply id be clearly rarked as a
* Reply to a Notice of Violaticn" and shculd include for each alleged violaticr:
(1) admission or denial of the alleged violation, (2) the reasons for the violc-
tion 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 te
talen to avoid furtter violations, and (5) the date when full conpliance will
be achieved. If an adequate reply is not received within the tir-e specified in
this Notice, an order nay 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 talen. Consideration may be given to extending the response tire for
good cause shown. Under the authority of Section 182 of the Act, 42 U.S.C.
2232, this response shall be sutmitted under oath or affirmation.

Within the same time as provided for the response required above under 10 CFR
2.201, the Licensee mey pay the civil penalty by lett',r addres;cd to the Deputy
Director, Of fice of Enforcement, U.S. Nuclear Regu4 tory Comission, with a
check, draf t, money or(ier, or electronic tra''sfer payable to the Treasurer of
the United States in the amount of the civil penalty proposed above, or the;

cuNlative 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,
tiy a written answer addressec to the Director, Office of Enforcement, U.S.
Nuclear Regulatory Ctr. mission. Should the Licensee f ail to answer within the
time specified, an crder imposing the civil penalty will be issued. Should
the Licensee elect to rile an an'wer 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 cf Violation" and ray: (1) deny the violations listed in
this Notice in whole or in part, (2) Amonstrate extenuating circumstances,
(3) show error in this hotice, 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 penalty, the f actors eddressed in
Section V.B of 10 CFR part 2, Appendix C (1990), should te addressed. Any
written answer in accordance with 10 CFR 2.205 should te set forth separately
from the statement or explanation in reply pursuant to 10 CFR 2.201, but may
incorporate parts of the 10 ;FR 2.201 reply by specific reference (e.g., citing
page end paragrach numbers) to avoid repetition. The attention of the Litensee
is directed to the other provisions of 10 CfR 2.205, regarding the procedure for
inposing a civil penalty.

Upon f ailure to pay any civil penalty due which subsequently has been determined
in sceordance with the applicable provisions of 10 CFR 2.205, this matter may be
referred to the / ttorney General, and the penalty, unless compromised, remitted,
or mitigated, may te collected by civil action pursuant to Section 234c cf the
Act, 42 U.S.C. 2282c.
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Notice of Violation 3

I
.

| The response noted above (Reply to Notice of Violation, letter with paytnent of
civil penalty, and Answer to a Notice of Violation) should be addressed to:
Deputy Director Of fice of Enforcement, U.S. Nuclear Regulatory Comission,

1 ATTN: Docurnent Control Desk, Washington, D.C. 20$$$ with a copy to the Regional
Administrator, U.S. Nuclear Regulatory Comission, Region I, and a copy to the<

NRC Resident Inspector at the f acility which is the subject cf this Notice.

FOR THE NUCLEAR REGULATORY COMM!$510N,

' ' nt,C& k M &

James H. Snitzek
1 Deputy Executive Director for,

Nuclear Reactor Repulation,
Regional Operations and Resear d

Dated at Rockville, Maryland
this //U day of February 1991

i

,

.

k

i

a

1
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UNITED STATES
NUCLEAk REGULATORY COMMIS$10N

in the matter of
CONSOLIDATED EDISON COMPANY Docket No. 60 247

0F NEW YORK, INC. License No. OPR 26
Indian Point Nuclear Generating EA 90-114,

! Unit No. 2
1

DEMAND FOR INFORMATION

!

consolidated Edison Company of New York, Inc. (Con Ed or Licensee) is the holder

of Facility Operating License No. OPR 26, issued by the Nuclear Regulatory

Commission (NRC or Comisgion) pursuant to 10 CFR Part 50. The license autho-

rizes the operating of the Indian Point Nuclear Generating Unit No. 2 (IP 2) in

accordance with conditions specified therein. The facility is located on the.

Licensee's site in Buchanan, New York.

!!

On April 28, 1989, theNRCOfficeofInvestigations(01)initiatedaninvestigation

to determine if Con Ed employees at IP 2 falsified test documents related to

installationofSolenoidOperatingValve(SOV)No.1035onMarch 17 - 18, 1989,

using Corrective Maintenance Procedure (CMP) No. CH-16,66, Revision 2. Based

on its investigation 01 concluded that three con Ed employees deliberately

falsified CMP No. CM-16.66 (Sections 5.5.16 and 7.1) by completing and signing

it and thereby making it appe6r thht a meggar check on the 50V had been completed

as required by the procedure, when such a check had not been performed. A

Notice of Violation and Proposed Imposition of Civil Penalty (Notice) in the

amount of $62,500 has been issued on the same date as this Demand for Information.

In addition, based on the findings of this investigation and an NRC maintenance

team inspection conducted April through May 1989, the NRC believes that the

instance of inaccurate maintenance records was symptomatic of a larger, more
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widespread problem of employees not understanding the irnportance of strictly

following procedures or the significance of their signatures attesting to

completion of the procedure steps, the need to utilize Open item Reports to f

resolve identified procedure performance deficiencies, and additional
'inadequacies in your maintenance and quality assurance programs.

t'

!!!

,

Accordingly, despite the significant improvements in the maintenance program

noted during a January 10-18, 1991 team inspection, further information is

needed to determine whether the actions teken 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.

IV

|

!

Therefore, to determine whether the license should be modified, suspc-nded,' or

revoked, or other enforcement action taken to ensure compliance with NRC regula-
i

i tory requirements, the Licensee is required to submit to the Deputy Director,
|
| Office 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, 1610, 182, and 186 of the Atomic Energy Act of 1954, as amended,
i

j and10CFR-50.54(f):
!

4
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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 effectivtness of your corrective actions for the violations set

forth in the Notice.

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 I,

475 Allendale Road, King o'f Prussia, Pennsylvania 19406.

Af ter reviewing your response, the NRC will deterraine whether further action

is necessary to ensure compliance with regulatory requirements.

FOR THE NUCLEAR REGULATORY COMMISSION

N
Qtv&&

Ji mes H. Sniezek
oputy Executive Director for

Nuclear Reactor Regulations
Regional Operations and Research

Dated at Rockville, Maryland
this fita day of February 1991.
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y '- 'l NUCLEAR REGULATORY COMMISSION

g" f atoioN IV

b * eli r,y AN PLAZ A CRivt, SUITE V0

$,, . .' ARLINoToN. TIK AS 7f411

DEC I 7 1990

Docket Nos. 50 313 and 50-368
License Nos. DFR-51 and NPF-6
EA 90-175

Entergy Operations, Inc.
ATTN: fir. N. S. Carns, Vice President

Operations, Arkansas Nuclear One
Route 3 Box 137G
Fussellville, Arkansas 72601

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND FROPOSED If100 SIT 10N OF ClV1L PENALTY - $50,000
(NRC INSPECTION REPORT NO. 50-313 & 50-368/90 38)

This refers to the special NRC inspection conducted on October 1-5 199
the Arkansas Nuclear One ( ANO) f acility operated by Entergy Operations,0, atInc.
(Entergy Operations), to follcw up on previously identified NRC concerns

j

(CREYS)g to operability of the control rocm emergency ventilation system
-relatin

The results of this inspection were provided to you in an bEC inspec-.

tion report dated October 16, 1990, and were discussed with you and other
Entergy Operations representatives at an Enforcement Conference on October 30,
1990.

The inspection focused on the ability of the control rcom ventilation dampers
to function in the event of the loss of normal instrument air. This issue was
initially identified by the HRC during an Operational Safety Team Inspection
(OSTI) conducted September 10 21, 1990. In addition to the system operability
concern, an issue regarding the accuracy of AN0's response to NRC Generic Letter
(GL) 68-14, "!nstrument Air Supply System Problems Affecting Safety-Related
Equipment," was identified.

Subsequent investigation by your staff indicated that the CREYS may not have
been able to perform its intended safety function since the time when damper
air accumulators were installed in 1978. Post-modification testing failed to
identify the systein performance deficiency when normal instrument air (l A) is
unavailable. Of equal concern from a regulatory perspective is the f act that
on August 8, 1988, GL 88-14 informed all NRC reactor licensees of a generic
problem with regard to safety systems reliant on instrument air. The GL
requested all licensees to perform a design and operability verification of
the instrurent air system, including verification by test that air-operated
saf ety-related components would perform as expected under normal conditions
and t,pon loss of the normal IA system. A written resDonse confirming that the
above verifications were corducted was required to be submitted under oath or
affirmation.

|
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Entergy Operations, Inc. -2
,

Arkansas Power & Light Company (AP&L), the predecessor licensee to Entergy
Operations, provided inaccurate information to the NRC in its March 7, 1969
response to GL 68-14 Specifically, AF8L stated that each safety-related
component encompassed by the generic letter 'has an associated surveillance
test which is conducted on a regular basis to verify the operability of that
c wponent" and that the * current surveillances conducted at ANO on "Q" compenents,
we believe, adequately verifies the operability of air-operated IAS compertnts
and simulates a complete loss of instrument air for the components being tested."
These statements were not accurate in the case of the reserve air accumulators.
Ap&L failed to recognize that the safety related air reserve accumulators for
the centrol room isolation dampers were not subject to any periodit testing
requirements and had r>ever been tested. This failure was due in part to an
inadequate engineering evaluation, coupled with the lack of a clearly documented
plant design basis. This is a significant regulatory cencern because the
inadequate evaluation of the GL 88-14 concerns resulted in th? f6cility

| operating for an additional two years with the control room isolation function
i degraded.

To emphasize the need for effective management and engineering controls to
ensure that information related to potential safety system problems is '

adequately reviewed and accurately reported to the NRC, and that appropriate
corrective action is talen, I have been authorized, after consultation with the
Director, Office of Enforcement, and the Deputy Executive Director for hu~ clear i

Reactor Regulation, Regional Operations and Research, to issue the enclosec .

Notice of Violation and Proposed imposition of Civil Peralty (Notice) in ti.t
amount of $50,000 for the Severity Level !!! problem described in tP encloud
Notice. The base value of a civil penalty for a Severity Level lil proclem is
$50,000. The escalation and mitigation factors in the Enforcement Policy were
considered.

The base civil peralty was escalated by 50% because the NRC identified the
control room isolation damper problem instead of AF&L, the predecessor licansce, '

which should have identified it two years earlier, However, 50% mitigation was'

applied for the prompt and comprehensive corrective action taken by Entergy
Operations, the successor licensee, once the problem was identified. Those
actions included modification of the control root isolation system, testing,
enhancement of procedural guidance to ensure complete and accurate responses
when communicating with the NRC, and initiation of a review of prior NRC sub-
mittals (1988 and 1989) for possible errors. Also, a number of significant
licensee programs have previously been initiated to document the plant design
configuration and design basis and upgrade surveillance testing - These actions
were initiated to address the root causes of past problems that were_the subject
of escalated enforcement action (EA 80-284). In recognition of those actions
your recent initiatives to improu engineering and technical support, as well
as your improved operating philoso by, which collectively are viewed as positiver

changes that should prevent similar problems from occurring in the future, we
have decided not to further escalate the civil penalty based on past perforrance
and duration.

'
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Entergy Operaticns, Inc. 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 snould document the specific actions taken and any additional

actions you plan to prevent recurrence. After reviewing your response to this
Notice, includir.g your proposed corrective actions and the results of future4

it'sBctions, the NRC will determine whether further NRC enforcement action is
necassary to ensure compliance with NRC regulatory requirements.

! In acccidsnce with 10 CFR 2.790 of the NRC's " Rules of Practice," a copy of this
letttr and its enclosure will te placed in the NRC Public Document Poom. The

, responses directed by this letter and the enclosed Notice are not subject to the
clearance procedures of the Office of Maragement and Eudget as required by the
Paperw rk Re(uction Act of 1980. Pub. L. No. 96 511.

,

]
" ncerely,

f gyk $/r ~

Robert D. Martt
Pegional Admini rator

Enclosure:
Notice of Violation

cc w/tncl:
]. Entergy Operations, Inc.

ATTN: Donald C. Hint 2, Executive Vice
President & Chief Operating Officer;

P.O. Box 31995
; Jackson, Mississippi 39286

Entergy Operations, Inc.
ATTN: Gerald W. Puench, Vice President

; Operations Support
! P.O. Box 31935

Jar,(sin,Misshsippi .v)2Ct
,

.

Wise, Carter, Child & Caraway
i ATTN: Robert B. McGehee, Esq.
'

P.O. Box 651
Jackson, Mississippi 39205

i Arkansas Nuclear One |
ATTN: Ceneral Manager

*

Technical Support and Assessment
Route 3, Box 137G2

l Russellville, Arkansas 72601

l,

)
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Entergy Operations, Inc. 4.
.

Arkansas Nuclear One
ATTN: Jerry Yelverton, Director

Nuclear Operations
Route 3. Box 137G
Russellville, Arkansas 72801

Arkansas Nuclear One
ATTN: Mr. Tom W. Nickels
Route 3. Box 137G
Russellville, Arkansas 72801

Combustion Engineering, Inc.
ATTH: Charles B. Brinkman, Manager

Washington Nuclear Operations
12300 Twinbrook Parkway, Sutte 330
Rockville, Maryland 20852

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

Winston & Strawn'
ATTN: Nicholas S. Reynolds, Esq.
1400 L Street, N.W.
Washington, D.C. 20005-3502 *

l Arkansas Department of Health
'.

ATTN: Ms. Greta Dicus, Director
Division of Environmental Health

Protection'

4815 West Markam Street
Little Rock, A-kansas 72201

Babcock & kilcox
Nuclear Power Generation Division
ATTN: Mr. Robert B. Borsum
1700 Rockville Pike, Suite 525
Rockville, Maryland 20852

Admiral Kinnaird R. McKee, USN (Ret)
P.O. Box 41
0xford, Maryland 21654
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NOTICE OF V!0LATION
AND

PROPOSED IMPOSITION OF CIVIL PENALTY

Entergy Operations, Inc. Docket Hos. bO-313 and 50-368
Arkansas Nuclear One, Units 1 & 2 License Nos. LK -51 and NDF-6

EA 9' l'5

Ouring an NRC inspection on October 1-5,1990, 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
the Nuclear Regulatory Cortnission proposes to impose a civil penalty pursuant,

to Section 234 of the Atomic Energy Act of 1904, as amended (Act), 42 U.S.C.
2282, and 10 CFR 2.205. The particular violations and associated civil penalty
are set forth below:

A. 10 CFR Section 50.9 requires, in part, that information provided to the
Commi:sion by a licensee shall be complete and accurate in all material
respects.

NRC Generic Letter 88-14. " Instrument Air Supply System Problems Affecting
Safety-Related Equipment", issued on August 8,1988, requested Itcensees to
perform a design ar.d operations verification of the entire instrument air
system, inc.luding verification by test that air-operated safety-related
components will perform as expected in accordance with all design-basis

- events, including a loss of the normal instrument air sistem. In accor-
dance with 10 CFR 50.54(f), a response confirming that the above verifi-
cation was parformed, including identification of ary cumponents that
cannot accomplish their safety-related function, and stating the corrective
actions taken or to be taken, was required to be submitted under oath or
affirmation within 180 days of the letter.

Contrary to the above, Arkansas Power & Light Company (AP&L), Arkansas
Nuclear One's then licensee of record, provided information to the
Commission that was not accurate in all material respects. AP&L stated in
its March 7,1989, response to Generic Letter 88-14 that "Each "Q" compo-
nent has an associated surveillance test which is conducted on a regular
basis to verify the operability cf that component," and that "The current
surveillances conducted at ANO on "Q" components, we believe, adeountely
verifies [ sic] the operability of air-operated IAS components and simulates,

a complete loss of instrument air for the component being tested." In,

fact, AP&L had never tested certain "Q" components, specifically the safety-
related reserve air accumulators and associated check valves (IA-43A,
IA-43B, IA-44A and IA-44B), to ensure that these components were functional
under normal conditions or upon a complete loss of instrument air. Tests
performed on September 21, 1390, by the successor licensee, Entergy
Operations, Inc. (Entergy) revealed that the safety-related reserve air
accurulators would not have performed as expected in the event of a loss
of the normal air supply due to air leakage past system check vaives, and

NUREG-0940 1.A-36
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Notice of Violation -2-

thus that the air-operated isolation dampers to the Control Room Emergency
| Ventilation System (CREYS) may not have been able to perform their intended
'

safety function of isolating the control room in the event of design basis
accident. The inaccurate information was material because had the NRC
known of the air-operated isolation damper problem, the issue would have
been reviewed for f urther regulatory action.

B. 10 CFR Part 50, Appendix B, Criterion XVI requires, in part, that measures
be established to assure that conditions adverse to quality, such as
failures, malfunctions, deficiencies and deviations are promptly identified 1

and corrected.

NRC Generic Letter 88-14, " Instrument Air Supply System Problems Affecting
Safety-Felated Equipment", issued on August 8,1988, requested licensees to
perform a design and operatitrs verification of the entire instrument air
system, including verification by test that air-operated safety related
components will perform as expected in accordance with all desip1-basis
events, including a loss of the normal instrument air system. in accor-
dance with 10 CFR 50.54(f), c respense confirming that the above verifica-
tion was performed, including identification of any componen% that cannot
accomplish their safety-related function, and stating the corrective
actions taken or to be taken, was required to-be subnitted under oath or
affirmation within 180 days of the letter.

Contrary to the above, as of March 7,1989, when AP&L responded to Generic
Letter 88-14, and continuing until beptember 21, 1990, both AP&L and Entergy
Operations had failed to identify or to correct a significant condition
adverse to quality concerning the air-operated components of the CREVS.
Specifically, safety-related reserve air accumulators might not have
performed as expected in the event of a loss of the normal air supply
because of air leakage past system check valves. AP&L failed to identify
this significant condition adverse to quality in preparing its response
to GL 88-14, which requested that tne licensee pe ~orm a design and opera-
tions verification of the instrument air system. os a consequence, the
CREVS air-operated dampers may not have been able to isolete the control
room in the event of certain design basis accidents.

These two violations are classified in the aggregate as a Severity Level III
problem (Su;; dement I).

Civil Penalty - $50,000 (assessed equally between the two violations).

Pursuant to the provisions of 10 CFR 2.201 Entergy Operations, Inc. (Licensee)
is 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 Violat=.on end 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 violatier.: (1) admission or
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Notice of Violation -3-

(2 the reasons for the violation if admitted,
denial of the alleged violation,(3))the corrective steps that have been takenand if denicd, the reasons why,
and the results achieved, (4) the ccrrective steps that will t'e taken to avoid
further violations, 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 oe issued to show cause why the license should not De modified,
suspended, or revoked or why such other actions as may be proper should ret be
16 ken. Consideration may be given to extendiag the response time for good c60se
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 under 10 CFR 2.201,
the Licensee may pay the civil penalty by letter addressed to the Director,'

'ffice of Enforcement, U.S. Nuclear Regulatory Comission, with a check, draf t,.

mnnsj order, or electronic transfer payable to the Treasurer of the United<

.htes in the amount of the civil penalty proposed above, or may protest imposi-
'ir of the civil penalty in whole or in part, by a written answer addressed to
3 .irector Office t.f Enforcernent, U. S. Nuclear Regulatory Comission.

j N 1d 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
3

part, such answer should be clearly marked as an " Answer to a Notice of
liolation" and may: (1) deny the violations listed in this Notice in whoie or

i in part, (2) demonstrate extenuating circumstances, (3) show error in this
'Jotice, 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.
;

Section V.B of 10 CFR Part 2, Appendix C (1990)y , the factors addressed in
in requesting mitigation of the proposed penalti

, sheuld 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 uf 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,2

| 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 Hotice 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

:

I

:

!

|

!

{
NUFiG-0940 I.A-38



.. .

Notice of Violat, ion -4

Control Desk, Washington, D.C. 20555 with a copy to the Regional Administrator,
U.S. Nuclear Regulatory Cornission, Region IV, 611 Ryan Plaza Drive, Suite 1000,
Arlington, Texas 76011, and a copy to the NRC Resident inspector at Arkansas
Nucicar One.

FOR THE !!llCLEAR REGULATORY COMM15$10N
f ,.

x,

c[h|b/ b1tSI-=>
.obert D. Martin
Regional Administrator

Dated at Arlington, Texas
this 17th day of December 1990

|
1

|

|
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Docket Nos. 50-424 and 50-425
License Nos, NPF-60 and NPF-B1
EA 90-183

Georgia Power Company
ATTN: Mr. W. G. Hairston, III

Senior Vice President -
Nuclear Operations

Post Office Box 1295
Bimingham, Alabama 35201

Gentlemen:

SUBJECT: NOTICE nF VIOLATION AND PROPOSED IMPOSITION OF civil PENALTY - $50,000
,

(NRC INSPECTION REPORT N05. 50-424/90-27 AND 50-425/90-27).
;

l This refers theNuclearRegulatoryCommission(NRC)inspectionconductedby
A. Tillman cm _tober 16 - 17, 1990, at the Vogtle Electric Generating Plant
(VEGP). This special announced inspection was conducted in the area of physical'

prote-tion of sensitive unclassified Safeguards Information (SGI) in response to
i a licensti identified and reported safeguards event which occurred on October 11,

1990, end which involved the discovery of unsecured SGI in the VEGP Security
iainc Office located within the licensee's protected area. The report docu-*

", .xrmtig this inspection was ser;t 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 II office to discuss the violations, their cause, and your,

corrective actions to preclude their recurrence. The letter sumarizing this
j conference was sent to you by letter dated November 20, 1990.
.

I The violation described in the enclosed Notice of Violation and Proposed
imposition 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 October 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
i in Bimingham, Alabama. On November 9, 1990, aperture cards containing SGI

were discovered unsecured in Document Control at VEGP.
i
' In addition to the above, on November 9, 1990 SGI was found unsecured and

unattended in the Southern Company Services (SCS) Bechtel Office in Birmingham,
Alabama. This event is not being cited as a violation because it was identified
ai, 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 dccument marked as containing SGI must be protected. Over-
marking of SGI may contribute to poor attention being paid to information'

>

i
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protection procedures by guard force members if they learn over time that at
least some of the documents marked as SGI in fact do not contain such infor-
mation, thereby putting the protection of legitimately marked documents at
risk.

Some of the example; ef the violation may have been of minor significance
relative to the possible compromise of SGl. However, collectively they repre-
sent the continuation of a recurring problem involving the protection of SGI
which you have not yet brought under adequate control, in February 1990,
Georgia power Company was assessed a civil penalty (EA 89 227, $7.500) for
similar Severity Level IV violations. In June 1990, the licensee was assessed
a civil penalty (EA 90-090,$50,000) for a similar violation which was catego-
rized at a Severity Level 111. Therefore, in view of the breakdown in manage-
ment oversight of the protection of SGI and in accordance with the " General
Statement of Policy and Procedure for NRC Enforcement Actions," (Enforcement
Policy) 10 CFR Part 2, Appendix C (1990), the violation has been classified as
a Severity Level 111 violation.

To emphasize the importance of protecting SGI and ensuring that such information
is not inadvertently compromised, I have been authorized, after consultation
with the Director, Office of Enforcement, and the Deputy Executive Director for
Nuclear Reactor Regulation, 'egional Operations and Research, to issue the
enclosed Notice of Violation and Proposed imposition of Civil Penalty in the
amount of $50,000 for the Severity Level !!! problem. The base value of a civil
penalty for a Severity level III violation is $50,000. The escalation and
mitigation factors in the Enforcement Policy were considered.

1 Mitigation of this civil penalty by 50% is warranted because of your
identification and reporting of the violations and by 50% due to the corrective
actions which you have instituted, including the formation of a Task Force
described in your November 20, 1990 letter to examine the causes of these viola-
tions and recommend appropriate long-term solutions. However, escalation of the
penalty by 100% is appropriate due to your continued poor performance in this
area. The remaining factors of multiple occurrences and duration were used to
categorize these violations as a Severity level 111 problem and, therefore,'will
not be used as escalating factors.

The continued poor performance by Georgia Power Company with respect to the
protection of sensitive unclassified Safeguards Information is of great concern
to the NRC. Consideration was given to issuance of a more significant enforce-
ment action; however, because Georgia Power Company identified all of the
current violations and has demonstrated a heightened sensitivity to the problem
in its formation of a Task Force, this civil penalty was considered adequate to
appropriately emphasize the need for effective and lasting corrective action.

As noted above, previous violations relating to the failure to adequately
protect SGI have resulted in two other civil penalties within the past year.- In-I

the most recent case, the staff had reduced the penalty based on the expected
ef fectiveness of the corrective actions. However, the past corrective actions
for these violations apparently have been insufficient in depth or breadth to
reach the root causes of the violations. Therefore, Georgia Power Company is
expected to consider whether the Task Force that is being formed to address

_
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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 detailed scope and schedule for completing your Task Force review
by February 15, 1991 at 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

i 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 regard,
we recognize that you may find additional examples of improper control of SGl.

,

Note that the staff may exercise enforcement discretion for these additional
;

; findings provided your review is being aggressively performed and your
i corrective actions are timely and comprehensive.
;

In accordance with 10 CFR 2.790 of the NRC's " Rules of Practice," a copy of
j 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 stohc:
i 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.,

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

Sincerely,
;

,'*Wa
,

ewart D. Ebneter'

| Regional Administrator
,

Enclosure:
| Notice of Violation and Proposed
j Imposition of Civil Penalty
;
'

cc w/ encl: See Next Page
>
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cc w/ enc 1:
R. P. Mcdonald Thomas Hill, Manager
Executive Vice President-Nuclear Radioactive Materials Program

Operations Department of Natural Resources
Georgia Power Company 878 Peachtree St. NE., Room 600
P. O. Box 1295 Atlanta, GA 30309
Birmingham, AL 35201

Attorney Gerieral
C. K. McCoy Law Department
Vice President-Nuclear 132 Judicial Building
Georgia Power Company Atlanta, GA 30334
P. O. Box 1295
Birmingham, AL 35201 Dan Smith

Program Director of Power
W. B. Shipman Production
General Manager, Nuclear Operations Oglethorpe Power Corporation
Georgia Power Company 100 Crescent Centre
P. O. 1600 Tucker, GA 30085
Way.nesboro, GA 30830

Charles A. Patrizia, Esq.
J. A. Bailey Paul, Hastings, Janofsky & Walker
Manager-Licensing 12th Floor
Georgia Power Company 1050 Connecticut Avenue, NW
P. O. Box 1295 Washington, DC 20036
Birmingham, AL 35201

'

O. Kirkland, III, Counsel
Office of the Consumer's

Utility Council
Suite 225, 32 Peachtree Street, NE-

i Atlanta, GA 30302
'

Office of Planning and Budget
; Room 6158
~

270 Washington Street, SW
; Atlanta, GA 30334
,

; Office of the County Commissioner
j Burke County Commission
- Waynesboro, GA 30830

Lonice Barrett, Comissioner
Department of Natural Resources

,

205 Butler Street, SE, Suite 1252,

: Atlanta, GA 30334

.

1
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NOTICE OF VIOLATION
AND

PROPOSED IMPOSITION OF civil PENALTY

Georgia Power Company Dc- i s. 50-424 and G0-425
,

Vogtle Electric Generating Plant s. NPF-68 and NPF-81

Units 1 and 2 4

j

a

; During an NRC inspection canducted on October !'-17,1990, a viciation of NRC
requirements was identifhd. In accordance wi' the " General Statement of*

Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendix C
(1990), the Nuclear Regulatory Commission proposes to 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 violation and associated

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 includes certain measures to

j protect SGl.

10 CFR 73.21(d)(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, 1990, 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,*

i 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'ly,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.

5. On November 9,1990, aperture cards containing SGI were discovered unmarked*

and unprotected as SGI in the Enaineerinr. Satellite Office nn the third finnr
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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i

! Pursuant to the provisions of 10 CFR 2.201, Georgia Power Company (Licensee) is
j hereby required to submit a written statement or explanation to the Director,

Of fice 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
Violation" and should include for each alleged violation: (1) admission or;

i 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
i and the results achieved, (4) the corrective steps that will be taken to avoid
1 further violations, and (5) the date when full compliance will be achieved. If
i 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
r taken. Consideration may be given to extending the response time for good
i cause shown. Under the authority of Section 182 of the Act, 42 U.S.C. 2232,
j this response shall be submitted under oath or affirmation,
i

| Within the same time as provided for the response required above under 10 CFR
1 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, draf t, money oroer, or electronic transfer payable to the Ireasurer of
j the United States in the amount of the civil penalty proposed Lbove, or the

cumulative 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,
by a written answer addressed to the Director, Office of Enforcement U.S.<

1 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

i 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
j incorporate parts of the 10 CFR 2.201 reply by specific reference (e.g., citing
j 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,

;

i 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.

1
,

i-
i
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Notice of Violation -3- FEB 0 51991

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. 20555 with a copy to the Regional 1

Administrator, U.S. Nuclear Regulatory Commission, Region 11, and if applicable,
a copy to the NRC Resident inspector at the facility which is the subject of
this Notice.

FOR THE NUCLEAR REGULATORY COW.lSSION

s L j L &-
Stewart D. Ebneter
Regional Administrator

Dated at Atlanta, Georgia
thi's 5Dday of February 1991

i

!

|

|

,

d

-

a

*
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UNITED STATES
e

[ f|) Sw ( $ NUCLEAR REGULATORY COMMISSION3 \ '

'E REOlON I
*

475 ALLENDALE ROAD
*****

KING OF PAUS$lA. PENNSYLVANIA 19406

February 11, 1991

Occket No. 50-336
License No. DPR-65
EA 90-219

Nertheast Nuclear Energy Company
ATTN: Mr. E.J. Mroczka

Senior Vice President - Nuclear
Engineering and Operations

Post Office Box 270
Hartford, Connecticut 06141-0270

Gentlemen.

Subject: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - 550,000
(NRC Inspection Report No. 50-336/90-22)

This letter refers to the NRC inspection conducted between October 2 and
December 13, 1990 at Millstone Nuclear Power Station, Unit 2, Waterford,
Connecticut. The inspection report was sent to you on December 28, 1990.
During the inspection, the inspectors reviewed the circumstances associated
with two violations of NRC containment integrity requirements which were
identified by your staff and reported to the NRC. In both cases, the viola-
tions involved the existence of a direct access path from the containment
atmosphere to the outsice atmosphere while the reactor was in the refueling
mode and core alterations were occurring. On January 15, 1991, an enforcement
conference was conducted with Mr. W. Romberg and other members of your 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 opened (at a time when a steam generator manway was also 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 Operator, on duty at the time
did not adequately evaluate the existing plant conditions and did not properly

| respond to precautier.s in the drain down procedure concerning the need to assure
that opening of the atmospheric dumo valve would not violate containment inte-
grity. Moreover, the SCO followed the drain down procedure despite an explicit
instruction 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 violation, the NRC is also concerned that when
the valve was opened, a reactor operator in the control room also had an 0;;portunity

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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to question this condition via the valve positier, indication in the control room,
but did not do so, and the condition existed until identified by the Outage
Coordinator (a Senior Reactor Operator) approximately one hour later.

In the second instance, which occurred four days after the first, the direct
access path existed through 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 associated 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 did not identify that a technical specification consideration
was created because of the loss of the automatic isolation capability. The
problem on the exhaust line 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 opening the purge valves,-given their status at the time,
As a result, he opened the valves so as to relieve the uncomfortable temperature
and humidity condition that existed in the containment and created the second
problen. Furthermore, af ter the violation 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 manually close 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 existed for more than
three days, the valves were manually closed by the operators, as required
by the abnormal operating procedure, within 48 seconds of their actuation.
Nonetheless, the NRC has a significant regulatory concern with the personnel
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 maintained in accordance with the technical specifications during
refueling activities, has led to the classification of these violations in
the aggregate as a Severity Level III problem _in accordance with the " General
Statement of Policy and Procedure for NRC Enforcement Actions" (Enforcement

; Policy) 10 CFR Part 2, Appendix C.
f

! The NRC recognizes that subsequent to the inspection, actions were initiated
i to correct these violations and prevent recurrence. These corrective actions,
I which were described at the enforcement conference, included counseling-of
| operators, revision of procedures, plans for development of preoutage refresher
! training of operators, and planneo 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 o_f the recurrence of the loss of containment
!

i
t

i

|
!

!
!
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Northeast Nuclear Energy Company 3

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 1nterviews
with all individuals knowledgeable of the matters leading to and associated
with the events. In addition, based on your presentation at the enforcement ,

conference., the interviews that were perfctmed did not appear to be comprehensive.
Further, the corrective action did not include an evaluation of the adequacy of
the training provided to the individuals most responsible for causing these
events.

Therefore, 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 p?;er operations, and (2) performing adequate root cause evaluations
when deficiencies occur, I have been authorized, af ter censultJ. ion with the
Director, Office of Enforcement, and the Deputy Executive Director for-Nuclear
Reactor Regalation, Regional Operatier.s and Rese ech, to issue the enclosed
Notice of Violation and Proposed Imposition of Civil Penalty (Notice) in the
amount of 550,000 for the Severity Level III problem set forth in the enclosed
Notice.

Tne base civil penalty amount for a Seu rity Level III problem is 550,000. 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 is warranted. Bob violations were identified by your staff and reported
to the NRC. Therefore, 25% mitigation of the base civil penalty on this factor
is warranted. Full 50% mitigation on this factor is not warranted because the
second violation was ida tified as the result of a self-disclosing event and
your written licensee event report (LER) of that violation did not clearly
describe the violation with respect to its duration, actual safety significance
and potential consequences as required by 10 CFR 50.73. Although long-term
corrective actions for both violations were taken or initiated, as described
herein, the actions did not include an adequate evaluation of training
deficiencies reflecting an incomplete root cause analysis of the events. There-
fore, 25% escalation of the base civil penalty is warranted. Your past perfor-
mance in the operation and outage planning areas has been good, as evidenced by
Category I ratings in these areas during the last SALP assessment, and therefore,
50% mitigation of the base civil penalty on this factor is 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 operability. (Reference: LER 89-009, LER 90-002, and the
Severity Level IV violation in IR 50-334/83-22.) Because the second violation
existed for more than three days, with opportunities including shift turnovers,
to identify and correct the violation sooner, 50% escalation of the penalty is
warranted based.on its duration. Full 100% escalation on this factor is not
warranted since the other violation existed for a short period of time and both
violations resulted in minimal safety consequences. This case did not involve
prior notice, and therefore, no adjustment of the civil penalty on this factor
is warrarted. Although the case did involve two violations, the factor of
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Northeast Nuclear Energy Company 4

multiple examples was a consiceration in classifying this as a Severity Level
III problem, and therefore, the NRC has decided that further escalation based
on this f actor is not warranted.

You are required 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 incomplete licensee event
report. Please include your response a description of what actions 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 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 2.790 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 Roem.

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

Sincerely,

+ x

Thomas T, Martin

Regional Administrator

Enclosure: Motice of Violation and
Proposed Imposition of Civil Penalty

. Cc:
I W. D. Romberg, Vice President, Nuclear Operations
i S. E. Scace, Station Director, Millstone
; D. O. Nordquist, Director of Quality Services

R. M. Kacich, Manager, Generation Facilities Licensing
J. P. Stetz, Station Director, Haddam Neck
Gerald Garfield, Escuire

; Public Document Room (POR)
Local Public Document Room (LPDR)

! Nuclear Safety Information Center (NSIC)
{ NRC Resident Inspector
* State of Connecticut

i

4
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NOTICE OF VIOLATION
AND

PRDPO!ED IMPOSITION OF CIVIL PENALTY

Northeast Nuclear Energy Ccmoany Docket No. 50-336
Waterf orc, Connecticut License No. DPR-65

EA 90-219

During an NRC inspection cerducted between Septemoer 18 and December 13, 1990,
violations of NRC requirements were icentified. In accordance with the " General
Statement of Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2,

j Appendix C, (1990), 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.S.C. 2222, and 10 CFR 2.205. The particular violations and the

associated civil penalty are set forth below:

[ Technical Specification Limiting Condition for Operation (LCO) 3.9.4,
Containment Penetrations, r u uires, in part, that, during core alterations,"

each penetration providing c'irect access f rom the containment atmosphere
to the outside atmosphere shall be either closed by an isolation valve,
blind flange, manual valve, or special device, er be capable of being
closed by an automatic containment purge valve. Tecnnical Specification
LCO Action Statement 3.9.4 specifies that, when this specification is not
satisfied, all operations involving core alterations are to be immediately
suspended.

Technical Specification Limiting Condition for Operation (LCO) 3.9.10,
| Centainment Purge Valve Isolation System (CDVIS), requires that the CPVIS
' be cperable whenever the reactor is in the refueling mode of operation

(Moce 6). Tecnnical Specification LCO Action Statement 3.9.10 requires
when the CPVIS is inoperable, the licensee must either close each of the
penetrations providing cirect access frcm the containment atmosphere to tne
outside atmosphere or suspend all operations involving core alterations or
fuel movement within the containment building.

| Contrary to the above,

I
1. Between 6:45 p.m. and 3;00 p.m. on October 2, 1990, while core'

alterations were taking place, a direct access path from the
containment atmosphere to the outside atmosphere existed through
the No. I steam generator atmospheric dump valve, which would not
automatically close, and an open steam generator manway; and

2. Between 4: 25 a.m. on October 6, 1990 and 2:55 p.m. on October 9, 1990,
while core alterations were being performed, a direct access path
from the containment to the outside atmosphere existed through both
the supply and exhaust lines of the ccntainment purge system, and at
the time, both the isolation valves in the exhaust line and one isola-

tion valve in the supply line were not capable of being automatically
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j Notice of Violation 2

.

t
I closed. Specifically, the inlet valve (Valve 2-AC-6) on the exhaust
i line had been physical _ly removed for maintenance, prior to 4:25 a.m.
; on October 6,1990, 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

j was disabled prior to that time when the associated actuation cabinet
: was deenergized for troubleshooting,
,

i This is a Severity level 111 problem (Supplement 1).
i Civil Penalty - $50,000 (equally assessed between the violations),
t

I Pursuant to the provision of 10 CFR 2.201, Northeast Nuclear Energy Company is
I hereby required to submit a written statement or explanation to the Director,
1 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
i (Notice). The reply should be clearly marked as a " Reply to a Notice of
j Violation" and should include for each alleged violation: (1) admission or
; denial of the alleged violation, (2) the reasons for the violation if admitted,
i and if denied, the_ reasons why, (3) the corrective steps that have been taken
4 and the results achieved, (4) the corrective steps that will be taken to avoid
I further violations, and (5) the date when full compliance will be achieved. If
i 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-

3 cause shown. Under the authority of Section 162 of the Act, 42 U.S.C. 2232,
1 this response shall be submitted under oath or affirmation.
!
! Within the sa'ne time as provided for the response required above under 10 CFR
: 2.201, the Licensee may pay the civil penalty by letter 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 in4

I the amount of the civil penalty proposed above, or may protest imposition of the
i civil penalty in whole or in part by a written answer addressed to-the Director,
i Office of Enforcement, U.S. Nuclear Regulatory Commission. Should the Licensee
i fail to answer within the time specified, an order imposing the civil penalty
i 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 Violation" and may: (1) deny
| the violation (s) listed in this Notice in whole or in part, (2) demonstrate
j 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
i civil penalty, such answer may request remission or mitigation of the penalty.
.

