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ABSTRACT

This compilation summarizes significant enforcement actions that have been
resuived during one quarterly period (October - December 1983) and includes
copies of letters, Notices, and Orders sent by the Nuclear Regulatory Commission
to licensees with respect to these enfor~ement actions and the licensees'
responses. It is anticipated that the information in this publication will be
widely disseminated to managers and employees engaged in activities licensed

by the NRC, in the interest of promoting public health and safety as well as
common defense and security.
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ENFORCEMENT ACTIONS: SIGNIFICANT ACTIONS RESGCLVED
October - December 1983

INTRODUCTION

This issue of NUREG-0940 is being published to inform NRC licensees about
significant enforcement actions and their resolution for the fourth quarter
of 1983, Primarily emphasized are those actions involving civil penalties
and Orders that have been issued by the Director of the Office of Inspection
and Enforcement and the Regional Administrators.

An objective of the NRC Enforcement Program is to encourage improvement of
licensee 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 employeces 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
common defense and security.

A brief summary of each significant enforcement action that has been resolved
in the fourth quarter of 1983 can be found in the section of this report
entitled, "Summaries." Each summary provides the enforcement action number
(EA) to identify the case for reference purposes. The supplement number refers
to the activity area in which the vicgiations are classified according to guid-
ance furnished in the U.S. Nuclear Regulatory Commission's "General Statement
of Policy and Procedure for Enfercement Actions,” published in the Federal
Register (47 FR 9987, March 9, 1982) and corrected on April 14, 1982 (47 FR
16005). Five levels of severity for each violation show their relative impor-
tance within each of the following activity areas:

Supp’ement | Reactor Operations

Supplement II Facility Construction

Supplement III - Safeguards

Supplement 1V Health Physics

Supplement V Transportation

Supplement VI Fuel Cycle and Materials Operations
Supplement VII liscel laneous Matters

Part 1.A of this report is comprised of copies of completed civil penalty or
order actions involving reactor 'icensees, arranged alphabetically. Part I.B
includes copies of Notices of Violations that have been issued to reactor
licensees for Severity Level III violations but for which no civil penalty was
assessed, Part II.A contains civil penalty or order actions involving materials
licensees and Part 11.B includes copies of Notices of Violations that have been
issued to materials licensees for Severity Level III viclations but for which

no civil penalty was assessed. The licensees' responses are also included in
Parts I.A and II.A,

Actions still pending on December 31, 1983 will be included in future issues of
this publication when they have been resolved.

.
 §




SUMMARIES

I.A Reactor Licensees, Civil Penaliies and Orders

Arkansas Power and Light Company, Little Rock, Arkansas
(Arkansas Nuclear One, Unit 2) EA 83-117, Supplement I

A Notice of Violation and Proposed Imposition of Civil Penalty in

the amount of $40,000 was issued on November 9, 1983 based on the
licensee exceeding a technical specification limiting condition for
operaticn involving operability of the 125-volt DC battery system.

The licensee responded and paid the civil penalty on December 9, 1983,

Baltimore Gas and flectric Company, Baltimore, Maryland
(Calvert Cliffs Nuclear Power Plant, Units 1 and 2) EA 83-58, Sunplement

A Notice of Violation and Proposed Imposition of Civil Penalties in
the amount of $60,000 was issued on November 4, 1983 based on the
violation of two technical specification limiting conditions for
operation. One violation concerned the inoperability of both
emergency core cooling system pump room air coolers. The other
violation involved a diesel generator that stopped running during a
surveillance test because of a lack of fuel. This violation was
mitigated 50% because of extensive corrective action. The licensee
responded and paid the civil penalties on Dec2mber 2, 1983.

Carolina Power and Light Company, Raleigh, North Carolina
(H.B. Robinson Steam Electric Plant) EA 83-94, Supplement 111

A Notice of Violation and Proposed Imposition of Civil Penalty in

the amount of $20,000 was issued on November 15, 1983 based on the
licensee's failure to control access to a vital area and the failure
of the Contract Security Supervisor to notify management once this
condition was discovered. The penalty was mitigated by 50% for prompt
and extensive corrective action. The licensee responded and paid the
civil penalty on December 12, 1983.

Commonwealth Edison Company, Chicago, Il1linois
(LaSalle County Nuclear Station, Unit 1) EA 83-59, Supplement I

A Notice of Violation and Proposed Imposition of Civil Penalties in

the amount of $60,000 was issued August 9, 1983 based on the failure

to foilow procedures when returning valves to service following
surveillance testing. This

specification limiting condition for operation in that the "D"
suppression pool to drywell vacuum breaker was inoperable, The

penalty was escalated 50% for failure to take corrective action after
prior notice of similar events. The licensee responded on September 6,
1983 and an Order was issued on November 30, 1983. The licensee paid
the civil penalties on December 20, 1983,




Commonwealth Edison Company, ‘Chicago, I1linois
(Zion Nuclear Power Station, Units 1 and 2) EA 83-72, Suppiement [II

A Notice of Violation and Proposed Imposition of Civil Penalty in the
amount of $40,000 was issued on August 24, 1983 based on a failure to
control access to the protected area and a vital area. The licensee
responded on September 23, 1983 and an Order was issued on November 9,
1983. The licensee paid the civil penalty on December 7, 1983.

Duke Power Company, Charlotte, North Carolina
(Oconee Units 1 and 2) EA 83-41, Supplement I

A Notice of Violation and Proposed Imposition of Civil Penalties in the
amount of $180,000 was issued on June 2, 1983 based on the licensee's
failure to maintain primary containment integrity. The licensee
responded on July 1, 1983 and, after consideration of the licensee's
reply, the penalties were withdrawn on December 20, 1983.

Niagara Mohawk Power Corporation, Syracuse, New York
(Nine Mile Point Nuclear Station, Unit 1) EA 83-84, Supplement I

A Notice of Violation and Proposed Imposition of Civil Penalty in the
amount of $40,000 was issued on October 6, 1983 based on the licensee's
failure to place a main steam line high radiation trip system in a
tripped condition as required by a technical specification limiting
condition for operation once sufficient information existed to indicate
that both channels in that system were inoperable. The licensee
responded and paid the civil penalty on November 1, 1983.

Northern States Power Company, Minneapolis, Minnesota
(Monticello Nuclear Generating Plant) EA 33-125, Supplement V

A Notice of Violation and Proposed Imposition of Civil Penaities in the
amount of $2,500 was issued on November 23, 1983 based on the iicensee's
failure to properly package radioactive material as required by the
Department of Transportation regulations. The shipment had external
radiation levels in excess of regulatory requirementis when it arrived

at the South Carolina burial site. The licensee respcnded and paid

the civil penalties on December 16, 1983.

Public Service Electric and Gas Company, Newark, New Jersey
(Salem Nuclear Generating Station, Units 1 and 2) EA 83-24, Suppiement I

A Notice of Violation and Proposed Imposition of Civil Penalties in the
anount of $850,000 was issued on May 5, 1983 based upon violations
involving an Anticipated Transient Without Scram (ATWS) event during
which the reactor trip breakers failed tc open automatically in response
to a valid RPS signal. Licensee personnel failed to recognize the event
and operated the reactor for three days, after which another ATWS event
occurred. Because of the significance of these events, the violation
was classified as a Severity Level I violation and a separate civil
penalty of $100,000, the statutory maximum for a single violation, was
proposed for each day the violation existed (four days). The reactor
trip breakers failed to operate because nf deficiencies in procurement,




maintenance, and quality contrel and violations associated with these
deficiencies were collectively categorized as a Severity Level II

violation and the maximum civil penalty was assessed for each of four days
during which the violations occurred. In addition, failure to make a
required prompt response to the NRC was determined to be a Severity Level II
violation and was escalated 25% for multiple examples. The licensee
responded on July 6 and 22, 1983 and an Order was issued on September 29,
1983. The licensee paid the civil penalties cn October 28, 1985,

University of Virginia, Charlottesville, Virginia
EA 83-90, Supplement I

A Notice of Violation and Proposed Imposition of Civil Penalty in the
amount of $1,000 was issued on October 6, 1983 based on the licensee's
violation of facility technical specifications. The licensee altered
the core configuration without making the required control rod worth
measurements and subsequentiy operated the reactor without the required
minimum reactor shutdown margin. The licensee responded and paid the
civil penalty on November 3, 1983.