{ In requesting mitigation of the proposed penalty, the factors addressed in )
.

4

; 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
i 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

:

I
i

l'
!

!
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Notice of Violation 3

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. 2282(c).

The responses r.oted above (Reply to a 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. 0.C. 20555 with a copy to the Regional
Administrator, U.S. Nucle e Regulatory Commission, Region I, 475 Allendale
Road, King of Prussia, Pennsylvania 19406 and a copy to the Senior Resident
Inspector, Millstone, Unit 2.

FOR THE NUCLEAR REGULATORY COMMISSION

/ # :
Themas T. Martin
Regional Administrator

Dated at King of Prussia, Pennsylvania
this // day of February 1991
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Docket No. 50-344
License No. NPF-1
EA 91-005

Portland General Electric
ATTN: Mr. James E. Cross

Vice President, Nuclear
121 S.W. Salmon Street
Portland, Oregon 97204

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - $50,000
(INSPECTION REPORT NO. 50-344/90-40)

This letter refers to the inspection conducted on December 10, 1990 through
January 3,1991, at the Trojan Nuclear Plant. ThepurposeofthisInspection
was to determine whether the facility's licensed operator medical examinations
met the requirements established by ANSI /ANS-3.4-1983, " Medical Certification
and Monitoring of Personnel Requiring Operator Licenses for Nuclear Power
Plants," and by applicable portions of 10 CFR Parts 50 and 55. This inspection
identified three apparent violations of these requirements. A report on this
inspection was issued on January 11, 1991, and a report on the January 17, 1991,
enforcement conference was sent to you on February 1, 1991.

The violations, which are described in the enclosed Notice of Violation and
Proposed Imposition of Civil Penalty (Notice), involved: (1) inaccurate ce ni-
fication to the NRC that candidates for operator licenses had re d ea comp]ete
medical examinations; (2) failure to notify the NRC regarding a licensed operator
who had developed a potentially incapacitating medical condition; and (3) incom-
plete documentation of medical histories and qualifications data. These violations
occurred from July 29, 1987 until identification by the NRC on January 3, 1991.
The root cause of the violations appears to have been a breakdown in your program
to ensure compliance with these requirements.

The violations have safety significance in that one licensed operator had a medical
condition for an extended period which may have prevented him from safely performing
his licensed duties. That violation combined with the repeated incomplete and
incorrectly certified medical examinations of licensed operators collectively
represent a breakdown in the control of licensed activities which indicates a
potentially significant lack of attention toward licensee re,sponsibilities.
Therefore, in accordance with the " General Statement of Policy and Procedure for
NRC Enforcement Actions," (Enforcement Policy) 10 CFR Part 2, Appendix C (1990),
the violations have been classified in the aggregate as a Severity Level III
problem.

CERTIFIED MAIL
RETURN RECEIPT REQUESTED

$
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Portland General Electric -2-

The NRC staff recognizes that, subsequent 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, af ter 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 a utility conference to share lessons learned from this event
with other Region 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 thoroughly pursued, I have been autho-
rized, af ter 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-Violation and Proposed Imposition
of Civil Penalty in the amount of $50,000 for the Severity Level III problem.
This is the base value of a civil penalty for a Severity Level III problem. The,

<

} escalation and mitigation factors in the Enforcement Policy were considered as
discussed below.j

| While you had identified prior to the inspection the need for significant
revision to your medical records program, no revision nor any licensee investi-i

gation into the possible problems arising from this condition had been initiated#

i prior to the NRC inspection. Further, each one of several events that could have
j triggered an investigation by the licensee into this s m d o. approving an
J

In-House Position adopting ANSI /ANS-3.4-1983, failed to produce an effective-
evaluation of the medical records program. Therefore, escalation of the civilj

j penalty by 50% of the base amount is warranted for identification and reporting,

i However, based on your prompt, aggressive and very extensive corrective actions
j after the violations were identified, mitigation of the civil penalty by 50% of

the base amount is warranted for effective corrective actions,
;

i
j The other adjustment factors in the Policy were considered and no further
j adjustment to the base civil penalty is considered appropriate. On balance,

no adjustment of the base civil penalty has been deemed appropriate,

i You are required to respond to this letter and should follow the-instructions
specified in the enclosed Notice when preparing your response. In youri

response, you should docunent the specific actions taken and any additional'

actions you plan to prevent recurrence of the violations and to ensure complete,i

! 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.;
4

!
i
h
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Portland General Electric 3--

In accordance with 10 CFR 2.790 of the NRC's " Rules of Practice," a copy of this
10tter 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
Foperwork Reduction Act of 1980, Pub. L. No. 96-511.

S'' .ly,

M8
John B. Martin
Regional Administrator

Enclosure: Notice of Violation
and Proposed Imposition of Civil Penalty

cc w/ enclosure:
S. Bauer Regulation Branch Manager, PGE
T.D. Walt,GeneralManagerofTechnicalFunctions,PGE
W. Robinson, 61neral Manager (Trojan Nuclear Plant)
L. A. Girard, Vice President and General Counsel (Trojan Nuclear Plant),

e

$
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NOTICE OF VIOLATION
AND

PROPOSED IMPOSITION OF CIVIL PENALTY

Portland General Electric Company Docket No. 50-344
TrojanNuclearPlant 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 Actiores," 10 CFR
Part 2, Appendix C (1990) (Enforcement 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.S.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 FRC, 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 medical 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 6, 1987, December 17, 1987, 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: 4 in ANSI /ANS 3.4 - 1983 or ANS/ANS 15.4 - 1977 (N380) when, in
fact, J.,ey were not for twelve applicants.

B. 10 CFR 55.25 requires the facility licensee to notify the NIC within 30'

days if, during the term of a licensed operator's license, r.he facility
licensee learns that the operator has developed a physical or . ental
condition that causes the operator to fail to meet the requirements of
10 CFR 55.21.

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 during his 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 could also be expected to incapacitate him.

NUREG-0940 I.A-57
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Notice of Violation -2-

C. 10 CFR 55.27 requires the fecility 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 completely document
the results of each operator's or senior operator's medical history and
medical qualifications data. Specifically, numerous cata. 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 III problem (Supplement I).

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 Of rector, 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 Violation" and should include for each alleged violation: (1) admission or j
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 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.S.C. 2232, this.

j response shall be submitted under oath or affirmation.
,

Within the same time as provided for the response required above under 10 CFR;

i 2.201, the Licensee may pay the civil penalty by letter addressed to the
1; Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, with a ''

check, draf t, 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,

i 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,
in whole or in part, such answer should be clearly marked as an " Answer to 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 addition to protesting the civil penalty in whole or in part, such answer j

; may request remission or mitigation of the penalty. ;
-

.,

,

!
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'
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Notice of Violation -3-

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 :eparately
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 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 copies to the Regional
Administrator, U.S. Nuclear Regulatory Commission, Region V, and to the NRC
Resident Inspector at the Trojan Nuclear Plant.

F0D E NUCLEAR REGULATORY COMMISSION

N
John B. Martin
Regional Administrator

Dated at Walnut Creek, California
the 2.f day of February 1991

1

:

i

i
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Docket Nos. 50-361 and 50-362
License Nos. NPT-10 and NPF-15
EA 90-201

'

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

Senior Vice President Nuclear
23 Parker Street
Irvine, California 92718

Gentlemen:

SUBJECT: NOTICE OF Y!OLATION 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 18i, 1990 at the San Onofre Nuclear Generating Station, Units 2 and 3.
The results of this inspection were documented in the referenced NRC inspection
report, sent tn you on Ncember 5,1990. The inspection report addresses two
Technic.al Specifications violations, resulting from misaligned valves, which
you identified and reported to our Resident Inspector. You also reported one
event pursuant to 10 CFR 50.72 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 sumar12ed in Meeting Report Nos.
50-361/90-42 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

1 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, 1990,<

(3) poor and infonnal communication between the Technical and Operations
divisions of your staff, and (4) insufficient operator awareness of plant
conditions.

CERTIFIED Mall
RETURN kECEIPf REQUESTED
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The second violation involud inadvertent opening of the Unit 3 train B
containment emergpcy sump oetlet isolation valve (3HV-9302), apparently caused
by inadequate work control measu es. This violation was exacerbated by the
f ailure of Plant Operations per:tnnel 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 control panel, insufficient time available to operators for
routine monitoring of plant conditions appears to have centributed 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), an:1 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 detennined from previous analyses. However,
each of these violations involved undetected inoperability of important safety
equipment for an extended period of time, when available indications 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 components,
the clear operability requirements provided in your Technicel Specifications,
and the missed opportunities to identify and correct the violations. Therefore,
in eccordance with the " General Statement of Policy and Proccdure for NRC'

Enforcement Actions" (Enforcement Policy),10 CFR Part I, Appendix C (1990),
each of these violations has been categorized as Severi;y Le <1 111.

The staff recognizes that immediate corrective action was taken when each of the
violations was identified. Moreover, we found your response to these violations

i 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, I have been authorized, af ter consultation with
the Director, Office of Enforcement, and the Deputy Executive Director for
Nuclear Reactor RegulaticA, Regional Operations, and Research, to issue the
enclosed Notice of Violation and Prt',osed Imposition of Civil Penalties in the
amount of $150,000. The base valu' T a civil penalty for a Severity Level Ill
violation is $50,000. _The escalation and mitigation factors in the Enforcement
Policy were considered as discussed below.

Your staff identified and reported both t,f 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 line, of a potential problem. You also had an
opportunity to identify the containment sump isolation valve was improperly
opened if there had been adequate communications between control room personnel
and the involved worker immediately af ter its occurrence, or 'ad the available
valve position indication been checked. Therefore, on balancu, we conclude
that no mitigation for identification and reporting is appropriate.

i 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 imedi.

,

ate corrective actions, including procedure revisions, plant modifications, and,

i 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 comitted to address these areas comprehensively. Therefore,

| 50% mitigation is warranted for the corrective actions taken for each violation.
1

i 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-
j ously discussed valve misalignment, the facility staff should have been alerted

to the problem b the pump overspeed trips that occurred on October 6 and 16,4

! 1990. In the case of the containment sump isolation valve, during the 95 hours
j it was improperly in the open position 12 shift changes occurred which provided
i the licensed operators numerous opportunities to discover the problem by recog-

nizing the clear visual indication on the control panel that showed the valve'

i was in the wrong position. Notwithstanding the absence of the indicator on a
l check list, the ocerators should have recognized the indicator during their

observation of the control panels. We consider the duration of both violations
t 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 an extended period. Therefore,
escalation of the civil penalty by 100% of the base amount is warranted for,

j each violation.
!

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

no further adjustment to the base civil penalty is considered appropriate,
i_ Tnerefore, based on the above, the base civil penalty for each cited violation

has been increased by 50"..
I
-

You are required to respond to this letter and should follow th? fnstructions
i specified in the enclosed Notice when preparing your response. In your
! response, you should document the specific actions taken and any additional
l 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 NRC enforcement action is
i 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.
,

i

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

ncere y.

/

s

ff
. 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 Of VIOLATION
! AND

PROPOSED IMPOSITION Of CIVll PENAlllES

Southern California Edison Corrpany Docket Nos. 50-361 and 50 362
San Onofre Unit'2 and 3 License Nos. NPF 10 and NDf-15

EA 90 201;

15,1990
Durino an NRC inspection conducted on October 1 through Novembc-inaccordarcewiththe"deneralviola { ions of NRC requirements were identified,
Statement of Policy and Procedure for NRC Enforcement Actions" (Enforcement
Policy),10CFRPart2 Appendix C (1990), the Nuclear Regulatory Commission
proposestoimposecivIlpencitiespursuanttosection234of.theAtomicEnergy

42.U.S.C. 2282, and 10 CFR 2.205. The carticular
Actof1954,asamended(Act)Ilpenaltiesaresetfortht.elow:violations and associated civ

A. TechnicalSpecification(TS)3.7.1.2,"AuxiliaryFeedwaterSystem,"
requires that at least three independent steam generator auxiliary feed *

~

water pumps and associated flow paths shall be operable in Modes 1, 2, and
3. The Action statement for this TS requires that with one auxiliary
feedwater pump inoperable, the auxiliary feedwater purrn shall be made

,

i

operable within 72 hours or the recctor shall be placed in Hot Standby
within the next 6 hours and in Hot Shutdown in the following 6 hours.

Section 1.17 of the T$ states that "A... component or device shall be

OPERABLE...when it is capable of performing its specified function (s)iliary
and

when all necessary attendant instrumentation, controls...or other aux
equipment that are required for the... component or device to perform its
function 5 are also capable of performing their related support
functica 6 ."

Contrary to the abcVe, a steam trap on a steam line to the turbine which
drives auxiliary feedwater pump 2P 140 was isolated from 4:25 a.m. on

feedwaterpump2P-140inoperableforUnitE.1990,renderingauxiliaryAugust 31, 1990 to 2:00 p.m. on October 21
The pump was inoperable

because isolation of the trap allowed moisture to accumulate in the steam
supply line to the turbine, causing the turbine tn trip on overspeed when

Table 3.3 5 of the TS shnws a response time of 42. pump was not available.
started; therefore, the automatic function of the

7 seconds for actuation
of the pump. Also Section 10.4.9 of the FSAR states that the system
conditions.ysuppliesfeedwate"tothesteam$eneratorsduringemergencyautomaticall

The reactcr was operated in Mode during the entire period'

that the trap was isolated.

Thisitemhast'eencategorizedasaSeverityLevel111 violation(SupplementI),applicaletoUnit2

Civil Penalty - S75,000

B. Technical Specification (TS) 3.5.2, "ECCS Subsystems - T-AVG Greater Than
Or Equal to 350 Degree F ' requires in Modes 1, 2, and 3 that two indepen-

dentEmergencyCoreCoolIngSystem(ECCS)subtystemsbeoperable(HPSI) pumpwith each
subsyste:i including one operable high pressure safety injection
andoneoperablelowpressuresafetyinjection(LPhl) pump. Subsection a.

|

t
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of the Action Statement for 15 3.5.2 recuires that, with one ECC5 subsystem
inoperable, the inoperable subsystem shall te restored to operable status
within 72 hours or the Unit shall be placed in Hot Standby within ite r. ext

. 6 hours and in Hot Shutdo n in the follo ing 6 hours.

TS 3.6.2.1, "Containmert Depressurization an;: b oling System," requires
that two independent containment spray systems shall be operable ir Moces

1, fueling hater storage tank (RW5T)5 3 6 2 1
2, and 3 with each spray systera capable of takino suction from the

re on a Contai nen[ Spray Actustion
Signal. The Action statement for 1 requires that with one...

containment spray system inopercble}2 hours or the Unit shall be placed inthe incperable spray system shall be
restored to operable status within

! Hot Standby within the next 6 hours.
I T5 3.6.1.1, " Containment Integrity," requires that primary containment

integrity be maintained in Modes 1, 2 3 and 4 The Act' ion statement for
| TS 3.6.1.1 requires that without prima,ry, containment integrity,
,

containment integrity shall be restored within one hour or the Unit shall
be in at least Hot Standby within the next 6 hours and in Cold Shutdown
within the following 30 hours.

Contrary to the above, with Unit 3 operating in Mode 1 containment
emergency sump outlet valve 3HV-9302 was cpen from 10:$2 a.m. on
September 24, 1990 to 9:00 a.m. on September 28, 1990 which rendered
Train B HP51 LPSI andcontainmentsp-aysubsystemsInoperableforlack
ofnetposit!vesus,.tionheadandresultedincontainmentintegritynot
being maintainec by the creation of a flow path cut of containment through
tha refueling water sto age tank.

This item has bten categorized as a Severity Level 111 violation
(Supplement I), applicable to Unit 3

Civil Penalty - $75,000.

Pursuant to the provisions of 10 CFR 2.201, Southern California Edison Company
is hereby required to submit a wtitten statement or explanation to the Director,

Office of Enforcement,This reply should Le clearly marked as a " Reply to aU.S. Nucl;ar Regulatory Commission, within 30 days of thedate of this notice.
Notice of Violation" and should include for each violation (1) admission or
denial of the 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 which will be taken 10 avoid further
violatiuns,and(5)thedatewhenfullcompliancewillbeachieved. 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 aJthority of Section 182 of the Act
this response shall be submitted under oath or af firmation. , 42 U.S.C. 2232,
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| Within the same time as provided for the response required o! ave under 10 CFR
2.201, the licensee may pay the civil penalties by letter addressed to the
Director, Office of Enforcement, U.5, Nuclear Regulatory Commission with a
check, rdraf t orgnoney order payable to the Treasurer of the United $tates in
the cumulative amount of the civil penalties or may protest imposition of the '

civfl penalties in whole or in part by a written answer addressed to the'

U.S. Nuclear Regulatory Commission. Should
Director, Office of Enforcement,in the time specified, lect to file an answerthe licensee fail to answer with an order imposing the
civil penalties will t,e issued. Should the licensee e ;

in accordance with 10 CFR 2.205 protesting the civil penalties, in whole or in
nart, such answer should be clearly marked as an " Answer to a Notice of
hiolation"andmay: (1) deny the violations listed in this Notice in whole or
in part, (2) demonstrate extenuating circumstances, (3) show error in this
Notice, (4) show other reasons why the penalties should not be imposed. ]n
addition to protesting the civil penalties, such answer may request remission
or mitigation of the penalties.

In requesting mitigation of the proposed penalties, the factors addressed in4

Appendix C, should be addressed. Any writtenSection V.B of 10 Cf R Part 2,CFR 2.205 should be set forth separately f rom theanswer in accordance with 10
statement or exp anation in reply pursuant to 10 CFR 2.201 but may incorporate

) partsofthe10CFR2.101replybysoecificreference(e.g.,citingpageand
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.

which has been subsequently determined
Upon failure to pay the penalties due,isions of 10 CFR 2.205, this matter mayin acco: dance with the applicable provi

be referred to the Attorney General and the penalties, unless ccmpromised,*

234t of the Act, 42 U.$.may be colle,cted by civil action pursuant to Sectionter.itted, or mitigated
C. 2282c.

The responses to the Director OfficeofEnforcement,notedabove(Replytoai

NoticeofViolation)letterwithpaymentofcivilpenaltiesDirector,OffIceofEnforcement,and answer to a
Notice of Violation should be addressed to:
U.S. Nuclear Regulatory Commission, ATTN: Document Control Desk, Washington,
DC 20555. with a ccpy to the Regional Administrator, Region V and a copy to

ar Generating Station.the NRC Resident Inspector, San Onofre '

FOR THE F CLEAR REGULATORY COMMISSION

/ /$4f
. Martin

Regional Administrator

'

Dated i Walnut Creek, California;

this day of January 1991

,

|
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Docket Nos. 50 327 and 50 328
License Nos. OPR-77 and DPR 79
EA 90 200

Tennessee Valley Authority
ATTN: Mr. Oliver D. Kingsley, Jr.

Senior Vice President
Nuclear Power

6N 38A Lookout Place
1101 Market Street
Chattanooga, TN 37402-2801

Dear Mr. Kingsley:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION Of CIVIL PENALTY -
$30,000 (hRC INSPECTION REPORT N05. 50 327/90 34 AND 50 328/90-34)

This refers to the Nuclear Regulatory Commission (NRC) inspection conducted by
P. Hamon on October 6 - November 5,1990, 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 90-729, Overtime, which detailed the monitoring of compliance with plant
overtime requirements during the current SNF Unit 2 Cycle 4 refueling cutage.
That report concluded that overtime requirements were ' eing violated and thato
management control of overtime was inadequate. The NRC report documenting this
inspection was sent to you by letter dated November 16, 1990. As a result of
this inspection which included a review of various licensee records documenting
hours worked, a potential failure to comply with NRC regulatory requirements wac
identified. An Enforcement Conference was held on Nonmber 27, 1990, in the
Region !! office to discuss the potential violation, its 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 h.,ec Notice of Violation and Proposed
Imposition of Civil Penalty (Notice) involved 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 of4

Violation 50-327, 328/90-22-01...and compliance with the NRC overtime limits at
the Sequoyah Nuclear Plant." The rs. port found that the implementation of Site
Standard Practice (SSP) 32.53, Administration of Overtime, was inadequate and
that increased management attention was required to ensure compliance with NRC
mandated overtime limits. NRC Inspection Report Nos. 50-327/90-22 and
50-328/90 22, dated July 26, 1990, contained a Severity level IV violation for
exceeding overtime limits imposed by plant administrative procedures and cau-
tioned that the violation was similar to a violation issued on March 14
1988. The July 26, 1990, NRC Inspection 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 raise concerns relative to your management
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process to implement effective corrective actions. There is also concern
relative to the ef fectiveness of administrative ccntrols and nanagement oversight
of overtirse requirements which f ailed to prevent this violation. The mandating
of requirtDents to control overtir'e, particularly in saf ety related work,
reflects a legitimate regulatory and industry concern that excessive and
uncontrolled overtime could lead to safety-related, human factor failures,
in accordante with the "Ger,eral $tatement_of Policy and Procedure for NRC
Enforcement Actions," (Enforcement Policy) 10 CFR Part 2. Appendix C (1990),
this violation has been categorized at Severity Level IV.

To cmphasize the irnportance of management controls and ensuring the iniplemen-
tation of ef fective corrective action, I have been authorized, af ter consulta-
tion with the Director, Office of Enfercement, and the Deputy Executive
Director for Nuclear Reactor Regulatlon, Regional Operations and Research, to
issue the enclosed hotice of Violation and Proposed imposition of Civil Penalty
in the amount of $30,000 for the Severity Level IV violation. Normally, civil
penalties are not proposed for Severity Level IV violations. However, the
Enforcement Policy states that civil penalties may be imposed for Severity
Level IV violations that are similar to previous violations for which the
licensee did not take effective corrective action, as is true of the present

Case.

The base value of a civil penalty for a Severity Level IV violation is $15,000.
; The escalation and mitigation factors in the Enforcement Policy were considered.

Mitigation of 50 percent was warranted for your QA staf f's follow-up activities
and subsequent identification and appropriate characterization of the problem.
Mitigation of 50 percent was appropriate for corrective action to prevent
recurrence based on ections by senior management to address the problem ard the
subsequent focusing of a high level of attention to get this issue under
control. Consideration was also given to your development of a long-term
Integrated Corrective Action Plan to addrest, the administrative control and use
of overtime, particularly in view of the set.ior management oversight that will
be placed on ensuring the plan is fully irplemented. Escalation of 100 percent
was appropriate for past performar,ce in the area of concern because of the
recurring nature of the overtime problems over a considerable period of time
and the fact that previous corrective action plans that TVA submitted to the
NRC staff failec to adequately address the problem. Additional escalation of
100 percent was eppropriate for multiple occurrences in this case which involved
numerous significant exemples of inadequate control of overtime. The findings
cited here are those identified by NRC after your QA organization raised the issue
and do not include those identified by your organization. The other adjustment
f actors in the Policy were considered, end no further adjustment to the base civil
penalty is considered appropriate. On balance, the base civil penalty has been
escalated by 100 percent. It should be noted that while in this case 50 percent
mitigation has been deemed appropriate for your extensive corrective actions,
your proposed corrective actions for past violations were also thought to be
extensive but were never adequately implemented. We expect that TVA now under-
stands what needs to be done and will do it. Therefore, recurrence of violations
in this area would likely result in stronger enforcement actions without mitigation
for proposed corrective actions.

I
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Tennessee Valley Authority -3-

i

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. 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 is4

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 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, plesse contact us.

Sincerely.

A $. b
. hewartD.Ebneter

,Legional Administrator
hEnclosure:

Notice of Violation and Proposed
Imposition of Civil Fenalty

cc w/ encl:
M. Runyon, Chairman

,

Tennessee Valley Authority
ET 12A 7A,

400 West Sumit Hill Drive
Knoxville, TN 37902,

i

J. B. Waters, Director'

Tennessee Valley Authority
ET 12A 9A

' 400 West Summit Hill Drive
Knoxville, TN 37902

,

;

W. F. Willis
Chief Operating Officer
ET 12B 16B
400 West Summit Hill Drive
Knoxville, TN 37902

cc w/enci cont'd: (seepage 4)
,

!

!
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cc w/enci cont'd:
D. Nunn, Vice President
Nuclear Engineering
Tennessee Valley Authority
6N JBA Lookout Plaw
1101 Market Street
Chattanooga, TN 37402-2001

Dr. M. O. Medford
Vice President, Nuclear Assurance,

Licensing and fuels
Tennessee Valley Authority
CN 38A Lookout Place
Chattanooga, TN 37402-2801

County Judge
Hamilton County Courthouse .

'

Chattanooga, TN 37402

C. A. Vondra, Plant Manager ,

ISequoyah Nuclear Plant
Tennessee Valley Authority
P. O. Box 2000
Soddy Daisy, TN 37379 )

E. G. Wallace, Manager
Nuclear Licensing and

Regulatory Affairs
Tennessee Valley Authority

-

bH 157S Lookout Place
Chattanooga. TN 37400-2601

M. Cooper
Site Licensing Manager,

Sequoyah Nuclear Plant
,

P. O. Box 2000,

1 Soddy-Daisy. TN 37379
1

| TVA Representative
! Rockville Office

11921 Rockville Pike
Suite 402
Pnckville, MD 208524

General Counsel
' Tennessee Valley Authority

400 West Summit Hill Drive4

'

ET llB 33H
Knoxville, TN 37902

cc w/enci cont'd: (see page 5)

s

|
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cc w/ encl cont'd:
Michael H. Mobley, Director
Division of Radiological Health
T.E.R.R.A. Building, 6th Floor
150 -9th Avenue North
Nashville, TN 37247-3201

Jostph Bynum. Acting Site Director
Sequoyah Nuclear Plant
Tennessee Valley Authority
P. O. Box 2000
Soddy-Daisy. TN 37379

State of Tennessee

_ _
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NOTICE OF VIOLATION

AND

PROPOSED IMPOSITION OF CIVIL PENALTY
l

Tennessee Valley Author ty Docket Nos. 50 327, 50-328'

Sequoyah Nuclear Plant License Nos. OPR-77, DPR 79"

Units 1 and 2 EA 90-200

1

During an NRC inspection conducted on October 6 - November 5, 1990, violations
of NRC requirements were identified. In accordance with the " General Statement i.

j of Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendix C
'

(1990), the Nuclear Regulatory Commission proposes to impose a civil penalty-

j 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 violation and associated'

civil penalty is set forth below:
1

| 10 CFR Part 50, Appendix B, Criterion V, requires in part that activities
! affecting quality shall be prescribed by procedures and accomplished in
i accordance with those procedures. Control of overtime for individuals

perfoming safety-related tasks is an activity affecting quality. Site
Standard Practice (SSP) 3?.53, Administration of Overtime, is the procedure
that implements the controls of overtime for individuals performing safety-"

related tasks.

SSP 32.53, Section 2.1.3, states that an employee pcrforming safety-related
,

work may work no more than 16 hours in any 24-hour period, 24 hours in any
48-hcur period, or 72-hours in any 7-day period without the required 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 personnel affected by these controls include Senior Reactor Operators,;

' Reactor Operators. Assistant Unit Operators Health Physicists, Health
Physics Technicians and kay maintenance personnel (defined therein).

:

Contrary to the above, twenty-two operations department personnel perform.
~

,

ing safety-related work on Units 1 and 2 end covered by Section 2.1.3 of'

i SSP 32.53 worked more than 72 hours during the week of October B 14,1990.
! For 21 employees, the approv61s were signed without the required documenta-

tion, such as justification for exceeding overtime guidelines, on the'

: Ove: time Limitation Exception Report (Appendix A to SSP 32.53), and for

]
one individual no documentation or approval was obtained.

| This is a Severity Level lY violation (Supplement 1).
j Civil Penalty - $30,C00

.
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.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 Violation" snd
,

should include for each alleged violation: (1) admission or denial of the
2

:

:

i

4

,
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Notice of Violation -2-

alleged violation (2) the reasons for the violation if admitted, and if denied,
achieved,(4)y,f3)thecorrectivestepsthathavebeentakenandtheresultsthe reasons wh

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 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 reycked 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.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 propcsed above, or the
cumulative 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, by a written answer addressed to the Director, Office of Enforcement,
i 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 protestinga

the civil penalty, in whole or in part, such answer should be clearly marked as
an "Antwer to a Notice of Violation" and rwy: (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 or mitigation of the penalty.

In requesting mitigation of the proposed penalt
Section V.B of 10 CFR Part 2. Appendix C (1990)y, the factors addressed in, 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 ticensee
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 par.alty due which subsequently has been deter-
mined in accordance with the applicat,le provisions of 10 CFR 2.205, this matter
may be referred tc the Attorney General, end the penalty, unless compromised,
remitted, er 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 Notice of Violation) should be addressed to:
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Notice of Violation -3-
|

Director, Offica of Enforcement, U.S. Nuclear Regulatory Commission, ATTN: I
Document Control Desk, Washington, D.C. 20555 with a copy to the Regional |
Administrator, U.S. Nuclear Regulatory Commission, Region !!, and if applicable. '

a copy to the NRC Resident inspector at the Sequoyah Nuclear Plant. i

FOR THE NUCLEAR REGULATORY COMMISSION i

) I
.

tewart D. bneter
i<egional Administrator

Dated at Atlanta, Georgia
this 18M.iay of December,1990

\
,

i
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Dockct hos. 50 280 and 50-281
License Nos. CFR-32 and DPR-37 EA 90-215

Virginia Electric and Power Company
ATTN: Mr. W. L. Stewart

Senior Vice President - Nuclear
5000 Dominion Boulevard
Glen Allen, Virginia 23060

1

Gentlemen:

SUBJECT: h0TICE OF VIOLATION AND PROPOSED IMPOSITION Of CIVIL
FENALTY - $EO,000 (NRC INSFECTION REPORT N05. 50-280/90-36
AND 50-281/90-36)

This refers to the Nuclear Regulatory Comission (KRC) inspection conductcd by
W. E. Holland en October 28 - December 15, 1990, at the Surry Power Station
(Surry). The inspection included a review of activities associated with the
recent flow testing of the Unit I recirculation spray heat exchangers (RSHX)
that revealed service water (SW) flow rates through the RSHXs were lower than
the design flow rates because of macroscopic biological fouling (macrofouling)
of the RSHXs. A licensee event report was submitted as required by 10 CFR
50.73. The report documenting this inspection was sent to you by letter dated
December 21, 1990. As a result of this inspection, a significant failure to
comply with NRC regulatory requirements was identified. An Enforcement
Ccnference was held on January 8,1991, in the Region 11 office to discuss the
violation, its cause, and your corrective aLtions to preclude recurrer.ce. The
letter summarizing this conference was sent to you by letter dated January 15,
1991.

The violatton ce;cribed in the enclosed Notice of Violation and Proposed
Impositioa of Civil Penalty (Notice) was idEntif tee as a result of a special
test cf SW flow to the Unit 1 "B" snd "C" P.SHXs conducted during the period
October 14-23, 1990. Evaluction of the test results indicated that adequate
SW flow may not have been available to maintain RSHXs operable as required by
Technical Specifications. On October 23, 1990, with Unit 1 in refueling shut-
down and 'Jnit 2 at 100 percent pcwer, the Unit I ar.d 2 RSHXs were declared
inoperable and Unit 2 was brcught to cold shutdown. The recuted SW flow to
the RSHXs was caused by macrofouling in the form of 1) Small pieces of coating
which detached from the interior of the SW supply piping and 2) marine growth
dislodged from SW supply piping when flow was initiated during the testing.

The Recirculation Spray system, in conjunction with the Containment Spray
system, is designed to cool and depressurize the containment to subatmospheric
pressure within 60 minutes following a design basis accident (DBA), and to
maintain the subatmospheric pressure for 30 days. This violation is safety
significant because the reduced SW flow to the RSHXs could delay or prevent
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fEB 1013Virginia Electric and Power Co. 2

the depressurization of containment to a subatmospheric condition which c0uld
result in increased containment leakage and rediuactivity release during a
DBA. The HEC is especially concerned in this case because (1) you failed to
ensure that a system important to safety could perform its intended safety
function and (2) you failed to take into account information that could impact
the saf e nperation of ycur f acility. First, instead of developing a tett
program to ersure RSHX operability, you chose to rely on RSHX design
calculations and your understanding of the potential inpact on SW flows at
brry due to macrofouling, Specifically, your estimation of macrofouling only
considered the impact of debris being transportec through the SW system and
did not consider 15e additional impact of debris being dislodged from the SW
piping and flushed through to the RSHXs. The NRC recognizes that even if you
had performed preoperational testing af ter replacing the RSHXS during the

i

j 1958 89 outage, it may not have identified the macrofouling problem to the
extent that it existed in October 1990 due to the excessive hydroid growth.
However, preoperational testing would have established data baselining HX
performance and may have identified not only SW flow problems as a result of
macrofouling blockage of the RSHXs, but that the macrofouling was due to
fculing dislodgement in addition to transported debris. The identification of
macrofouling during this testing may have also prompted you to establish
future periodic monitoring activities, such as the performance of SW system
inspections during outage periods occurring during fuel cycles. Second, the
NRC believes that problems associated with service water cooling systems and
the effect of those problems on safety-related equipment have been known to
the industry for a number of years. The NRC has raised this concern on
several occasions through Bulletins and information 13tices, anu most recently
with Generic Letter 89-13. More specifically, excessive fouling was
identified as a concern in the inspection report for the 1988 Safety System
functional Inspection (SSFI) on the SW system at Surry, Not only did the SSFI
question the heat transfer capability of safety-related coolers in the SW
system, it also identified that debris accumulated in front of the SW/RSHX

i isolation valvcs "would be flushed into the R$hXS when flow through the line
is established." Licensees are ultimately resptnsible for ensuring, by
whatever mcens, that equipment important to safety be maintained operable, 6nd
that ir-formation that may etf ect the operability of that equipment be acpro-
prietely considered. Therefere, in ateerdsoce with the " General Statement of

! Policy and Procedure for NRC Enforcement Actions," (Enforcement Polity) l') CFR
;

| Port 2, Appendix C (1990), this violation nas been cetegorized at 3everity
| Le"el 111.

The staf f recognizes that immediate corrective action was taken whcn the
violation was identified which includeo placing Unit 2 in cold shutdown
following the completion of the evaluation of test results for Unit 1 RSHXs,1

To emphasize the importance of ensuring operability of equipment important to
safety, I have been authorized, after consultation with the Director. Office
of E"forcement, and the Deputy Executive Director for Nuclear Reactor
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Virginia Electric ar.d Power Co. 3 FEB 12 ml

Regu'ation, 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 Severity Letel !!! violation. The base value of a civil penalty for a
Severity Level !!! violation is $50,000. The escalation and mitigation
factors in the Enforcement Policy were considered.

i Although the NRL-recognizes that you identified and reported the tracro-
fouling's impact on RSHX operability as a result of performing SW flow tests,
the NRC nctes that (1) this testing was performed at the urging of HRC
canagement and was not intended as part of your Generic Letter (GL) 89-13
program and (2) inspection alone, as you had planned, would not have
identified the inoperability of the RSHXs. Therefore, neither mitigation nor
escalation of the base civil penalty is appropriate for the identification and
reporting factor. Mitigation of the base civil penalty by 50% is appropriate
based on your prompt and extensive corrective action, including placing Unit 2
in cold shutdown, the inspection and cleaning of the SW systems for both units
prior to restart, and the irnpending development of long term solutions for the
macrofouling issue at Surry. A.Ithough Surry received a SALP 3 for the last
two SALP rating periods for maintenance and surveillance, improvement has been
noted in the current SALP assessrrent period. Therefore, neither escalation or
mitigation of the base civil penalty is deemed appropriate for your past
performance. While 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 a macrofouling problem et Surry as identified in the inspection
report for the 1988 SSF1 on the SW system. The inspection report, as

,

previously referenced, also indicatea that debris would be flushed into the
RSHXs when flow was established in the SW line. This information coupled with
ycur knowledge of the extensiveness of the hydroid growth problem as evidenced
by your maintenance activities on the CCW Hxs and condenser water boxes,
warrants 50% escalation of the base civil penalty for prior notice. The other
adjustment factors in the Policy were censidered and no further adjustment to

'the base civil penalty is considereo appropriate. Therefore, on balance, the
bace civil pencity is proposed.

You are required to respond to this letter and should follo.t the instructions
specified in the enclosed Notite when preparing your resocnse. In your
response, you should document the specific actions taken and cny additional
a:tions you plan to prevent recurrence. Af ter reviewing your response to this
Notice, including your proposed corrective actions and tne results of future
inspections, the NRC will determine whether further NRC enf orcemer,t action is
necessary to ensure compliance with NkC regulatory requirements.

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.

,
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Virginia Electric and Power Co. 4 FEB 121991

The responses directed by this letter and the enclosed Notice 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. No. 96.$11.

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

5incere1y,

/>tewartD.Ebnetr.i% L. Ylds L
Q.egional Administrator

Enclosure:
Notice of Violation and

Proposed Imposition of
Civil Penalty

ec w/ encl: (See Next Page)

.1

f

:

!
I

i

:
!
i

!

i

i

i

'
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Virginia [1Gtric and Power Co. 5 FEB 1 2 1991

cc w/ enc 1: E. W. Harrell
Vice Prelident - Nuclear Operations
virignia Electric & Power Company
500 pc.uinton Boulevard
Glen Allen, VA 23060

J. P. O'Hanlon
Vice President - Nuclear Services -

Virginia Electric & Power Company 6
500 Dominion Boulevard
Glen Allen, VA 23060

M. R. Kansler
Station Manager
Surry Power .,tation
P.O. Box 315
Surry, VA 23863

M. L. Bowling, Manager Nuclear ' Licensing
Virginia Electric & Power Co.
5000 Dominion Boulevard
Glen Allen. VA 23000

Sherlock Holmes /
Chairman Doard of Supervisors

of Surry County
Surry County Courthouse
Surry, VA 236B3

W. T. Lough
Virginia Corporation Comission Division

of Energy Regulation
P.O. Box 1197 Richmond, VA 23209

Michael W. Haupin
Hunton and Willian.s
P. O. Box 1535
Richmond, VA 23212

C. M. G. Buttery, M.D., M.P.H.
Department of dealth
109 Governor Street
Richmond, VA 23219

Attorney General
Supreme Court Building
101 North Bth Street
Richmond VA 23219

Commonwealth of Virginia
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j NOTICE OF VIOLATION
AND4

| PROP 0$t0 1MPOS! TION OF CIVIL PINALTY

!
:

Virginia Electric and Power Company Docket Hos. 50 200 and 50 281
i Surry Fower Station License Nos. OPR.32 and OPR.3"

Units 1 and 2 EA 90 215i

<

During an NRC inspection conducted on October 28 December 16, 1990, a
violation of NRC requirements was identified. In accordance with the " General,

j Statement of Policy and Procedure for NRC Enforcement Actions " 10 CFR Part 2
j Appendix C (1990), 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.S.C. 2282,.and 10 CFR 2.205. The particular violation and
associated civil penalty are set forth below:

Technical Specification 3.4.A.2 requires that four Recirculation Spray,

| Subsyst(ms including coolers (heat exchangers) shall be operable whenever
i 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 i.imiting
: Condition for Operation cannot be satisfied because of circumstances in
! excess of those addressed in the specification, the unit shall 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, prior to October 6,1990 for Unit I and October
23, 1990 for Unit 2, all of the Unit I and 2 Recirculation Spray Heat

.
Exchangers (eight total) were inoperable for a-period greater than 6

| hours without the units being placed in hot shutdown.
.

This is a Severity Level !!! violation ($upplement 1). Civil Penalty - 550,000

Pursuant to the provisions of 10 CFR 2.201, Virginia Electric and Power
| Company (Licensee) is breby required to submit a written statement or
| explanation to the Dirt.t.r.or, Office of Enforcement U.S. Nucl6er Regulatory
i Commistion, within 30 days of the date of this Notice of Violation and .

( Proposed 'mposition of Civil Penalty (Notice). This reply should be clearly
| marked as a ' Reply to a Notice of Violetion" and should include for each
j alleged violati>;a: (1) admission or denial of the alleged violationi (2) the
j reasons for the violation if admitted, ano if denied, the reasons why, (3) the
F

|

I

I

!
i

;

!

; '
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!ctice pf (1olatich 2
.

ccrrecti,e steps that have tten taken and tre results achieved, (4) the
corrective sitps that will te taken to avoid further violaticns, and (5) the
cate when full co~pliance will te echiesed. If an acccuate reply is not
receiuc *tthin the tire s;ecified in this hotice, an order mcy te isud to
show cau;e wty the lictnse shavid not be modified, sus; ended, or ruebed or
ohy such citer a: tion as rSy te Trcrer shculd not t-e taken. Ctrsiuratic.1 r3/-
te gi er, to u tending the resr * , for good cause sh; n. Under the
authority of Section IE2 of tr e U.S.C. 2232, this restense sh311 be,

sutritted under cath or af e-

Within tN sace tire as :- e respense required at0ve under 10 CFR
i 2.201, the L icensee r ay - enalty by letter addressed to the
'

Dire: tor, Office of inf: uclear Regulatory Comission, with a
ctech , cr3f t , m ; rct < , c transfer payable to the Treasurer of

; tr e m iec I te ta + the ar.. civil penalty proposed above, or the
; cv ' . ,e e N nt of the civi' :1e5 if f*cre than one civil renalty is
{ prc;: sed, or tray protest imposi'.)cn of the civil penalty in whole er in part,
! t y a nritten answer addressed to the Director, Of fice of Enforcerrent, U.S.
| % clear r gulatory Comission. Should the Licensee fail to answer within thee

'

time srecified, an order impcsing the civil f(nelty will te issued. $hould
the Liccnsee elect to file en ans er in accordance with 10 CFR 2.205,

rrotesting the civil renalty, in e ole or in part, such answer should be
clearl., rarked as an " Answer to a hotice of Violaticn" and ray: (1) deny the
violation listed in this hotice in whole cr in part, (2) demonstrate
extenuating circumstarices, (3) show error in this hotice, or (4) show other
recscns why the penalty should not t>e irrposed, in ecditicn to protesting the
civil peralty in whole cr in part, such enswer ray request remissien or
nitigaticn of the penalty.

In recuestirg ritigation of the proposed penalty, the f actors oddressed in
Section i.B of 10 CFR Part 2, Aprendix C (1990), should be addrest,ed. Any
written answer in accordance with 10 CFR 2.20s should te set forth separately
f rom the statement or explanation in reply pursuant to 10 CFR 2.2C1, but inay
inccrrorate parts of the 10 CFR 2.201 reply by specific reference (e.g.,

-

| citing page and paragraph nunters) to avoid repetition. The atttntion of the
Licensee is directed t; the other provisions of 10 CFP 2.205, regart: g thei

j Orocedure for ireposing a civil penalty. -

i

i i!ren f ailure tc ray any civil penalty due which suosecuently has been
! cetermined in accordance with the dpplicabic prov sions of 10 CrR 2.205. this -

i

I ratte raj te referred to the AttorceY Oenerdl, and the penelty, un!ess -

3' cempromised, remitted, or ritigated, may be coiler.ted by civil action pursuant -

to Section 234c cf tne Act. 42 U.S.C. 22E2c. ~
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Notice of Violation 3

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 Comission, ATIN:
Do.:ument Control Desk, Washington, D.C. 20555 with a copy to the Regional
Administrator, U.S. Nuclear Regulatory Comission, Region ll, and a copy to
the NPC Resident Irispector at the facility which is the sun ect of this

,

Notice.

FOR THE NUCLEAR REGULATORY C0!9115510N

pp f . ? ::_b
tewart D. Ebneter

Regional Administrator

Dated at Atlanta, Georgia
t hi s /2 |,'i day of February 1991

,

.i

5
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* ** * % UNITf D sTATL A

3% NUCLEAR REGULATORY COMMISSION

REQioN IV
.

:

0 til RYAN PLAIA oRivt. sulT$ 1000
ARLINGTON. TEXA8 4011

5 ,,,,,
FEB 281991

.

Docket No. 50-482
License No. NPF-42
EA 91-003

Wolf Creek Nuclear Operating Corporation
ATTN Bart D. Withers, President and

Chief Executive Officer
Post Office Box 411,

Burlington, Kansas 66839 :

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - $25,000
(NRC INSPECT 10H REPORT NO. 50-482/90-39)

This is in reference to the December 23, 1990 - 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 (WCHOC) representatives attended on
January 30,1991, in NRC's office in Arlington, Texas. The results of the
inspection were documented in a 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, 1990, conclusion that both of the nuclear plant's safety
injection pumps may have been prevented from performing their intended safety
function, if called upon, due to the freering of water in the pumps' common
recirculation line. This condition, which existed for at least 12 hours prior
to its 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. WCPCC's analyses of the safety implications of this event indicate
that adequate coolant inventory and core cooling could have been maintained by

*

other emergency core cooling components.

However, there are significant aspects of this eventt (1)thesafetyinjection
pumps, which are relied upon in many accident scenarios, clearly would have
been disabled and been unavailable if needed under certain circumstances; and
(2) WCNOC's pregram to establish and maintain a systen to prevent freezing of'

,

this recirculation line broke down in several ways, resulting in missed
opportunities to prevent this condition.

NRC's inspection found that both administrative and physical 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 comunications between elements of the plant staff.

CERTIFIED MAIL
RETURN RTEITPT REQUESTED

NUREG-0940 I.A-83

_ - . . . _ . _ _ _ . . . _ _ _. _.., _ _ a ... ~ -. _ _ _~____u. ._ __ _



__ -___ - _

Volf Creek Nuclear Operating Corporation -2-

HEC concludes that for at least 12 hours on December 23, 1990, the safety
injectinn pumps were effectively inoperable, in that under certain, albeit
limited, circumstances, the pumps would not have performed their intended,

'

function. This condition, which existed while the plant was operating at power,
violated Technicel Specification (TS) 3.5.2. in conjunction with TS 3.0.3.
TS 3.5.2 requires two operable independent emergency core cooling system (ECCS)
subsystems curing plant operations, each consisting in part of one operable
safety injection pump. TS 3.0.3 requires that the unit be placed in at least
hot standby within 6 hours of the time a limiting Condition for Operation

i cannot be met (in this case, the tire when both SI pumps became inoperable).
Therefore, in accordance with the '' General Statement of Policy and procedure

| for NRC Enforcement Actions," (Enforcement Policy) 10 CFR Part 2, Appendix C
| (1990), the viol 6 tion has been classified at Severity Level 111.

I NFC's inspection found that WCNOC took prompt and effective action upon the
discovery of this condition to ensure the safety of the plant and restore the
purcps to a fully operable ccndition. These actions included placing the pump
controls in pull-to-lock, declaring the pumps inoperable, promptly traking the
required notification to NRC, assigning an operator to start the pumps in the
event that plant conditions warranted such, reducing plant power in accordance ~

with the plant's Technical Specifications and eliminating the ice blockage from
the retirculation line such that the pumps were Quickly restored to an operable
condition. NRC also recognizes that WCNOC has taken steps to enhance the freeze
protection system to prevent a recurrence of this event and is considering
additional measures to resolve the weaknesses revealed by this event.

To emphasize the importance of the necessary design, administrative, and
procedural controls to ensure the operability of safety systems, I have been
authorized, after consultation with the Director, Office of Enforcement, and the
Deputy Executive Director for Nuclear Reactor Regulation, Regional Operations
and Fesearch, to issue the enclosed Notice of Violation and proposed Imposition
of Civil Fenalty (Notice) in the amount of $25,000 for this Severity level 111
violation. The base value of a civil penalty for a Severity Level III violation

; is $50,000. The escalatior, and mitigation f actors in the Enforcement policy
were considered as discussed below.

| A 25-perccnt reductica was made to the ba3e civil penalty because WCNOC pecmptly
!

0
taade the required report to NRC. Full mitigation under the idertification ard
reporting factor (50 percent) w6s not madc because this condition revealed itself

E when cif orts to odd weter to the piant's Refbeling ',Jater Storago Tank were
I unsuccessful. Another H percent reduction was made because, as discussed

earlier, WCNOC's short term corrective actions were conmendable and because
UC'<0C hes taler. steps to enhance the freeze protection system and prevent a
recurrence of this event. Full mitigation under this factor (50 percent) was
not made because WCN0C did not utilize the opportunity provided ty this event
to review other alarm response procedures to ensure that they do not have proce-
dural inadequacies such as in this case, where following the procedure, in
response to the annunciator, did not identify the actual deficiency. No adjust-
ment to the penalty was made on the basis of the past performance factor after
considering WCNOC's past regulatory performance in plant operations and related
functional areas, as indicated by Systematic Assessment of Licensee Performance
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(SALP) ratings. None of the remaining factors in Section V.B.-of the Enforcement
Policy were considered applicable. 1herefore, the base penalty in this case has
been reduced by a total of 50 percent.

FCNOC is required to respond to this letter and should follow the instructions
specified in the enclosed 140tice when preparing its response. In its response,
WCNOC should document the specific actions taken and any additional actions
planned to prevent recurrence. Your response should include betion taken or
to be taken to address the underlying weaknesses that resulted in the initial
inoperability of a safety system, .and the f ailure to promptly detect the loss
of freeze protection, in addition, during the enforcement conference you indi-
cated that you were considering several design enhancements. Your response
should address your plan and schedule for implementing such enhancements, as
well as the associated weaknesses in procedures, preventive maintenance and
com.unications. After reviewing WCNOC's response to this Notice, including the
proposed corrective actions, and the results of future inspections, the liRC
will determine whether further HRC enforcement action is recessary 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 hotice are not subject
to the clearance procedures of the Office of Management and Budget as required
by the Pape work Reduction Act of 1980. Pub. L. No. 96-511.

Sincerely,

f $
Robert D. Martin
Regional Administrator

Enclosure:
Notice of Violation and Proposed

Impositien of Civil Penalty

| cc:
Wolf Creek Nuclear Operating Corp.
ATTN: Gary Boyer, Plant fianager
0.0. Box 411
Burlington, Kansu 66839

Shaw, Pittman, Potts & Trowbridge
ATTH: Jay Silberg, Esq.
1800 M Street, NW
Washington, D.C. 20036

Public Service Comission
ATTN: Chris R. Rogers, P.E.

Manager, Electric Department
P.O. Box 360
Jefferson City, Missouri 65102
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U.S. Nuclear Regulatory Commission
ATTH: Regional Administrator, Region !!!
799 Roosevelt Road
Glen Ellyn,1111nois 60137

Wolf Creek fluclear Operating Corp.
ATTN: Otto Maynard, Manager

Regulatory Services
P.O. Box 411
Burlington, Kansas 66839

Kansas Corporation Cor. mission
ATTN: Robert Elliot Chief Engineer

UtilitiesDivIston
4th floor - State Office Building
Topeka, ransas 66612-1571

Office of the Governor
State of Kansas
Topeka, Kansas 66612

Attorney General
1st floor - The Statehouse
Topeka, Kansas 66612

<

,

Chairman, Coffey County Commission
Coffey County Courthouse

<

Burlington, Kansas 66839

Kat;sas Department of Health
and Environment

Bureau of Air Quality & Radiation
Control

ATTN: Gerald Allen, Public
, Health Physicist
! Division of Environment

forbes field Building 321,

; Topeka, ransas 66620
!

!
i

|

.

6

|
~

!
;
,

i
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NOTICE OF V10LAT10N
AND

1PJ051T10N OF CIVIL PENALTY

Wolf Creek Nuclear Operating Corporation Docket No. STN $0-482 :

Wolf Creek Gtnerating Station License No. NPT-42 ,

EA 91 003 |

During an NRC inspection conducted on December 23, 1990, through January"7, 1991,
a violation of NRC requirments was identified. In accyrdance with the General
Statement of Policy and Procedure for NRC Enforcement Actions.* 10 CfR Part 2
Appendix C (1990), the Nuclear Regulatory Comission proposes to impose a civil
penalty pursuant to Secticn 234 of the Atomic Energy Act of 1954, as amended
( Act), 42 U.S.C. 2282 and 10 CFR 2.206. The particular violation and associated
civilpenaltyissetYorthbelow:

;

Wolf Creek Generating Station Technical Specificaticn (TS) 3.6.2 requires
that two independent emergency core cooling system (ECCS) subsystems be
operable in Modes 1, 2, and 3 with each subsystem comprised, in part, of
one operable safety injection ($1) pump.

TS 3.0.3 requires that when a Limiting condition for Operation is not met,
that action be initiated within I hour to place the unit in at least hot
standby within 6 hours, at least hot shutdown within the following 6 hours,
and at lea n cold shutdown within the subsequent 24 hours.

Contrary to the above, on December 23, 1990, between at least 12:07 a.m.
and 12:30 p.m., the reactor was operated in Mode 1 with both 51 pumps
incperable. Both $1 pumps were rendered inoperable because they could not
have performed their intended function for a limited range of loss of
coolant accidents. This resulted when the comon recirculation line
between the $1 pumps and the refueling water storage tank became blocked
with ice after the freeze protection system faileo. With both $1 pumps
itioperable during this period, the licensee failed to place the unit in
at least hot standby within 6 hours.

This is a Severity Level 111 violation (Supplement 1).
Civil Penalty - $25,000

Furtuant to the provisions of 10 CFk 2.201, Wolf Creek Nuclear Opercting
Ccrporation is hereby required to submit a written statement or explanation to
the Director, Office of Enforcement U.S. Nuclear Regulatory Comission, within
30 days of the date of this Notice of Violation and Proposed imposition of Civil
Penalty. This reply should be clearly marked as a '' Reply to a Notice of

; Violation" and should include for each alleged violation: (1)admissionor
(2) the reasons for the violation if admitted,

dental of the alleged violation,(3) the corrective steps that have been takenand if denied, the reasons why,
(4) the corrective steps that will be taken to avoid

andtheresultsachieved($)thedatewhenfullcompliancewillbeachieved.further violations, and 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
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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Notice of Violation -2-

1

Within the same tin.t as providtd for the response rec,uired atove ur:cer 10 Cf k
2.201, tre Licensee ray pay tre cuil rtr,alty t'y letter accretsed to tre
Director, Of fice of Enforcerrent. U.S. huclear regulatory Cornissicn, with a
creck, draf t, ecney order, or electrcnic transf er payable to the Treasurtr nf
the United States in tre amount of the civil st ralty proposed above, or the

' curnulative amount of the civil pralties if rnore than cre civil retelty is
proposed, or ray protest tr"pcsition of the civil tenalty, in whole cr in part,
by e written answer addressed to the Director, Office of Enforcement, U.S.
Nuclear Regulatory Comission. Should the Licensee fail to answer within tte
time spcified, an order irgosing the civil penalty will be issued. Should tie
liccnsee elect to file an answer in accord 6nce with 10 CFR 2.205 protesting it e
civil ptnelty, in whole or in part, such answer should t-e clearly taried as er
'' Answer to a Notice of Violaticn" and rtay: (1) deny the siolation listed in!

thisNotice,irwholeorin[ art,(2)dironstrateextenuatingcircumstancts,
(3) show trror in this Notice, or (4) show other reasons why the penalty should
not te imposed, in addition to protesting the civil penalty, in whole or in
part, such ar.swer may reauest remission or mitigation of the penalty.

In requesting Initigation of the proposed penalt
Section Y.B of 10 CFR part 2, Appendix C (1990)y, the f actors addressed in

.

'

should be eddressed. Any'

written answer in accordance with 10 CFR 2.205 should be set forth separately
frcm the staternent or explenation in reply pursuant to 10 CFR 2.201, but may
incorporate parts of the 10 CFR 2.201 reply by specific reference (e.g., titir g
page and paragraph nun.bers) to avoid repetition. The attention of the litersee

: is directed to the other provisions of 10 CFR 2.205, regarding the precedure
for inposing a civil penalty.

Upon f ailure to pay any civil r(nalty due which subsequently has bcen determined
in accordance with the applicable trovisior.s nf 10 CFR 2.205, this ratter may be
referred to the Attorney General, and the penalty, unless corpremised, reaitted,
or mitigated, may be collected by civil action pursuant to Section 234c of the
Act, 42 U.S.C. 2202c.

The response noted above (Reply to hotice of Violation, lo:*er with g ayrrent of
civil penalty, and Answer to a Notice of Violation) should be addressed to:
Director, Of fice of Enforcement, b S. Nuclear Regulatory Cr: mission, ATTH:
Docnent Control Desk, Washir.gton, D.C. 2(f E5 with a ccpy to the Regie'661
Adcinistrator, U.S. Nuclear Regulatory Comissien, Region IV, and if app!icable,
a copy to the NRC Resident inspector at the f at.111ty whi:h is the subjec' of
this Notice.

FOR THE NUCLEAR REGULATORY COMMISSIONj n

,5 f h =.f

P,0bert D. Martin
Regional Administrator

Dated at Arlington, Texas
this 28th day of february 1991

|
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,

,

l.B. REALTOR LICENSEES, SEVERITY LEVEL 111 VIOLATION,
NO civil PENALTY

I

I

|

|

NUREG-0940-

. . . . - . . . - . _ . _ - . ~ _ _ . . . . . . - . _ . - - . . - - . . . - - - - . - - - - . . . - _ . _ - . - . . _ . . -



_ _ _ _
. " s

ps* M*o

[{[ 'gf ,0,
L'NITED ST ATES,

j NUCLEAR REGULATORY COMMIS$10N
*L 'f RE0lON I,

\ %_
*

y 478 ALLENDALE ROAD
'***'

KINQ OF PRUSSIA. PENNSYLVANIA 19406
| February 8,1991

Docket No. 50-244
( License No. DPR-18
'

EA 91-002

Rochester Gas and Eiectric Corp.
ATTN: Mr. R. Smith

Senior Vice President
Production and Engineering

89 East Avenue
Rochester, New York 14649

i

| Gentlemen:

Subject: NOTICE OF VIOLATION
(NRC Inspection Report No. 50-336/90-31) '

This letter refers to the special NRC insp2ction conducted between December 13,
1990 and January 3,1991, at the R. E. Ginna Nuclear Power Plant, Ontario.
New York. The inspection report was sent to you on /,'nuary 22, 1991. The
inspection was conducted to review the circumstances >>sociated with an event
which occurred at the facility involving the disabling Sf safeguards logic
instrumentation for approximately 20 minutes on Decemb(e 12, 1990. The event,
and the associated violations of NRC requirements, were identified by your
staff and reported to the NRC. On January 29, 1991, an enforcement conf a nce
was conducted with you and other members of your staff to discuss the event,
its related violations, their causes and your corrective actions.

The event (which occurred while the reactor was at three percent power)
involved the disabling of a portion of both trains of the Engineered Safety
Feature Actuation System (ESFAS) instrumentation channels. The instrumentation

1was di:4 bled during implementation of a maintenance procedure. The specific
ore adurt directed personnel to open certd n "DC" breakers for safeguards logic
instrumentation, which resulted in the disabling of the automatic actuation and
manual (pJshbutton) sequencing of the ESFAS. The procedure was deficient
since it allowed the DC breakers to be opened in any operating mode, even though
opening (f those breakers should only be permitted in the Cold Shutdown mode,

lhe specific procedure had been changed in 1985 to require the disabling of the
ESFAS during the procedure's implementation so as to p a vent an inadvertent
safety injection. The procedure specified at tha*. time chat this evolution could
only be performed during Cold Shutdown. During a revision in early 1989, the
procedure was changed to allow its performance during any mode of operation, and
the step requiring the disabling of the ESFAS instrumentation was concurrently
deleted. However, during the final review rocess in March 1989, a reviewer,

considered the deletion inadvertent, and i t was restored to the procedure
(without a restraint that this step should on'y be performed during cold
shutdown).

NUREG-0940 I.B-1
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Rochest,er Gas and Electric Corp. 2

The NRC is concerned that adequate review of the procedure was not accomplished
prior to its approval and issue. Reviewers, especially the Plant Operation
Review Committee (PORC), should have recognized that implementation of the
procedure would disable automatic and manual single pushbutton initiation of
both ESFAS trains and should have assured that such disabling was permitted
only during CoM Shutdown. This failure to conduct an adequate safety review
resulted in the issuance of a procedure that was technically incorrect and
not in accordance with the requirements in .0 CFR Part 50, Appendix B. The
violation is set forth in the enclosed Notice.

The NRC is also concerned that in' addition to the deficient procedure, the
maintenance planner and maintenance scheduler did not conduct an adequate review
during development of the work order package ttat required implementation of
the procedure. In addition, when the control room foreman (who was implementing
the operational aspects of the procedure, af ter obtaining approval from the
Shift Supervisor) came to the step which required opening of the switches, he
questioned the Planner concerning implementation of the step. Further, given
the existing plant condition, he verified that the procedure did in fact state
that the procedure could be performed in any mode of operation. However, he
lacked suf ficient guidance (such as training and/or checklists) to assess thea

impact of the use of the procedure on plant operation. These failures to
properly plan and implement the maintenance activity constitute another
violation of NRC requirements that is also set forth in the enclosed Notice.

The NRC recognizes that the ccndition existed for only a short period, the
equipment (various pumps and valves) was capable of manual operation from the
control room, and the Emtrgency Operating Procedures required such operation in
the event of a need for initiation of the equipment. The NRC also recognizes and
strongly commends the actions of the oncoming Shift Supervisor who questioned and
vigorously pursued the meaning of the alarm that was obtained when the switches
were opened. Nonetheless, the violatior,5 resulted in the improper disabling of
certain ESFAS components such that indiv! dual manual activation of the ESFAS

>
components would have been requi,d. Therefore, the violations are classified,

in the aggregate at k .crity 1.evel 111 in accordance with the " General Statement
of Policy and mcece.'s for NRC Enforcement Actions," 10 CFR Part 2, Appendix
,(FnfetcaentPolicy)(1990). The violations demonstrate the importance of

(1) meticulous attention to detail during the performance of safety reviews at
the facility to ensure procedures are properly evviewed, and implementation of
the procedures will not have an adverse effect on safe plant operations; and
(2) proper control of equipment at the facility to assure the ru ctor is operated
and maintained safely and in accordance with the Technical Specifications

The NRC also recognizes that, subsequent to the event, a thorough investigation
was conducted and comprehensive actions were promptly initiated to prevent

These corrective actions, which were described either during therecurrence.

inspection or at the enforcement conference, included assignment of the operatingcrew to assist in event evaluation; establishment of a Human Performance

,
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_ . _ _ - .. _ _ _ __.. _ - _ _ . _.~ . .. _ _ . _ _ . _ _ _ __ _ _ _ _ . _ . _ _ __

Rochester Gas and Electric Corp. 3
1

Enhancement System (HPES) evaluation to determine the underlying causes of this
event; conduct of a senior management meeting vith all operations and maintenance
personne'., as well as PORC members, to emphasin the need for greater attention
to detail and a more inquisitive attitude during the review of procedures and
the planning of work activities; a quarantine of related procedures to preclude
their use until a thorough review was conducted to ensure that similar deficiencies
did not exist within those procedures; establishment of a requirement that a
senior reactor operator (SkO) review 611 maintenan:e work packages; and changes

,

| to the process for reviewing procedures and developing work packages.
1

Although a civil penalty is normally issued for a Severity Level 111 violation,
I have been authorized, after consultation with the Director, Office of
Enforcement, and the Deputy Executive Director for Nuclear Reactar Regulation,
Regional Operations and Research, to mitigate the penalty in its entirety and
issue the enclosed Notice of Violation (Notice) for the violations, in deciding
to mitigate the penalty, the escalstion and mitigation factors set-forth in the
enforcement policy were considered in the manner described below. The eveat and
violations were promptly identified as a result of the questioning attitud .nd
vigorous actions of the oncoming shif t 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 violations of this nature
in the past two years, 'd therefore, 50% mitigation on this factor is warranted.
Full 100% mitigation on this factor is 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 adjustment
of the civil penalty on these factors is warranted. Although the case did
involve a maintenance procedural deficiency, the violation did not demonstrate
a programmatic failure, 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 2.790 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.

NUREG-0940 I.d-3
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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,

/

Of W
Thomas T. Martiri
Regional Administrator

Enclosure: Notice of Violation

CC:
Robert C. Meeredy, Vice President - Nuclear Production
Harry H. Voigt, Esquire
Central Records (4 copies)
Director, Power Division
State of New York, Department of Law
Ginna Hearing Service List
Public Document Room (PDR)
Local Public Document Room (LPOR)
Nuclear Safety Information Center (NSIC)
NRC Resident inspector
State of New York, SLO Designee
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NOTICE OF VIOLATION

Rochester Gas & Eleccric Corp, Docket No. 50-244
Ginna License No. OPR-18

EA 91-002

During an NRC inspection conducted between December 13, 1990 and January 3, 1991,
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 particular violations are set forth below:

A. 10 CFR Part 50, Appendix B, Criterion VI, " Document Control," states in
part, that measures shall be established to control the issuance of
documents, such as procedures, including changes thereto, which prescribe
all activities affectirig quality. These measures shall assure that
documents, including changes, are_ reviewed for adequacy,

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, he 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 the 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.

B. 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 I, specifies that maintenance which can af fect the performance of
safety-related equipment should be properly preplanned and performed in
accordance with written procedure:,, documented instructions, or drawings
appropriate to the circumstances,

Contrary to the above, on December 12, 1990, 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 to perform
the corrective maintenance while the reactor was at 3 percent power during
startup. Step 5.5.1 directed personnel to open DC circuit breakers for
the A and B safeguards logic trains which disab.ed the automatic and
manual (push button) sequencing of safeguards equipment. This step was

NUREG-0940 I.B-5
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|Notice of Violation 2
,

i 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
j proceeded despite indications that the procedure was inappropriate. Those
; indications included labels on the DC breaker panels warning of possible
a safety injection consequences and the initiation of alarm annunciator L-31,

" Safeguards DC Bus Failure."
t

!. Violations A and B are classified in the aggregate at Severity Level III,
j (Supplement 1) .

Pursuant to the provisions of 10 CFR 2.201, Rochester Gas & Electric Corporation
is hereby required to submit a written statement or explanation to the U.S.

,

.
Nuclear Regulatory Commission, ATTN: Document Contrcl Desk, Washington, DC

1 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 Notice
" of Violation" and should include for each alleged violation- (1) the reasons

for the violation, or if 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 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, auspended, 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 Atomic Energy Act, 42 U.S.C. 2232, this response shall be submitted
1 under oath or affirmation.
!

| FOR THE NUCLEAR REGULATORY COMMlbSION

| >% LJ'

Thomas T. Martin
' Regional Administrator

'

Dated atJing of Prussia, Pennsylvania
] this / 7 day of February 1991f

J

<

W
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Docket No. 030-17088
; License No. 53-19179 01

EA 89-101o

C & R Laboratories
ATTN: Mr. Roland Watson

President and Radiation Safety Officer
2248 Aumakua Street
Pearl City, Hawaii 95782

Dear Sir:

SUBJECT: NOTICE OF VIOLATION AND PROPO3ED IMPOSITION OF CIVIL PENALTY - $1500
AND ORDER MODIFYING LICENSE (INVESTIGATION REPORT 5-89-005)

This refers to the investigation conducted by the Region V Office of
Investigations (01:P.V) from April 3,1989 to July 13, 1990 into your conduct
of licensed activities on the island of Oahu, Hawaii, including your radio-
graphic operations at the Honolulu Resource Recovery Venture, Hawaii. The
investigation uncovered violations of NRC requirements. The preliminary
findings of this investigation were discussed with you by Messrs. R. Thomas and
A. Johnson of the NRC staff during an Enforcement Conference on May 12, 1989;
a report on this Conference was tr. ailed to you on July 7,1989. The synopsis of
the completed investigation (copy enclosed) was also discussed with you during
a telephone conference on August 17, 1990.

The findings of the investigation indicate that certain of your activities are
in violation of HRC requirements, as specified in the enclosed Notice of Viola-
tion ano Proposed Imposition of Civil Penalty (Notice). The three violations
identified, cocnitted by a former part-time employee, include (a) the failure
to conduct required radiation surveys of an exposure device on removal of the
device from and return to the licensee's mobile laboratory, (b) the willful
creation uf false records to make it appear that these NRC-required radiation
surveys had been performed, and (c) the failure to post " Caution, Radioactive
Material" signs on your mobile laboratory van that was used for storing a ,

radiographic exposure device. Although these violations could have been assessed
at Severity Level III, in light of the relatively low safety significance of the
surveys in question, the violations have been categorized in the aggregate as a
Severity Level IV problem, Nevertheless, these violations demonstrate the need
to assure proper supervision of part-time or temporary employees.

The staff recognizes that you took ico.ediate corrective acticn when the NRC
identified the violations to you, i.e., you terminated the employment of the
responsible employee. However, because an inaccurate recoro was willfully
created, and to emphasize the importance of making proper surveys, creation of
accurate records, and proper supervision of part-time and temporary employees,
I have been authorized, af ter consultation with the Comission, to issue the
enclosed Notice of Violation and Proposed Imposition of Civil Penalty in the
amount of $1,500 for the Severity Level lY problem. The base value of a civil
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penalty for a Severity Level IV problem is $1,500. The escalation and mitigation
f actors in the Enforcement Policy wert considered. Mitigation for your corrective
action was offset by escalation for your prior poor performance based on a civil
penalty assessed in 1988 for a survey violation (EA 88-255).

You are required to resporid to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response. In your

i response, you should document the specific actions taken and any additional
actions you plan to prevent recurrence. Your response should specifically

; address what actions will be taken to assure that part-time or temporary
employees are properly supervised. Af ter reviewing your response to this

; Notice, and the results of future' inspections, the NRC will determine whether
i further NRC enforcement action is necessary to ensure compliance with NRC
j regulatory requirements.

.,

In addition to the enclosed Notice, an Order modifying your license is also
! enclosed. The Order fonnalizes your comitment to us that you will not

utilize Gary Wood in licensed activities without providing to this office prior,;

written, specific notice of your intent to do so.!

; In accordance with 10 CFR 2.790 of NRC's " Rules of Practice," a copy of this
i 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 subject
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.

If you have any questions concerning this letter, Notice, and Order, please
contact Robert J. Pate at (415) 943-3752.

Sincerely,

/?>
Hug L. Thompso , Jr.

ty Executi e Dippt'or for NuclearD r

Materials Safety, SWeguards, and
Operations Support

Enclosures:
Notice of Viointion and Proposed

imposition of Civil Penalty
Order Modifying License
Ol:RV Investigation Synopsis

NUREG-0940 II=A-2
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NOTICE Of V!OLATION
AND

PROPOSED IMP 051 TION OF CIVIL PENALTY

C & R Laboratories Docket No. 030-17088
Pearl City, Hawaii License No. 53-19179-01

EA 89-101

During an NRC investigation conducted on December 12, 1988, certain violations
of HRC requirements were identified, in accordance with the " General Statement
of Policy and Procedures for NRC Enforcement Actions," 10 CFR Part 2, Appendix C
(1990),theviolationsarelistedbelow:

License Condition 16 requires, in part, that the licensee conduct its program
in accordance with the statements, representations, and procedures contained
in the letter dated April 29, 1985, with attachments, and the application
dated June 13, 1988.

A. Item 9 of the application dated June 13, 1988, requires in part, compliance
with all of the safety and operations manuals under the C&R license,
including all attached checklists, and survey and utilization logs.
Sections 5.C. and 13.B. of the Operating and Emergency Procedures, and
Form 2, " Radiation Survey Record and Utilization Log," attached to the
letter dated April 29, 1985, as modified by the application dated June 13,

; 1988, require the licensee to conduct radiation surveys (a) to confirm that
a source is properly stored when an exposure device is removed from or
returned to a storage area before and after all radiographic operations,
(b)todeterminetheTrans
nents to be shipped, and (port Index of containers of materials or compo-c) to confirm that radiation levels in the

I passenger compartments and outside surfaces of vehicles used to transport
licensed materials are within required limits. Also, 10 CFR 34.43(c)
requires a radiation survey of an exposure device when the device is placed
into storage to assure that the sealed source is in its shielded position.

1. Contrary to the above requirements, on December 12, 1988, a radiographer
employed by the Licensee failed to conduct a radiation survey of a radio-
graphic exposure device upon removing the device from the licensee's
mobile laboratory van storage f acility in Pearl City, Hawaii.

2. Contrary to the above, on December 12, 1988, a radiographer employed
by the Licensee failed to conduct a survey of a Dodge Ram pickup truck,
Hawaii license 378TDG, prior to transporting the exposure device in
the Dodge pickup truck to the Honolulu Resource Recovery Venture job
site.

3. Contrary to the above, on December 12, 1988, radiation surveys _were
not conducted upon return of the exposure device to the mobile laboratory
van storage facility following radiographic operations.

B. Section 3 of the C&R Operating and Emergency Procedures, attached to the
! letter dated April 29, 1985, lists radiographers' duties, including the

duty to record radiation survey results, as specified in the C&R " Form 2",
"RadiationSurveyRecordandUtilizationLog"(Log). The Log, as of
April 25, 1985, required that the results of surveys of the radiographic
exposure device upon removal from and return to storage be recorded; as
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1

l of June 13, 1988, the log required, in addition, that the results of a
survey of the perimeter of any vehicle used to transport the device, and2

of the passenger compartment of such vehicle prior to transport be recorded.
10 CFR 30.9(a) provides in part that information provided to the
Commission by a itcensee, or information required by the Commission's

;

i

j regulations, orders, or license conditions to be maintained by the
licensee, shall be complete and accurate in all material respects.

4

I 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 April 29, 1985, requires the licensec to post " Caution.f

Radioactive Material" signs on all 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 vanj that was used for storing a radiographic exposure device on December 12,
4

j 1988, was not posted with any " Caution, Radioattive Material" signs,

i This is a Sev vity Level IV problem (Supplements VI and VII). Cumulative Civil
i 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,;

j Office of Enforcement, U.S. Nuclear Regulatory Commission, within 30 days of
-j

the date of this 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
j thathavebeentakenandtheresultsachieved,(4)thecorrectivestepsthat

will be taken to avoid further violations, 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 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.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, draf t, 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
Comission. 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,*

!

!

j

;
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in whole or in part, such answer should be clearly marked as an " Answer to a
Notice of Violation" 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 f 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 per.alty.

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 paraoraph 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 Notice of Violation) should be addressed to:
Director, Office of Enforcement, U.S. Nuclear Regulatory Comission, ATTN:
Document Control Desk, Washington, D.C. 20555 with a copy to the Regional
Administrator, U.S. Nuclear Regulatory Comission, Region V,1450 Maria Lane,
Suite 210 Walnut Creek, CA 94596.

FOR THE NUCLEAR REGULATORY COMMISSION

t' k ~

Hugh -. Thompson f

Depy y Executive Di ecter for Nuclear
'

Materials Safety, f< uards, and
Operations Support

Dated at Rockville, Maryland
thisAftA 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. 53-19179-01
Pearl City, Hawaii EA 89-101

ORDER MODIFYING LICENSE

I

C&R Laboratories, Inc. (C&R or Licensee) is the holder of NRC License No.

53-19179-01 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 in industrial

j 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.'

II,

Under C&R 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'

4

conduct radiation surveys when exposure devices are removed from or returned
i

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 a 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 C&R Laboratories, Inc., place the device in the'

i

t

i

NUREG-0940 II.A-6
i



. . . . . . ..
.

.
. . . .. . .-

2

back of a pickup truck, and drive to an industrial site to perform radiography.

Later on the same day, Mr. Wood and the second individual returned to

Mr. Watson's residence and returned the exposure device to the mobile labora-

tory. The investigator observed that at no time during the removal from and

return to the mobile laboratory did Mr. Wood or the accompanying individual

perform surveys of the radiation exposure device or of the mobile laboratory.

When NRC personnel reviewed Licensee records on March 9,1989, they found

records signed by Mr. Wood purportedly documenting that the surveys had been

performed as required on December 12, 1988. The investigator attempted to

interview Mr. Wood to obtain his version of what occurred, but he refused to
1

be interviewed. Under the circumstances, it is reasonable to conclude that

the survey record was falsified. The investigator also observed that Mr. Wood

failed to survey the vehicle into which the device was loaded.

On May 12, 1989, NRC representatives held an enforcement conference with the

Licensee, at which time Mr. Watson informed the NRC that upon learning from

the NRC of Mr. Wood's actions described above, C&R, on its own initiative, had

terminated Mr. Wood's employment with C&R. On August 17, 1990, NRC represen-

tatives contacted Mr. Watson by telephone and discussed the findings of the

investigation. During the discussion, Mr. Watson stated that the Licensee had

not reemployed and does not intend to reemploy, Gary Wood to perform radiography,

Mr. Watson also-indicated that should C&R's intent in this regard change, the

Licensee would provide NRC prior notice of any intention to employ Mr. Wood,

l

i
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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. I find the Licensee's comniitments, 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, I 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
I 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. Food 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 a showing of good cause by the Licensee.

Y

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 issuance. 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 a hearing.

Any answer or request for a hearing shall be submitted to the Director, Office

of Enforcement, U.S. Nuclear Regulatory Commission, ATTN: Document Control

Desk, Washir.gton, D.C. 20555. 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. If a hearing is held, the issue to be considered at the hearing

shall be whether this Order should be sustained.

NUREG-0940 II.A-9
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Upon the Licensee's consent to the provisions set forth in Section IV of this

Order, or on failure of the Licensee or Mr. Gary Wood to file an answer

within the specified time, and in the absence of any request for hearing, the

provisions specified in Section IV above shall be final without further Order

or proceedings.