I.B Reactor Licensees, Severity Level III Violations, No Civil Penalty

Baltimore Gas and Electric Conpany, Baltimore, Maryland
(Calvert Cliffs Nuclear Power Plant) EA 83-129, Supplement V

A Notice of Violation was issued on November 30, 1983 based on violations
involving a shipment of radiocactive waste to the Richland, Washington
burial site. Because this event occurred during a transition in DOT
regulations, the licensee was neither finad by the State of Washirgton
nor the NRC.

Duquesne Light Company, Shippingport, Pennsylvania

(Beaver Valley Nuclear Station, Unit No. 1) EA 83-93, Supplement 1V
A Notice of Violation was issued on October 11, 1983 hased on an unplanned
occupational radiation exposure to an employee. No civil penalty was
proposed because the licensee promptly reported the event and took

prompt and comprehensive corrective actions.

GPU Nuclear Corporation, Middletown, Pennsylvania
(Three Mile Island, Unit 2) EA 83-123, Supplement III

A Notice of Vinlation was issued on December 14, 1983 based on the failure
to properly secure documents containing safequards information. No civil
penalty was proposed since the violation was identified and promptly
reported by the licensee, there was no indication that the Safeguards
Information was transferred to an unauthorized individual, or otherwise
exploited, and the licensee took corrective action to prevent recurrence.




Northeast Nuclear Energy Company, Hartford, Connecticut
(Millstone Nuclear Power Station, Unit 2) EA 83-114, Supplement III

A Notice of Violation was issued on November 16, 1983 based on violations
involving degradation of a vital area barrier. No civil penalty was
proposed because the violations were promptly reported when identified,
and comprehensive corrective actions were taken by management,

Southern California Edison Companv, Rosemead, California
(San Onofre, Units 1, 2 and 3) EA 83-116, Suppiement IV

A Notice of Violation was issued on October 27, 1983 based on violations
involving the release of contaminated tools and equipment. No civil
penalty was proposed because of comprehensive and extensive corrective
action by the licensee in identifying and recoverirg the contaminated
material,

II.A Materials Licensees, Civil Penalties and Orders

American Testing Laboratories, Inc., Salt Lake City, Utah
EA 83-47, Supplements IV and VI

An Order to Show Cause and Order Temporarily Suspending License
(Effective Immediately) was issued June 10, 1983 based on the licensee's
willful noncompliance with NRC's requirements and willful false state-
ments. The licensee responded on June 23, 1983, After seekirng
Commission approval, the license was revoked on December 16, 1983.

Brigham and Women's Hospital, Boston, Massachusetts
EA 63-97, Supplements IV, V, and VI

A Notice of Violation and Proposed Imposition of Civil Penalty was
issued on November 8, 1983 based on radiation levels on the external
surface of a package in excess of regulatory limits, improper shipping
labels, and failure to follow DOT reculations. The licensee responded
and paid the civil penalty on November 30, 1983.

The George Washington University Medical Center, Washington, D.C.
EA 83-73, Supplements IV and VI

A Notice of Violation and Proposed Imposition of Civil Penalties in the
amount of $2,500 was issued September 1, 1983 based on multiple examples
of failure to comply with NRC requirements. The licensee responded on
September 26, 1983 and an Order Imposing Civil Monetary Penalties for
$2,500 was issued on November 15, 1983. The licensee paid the civil
penalty on December 9, 1983

Kay-Ray, Incorporated, Arlington Heights, I1linois
EA 83-76, Supplements IV and V

An Order Suspending License, Effective Immediately, and Order to Show
Cause was issued on August 15, 1983 based on several extremity overexposures.
The licensee responded on September 2 and 12, 1983 and a letter terminating




the suspension was sent on September 16, 1983. A Notice of Violation and
Proposed Imposition of Civil Penalties in the amount of $1,800 was issued
on September 23, 1983 based on the extremity overexposures and on radiation
levels on the external surface of a package in excess of regulatory limits.
The licensee responded and paid the civil penalties on October 20, 1983.

Hospital Metropolitano, San Juan, Puerto Rico
EA 83-14, Supplements IV and VI

A Notice of Violation and Proposed Imposition ov Civil Penalties in

the amount of $4,000 was issued on March 23, 1983 based on the licensee
failure to adhere to license conditions involving its health physics
program. The licensee responded on April 18, 1983 and May 25, 1983. After
consideration of the licensee's responses one violation was withdrawn and
the penalties were mitigated to $2,500. An Order Imposing Civil Monetary
Penalties for $2,500 was issued on September 29, 1983. The licensee paid
the civil penalties on October 14, 1983.

S

Shelwell Services, Incorporated, Hebron, Ohio
EA 83-96, Supplements IV and V

An Order to Show Cause and Order Temporarily Suspending License
(Effective Immediately) was issued on September 20, 1983 based on
overexposures to several employees and contamination of onsite and
offsite facilities. The licensee responded on October 17, 1983 and

a letter requesting additional information regarding corrective actions
was sent October 28, 1983. An Order rescinding the suspension order
was issued on November 7, 1983.

11.B Materials Licensees, Severity Level Il ana III Violations, No Ci¥il Penaity

Alaska Industrial X-Ray, Anchorage, Alaska
EA 83-100, Supplement VI

A Notice of Violation was issued on November 10, 1983 based on examples of
activities that were not conducted in full compliance with NRC require-
ments. No civil penalty was proposed since the majority of the violations
were administrative in nature and the licensee has taken comprehensive
corrective measures to preclude any future recurrences,

New England Nuclear Corporation, Boston, Massachusetts
EA 83-115, Supplements IV and V

A Notice of Violation was issued on October 24, 1983 based on viJolations
of health physics requirements, transportation of licensed material with
dose rates in excess of regulatory limits, and shipment of a cacsk
containing licensed material when the cask was thought to be empty. No
civil penalty was proposed for these violations since the licensee
promptly reported to the NRC the transportation events, even though it
was not a requirement, and the licensee has taken prompt corrective
actions to prevent recurrences.




Charles 0'Brien and Son, Morris, I1linois

EA 83-119, Supplement VI

A Notice of Violation was issued on November 3, 1983 based on the transfer
of licensed material to unauthorized recipients. A civii penalty was
not proposed because the licensee is no longer in business.

/

Westinghouse Electric Corporation, Columbia, South Carolina
EA 83-107, Supplement V

A Notice of Violation was issued on November 22, 1983 based on 4
Severity Level Il violation which occurred when the licensee shipped
hazardous pyrophoric material which was not solidified in cement but
rather was placed in crates for shipment. No civil penalty was proposed
since the State of South Carolina had already imposed a civil penalty.



I.A. REACTOR LICENSEES, CIVIL PENALTIES AND ORDERS




UNITED STATES
NUCLEAR REGULATORY COMMISSION

REGION IV

6811 RYAN PLAZA DRIVE, SUITE 1000
ARLINGTON, TEXAS 7601

Docket No: 50-368
EA 83-117

Arkansas Power and Light Company
ATTN: Mr. John M. Griffin
Vice President - Nuclear Operations
P.0. Box 551
Little Rock, Arkansas 72203

Gentlemen:

This letter refers to the discovery on September 26, 1983 that station battery
2D11 for Arkansas Nuclear One, Unit 2, had faiied to meet the surveillance
testing acceptance criteria of Technical Specification 4.8.2.3.2.b.1 on
September 22, 1983. Your failure to recognize this unacceptable condition
resulted in violation of the action requirements of Technical Specification
3.8.2.3.b. On September 26, 1583 vou provided preliminary notification

~f this event to NRC, Region IV, and complied with Technical Specification
3.0.3 by placing the unit in a cold shutdown condition This prompt
notification was followed up with a written report on September 27, 1983

A followup inspection by the NRC Senior Resident Inspector during the period
of September 26-29, 1983 determined that the requirements of Technica
Specification 3.8.2.3 had also been violated in December 1982 and in March
and July 1983.

This violation of Technical Specificaticn requirements was
Enforcement Conference held in the NRC Region IV office

between Mr. J. T. Collins and other members of the NRC

Griffin and other members of the Arkansas Power and Light staff.
The cause of this violation appears to be a lack of understanding by those
performing and reviewing the station battery surveillance tests of the
relationship between the surveillance test acceptance criteria and the
Technical Specification reguirements To emphasize the need for proper
management controls over the performance and review of surveillance testing
required by the Technical Specifications, we propose to impose a |
per.alty for the item set forth in the Notice of Violation that is enclosed
with this letter

IVl

CERTIFIED MAIL
RETURN MATL REQUESTED




Arkansas Power and Light
Company

This violation is categorized at a Severity Level III in accordance with the
NRC Enforcemen* Policy of 10 CFR 2, Appendix C, published in the Federal
Register 47 FR 9987 (March 9, 1982). After consultation with the Director of
the Office of Inspection and Enforcement, I have been authorized to issue

the enclosed Notice of Violation and Proposed Imposition of Civil Penalty

the amount of Forty Thousand Dcllars ($40,000) as set forth in the Notice
appended to this letter. You are required to respond to this letter and
should follow the 1nstructions in the Notice when preparing your response.
Your reply to this letter and thc r2sults of future inspections will be
considered in determin.ng whether further enforcement action is appropriate.