FOR THE liVCLEAR REGULATORY COMMISSION
;

!
Hu h L. Thompson r.

De ty Executive Direct or
Nuclear Material Safety, afeguards,

and Operations Support

Dated at Rockville, Maryland
this.46ay of flovember 1990

:

i
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UNITED STATES
[p, esoq%, NUCLE AR REGULATORY COMMISSION

O% /* RE GION 11j @l I 10l MARIET T A $TRE E T. N.W.,.
* 't ATLANT A.GEoRot A 30323

%,',,,,*| DEC 10 990

Docket No. 030-08916
License No. 45-15325-01
EA 90-183

McCallum Testing Laboratories, Inc.
ATTN: Mr. J. Pritchard, President
Post Office Box 13266
Chesapeake, Virginia 23325

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - $800
(NRC INSPECTION REPORT NO. 45-15325/01/90-01)

This refers to the Nuclear Regulatory Commission (NRC) special sefety
inspection conducted by D. J. Collins on October 12, 1990, at the McCallum
Testing Laboratories facility in Chesapeake, Virginia. The inspection included
an examination of the available facts and circumstances related to the thef t
and subsequent recovery of a Troxler portable density gauge containing licensed
sources of cesium-137 and americium-241 in Virginia Beach, Virginia on
October 4-5, 1990. The report documenting this inspection was sent to you by
letter dated October 19, 1990. As a result of the inspection, a significant
failure to comply with NRC regulatory requirements was identified, and accor-
dingly, NRC concerns relative to the inspection findings were discussed in an
Enforcement Conference held on November 5, 1990. The letter sumarizing this
Conference was sent to you on November 8,1990. A Confimation of Action Letter
was also sent to you on October 17, 1990.

The violation described in Part I of the enclosed Notice of Violation and
Proposed Imposition of Civil Penalty (Notice) involved the failure of a
licensee technician to secure licensed material against unauthorized removal or
to maintain continuous observation and control of licensed material in an
unrestricted area. On October 4, 1990, the technician loaned his vehicle to
another individual. The individual drove the vehicle to a construction office
and while he went into the office he left the vehicle running and unattended
and the gauge unsecured. The vehicle contained a Troxler Model 3440 moisture /
density gauge. The technician stated that the gauge source operating rod was
not locked, nor was the transport box locked. While the individual was in the
construction office, someone stole the vehicle. The theft of the vehicle was
reported to local law enforcement authorities and the vehicle and the gauge
were subsequently recovered on the following day. Fortunately, there was no
evidence to indicate that anyone had tampered with the gauge.

The NRC considers this event to be very significant because a qualified gauge
operator, who had been trained and was fully aware of the requirements for and
importance of controlling licensed material, created a potential hazard to the
health and safety of the public, Although this violation would nortnally be
categorized at Severity Level 111, in accordance with the " General Statement of
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McCallum Testing Laboratories, Inc. -2- DEC 10 20

Policy and Procedure for NRC Enforcement Actions," (Enforcement Policy) 10 CFR
Part 2, Appendix C (1990), the violation has been categorized at Severity
Level 11, since the circumstances involved careless disregard of NRC require-
ments and public health and safety.

.. To emphasize the importance of complying with regulatory requirements associated
with license conditions, I have been authorized, af ter consultation with the
Director, Of fice of Enforcement, and the Deputy Executive Director for Nuclear
Materials Safety, Safeguards, and Operations Support, to issue the enclosed
hotice of Violation and Proposed Imposition of Civil Penalty in the amount of
$800.00 for the Severity Level 11 violation. The base value of a civil penalty
for a Severity Level 11 violation is $800.00. The escalation and mitigation
factors in the Enforcement Policy were considered.

As to identification and reporting, we recognize that you identified and:

reported this self-disclosing event to tne NRC and the local law enforcement
authorities. However, the report was not made immediately and to the office
specified in 10 CFR 20.402. Therefore, mitigation was rot warranted. Neither
escalation nor mitigation was warranted for corrective action. The staff recog-
nizes that corrective action was taken in that licensee personnel were briefed
on the event and instructed to ensure they comply with regulatory requirements.
However, additional action should have been taken, such as additional physical
reminders for your technicians and more frequent field audits that would helppreclude recurrence. Hitigation of 50 percent was warranted for overall good
past performance; however, full mitigation was not warranted because two viola-
tions were cited during each of the NRC inspections conducted in December 1987
and January 1984 Escalation of 50 percent was warranted for
similar events because at least four NRC Information Notices (prior notice ofins)(ins 88-07,
88-02,87-31,86-67) sent to you related to the control of licensed material.
Further escalation for this factor was not warranted because of your utilization
of Information Notices to inform employees about potential problems described in
those Notices. The other adjustment factors in the Policy were considered and
no further adjustment to the base civil penalty is considered appropriate.
Therefore, based on the above, the base civil penalty has been neither increased
nor decreased.

We considered an additional citation for failuie to make a timely report of the
loss or theft of licensed material. It is noted that an attempt was made to
report the loss to our Headquarters office. However, that does not meet the
requirements of 10 CFR 20.402. In the future, it is expected that the licensee
will be familiar with the reporting requirements.

The violation described in Part 11 of the Notice involved the failure of your
Radiation Safety Officer to ensure that personnel authorized to use gauges have
completed the training required by license condition. We recognize your per-
sonnel did complete another training course subsequently determined to be
equivalent to the manfacturer's and this has been included as an authorized
course on your license in accordance with your October 17, 1990 request.
Therefore, no further response is required from you on this matter,

r
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DEC 101990McCallum Testing Laboratories, Inc. -3

| You are required to respond to this letter and should follow the instructions
I specified in the enclosed Notice when preparing your response. in your
l 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 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 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,

424 -

atewart D. Ebn ter
Regional Administrator

Enclosure:
Notice of Violation and Proposed

imposition of Civil Penalty

NUREG-0940 II.A-13
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NOTICE OF VIOLATION
AND

PROPOSED IMPOSITION OF CIVIL PENALTY

McCallum Testing Laboratories, Inc, Docket No. 030 08916
Chesapeake, Virginia License ho. 45-15325-01

. EA 00-183
L
R

During an NRC inspectic,. :^ndeted on October 12, 1990, violations of NRC
requirements were identified, in accordance with the " General Statement of
Policy and Procedure for NRC Enforcement Actions," in CFR Part 2, Appendix C
(1990), the Nuclear Regulatory Commission proposes impose a civil penaltys

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 violation and associated
civil penalty are set forth below:

1. Violation Assessed a Civil Penalty

10 CFR 20.207(a) requires that licensed materials stored in an
unrestricted area be secured against unauthorized removal from the place
of storage. 10 CFR 20.207(b) requires that materials not in storage be
under constant surveillance and ircediate control of the licensee. As;
defined in 10 CFR 20.3(a)(17), an unrestricted area is any area access
to which is not controlled by the licensee for purposes of protection of
individual from exposure to radiation and radioactive materials.

' Co.sition 16 of License No. 45-1$325-01 requires the licensee to conduct
its program in accordance with the statements and representations made
in a letter dated March 17, 1988. Item 2.b of the letter dated March 17,
1988 states that licensed materials in devices will be stored in a locked
enclosure such as a transport vehicle in a way that will prevent access
by unauthorized personnel. Item 2.c (3) of that letter states that to
prevent unauthorized access, use or removal of the gauge from temporary
job sites, the gauge is never to be out of the operator's sight, and when
not in use, it is locked up in a box and put in the vehicle.

Contrary to the above, on October 4,1990, licensed materials consisting
of two sealed sources ('one 8 millicuries of Cs-137 and the other 44
millicuries of Am-241) contained in an unlocked Troxler 3440 moisture /
density gauge located in the cargo area of an unlocked licensee vehicle
parked on a public street, an unrestricted area, were not under constant
surveillance and immediate control of the licensee.

This is a Severity Level Il violation (Supplement VI).
Civil Penalty - $B00

11. Violation Not Assessed a Civil Peralty

Condition 11 of License No. 45-15325-01 requires that licensed materials
be used by, or under the supervision and in the physical presence of,
individuals who have completed the manufacturer's training, and are
approved by the Radiation Protection Officer.

NUREG-0940 II.A-14
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Notice of Violation -2-

Contrary to the above, from July 16, 1990 through October 5, 1990, the
Radiation Protection Officer permitted individuals to use licensed
materials when those individuals neither had completed manufacturer's
training nor were under the supervision and in the physical presence of
individuals who had been trained by the manufacturer.

This is a Severity Level V violation (Supplement VI).

Pursuant to the provisions of 10 CFR 2.201, McCallum Testing Laboratories, Inc.
(Licensee) is hereby rcquired to submit a written statement or explanation to
the Director, Office of Enforcement, U.S. Nuclear Regulatory Comission, 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 th violation if admitted,
and if denied, the reasons why, (3) the corrective step. that have been taken

(4) the corrective steps that will be taken to avoid
and the results Schieved(5) the date when full complince will be achieved.further violations, and If

an adequate reply is not received within the time specified in this Notice, an
order may be issued to show causa 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.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 Comission, 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, in whole or in part, such answer should be clearly marked as an
" Answer to a Notice of Violation" and mt: (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 romission 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 2.205, regarding the procedure for
imposing a civil penalty.
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Notice of Violation -3-'

Upon failure to pay any civil penalty due which su'.:equently has been detemined
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 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 Regulatory Commission, Region !!,101 Marietta St,
N.W. , Atlanta , GA 30323.

FOR THE NUCLEAR REGULATORY COMMISSION
,

l

l

.

'ewa r . Ebneter
egional Administrator

Dated at Atlanta, Georgia
thisloth day of December 1990

1
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UNITED STATES

" '* NUCLEAR REGULATORY COMMISSION

kj t REGloN IV

* hh [ $11 RYAN PLAZA DRIVE. SulTE 1000
%, * ARLINGTON TEXAS 76011,

DEC 201990

Docket No. 30-11571
License No. 35-13157-02
EA 90-212

Muskogee Regional Medical Center
ATTN: William Kennedy, CEO
300 Rockefeller Drive
Muskogee, Oklahoma 74401

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - $1,250
(NRC INSPECTION REPORT NO. 90-02)

This refers to NRC's inspection at Muskogee Regional Medical Center (MRMC) and
its subsequent review of HRHC's own investigation report of a therapeutic
misadministration which MRMC reported to NRC's Region IV office on
September 19, 1990. NRC's inspection and review of this matter took place
between October 3 and November 16', 1990. As a result of its inspection and
reviews, which disclosed that violations of HRC requirements contributed to the,

occurrence of the therapeutic misadministration, an enforcement conference(
with MRMC representatives was conducted in NRC's Arlington, Texas office on
Decerter 13, 1990.

As described in some detail in NRC's November 30, 1990, inspection report, an
error made during preparations for radiation treatment of a cancer patient led
to the administration of radiation therapy to the wrong side of the patient's
neck, which, according to NRC regulations, constituted a therapeutic
misadministration required to be reported to NRC within 24 hours. Although
the radiation therapy was administered in February and March 1990, MRMC staff
did not discover this error until September 6, 1990, and did not recognize it
as a potentially reportable matter until September 19, 1990, at which time the
NRC was informed.

NRC's inspection and evaluation of this event disclosed three violations of
requirements: 1) a failure by MRMC to require its staff to follow the
instructions of the supervising physician, a violation of 10 CFR 35.25(a)(2);

| 2) a failure on the part of the MRMC, through its radiation safety
officer (R50), to ensure that radiation safety activities were being performed
in accordance with approved procedures and regulatory requirements in the daily
operations of its byproduct material program, a violation of 10 CFR 35.21(a);
and 3) a failure on the part of MRMC to notify the NRC of the therapeutic
misadministration within the time allotted by HRC regulations, a violation of
10 CFR 35.33(a).

CERTIFIED Mall
RETURN RECEIPT REQUESTED

!

NUREG-0940 II.A-17

_ _ _ _ _



Muskogee Regional Medical Center -2-

On October 10, 1990, NRC issued a Confirmatory Action Letter (CAL) to MRMC
to confirm MRMC's commitment to conduct a review of a sampling of other
radiation therapy treatment records to determine whether other therapeutic
misadministrations may have occurred and gone undetected. MRMC's November 5,
1990, letter in which it reported the results of its review of some 650 patient
treatment charts, and the discussions during the enforcement conference
indicate 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, is the finding that procedures designed to guard against such
errors being made were routinely not followed, due in part to a large number of
patients in treatment and a heavy workload for MRMC staff, and in part to
complacency among the staff.

We also find it significant that the RS0's involvement in radiation therapy
activities was minimal, and view this as a factor that contributed to the
complacency that had developed among MRMC staff and the procedural
noncompliance that resulted.

In accordance with the " General Statement of Policy 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 established
procedures and the failure of the RSO to effectively oversee radiation therapy
activities have been classified in the aggregate as a Severity Level !!!
problem. The violation involving MRMC's failure to report the
misadministration within the allowed time has been classified at Severity
Level IV.

To emphasize the importance of strict adherer.ce to procedures related to
radiation safety, the importance of effective oversight and the importance of
lasting corrective actions for these weaknesses, I have been authorized to
issue the enclosed Notice of Violation and Proposed Imposition of Civil
Penalty (Notice) in the amount of $1,250 for the Seierity Level III problem
described in the Notice.

The base value of a civil penalty for a Severity Level III problem is $2,500.
The escalation and mitigation factors in the Enforcement Policy were
consid:: red and, on balance, this base penalty 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 base 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.>

!
.

r

'
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Muskogee Regional Medical Center -3-

f

During the enforcement conference, MRMC outlined a number of significant
corrective actions taken and plannes to preclVde 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 procedural
adherence, the purchase of new equipment to improve the quality of
pre-treatment photographs, and a comitment that the RSC will conduct a
review of relevant policies. HRC appreciates the candor'and frankness with
which MRMC representatives addressed NRC's concerns at the enforcement
conference and considers the corrective actions outlined there to be a
significant step toward eliminating the fundamental failures that led to this
event.

MRMC is required to respond to this letter and should follow the instructions
specified in the~ enclosed Hotice when preparing.its response.- In its
response, MRMC should document the specific actions taken and any additional

In doing-so MRMC may make referenceactions it plans to prevent recurrence.
to previously submitted correspondence as necessary.- After reviewing MRMC's
response to this Notice, including its proposed corrective actions and the
results of future inspections, the NRC will determine whether further NRC
enforcement action is necessar'y to ensure compliance with NRC regulatory
requirements.

,

;
'

In accordance with 10 CFR 2.790 of the HRC'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 Office of Management and Budget as. required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96-511.

I

Sincerely.

- d
'

Robert D. Martin
Regional Administrator

Enclosure:
Notice of Violation and Proposed

Imposition of Civil Penalty

cc w/ enclosure:.
Oklahoma Radistion Control Program Director

NUREG-0940 II.A-19
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NOTICE OF VIOLATION
AhD

PROPOSED IMFOSITION OF CIVIL PENALTY
.

3 liuskogee Regional Medical Center
Docket No. 30-11571: Muskogee, Oklahoma
License No. 35-13157-02'

i EA 90-212
|

During an NRC inspection conducted between October 3 and November 16, 1990,
violations of HRC requirements wer,e identified. In accordance with the
" General Statement of Polic
10 CFR Part 2, Appendix C (y and Procedure for NRC Enforcement Actions,"1990) the Nuclear Regulatory Comission proposes to!

impose a civil penalty pursuant to Section 234 of the Atomic Energy Act ofi 1954, as amended (Act), 42 U.S.C, 2282, and 10 CFR 2.205. The particular
violations and associated civil penalty are set forth below:
1. Violations Assessed a Civil Penalty

4

A. 10CFR35.25(a) requires in part, that a licensee that permits the,

useofbyproductmaterialbyenindividualunderthesupervisionof
i 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 supervising author ~ized user,i

require, in part, that: (1) treatment ttchnologists monitor the
treatment chart daily to verify that the prescribed dose and actual
given dose are idef tical and check all treatment chart parameters
weekly when completing)the patient daily log book; and (2) the4

radiation (teletherapy physicist and dosimetrist check charts
weekly for prescription, dose accuracy, and all other treatment;

4

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 supe,rvision 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 part, that the licensee, through the
Radiation Safety Officer (RS0), ensure that radiation safety
activities are being performed in accordance with approved

.

'

procedures and regulatory requirements in the daily operation of the
licensee's byproduct material program.

Contrary to the above, from January 1990 through October 3,1990,4
the RSO was not ensuring that the radiation safety activities werei

being performed in accordance with approved procedures and

:

i
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hotice of Violation -2-

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

These violations are classified collectively as a Severity Level III
problem (SupplementVI).

Cumulative Civil Penalty - $1,250 (assessed equally between the two
violations)

11. Violations Not Assessed a Civil Penalty

10 CFR 35.33(a) requires, in part, that when a misadministration involves
any therapy procedure, the licensee shall notify by telephone the i

appropriate NRC Regional Offics within 24 hours af ter the licensee
>

discovers the misedministration.

Contrary to the above, the licensee failed to notify the appropriate
NRC Regional Office within 24 hours of the discovery of a therapeutic
misadministration on September 6, 1990. Such notification was not made
until September 19, 1990.

This is a Severity Level IV violation (Supplement VI).

Pursuant to the provisions of 10 CFR 2.201, riuskogee Regional Medical Center
(Licensee) is hereby required to submit a written statement or explanation to
the Director, Office of Enforcement, U.S. Nuclear Regulatory Comission,
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 correctivesteps 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 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.S.C. 223,, 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 Comission, with
a check, draf t, money order, or electronic transfer payable to the Treasurer
of the United States in the amount of the civil penalty proposed above, or the

NUREG-0940 II.A-21

- . . _ ~ .



_ _ _ _ _ _ _ _ _ _ _ _ _ .. _

Notice of Violation 3-

t

cumulative amount of the civil penalties if more than one civil penalty is 4

proposed, or may protest imposition of the civil per,alty, 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, in 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 -

violations listed in this Notice, in whole or in part, (2) demonstrate exten-
unting circumstances (3) show error in this Notice, or (4) show other reasons
why the peralty should not be imposed. In addition to protesting the civil
penalty, in whole or in part, such answer may request remission or mitigationof the penalty,

in requesting mitigation of the proposed penalty, the factors addressed in
Section V.B of 10 CFR Part 2 Arpendix 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 provi:,1ons 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 Notice of Violation) should be addressed to:
Director, Of fice of Enforcement, U.S. Nuclear Regulatory Comission, ATTN:
Document Control Desk, Washington, D.C. 20555 with a copy to the Regional
Administrator, U.S. Nuclear Regulatory Comission, Region IV, 611 Ryan Plaza
Drive, Suite 1000, Arlington, Texas.

FOR THE NUCLEAR REGULATORY COMMISSION

/) %

Y 6WN "

Robert D. Martin
Regional Administrator

Dated at Arlington, Texas
this 20th day of December 1990

NUREG-0940 II.A-22

_ - -_ ___ _ _ .



~ s ,

0'' % UNITED ST ATEs
4

'* NUCLEAR REGULATORY COMMISSION"

gm - REGloN IV

S / 611 RYAN PLAZA oRIVE. SUITE 1000

\ ,. ARLINoToN. TEXAS 76011
,

JJL 251990

Docket No. 030-11681
License No. 35-16717-01
EA 90-106

Newtnan Memorial Hospital
ATTH: Walter Shain

Administrator
919 South Main Street
Shattuck Oklahoma 73858

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF Cli!L PENALTY - $5,000
(IIRC lilSPECTION REPORT 90-01)

This refers to NRC's inspections conducted on January 25-26, May 10, and
June 14, 1990, of activities authorized by NRC License No. 35-16717-01 issued

|
to Newman Memorial Hospital (NMH) and the enforcement conference held June 1,
1990 in our Arlington, Texas office, at which the results of the January 25-26,i

! and May 10, 1990 inspections were discussed with you and Dr. Norman Naumoff.
| During the inspections, the NRC identified sevcral violations of Comission
I requirements. The NRC's inspection findings were documented in a report issued
I on May 25, 1990, and a summary of the enforcement conference and program review

was issued to you on July 10, 1990.

These violations, which are described in the enclosed Hotice of Violation and
Proposed Imposition of Civil Penalty (Notice), indicate a lack of attention to
NRC requirements by the radiation safety of ficer (RS0) ar.d a lack of management
oversight by the radiation safety comittee (PSC). In sumary, NM51 was found
in violation of requirements related to: (1) responsibilities of the RSO and

RSC, (2) personnel cosimetry(4) radiation surveys, and (per operation of the
and ALARA, (3) cnsuring pro

hospital's dose calibrator, 5) labeling and use of
radiopharmaceuticals.

NMH appears to have delegated its responsibility for management oversight of

|
the radiation safety program to an RSO who relied on a technologist to perform
most of the RS0's responsibilities, and to soma degree, on the services of a
consultant to verify that various tasks required by license comitments and
NRC regt.irements had been performed. The RSO must have a thorough understanding
of NRC requirements to provice competent management of the radiation safety
program end adequate reviews of consultant activities. Additionally, the RSC
must be actively involved in the oversight of all NRC licensed activities within'

your facility to ensure compliance.

CERTIFIED Mall
RETURN RECEIPT Rr.QUESTE0,
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Newman Memorial Hospital 2-

The NRC has reviewed NMH's March 20, 1990, letter regarding corrective actions
that were being irrplemented subsequent to the January 25-26, 1990 inspection
and concludes that NMH is attempting to regain direct control of the radiation
safety program. Scue of the planned or implemented corrective actions are a
restattment of terraitments pre'iously made in your license application dated
January 29, 1987 and appear tirected at improving program docuientation. The
hRChasalsorevlewedNMH'sJuae8,1990,letterinresponsetoourrequestat
the enforcement conference and concludes that this response is directed at
correcting maragement oversight concerns identified during the January 25-26,
and May 10, 1990, inspections. NRC verified that the corrective actions stated
in your March 20, and June 8,1990, letters were implerrented during our followup
inspection on June 14, 1990, and we are satisfied that NMH has takcn appropriate
steps toward implementing an effective system of management control and
oversight to ensure compliante with NRC requirements.

In accordance k'th the " General Statement of policy and Procedure for NRC
Enforcement Actions," 10 CFR Part 2, Appendix C (1990), (Enforcement Policy),
these violations have been classified in the aggregate at Severity Level 111
Lecause they indicate a breakdown in rnanagement control of licensed activities
and a lack of attention to licensed responsibilities by the the RSO and RSC.

To emphasize the importance of radiation cafety rrogram management and
compliance with radiation safety requirements, I have been authorized, after
consultation with the Director, Office of [nforcement, to issue the enclosed
Notice of Violation and Proposed Imposition of Civil Penalty in the amount of
$5,000 for the violations described in the enclosed Notice.

The base value of a civil per.alty for a Severity Level 111 problem is $2
The escalation and mitigation factors in the Enforcement Policy were cons,500.idered
and, on balance, the base value was increased by 100 percent. In arriving at
that determination, a 50-percent escalation was warrented because the NRC
identified the violations which should have been identified by HMH. Addition-
ally a 50-percent escalation was warranted because the corrective actions that
you took subsequent to our January inspection were neither prompt nor comprehen.
sive and because the May inspection revealed that additionel corrective action
was needed. The other adjustment factors were considered ar.d no further
adjushent to the base civil penalty is considered appropriate.

You are required to respond to this let.cr 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. The NRC will review your response to
this Notice, including your proposed corrective actions, and the results of
future inspections, to 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 6nd its enclosure will be placed in the hRC Public Document Room.

s
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Ne man Memorial Hospital 3

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

Sincerel ,

bl 'Y <
Robert D. Martin
Regional Administrator

Erclosuret
Notice of Violatien and Proposed Imposition

of Civil Penalty

cci
Oklahoma Radiation Control Program Director
NRC Public Document Room

._
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h0TICE Of V10LAT10N
-

1,h0
>

PROPOSED IMPO$1T10N OF CIY1L rENALTY

Newnan Memorial Hospital Dochet No. 030-11681Shattuck, Oklahoma License No. 35-16717 01
EA 90 106

During NRC inspections conducted on January 25 26, and May 10, 1990, violations
of HRC requirements were identified. In accordance with the * General Statement
of Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2 Appendix C
(19SN, the Nuclear Regulatory Commission proposes to impose a civil penalty
pursusnt to Section 234 of the Atomic Energy Act of 1954 as ernended (Act),
42 U.S.C. 2282, and 10 CFR 2.205. The particular violations and associated
civil penalty are set forth below:

A. 10 CFR 35.21 requires that the Radiation Safety Officer ensure that
radiation safety activities are being performed in accordance with approved
procedures and regulatory requirements in the daily operation of the
licensee's byproduct rcaterial program, in addition, specific duties are
prescrit>ed in paragraph (b) of that section.

Contrary to the abos 3, as of May 10, 1990, the RSO was not ensuring that
the radiation safety activities were being perfortned in accordance with
approved procedures and regulatory requirements, es evidenced by the
violation, cited in this Notice and the R50'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 end to conduct
business, at least one. half of the Radiation Safety Committee's members
raust be present, including the Radiation Safety Officer (RS0) and the
management's representative.

'

contrary to the above, the RSO was not present during RSC meetings held
to conduct business during August and Novernber 1988 and February 1990.,

C. License Condition 16 specifies, in part, that the license is based on the;

; licensee's statements and representations in the application dated
January 29, 1987.:

! 1. Item 9.4 of the application describes the licensee personnel external
exposure monitoring program. Item 9.4.2 specifies, in part, that all
individuals who are occupationally exposed to radiation on a regular: basis will be issued flim or TLD (thermoluminescent) whole body rnoni-
toring devices. Item 9.4.3 specifies, in part, that all individuals'

who handle radicactive material on a regular basis will be issued film
i orTLD(thermoluminescent)fingermonitoringdevices.

!

:

,

d

5

'
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Notice of Violation -2

Contrary to the above, from October through December 1989, the
licensee failed to issue whole body or finger monitoring devices to
two individuals who were occupationally exposed to radiation and
handled radioactive meterial on a regular basis during this period.

2. Item 10.4 of the application describes the licensee rules for safe
use of radiopharmaceuticals. Item 10.4.7 specifies, in part that
personnelaretowearmonitoringdevicesatalltimeswhileInareas
where radioactive materials are used or stored.

Contrary to the above, on May 10, 1990, an inspector observed an
individual working in an area where radioactive materials were in
use and stored and who was not wearing a personal monitorino device.

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

Appendix H, in part, requires that weekly surveys be performed to
determine rim 0Vable Contamination levels in radiopharmaceutical
clution, preparation, and administration areas. This method must be
sufficientlysensitivetodetect2000disintegrationsperminute(dpm)
per 100 square centimeters. Also, the records of the survey must
contain a drawing of the areas surveyed, contamination action levels
as established by the R50, 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 administration areas; (2) from 1987 through January 1990, the
licensee failed to ensure that the method used to conduct contamina-
tion surveys was sufficiently sensitive to detect 2000 dpm/100 squarei

centimeters; (3) f rom January 1988 through January 1990, records of
contamination surveys did not include a drawing of the areas surveyed, ,

and (4) from 1987 through Hay 10, 1990, did not include the measured
contamination levels in dpm/100 square centimeters.;

D. 10 CFR 30.00(c) requires, in part, that e licensee require each individual
who prepares a radiopharmaceutical kit to use a syringe radiation 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
radiation shield when preparing 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 a dedicated check source at the
beginning of each day of use.

NUREG-0940 II.A-27
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Notice cf Violation 3

Contrary to the atove, on August 20, 25, and 31; and hovenber 2, 3,
9, 11, 26, and 28, 1$69, the licensee did not check a dose calibrator
for constancy with a dedicated check source and used the dose

,

calibratcr to measure patient deser on those days.
!
'

2. 10CFR35.!0(b)(3) requires,inpart,thatalicenseetesteachdose
calibrator for linearity at itest quarterly.

Contrary to the above, the licensee did riot complete a linearity test
of the dose calibrator between November 1989 and May 10, 1990.

F. 10 CFR 35.53(c) requires, in part, that a licensee retain a record of the
measurernents of radiopharmaceutical doses required by Section 35.53 for
3 ears. To satisfy this requirement, the record must contain the:
(1 patient's name, and identification number if one has been assigned;
(2 date and time of the reasurement; and (3) initials of the individual
who made the record.

Contrary to the above, from 1968 through May 10, 1990, certain records of
j radiopharmaceutical dose measurements did not contain the patient name

and identification number, the date and time of the reasurement, and the
initials of the individual who made the record.

;

G. 10 CFR 35.00(b) requires a licensee to conspicuously label each syringe, or
syringe radiation shield that contains a syringe with a radiopharmaceutical.
The label must show the radiopharmaceutical neme or its abbreviation, the
clinical procedure to be performed, or the patient's name.

Contrary to the above, during 19BB and 1909 the licensee failed to latel
syringes or syringe radiation shields that contained syringes with
radiopharmaceuticals.

H. 10 CFR 35.14 requires, in part, that a licensee notify the Corvission by
letter within 30 days when an authorized user permanently discontinues
performance of duties under the license.

'

Contrary to the above, as of May 10, 1990, the licensee had failed to
provide the required notification for two authorized users who had
permanently discontinued their performance of duties under this license

; in December 1989.

1. 10 CFR 20.401(a) requires, in part, that each licensee maintain records
showing the radiation exposures of all individuals for whom personnel
monitoring is required under 10 CFR 20,202.

Contrary to the above, as of May 10, 1990, the licensee had failed to
raintain records for three individuals of radiation exposures accrued
during the period October through December 1989.
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Notice of Violation -4.

J. 10 CFR 35.50(e) requires, in part, ttat a licensee retain a record of each
check and test required by Section 35.50(b)(2), (3), and (4). nad that the
record include the signature of the Radiation Safety Officer (R0b

Contrary to the above from 1987 through Januar 1990, secords of the
checks and tests required under 10 CFR 35.50(b)y(2), (1), and (4) did rot
include the signature of the R50 in every case.

These violations have been co11tetively classified as a Severity Level 111
problem ($upplementsIVandVI).

Cumulative Civil Penalty - $5,000 (assessed equally among the 10 violations)

Pursuanttotheprovisionsof10CTR2.201,NewmanMemorialHospital(Licensee)
is hereby required to submit a written statement or explanation to the Director,

Office of Enforcement, U.S. Nuclear Regulatory Commission,f Civil Penaltywithin 30 days of the
date of this Notice of Violation and Proposed Imposition o
(Notice). This reply should be clearly marked as a ' Reply to a Notice of
Violation' and should include for each alleged violation: (1)admissionor

dentaloftheallegedviolation,(3)thecorrectivestepsthathavebeentaken(2) the reasons for the violation if admitted,and if denied, the reasons why,
and the results achieved. (4) the corrective steps that will be taken to avoid
Notice of Violation further violations, and (5) the date when full compliance
will be achieved. If an adequate reply is not received within the time spect-
fled 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. ConsIderationmaybegiventoextendingtheresponsetime
for good cause shown. Under the authority of Section 102 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, draf t, money order, or electronic transfer payable to the Trecsurer of
the United States in the amount of the civil penalty proposed above, or the
cumulative 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,
by a written answer addressed to the Director Office of Enforcement U.S.
Nuclear Regulatory Comission. $houldtheLicenseefailtoanswerwIthinthe
time specified, an order imposing the civil penalty will be issued. Should
the L.icensee 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 Hotice of Violation" and may: (1) deny the violations listed in
this hotice, 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 te imposed. In addition to protesting the civil penalty in whole or in
part, such answer may request remission er mitigation of the penalty.
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tiotice of Violation f-

In requestir19 mitigation of the pretosed pencity, the f actors addressed in
Section V.B of 10 CfR Part 2, Appendix C (1990), shculd t:e addressed. Any
written answer in accordance with 10 Cf R 2.205 should t-e set forth separately
f rom the staterent or explanatic'n in reply pursuant to 10 CFR 2.201, tiut ray
incorporate parts of the 10 CFR 2.201 reply t'y specific reference (e.g.,
citirg page and paragrath numbers) to avoid repetition. The attention of the
Licenste is directed to the other provisions of 10 CFR 2.205, regarding the
procedure for imposing a civil penalty.

Upon f ailure to pay any civil penalty due which subsequently has t>een determined
in accordance with the appliceble provisions of 10 CFR 2.205, this natter may be
referred to the Attorney General, and the penalty, unless compromised, remitted,
or mitigated, tsy be collected t'y civil ection pursuant to Section 234c of the
Act 42 U.S.C. 2282c.

The response noted above (Reply to fictice of Violation, letter with payment of
I civil tenalty, and Answer to a Notice of Violation) should be addressed to

Director, Of fice of Enforcerent, U.S. Nuclear Regulatory Conmission, ATTil:
Docurent Control Desk, Washington, D.C. 20555 with a copy to the Regional

i Administrator, U.S. Nuclear Regulatory Conmission, Rtgion IV, 611 Ryan Plata
Drive Suite 1000, Arlington, Texas H011.

FOR THE fiUCLEAR REGULATORY COMMISS10f4
/

/
.

^
/ ,

, ? / nkchv blt'[&-
Robert D. tiartin,

Regional Administrator

! Dated at Arlington, Texes,
this 25th day of July 1990

:
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Docket No. 30-11081
License No. 35-10717-01
EA 90 100

kewan Memortal Hospital
ATTN: Gary Mitchell

Acministrator
919 South Main $treet
Shattuck, Oklatoma 73858

! Gentlemen:

$UBJECT: ORDER IMPOSING CIVIL MONETARY FINALTY - $5,000

This is in reference to Newman Memorial Hospital's (NMH) two letters dated
August 21, 1990, in response to the fictice of Violation and proposed
Iraposition of Civil Penalty (Notice) sent to you by NRC letter dated July 25,
1990. NRC's letter and Notice described numerous violations identified as a

j result cf NRC inspections conducted on January 25-26 and May 10, 1990.

To emphasize the importance of effective management of radiation safety
programs and compliance with all license requdrements, a civil penalty of
$5,000 was proposed.

In response, NMH admitted nine violations, denied three violations in their
entirety, and admitted in part and denied in part the remaining violation. In
addition, the Licenste stated in regard to a nur.ber of the admitted violations

; that they had been identified by the Licensee's consulting physicist and were
| in the progress of being corrected or had been corrected prior to NRC's
; inspections, provided extenuating information in relation to several
! violaticns, and requested mitigation of the civil penalty.
1

While NRC acknowledges that some of the problems associated with the,

violations in the Notice had been identified by N"H's consulting physicist ini

1989, pricr to NRC's inspections in January and May 1990, NRC concludes that
corrective actions based on the consulting physicist's findings were not
prompt, had not been implemented, or were not effective in correcting the
violations, in addition, in response to NMH's seeming inability during a

| June 1, 1990, enforcement conference to describe specific corrective actions
and assure NRC that NMH was in con.pliance, a third inspection was conducttd
on June 14, 1990. Therefore, as discussed in detail in the Appendix attached
to the enclosed Order In: posing Civil Monetary penalty, Nkt concluces that NMH's
arguments in response to the Notice do not warrant mitigation of the civil penalty.
CERTiflED MAIL
TETlIERITTT RE0 VESTED
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I Neman Memorial Hospital -2-

Af ter r.unsideration of NKH's responses, we have concluded for the reasons
given in the Appendix attached to the enclosed Order Imposing Civil Monetary
Penalty that the violations occurred as stated and that the proposed civil
renalty should be imposed. Accordingly, the NRC hereby serves the enclosed
Order on Newman Memorial Hospital imposing a civil monetary penalty in the
amount of $$,000. We will review the effectiveness of NHH's corrective
actions during subsequent inspections.

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

Sincerely,

.

N i
! Hu h L. Thorrpson -

? De- y Executive Dir r for
i Nuclear Materials S y, Safeguards,

|
arid Operations Support

| Enclosures: As Stated
|

|
:
I

,

i
)
s

!

!

I

i
;
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UNITED STATES
NUCLEAR REGULATORY CO *1$510N

In the Matter of )
hEWHAN HEMORIAL HOSPITAL ) .

Shattuck, Oklahoma ) Docket No. 30-11681 .

) License No. 35-16717 01
) EA 90 106 .

ORDER IMPOSING CIVIL W)NETARY PENALTY

!

Newman Memorial Hospital (NMH) .(Licensee) is the holder of NRC Heterials

License ho. 35-16717-01 issued by the Nuclear Regulatory Commission (NRC or

Comission) on May 23, 1989. The license authorizes the Licensee to use

NRC-licensed radioactive materials in accordance with the conditions specified

therein to conduct nt'c' ear medicine activities,

!!

Inspections of the Licensee's activities were conducted on January 25 26, and

May 10, 1990. The results of these inspections indicated that the Licensee

had not conducted its activities in full compliance with NRC requirements. A

written Notice 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 Licensae had violated, and the amount of the civil penalty proposed for

the violations. The Licensee responded to the Notice by two letters dated

August 21, 1990. The Licensee admitted nine violations (Violations A, C.1,

E.1, E. 2, F, G, H, I and J), denied three violations in their entirety

(Violations B, 0. 2, and D), and admitted in part and denied in part the

remaining violation (Violation C.3). In addition, the Licensee stated in
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regard to a number of the admitted violations that they had been identified by

the Licensee's consulting physicist and were in the progress of being

corrected or had been corrected prior to NRC's inspections, provided

extenuating information in relation to several violations and requested

mitigation of the civil penalty.

III

.

After consideration of the Licensee's response and the statements of f act,

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 penalty proposed for the violations designated

in the Notice should be ittposed by Order.

IV

In view of the foregoing and pursuant to Section 234 of the Atomic Energy Act

of 1954, as amended (Act), 42 U.S.C. 2282, and 10 CER 2.205, IT IS HEREBY

ORDERED THAT:

The Licensee pay a civil penalty in the amount of $5,000 within 30 days

of the date of this Order, by check, draf t, or money order, payable to

the Treasurer of the United States and mailed to the Director, Of fice of

Enforcement, U.S. Nuclear Regulatory Commission, ATTN: Document Catrol

Desk, Washington, D.C. 20555.

|
|
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V

The Licensee may reauest 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

Enforcesent, U.S. Nuclear Regulatory Comission, 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 Drive, Suite 1000, Arlington,

Texas 76011.

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 Commission's

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

Notice referenced in Section II above, and

|

|
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(b) whether, on the basis of such violations and the additional

violations set forth in the Notice that the Licensee admitted, this

Order should be sustained.

FOR THE NUCLEAR REGULATORY COMMIS$10N

l JH 1
uh . Thompso Jr.