In accrrdance with Secticn 2.790 of the NRC's "Rules of Practice,” Part 2,
Title 10, Code of Federa: Regulations, a copy of this letter and the enclosure
will be nlaced in the NRC Pubiic 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 otherwise
required by the Paperwark Reduction Act of 1980, PL 96-511

Sincerely,

/’;7

sl ,/ & ."’-{C‘/"‘/’/

John T. Collins
Regional Administrator

Enclosure:
Notice of Violation and Proposed
Imposition of Civil Penalty




NOTICE OF VICLATION
AND
PROPOSED IMPOSITION OF CIVIL PENALTY

Arkansas Power and Light Company Docket No. 50-368
Arkansas Nuclear One, Unit 2 License No. NPF-6
EA 83-117

On September 26, 1983, the Arkansas Power and Light Company reported to the NRC
that station battery 2011 had failed its surveiliance test conducted
September 22, 1983. Technical Specification 3.8.2.3.b reguires that an
inoperable battery bank be restcred to an operable status within 2 ) , Or
the plant must be in at least hot standby within the next 6 hot and col
shutdown within the following 30 hours. This requirement was not recognized
by the licensee until September 26, 1983. Therefore, the action statement of
the Technical Specifization was violated. An NRC inspection conducted
September 26-29, 1983 revealed, through record review, that this Technical
Specification had been violated on four other occasions during the last

d
1Q

To emphasize the responsibility of the Arkansas Power and ght Company t

ensure compliance with the Technical Specifications which are a part of tn
Facility Operating License for Arkansas Nuclear One, Unit 2, the NRC proposes

to impose a civil penalty for this violation. In accordance with the NRC
Enforcement P_.icy, 10 CFR Part 2, Appendix C, 47 FR 9987 (March 9, 1982)

pursuant to Section 234 of the Atomic Energy Act of 1954, as amended ('"Ac

42 U.S.C. 2282, PL $6-295, and 10 CFR 2.205, the particular violat?
associated civil penalty are set forth below:

VIOLATION ASSESSED CIVIL PENALTY

Failure to Meet Requirements of Technical
Condition for Operation for an Inoperabie

Unit 2 Technical Specification (TS) Limiting Condition for Operation 3. &
requires that two DC bus trains be maintained in an operable status Eact
of the two operable DC bus trains is required to have an operable 125-volt
OC battery bank. With a 125-voit DC battery bank 1noperable, the battery
ank must be restored to an operable status within 2 hours, or the plant
must be in at least hot standby within the next 6 hours and in cold
shutdown within the following 30 hours.

Unit 2 TS Surveillanze Requirement 4.8.2.3.2.b requires that each
DC battery bank be demonstrated operable at least once per 92 days
that

h

e voltage of each connected cel
and has not decredsed more t

during the original test

|

The speci
) each ¢
1N

1 | rru e
iU [




Notice of Violation

The electrolyte level of each connected cell is between the minimum
and maximum level indication marks

Contrary to the above, on five separate occasions, one of the DC bus

train 125-volt battery banks failed to meet the operability requirements

of TS Surveillance Requirement 4.8.2.3.2.b, and the licensee cid not

restore the battery bank to an operable status within 2 hours or

place the plant in hot standby within the next 6 hours as required

by the limiting condition for operation. The specifics of each of

the five examples of the licensee's failure to meet the limiting

condition for operation established by TS 3.8.2.3 are described belo

a. On December 30, 1982, with Unit 2 at power operation (mode 1)
the 'A' train DC bus battery bank 2D1]1 was determined not to
meet the operability requirements of TS Surveillance Requirements
4.8.2.3.2.b.1 and 4.8.2.3.2.b.2 because

The voltage of one cell had decreased more than 0.05
from the value observed during the original accepta

Approximately nine cells had corrected specifi
less than 1.200

3) A1l 60 cells had specific gravities that
than 0.010 from the value observed d

On December 31, 1982, approximately 24 hour

battery charge on bank 2011 was completed, and

mined that the battery bank was operable However,
left in an inoperat'e condition cause all 60 cell
specific gravities tnat nad decreased more than 0
value observed during the previous test lhroughout
of December 30-31, 1982, Unit 2 remained at power

On March 28, 19383, with Unit 2 at power o
bank 2011 was again determined not to mee
ments of TS Surveillance Requirements 4.8
because:

1) The voltages of four ce
from the values observed

Z) The specific gravity of
from the value observed

On March 29, 1983, approximately
equalizer battery

battery bank was

ronditon because

volts less than

test Throughout

at power operation




On June 22 1983, with Um

2D11 was determined not t
'S Surveillance Requirement

of ocne cell had decreased m
observed during the origina
approximately 4i DUT'S iter,
charge, and the jicensee deter
Throughout the period of June

power operati

On July 2

bus battery J \
requirement IS Sur 1118 ¢ u ner p b.Z because
three cells

{ 010 from th

July 27, 198

equalizer batt
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remained at

Un September ' ] ) ! at p 3 Op¢ { . battery

bank 2011 wa: ermi not to meet t ility requiremer

Requir=2ment 4
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‘ge, and the licensee det

oper 11 requirements y Sury ince Reouire-
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acceptance te On September 26,
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1$ hereby requl
USNRC, Washington,
written statement
1) admiss

violat




Notice of Violation

(2) the immediate measures taken to review the history and status of the battery
systems in the station's second unit, and (3) the measures taken to ascertain
that the noncompiiance history in this area is an isolated occurrence and
similar noncompliance histories d- not exist for other license requirements.

Consideration may be given to extending the response time for good cause shown.
Under the authority of Section 182 of the Act, 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 Arkansas Power and Light Company may pay the civil peralty

in the amount of Forty Thousand Dollars ($40,000) or may protest imposition

of the civil penalty in whole or in part by a written answer. Should the
Arkansas Power and Light Company fail to answer within the time specified,

the Dir:ctor, Gffice of Inspection and Enforcement, will issue an order
imposing the civil penalty in the amount proposed above. Should the Arkansas
Power and Light Company elect to file an answer in accordance with 10 CFR 2.205
protesting the civil penalty, such answer may: (1) deny the violation listed
in this Notice in whole or in part; (2) demonstrate extenuating circumstances;
(3) show error in this Notice; or (4) show other reasons why the penalty should
not be impcsed. In addition to protesting the civil penalty in whole or part,
such answer may request mitigation of the penalty. In requesting mitigation

of proposed penalty, the five factors contained in Section IV.B of 10 CFR Part 2,
Appendix C should be addressed. Any written answer in accordance with 10 CFR
2.205 should be set forth separately from the statement or explanation in r_ply
pursuant to 10 CFR 2.201, but may incorporate by specific reference (e.g., citing
page and paragraph numbers) to avoid repetition. The Arkansas Power and Light
Company's attention is directed to other provisions of 10 CFR 2.205, regarding
the procedure for imposing a civil penalty. Upon failure to pay any civil
penalty due, which has been subsequently determined in accordance with the
applicabie provisions of 10 CFR 2.205, this matter may be referred to the
Attorney General, and the pen2lty, unless compromised, remitted, or mitigated,
may be collected by civil action pursuant to Section 234c of the Act,

42 U.S5.C. 2282.

FOR THE NUCLEAR REGULATORY COMMISSION

;John T. Coilins

Regional Administrator

Dated at Arlington, Texas
this < day of November 1983
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ARKANSAS POWER & LIGHT COMPANY

o} OiIN F BOX < TTLE ROCK. ARKANSA

December 9,

PCAN128306

Mr. Richard C. DeYoung

Office of Inspection and Enforcement
U. S. Nuclear Regulatory Commission
Washington, DC 20555

SUBJECT Arkansas Nuclear One - Units 1 & 2
Docket Nos. 50-313 and 50-368
License Nos. DPR-51 and NPF-6
Proposed Imposition of Civil Penalty

Gentlemen:

NRC's letter dated November 9, 1983, (2CAN1183@3) transmitted to Arkansas
Power and Light (AP&I.) a Notice of Violation and Proposed Imposition of
Civil Penalty. This enforcement action was taken following AP&L's
notification to NRC on September 26, 1983, that station battery 2011 had
failed to meet the surveillance testing acceptance criteria of Technicul
Specification 4.8.2.3.2.b.1 during testing on September 22, 1983. In
accordance with the provisions of 10CFR2.201 and 2.205, this letter provides
AP&L's response to the subject Notice of Violation and Imposition of Civi]
Penalty

AP&L fully recognizes the importance of compliance with the Technical
Specifications and of assuring conditions which are not in compliance with
Technical Specifications are promptly identified. Therefore, upon discovery
that a Technical Specification violation had occurred on September 22, 1983,
and gone unidentified, AP&L promptly reported the event to NRC and initiated
a shutdown of ANO-2 as required by the Technical Specifications Subsequent
to this discovery an immediate investigation of the event was initiated b
AP&L management. As Vice President for Nuclear Operations, [ personally
directed and participated in the investigation This iavestigation included
review of the battery surveillance procedures, review by AP&L engineering
and vendor personne! to determine tho effect of these events on battery
capacity, interviews with personnel involved in the September 22, 1983,
event, revi.ew of previous battery surveillance results for both ANO-1 and
ANO-2, and review of compliarnce with other surveillance testing

requirements

y

In summary, the investigation indicated that, although Technical

Specification violations did occur, the station batteries were capable of
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performing their intended safety functior. A i1eview of previous quarterly
battery surveillance tests on station batteries 2011 and 2012 identified
several previous events similar to that occurving on September 22, 1983.
These previous events include those identified in the Notice of Violation as
well as twenty additional events. The results of this investigation are

discussed in detail in Attachment I.

We were very concerned about these violations, and even more concerned whe:d
our investigation revealed that there had Leen several previous events
similar to that cccurring on September 22, 1983. Based on these concerns, I
made the decision to keep the plant in a shutdown condition and to commence
refueling early so that I could satisfy myself that any revisions to our
program that were needed promptly were implemented before restart.

In order to determine if the violation of the battery surveillance Technical
Specification was an isolated case, additional reviews were conducted. This
effort included review of over seven hundred recently completed electrical
maintenance surveillance tests involving sixty-one separate surveillance
procedures, and a sample of over one hundred surveillance tests in otner
areas (i.e., Mechanical and I&C Maintenance, Operations, etc.). These
reviews indicated one additional instance of a Technical Specification limit
being exceeded and not identified. Specifically, on six separate occasions
(two on ANO-1 and four on ANO-2) between July 1978 and June 1983, the
results of diesel generator fuel cil analyses indicated values of either
viscosity or water and sediment content which axceeded those allowed by
Technical Specifications. Although in each case subsequent samplir.3
indicated satisfactory results, the out of specification results war. not
identified as exceeding Technical Specification limits and the appropriate
action statements of the Technical Specifications were not implemented.
These events were the subject of a prompt report submitted to your office as
discussed in our letter dated November 21, 1983, to Mr. John Colliins from
Mr. James M. Levine and was further discussed in LER 50-313/83-026/01T7-0.
The causes and corrective actions relative tc both the station battery and
diesel generator fuel oii surveillances are discussed below. Additional
reviews of Technical Specification surveillance requirements are continuing.

The station battery surveillance violations resulted from several causes
First, the procedures governing battery surveilllance were inadequate.
Specifically, the procedures did not identify which acceptance criteria
constituted Technical Specification limits and the procedures did not
provide sufficient guidance to assure the appropriate immediate actions were
accomplished in accordance with the Technical Specifications when the
acceptance criteria were not met. Secondly, given that the procedure did
not explicitly address the Technical Specification requirements, personnel
involved in the implementation and review of the battery surveillance tests
were not adequately familiar with the Technical Specification requirements
governing station batteries. Specifically these personnel did not in most
cases recognize which 1imits specified in the procedure represented
Technical Specification limits but rather, viewed the specified limits as
only an indication of the need for battery maintenance. The Techuical
Specifications were also apparently misinterpreted by some perscnnel who
believed that out of tolerance conditions which were subsequently corrected
were not reportable as deviations from the Technical Specifications
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The deviations from the Technical Spzcification limits relative Lo diesel
generator fuel oil sampling resulted from very similar causes. The
procedures governing the fuel oil sampling correctly specified the limits
for viscosity and water and sediment content, however, the procedure did not
identify th:se limits as Technical Specification requirements. The out of
tolerance conditions were therefore not identified as deviations i1rom
Technical Specification requirements. The affected procedures have been
revised to correct this situation and, as noted above, subsequent test have
verified the fuel oil is currently within specified 1imits. Possible causes
of the sampling eriors were identified as contaminated sample containers and
inadequate sample line purging. The procedure revisions noted above also
address these items.

Following the discovery of the violation of the station battery surveillance
Technical Specification, a number of corrective actions were implemented.

As noted above, ANO-2 was shutdown in order to achieve compliance with
Technical Specifications. In addition, the quarterly battery surveillance
test was performed on the ANO-1 station batteries to assure their
operability and compliance with the ANO-1 Technical Specification.
Concurrently with these actions, the investigation discussed above was
initiated.

Foliowing evaluation of the initial resulis of this investigation a number
of additional actions were taken. These actions included a management
directive vo 211 station personnel insiructing that, pending review and/or
revision as needed to assure that Technicai Specification )limits were
vlearly identified in surveillance procedures, ail deviations from limits
contained in surveilla, ;e test procedures were 1o be identified as potential
iechnical Specification deviatiors. The effectiveness of this directive was
subsequently verified via a special audit performed by Quality Control.

This audit consisted of interviews with a random sample cf personnel
responsible for conducting surveillance testing to verify their understanding
and impiementation of this directive. An additional audit was performed oy
Quality Assurance. This audit included review of all completed surveillance
tests for the two week period following issuance of tha directive to verify
comnliance The results of tnis audit indicated ro deviations from the
directive.

In addition to the procedural controls discussed above, actions were taken
to emphasize to appropriate personnel that strict and complete compliance
with Technical Specifications is of utmost concern to AP&L management. As
part of this effort, the ANO General Manager and I met with the ANO
department managers, superintendents, first line supervisors and
technicians. A total of approximately five hundred persons participated in
these meetings. These meetings were held with small groups and included
discussions of th2 importance of compliance with Technical Specifications
and the need for thorough and accurate procedures. Input was solicited from
all personnel relative to existing problems and potential improvements.

Several further corrective actions were also initiated which are of somewhat
longer term. In order to address longer term procedural issues a procedure
review task force has been established. The purpose of this task force is
to review and revise as necessary the administrative system governing
procedural developrient and control. This task force consists of individuals
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from various ANO Departments who are devoting a significant part of their
time to this effort.

The effort discussed above addresses the administrative aspects of
procedural development and control. In order to assure the procedures
adequately implement the content of the Technical Specifications, an
additional review of Technical Specification surveillance requirements is
being initiated. This will include a review of all Technical Specification
surveillance requirements to assure that the requirements are properly
reflected in plant procedures and are being conducted in a manner consistent
with the intent of the Technical Specifications. This program, which is
currently under development, will require substantial manpower resources.
The status of this effort will be the subject of future correspondence
Pending completion of this effort the short term measures described above
will provide assurance that Technical Specification requirements are met.

In order to improve and maintain employee familiarity with, and
understanding of Technical Specifications, a training pirogram 1s currently
being developed. The various phases of this program will be tailored to the
specific duties of various groups of employees. This training will address
not only the content of the Technical Specification but will also include
identification of responsibility fer Technical Specification compliance and
reporting of violations. This training will also emphasize Technical
Specification requirement for reporting and corrective action based on
as-found surveillance test data. Following initial training efferts,
provisions will be made to incorpcrate needed retraining into existing
training programs.

As discussed above, corrective action has been initiated to address the
specific deficiencies identified during our investigation of this event.
However, the existence of unidentified Technical Specification violations
over long periods of time also calls into question the effectiveness of
existing management ccntrols and our system of checks and balances.
Resolution of concerns in this area will be a long term effort, however,
certain actions have already been initiated. As part of this effort a
review of management infcramation systems has been conducted The objective
of this review is to identify the various sources of information which may
contain indications of the quality ot performance of various parcs of our
organization (e.g. QA audit reports, QC surveillance reports, INPO
evaluation reports, NRC inspection reports, etc.) and to con date these
information sources into a more useful format for identification of trends
and potential problem areas. The initial review has been completed and 2
methodology developed to integrate existing information sources. A
procedure to implement this methodology is currently being developed and 1$
scheduled to be completed by March 31, 1984. Review of our management
controls is continuing and additional changes will be implemented a; needed.

In response to your guestion regarding the date full compliance,
compliance with the ANO-2 Technical Specifications was achieved on

September 26, 1983, when ANO-2 was brought to cold shutdown per Technical
Specification 3.8.2.3. Additional corrective action to verify operability of
the ANO-1 batteries and to implement interim controls on surveillance
testing have been completed. Revision of ANO-2 quarteriy battery
surveillance testing procedures will be completed prior to restart
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Therefore, we are currently in full! compliance; however, additional actions
designed to further improve our system and assure continued full comp!iance
are ongoing

With regard to questions posed in the Notice of Violation regarding the
promptness of our review of past activities in this area, upon discovery of
the condition, our immediate actions were directed at correcting the
immediate out of specification condition (this was accomplished by the
shutdown of ~NO-2. Following this, a thorough review of the background and
history of this event was initiated the following day on September 27, 1983
As discussed above and in Attachment I, this investigation included both
ANO-2 and ANO-1 and included a review of surveillance procedures in a number
of selected areas. We feel this review was thorough and was conducted in a
timely manner

In accordance with the provisions of 10CFR2.205 and your Notice of Violation
enc.osed *s a check in the amount of forty thousand dollars ($40,000) in
full payment of the proposed civil penalty

Very truly yours,

)

J p

\ /l/, %,).,’ )77 L
John M. Griffin 4

JMG: JRM: s 1

Attachment




ATTACHMENT 1

INVESTIGATION OF SEPTEMBER 22, 1983, ANO-2
STATION BATTERY SURVEILLANCE TECANICAL SPECTFICATICN

September 22, 1983, Event

At the direction of the acting Station Manager, an investigation of the
events relating to the 9/22/83 event was initiated within several hours
of its discovery. The acting Special Projects Manager conducted the
investigation tc determine the reasons for failure to recognize that a
Technica) Specification surveillance test acceptance criterion had been
exceeded, which resulted in the failure to take corrective action
required in the Limiting Condition for Operation action statements

Interviews were conducted with the nersonnel invoived in the
performance of the quarterly battery surveillance test as well as the
Operations Shift Supervisor on duty at the time the initial battery
readings were completed.

At approximateiy 1315 hours un 9/22/83, Maintenance Technicians had
completed the tzbulation of initial battery reading data They noted
that 5 cells on battery 2011 were out of procedurai specified 1imits,
having decreased more than 0.05 volts from the initial acceptance test
data The technicians discussed the deviations with the senior
technician in their group as their normal first line supervisor was

absent from the plant site. After this discussion, the lead technician
notified the shift supervisor and an electrical maintenance supervisor
that several cells weie a "little low" on voltage. The technician was
questioned by the Shift Supervisor as to whether or not the cell
voltages were above 2.15 volts and if the specific gravities were above
1.200. The technician affirmed that they were and requested that the
battery be placed on an equalizing charge at 2300 hours that night

The station log indicates that the battery was placed on an equalizing
charge at. 0015 hours on 9/23/83. The battery remained on equalizing
charge until 0955 hours on 9/23/83. At that time the battery was
placed in float since the technicians confirmed that it had met the
procedural criteria for terminating the equalizing charge, 2.g., the
average-to-low cell voltage deviation was less than or equal to U 04
voit As required by procedure, readings were again taken after the
battery had been on float for four hours This time however, the
overall-to-low 211 deviation was found to be 0.05 volts Since the
procedure does not clearly state what actions to take in this
situation, the technicians acain conferred with the senior technician
in their group (in the absence of the normal supervisor) orn this latest
problem. The technicians cdecided that the deviaticn would likely be
~orrected if the battery was given time tc “settle out”, therefore they
decided to wait until Monday morning 9/26/83, and retake the read

None of the technicians informed the shift supervisor of thic dec

The technicians discussed the surveillance test problems with the
regular electrical maintenance supervisor on Monday morning Th
supervisor identi”iec that the Technical Specification (TS) lTimit
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cell! voltage deviation had been exceeded and immediately notifie. the
ANO-2 Operations Superintendent. Shortly after, at approximately 1100
hours, the NRC Resident Inspector was notified of the event by the
Operations Manager. Shutdown of ANO-2 commenced at 1520 hours on
9/26/83.

The investigation resulted in the conclusion that the basic cause of
the 9/22/83 svent was the inadequate exchange of information between
the shift supervisor and the maintenance technician The basis for
this conclusion was as follows:

On September 22, when the Shift Supervisor (5S) was notified. the
5S asked the technician who called him if all cell voltages were
greater than 2.15 volts and if specific gravities were above
1.200. The technician's reply was affirmative but he added that
the voltages on some cells were a "litille Jow" and reguested that
an equalizing charge be applied to 2D11 that night. He was again
asked by the SS if the cell voltages were above 2.15 volts and if
the specific gravities were acceptable. Again, he answered in the
affircative. The SS recalled, when interviewed later, that he did
not ask about voltage deviation from iritial acceptarce test data
nor was this information supplied by the technician. Interviews
with the technician confirmed this fact.

Other factors contributing to the failure to recognize that a technical
specification limit had been exceeded were:

The surveillance test procedure was not of the qualily desired.
Review of the procedure revealed that although the TS requirements
are embodied in the procedural acceptance criteria, they are not
identified as such. Discussions with the maintenarce technicians
indicated that had the 1S limits been identified as such in the
procedure, they would have communicated the fact that one had been
exceeded to the Shift Supervisor. The procedure requires
immediate notification to an Electrical Maintenance Supervisor and
the Shift Supervisor if a cell fails to meet acceptance criteria.
This notification occurred; however, the procedure fails to
specify what information should be conveyed. finally, the
procedure that was used includes all required battery surveillance
testing performed by Maintenance personnel and as such the
procedure is bulky, difficult to follow and does not flow in an
orderly manner.

The electrica’ maintenance supervisor who was initially contacted
by the technicians (in lieu of the normal first line supervisor)
was not familiar with the ANO-2 battery technical specifications
In addition, an interview with this supervisor revealed that he
lacked familiarity with the grocedure being perfcrmed.
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Previous Battery Surveillance Testing

Past battery surveillances on 2011 and 2012 were reviewed to identify
other potential violations of the technical specification surveillance
test criteria. The tests reviewed were those performed from August
1978 through September 1983 Upon completion of this review, it was
noted that certain of the events described in the Notice of Vielation
were not, in total, correct. NRC's Notice of Violations indicated five
findings. AP&L's review confirmed the details of two of these.
Discrepancies between the findings and results of reviewed data for the
remaining three findings are discussed below:

NRC Finding: On December 30, 1982, with Unit 2 at power operation
(mode 1), the 'A' train DC bus battery bank 2011 was
determined not to meet the operability requirements of
TS Surveillance Requirements 4.8.2.3.2.b.1 and
4.8.2.3.2.b.2 because

1) The voltage of one cell had decreased more than
0.05 volts from the value observed during the
original acceptance test.

Approximately nine cells had cerrected specific
gravities less than 1.200.

A1l 60 cells had specific gravities that had
decreased more than 0.010 from the value observed
during the previous test.

On December 31, 1982, approximately 24 hours later, an
equalizer battery charge on bank 2011 was completed, and
the licensee determined that the battery bank was
operable. However, bank 2011 was left in an inoperable
condition because all 60 cells still had specific
gravities that had decreased more than 0.010 from the
value observed during the previous test. Throughout the
period of December 30-31, 1982, Unit 2 remained at power
operation

FP&L Review: 1) Same as finding above.

2) Fourteen cells had corrected specific gravities
less than 1.200.

3) Forty-six cells had specific gravities that had
decreased more than 0.010 from the previous test.
After the equalizing charge was completed, battery
2011 was returned to service with one cell
exhibiting a decrease in specific gravity of 0.011
from the orevious test
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NRC Finding:

AP&L Review:
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The 12/30/82 data sheet indicated 13 cells with
corrected specific gravities less than 1.200; however,
upon review, a mathematical error was noted when
temperature and electrolyte level corrections were
applied to hydrometer readings This resulted in an
additional cell specific gravity being less than 1.200
for a total of 14. The previous quarter specific
gravity values entered into the 12/30/82 surveillance
test data table were found to be incorrect. During the
previous quarter, the battery was equalized, subjected
to an 18-month service test, egualized a second time,
subjected to a 60-mcnth discharged test and equalized a
third time. The specific gravity data logged in the
12/30/82 table to be used to calculate specific gravity
deviation from previous quarter was that gathered after
the third equalize described above. The data that
should have been used for comparison is that gathered
after the first equalize.