De u y Executiv Dir or for
Nu ear Materials Safety, Safeguards,

and Operations Support

Dated at Rockville, Maryland
thisje day of December 1990ti

f
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APPENDIX

EVALVATIONS AND CONCLUSIONS

Appendix to Order imposing Civil Monetary penalty

On July 25, 1990, a Notice of Violation and Proposed imposition of Civil
Penalty (Notice) was issued for violations identified during January 25-20,
1990 and May 10, 1990, NRC inspections. Newman Memorial Hospital (NMH)
responded to the Notice in two letters dated August 21,1990. The NRC's
evalua'tions and conclusions regarding the licensee's response follow:

Restatement of Violations

A. 10 CFR 35.21 requires that the Radiation Safety Officer ensure that
radiation safety activities are being performed in accordsnce with

; approved procedures and regulatory requirements in the daily operation of
the licensee's byproduct material program. In addition, specific duties
are 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 R50'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 Safety Committee's members
must be present, including the Radiation Safety Officer (RS0) 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 1990.

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

1. Item 9.4 of the application describes the licensee personnel
external exposure monitoring program. Item 9.4.2 specifies, in
part, that all 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 radioactive
material on a regular basis will be issued film or TLD
(thermoluminescent)fingermonitoringdevices.

Contrary to the above, from October through December 1989, the
licensee failed to issue whole body or finger monitoring devices to
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Appendix -2-

!
! two individuals who were occupationally exposed to radiation and
| handled radioactive material on a regular basis during this period.

2. Item 10.4 of the application describes the licensee rules for safe
! use of radiopharmaceuticals. Item 10.4.7 specifies, in part, that-
j personnel are to wear monitoring devices at all times while in areas

where radioactive materials are used or stored.,

Contrary to the above, on May 10, 1990 an inspector observed an
individual working in an area where radioactive materials were in*

i use and stored and who was not wearing a personal monitoring device.
1
- 3. Item 10.12 of the application specifies that the procedures
| described in Appendix N of P.egulatory Guide 10.8, Revision 2, will
' be used to conduct area radiation surveys.

| Appendix N, in part, requires that weekly surveys be performed to
determine removable contamination levels in radiopharmaceutical4

: elution, preparation, and edministration areas. This method rust be
i sufficiently sensitive to detect 2000 disintegrations per minute
] (dpm) per 100 square centimeters. Also, the records of the survey
! must contein a drawing of the areas surveyed, contamination action

levels as established by the RSO, and measured contamination levels
in ipm/100 square centimeters,

j Contrary to the above (1) from September 1989 through January
{ 1990, the licensee had f ailed to conduct weekly surveys to determine

removable contamination in radiopharmaceutical elution, preparation,
and administration areas; (2) from 1987 through January 1990, the
licensee failed to ensure that the method used to conduct contamina.
tion surveys was sufficiently sensitive to detect 2000 dpm/100

3

square centimeters; (3) from January 1988 through January 1990,,

records of contamination surveys did not include a drawing of thej
areas surveyed, and (4) from 1987 through Hay 10, 1990, did not+

; include the measured contamination levels in dpm/100 square
! centimeters.
!

| D. 10 CFR 35.60(c) requires, in part, that a licensee require each
! individual who prepares a radiopharmaceutical kit to use a syringe
| radiation shield when preparing the kit.
I

! Contrary to the above, as of May 10, 1990 the licensee's technologist
who prepared radiopharmaceutical kits failed to always use a syringeI

radiation shield when preparing the kits during 1988 and 1989.j

i 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.,

1

i

,

!

|

|
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,

Contrary to the above, on Au9ust 20, 25 and 31; and November 2, 3,
i 9, 11, 26, and 28, 1989, the licensea did not check a dose

calibrater for constancy with a dedicated check source and used the
dose calibrator to measure patient doses on those days.

,

2. 10CFR35.50(b)(3) requires,inpart,thatalicenseetesteachdose
calibrator for linearity at least quarterly.

Contrary to the above, the licensee did not complete a linearity
test of tne dose calibrator between November 1989 and May 10, 1990.

F. 10 CFR 35.53(c) requires, in part, that a licensee retain a record of the
reasurements of radiopharmaceutical doses required by Section 35.53 for
3 ears. To satisfy this requirement, the record must contain the
(1 patient's name, and identification number if one has been assignedt
(2 date and time of the measurement; and (3) initials of the individual
who made the record.

Contrary to the above, from 1988 through May 10, 1990, certain records of
radiopharmaceutical dose measurements did not contain the patient name

andidentificationnumber$whomadetherecord.the date and time of the measurement, and theinitials of the individua
G. 10 CFR 35.60(b) requires a licensee to conspicuously label each syringe,

or syringe radiation shield that contains a syringe with a
radiopharmaceutical. The label must show the radiopharmaceutical name or
its abbreviation, the clinical procedure to be performed, or the
patient's name.

Contrary to the above, during 1988 and 1989 the licensee failed to label
syringes or syringe radiation shields that contained syringes with
radiopharmaceuticals.

H. 10 CFR 35.14 requires, in part, that a licensee notify the Commission by
letter within 30 days when an authorized user permanently discontinues
performance of duties under the license.

Contrary to the above, as of May 10, 1990, the licensee had failed to
provide the required notification for two authorized users who had
permanently discontinued their performance of duties under this license
in December 1989,

1. 10 CFR 20.401(a) requires, in part, that each licensee maintain records
showing the radiation exposures of all individuals for whom personnel
monitoring is required under 10 CFR 20.202.

Contrary to the above, as of May 10, 1990, the licensee had failed to
maintain records for three individuals of-radiation exposures accrued-
during the period October through December 1989.
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J. 10 CFR 35.50(e) requires, in part, that a licensee ret &in a record of
each check and test required by Section 35.50(b)(2), (3), and (4), and
that the record incluce the signature of the Radiation Safety Officer -
(R$0). .

1990, records of the
Contrary to the above, from 1987 through Jenuary(2), (3), and (4) did notchecks and tests required under 10 CTR 35.50(b)
include the signature of the RSO in every case.

These violations have been collectively classified as a Severity Level !!!
problem (Supplements IV and VI).

Cumulative Civil Penalty - $5,000 (assessed equally among the 10 violations)

Sumary of Licensee's Response to Notice of Violation

(Note: Although the proposed civil penalty was assessed equally among 10
violations, A through J, Violations C and E had more than one part, such that
if counted individually, the Notice could be viewed as containing 13

iviolations of HRC regulations and license conditions. For the purpose of
sumarizing and evaluating the Licensee's response, a 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, I and J), denied 3 violations in their entirety (Violations B, C.2, and
D},)andadmittedinpartanddeniedinparttheremainingviolation(ViolationC.3 . In addition, the Licensee stated in regard to a number of the admitted
violations that they had been identified 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 extenuating inforniation in relation
to several violations.

| For the purpose of this and the next section of this document, which are-
i focused on determining whether the violations in the Notice did or did not

occur, only those violations which the Licensee denied either in whole or in2

! part are discussed. The Licensee's statements in regard to_ identification,
i corrective action, and extenuating circumstances are more appropriately
: addressed in the subsequent sections of this document in which the Licensee's

arguments for mitigation of the proposed civil penalty are sumarized andi

evaluated,
;

t

; In denying Violations B, 0.2 and D, and denying in part Violation C.3, the
Licensee stated in general that it felt the conclusions reached by HRC's

,

j inspectors were incorrect and made the following arguments:
4

4

1. In response-to Violation 0, the Licensee stated that interim meetings of'

| 6 portion of the radiation safety committee (RSC) had been held in August
,

i
.

1

i
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- -_ - - - , - -. . .- - --- - - - _ . - - - - . - - - . - - - - - - .



Appendix -5-

and November 1988. These meetings included the administrative
representative, nuclear medicine technologist, and the Licensee's
consulting physicist, but not the R$0. The Licensee added that later,-
when the RSO could be present, the report of the consulting physicist and
other matters were discussed with the R$0. The licensee stated that the
RSO was on vacation and was not present during the February 1990 RSC
meeting of the RSC, but that a meeting was held later with the RSO to
discuss all matters, including the NRC inspection results.

2. In response to Violation C.2, the Licensee stated that the inspector
arrived before the technologist, and that immediately upon the arrival of
the technologist and before he could go to his office to
badge, the insper. tor requested entry to the hot lab area.get his filmThe Licensee
stated that the technologist complied with the inspector's request,
letting the inspector into the Hot Lab where radioactive materials are
kept, at which point the inspector informed the technologist that he was
not wearing his badge. The Licensee stated that the technologist should
have retrieved and worn his film badge, but that the approach on the part
of the inspector was inappropriate ar.d contributed to the error.

3. In response to Violation D, the Licensee stated that the inspectors could
not have observed a f ailure of a technologist to use syringe shields to
prepare kits because no patients "were done" during either the January orMay 1990 inspections. The Licensee added that it had identified a need
for "better" syringe shields in April 1989 and that the shields were in
use by August 1989.

4. in response to Violation C.3 (part 3), the Licensee stated that it did
have a pictorial diagram of the department and that it was available at
the time of the ins
with the response. pection, and attached a copy of a daily survey record

s

(This record documented anbient radiation surveys
conducted during the period January 4-25,1982).

HRC Evaluation of Licensee's Response to Notice of Violation

1. In regard to Violation B, the Licensee has_ indicated that meetings of the
RSC may have been held without the RSO present, but that the matters
discussed during the RSC meetings were discussed with the RSO when he
became available. The Licensee has not, however provided any
information to suggest that the RSC was reconvene,d to discuss these
matters with the R50 nor has the Licensee suggested that records of any
such meetings of the RSC exist. Although the staff acknowledges the
benefit of interim meetings of the RSC, whether or not a quorum is
present, the requirement to gather specific responsible individuals
quarterly for the purpose of reviewing licensed activities, must be met.
Additiona$ly, minutes documenting the subjects discussed during these
meetings must be ma'nttined. The NRC staff concludes that the Licensee's
explanation does not satisfy the requirements of 10 CFR 35.22(a)(3).

NRC concludes that the violation occurred as stated.
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I
]

| 2. In reg 6rd to Violation C.2, the Licensee stated that the NRC inspectors
] reached an incorrect conclusion. The Licensee in it. response admitted
i that the technologist did not wear a personal monitoring device while in ;

i a controlled area. The Licensee, in effect, requested tnat the violation
1 be withdrawn based on the circumstances it described in its response. *
} However, the staff does not fully agree with the Licensee's
a representation of the circumstances.
1
; D'uring the Hay 1990, inspection, the inspectors initially met with the ,

'
j hospitel administrator who accompanied therre to the nuclear medicine

Prior to entering the Licensee's restricted area thedep.irtment.;
admiaistrator introduced the inspectors to the RSO and severaI other

3

i individuals, including the subject technologist. The inspectors
j indicated that they wished to tour the nuclear medicine lab and waited

' with the Licensee's consulting physicist and the administrator while the
i technologist retriend keys to the lab. Further, the inspectors

indicated that the ttchnologist should feel free to tend to any immediate
patterst concerns or other matters since the hospital staff was just >

,

j beginning its workday,

i 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
thst they believed the inspector's actions in this instance to have been

i

j inappropriate.
1

| In hRC's view, the technologist was provided an opportunity to retrieve
any required monitoring devices prior to accompanying the inspectors.;

1 The NRC dees not agree with inferences in the licensee's position that NRC
actions reasonably contributed to the violations. The inspectors did not-

; notice that the individual was without the required film badge urtil after <

j the inspectors had been taken into the hot lab. Once the inspectors noticed
this error, it was promptly brought to the attention of the technologist,

and prior to requesting him to handle licensed material.
*

NRC is not in a position to know whether Licensee personnel have
' routinely met this requirement. In this instance, the violation is based
! ' on the observation of an inspector during an inspection. The NRC staff |
j notes, however, that good radiation safety practices should be observed I

! regardless of the presence of an NRC inspector and, in fact, that most
| individuals are more conscientious of items such as personal monitoring
| devices when in the presence of an inspector.
<

NRC concludes that the circumstances surrounding this-violation do not
: provide a basis for withdrawing the violation and that the violation
; occurred as stated.

|

!

!
,

1

4

i

i
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I 3. In regard to Violation D, the violation was based not on inspector
observations, as the Licensee's response suggests, but on interviews withi

| Licensee personnel. The violation cited events in 1988 and 1989. NRC'
staff acknowledges that syringe shieldt were available for use at the time
of NRC's May 1990 inspection. However, the syringe shields that were '
available were not sized to accommodate all syringes used by the Licensee
in preparing radiopharmaceuticals from reagent kits. This was discussed
in detail during the inspection with Licensee personnel (technical staff)
who indicated that when preparing radiopharmaceuticals requiring larger

i dilution volumes, necessitating the use of larger syringes, the kits had
been prepared without the use of a syringe shield. The significance of *

the f ailure to use a *yringe shield in these instances was compounded by
the fact that the licensee had not implemented the use of a table. top
"L. block" to provide additional shielding for its technical staff when
reconstituting radiopharmaceuticals or drawing patient doses.

NRC 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 indicate that a pictorial diagram of the department was available
at one time, and may indeed have been available at the time of the NRC's
inspection, this has little to do with the actual violation. The
violation involved a failure to have included a drawing of the area
surveyed for contamination surveys performed from January 1988 through
January 1990. The Licensee has provided no information to suggest that
such records included drawings.

NRC concludes that the violation occurred as stated.

Sumary of Licensee's Request for Hitigation

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

1. The Licensee stated that six of the violations had been identified by its
consulting physicist and that corrective actions had been initiated prior
to NRC's January 1990 inspection. The violations that the Licensee
stated it had identified prior to NRC's inspection are: Violations A, D,
E.1, E.2, f, and G.

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

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
AugusttoNovember1989(thisindividualresignedhispositioninlate
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Appendix -8

October 1989)andtheconcurrentfailureoftheR$0toproperlysupervise
this individual and detect these deficiencies (this R$0 is no longer
employedatNMH). The Licensee stated that corrective actions to address
these performance related problems were promptly implemented, without the
threat of a civil penalty, when hospital administration became aware of
these problems in November 1989.

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

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

NRC Evaluation of Licensee's Request for Mitigation

1. The issue 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.I. of the Enforcement Policy provides that
NRC may exercise discretion and not issue a Notice of Violation for
licensee identified Severity Level IV and V violations provided that
specific criteria are met; and 2) Section V.B. provides that NRC may
adjust a civil penalty (up to a 50% increase or decrease of the base
civil penalty) depending on whether the licensee identified, promptly
reported, and imediately corrected the violation or violations 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

i isolated Severity Level IV and y violations and not in cases of numerous
Severity Level IV and Y violations that suggest a more widespread problem:

'

with compliance, and NRC will apply this discretion only if the violations
were or will be corrected (from the time the licensee identified them),
including measures to prevent recurrence, within a reasonable time. In

; the case of NMH, NRC does not view the violations the Licensee claims to
; have identified and corrected as isolated Severity Level IV and V violations,
; but as a symptom of a more pervasive problem with compliance and a
! significant eack of attention to licensed responsibilities. As indiepted
! 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 violations it
i claims to have identified and corrected to have-included sufficient measures
i to prevent recurrence. Thus, NRC does not view this particular discretionary
; provision as applicable to this case.
1

'

Inherent in the second case, that of NRC'c discretion to mitigate a
j proposed civil penalty based on licensee identification, is the immediacy

|
|
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I
of a licensee's action to correct the problem upon discovery. NRC's |Enforcement Policy states that no consideration will be given to a lreduction in penalty if a licensee does not take imediate action'to l

correct the problem upon discovery. Implicit in this factor is a
presumption that a licensee's immediate corrective actions were *

| successful in correcting the violation. in light of this factor, a'

discussion of each of the violations for which the Licensee cites
self-identification is necessary.

a. In regard to Violation A, the Licensee admitted that the RSO had
failed to perform his ihtumbent duties, but stated that this problem
was identified to hospital administration by the Licensee's
consulting physicist in November 1989. The Licensee described
actions taken to correct the situation which included verbal and
written notification to the RSO. The Licensee attached a copy of
its written notification to its response. The Licensee also stated
that its approach to this problem was not successful and that the
R$0's contract was not renewed, and further stated that this action
had been tLlen 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 physicist and the hospital's administration
had recognized the failure of the RSO to perform certain required
tasks. However, the Licensee has, in NRC's view, provided little
information to suggest that it had recognized the extent of the
R$0's failures to ensure compliance with NRC requirements and has
provideo virtually no information to suggest that its corrective
actions upon identification of this problem were effective. The
" written notification" to which it referred amountea to a statement
within an " Annual Report of the Radiation Safety Officer" which
said, " c]1oser observation of activities in the department and
closer [ inspection of records by Radiation Saf;ty Officer will be
implemented imediately." This report was. completed by the
consulting physicist and, although it provided a space for tha R50's
signature, the R$0 had not signed it. Based on the R50'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 and concludes that the Licensee had
not 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 docarent would
clearly define the R50'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 civil penalty. NRC
later learned that this R$0 had resigned his duties with NMH of his
own accord, and was designated as an authorized user at another
facility in July 1990. NRC staff subsequently contacted the Licerisee
to confirm this fact, and this was acknowledged by the administrator
during a telephone conversation on July 11, 1990.

In NRC's view, the Licensee failed to recognize the extent of the
R$0's failures and, by its own admission, initiated corrective
actions that were not successful in correcting the problem. In that
the problem continued and 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 Policy.

b. In regard to Violation D, the Licens6e stated that it had identified
the need for better syringe shields in April 198g and that these i

were in use by August 1989,

Whi'le the Licensee may indeed have identified the need for bettere

' syringe shields in April 1989, and may have been using these in
August 1989, these f acts have little to do with the specific

j violation. Violation D involves the Licensee's technologist
4

aamitting thst he failed to use a syringe shield on certain
; cccasions when preparing radiopharmaceutical kits in 1988 and 1989.
] The specific reason that this violation occurred was a failure to
- have syringe shields of a sufficient size to accommodate the larger

syringes used with certain kits.

| In that the Licensee had not identified the specific issue that was
! the subject of this violation, NRC concludes that there is no basis
i on which to nitigate the proposed civil penalty within the framework
j of NRC's Enforcement Policy.

! c. In regard to Violation E.1, the Licensee stated that the failure to-
! perform daily constancy checks on the dose calibrator was identified

by its consulting physicist on November 10, 1989 and was correctedi

; 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.
1 Additionally, the Licensee's corrective actions did not Include
i measures which would prevent recurrence of this problem should the

same circumstances (new employee or temporary replacement) that
contributed to-this violation arise again.

,

;

!
!
!

!

i
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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 occasions following the Licensee's identification o,f
it HRC concludes that the Licensee's identification of this
violation does not warrant mitigation of the proposed civil penalt'y
within the framework of NRC's Enforcement Policy.

d. In regard to Violation E.2, the Licensee stated that the " potential"
of this problem occurring was identified by the consulting physicist
in February 1990, and ttyat the technologist had attempted to conduct
a dose calibrator linearity test in itarch 1990. The Licensee stated
that a satisf actory test was not performed until the consulting
physicist returned to the hospital in May 1990, 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 time 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
linearity test once it had been brought 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 civil penalty within the framework of
NRC's Enforcement policy.

e. In regard to Violation F, the Licensee stated that the failure to
include all required information in patient radiopharmaceutical
dosage records had been identified in April and November 1989. The
Licensee further stated that it believed that only one patient dose
record was incomplete at the time of the May 10, 1990, inspection.

The NRC staff does not dispute the Licensee's statement that it 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.)

NL' REG-0940 II.A-47
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!

In that this violation was recurring and was continuing at the time
of NRC's inspections in January and May 1990, NRC concludes 'that the
Licensee's identification of the violation does not warrant mit1 ation0
of the proposed civil penal.:y within the framework of NRC's Enforgement

j Policy.
<
~

f. In regard to Violation 3, the Licensee acknowledged the failure to ,

label radiopharmaceutical syringes or syringe shields, but stated '

j that this problem had been identified in April 1589 and that
continued progress to correct the problem had been m,ade.

i The NRC staff does not dispute the Licensee's asscrtion that it '

i identified the failure to label syringes in April 19P9. However, the ;

i NRC staff notes that, as admitted by a Licensee employee this was ag
i recurring problem and continued well beyond the Lics. nee s
; identification of it.

,

1 )

: In that this violation continued well past the Licensee's "

! identification of it NRC concludes that the Licensee's identification
j of the violation does not warrant mitigation of the proposed civil
j penalty within the framework of NRC's inforcement Policy. '

!

l In summary, NRC does not consider the Licensee's argumelits in regard to
j the identification of the violations as warranting mitig6 tion of the civil
i penalty within the framework of NRC's Enforcement Policy. In NRC's view, '

| the Licensee failed to recognize the extent of its compliance problems, >

| failed to implement immediate corrective actions in response to the
consulting physicist's identificetion of problems, or had f ailed to,

a implement corrective actions that were successful in correcting a problem
] and preventing its continuation, in that the problems identified by NRC's
: inspections were of a continuing nature and were occurring at the time of
i the inspections, NRC concludes that, in relation to the identification
' issue, mitigation is not warranted, and that escalation of the base
i penalty by 50%, as proposed, is appropriate.
!
4 2. With regard to corrective actions, the issue here is whether mitigation
i of the proposed civil penalty is warranted based on the the Licensee's
I correctin actions taken af ter NRC's inspections. NRC acknowledges that
i the Licensee was taking some steps toward correcting the problems
| identified by NRC's inspections. However, the Licensee's responses
; referred primarily to actions it believes it had underway even before
; NRC's inspections took place. For the reasons already discussed NRC

finds those actions to have been lacking and insufficient to correcti
4

! 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, becausei

! 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

!
,

1

!
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of the June inspection. NRC concluded that the corrective actions .the
Licensee took following NRC's January and May 1990 inspections were neither
prompt nor extensive, were narrowly focused on the individual violations,
and failed to address the broader issue of management and control of .

licensed activities. */ 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 personnel performance-related
problems, NRC notes that the former RSO lef t Newman Memorial Hospital >

'

voluntarily and that this occurred after the Licensee was on notice that'

a civil penalty was possible.' For these reasons, NRC concludes in relation
to corrective actions that mitigation of the civil penalty is not warranted
and that escalation of the base civil penalty by 50%, as proposed, was
appropriate.

3. NRC acknowledges that several of the violations may be attributed to the
f ailure 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 is a licensee's responsibility to ensure that all
individuals participating in licensed 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.

4, 1. regard to violation C.1, although the NRC staff acknowledges that these
i individuals may have worn personal monitoring devices provided by another

this does not relieve the licensee of the requirement to provide
facility, ices to employees in activities under this license.these dev Separate
devices would indicate in which facility an exposure occurred in order to
correct problems and achieve exposures as low as reasonably achievable.

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

NRC Conclusion

Based on NRC's evaluation of tha Licensee's responses, the NRC staff concludes
that all violations occurred as stated and that Newman Memorial Hospital has
provided no information to cause NRC to uodify the proposed civ)I penalty.
Accordingly, the NRC staff concludes that a civil penalty 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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+ C, UNITED STATES

[ ') e ( NUCLEAR REGULATORY COMMISSION
*'
, ,e REGION 1

8 478 ALLENDALE ROAD% *s j
***** KING OF PRustlA, PENNSYLVANIA 19400

January 31, 1991

Docket No. 030-07022
License No. 29-13613-02
EA 89-60

Process Technology North Jersey
ATIN: John Scandalios

President and Chief Executive
Officer

103 Lake Denmark Road
j Rockaway, New Jersey 07866

! Gentlemen:
1

4

|
NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF civil PENALTIES - $13,0005UBJECT:

(NRC INSPECTION REPORT NO. 89-001 AND NRC INVESTIGATION REPORT
| N05. 1-89 006 and 1-89-0065)
i
i This letter refers to the NRC safety inspection conducted on March 21 and 23,

1989, of activities authorized by NRC License No. 29-13613-02, and to the subse-
, quent investigations conducted by the NRC Office of Investigations (01), The
j report of the inspection was forwarded to you on April 17, 1989. The redacted
{ versions of the 01 investigation reports were forwarded to you on July 20, 1990.
! During the inspection and investigations, violations of NRC requirements were
j identified. On April 26, 1989 and August 14, 1990, enforcement conferences were
1 held with you and members of your staff during which these violations, their
1 causes and safety significance, and your corrective actions were discussed.
4

) The violations are described in the enclosed Notice of Violation and Proposed
i imposition of Civil Penalties (Notice), Violation I of the Notice involves

inaccurate and incomplete statements by current and former members of your staff
'

during the April 1989 enforcement conference and during the investigations,
1 This violation contains faur examples. Example (A) involves your former Plant
! Manager / Radiation Safety C1ficer (RS0) and your Vice President / Quality, both of
| whom during the April 1989 Enforcement Conference failed to acknowledge any
{ keyless entries (climbing over the door) Of the irradiator cell, when in fact,
; these individuals knew of two such entries. Not to have provided the NRC with
j this infortnation was very significant because these entries bypassed interlocks j

'

j designed to control access into an irradiator,
j j

!! Example (B) involves your former RSO who, during the April 1989 enforcement
! conference, stated that the irradiator operating system computer records all
j entries into the cell (an assertion used to support that there were no keyless
; entries made into the cell) when, in fact, this was not true, Not to have

) CERTIFIED MAIL
"

UI6 TURN ATC$TFT REQUESTED
~

|
!

!
;

4

; . NUREG-0940 II.A-50
.

4

-m----w-~~------n------e,w-w,-=--,-v....,.w w. m.-n-,--t-.vm,- --w,.----e-e-n--* - -,c+ .- ,e-wr.....-,,,..--w-,wc .-,--wr,e,m-w~, -- ,et-



_ - - - .. _ - . - - - - . - . - - - _-.- - - ._ - - - --
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j provided accurate information was significant because the NRC was seeking
information on whether the computer verified whether keyless entries occurred
even if the source was in the "down" position.;

Example (C) involves the former R$0 mo willfully misrepresented his prfor
knowledge rJ damage to the cell door kneb Example (C) also involves the failure

a

of your former Vice President of Operations and Engineering (VP, Ops /Eng) and RSO
to acknowledge during the enforcement conference that they were aware that the'

door to the irradiator cell had been forced open by a former Shif t Supervisor /
1rradiator Operator (Operator) prior to an audit conducted on February 13, 1989,
without the use of a Ley. In addition the VP, Ops /Eng initially denied to an 01 ,

investigator having had knowledge prior to the enforcement conference that this
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 lockinn mechanism.

Example (0) involves the former-Operator who willfully misinformed the NRC of
the manner in which the irradiator cell was improperly accessed by 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 Executive i

Officer (CEO) contends that he did not read the April 24, 1989 memoranda
describing the climbing incidents, which he had been sent prior to the enforce-
ment conference until 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 RSO alleged that
the VP, Ops /Eng was told. However, 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 lock
mechanism on the Maze Access Door was one of the topics planned to be discussed
at the April 26, 1989 enforcement conference, and operators gaining entry into
an irradiator cell by climbing over the door is an extraordinary occurrence at
an irradiator. Moreover, your Vice President of Quality demonstrated, at a
minimum, poor judgment in not being more candid during the enforcement
conference.

Violation I raises serious questions regarding the ability 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 Radiation Technology, incorporated (your
predecessor company), had previously occurred between 1984 and 1986. Those
previous violations resulted in orders suspending your license in March and
June 1986, as well as the termination of employment, criminal prosecution and
conviction of three former employees, and the incarceration of the former
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President, who was'also the Radiation Safety Officer in the 1084-1936 time
period. While the more recent violations set forth in the enclosed Notice are
not considered as egregious as those earlier violations, they are nonetheless
disturbing, given the prior operating and enforcement history at this facility,
and demonstrate the continuing need to emphasize complete and accurate
communications.

A license to use radioactive material is a privilege that confers upon the
licensee and its officials and employees the special trust and confidence of the
public. _When the HRC issues a license, it is expected and required that the
licensee, as well as its employees and contractors, be completely candid and
honest in all of its dealings with the NRC, and ensure that any submittal of
written or oral information to the NRC be complete and accurate, The number
and nature of the violations with respect to the former RSO, including the
submittal of inaccurate or incomplete information to NRC, is of particular
concern to the NRC, If this individual had still been employed at your
facility, the NRC would have considered issuance of an Order precluding him
from the performance or supervision of licensed activities.

In addition to the violation set forth in Section I of the Notice, involving the
submittal of inaccurate and incomplete information to the NRC, several other
violations of NRC requirements were identified during the March 1989 inspection,
or during the investigations. These violations are descrioed in Section II of
the enclosed Notice. These viclations include, but are not limited to: (1) the
failure by the plant superintendent, RSO, and VP/ Quality to assure that the
problem with the personnel access door lock was properly corrected when an
operator notified the RSO f n February 1989 that the lock was malfunctioning;
(2) the-deliberate bypassing of administrative procedures, safety interlock,
and physical barriers by two operators who entered the irradiator cell by
climbing over the irradiator cell access door, a method of entry not permitted
by regulatory requirements; and (3) modification of the Irradiator Start-Up
procedu e by replacement of a certain key operated " time delay" safety switch,
without first obtaining prior approval of the Commission, These violations
are of particular concern as they represent a significant lack of attention to
and carelessness for licensed responsibilities by supervisors and managers at
your facility,

In accordance with the " General Statement of Policy and Procedure for NRC
Enforcement Actions," 10 CFR Part 2, Appendix C (1989). the violation in -
Section I of the Notice has been classified at Severity Level II because it
involves erroneous information on material matters given by supervisors anc'
managers, and at least two examples of a licensee manager or supervisor
deliberately providing inaccurate information to the NRC. The violations in
Section 11 of the Notice have been classified in the aggregate at_ Severity
Level III because they represent a significant breakdown in management
attention and control of licensed responsibilities,

a
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The NRC recognizes that your CEO had been employed in this capacity for only
a short time prior to the March 1989 inspection. The NRC also acknowledges that
your subsequent corrective actions, as described in your letter dated August 5,
1990, to the NRC and at the August 1990 enforcement conference, were extensive.
These actions included: (1) procedural improvements; (2) increased training of
your staf f; (3) increased, imr roved, and expanded audits; and (4)_ the establish-
ment and active involvemer.t o' the Radiation Safety Committee in all matters
pertaining to the operatic' of the irradiator.

Nonetheless, to emphasize the importance of ensuring that (1) licensed
activities are conducted safely and in accordance with the conditions of your
license; (2) deficiencies, when they exist, are promptly identified and

| corrected; and (3) all information communicated to the NRC is both complete
and accurate, I have been authorized, after consultation with the Commission
to issue the enclosed Notice of Violation and Proposed Imposition of Civil
Penalties in the amount of $13,000 for the violations set forth in the enclosed
Notice.

The base civil penalty amounts for Severity Level 11 and 111 matters are
$8,000 and $5,000 respectively. Although a higher civil penalty is warranted
based on the application of the adjustment factors in the Commission's
Enforcement Policy for both the _ Severity level 11 and 111 matters, af ter
consultation with Commission only the base civil penalty provided under the
Policy will be proposed for the violation in Section I and the violations in
Section 11 of the Notice. We are exercising discretion in this case because
your performance has been good subsequent to these violations, the violations
were identified and/or occurred shortly af ter a new Presidert and CEO had been
appointec by the licensee and he had had minimal opportunity to re-orient the
licensee's operations, and for the most part the managers involved in these
violations have been removed.

You are required tn 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. This response should also provide your
basis for concluding that each person involved in licensed activities under-
stands his or her responsibilities and is committed to assuring that NRC
requirements will be followed and communications with the NRC are complete and

Af ter reviewing your response to this Notice, including your proposedaccurate.

corrective actions, and the results of future inspections, the NRC will deter-
mine whether further 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," 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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Process Technology North Jersey 5

The responses directed by this letter and th enclosure are not subject to the
clearance procedures of the Office of Mar.3gement and Budget as required by the
Paperwork Reduction Act of 19B0, Pub. L. 90-511.

Sincerely,

>f ap
j'),?' .jd 7'sh*f cgcY vj :i;Y % r

Thtcas T. Martin
Regional Acministrator

Enclosure: Notice of violation and Proposed
Imposition of Civil Penalties

cc w/enels:
Public Document Room (PDR)
Nuclear Safety Information Center (NSIC)
State of New Jersey

<

t

-
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NOTICE OF VIOLATION
AND

PROPOSED IMPOSITION OF CIVIL PENALTIES

Process Technology North Jersey Docket No. 030-07022
Rockaway, New Jersey License No'. 29-13613-02

EA 89-80

During an NRC inspection conducted on March 21 and 23, 1989 at the licensee's i

f acility in Rockaway, New Jerso 'and subsequent investigations by the NRC
Office of Investigations, violt lons of NRC requirements were identified. In
accordance with r.ne " General Statement of Policy and Procedure for NRC
Enforcement Actio,s," 10 CFR Part 2, Appendix C (1989), the Nuclear Reguhiary
Commission proposes to impose civil penalties pursuant to Section 234 of the '

Atomic Energy Act of 1954, as amended ("Act"), 42-U.S.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 30.9(a) requires, in part, that information provided to the
Commission by a licensee be complete and accurate in all material respects.

'

Contrary to the above, the licensee 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 NRC8 s repeated questions, information provided by the
licensee was incomplete. Specifically, in response to questions 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 violaticas of NRC requirements and could have affected
the NRC review and investigation into the details of the violations,

B. During an Enforcement Conference with the PRC'on April 26, 1989,
.

information provided by ths. licensee was insecurate in that a
! licensee's representative stated, in response to questions concerning
i whether the facility's computer logged all entries into'the irradiator
! cell, that the computer log showed all personnel entries through the
'

irradiator 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 licensee's representative were not accurate,
in that the computer log would not record all entries into 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 influ-
enced the NRC review and investigation concerning whether the licensee
had the capability of detecting all entries into the irradiator cell4

and whether there was the possibility that there had been keyless,

; entries which had not been detected and recorded.

C. During an Enforcement Co'nference with the NRC on April 26, 1989, !information provided by the licensee was inaccurate in that a licensee
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 cell door knob until an
internal audit conducted on February 13, 1989. This statement was
inaccurate in that the licensee representative subsequently admitted
to an NRC investigator on June 22, 1989, tnat he was actually informed
of the damage to the door knob during the week prior to February 13,
1989. Furthermore, the information provided by the licensee was

'

inaccurate in that, in response to questions 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 internal audit
conducted on February 13, 1989, licensee representatives denied having
such knowledge. This information was inaccurate in that one licensee
representative subsequently admitted to the NRC investigator on
June 22, 1989, that he had been informed by the licensee's fomer4

Shif t Supervisor /Irradiator Operator (Operator) prior to the auJit
; that the Operator had forced the door open and a second licensee

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 vithout 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.
- .

] D. During an investigation interview with an NRC inspector and
investigator on April 11, 1989, a former Shift Supervisor /Irradiator

i Operator (Operator) provided information that was not accurate in all
material respects. The Operator volunteered information that he was
aware that two Operators had entered the irradiator cell by-forcing,

4

the loosened knob on the locked access door. This statement by thej
Operator was inaccurate in that the Operator subsequently admitted to

+

the NRC investigator on June 8, 1989, that the Operators had actuallj
entered the cell by climbing over the cell door rather than by forcing
the door open. This statement was material because it directly

;

.
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Notice of Violation 3

related to the violations of NRC requirements and would have affected
the NRC review and investigation into the details of the specific
violation.

This is a Severity Level 11 Violation (Supplement Vil)
Civil Penalty - 58,000

11. VIOLATIONS OF OTHER REGULATORY REQUIREMENTS

A. 10 CFR 20.203(c)(6)(1) and (vii) requires, in part, that each area
in which there may exist radiation-levels in excess of 500 rems in
one hour at one meter from a sealed radioactive source must have
each entrance or access point equipped with entry control _ devices
which shall function automatically to_ prevent'any individual from
inadvertently entering the area when such radiation levels exist;
and that no operations shall be conducted unless such entry control~

devices are functioning properly.

Contrary to the above, during the week of February 5, 1969, the
personnel access door of the licensee's irradiator cell, an access
control to an area in whicn there may exist radiation levels in
excess of 500 rems in one hour at one met r from a. seal _ed-
radioactive source, was malfunctioning such that inadvertent access
to this area was possible; however, the licensee RSO continued
operations and did not take sufficient corrective action to
permanently repair the mechanism,

B. 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 8, 1988.

Procedure 9.100 B, enclosed in the letter dated May 25, 1988, entitled
" Auto Run Mode Irradiator Start-Up,"'provides in Steps 7.6 through
7.24, directions for routine entri9s into the irradiator cell. The

-procedure states that " Deviation from this prucedure is prohibited
without the express written approval of the RSO or his alternate
designated in the license."-

Contrary to this requirement, two operators entered the-irradiator
cell on two separate occa wns (some time in September 1988, and some
time in either January or Fr- ruary 1989) by climbing over the locked
irradiator cell access door, a method not authorized by the procedure,
and such entry was not authorized or approved by the RSO or any
designated alternate.
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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 8,
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 enclo' sed in the letter dated May 25, 1988, entitled
" Auto Run Mode Irradiator Start-Up," requires in Step 7.13, 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 90-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.

.

D. 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 0, describe the parts of
the irradiator system that must be checked for proper maintenance on
a monthly and quarterly maintenance schedule.

Contrary to the above, between the commencement of operation of 'he
2102-8 1rradiator system in August 1988, and thq NRC inspectio., on-
March 23, 1989, none of the specified quarterly (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 who 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 af ter the exposure of the
individual has been determined by the licensee, or 90 days after the
date of termination of employment or work assignment, whichever is
earlier.

t

J
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Notice of Violation 5

Contrary to the above, from approximately December 21, 1988, and. |

continuing through March 21, 1989, 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.

F. Condition 20.A of License No. 29-13613-02 requires that, within ten

working days of the filing of each quarterly third-party audit report,
the licensee shall prov'ide 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 identified during the third party audit
conducted on December 21, 1988.

G. Condition 15 of License No. 29-13613-02 requires that, after
installation of additional 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 is 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-60 source (s) were installed in the irradiator
creating a quantity greater than the quantity for which a previous
survey had been conducted, and a radiation survey was not conducted to
determine the maximum radiation levels in each area adjoining the irra-
diation room, prior to the subsequent initiation of the irradiation
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).;-

H. 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 7,1988, and
September 8, 1988,

1. Item 4 of Section 9.1.H "Irradiator Control Alarms" contained
in the letter dated April 8, 1988, requires that a radiation
monitor (that would alarm if high radiation levels existed)

-
mounted above the storage pool be audible in the control room

|
and pool room.

,

!

i
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j . Notice of Violation 6-
:

f Contrary to the above, on March 23, 1989, the audible alarm
installed above the storage pool was only-audible in the storagee

} pool room, and was not audible in the control room.
I

i 2. Procedure 10.2.E.3. submitted in the letter dated June 7,1988,
g requires that the radiation monitor on-the water treatment system
i be checked fur proper functioning monthly using'a portable
j radiation survey instrument.