On March 28, 1983, with Unit 2 at power operation (mode
1) battery bank 2011 was again determined not to meet
the operability requirements of TS Surveillance
Requirements 4.8.2.3.b.1 and 4.8.2.3.2.b.2 Lecause:

1) The voltages of four cells had decreased more than
G.05 volts from the values observed during the

original acceptance test.

The specific gravity of one cell had decreased more
than 0.010 from the value observed during the
previous test,

On March 29, 1983, approximately 24 hours later, 2011
completed an equalizer battery charge, and the 'icensee
determined that the battery bank was operable. However,
2011 was left in an inoperable condition because the
voltage of one cell was still more than 0.05 voltis less
than its value observed during the original acceptance
test. Throughout the period of March 28-29, 1983,

Unit 2 remained at power operation.

1) Same as finding above.

2) There were no cells that had decreased more than
0.010 from the value observed during the previous
test.

Post review results agree with finding that one cell was
sti11 more than 0.05 volts less than initial acceptance
test data.
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Discussicr: Review of the 3/28/83 data sheets resulted in the
finding that the specific gravity values recorded from
the previous quarterl, test were, in fact, "as-found"
uncorrected hydrometer readings rather than "as-left”
correcied hydrometer readings When the proper data was
used for comparison to the 3/28/83 data, all cells were
found to be within specification on specific gravity
deviation.

NRC Finding: On July 26, 1983, with Unit 2 at power operation, B'
train DC bus hattery bank 2012 was determined not to
meet the operability requircments of TS Surveillance
Pequirement 4.8.2.3.2.b.2 because three cells had
specific gravities that had decreased more than 0.010
from the value observed during the previous test. On
July 27, 1983, approximately 24 hours later, 2012
completed an equalizer battery charye, and the licensee
determined that 2012 was operable. Throughout the
period July 26-27, 1983, Unit 2 remained at power
cperation.

AP&. Review: Two cells were found to have specific gravities that had
decreased more than 0.010 from the previous quarterly
test value. After equalizing all cells were withir
specification.

Discussion: The 7/26/85 data sheet does, in fact, indicate three
cells to be out of specification on specific gravity
deviation. However, further review has indicated that
the electrolyte level correction factor used on one cell
was in error Tne cel)l was within spec.fication when
the correct factor was used.

The following sumsary is a tabulation of the findings from a review of
quarterly tests performed on battery 2011 from August 1978 through September
1983:

8/11/78 As found and as left, 35 cells voltage decreased more than
0.05 volts from initial acceptance test data. No corrective
action was taken.

8/25/78 A1l cells within specified limits.
11/17/78 As found and as left, 2 cells vulitage decreased more than

0.05 volts from initial acceptance test data. No corrective
action was taken.

3/10/79 s found an¢ as left, 22 cells voltage decreased by mere 0.05
voits from initial acceptance test data No corrective
action was taken.

6/18/79 A1l €lls within specified limits




9/14/79

12/10/79

3/15/80

5/28/80

8/21/80
12/8/80
2/25/81

4/20/81
6/10/81

9/24/81

12/22/81

3/22/82
6/28/82
10/01/82
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As found and as left, 35 cells voltage decreased more than
0.05 volts from initial acceptance test data; 41 cells
specific gravity decreased more than C.010 from previous
quarter. #do corrective action was taken

As fo' "~ and as left, 2 cells voltage decreased by more than
0.05 voits from initial acceptance test data. No corrective
action was taken.

Data could not be located cn 2€ cell: All other cells were
within specified limits.

As found and as left, 1 cell voltage decreased by more thau
0.05 volts from initial acceptance test data; 17 cells
specific gravity less than 1.200; 23 cells specific gravity
decreased by more than 0.010 from previous quarter,.
Quarterly comparison of specific gravity was not made on 26
cells due to missing data. No corrective action was taken.

All cells within specified limits.
A1l cells within specified limits.
As found and as left, 1 cell specific gravity decreased more
than 0.010 from previous quarter. No corrective action was

taken.

A1l cells within specified limits

As found and as left, 59 cells specific gravity decreazed by
more than 0.010 from grevious quarter. No corrective action
was taken.

As fourd and as left, 2 cells specific gravity decreased by
more than 0.010 from previous quarter. No corrective action
was taken.

A1l cells within specified limits.

As found and as left, 2 cells voltage decreased by more than
0.05 volts from initial acceptance test data. No corrective
action was taken.

A1l cells within specified limits
A1l cells within specified limits

The quarterly surveillance test data recorded on 10/1/82

the data taken after the 60 month discharge and 2qualize
cycle. As such, the usefulness of comparing specific
gravities to the 6/28/82 data is ques®’ionable. Data was
taken, however, prio» to the 18-month service tast and the 60




12/30/82

3/28/8%

6/22/83

9/22/83
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month discharge test on 9/18/82. Fr .his data, one cell
was found to exhibit a voltage decrease of more than 0.05
volts from the initial acceptance test data. Subsequent to
the 60 month test and equalize, all cells were within
specified 1imits on 10/01/82.

As found, 14 cells spacific gravity was less than 1.200; 1
cell voltage decreased by more than 0.05 volts from initial
acceptance test data; 46 cells specific gravity decreased by
more than 0.010 from the previous quarter using the as left
data subsequent to the first of three equalize charges on
9/18/82. The battery was equalized on 12/31/82, however, as
left data indicates specific gravity value of one cell had
decreased by more than 0.010 from the data of 9/18/82.

As found, 4 c2lls voltage decreased by more than 0.05 volts
from initial acceptance test data. An equalizing charge was
placed on the battery, however, the as left data indicates
the voltage of cell was still greater than (.05 volts from
initial icceptance test data.

As found, 1 cel! voltage had decreased by more than 0.05
volts from initial acceptance test data. After an equalizing
charge was placed on the battery, all cells were within
specified limits.

As found, 5 cells voltage had decreased by more than 0.05
volts from i.itial acceptance test data. The battery was
equalized, after which 6 cells voltage had decreased by more
than 0.0% volts.

The following summary is a tabulation of the findings from a review of
quarterly tests performed on bittery 2012 from August 1978 through September
1983.

8/11/78

12/1/78

3/11/79

6/18/79

9/14/79

This was the first test reviewed and as such specific gravity
comparison to a previous gquarter was not calculated. Al
cells were within limits.

As found and as left, 2 cells specific gravity decreased by
more than 0.010 from previous quarter. No corrective action
was taken.

As found and as left, 26 cells speciiic gravity decreased by
msre than 0.010 from previous quarter. No corrective action
was taken.

A1l cells within specified limits; however, the total maximum
combined interval time for three consecutive surveillance
intervals above was 3.38 times the specified interval.

As found and as left, 15 cells specific gravity was less than
1.200; 24 cells specific gravity decreased t, more than 0.0]
from previous quarter. No corrective action was take:n
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12/10/79

3/15/80

5/28/80

8/21/80

12/8/80

2/26/81
5/6/81

6/12/81

7/21/81
10/22/81

1/11/81

4/26/82
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As found and as left, 2 cells specific gravity decreased by
more than ©.010 from previous quarter No corrective action
was taken.

All cells within specified limits
As found and as left, . cells specific gravity was less than
1.200; 16 cells specific gravity decreased by more than 0.010

from previous quarter No corrective action was taken.

All cells within specified limits.

As found, 50 cells specific gravity decreased by more than
0.010 from previcus quarter. An equalizing charge was placed
on the battery. OData taken immediately after equalize
indicated that al! cells were within specified limits

All cells wichin specified limits.

All cells within specified limits

As found and as left, 3 cells specific gravity decreased by
more than 0.010 from previous quarter No corrective action
was taken.

All cells within specified limits

All celis within specified limits,

The test copy of the test for this surveillance interval
could not be located.

As found, all celis were within specified 1imits. The
battery was equalized, however, and as left, 1 cells specific
gravity had decreased by more than 0.010 from the 10/22/81
quarterly data.

As found, 2 cells specific gravity decreased by more than
0.010 from the previcus quarter. The battery was placed on
equalizing charge. Data taken immediately after the
equalizing charge was terminated indicatad all cells were
within specified iimits.

All cells within specified limits

All cells within specified 1imits.

Al. celis within specified 1imits.

All celis within specified limits
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7/26/83 As found, 2 cells specific gravity had decreased by more than
0.010 from the previous quarter. The battery was placed on
equalizing charge. Subsequent reaaings indicated all cells
were within specified limits.

The following summary is a tabuiation of the findings of a review of
18-month tests performed on batteries 2011 and 2012 from August 1978 through
September 1983.

2011
10/10/79 A1l parameters within specified limits.
4/22/81 A1l parameters within specified limits.

9/21/82 Recorded data indicates a resistance of 0.02 ohms in the
correction between cells 24-25. The data sheet did not
indicate whether the data was as found or as left, however,
the procedure clearly states that corrective action will be
taken if resistance i1s greater than 0.01 ohm.

2012
10/11/79 A1l parameters within specified limits.
5/6/81 All parameters within specified limits.
9/16/82 A1l parameters within specified limits.

Review of the 60-month surveillance tests performed on 2011 (10/1/82) and
2012 (9/28/82) indicated compliance with Technical Specifications. The
seven-day surveillance test results were not reviewed.

II1. Review of Other Surveillance Testing

In order to determine if the weakness in battery surveillance testing
was an isolated probler additional reviews were conducted of other
surveillance testing. within the electrical maintenance area, this
consisted of a review of recently completeu surveillances, and included
the majo.'ity of most surveillance test procedures within the elec rical
maintenance area. A total of sixty-one different procedures and o ‘er
seven hundred completed surveillances were reviewed. Although a number
of procedurail inadequacies were identified, no additional cases of
Technical Specification limits being exceeded have been identified.
Additional reviews in this area are continuing.

A sample of surveillance procedures outside of the electrical
maintenance area was also reviewed. This review was conducted by AP&L
Quality Assurance and consisted of approximately sixty different
surveillance procedures and over one hundred recently completed
surveillance tests. This review revealed that one additional Technica)
Specification surveillance limit involving diesel fuel oil for both
ANO-1 and ANO-2 was exceeded and appropriate actions not taken. This

I.A-20
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involved the sampling of diesel fuel oil for both ANO-1 and ANO-2.
Specifically, ANO~1 Technical Specificaticn 4.6.1.4.¢ and ANO-2
Technical Specification 4.8.1.1.2.b require verification of diesel
generator operability at least once per 92 days for ANO-2 and monthly
for ANO-1. The surveillance testing includes, ameng other things,
requirements relative to the properties of the diesel fuel oil. 0On six
occasions extending from July 1978 to June 1983 diesal fuel oil sample
results exceeded ihe specified 1imits of water and sediment countent or
viscosity. These were not identified as Technical Specification
violations at the time and therefore appropriate actions were not
taken. In each case subsequent routine resampling showed the fuel oil
to be within specified limits. In all cases, the subsequent resample
was completed within six days. The cause of that violation was similar
to the station battery surveillance violations in that the procedures
did not itentify the limits on fuel oil water and sediment content and
viscosity as Technical Specification limits. Additional details of
this event are contained in LER 50-313/83-026/01T-0.

Evaluation of Battery Capability

Each of the two redundant station batteries provid:s dc power to
various loads in the event of a loss of the ac power sources (off site
power and emergency diesel generators) to the battery chargers. These
loads include dc control power for off site power selection, dc control
power and field flashing to the emergency diesel generators, dc control
power to the reactor protection system and engineered safety features
actuation system, dc control power to the emergency feedwater system,
and dc power to the vital ac inverters.

Following discovery on September 26, 1983, that the September 22, 1983,
quarteriy battery surveillance had indicated several cells to be out of
Technical Specification tolerances, a review of the condition of the
~tation battery 2011 was conducted to determine what 2ffect this
condition had o~ the battery's capability to perform its intended
function. This review includad reviews by AP&L engineering personnel
and discussions with the battery vendor.

This review showed that the sattery was capable of performing its
intended function and that ¢here is no indication of any significant
degradation in battery capacity. This conclusion is based on the fact
that cell voltages and specific gravities were within acceptable limits
per the manufacturer's recommendations and IEEE 450-1980, there were no
significant cell to cell deviations, ana the battery responded normally
to an equalize charge.

Review of previous out of tolerance conditions yielded similar results.
While there were several occasions when battery cell voltages or
specific gravities were out of 1imits as specified in the Technical
Specifications, these conditions did not indicate a loss «f battery
capacity in accordance with the most current IEEE standard.
Specifically, there were no cases of cell voltages less than 2.13 and
no cases of spezific gravities below 1.200 and trending downward.
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$31 PARK AVENUR
KING OF PRUSSIA, PENNEYLVANIA 19404

Taan® November 4, 1983

Docket Nos. 50-317, 50-318
License Nos. DPR-53, DPR-69
EA No. 83-58

Baltimore Gas and Electric Company

ATIN: Mr. A. E. Lundvall, Jr.
Vice President, Supply

F. 0. Box 1475

Baitimore, Maryland 21203

Gentlemen:

Subject: Notice of Violations and Pruposed Imposition of Civil Penalties
{Inspection Nos. 50-317/83-15, 50-318/83-15 and 50-317/83-22,
50-318/83-22)

This refe~- to special inspections conducted on May 25 -~ June 1, 1983 and

August 17 - 22, 1983 at the Calvert Cliffs Nuclear Power Plant, Units 1 and

2, Lusby, Maryland, of activities authorized by NRC License Nos. DPR-53 and
DPR-69. The inspection reports were forwarded to you on June 27, 13983 and
August 26, 1983 During these inspections, two violations of technical specifi-
cation 1imiting conditions for operation were identified. One of the violations
was idontified by an NRC inspector. The other viclation was identified by li-
censee representatives only when a diesel generator stopped running during a

surveillance “est because of a lack of fuel You then reported the violation
to the NRC

These violations are described in the enclosed Notice of Violation and Proposed
Imposition of Civil Penalties. Enforcement Conferences were held with you and
other members of your staff on July 1, 1983, and September 2, 1983, during which
each violation, its cause, and your corrective actions were discussed

The first violation (Violation A in the enclosed Notice ef Viulation) involved

the inoperabiiity of both Emergency Core Cooling System (ECCS) pump room air
coolers for a period of approximately 22 hours between May 24 - 25, 1983 As a
result, without this room cooling, both trains of the ECCS and the Containment
Spray System (CSS) were considered incperable in that required (uxiliary equipment,
specifically the pump room air coolers, was out of service. This violation
occurred primarily cause operators did not recugnize that the coolers provided

a necessary support function for the ECCS and CSS. Consecuently, an operator

shut the inlet valve to the operating cooler while maintenance was being performed
on the other cooler A causative factor in this incident was that the proceduras
used to perform the maintenance activity on the crolers were not sufficiently
detailed. As a result, one cooler was drained into the redundant cooler by

means of a temporary hose connection without a formal and systematic evaiuation

of the safety implications

CERTIFIED MAIL
RETURN RECEIPT REQUESTED




Baltimore Gas and Electric Company

The second viclation (Violation B in the enclesed Notice of Violation), which
existed for a period of approximately 6 days in August 1982, concerned the in-
operability of one diese]l generator as a result of the isolation of its fuel oi)
tank level switches. One of these switches functions to automatically replenish
the fuel supply in the diesel generator's fuel supply tank whenever a low level
in the tank exists. The vicolation occurred because one valve was not reopened
after the performance of a planned mainienance activity on ihat diesel generator.
We are concerned that the associated post maintenance activities were not suffi-
cient to ensure that the valve was reopened. Specifically, the independent
verification of valve lineups was inadequate and a post-maintenance surveillance
test was not properly conducted

These vioiations indicate weaknesses in (1) the systeratic evaluation of
plannec maintenance activities, (?) the adequacy of procedures to perform these
activities, and (3) proper implementation of both mairtenance procedures and
post-maintenance testing procedures designed to ensure that safety systems are
not adversely affected. To emphasize the serious nature of these violations, I
have been authorized, after zonsultation with the Director of the Office of
Inspection and Enforcement, to issue the enclosed Notice of Violation and
Proposed Imposition of Civil Penzlties in the amount of Sixty Thousand Dollars
($60,000) for the viclations described in the enclosed Notice The violations
have been categorized at Severity Level III in accordance with the NRC Enforce-
ment Policy, 10 CFR Part 2, Appendix C. The base civil penalty for a Level 111
violation is $40,000. This base amount for Viulation B has been reduced by
50%, in accordance with the Enforcement Folicy, because of your extensive
corrective actions which were described at the Enforcement Conference on

September 1, 1983, and which were documented in a letter to Regior I dated
September 16, 1983.