!

|- Contrary to the above, for at least the three months prior to
March 1989, the monitor on the water treatment system had not'

been checked for proper functioning using a portable survey
instrument,

i
i These violations have been classified'in the aggregate at Severity

,

j Level III (Supplements IV and VI).

| Cumulative Civil Penalty - 55,000 (assessed 51',000 for Violation A, $1,000-
i for Violation 8, $1,000 for Violation.C, 5450 for Violation D, 5100 for
: Violation E, 5100 for Violation F, 5450 for Violation G, $450 for
i Violatica H.1, 5450 for Violation H.2.)
.

1 Pursuant to the provisions of 10 CFR 2.201, Process Technology North Jersey
| (Licensee) is hereby required to submit a written statement or explanation to

the Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, within.

j 30 days of tha date of this Notice of Violation and Proposed Imposition of Civil
| Penalties (Notice). The reply should be clearly marked as a " Reply to a Notice
i of Violation" and should include for each alleged violation: (1) admission or
I denial of the alleged violation, (2) the reasons for.the violation if admitted,
i 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
1 further violations, and (5) the date when full compliance will be achieved. If
i 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. Consic'eration may be given to extending the response time for good cause
1 shown. Under the authority of Section 182 of the Act, 42 U.S.C. 2232, this
j 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 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 Stases in the amount of the civil penalty proposed above, or the
i 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 a written answer addressed to the Director - Office of Enforcement, U.S.
I Nuclear hgulatory Commission. Should the Licensee fail to answer within the'

time _specified, an order imposing the:-civil penalties will be' issued. Should
i
:

i

f

,

:
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Notice of Violation 7

the Licensee elect to file an answer in accordance with 10 CFR 2.205 protesting
the civil penalties, in whole or in part, such answer should be clearly' marked
as " Answer to a Notice of Violation" 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 addition to protesting the civil penalties, such
answer may request remission or mitigation of the penalties.

In requesting mitigation of the proposed penalties, the factors addressed in
Section V.B of 10 CFR Part 2, Appendix C (1989), 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., cm ng
page and paragraph numbers) to avoid repetition. The attention of the Liccuee

,

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
comoromised, remitted, or mitigated, may be collected by civil action pursuant
to Section 234c of the Act, 42 U.S.C. 2282c.

J

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

|{[/ 4df. {&
Thomas T. rtin
Regional Administrator

Dated at King of Drussia, Pennsylvania
this jh/- day of January 1991
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[ ,g NUCLEAR REGULATORY COMMISSION
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{h*/f REGION I

[ 475 ALLEND ALE ACADt

'ee** KING OF PRUSslA. PENNSYLVANIA 19406

June 13, 1990

Docket Nos. 030-09761
030-12688

i License Nos. 29-06760-07
! 29-06760-09

EA 90-061

Radiology-Ultrasound-Nuclear
Consultants, PA

Radiology-Oncology Clinic
; ATTN: G. Anthony Doener, M.D.

303 West Main Street
Freehold, New Jersey 07728

, Gentlemen:
,

Subject: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - $1000
'

(NRC Inspection No. 90-001)

This letter refers to the NRC inspection conducted on March 14, 1990, at your
facility in Freehold, New Jersey, of activities authorized by NRC License Nos.
29-06760-07 and 29-06760-03. The inspection report was sent to you on April
6, 1990. During the inspection, violations of NRC requirements were
identified. On April 19, 1990, an enforcement conference was conducted with

'

you and one of your employees to discuss the violations, their causes, and
your corrective actions.

The violations, which are described in the enclosed Notice of Violation
and Proposed Imposition of Civil Penalty, include, but are not limited to:
(1) failure to cerform certain checks and calibrations of equipment used
at your facility, including the required checks of the permanent radiation
monitor installed in the teletherapy unit room prior to initiating patient
treatments; (2) f ailure to perform the dose calibrator linearity tests at
the required f requency, or to properly plot the results when performed;
(3) f: 're by the Radiation Safety Officer to wear ring badges, as required,
when ha, 'ing licensed materials; and (4) failure to maintain certain required
records of licensed activities.

These violations are of particular concern to the NRC not only because of
the number of violations, but also because certain of the violations involve
multiple examples. For example, the permanent radiation monitor installed
in the teletherapy unit room was not checked on any day prior to use of the
teletherapy unit (Violation A), and the dose calibrator was not tested for

= linearity once each quarter on more than one occasion prior to this inspection
(Violation F). The NRC is also concerned that Violation F was identified
during the two previous inspections at your facility in 1983 and 1956.

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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Radiology-Ultrasound-Nuclear 2
Consultants, PA

Not withstanding the issuance of a Notice of Violation for this matter en
Septenber 8, 1983 and again on September 4, 1986, adequate corrective action
was not taken to prevent recurrence of this violation.

These violations collectively demonstrate the need for increased and improved
attention to your radiation safety program to ensure that activities are
conducted safely and in accordance with the terms of_your licenses. To
emphas :e this need, I have been authorized, after consultation with the
Director, Office of Enforcement, and the Deputy Executive Director for Nuclear
Materials Safety, Safeguards and Operations Support, to issue the enclosed
Notice of Violation and Proposed imposition of Civil Penalty (Notice) in the
amount of $1000 for the violations described in the enclosed Notice. In
accordance with the " General Statement of Policy and Procedure for NRC
Enforcement Actions." 10 CFR Part 2. Appendix C (1990) (Enforcement policy),
the violations set forth in the enclosed Notice have been classified in the
aggregate as a Severity Level 111 problem to focus on our underlying concern,
namely, a lack of management attention to licensed activities.

The base civil penalty for a Severity Level Ill violation is 5500. The
escalation and mitigation factors set forth in Sections V.B.1 - V.B.6 of
the enforcement policy were considered, and the base civil penalty has been
escalated by 100% because: (1) the violations were identified by the NRC and
should reasonably have been identified sooner if the licensee had provided
adequate attention to, and oversight of, licensed activities, and, therefore,
50% escalation on this factor is warranted; and (2) your-corrective actions
were neither prompt nor comprehensive and, in fact, had not been initiated for
some items at the time of the conference (such as performing dose calibrator
linearity tests and possessing a dedicated check source for your turvey meter)
and, therefore, 50% escalation on this factor is warranted. Your past
performance over the last two inspections included a total of seven violations,
and, therefore, no adjustment on this factor is warranted, The other escalation
and mitigation factors were considered and no further adjustment is warranted.

You are required to recpond to this letter and the enclosed Notice, 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 take to prevent recurrence. Further-
more, you should describe the actions taken or planned to increase and improve.
management attention to your radiation safety program.

After reviewing your response to this Notice, including your proposed
corrective actions and the results of future inspections,-the NRC will deter-
mine whether further NRC enforcement action is needed to ensure compliance
with regulatory requirements. We emphasice that any recurrence of these
violations may result in more significant enforcement action.

Two of the apparent violations set forth in the inspection report, involving
an apparent overexposure in 1986, as well as the failure to report it, are
not being cited. Oar decisinn not to cite these violations is based on your
reasonabis explanation that the apparent overexposure.did not occur, as

NUREG-0940 II.A-63
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Radiology-Ultrasound-Nuclear 3

Consultants, PA

documented in your letters dated March 21, April 4, and April 27, 1990, and
as explained at the erforcement conference. Further, at the conference, the
individual who was the recipient of the apparent overexposure indicated that
she did not perform any activity involving NRC regulated material that would
likely cause such an overexposure and she was certain that she did not receive
the dose indicated on the film badge.

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

The responses directed by this' letter and the enclosed Notice are not subject
to the clearance procedures of the Office of Management and Budget, as recuired
by the Paperwork Reduction Act of 1990, Pub. L. No. 96-511.

!- Sincerely,
,

i

by &

Thomas T. Martin p
Regional Administrator

i Enclosure:
Notice of Violation and Proposed

Imposition of Civil Penalty

cc w/ encl:
Public Document Rocm (FOR)
Nuclear Safety Informa* ion Center (NSIC)
State of New Jersej

.
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NOTICE OF VIOLATION
AND

FROPOSED IMPOSITION OF CIVIL PENALTY

Radiology-Ultrasound-Nucleer Consultants, PA Docket Nos. 030-09761
Freehold, New Jersey 030-12688

License Nos. 29-06760-07
29-06760-08

EA 90-061

During an NRC inspection conducted on March 14, 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
(1993), the Nuclear Regulatory Commission proposes to impose a civil penalty
pursuant to Section 234 6f the Atomic Energy Act of 1954, as amended ( Act),
42 U.S.C. 2282, and 10 CFR 2.205. The particular violations and associated
civil penalty are set forth below::

A. 10 CFR 35.615(d)(3) requires that the permanent radiation monitor
installed in each teletherapy room be checked with a dedicated check
source for proper operation each day before the teletherapy unit is
used for treatment of patients.

Contrary to the above, on those days prior to March 14, 1990 that
the teletherapy unit was used for treatment of patients, the permanent
radiation monitor in the teletherapy room was not checked with a dedicated
check source for proper operation before the teletherapy unit was used for
treatment.

B. 10 CFR 35.634(f) requires, in part, that a licensee's retained record of
each spot-check required by 10 CFR 35.634(a) and (d) must include, among
other things, the difference between .he anticipated output and the
measured output of the teletherapy unit.

Contrary to the above, as of March 14, 1990, the licensee's retained
spot check records did not include the difference between tre
anticipated output of the measured output of the teletherapy unit.

C. 10 CFR 35.70(h) requires, in part, that a licensee retain for three
years a record of each survey. 10 CFR 35.70 (a) ree'. ires, in part,
that a licensee survey at the end of each day of usc all areas where
radiopharmaceuticals are routinely prepared for use or administered.

:

.
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{ Notice of Violation 2 |
-

j

Contrary to the above, as of March 14, 1990, the licensee did not retain -

j records of daily surveys of areas where radiopharmaceuticals were
routinely prepared for use or administered,5

D. 10 CFR 35.632(a)(2)(1) requires that a licensee perform full calibrationd

measurements on each teletherapy unit whenever the spot-check measurementsi

indicate that the output differs by more than 5 percent from the output,

obtained at the last full calibration, corrected mathematically for'

j radioactive decay.
1

i Contrary to the above, the licensee did not perform full calibration
measurements when spot che'ck 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 5 percent from the output obtained at the last full calibration.

E. 10 CFR 35.21(a) requires that a licensee appoint a Radiation Safety4

Officer responsible for implementing the radiation safety program.
The licensee through the Radiation Safety 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,5

that the Radiation Safety Of ficer (RS0) establish and implement
3

written policy and procedures for using byproduct material safely
and performing checks of survey instruments and other safety
equipment.-

I 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 0, 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 0 requires, in part, that all individuals who are
: occupationally exposed to ionizing photon radiation on a regular basis be-

issued a film or TLD whole body monitor and that individuals who, on a
regular basis handle radioactive material that emits ionizing photon, be i
issued a film or TLD finger monitor to be processed on a monthly basis. j4

i !

Contrary to the above: I

'
l. between January 1987 and February 1988, the dose calibrator

linearity test results did not include either a plot of the
' measurements or a determination of 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,

i nor was he issued a finger monitor for use when handling radioactive
mate rial .

,
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Notice of Violation 3

F. 10 CFR 35.50(b)(3) requires, in part, that the licensee test the dose
calibrator for linearity at least quarterly.

Contrary to the above, the licensee did not test the dose calibrator -for
linearity during the last three quarters of 1988, nor at any time during
1989.

This is a repeat violation

G. 10 CFR 35.51(a)(3) and (c) require that a licensee conspicuously note on
each survey instrument 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 operation 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 source each day of use.

H. 10 CFR 35.92(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(e) for three years. The record must include, among other things,
the date on which the byproduct material was placed in storage, the
radionuclides disposed, and the backgro.nd dose rate.

Contrary to the above, as of March 14, 1990, the licensee's retained
records of disposal of byproduct material held for decay-in-storage
did not include the date on which the byproduct material was placed
in storage; the radionuclides disposed; or the background dose rate.

These violations have been classified in the aggregate as a Severity Level 111
problem. (Supplement VI)

Civil Penalty - $1000 - (assessed equally among the 9 violations)

Pursuant to the provisions of 10 CFR 2.201, Radiology-Ultrasound-Nuclear
Consultants, PA (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. This triy should be
clearly marked as a " Reply to_a Notice of Violation" and shouic 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 is
not received within the time specified in this Notice, an order may be issued
to show cause why the license -should not be nmdt flod, susponded. or revokud ur
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
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!- Notice of Violation 4

!
s

I

authority of Section 182 of the Atomic Energy Act. 42 U.S.C. 2232, this
response shall be submitted under oath or af firmation.

I- 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 to the Director, Office

of Enforcement, U.S Nuclear Regulatory Commission, with a check, draft, money'

3 order, or electronic transfer, payable to the Treasurer of the United States
in the amount of the civil pentity proposed above, or may protest imposition
of the civil penalty in whole or in part by a written answer addressed to the
Oirector, 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,'

i such answer should be clearly marked as an " Answer to a Noti:e of Violation"
i 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
j protesting the civil penalty, such answer may request remission or mitigation
|

of the penalty.

In requesting mitigation of the' proposed penalty, the factors addressed in
,

Sectier. 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;

j 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.

i page and-paragraph numbers) to avoid repetition. The attention of the Licensee
! is directed to the other provisiens 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
i 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
j Atomic Energy Act, 42 U.S.C. 2282c.

! The responses to the Director, Office of Enforcement, noted above (Reply to
i a Notice of Violation, letter with payment of . civil penalty, and Answer to a

i Notice of-Violation) should be addressed to: Director, Office of Enforcement,
| U,$. Nuclear Regulatory Commission, ATIN: Document Control Desk, Washington,
; OC 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
,

|

,&w w
Thomas T, Martin

i- Regional Administrator
!

DatedatjingofPrussia, Pennsylvania
this /3 day of June 1990

<
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f * * * he,'o, UNITED STATES#
!\~ ~% NUCLE AR REGULATORY COMMISSION
5 aj W ASMNGTON, D. C. 20555

\....'/ FEB 2 21991a

Docket Nos. 030-09761 and 030-12688
License Nos. 29-06760-07 and 29-06760-08
EA 90-061

Radiology-Ultrasound-Nuclear
Consultants, PA

Radiology-Oncology Clinic
| ATTN: G. Anthony Doener, M.D.

303 West Main Street
Freehold, New Jersey 07728

Gentlemen:

SUBJECT: ORDER IMPOSING A CIVIL MONETARY PENALTY - $1,000

This letter refers to your letter dated " June 21 to July 10, 1990," in response
to the Notice of Violation and Proposed Imposition of Civil Penalty (Notice)
sent to you by our letter dated June 13, 1990. Our letter and Notice
described violations that were identified during an NRC inspection conducted
on March 14, 1990. The violations involved the fai'Jre to perform Certain
licensed activities in accordance with regulatory requirements. To emphasizeI

the need for increased and improved attention to your radiation safety program
to ensure that activities are performed safely and in accordance with the
terms of your licenses, a civil monetary penalty of $1,000 was proposed.

In your response to the Notice, you have (1) admitted Violation D (but asserted
it is irrelevant); (2) denied Violation A; and (3) denied Violation C, in that
you contend that you have recorded daily wipe tests. Further, you have not
explicitly admitted or denied Violations B, E.1 E.2, F, G, and H. You also
requested cancellation of the proposed civil penalty. In addition, you discussed
an issue involving a film badge record that our Notice did not raise, as well
as the manner in which the Enforcement Conference was called. Because the film
badge issue was not raised in our Notice, it is not the subject of the enclosed
Order leposing a Civil Penalty. The NRC staff considered the matter resolved
by the Enforcement Conference. Af ter consideration of your response, we have
concluded, for the reasons given in the Appendix attached to the enclosed Order
Imposing a Civil Monetary Penalty, that the violations did occur as stated in
the Notice, with the exception of Violation E.2. The Licensee's response
leaves no doubt that the Licensee violated the NRC requirements associated
with Violation E.2 as stated in the Notice. Accordingly, the NRC staff has
amended Violation E.2, as set forth in the Appendix to the enclcsed Order, to
clarify it. Because the Licensee':: response demonstrates that Violation E.2,
as amended, occurred, the NRC staff concludes that Violation E.2, as amended

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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Rad iology-Ul tra sou nd-Nu clea r -2-
Consultants, PA

! for clarification, should replace. Violation E.2 as stated in the Notice, and ,

that the amendment of Violation E.2 should have no effect on the civil-
penalty. In' addition, the- NRC staf f concludes, for reasons set forth in the-

) Appendix to the enclosed Order, that mitigation of the civil penalty is
! inappropriate. Accordingly, we hereby serve the enclosed Order on_ Radiology
4 Ultrasound - Nuclear Consultants, PA imposing a civil monetary penalty in the
j amount of $1,000,
f

j 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

}p right to be represented by an attorney at the conference in the same manner
i that a person accused of committing a crime has a right to legal counsel.
j While we have no objection to your bringing counsel to an enforcement.
j conference and many licensees do so, the NRC's enforcement action in this case
1 is a civil action, and not a criminal action. In a civil action, a person may
} obtain couucl u he or she sees fit, but the outcome of a civil action is
j valid irrespective of whether a person is represented by cuunsel. Note that

an adjudicatory proceeding involving the violations identified in the Notice
j has not yet begun. It will begin only if you request a hearing on the
j 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
i circumstances, and (3) obtain other information to help determine the
j appropriate enforcement action. (See " General Statement of Policy and
i Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendix C (1990)).

This enforcement conference was a . preliminary step in the enforcement process*

| designed to provide the licensee an opportunity to provide information to the
!

NRC. In view of the above, the NRC staff concludes that the enforcement
i 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.t

| -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,
i 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
j 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 B, the statement you made under the heading " Corrective Action";

| does not indicate that you took any action. Moreover, you did not describe-any
1

action you have taken to avoid further violations. Nevertheless, the NRC is
giving you another opportunity to satisfy these NRC requirements. - This informa-$

tion shall be submitted to the Regional Administrator, NRC Region I, 475 Allendale
,

[ Road, King of Prussia, PA 19406, within 30 days of the date of this letter.
: Failure to prxide_ such information could be considered a willful violation and -

may result in ft.rther escalated enforcement action, which could include further-

i civil'penaltics cr orders modifying, suspending, or revoking your license'. We
; will review the etfectiveness of your corrective actions during a subsequent
: -inspection.-
1

:

!
F

|
:
!

|
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Ra d iology -Ul t r a sou nd-Nucle a r -3-
Consultants, PA

In accordance with Section ?.790 of the NRC's " Rules of Practice," a copy of
this letter and the enclosures will be placed in the NRC's Public Document
Room.

S inc - re ly ,
,

<||i 1.

7 )t'( [ ??'M'

g

Hggh L. Thompson,'r.
Det ty Executis' Dire t r for

. Nuclear Materials Safety, Safeguards,
and Operations Support

! Enclosures: As Stated

cc w/encls:
Puolic Document Room (PDR)

3 Nuclear Safety Information Center (NSIC)
i State of New Jersey
i

;

..

-

:

-
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UNITED STATES

| NUCLEAR REGULATORY COMMISSION
.

J In the Matter of
j Docket Nos. 030-12688 and
; RADIOLOGY-ULTRAS 0VF -NUCLEAR 030-09761
! CONSULTANTS, PA. License Nos. 29-06760-07 and

Freehold, New Jersey 29-06760-08i

) EA 90 061'

k ORDER IMPOSING A CIVIL MONETARY PENALTY
l

i I
.

;

j Radiology-Ultrasound-Nuclear Consultants, PA. (Licensee) is the holder of

f byproduct material License Nos. 29-06760-07 and 29-06760-08 issued by the
i
j Nuclear Regulatory Commission (Connission or NRC) which authorizes the
I

( Licensee to possess and use byproduct material for both diagnostic and

therapeutic procedures in accordance with the conditions specified therein.

i
3

j II

I

i
J

; 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

Violation and Proposed Imposition of Civil Penalty (Notice) was-served uponi

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

| violated, and the amount of the civil penalty proposed for the violations,
i

| The Licensee responded to the Notice in a letter dated " June 21 - July 10,
.

1990." In 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 admitted nor denied Violations B, E.1, E.2, F, G, and H. The

Licensee also requested cancellation of the civil penalty.

;

.
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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 in the Notice, with the exception of Violation-E.2,-which

needed clarification. The NRC staff, as set forth in the Appendix to this

Order, has determined that: (1) the Licensee violated the NRC requirements

associated with Violation E.2 as stated in the Notice; (2) Violation E.2

should be amended for clarification of the violation; and (3) the amendment of

Violation E.2 should have no effect on the civil penalty. In addition, as set

forth in the Appendix to this Order, the NRC staff has-determined that

cancellation of the civil penalty is not warranted and that the penalty

proposed for the violations designated in the Notice should be imposed.

IV

In view of.the foregoing and pursuant to Section 234 of the Atomic Energy Act

of 1954, as amended (Act), 42 U.S.C. 2282, and 10 CFR 2.205, IT IS HEREBY

ORDERED THAT:

The Licensee pay- a civil penalty in the . amount of $1,000 within 30 days-

of the date of this Order, by check, draf t, money 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,

ATTN: Document Control Desk, Washington, D.C. - 20555.
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V

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, Otfice of

Enforcement, U.S. 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 I, 475 Allendale Road, King of Prussia, Pennsylvania
4

| 19406.
;
;

i If a hearing is requested, the Commission will issue an Order designating the
1

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
a

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.
i
!

$

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

j be considered at such hearing shall be:

1

(a) whether the Licensee was in violation of the Comission's requirements as

described in Violations A, B, C, E.1, F, G, and H set forth in the Notice
,

j referenced in Section 11 above and Violation E.2, as amended and as set

! forth in the Appendix to this Order referenced in Section III above, which

the Licensee either denied, or did not admit or deny, and
:

:

NUREG-0940 II.A-74
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(b) whether, on the basis of the violations referred to in Section V.(a) above,

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

Order should be sustained.

FOR THE NUCLEAR REGULATORY COMMISSION

/??)W
Hu h L. Thompson /Jr.
De ty Executive Di tor for
Nuclear Materials safety, Safeguards,

and Operations Support

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

1
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APPENDIX

EVAL'JATION AND CONCLUSION

On June 13, 1990, a Notice of Violation and Proposed Imposition of Civil
Penalty (Notice) was issued for violations identified during an NRC
inspection. Radiology-Ultrasound-Nuclear Consultants, PA (G. Anthony Doener,
M.D.) (Licensee) responded to the Notice by letter dated June 21 - Julyr

! 10, 1990. In its response, the Licensee: (1) admitted Violation D (but
asserted Violation D is irrelevant); (2) denied Violations A and C; and (3)

| neither admitted nor denied Violations B, E.1, E.2, F, G, and H. The Licensee
also requested cancellation of the civil penalty. The NRC's evaluation and
conclusion regarding the Licensee's requests are as follows:

Restatement of the Violations

i A. 10 CFR 35.615(d)(3) requires that the permanent radiation monitor
installed in each teletherapy room be checked with a dedicated check,

j source for proper operation each day before the teletherapy unit is used
( for treatment of patients.

Contrary to the above, on those days prior to March 14, 1990 that the
teletherapy unn was used for treatment of patients, the permanent radia-
tion monitor in the teletherapy room was not checked with a dedicated
check source for proper operation before the teletherapy unit was used
for tr eatment.

B. 10 CFR 35.634(f) requires, in part, that a licensee's retained record of
each spot-check required by 10 CFR 35.634(a) and (d) must include, among

. Others things, the difference between the anticipated output and the
! measured output of the teletherapy unit,
l

Contrary to the above, as of March 14, 1990, the licensce's retained spot
check records did not include the difference between the anticipated
output and the measured output of the teletherapy unit.

I C. 10 CFR 35.70(h) requires, in part, that a licensee retain for three years
a record of each survey, 10 CFR 35.70(a) requires, in part, that a
licensee survey at the end of each day of use all areas where '

radiopharmaceuticals are routinely prepared for use or administered.

Contrary to the above, as of March 14, 1990, the licensee did not retain
i records of daily surveys of areas where radiopharmaceuticals were

routinely prepared for use or administered.

D. 10 CFR 35.632(a)(2)(i) requires that a licensee perform full calibration
reasurements 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 full calibration, corrected
mathematically for radioactive decay.

Contrary to the above, the licensee did not perform full calibration
measurements when spot check measurements performed by the licensee in

NUREG-0940 II.A-76
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November 1986, in January, February, March, May and June 1987, and in
March 1988, indicated that the teletherapy unit output differed by more
than 5 percent from the output obtained at the last full calibration.

E. 10 CFR 35.21(a) requires that the Licensee appoint a Radiation Safety
Officer responsible for implementing the radiation safety program. The
licensee, through the Radiation Safety 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
P,adiation Safety Officer (R$0) 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, Rcvision
2, Appendix C and D, which are required by condition 13 of License No.
29-05750-08 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 accupationally exposed to ionizing photon radiation on a regular -

basis be issued a film or TLD whole body monitor and that individuals
who, on a regular basis handle radioactive material that emits ionizing
photon radiation, be issued a film or TLD finger monitor to be processed
on a monthly basis.

Contrary to the above:

1. between January 1987 and February 1988, the dose calibrator
linearity test results did nut include either a plot of the
measuremen or a determination of the percent deviation.

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

F. 10 CFR 35.50(b)(3) requires, in part, that the Licensee test the dose
calibrator for linearity at least quarterly.

Contrary to the above, the Licensee did not test the dose calibrator for
linearity during the last three quarters of 1988, nor at any time during
1989.

This is a repeat violation.

NUREG-0940 II.A-77
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Appendix -3-

f G. 10 CFR 35.51(a)(3) and (c) require that a licensee conspicuously note on
j each survey instrument the apparent exposure rate from a dedicated check
1 source as determined at the time and date of the calibration and check
j each survey instrument for proper operation with the dedicated check
j source each day of use.
1

i Contrary to the above, as of March 14, 1990, the licensee did not
{ conspicuously note on the survey instrument the apparent exposure rate
1 from a dedicated check source as determined at the time and date of the
| calibration, and did not. check each survey instrument for proper
j operation with a dedicated check source each day of use.
:
j H. 10 CFR 35.92(b) requires that a licensee retain a record of each disposal ,

( of byproduct material held for decay-in-storage as permitted under 10 CFR
: 35.02(a) for three years. The record must include, among other things,

the date on which the byproduct material was placed in storage, the*

radionuclides disposed, and the background dose rate.

3 Centrary to the above, as of March 14, 1990, the licensee's retained
records of disposal of byproduct material held for decay _in-storage dl(2

not include the date on which the byproduct material was placed in
,

1, storage; the radionuclides disposed; or the background dose rate.

i These violations have been classified in the aggregate as a Severity
j Level III problem. (SupplementVI)

! Civil pensly - $1,000 - (assessed equally among the 9 violations)

| Summary of Licenste's Response
!

I Viciation A
i

! The licensee denies Violation A. The Licensee asserts that the permanent
I 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'

j source is not used because this would result in unnecessary exposure to the
; radiation worker. The Licensee also states that no wr'tten records of the

daily routine checks are kept because the checks are considered a " normal
i rou tine. " '

!
j NRC Evaluation of Licensee's Response

Violation A,

I The Licensee is 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
d or any other dedicated check source. Further, when questioned by the

inspector, the Radiation Safety Officer stated that he does not check the
F monitor until he begin: the treatment. The regulation clearly requires that
I
!
!

|
t

k
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the monitor be checked before the teletherapy unit is_ used for treatment of a
patient. Therefore, the NRC concludes that the violation occurred as stated.

Sumary of Licensee's Response

Violation B

The Licensee asserts that the anticipated output and the measured output of
tho teletherapy unit are recorded, and that the dif#erence between the two
measurements is self-explanatory.

NRC Evaluftion of Licensee's Response

| Violatien B

The NRC agrees that the Licensee's records specified the measured oJtput and
t: e anticipated outout of the teletherapy unit. However, these records did
not include the difference between the two output values expressed as a
percentage of the anticipated output as required by 10 CFR 35.634(6}(6).
Therefore, the NRC concludes that the violation occurred as stated.

As a separate matter, the NRC acknowledges that, as indicated in 10 CFR 35.634,
" Periodic spot-checks," item (a)(6) contains a typographical error. This item
references the measured output required by paragraph (a)(5), not paragraph
(b)(5) as stated in the regulation. A correction of this typographical error
will be incorporated into the NRC's next revision of Part 35.

Sumary of Licensee's Response

Violation C

The Licensee denies Violation C. The Licensee states that areas where
radiopharmaceuticals are routinely prepared for use and administration are
continuously surveye bJ a Geiger instrument equipped with an acoustic alarm.
The Licensee asserts that the acoustic alarm is better " perceived" than a
visual reading of a monitoring instrument which might go unnoticed.
Therefore, the Licensee maintains that any excess radioactivity is readily
monitored. The Licensee also states that the daily wipe tests of areas where
radiopharmaceuticals are used is recorded.

NRC Evaluation of Licensee's Response

Violation C

Continual acoustical monitoring may be superior to a vuual reading from a
survey instrument for a given purpose. Monitoring with a Geiger instrument
however, does not by itself satisfy the requirements of 10 CFR Part 30.70(h}
to retain records of the results of certain surveys. While the NRC agrees that
the Licensee performed and documented wipe tests beyond those required by 10 CFR

35.70(e). .those tests detect removable-surface contamination,)and do not measure| the ambient radiation exposure rates that 10 CFR Part 35.70(h requires to be
! recorded. The Licensee did not retain records of surveys required by 10 CFR

Part35.70(a).

NUREG-0940 II.A-79
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3 The Licensee did not document these surveys. :1erefore, the liRC concludes the
,

" 'violation occurred as stated.

Sumary of Licensee's Response

I Violation D

The Licensee adnits that spot check measurements of the teletherapy unit
indicated that the teletherapy unit output differed by more than 5% from the
output obtained at the last full calibration. However, the Licensee asserts'

this fact is irrelevant because: (1) the measuring instruments have an inaccu.,

racy of more than 5%; and (2) Cobalt.60 decay is at a constant rate.
Therefore, the Licensee asserts the required tests do not represent a 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 it would incur to perform a full calibration of the
cobalt unit and suggests that the NRC rescind the requirement for
recalib"ation of the teletherapy unit under these circumstances since it '

constitutes an unnecessary burden on the workers ed patients,
e

NRC Evaluation of Licensee's Restonse

.
Violation 0

t

The Licensee admits the violation. As for the Licensee's contention that the
violation is 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 source drive
mechanism. The measured dose and doses administered to patients are not
solely dependent on the decay of the source. In addition, the formula used to ,

calculate the output-dose from a spot check mea *"rement contains a correction
factor to compensate for any measuring instrument inaccuracy. Accordingly,
the NRC staff concludes that Violation D is a significant violation.

Summary of Licensee's Response

Violation E

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

With re:pect to Violation E.2, the Licensee neither. admits nor deities the
iolation. The Licensee asserts that the R50 did in fact wear a whole body

fionitor while working with radioactive 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 Li_censee also points
out that the R$0 always wore a pocket dosimeter which is checked with a cesium
source,

;

||

|

|

|
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NRC Evaluation of Licensee's Response
'

Violation E
| The Licensee did not admit or deny viointiori E.1. The Licensee enclosed a

letter concerning a linearity test of the ccMit unit timer, but the violation
involves linearity test results for the dose celibrator, which is used fcri

administering radiopharmaceuticals to patients. Therefore, based on ths
inspector's review during the inspection, the NRC concludes that the violation
occurred as stated.

With respect to violation E.2, the NRC has clarified the citation, upon
reconsideration of the matter based on the Licensee's responte. The NRC
acknowledges that the R50 wore a whole body badge while working with
radioactive material. However, the particular badge worn by the RSO is
assigned from a local hospital and is 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 f acility,
and under what conditions, the exposure occurred. In addition, the RSO admitted
that he had lost his finger monitor and had not been wearing 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

j 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 E.2 and restated below.

Restatement of Violation E.2. as Amended

E.2 10 CFR 35.21(a) requires that the licensee appoint a Radiation Safety
Officer responsible for implementing the radiation safety program. The ,.

licensee, through the Radiation Safety 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 policy and-

procedures for using byproduct material safely and performing checks of
survey instruments and ether :sfety c.g:ip:44t.

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) Appendix 0, which is required by
Condition 13 of License No. 29-06760 08 to be met. ,

Appendix 0 of Reg Guide 10.8 requires, in part, that all individuals who
are occupationally exposed to ionizing photon radiation on a regular
batis be issued a film or TLD whole body monitor and that individuals
who, on a regular basis handle radioactive material that emits ionizing
photon radiation, be issued a film or TLD finger monitor to be U c;etsed,

on a monthly basis.
4

'l

i

r
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Appendix -7-

Contrary to the above as of March 14, 1990, the R50 neither wore a
whole body rnonitor issued by the Licensee while working with
radioactive material on a regular basis, nor did he wear e finger
monitor issued by the Licensee for use when handling t adioactive
material.

Sumary of Licensee's Response

Violation F
-

The Licensee did not admit or deny Violation i b
practicesforadministeringradiopharmaceuticais,Jtorguedthat,becauseofitsit has a wide margin for
error in measuring dose activity before any error would cause the Licensee to
give any excessive dose to its patients.

NRC Evaluation of Licensee's Response

Violationf,

The Licensee did not admit or deny Violation F. The staff finds no validitys

in the Licensee's argument that, because of its practices for administering'

radiopharmaceuticals, it has a wida margin for error in measuring dose
activity before the error would cause the Licensee to give any excessive dose
to its patients. The Licensee had not performed a linearity test of its dose

. calibrator in over one year. This test is of safety significance because it*

is one of the quality assurance tests that assures that the dose given is
w'.hin the parameters set by the regulations of the NRC. Dose calibrator
qu'llty assurance testing is also supported by national equipment standards of
the American National Standards Institute, safety recommendations of the
National Council on Radiation Protection and Measurements, and accepted
practice of the American College of Nuclear Physicians. Without such testing,
the Licensee cannot assure its dose calibrator response is within the
appropriate range over the activity ranges it uses. Without such quality
a:surance testing, a f ailure of the dose calibrator would not be detected and
could contribute to a misadministration. Therefore, based on the inspector's
observation during the inspection, the N'lC concludes that the violation
occurred as stated ar.d is safety significant.

Summary of Licensee's Response

Violation G

The Licensee did not specifically admit or deny Violation G. The Licensee
states that it now has labeled its radiation survey meter and has indicated
the apparent exposure rate from a dedicated source of cesium-137. The Licensee
also states that it has used dedicated check sources, either Cesium-137 or
Radium 227 regularly.

NRC Evaluation of Licensee's Response

Violation G

The Licensee did not admit or deny Violaticn G. The Licensee stated it now
has indicated the apparent exposure rate from a dedicated tesium-137 source

NUREG-0940 II.A-82
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on the label on the radiation survey instrument. The Licensee also states
t

that it has regularly used its dedicated check sources. The NRC acknowledges'

; that during the inspection the Licensee stated it performed a check of its
j survey instrument for proper operation with _a dedicated check source each day

of use. However, according to the Licensee's consultant, the Licensee did not'

supply a dedicated check source to the consultant at the time that the consul-
tant performed the calibration of the Licensee's survey instruments. An arparent ;

,

; Since theexposure rate from a dedicated check source was not determined.'

exposure rate frcm a dedicated check source was not determined at the time of

requirements of 10 CFR 35.51(a)(y) and (c)y the Licensee did not fulfill theinstrument calibration, the dail checks b
3 as stated in Violation G. Therefore,

the NRC concludes that the violation occurred as stated. |

i

!Surrary of Licensee's Response
.

Violation H

The Licensee did not specifically admit or deny Violation H. The '.icensee
states it " checks" its waste (consisting of alcohol pads) with a crystal probe
af ter 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 af ter use
indicated that the waste material was non-radioactive, the Licensee treated

i*

the material as byproduct material held for decay-in-storage (radioactive
waste), in addition, contrary to the Licensee's assertion, it has been the
NRC's experience that alcohol pads (held over injection sites) are
radioactively contaminated and should be treated as radioactive waste. Because
the Licensee treats its waste material (alcohol pads) as radioactive waste, it
is required to maintain waste disposal records which reflect the information
required by 10 CFR 35.92(b). Specifically, the Licensee's waste disposal

,

records did not contain: (1) the date on which the byproduct material was
placed in storage; (2) the radionuclides disposed; and (3) the background dose
rates. Therefore, the HRC concludes that violation occurred as stated.

Summary of Licensee's Request for Mitigation

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

NRC Conclusion

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 E.2, as amended and restated in
this Appendix. Therefore, for the-reasons set forth above, the NRC has concluded
that the ylolations occurred as stated in the Notice of Violation and as 6 mended
and restated in this Appendix. No basis for mitigation of the civil penalty was
provided. As a result, the NRC finds that mitigation of the civil penalty is not
warranted. Accordingly, the NRC concludes that a civil penalty in the amount of
$1,000 should be imposed for the violations set forth in the Notice.
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SEP 2 01990

Docket flo. 4U 06027
. License lio. SUB-1010
t

E A 90-102

Reae Graves, Presidtnt
Sequoyah fuels Corporatico

- Sequoyah f acility,

| l-40 and Highway 10
Gore, Oklahotaa 74435

. Gentitmen:
I
; subject: Order liodifying License

Enclosed is an Order liodifying License requiring that Sequoyah fuels
Corpurotion characterize the site, take actiuns to prevent further releases
of contaminated water, erid conouct appropriate nionitoring of ground water.
The Order is based on con. erns that uranium contaminated water sceping from
undtrneath the in41n process building raay contaminate ground water and the

! environinent in the plant's unrestricted area.

The issuance of this Order does not preclude the fiRC from considering cod
taking enforcer.,ent activns for the contaniination that led to the issuance of

i this Order. In accordance with 10 CFR 2.790 of the itRC's * Rules of Practice,"
i d Ccpy of this letter and the enclosed will be placed in the fiRC's Public

Docui.icnt Room.

Sincerely,

j /
~ dsties 11. Tay f r>

xecutive Director for Operations
i Enclosure: As stated
i

i
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In the Matter of Docket No. 40 08027'

License No. SUB.1010
SEQUOYAH FUELS CORPORATION EA 90162
Sequoyah facility
1 40 and Highway 10
Gore, Oklahoma 74435

ORDER MODIFYING LICENSE

I'

Sequoyah fuels Corporation (SFC or Licensee) is the holder of Source

Material License No. SUB 1010 issued by the Nuclear Regulatory Comission

(NRC or Comittion) pursuant tu 10 CFR Part 40. The license authorizes

the Licensee to possess and use source material for the purpose of refining

uranium from uranium ure concentrates s . converting this uranium to

uranium hexaflouride (UF6) for usc by enrichment fec111 ties. The license,

was most recently renewed on September 20, 1985, and will expire on

September 30, 1990, and the licensee has submitted an application for timely

renewal.

11

On August 22, 1990, the Licensee notified the NRC that uranium

contaminated water had been discovered sveping from under the solvent

extraction building into a nearby excavation. The excavation had beer, ug

around two hexane tanks in preparation for enclosing.the tanks in a

concrete vault. The flocr and walks of the vault had been installed and

the seepage was discovered in the soil to the south and west sides of the

newly constructed vault.

NUREG-0940 II.A-85
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2.

By letter dated August 30, 1990, the Licensee committed to take the

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

1. SFC will provide NRC with sufficient information relating to assuring the

integrity of the floor and sump of the Solvent Extractivn Building to

demonstrate that current operations are not contributing to the inventory

of licensed material that may h6ve seeped beneath the building. ,

2. SFC will complete such 6ctions as are necessary to actquately

characterize the quantity and location of the pockets of licensed

| material under or around the Solvent Extraction Building.
1

i

]
3. SFC will Icentify and check ull potential pathways that could

! contribute to migration of licensed material away from the Solvent '

:
i Extraction Building.
i
!
:

I 4. SFC will properly control and maintain contaminated soil and water

removed from the excavation north of the Solvent Extraction Building,

t

!

j in addition, SFC committed that in the very near future, SFC will have an

| Independent party review SFC's entire response to this situation, and a

! written report of this review 6nd SFC's response to'it'will be made available

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

oversight group, additional staff in the health, safety and environment

functions, and attention for organizational deficiencies, were made.
_

| On September 14, 1990, based on these commitunts, the NRC approved SFC's

i

!
:

i
i

:
t
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|

3

! restart of the sulvent extraction process. Subsequent to the above, on

Septveber 14, 1990, SFC reported another discovery of uranium-contaminated

water seeping from under the Hain Process Building within approximately

fif ty (50) yards or less of an unrestricted area. The Licensee ennnot

assure the NRC that all migration pathways to the unrestricted cres are known

or that the groundwater has not been contaminated through seepage under

or around the building.

!!!

Based ch the above, the NRC is concerned that the ground water and

environment in the plant's unrestricted area cuuld be contaminated with

ursnium contaminated water seeping from underneath the main process

building or its environs. Consequently, the public health and safety

require that the site be characterized, action be taken to prevent

further releases of contaminated water, and appropriate monitoring of

ground water be conducted. Therefore, because of such concerns and

because of the need to have complete and accurate information, License

50B-1010 is being modified to require the Licensee to obtain information

and develop characterization studies regarding the seepage of uranium

contaminated water from under the main process building and its environs.
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Accordingly, puruant to sections 62, 161b, '61c, 1611, 161u, 182 and 186 of

the Atomic Er'ergy Act of 1954, as arrended, and the Commission's regulations

in 10 CFR 2.204, 10 CFR Part 20, and 10 CFR Part 40, 17 IS HEREBY ORDERED,

THAT LICENSE NO. SW -1010 15 MODIFIED AS FOLLOWS:

The Licensee shall within seven (7) calendar days from the effective

date of this order:

1. Obtain sufficient information to ensure the integrity of the

floor of the Main Process Building and repair the floor as

necessary. Minimize process liquids in sumps and on floors.

Stop all activities that intentionally place liquids in sumps

and on floors until the irtegrity of surnps and floors has been

ensured.

2. Characterize the quantity (volun.e er.d activity) and location of

licensed material under the fisin Process Building floor and

outside the Main Process Building, and obtaining, as necessary,.

,

{ soil borings and corings and rJigging intercept trenches to determine
<

|
the direction and extent of underground migration.

i

f 3. Identify all potential pathways for migraion beneath and

beyond the Main Process Building, considering the effect of

building structures and utilities, the nature and extent of;

L

i
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- underground shale and other formations, and construction

:

activities that could have affected the integrity of

groundwater barriers.

4. Examine present 6nd past monitoring well data for evidence of

licensed material attributable to Main Process Building

activities, determining whether that present and past monitoring

well program has been adequate, in terms of well location,

depth, and sampling, to identify migration from the Main

Process Building.

5. Determine whether licensed material is being or has been

released beycnd the restricted area by migration from the Main

Process Building.

6. Develop a plan to identify and characterize other locations on

SFC property where past or present operations could have

resulted in contaminating the environment.

The Regional Administrator, NRC Region IV, may, in writing, relux or

terminate any of the above conditions upon demonstration by the Licensee

of good cause.

After reviewing the Licensee's response, the NRC will determine what

further action is necessary to ensure compliance with regulatory

requirements.
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The Licensee 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 the date of this Order. The answer shall set forth the matters

of f act and law on which the Licensee or other person adversely affected

relies and the reasons why this Order should not have been issued. Any answer

filed within 20 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 Director,

.

Office of Enforcement, U.S. Nuclear Regulatory Commission, ATTH: Document

Control Desk, Washington. 0.C. 20555. A copy shall be sent to the

Assistant General Counsel for Hearings and Enforcement at the same

address, and to the Regional Administrator, USNRC Region IV, 611 Ryan

Plaza Drive, Suite 1000, Arlington, Texas 76011, 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 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

in10CFR2.714(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. If a hearing is held, the issue to be

considered at such hearing shall be whether this Order should be

sustained.
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If no hearing is requested, this Order shall become ef fective upon the

Licensee's consent or upon expiration of the time within which a haering

may be requested.

FOR THE NUCLEAR REGULATORY COMMISSION

M J/
L. Thompson, r.

uty Exccutive irec
r Nuclear Materials fety, Safeguards
and Operations Support

Dated Rockville, Maryland
this day of September 1990
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Docket No. 30-28741
Licensa No. 03-23185-01
EA 90-210

Tumbleweed X-Ray Conipany
ATTN: Othe G. Jones, Owner
Post Of.fice Box 1210
Greenwood, Arkansas 72936

Gentleren:

SUBJECT: ORDER MODIFYING LICENSE (EFFECTIVE IMMEDIATELY)

The enclosed Order is being issued to prohibit certain employees of Tumbleweed
X-Ray Cor@any f rom conducting any activities involving licensed radioactive
materials without prior NRC approval. This Order is based on NRC's initial
inquiry into the circumstances surrounding an apparent radiation overexposure
to the hand of one of the individuals as a result of violations of NRC
requirements.

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

Sincerely,

"'O . s

HW L. Thompso Jr.
304 ty Executh Di e or for

Nuclear Materials &afety, Safeguards,
and Operations Support

:

Encicsure: As Stated

CC:
Oklahoma Rad:ation Control Program Director
Arkansas Radiation Control Program Director
Texas Raciation Control Program Director
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UNITED STATES
NUCLEAR REGULATORY CO WISSION i

' In the Matter of )
) Docket No. 30-28741 l

Tumbleweed X Ray Company ) License No. 03-23185 01
Greenwood, Arkansas ) EA 90 210 ;

ORDER MODIFYING LICENSE
(EFFECTIVE !*E0!ATELY)

1

Tumbleweed X Ray Company (Licensee or Tumbleweed) is the holder of Materials

License No. 03-23185-01 issued by.the Nuclear Regulatory Commission (NRC or

Comission) pursuant to 10 CFR Parts 30 and 34 on July 25, 1985 (Tumbleweed

X-Ray Company previously held NRC Materials License No. 35-21425-01). The

license authorizes the possession and use of sealed radioactive sources

(iridium-192 and cobalt-60) in various industrial radiography devices. The

license was due to expire on September 30, 1988, but remains active due to a

timely renewal application having been submitted by the Licensee in August

1988.

II

Under 10 CFR 34.43, personnel perforsing 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

expsure devices must be under the personal supervision of a radiographer. The

personal supervision shall include watching the assistant's performance of

cperations.

,
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i
i On Novernber 26, 1990, the Licensee informed NRC Region IV that David Martin, an
j -

| assistant radiographer employed by Tumbleweed, may have received a radiation
J

| overexposure to his right hand. The Licensee believes the overexposure is
I

! connected to an incicent that occurred on November 12, 1990, during radiography
1

being performed at a facility in Burns Flat, Oklahoma, Kevin Hill was the

radiographer conducting radiq -aphic operations with Mr. Martin that day. The

j 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.
I

!
i

]
Based on information the Licensee submitted to NRC Region IV on November 28,

j 1990, and NRC Region IV's initial inquiry into this incident on November 29,

1990, NRC believes that: (1) on November 12, 1990, a serious radiation injury
i
! occurred to the right hand of David Martin; (2) on that day, David Martin failed

j to perform a radiation 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 Hill, the radiographer, failed to properly supervise

i Mr. Mart.in and failed to watch his performance of operations and that these
|
; violations of NRC requirements on Nevember 12, 1990, contributed to this occur-
1

rence. Additional violations may be identified as a result of our continuingj

! review of this incident.
I
;

I In a telephone discussion with NRC Region IV on Novemoer 29, 1990, the Licensee
i

agreed to prohibit both the radiographer and assistant radiographer involved in;

;

i- this incident from conducting any activities that involve the use of licensed

j radioactive materials without prior NRC approval.
.

!

I

i
!

j NUREG-0940 II.A-94

.

n,~,,s. , ,n-, n<,- ,-,-o-,e--- - + - , - v ,-,,--.e - - - , -e w w , - -w. , ,v-,- - - , - <.



- . _ - - . - . . . . _ _ . . - - . . - - - - - - - _ . . - . _ - . - - . . . - - - - - . . - - -

|3-

!!!

The circumstances surrounding the November 12, 1990, incident reflect inadequate

regard by the individuals involved for NRC requirements designed to ensure the

safe use of licensed radioactive material and raise significant concerns relative I

to adequate protection of the public health and safety. Pending completion of

a review of this incident, the NRC dot.o not have reasonable assurance that

licensed activities will be properly conducted with these indisiduals present.

Therefore, I have determined that the public health and safety require that this

Order be issued. Pursuant to 10 CFR 2.204, I have also determined that the

public health and safety require that this Order be immediately ef fective.

IV

,

Accordingly, pursuant to sections 81, 161b, 161c, 1611, 1610, 182 and 186 of the

Atomic Energy Act of 1954, as ananded, and the Conmission's regulations in

10 CFR 2.204, 10 CFR Part 30 and 10 CFR Part 34, IT 15 HEREBY ORDEREO, EFFECTIVE

IMMEDIATELY, THAT LICENSE RO. 03-23185-01 IS H00!FIED AS FOLLOWS:

1. Kevin Hill, a radiographer, is prohibited from conducting any activities

involving licensed rsdioactive materials;

2. David Martin, an assistant radiographer, is prohibited from conducting

any activities involving licensed radioactive materials.
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_ _ _ _ -_ - - . _ - _ _ - - _ _ .. _ - _



_ _ _ _ _ _ _ _ _ . . _ _ _ - . . _ _ _ . . _ _ _ _ _ _ _ _ _ _ _ . _ _ _ . . _ _ . _ _ . _ _ . . _ _ _ _ _ _ __._ -.

I

4

The Regional Actinistrator, NRC Region IV, may relax or rescind, in writing,

any of the above conditions upon a showing by the Licensee of good cause, j,

|

V

The Licensee, Kevin Hill, David Martin, or any person adversely af fected 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 law on which the Licensee, Kevin Hill David Martin or other person

adversely af fected relies and the reasons why the Order should not have been

issued. 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, Washington, D.C 20555. Copies also shall be

sent to the Director, Office of Enforcement, U.S. Nuclear Regulatory Commission,

Washington, D.C. 20555, to the Assistant General Counsel for Hearings and

Enforcement at the same address, to the Regional Administrator, NRC Region IV,

611 Ryan Plato Drive, Suite 1000, Arlington, Texas 76011, and to the Licensma if

the answer or hearing request is by a person other than the Licensee. If a

person ether than the Licensee or Kevin Hill 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(d).

i
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If a hearing is requested by the Licensee, Kevin Hill, David Martin, or any

other person whose interest is adversely af fected, the Comission will issue

i an Order designating the time and place of any hearing. If a hearing is held,
i

i the issue to be considered at such hearing shall be whether this Order should
{

be sustained.

<

| On the Licensee's, Kevin Hill's and David Martin's consent to the provisions

! set forth in Section IV of this Order or on the failure of the Licensee or
!
| Keiin Hill or David Martin to file an answer within the specified time and

in the absence of any request for a hearing within the specified time this

Order shall be final without further Order or proceeding. A REQUEST FOR A

HEARING SHALL NOT STAY THE I M E0! ATE EFFECTIVENESS OF THIS CONFIRMATORY ORDER.

j FOR THE NUCLEAR REGULATORY COMMISSION

/(fbxy/
Hyg L. hempso Jr.
De ty Executiv Di e or
f r Nuclear Materi is Safety, Safeguards

and Operations up+ port

Dated at Rockville, Maryland
j thisfdayofDecember1990
:
;
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July 25, 1990

Docket No. 030-03400
License No. 48-00043 10
EA 90 090

University of Wisconsin - Madison
ATTN: Ms. Donne Shalala

Ch6ncellor
Poom 100 Fascom Hall
500 Lincoln Drive
Madison, Pisconsin 53706-1380

Gentlemen:

SUBJECT: NOTICE OF VIOLATION AND FROPOSED IMPOSITION OF
CIVIL PENALTIES - !7,500

.

(NRC INSPECTION REPORT NO. 030-03465/90001(DRSS))

This refers to the NRC inspection conducted on Parch 26 through May 2, 1990
of activities authorized by NRC License No. 48 09843-18. Tht report of the
inspection was sent to you on May 21, 1990. During the inspection, violations
of NRC requirements were identified. On May 29, 1990, an enforcement conference
was conducted in the NRC Region 111 of fice between Ms. K. S. Irwin, University
Legal Counsel, and other members of your staff and Mr. C. E. Norelius, Director.
Division of Radiation Safety and Safeguards, and other members of the NRC staff
to discuss the violations, their causes, and your corrective actions.

The violations described in the enclosed Notice of Violation and Proposed
Imposition of Civil Penalty (Notice) involved failures to: (1) have trained
operators present on two occasions while treatino patients with the High
Dose-Rate Remote Af terloader (HDR Unit), (2) verify treatment time calculations
on 35 occasions, (3) have a second person review at least 35 treatment plars
to check for possible errors, (4) test the accuracy of the HDR Unit's timing
device against a stop watch during calibration checks, and (!) monitor
external radiation levels of packages of radioactive material upon receipt.
The failure to verify treatment parameters and plans contributed to the
occurrence of two therapeL| tic misadrinistrations.

Irtproper use of the HDR Unit could be very hazardous. Your use of the HDI
Unit by unovalified operators as stated in Violation 1.A and without*
appropriate controls over the planning process which resulted in two thera y
r"isadministrations as stated in aggregate Violations 1.B.1 and I.B.2
(Violation 1.P) is unacceptable. Violation 1.A and aggregate Violation I.E .n
Section I cf the Notice are of significant concern to the NRC, and, theref re,
have been classified as Severity Level 111 viol 6tiuns in accordence with tre
* General Statement of Policy anc; Frocedure for NRC Enforcerrent Actions,"

CEPilFIED VAIL
UTURN RECElPT RE0l'ESTED

NUREG-0940 II.A-98
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10 CFR f art P, Appendix C (1990) (Enforcerent Policy), he reneinir.g violations
in Sectic* 11 of the Notice have been classified at Severity level lY.

Dsring tN enforcenent conference, you contested thee arra*ent violations noe
descrited in sections 1 and 11 of the Notice, as well al several of the other
apparer.1 violations. Your staff provided additional inf:emation in support of
your conclusion that on three occasions patients were nut treated with the HDR
Unit while untrained operators were present. After rev' ving this additional

! inf ormation, we have concluded that your f ailure to have a trained operator
i~ present during patient treatment did not apoly in the cali of the radiation

therapy technologist because that individual had receivtc training in emergency
| procedures from a physicist. However, the remaining two individuals, a nurse

and a dosimetrist, were not adequately trained and Violation 1. A. in the
| enclosed hotice remains as stated for thc:e two individuals. In regard to the
' two violations described in aggregate Violation 1.B. you argued that the

35 treatrent plans in question, as well es the treatment time calculations,!

| Sere independently verified by a physicist and a dosimetrist who prepared the
treatment plan under the physicist's direction. NRC does not accept this
argument since the dosimetrist enters data provided by the physicist and does
not have the expertise to independently prepare or evolutte the accuracy of a
treatment plan. As a result, aggregate Violation 1.B in the enclosed Notice
remains as originally stated. We acknowledge that since the two misadminis-

| trationt you have significantly expanded the scope of yo.r verification process
| by including c second physicist as well as a physician ir. the independent

review.

In addition, as to the additional information your staff provided regarding
the validity of the other apparent violations that were identified during the:

! inspection, we concluded that it was appropriate to revise our conclusions
regarding the inspection findings for some of the appare't violations
described in the inspection report. in some cases, all cr part of individual
violations have h en withdrawn.

To emphesize the need for compliance with NRC regulatory requirements and
University of Wisconsin-Madison radiological safety procedures, I have been
authorized, after consultation with the Director, Office of Enforcerent, and
the Deputy Executive Director for Nuclear Materials safety, Safeguards, and
Operations Support, to issue the enclosed Notice of Viola;'on and Proposed
imposition of Civil Penalties in the amount of $7,500 for the d n'. ations

j described in Section 1 in the enclosed Notice. The base value of a civil
| penbity for a Severity Level 11! violation is $2,500. Tre escalation and
| mitigatien factors in the Enforc.ement Policy were considered.

In this case, the escalation and mitigation f actors were considered separately
f:r Violation 1. A and aggregate Violation 1.B. In regarc to Violation 1.A, we
concluded that on balance 100 percent escalation was artropriate. In reaching
this conclusion, 50 percent escalation was deemed approrriate because the
violation was identified by the NRC and should have beer identified by you,
100 percent escalation was appropriate because there were multiple examples of

NUREG-0940 II.A-99
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:

3- July Pt. l HOUniversity of Wisconsin - Madison -

!

the violation, and 50 percent mitigation was allowed because of your good past
performance, in regard to aggregate Violation I.B. we Concluded that on tialance
no rritigation or escalation of the base civil penalty was appropriate. A
mitigation of 50 percent was appropriate because you identified and reported
the therapy misadministrations and the violations that caused them to occur,
and a 50 percent mitigation was allowed because of your good past perforr<ance.
However, these mitigations were balanced against the 100 percent escalation
warranted because there were multiple examples of violations causing the
therapy mis 6ce.inistrations. Further mitigation was considered for your
comprehensive corrective dCtiof's af ter the second misadministration, but-this
was balanced by the failure to irptiste effective action after the first
occurrence, and, therefore, neither rnitigation or escalation-is warranted for
your corrective actions with regard to aggregate Violation 1.B. The other

i adjustment f actors in the Policy were considered and no further 4Qustment to
,

the base civil penalty for each Severity Level !!! violation was considered
appropriate.

.i You are requirect to respond to this letter and should follow the instructions
] specified in the enclosed Notice when preparing your response. In your
! rtsponse, you should document the specific actions taken and any additional-
j actions you plan to prevent recurrence. Further, you should respond to the
: areas of concern that are described in Inspection Report No. 030 03465/90001
| and which were also discussed with you during the enforcement conference.
j After reviewing your response to this Notice, including your proposed corrective

actions and the results of future inspections, the NRC will determine whetherj
i further hRC enforcement action is necessary to ensure compliance with NRC

f regulatory requirements.

j in accordance with Section 2.790 of the NRC's " Rules of Practice," Part 2,
i Title 10, Code of federal Regulations, 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 accompanying Notice are not -

subject to the clearance procedures of the Office of Management and Budget as'
|

required by the Paperwork Reduction Act of 1980, PL 96-511.

Sincerely.

|
,

A. Bert Davis
Regional Admir,istrator

, Enclosures:
| 1. hotice of Violation and Proposed
i Irrposition of Civil Penalties
; 2. Inspection Report

No. 030 03465/90001(DRSS)

!

!
:

!
P

!

! - NUREG-0940 II.A-100
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NOTICE OF VIOL ATION
AND

PROPOSID IMP 051110N OF CIVll PENALTlES

University of Wisconsin Macison Docket ho. 030 03465
Madison, Wisconsin License No. 4B 09043 18-

EA 90498

During an NRC inspection conducted on March 26 through May 2, 1990 . violations1

I of hRC requirerents were identified. In accordance with the * General Statement
of Policy and Procedure for hRC Enforcement Actions," 10 CFR Part 2. Appendix C
(1990), the Nuclear Regulatory Comission proposes to impose civil penalties
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 civil
penalties are set forth below:

1. VIOLATIONS A$$ESSED A CIVIL PENALTY

A. License Condition No. 23 requires, in part, that the licensee conduct
its program in accordance with the statements, representations, and
procedures contained in the application dated January 10, 1909.

The application dated January 10, 1959, Attachnent V1, Procedures,
Section 1, Operating Procedures, requires that cperating procedures
be established, in writing, and implemented.

An operating procedure reviewed and approved by the F.adiation 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, 1990, the High Dose-Rate Rencte Afterloader was
used to treat patients and a trained operator was net present.

This is a Severity Level 111 violation (Supplerent VI).

Civil Penalty - $5,000

B. License Conditior. No. 23 recuires, in part, that the licensee conduct
its program in accordance with the staterents, representations, and
procedures contained in the application dated January 10, 1989.

1. The application dated January 10, 1989 Attachment VI,
Procedures, Section 4 Treatment Time Calculations, requires
that treatment time calculations be indep6r.dently verified.

NUREG-0940 II.A-101
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hctice of Viol 6 tion 2-

Contrary to the above, during tne period April 1909 through
March 20, 1990, at leest 35 trestrent plans die not have the
trec tr ent tirt calculations verified.

.

2. The application dated January 10, 1909 Attechrent VI,
Procedures, Section 1, Optrating Procedures, requires that
crerating procedures be established, in writing, and implemented.

An operating prccedure reviewed and approved ty the Radiation
Safety Committee in April 1909, High Dose Rate Remote Af ter-
loader, Section C.).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.

These violations have been classified in the aggregate as a Severity
Level 111 violation (Surplement vi).

Cumulative Civil Penalty - $2,500 (essessed between the two
violations).

11. VIOL ATIONS LOT ASSESSED A CIYil PENALTY

A. License Condition ho. 23 requires, in part, that the licensee conduct
its program in accordance with the statements, representations, and
procedures contained in the application dated Janvery 10, 1989.

The application dated January 10, 1989 Attachment VI, Procedures,
Section 5, Calibration Procedures, describes the calibration proce-
dure for determination of the accuracy of the timing device and
requires that the timing device be tested against a stop watch during
the calibration check.

Contrary to the above, from the date of receipt in April 1989 until
March 26,1990, the licensee did not test the accurecy of the High
Dose-Rate Remote Af terloader's timing device against a stop watch
during calibration checks.

This is a Severity level !Y violttion (Supplement VI).

B. 10 CFR 20.205(c)(1) requires that each licensee, upon receipt of a
package containing quantities of radioactive Faterial in excess of
the Type A quantities, monitor th; radiation levels extFrn61 to the
package.

Contrary to the above, upon receipt of packcges of radioective
material on April 14, 1989, July 19,1989, Septer.ber 22, ISE9,
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- - _ _ _ _ _ _ _ _ _ _ - _ - _ _ - - _ _ _ _ - _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - - _ _ _ _ _ _ _ _ - .



- - -._ -.~.- --.- - .-._ - -..-.- - .- .-. . _ . - . -

|

Lotice of Viol 6 tion 3-
l

January 16, 1990, and April 18, 1990, the licensee did not monitor
the radiation levels external to the packages.

This is a Severity Level IV violation (Supplement lv).

Pursuant to the provisions of 10 CFR 2.201, the University of Wiscons!n Madison
(Licensee) is hereby required to submit a written statement or explanation to
the Director, Of fice of Enforcement U.S. Nuclear Regulatory Comission, within
30 days of the date of this Notice of Violation and Proposed imposition of Civil
Penalties (Notice). This reply should be clearly marked as a '' Reply to a Notice
of Violation" and should include: (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
edeovate 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 rnay 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 shdll 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 penalties by letter addressed to the
Directer 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 propsed at,ove, or the
cumulative amount of the civil penalties if more than one civil penalty is pro-
posed, or may protest imposition of the civil penalties, 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, en order imposing the civil penalties will be issued. Should the
Licensee elect to file an answer in accordance with 10 CFR 2.205 protesting the
civil penalties, in whole or in part, such answer should be clearly marked as an
" Answer to Notice of Violation" 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 penalties should not
be imposed. In addition to protesting the civil 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
Section V.B of 10 CFTs Part 2. Appendix C (1990), should be addressed; Any
written answer in accordance with 10 CFP. 2.205 should be set forth separately
from the statement or explanation in reply pursuant to 10 CFR 2.201, but may 1

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 direct'd to the other provisions of 10 CFR 2.205, regarding the
procedure for imposing civil penalties.
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l'p;n f ailure to pay any civil penalties due which subsequently have been
determined in accordance with the applicable provisions of 10 CFR 2.205, this
matter tray te referred to the Atterr'ey General, and the renalties, unless
ccepromised, remitted, or mitigated, rey be collected by civil action pursuant
tc Section 234c of the Act 42 U.S.C. 22E2c.

| The response noted above (Reply to hotice of Violation, letter with payment
! of civil penalties and Answer to a hotice of Violation) should be addressed
i to: Director Of fice of Enf orcement, U.S. huclear Regulatory Comission,
; ATTN: Document Control Desk, Washington D.C. 20555 with a copy to the

Pegional Adrninistrator, Region 111. U.S. % clear Regulatory Comission,
799 Roosevelt Road, Glen Ellyn, IL C0137.

f FOR THE NUCLEAR REGULATORY COMMIS510N

| A

' A. Bert Davis
Regional Administrator

Cated at Glen Ellyn, Illinois
this 25th day of July 1990

|

|

!
I
I

{
l
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DEC 1 B 1990

Decket No. 030-03465
License No. 48-09843-18
EA 90-098

University of Visconsin - Madison
ATTH: Ms. Donna Shalala

Chancellor
Room 100, Bascom Nall
500 Lincoln Drive
Madison, Wisconsin 53706-1380

Hs. Shalala:

SUB,'ECT: ORDER IMPOSING CIVIL MONETARY PENALTIES - $7,500

This refers to your letter dated September 24, 1990 in response to the Notice
of Violation and Proposed Imposition of Civil Penalties (Notice) sent to you
by our letter dated July 25, 1990. Our letter and Notice describe several
violations identified during an NRC inspection conducted on March 26 throughMay 2, 1990.

To emphasize the need for compliance with NRC regulatory requirements and
University of Wisconsin - Madison radiological safety procedures, civil
penalties of 57,500 were proposed.

In your response you admitted Violation I. A but stated that the escalation of
the base penalty was unwarranted; you denied Violation I.B; and you admittedViolation II.

After consideration of your response, we have concluded, for the reasons
given in the Appendix attached to the enclosed Order Imposing Civil Monetary
Penalties, that the escalation of the base civil penalty for Violation I. A of
the Notice was appropriate and that Violation I.B of the Notice did occur as
stated. Accordingly, we hereby serve the enclosed Order on the University of
Wisconsin - Hadison imposing civil monetary penalties in the amount of $7,500.
We have also reviewed your corrective actions regarding these violations, and
have no further questions at this time. We will review the effectiveness of
your corrective actions during a subsequent inspection.

CERTIFIED MAIL
RETURN RECEIPT REQUESTED

I
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University of Wisconsin - Madison -2-

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

Sincerely,

M |
vg* .. Thompso Jr.

O ty Executiv Otr .to
for Nuclear Materials afety, Safeguards,

and Operations Support

Enclosures: As 7tated
'

cc w/ enclosure:
; Jay Noren
i Vice Chancellor for
; Health Sciences
i

!

!

-

,

i
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UNITED STATES
NUCLEAP. REGULATORY COMMISSION

in the Matter of )
) Docket No. 030-03465University of Wisconsin - Madison ) 8.icense No. 48-09843-18Madison, Wisconsin ) EA 90-098

ORDER IMPOSING CIVIL MONETARY PENALTIES

I

The University of Wisconsin - Madison (Licensee) is the holder of Byproduct

48-09843-18 ' license) initially issued by the NuclearMaterials License No. (

Regulatory Cornission (NRC or Commission) on August 8,1956. The license was

most recently renewed on February 7,1989 and is due to expire on March 31,

1994. The license autLorizes the Licensee to use a variety of byproduct

materials for medical and research applications at various locations within

the University complex in accordance with the conditions specified therein.

11

An inspection of the Licensee's activities was conducted on March 26 through

May 2, 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 Violation and Proposed Imposition of Civil Penalties (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 % requirements that

the Licensee had violated, and the amount of the civil penalties proposed for

the Violations. The Licensee responded to the Notice on September 24, 1990.

In its response, the Licensee admitted Violation I. A of the Notice, but argued

I
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.g.

that escalation of the base civil penalty was unwarranted; denied Violatinn I.B
r

af the Notice in its entirety; and admitted Violation II of the Notice.

III

After consideration of the 1.icensee'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 viviations designated

in the Notice should be imposed.

IV

In vies of the foregoirg and pursuant to Section 234 of the Atomic Energy Acti

of 1954, as amended (Act), 42 U.S.C. 2282, and 10 CFR 2.205, IT IS HEREBY

ORDERED THAT:

The Licensee pay civil penalties in the amount of $7,500 within 30 days

of the date of t. is Order, by_ check, draf t, raoney order, or electronic l

l

transfer, payable to the Treasurer of the United States and mailed to

the Director, Office of Enforcement, U.S. Nuclear Regulatory Commission,

ATTN: Docu - a Control Desk, Washington, D.C. 20555.
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V

|
!

1

j 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

j Hearing" and shall be addressed to the Director, Office of Enforcement, U.S.

l Nuclear Regulatory Commission, ATTH: Document Control Desk, Washington, D.C.

!'t 20555. Copies also shall be sent to the Assistant naa.3ral Counsel for Hearings

I and Enforcement at the same address and to the Rerf onal Administrator, NRC

| Region-III, 799 Roosevelt Road, Glen Ellyn, Illinois 60137.

| If a hearing is requested, the Commission will issue an Order designcting tha

time and place of the hearing. If the Licensee fails to request a hearing
I
' 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 violetion of the Commission's requirements
!' as set forth in Violation I.b. of the Notice referenced in Section II

above, and

!
:
1

4

i

4
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(b) whether, on the basis of such violation and the additional violations

in the Notice of Violation that the Licensee admitted, thisset forth

Order should be sustained.

FOR THE NUCLEAR REGULATORY COMMISSION

/W /
Hu h . Thompson, J .
De y Executive D recto
for Nuclear Materials, Safety, Safeguards,

and Operations Support

Dated at Rockville, Maryland
thisjp%ayofDecember1990

t
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APPENDIX
l

EVALUATIONS AND CONCLUSIONS

On July 25, 1990, a Notice of Violation 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 Notice on September 24, 1990. In its response, the Licensee i

'

admitted Violations 1. A. , II. A. and II.B. and denied Violation I.8. In addition,
the Licensee requested reduction of the 50 percent escalation of the base civil
penalty for Violation I.A. The NRC's evaluation and conclusions regarding the
Licensee's requests are as follows:

1. Restatement of Violation I.A.

License Condition No. 23 requires, in part, that the Licenses conduct its
program in accordance with statements, representations, and procedures
contained in the application dated January 10, 1989.

The appli u tion dated January 10, 1989, Attachment VI, Procedures,
I,ection 1, Operating Procedures, requires that operating procedures be
establithed, 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, 1990, the High Dosa-Rate Remote Af terloader was used to
treat patients and a trained operator wa not present.

Summary of Licensee's Response to Violation I.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 protests this escalation, and requests that, instead,
the base civil penalty be mitigated 50 percent because it identified the
violation after the first incident occurred.

| The first incident occurred when a physicist left a nurse alone at the HDR
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 and
before the NRC inspection. It states the physicist involved was informed
this was unacceptable and was not to happen in the future.

The Licensee be'iieves it should not be cited for the second incident
involving an untrained operator beuause 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 HDR treatment control console. 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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Appendix -2-

the training. In fact, the dosimetrist 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 violation includes,

# revising the training of HDR 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

I training, passing a written exam and performing treatments under the direct
supervision of a trained operator.

I The Licensee did not contest the other escalation and mitigation factors

]
originally proposed.

! NRC's Evaluation of Licensee's Response to Violation I.A.

J 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
1 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 questior,ed the Radiation Safety Officer as to whether any inci-
i dents, other than the two reported misadministrations which initiated the
; special inspection documented in NRC's letter dated May 21, 1990, had

occurred with the use of the HDR unit. The Radiation Safety Officer denied
j any other incidents had occurred.
;
*

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,
4 the nurse was asked whether she had mentioned this incident to the Chief
j Physicist, Dr. Paliwal, cr 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 the4

i 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
i 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,

or presented or discussed during the enforcement conference. Therefore,
the NRC concludes that there was insufficient information provided to show

! that the Licensee identified this eient as a violation, and, as such, there'

was no basis for mitigation of the base civil penalty.

.

-

|

i

i
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The second example of Violation 1.A involved a dosimetrist. A Nucletron
training session attendance list indicated that eight people, including
this dosimetrist, attended the training session on April 13, 1989. Also
in attendance was the physicist who lef t this dosimetrist alone at the
treatne control console on one of the occasions indicated in Violation
I.A. During the inspection, it was learned that this dosimetrist was only
present at the course for approximately 10 minutes and another attendee had
signed the dosimetrist's name on the attendance sheet on the assumption
that she would return shortly and complete the training. However, the
dosimetrist did not return and her n.'e was not struck from the attendance
ro's ter.

The NRC concludes that the physicist's cor.tention that he reasonably
assumed the dosimetrist had completed the training, based on his recollec-
tion that the dosimetrist's name was on an attendance roster for training
that occurred 11 months prior to the incident, is without merit. It is
clear that the dosimetrist was not trained and was left alone at the control
panel by the physicist. This was a violation as set forth in Violation I.A.
The accuracy of the training list is the respon ibility of the Licensee
and any mistake regarding that list does not justify or mitigate the instant
violation. Moreover, it is reasonable to expect that a person supervising
a crit 1 cal task such as the operation of the High Dose-Rate Remote Afterloader,
would confirm that the dosimetrist was qualified prior to leaving the person
alone.

The NRC did not escalate or mitigate this case on the basis of corrective
actions. However the Licensee discussed its corrective actions as an
additional basis fcr M tigation. Although the Licensee's corrective
actions, as submitted in the license amendment request dated April 6, 1990
and incorporated as Amendment No. 73 dated M-" 3, 1990, are apprapriate and
extensive, the submission of this amendment was initiated at the request of
NRC and therefore not considered prompt. NRC requested that the Licensee
prepare an amendment to its license and provided specific information as to
what the amendment should contain. Therefore, the NRC still concludes that
neither escalation or mitigation is appropriate under the corrective action
factor.

II. Restatement of Violation I.B.
>

License Condition No. 23 requires, in part, that the Licensee conduct its
program in accordance with statements, representations, and procedures
contained in the application dated January 10, 1989.

1. The application dated January 10,1989, Attachment VI, Procedures,
Section 4, Treatment Time Calculations, requires that treatment ' time
calculations be independently verified.

Contrary to the above, during the period April 1989 through March 26,
1990, at least 35 treatment plans did not have the treatment time
calculations verified.

2. The application dated January 10, 1989, Attachment VI, Procedures,
Section 1, Operating procedures, requires that operating procedures
be established, in writing, and implemented.
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2 An operating procedure reviewed and approved by the Radiation
Safety Comittee in April 1989, High Dose-Rate Remote Af terloader,

,

| Section C.I.b., requires that the treatment plan be reviewed by a
second person to check for possible errors.r

! 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.
;

!, Sumary of Licensee's Response to Violation I.B.

| The Licensee dentes 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-4

lations were independently verified and the treatment plan reviewed by a'

second person to check for possible errors during preparation of the treat-
ment card when a physicist watched a dosimetrist work up the treatmentc

i 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 simultaneously performing the required*

independent verification of the treatment time calculations and was,

i checking for possible errors.

Until the first misadministratior occurred on February 7, 1990, the*

Licensee claimed it exercised reasonable care in executing an 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 I.B.
)

! Contrary to the Licensee's assertion that NRC does not have regulations or
guidance documents for an HDR unit, it should be noted that, on February 20,r

1986, NRC issued Policy and Guidance Directive FC 86-4, "Information*

4 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 i

'University of Wisconsin-Madison License Amendment No. 68, it is apparent
that this guidance document was used to prepare the Licensee's application,i

dated January 10, 1989, to add the remote afterloading device authorization'

: to its license. The format of the Janurry 10, 1989 application shows a
! close correlation with the guidance document. This Suidance 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
January 10, 1989, 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

a

!

,

l NUREG-0940 II.A-114
4

)



..

. . . . . .. . . . .

.. . . . .. .. .. . . . . . . .
..

Appendix -5-

during the inspection. Three of the four indicated discomfort, inexperi-
ence and inadequate training for their role in HDR treatment planning. The
fourth dosimetrist, who indicated her level of HDR knowledge and experience
made her comfortable, was the unly one sent to Nucletron for a dedicated
three day training session, instead of just having had the four hour
training session Nucletron conducted onsite at the Licensee's facilities.
Therefore, the NRC has concluded that three of four Licensee dosimetrists,
by their own admission, were not qualified to prepare HDR treatment plans
on their own. In these cases the physicists were providing assistance in
preparing the treatment plan rather than an independent verification. In
addition, in its letter, dated September 24, 1990, the Licensee states

, icllowing the first misadministration, we realized that a physicist"

observing the preparation of a plan was not functionally independent and
established a procedure in which a second physicist working alone checked
the plar. "

The NRC has concluded that the Licensee's argument justifying its
interpretation of independent verification of treatment parameters is
without merit and does not provide a basis for withdrawing the violation.

Ill. NRC Conclusion

Based on the information presented by$7,500 in civil penalties proposed Dythe Licensee and evaluated by the
NRC, it has been concluded that the
the NRC in its July 25, 1990 Notice of Violation and Proposed Imposition
of Civil Penalties is justified and should be imposed.

|
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fr 7 UMTED STATES

[ Q NUCLEAR REGULATORY COMMISSION

{ W t REGION l
%, ' % / 478 ALLENDALE ROAD

*****
KING OF PRUSslA. PENNSYLVANIA 19406

J anu ary 29, 1991

Docket ha. 030-10026
License No. 31-02755-05
EA 90-209

Veterans Administration Medical Center
ATTN: Fred Malphurs

Director
113 Holland Avenue
Albany New York 12203

Gentlemen:

Subject: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTY - 53,750
(NRC Inspection Report No. 90-001)

This letter refers to the NRC inspection conducted on November 20-21, 1990, at
the Veterans Administration Medical Center, Albany, New York, of activities
authorized by NRC license No. 31-02755-05. The inspection report was sent to
you on Decemoer 7,1990. During the inspection, numerous violaticns of NRC
requirements were identified. On December 13, 1990, an enforcement conference
was concucted with you and members of your staff to discuss the violations,
the:r causes and your corrective actions.

The violations, which are cescribed in the enclosed Notice, include, but are

not limited to: (1) the failure to secure certain licensed material from
unauthori:ed removal; (2) f ailure to perform leak tests of sealed sources; (3)
censumption of food and beverages in areas where radioactive materials are
used; (4) failure to perform the required annual review of the radiation
safety program; (5) f ailure to provide training to personnel in radiological
safety; and (6) failure to maintain adequate records of certain required
activities, including records of the constancy, 11..earity, and geometry tests
of the dose calibrator.

The violations appear to have been caused by the lack of adequate oversight
of, and attention to, the radiation safety program at your facility. Although
the RSO listed on the license at the time of the inspection was assigned to
the position in October 19S9, it is apparent that he did not c.learly understand
nor implement his responsibilities under the terms of yo a <. cense. Furthermore,
management did not provide suf ficient oversight to assure inat the RSO, who was
also the Chairman of the Radiation Safety Committee at the time, was actively
involved in carrying out his routine resconsibilities.

The NRC recognizes that the violations, if considered individually, would
normally be classified at Severity Level IV or V. However, given that the
violations represent a lack of adequate management attention to and oversignt

CERTIFIED MAIL
RETURN RECEIPT REQ' JESTED
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- Veterans Administration 2

| Aedical Center

of the radiation safety program, the violations are collectively classified in
; the aggregate at Severity '.evel III in accordance with the " General Statement
i of Policy and Procedure for NRC Enforcement Actions," (Enforcement Policy)
: 10 CFR Part 2, Appendix C (1990). Since you pessess a broad-scope license for
: the use of licensed material, it is very important that (1) all personnel are
| adequately trained concerning radiation safety precautions and recuirements,
j and (2) adequate oversight is provided and comprehensive audit: are cordacted
3 to ensure that all personnel understand and adhere to the term of ycur license.
| If adequate attention and oversight had tceen-provided, the violations should
j have been prevented, or identified ard corrected.
I

! The NRC recogni:es that subsequent to the inspection, corrective actions were
initiated to effect improvement in the control and implementation of the radia-

g tion safety program. These actions, which were described at the enforcement
4 conference, included (1) issuance of a memorandum by the Radiation Safety
! Officer to your staff on November 26, 1990, concerning the need to adhere to

] regulatory requirements, and (2) reta.ntion of a consultant, as noted in a
1 Confirmatory Action Letter (CAL) issued to you on November 29, 1990, to assess
i_ the program and develop an improvement plan. However, these actions were not
j considered sufficiently prompt and comprehensive in that, while a consultant
i had been hired, the RSO was not adequately involved in the day-to-day implemen-
i tation of the radiation safety program as of the date of the enforcement con-
i ference. The NRC recognizes that you indicated at the enforcernent conference
f th4t ycu were in the process of recruiting for a new RSO. Further, at the
; conclusion of the enforcement conference, you committed to ohtain additional
I consultant services to assist the RSO in the daily implementation of the,
| program until such time as a new R50 is hired, trained, and added to the
j license as the approved RSO. These additional commitments were documented
3

in a supplement to the CAL issued on December 14, 1990. In addition, a
: license amendment was issued on January 22, 1991 to provide for a new
| interim RSO and a new Chairman of the Radiation Safety Committee.

Notwithstanding these actions, the NRC is concerned that management did not
{ periodically monitor the actions of the RSO to assure that all regulatory
i requirements were being implemented. Although the RSO is assigned radiation
} safety responsibilities, management must assure that those responsibilities
| are being properly discharged. This was not doce.
I

( Therefore, to emphasize the importance of adequate management attention to and
j oversight of the radiation safety program, including proper oversight by the
! Radiation Safety Officer, I have been authorized, after consultation with the

! Director, Office of Enforcement, to issue the enclosed Notice of Violaticn and

1 Proposed Imposition of Civil Penalty (Notice) in the amount of $3,750 for the
j violations set forth in the er. closed Notice
!

! The 'uase civil-penalty amount for a Severity Level III violation is $2500.
i The escalation and mitigation factors set forth in the enforcement policy were

considered as follows: (1) the violations were identilied by the NRC, and;'
j should have been identified by your staff, and; therefore, 50*? escalation of
!
!
f

I
;

i

!
!
!
1'

i
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! the base civil penalty en itis factor is warranted; (2) your co.rective
i actions, as described herein, were r'ot considerec sufficiently prompt and
3

comprehensive to warrant adjustment of the base civil penalty; (3) although
your past performance includes only a total of two violations during the
last four NRC inspections, mitigation based on prior good performance is2

; not cont dered apprcpriate because your performance has significantly declined
| since the R50 took over responsibility for the program in October 1989, and
| the lapse in managemant ontrol of your licensed activities constitutes an
' extensive rather than an isolated issue; and (4) this case did not involve

prior notice, and therefore, no adjustment of the civil penalty on this factorj
is warranted. The NRC also considered that some of the violations involved4

! multiple examples or existed for an extended duration. However, since these
i factors were considered in determining the severity level of the violation, the
j NRC has decided that further escalation based on these factors is not warranted,
t

! You are required 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 anc any additional

,

actions you plan to prevent recurrence. In addition, you should describei

actions taken or planned to improve oversight of your program by management
above the level of the R50 and by the R50. At the conclusion of the enforcement

i conf"ence, you indicated that, while you were in the process of recruiting for
' a perecnent RSO, you would arrange for a consultant to assist the RSO in the
i daily implementation of the radiation safety program until a permanent RSO is

appointed. While this is acceptable, the licensee retains the responsibility
for activities pe-formed by the consultaM. In your response, you should .lso
clarify how you intend to exercise your oversight responsibility for activities
performed by the consultant. After reviewing your response to this Notice,,

' including your proposed corrective acticns, and tha results of future inspections,
the NRC will determine whether further enforcement sction is necessary to ensure4

i compliance with NRC regulatory requirements.
4

In accordance with 10 CFR 2.790 of the NRC's " Rules of Practice," Part 2,
Title 10, Coce 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.

i

Sincerely,

fh a f /

Thomas T. Martin
Regioral Ad.inistrator

|

4

1

!

.

.
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cc:
Director, Nuclear Medicine Service (115)
ATTN: Helen Malaskiewicz
Jepartment of Veterans Affairs
E10 Vermont Avenue, N.W,
Weshington, D.C. 20420

i

Putlic Document Roo.m (PDR)
Nuclear Safety Information Center (NSIC)
State of New York

i
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NOTICE OF VIOLATION
AND

PROPOSED IMPOSITION OF CIVIL PENA.TY

Veterans Administration Medical Center Docket No. 030 '0026.

Albany, New York License No. 31-02755-05
EA 90-203

)
During an NRC inspection conducted on November 20-21, 1990, violations of NRC
requirements were icentified, in accordance with the " General Statement of
Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendix C,
(1990), the Nuclear Regulatory Commission proposes to impose a civil penalty
pursuant to Section 234 of the Atemic Energy Act of 1954, as amended ("Act"),
42 U.S.C. 2282, and 10 CFR 2.205. The particular violations and the associated
civil penalty are set forth belcw:

A. 10 CFR 20.207(a) requires that licensed material stored in an
unrest ricted .rea be secured against unauthorized removal from the place
of storage. 10 CFR 20.207(b) requires that materials in an unrestricted
area tnd not in storage be under the constant surveillance and immediate
control of the licensee. As defined in 10 CFR 20.3(a)(17), an
unrestricted area is any area access to which is not controlled by the
licensee for purposes of protection of individuals from exposure to
radioactive materials.

Contrary to the above, on August 3, 1990, a shipment of radioactive
material (1 millicurie of tritium) was left unsecured in an unrestricted
area (window sill in the hallway) and was not under the constant
surveillance or immediate control of the licensee,

B. 10 CFR 35.315(a)(B) requires, in part, that for each patient receiving
radiopharmaceutical therapy and hospitalized for ccmpliance with 10 CFR
35.75, the licensee shall measure the thyroid burden of each individual
who helped prepare or acminister a dosage of iodine-131 within 3 days af ter
administering the dosage.

Contrary to the above, the licensee did not, within three days after the
administration of the dosage, measure the thyroid burden of an individual
who prepared and administered a radiopharmaceutical therapy dosage of
iodine-131 cn July 13, 1990; and the patient who received this dosage was
hospitali:ed for compliance with 10 CFR 35.75.

C. 10 CFR 35.22(b)(6) requires that the Radiation Safety Committee review
annually, with the assistance of the Radiation Safety Officer, the
radiation safety program.

Contrary to the above, as of Novemoer 21, 1999, the Radiation Safety
Ccmmittcc, ,<ith the assistance of the Radiation Safet> Officer, did not
perform an annual review of the radiation safety program for 1939.
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l Notice of Violation 2

s

| D. 10 CFR 35.205(c) requaes, in part, that before receiving, using or
storing a radioactive gas, licensees calculate the amount of time tieeded

j after a spill to reduce the concentration in the room to the limit listed.,

i in 10 CFR Part 20, Appendix B.
.

! Contrary to the above, as of November 21, 1990, no calculation was
performed.of the time needed af ter a spill of xenon-133 to reduce the4

concentration in the imaging room (Room 6260) to the applicable limit.
.

>

f E. 10 CFR 20.303 describes requirements for the disposal of radioactive
materials by release into the' sanitary sewerage system. 10 CFRj 20.401(c)(3) requires that each licensee maintain records of disposalst
made under 10 CFR 20.303.'

'

.

i 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 and4

1989 of radioactive material released into the sanitary sewerage system.
|

i
For 1988, the records were disorganized 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 1989, no records
were maintained.+

I

i F. 10 CFR 35.70(d) requires that a licensee shall establish radiation dose
|

rate trigger levels for area surveys required by paragraphs (a) and (b)
of 10 CFR 35.70.,

J

Contrary to the above, as of November 21, 1990, the licensee did not#

establish radiation dose rate trigger levels for the area surveys requiredj

i under 10 CFR 35.70.

; G. 10 CFR 35.59(b)(2) requires, 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.

f 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 21, 1990, an interval which exceeded 6 months, and
,

i
no other-interval was approved.

i

-H. 10 CFR 35.205(e) requires, in part, that licensees measure the ventilatico'

rates available in areas of use of radioactive gases each 6 months,|

i

| Contrary to the above, as of November 21, 1990, the ventilation rates
available in Room 6090 had not been measured during the last 12 months;

and, during that period, radicactive xenon gas was used_in that room.8

I

1. 10 CFR 35,315(a)(7) requires tnat, for cach patient receiving
radiopharmaceutical therapy and hospitalized for compliance with 10 CFRi

35.75, the licensee must survey the patient's room and private sanitary
|
,

e

I

!

|

t

|
.
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Notice of Violation 3

facility for removable contamination with a radiation 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, 1990, a radiopharmaceutical 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 square centimeters, and the patient was hospitalized for
compliance with 10 CFR 35.75.

J. 10 CFR 19.12 requires, in part, that all individuals working in or
f reauenting any portion of a restricted area shall be instructed in the
health protection problems associated with exposure to radioactive
materials or radiation, in precautions and procedures to minimize
exposure, and in the applicable provisions of Commission regulations aad
licenses for the protection of personnel from exposures to radiation or
radioactive materials.

Ccntrary to the above, as of November 21, 1990, the licensee did not
adequately instruct individuals working in or frequenting any portion of
a restricted area in the health 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 protectior of personnel from exposures to radioactive materials. For
example, some research laboratory personnel did not know that
contamination surveys were required after they performed experiments with
radicactive material and others were 'raware of the requirement to
maintain accurate radicactive material inventories and waste disposal
records.

K. License C;nditien 15 states, in part, that the license is based on the
licensee's statemer.ts and recresentations in the application dated
Cecencer 6, 1935.

1. The licensee's " General Rules for Safe Use of Radioactive Materiais
for Research Laboratories" described in Appendix 20 of the license
application, dated December 6, 1985, require that individuals do not
eat, crink, smoke or apply cosmetics in any area where radioactive
material is stored or used.

Contrary to the above, on November 20, 1990, as observed by the NRC
inspector, there was evidance of eating and drinking in five
research laboratories (Rooms A607, A625, A629, 6607 and B630) where
radioactive material was stored or used. Specifically, the evidence
involved soft drir.ks on radioactive material work counters, candy
wrappers in trash cans, and a microwave oven which smelled like
popc rn in a room designated as a radioactive material use area.
Furthermore, a researcher confirmed that the microwave oven had been
used for making popcorn.

%>
=>n
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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 Of ficer 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 Of ficer of changes in laboratory
location, Specifically, a room designated as a research laboratory
used for radioactive materials was converted into a general storage
area, and another laboratory was no longer used for radioactive
materials, but was Still 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 license
application require authorized ustry t' maintain on file, up-to-date

records of the use, disposition, 5tc rage and c'.s, ;al of all

radionuclides including the amount of radioactivity, 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 radioactive waste generated in Room A607.

L. 10 CFR 20.201(b) requires that each licensee 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 radiation
hazards that may be present. As defined in 10 CFR 20.201(a), " survey"
means an evaluation of the radiation hazards incident to the production,
use, release, disposal, or presence of radioactive mateirals under a
specific set of conditions.

Contrary to the above, the licensee did not make surveys to assure
compliance with 10 CFR 20.103 and 20.106, which, respectively, limit
exposure of individuals to concentrations of radioactive materials in air
in restricted areas, and limit radioactivity 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 requirements 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 license" material) identified in the
application or in the license.

Contrary to the above, as of November 21, 1990, the licensee changed the
location of use of radioactive xenon gas from room 6090 to 6260 without
applying for or receiving a license amendment.

;
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N. 10 CFR 35.50(e)(3) requires that licensees retain records of quarterly
dose calibrator linearity tests for 3 years unless directed otherwise
and that the record include the model and serial number of the dose
calibrator, the calculated activities, the measured activities, the date
of the test and the signature of the Radiation Safety Of ficer.

Contrary to the above, as of November 21, 1990, records of quarterly
linearity tests did not contain the serial number of the dose calibrator
nor the signature of the Radiation Safety Officer.

i C. 10 CFR 35.50(e)(1) requires that licensees retain records of daily
| constancy checks of dose calibrators for 3 years unless directed
I otherwise and that the records include the model and serial number of the; dose calibrator, the identity of the radionuclide contained in the check

source, the date of the check, the activity measured and the initials of
the individual who performed the test.

Contrary to the above, as of November 21, 1990, records of daily ,

constancy checks did not include the model and serial number of the dose
calibrator.

P. 10 CFR 35.50(e)(4) requires that licensees retain records of tests for
dose calibrator geometrical dependence for 3 years unle,ss directed
otherwise and that the records include the model and serial number of the

= dose calibrator, the configuration of the source measured, the activity
measured for each volume measured, the date of the test, and the
signature of the Radiation Safety Officer.

Contrary to the above, as of November 21, 1990, tn' e records of tests for
geometrical cependence cid not include the serial number of the dose
calibrator nor the signature of the Radiation Safety Officer.

These violations have been categorized in the aggregate as a Severity Level
111 problem (Supplements IV and VI).

Cumulative Civil Penalty - 53,750 (assessed equally among the 18 violations)
~. Pursuant to the provision of 10 CFR 2.201, Veterans Administration Medical

Ccnter is hereby required to suomit a written statement or explanation to the
Director, Office of Enforcement, U.S. Nuclear Regulatory Commission, within 30
days of the date of the Notice of Violation and Proposed Imposition of Civil
Penalty (Notice). 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 violation, (2) the reasons for the violation if
acmitted, 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 is not received within the time specified
in this Notice, an order may be issued to show cause why the license should

NUREG-0940 II.A-124
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Notice of Violation 6

not be modified, suspended, o* revoked or why such other action as may be
proper should not be taken. insideration may be given to extending the
response time for good cause snown. 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 to the Director,
Office of Enforcement. U.S. Nuclear Regulatory Commission, with a check,
draf t, 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, in whole or in part, such answer should be clearly marked
as " Answer to a Notice of Violation" and may: (1) deny the violation (s) listed
in this Notice in whole or in part, (2) demonstrate exteneating circumstances,
(3) sh;w 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 request remission or mitigation of the penalty

In requesting mitigation of the proposed penalty, the factors addressed in
Section V.S. of 10 CFR Part 2, Aopendix 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
incorperate parts of the 10 CFR 2.201 reply by specific reference (e.g. ,
citing page and paragraph numbers) to avo1c 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 accorcance 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 colietted by civil action pursuant

,

to Section 234c of the Act, 42 U.S.C. 2282(c).
l
|

The responses to the Director, Office of Enforcement, ncted above (Reply to a
i

Notice of Violation, letter with payment of ctvil penalty, and Answer to a
|

Notice of Violation) should be addressed to: Director, Office of Enforcement,
j U.S. Nuclear Regulatory Commission, ATTN: Document Control Desk, Washington,

O.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!

Thomas T. Martin
Regional Administrator

Dated at King of Prussia, pennsylvania
this g Uday cf January 1991

NUREG-0940 II.A-125

-



m soe.--mea, e -,~_iii;aw

-

l

1

h

9

I

I

1

I

I
k

I

|
i.

i
i
i

I

,

)
!
.

f
!
2
<

1

f

f
i
4

3

i.
4

J

.

!

1

i

e-
1.

f
1 >

I
n-
|
1

4

< . |
i

i i
I

f

4

i
s

I.
s

I

(:
i
f
|.
i
a

4

1

e

$
,

h
i
a

# -

4

}
.

4
3

I

'l

1
__ ___ _ _ _ _ . _ . _ , . . . m___. , _. -- ..__ .-- , - _ , _ .__. __ ,_ _ ___...



_. .
.

_ .
..

..
.

,

II.B. MATERIAL LICENSEES, SEVERITY LEVEL III VIOLATION,
NO civil PENALTY-

NUREG-0940

|
-

.. .. . .

.-



_

unit to st Atts
/pa eseg''o, NUCLE AR REGULATORY COMMisslON

**y" REGION Hn

:! _i iot uamitA statti,N W.

g g ATL ANT A.ctonci A so3n*

% . . . . . /" MM 0 i M9I
s

Docket No. 030-14871
License No. 45-18332-01
EA 91-010

Stuart Circle Hospital
ATTN: Mr. David A. Schertz

Administrator
413 Stuart Circle
Richmond, Virginia 23220

Gentlemen:

SUBJECT: NOTICE OF VIOLATION
(NRC INSPECTION REPORT NO. 45-18332-01/91-01)

This refers to the Nuclear Regulatory Comission (NRC) inspection conducted by
Mr. W. Loo on January 11, 1991,' at the Stuart Circle Hospital facility in
Richmond, Virginia, which included a review of the facts and circumstances
related to the improper transfer of NRC licensed byproduct material to an
unauthorized individual on September 29, 1990. The incident, which was identi-
fied by the licensee on October 1,1990, and reported to the NRC by letter
dated October 4,1990, involved the alleged theft of a lixiscope device from
the facility. The inspection also identified weaknesses in the raJiation
safety program. The report documenting this inspection was sent to you by
letter dated January 28, 1991. As a result of the inspection to review the
loss of control of the Lixiscope, a significant failure to comply with NRC
regulatory requirements was identified. An Enforcement Conferen:e was held on
February 5,1991, in the Region 11 office to dis:Uss the violation, its cause,
and your corrective actions to preclude recurrence. The report sumarizing
this conference was sent to you by letter dated February 28, 1991.

On September 29, 1990, at approximately 6:00 p.m., an individual identifying
himself as an employee of the nuclear pharmacy used by the licensee allegedly
approached a contract x-ray technologist who was working the weekend shift and
indicated that he was there to pick up the Lixiscope device. The individuel
also informed the technologist that the Director of Radiology was aware that he
was coming to pick up the Lixiscope. The technologist gave the lixiscope to
the individual.

On October 1,1990, the Director of Radiology reviewed the Lixiscope logbook
and noticed that the lixiscope had not been logged in after being used the
previous week by an authorized user. The Director of Radiology contacted the
user and was informed by that individual that the Lixiscopt: had been returned
on September 29, 1990, however, no notation was entered into the log. The
Director of Radiology later checked the storage cabinet and noted that the
device was not in the cabinet. He then contacted the technologist who was on
duty over the weekend and learned that he had given the Lixiscope to an indi-
vidual who claimed to be from the nuclear pharmacy. Subsequent contact with
the pharmacy revealed that they did not have the device and that no one from
the pharmacy had been to the facility on September 29, 1990. Based on that

HUREG-0940 II.B-1 i
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0 ! 13Stuart Circle Hospital -2-

infcrtnation, the Director of Radiology contacted the Richmond Police Department
and reported the evict as stolen.

Violations A and B described in the enclosed Notice of Violation (Notice)
involved the improper transfer of licensed byproduct material estimated to be
approximately 49 millicuries of iodine-125 as a sealed source in the Lixi-
scope device at the tim? c' the transfer. The violation was in part a result
of the lack of training r ;arding the proper transfer of byproduct material as
the technologist had not been properly trained with regard to the procedures
and policy for control atd handling of the device. Furthemore, the carrying

se containing the devica wu Unlocked and the keys for activating the device
were in the carrying case when it was given to the unidentified individual.
The NRC is concerned because this incident constitutes a significant failure
to control licensed material. There is the potential for unnecessary radiation
exposure should the device be used on humans or should the sealed source be
compromised in some way since the device is not in the control of the licensee.
Therefore, these violations are classified in the aggregate as a Severity Level
III problem, in accordance with the " General Statement of Policy and Procedure
for NRC Enforcement Actions," (Enforcement Policy) 10 CFR Part 2, Appendix C
(1990).

A civil penalty is considered for a Severity Level 111 problem. However, after
consultation with the Director, Office of Enforcement. I have decided that a
civil penalty will not be proposed in this case. Full mitigation of the base
civil penalty was warranted for your identification and reporting of the incident
and for good past performance. While NRC acknowledges your corrective action,
which included controlling all licensed material in use at your facility through
the Nuclear Medicine Department, procedures requiring positive identification of
personnel removing licensed material from controlled areas, and enhanced training
for personnel involved in the control and handling of licensed material; addi-
tional actions were warranted in attempting to alert personnel to the loss and
to recover the device, such as notification of the general hospital staff,
notification of local medical and professional organizations, and closer coord-
ination with law enforcement authorities regarding the progress of the investigation.

'

Violations C through E in the enclosed Notice involved the failure to perform
required accuracy and linearity testing on a dose calibrator, failure to perfom
radiation surveys with a radiation detection survey instrument, and fatiure to
perfom required constancy checks on the dose calibrator. These violations
have been categorited at Severity level IV. The NRC is concerned that these
violations indicata a lack of sensitivity to requirements to ensure that
radiation measuring instruments function properly and failure to ensure that
radiation surveys were perfomed on weekends to detect any residual contamination
from nuclear medicine procedures.

You are required to respond to this letter and should follow the instructions
specified in the enclosed Notice when preparing your response. In your re-
sponse, 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

NUREG-0940 II.B-2
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inspections, the NRC will detennine whether further NRC enforcement action is
necessary to ensure compliance with NRC regulatory requirements. ,

in accordance with 10 TFR 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 subject
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 contac; us.

Sincerely.

L. L
tewart D. E ri er
egional Administrator

Enclosure:
Notice of Violation

!

|

b

NUREG-0940 II.B-3
0

w..- -, , .i. - . - ,
O



_ _ _ _ _ _ _ _ _ _ _

. .

..
. .. ..

NOTICE OF VIOLATION

Stuart Circle Hospital Docket No. 030-14871Richmond, Virginia License No. 45-18332-01
EA 91-010

During an NRC inspection conducted on January 11, 1991, 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 violations are listed below:

A. 10 CFR 30.41(a) and (b)(5) require, in part, that no licensee transfer
byproduct material except to a person authorized to receive such by-
product material under the terms of a specific or general license issued
by the Comission or Agreement State.

Contrary to the above, on September 29, 1990, the licensee transferred a
Lixiscope device containing approximately 49 millicuries of iodine 125 to
a person who was not authorized to receive such byproduct material under
the terms of a specific or general license issued by the Commission or
Agreement State.

B. 10 CFR 35.21(a) requires that a licensee appoint a Radiation Safety
Officer responsible for implementing the radiation safety program. The
licensee, through the Radiation Safety Officer, is required to ensure
that radiation safety activities are being perfomed in accordance with
approved procedures. 10 CFR 35.21(b)(2) requires,-in part, that the
Radiation Safety Officer implement procedures for training personnel who
work in or frequent areas where byproduct material is used or stored.

Contrary to the above, as of September 29, 1990, the licensee's appointed
Radiation Safety Officer did not implement procedures for training a
contract radiologic technologist who w.r ked in or frequented areas where
byproduct material was used or stored, including training in the licensee's
procedure for controlling the Lixiscope, which resulted in the transfer of
byproduct material to an unauthorized person.

Violations A and B have been categorized in the aggregate as a Severity
1.evel 111 problem. (Supplements IV and VI).

C. 10 CFR 3:i.50(b)(2) and (3) require, in part, that the licensee test ( .h
dose calibrator for accuracy and linearity upon installation.

Contrary to the above, on May 1,1990, the licensee installed and put
r

into use a new dose calibrator; however, accuracy and linearity tests
were not performeo until June 19, 1990 and May 21 1990, respectively.

This is a Severity Level IV violation (Supplement VI).

D. 10 CFR 35.70(a) requires, in part, that the licensee survey with a
radiation detection survey instrument at the end of each day of use all

NUREG-0940 II.B-4

________a_____ _-_ . _ _



- - - --

8 )* (O9

't[<? e%g}p%)#gTEST TARGET (MT-3) / ,6 Y g

e. .vv,
IMAGE EVALUATION g'. rbO

\///

%f/ 5 k';
,
f%

9
!

|
,

|,Q f*EM $[d
12 M p!ss-a! 2.2
t. .ip3

E[77I!y..r.e.02
|,| ' *

li. s

||| 1.8
;

|.1
--

!

' l.25 1.4 1.6
. - . . -

4 150mm >

4 6" >

h% + sA
O . ':; y |

'

e}yy , <gs A
,,

s
4s s. < gp 's 9 s

PHOTOGRAPHIC SCIENCES CORPORATION W [)S
h 770 BASKET ROAD 4(1,3 (C#

P.O. BOX 338 0 4

WEBSTER, NEW YORK 14580 Y
(716) 265 1600



_ _ _ _ _ _ _ .

Notice of Violation -2- '

areas where radiopharmaceuticals are routinely prepared for use or
administered.

Prior to January 30, 1990 Condition 18 of NRC License No. 45-18332-01
required that licensed material be possessed and used in accordance with
the statements, representations and procedures described in the license
application dated December 28, 1983, and in the documents submitted in
support of that application.

Item 17.1 of the license application required that preparation and
injection areas will be surveyed on a daily basis with an appropriately
low range G-H survey meter.

Contrary to the above, between November 2, 1988 and January 11, 1991, the
licensee did not survey with a radiation detection survey instrument at
the end of each day of use areas where radiophamaceuticals were prepared
for use or administered. Specifically, on 28 occasions when nuclear
medicine studies were performed on weekends, the surveys were not
conducted.

This is a Severity Level IV violation (Supplement VI).

E. 10 CFR 35.50(b)(1) requires that a licensee check each dose calibrator
for constancy with a dedicated check source at the beginning of each day
of use.

Prior to January 30, 1990, Condition 18 of NRC License No. 45-18332-01
required that licensed material be possessed and used in accordance with
the statements, representations and procedures described in the license
application dated December 28, 1983, and in the documents submitt;A in
support of that application.'

Item 10.1 of the license application required that the constancy of the
dose calibrator will be determined on a daily basis.

Contrary to the above, between November 2, 1988 and January 11, 1991, thet

I dose calibrator was not checked for constancy with a dedicated checked
source at the beginning of each day the dose calibrator was used to
mearure patient doses of radiophaisaceuticals. Specifically, on 28
occasions when nuclear medicine studies were perfomed on weekends the
constancy check was not performed.

This is a Severity Level IV violation (Supplement VI).

Pursuant to the avisions cf 10 CFR 2.201, Stuart C m le Hospital is hereby
required to sul , a written statement of explanation to the U.S. Nuclear
Regulatory Connission, AIT4: Document Control Desk, Washington, D.C. 20555 with
a copy to the Regicaal Administrator, U.S. Nuclear Regulatory Commission,
Region 11. Suite 2900, 101 Marietta Street, N.W., Atlanta, Geor
within 30 days of the date of this Notice of Violation (Notice)gia 30323,This reply.

NUREG-0?40 II.B-5
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Notice of Violation -3

should be clearly marked as a " Reply (to a Notice of Violation" and shouldinclude for each alleged violation: 1) the reasons for the violations, or, if
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 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 actions as may be proper
should not be taken. Where good cause is shown, consideration will be given to
extending the response time. Under the authority of Section 182 of the Act. 42
U.S.C. 2232, this response shall be submitted under oath or affinnation.

FOR THE NUCLEAR REGULATORY COMMISSION

l D 'ntr N

Legional Administrator /

Dated at Atlanta, Georgia
this Isrday of March 1991

i
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Docket No. 030-14716
License No. 47-05067-03

i EA 91-013
i

i Union Carbide Chemicals and
Plastics Company, Inc.

Silicones Plant, Esters Unit

ATTN: Mr. L. W. Phair.

Plant Manager
P.O. Box 180
Sisterville, West Virginia 26175

'

Gentlemen:

i SUBJECT: NOTICE OF VIOLATION
(NRC INSPECTION REPORT NO. 47-06067-03/91-01)

This refers to the Nuclear Regulatory Commission (NRC) inspection conducted by
D. Collins on January 3-4, 1991, at the Union Carbide Chemicals and Plastics
Company facility located in Sistervillt West Virginia. This special announced
safety inspection was conducted to review 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. The incident, which had been icentified by the licensee on December 9,
1990, initially occurred on December 6,1990, and became known to the NRC
through an allegation received on December 15, 1990. A Confirmation of Action
Letter was sent to you on December 19, 1990. The report documenting this
inspection was sent to you by letter dated January 25, 1991. As a result of
this inspection, significant failures to comply with NRC regulatory require-
ments were identified. An Enforcement Conference was held on February 4,1991,
in the Region !! of fice to discuss the violations, their cause, and your
corrective actions to preclude recurrence. The report summarizing this confer-

| ence was sent to you by letter dated February 15, 1991.

On December 6,1990, af ter 4:00 p.m., and continuing until identification at
2:45 a.m. on December 9,1990, a 37 millicurie cesium-137 sealed source holder
(level detector) with an open shutter was rotated about 90 degrees horizontally
away from the condenser tank it was intended to monitor. Although the level
detector was not pointed into a nearby general walkway, it was pointed toward a
space between tanks and other piping in the imediate vicinity. The nearest
general walkway position was about eight feet from the source head.

During the approximate 59-hour period that the level detector was misaligned,
58 individuals were known to have spent some portion of their workday in the
vicinity of the source's radiation beam. Two individuals were identified as
having spent a significant portion of their work time in the area and within
the radiation field. Dose calculations for these individuals concluded that
they received 270 millirem. Further dose calculations for the remaining 56
individuals determined that ten individuals could have received between
approximately 10 and 50 millirem and the others could have received less than
2 millirem. A plant investigation detennined that the radiation field from

NUREG-0940 II.B-7
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Union Carbide Chemicals ? MAR 011931
and Plastics Company

the level detector was 162 millirem per hour (mrem /hr) at 12 inches from the
source holder's f ace; 72 mrem /hr it 18 inches; 18 mrem /hr at 3 feet; and
2 rEem/tr at 8 feet.

Although the specific cause of tne misalignment of the level detector cannot
be accurately determined, it is apparent that had the source holder been locked
or closed prior to the start of maintenance activities, workers would not have
been subiected to unnecessary radiation exposure, in addition, management
controls to assure there was no radiation exposure to non-radiation workers

were inef fective.

The violations described in the enclosed Notice of Violation (Notice) involved
radiation levels in unrestricted areas that exceeded levels established by
regulatory requirements; unauthorized relocation of a sealed source 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 had the potential for serious consequences to health and safety of
workers in that individuals were unnecessarily exposed to radiation. Therefore,
in accordance with the " General Statement of Policy and Procedure for NRC
Enforcement Actions" (Enforcement Policy),10 CFR Part 2, Appendix C (1990),
four of the violations which were directly related to the incident are
classified in the aggregate as a Severity Level 111 problem. A fifth violation
involving the failure to post required documents was classified as a Severity
Level V violation.

NRC recognizes that irriediate 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 lassons-
learned review at all facilities utilizing NRC licensed radioactive material.

A civil penalty is considered for a Severity Level 111 problem. However, after
consultation with the Director Of fice of Enforcement, I have decided that a
civil penalty will not be proposed in this case. Mitigation of the base civil
penalty was warranted for your identification and reporting of the incident and
for good past performance. Some additional mitigation was warranted for
corrective action in that once you were aware of the problem, you _ acted quickly
to secure the sealed source and initiate an investigation to determine the
facts and circumstances of the event. However, we note that there was an
initial reluctance to initiate modifications in procedures and training relative
to rcdiation 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 penalty is not being proposed, it is important to emphasize that
the loss of control of 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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f acility or location, NRC expects corporate managers to take action as
appropriate to prever.t similar violations from occurring at other facilities or
divisions where licersed material is used.

Ycu are required to respond to this letter and should follow the instructions
specified in the enclosed Notice of Violation (Notice) when preparing your
response, in your response, you should document the specific actions taken and
a ny additional actions you plan to prevent recurrence, in doing so, you may
make reference to any correspondence previously submitted to the NRC. In
addition, you should include with, or append to, your response a description
of actions that have been taken or will be taken by Union Carbide Corporation
to prevent similar incidents at other facilities or divisions that use radio-
active gauges under '.RC licenses. After reviewing your response to this
hotice, 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.

Ir. accordance with D 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 precedures of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, Pub. L. No. 96.511.

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

Sincerely,

w b.
tewart D. Ebneter /

Regional Administrator

Enclosure:
i Notice of Violation
i

cc w/ encl:
State of West Virginia

NUREG-0940 II.B-9
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NOTICE OF VIOLATION

Union Carbide Chemicals Docket No. 030-14716
and Plastics Company, Inc. License No. 47-06067-03

Sisterv41.e, West Virginia EA 91-013

During an NRC inspection conducted on January 3-4, 1991, violations of NRC
requirements were identified. In accordar,ce with the " General Statement of

Policy and Procedure for NRC Enforcement Actions," 10 CFR Part 2, Appendix C
,

! (1990), the violations are listed below: ,

%

A. 10 CFR 20.105(b) requires that, except as authorized by the Commission in
10 CFR 20.105(a), no licensee allow the creation of radiation levels ir,

! unrestricted creas so that an individual who was continuously present in
| the area could receive a dose in excess of 2 millirems in any ore hour or-

! 100 millirers in any seven consecuthe days.

| Contrary to the above, from about 4:00 p.m. on December 6 until 2:45 a.m.
on December 9,1990, a period exceeding one hour, the licensee allowed thei

I creation of radiation levels in the rodification work area on the third
level of the Esters Tower, an unrestricted area, such t!at an individual
who was continuously present in the area could have ret.eived a dose in
excess of 2 millirems in any one hour or 100 millirt ti in any seven
consecutive days. Specifically, the radiation beam fr6 a misaligned fixed
gauge with an open shutter and ?7 millicuries of cesium 137 projected a '

whole body radiation dose of 125 millirem per hour at 1 foot, and 12 mil-
lirem per hour at 1 meter.

B. 10 CFR 20.203(f) requires that, except as provided by.10 CFR 20.203(f)(3),
each container of specified amounts of licensed material bear a durable,
clearly visible label identifying the radioactive contents.

j Contrary to the above, on December 6 through 8,1990, a fixed guage
housing on the Esters Tower did not have a clearly visible and legible
label identifying the 37 millicurie ces.um-137 sealed source contents, andi

the container was not exempt from such labeling.

C. Condition 14 of License No. 47-06067-03 requires that installation,
relocation and removal of fixed gauges may be performed by Union Carbide
Corporation, under the provision of hRC License No. 47-06067-02 or others
specifically authorized to perform those services.

A Contrary to the above, three individuals not authorized by NRC License
. No. 47-06067-02 or otherwise specifically licensed to perform this ser-

vice, relocated from its position a :7 millicurie cesium-137 sealed source
housing as follows:

1. On December 6, 1990, an individual relocated the sealed source
housing with the shutter in the open position by rotating the
housing approximately 90 degrees from its intended position.

NUREG-0940 II.B-10
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Notice of Violation 2

2. On December 9,1990, en individual removed the sealed source housing
from its mount and subsequently replaced the housing with the shutter
in the closed position.

3. On December 10, 1990, an individual removed the sealed source housing
from its bracket, and adjusted the unit with the shutter in the
closed position to restore the unit to its service position.

J. 10 CFR 203(b) requires that each radiation area be conspicuously posted
with a sign or signs bearing the radiation caution symbel and words
" Caution - Radiation Area."

Contrary to the above, from December 6 through 9,1990, ' radiation area
exceeding 12 millirem per hour at 1 meter was created on the third levelj of the Esters Tower and no signs bearing the radiation caution symbol and
the words " Caution - Radiation Area" were posted.

Violations A through 0 are categorized in the aggregate as a Severity
Level 111 problem (Supplements lY and VI).

E. 10 CFR 19.11(b) requires, in part, that the licensee post current copies
of Part 19 Part 20, the license, license conditions, docurrents incorpo-
rated into the license, license amendments and operating procedures, or
that the licensee post a notice describing these documents and where they
may be examined.

Contrary to the above, on January 3,1991, the licensee did not have any
of the required documents or notices posted.

This is a Severity Level V violation (Supplement IV).

Pursuant to the provisions of 10 CFR 2.201, Union Carbide Chemicals and Plas-
tics Company, Inc. is hereby required to submit a written statement or explana-
tion to the U.S. Nuclear Regulatory Commission, ATTN: Document Control Desk,
Washington, D.C. 20555, with a copy to the Regional Administrator, Region II,
within 30 days of the date of the letter transmitting this Notice of Violation
(Notice). This reply should be clearly marked as a " Reply to a Notice of
Violation" and should include for each violation: (1) the reascn for the
violation, or, if contested, the basis for disputing the violation, (2) the
corrective steps that have iseen 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 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
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Notice of Violation ?

why such other action as may b6 proper tb.vvid nyt ye taa n, Where good tause
is shown, consideration will be given tn U.P90 ng ti.; re'spori:9 timt. Under!

the authority of Section 182 Of the ict G?; 1,1,G 2232. ihjs response sha'l
be submitted ut. der oath or affirration,

I r0E M NirQZAA P.5.TrLK JRY COMMIS510N

6
,

N.7h1N C '.t.
* * *

j GReg ionr 1. Win t tr ep* .l'

Dated at Atlanta, Georgia
thisj&dday of Febreary 1991

:
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