You are required to respond to the enclosed Notice and you should follow the
instructions specified therein when preparing your response Your respcnse
should specifically address the corrective actions taken or planned with regard
to: (1) future planned maintenance r the ECCS pump room air coolers to
ensure operability requirements during reactor operation; (2) the training of
personnel regarding identification of necessary support systems for safe plant
operation; (3) proper review and implementation of maintenance procedures and
post-maintenance testing; and (4) operation of the facility as described in the
FSAR or performance of appropriate safety evaluations In your response,
appropriate reference to previous submittals is acceptable

In accordance with 10 CFR 2.
Title 10, Code of Federal Re
wil]l be placed in the NRC's

90 of the NRC's "Rules and Practice," Part 2,
ulations, a copy of this ter and the enclosure
ublic Document Room
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The responses directed by this letter and 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,

Thomas E. Murley
Regional Administrator

Enclosure:
Notice of Violation and Proposed
Imposition of Civil Penalties

cc w/encl:

R M. Douglass, Manager, Quality Assurance
Russell, Plant Superintendent

3. Davis, Genera) Supervisor, Operations QA

R. C. L. Olson, Pri.cipal Engineer

J. Tiernan, Manager, Nuclear Powe-

R. E. Denton, General Supervisor, Training and Technical Services

Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (NSIC)

NRC Residert Inspector

State of Maryland (2)




NOTICE OF VIOLATION
AND
PROPOSED IMPOSITION OF CIVIL PENALTIES

Baltimore Gas and Electric Company Docket No. 50-317, 50-318
Calvert Cliffs Nuclear Plant, Units 1 and 2 License No. DPR-53, DPR-69
EA No. B83-58

During an NRC inspection of the Calvert Cliffs facility conducted May 25 -
June 1, 1982, a violation of NRC requirements was identified (Volation A). On
August 17 - 22, 1983, another NRC inspection was conducted to review the cir-
cumstances associated with another violation of NRC requirements, which was
identified by the licensee and reported to the NRC (Violatien B). Both
occurrences involved violations of technical specification 1imiting cunditions
for operation (LCO). A description of the events asseciated with each violation
is provided below.

Events Associated with Viclation A

On May 27, 1983 the NRC resident inspector discovered that both Emergency
Core Cooling System (ECCS) pump rcom air cooler systems had been out of
service simultaneously for approximately twenty-two hours between May 24-
25, 1983 while the Unit 1 reactor was operating at pow r. As a

result, without this room cooling, both trains of the ECCS and the Con-
tainment Spray System (CSS) were considered inoperable in that required
auxiliary equipment, specifically the pump room air coolers, was cut of
service.

At 7 PM on May 24, 1983 with the No. 12 ECCS rcom air cooler system out of

service to clear a clog in its salt water ling supply line, the licensee
isolated the No. 11 ECCS room air cooler system by gagging shut its inlet valve
This valve was shut to facilitate drainage of the No. 12 cooler system by means
of a temporary hose coanectior, using a portable punmping rig. into the salt
waser inlet piping of the No. 11 cooler system downstream of the inlet valve
The inlet valve to the No. 11 cooier system is designed to autcmatically open
te initiate salt water flow to the coolers whenever ECCS pump room air tempera-
ture exceeds approximately 104 F. Gagging shut this inlet valve isolated the
No. 11 ccoler and rendered it incapable of automaticaily opening, thereby
resulting in the No. 11 cooler system becoming inoperable. The No. 11

A d

cooler was subsequently returned to operation about 5 PM on May 25, 1983
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Events Associated with Violation B

On August 1€, 1983 Diesel Generator 12 tripped due to lack of fuel ofl
during the conduct of an operational surveillance test. The ruel 0fl
Supply Tank or Day Tarnk which directly supplies fuel to the diesel had
emptied. An instrument sensing low level in the Day Tank was improperly
isclated (due tn personnel error) by a valve closure. This isolation
prevented the instrument from sensing a true low level condition and
sending a signal to start the automatic tank makeup system. The valve
closure had occurred on August 10, 1983 thereby rendering Diesel Gener-
ater 12 inoperable from August 10 to August 16, 1983 in that the minimum
diesel operability requirements of the Technical Specification had not
been met.

Diese)l Generator 12 is one of three facility diesel generators and is des-
ignated as the station swing diesel gensrator. It can supply emergency
power to either unit. Technical Specification 3.8.1.1 requires a minimum
of two operable diesel generators per unit, one of which may be the swing
diesel generator, when a reactor unit is operating in Modes 1 - 4 During
the period of August 10 - 16, 1983, Unit 1 operated for about 135 hours and
Unit 2 operated for about 113 hours in Modes 1 - 4 with only one diesel
generator operable per unit.

The isoiaticn valve in guestion wa: the lower isolation valve for the Fuel
011 Day Tank standpine (12-DF0-1003). This valve had been closed on
August 10, 1983 Dy a technician during the performance of a Pianned
Maintenanc® activity (PM-1-24-]1-A-105). The fact that the valve had been
improperly left closed should have been, but was not, recognized on

August 10, 1983, during a required double verification valve lineup

check Simiiarly, the inoperability of Diesel Generator 12 should have
been, but was not, identified when the requirements of diesel generator
surveillance test STP-0-8-0 were not met upon performance of the test on
August 10, 1983. Tris test required that automatic operation of the

Fuel Oil Transfer Pump (for Day Tark makeup) be verified during a one

hour diesel run The operators improperly assumed that the pump did
operate and so documented it, even though the Fuel Oil Transfer Pump did
not operate because of the closure of the standpipe i ation valve

In order to emphasize the importance of (i) proper review and safety evalua-
tion of safety-related activities, (2) adequate training of personnel regarding
identification of necessary support systems to ensure that activities involving
these systems do not affect safe plant operation, (3) proper implementation of
maintenance procedures, and post-maintenance testiny procedures, and (4) opera-
tion of the facility as described in the FSAR and in accordance with Technical

+
8
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Notice of Violation

Specifications, the Nuclear Regulatory Commission proposes to impose civil
penalties in the amount of Sixty Thousand Dollars ($60,000) for the violations
set forth in this Notice. In accordance /ith the NRC Enforcement Policy (10

CFR 2, Appendix C), and pursuant to Section 234 of the Atomic Ener~gy Act of 1954,
as amended, 42 U.S.C. 2282, PL 96-295 and 10 CFR 2.205, these particular viola-
tions and their associated civil penalties are set forth below:

A. Technical Specification LCM 3.5.2 and 3.6.2.1, respectively, require two
independent Emergency Core Cooling Systems {(ECCS) and two independent
Containment Spray Systems (L5S) be operable whenever the plant is in the
power operation or startup mode, or if the plant is in a hot standby mode
with nressurizer pressure greater than or equal to 1,750 psig.

Technical Specification 1.6 derines operability and specifies as a condi-
tion for operability of a system that all auxiliary equipment required for

the system or subsystem must be capable of performing its related support
function.

Technical Specification 3.0.3 specifies that, when an LCO is not met,
action shall be initiated to place the unit in hot standby within six
hours, hot shutdown within the following six hours, and cold shutdown
within the subsequent 24 hcurs.

Contrary to the above, from 7 PM on May 24, 1983 until 5 PM on

May 25, 1983, while Unit i was in power operation, both ECCS and CSS
systems were inoperable in that required auxiliary equipment, specifically,
hoth ECCS air room coolers were inoperable, and action was not taken to
place the reactor in hot standby ir six hours, hot shutdown within the
following six hours, and cold shutdown within the subsecquent 24 hours

This is a Severity Le

vel 111 violation (Supplement I).
Civil Penalty - $40,000

Technical Specification LCO 3.8.1.1.b requires a minimum of two separate
and independent diesel generators to be operable, one of which may be a
swing diesel generator capable of serving either Unit 1 or Unit 2, when-
ever the reactor is in power operation, startup, hot standby, or hct
shutdown (Modes 1 through 4)

Technical Specification 1.6 defines operability and specifies as a condi-
on for operability of a system that all auxiliary equipment required for

ystem or subsystem must be capable of performing its related support
function

the s

With one of the diesel generators inoperable, Technical Specification LCO
Action Statement 3.8.1.1.a requires restoration of at least two diesel
generators to operable status within 72 hours, or the plant must be brought
to Hot Standby within the next six hours and Cold Shutdown within the
following 30 hours
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Contrary to the above, from 10:10 PM on August 10, 1983 until 1:50 PM

on August 16, 1983 for Unit 1, and from 8:15 PM on August 11, 1983 unti]
1:50 PM on August 16, 1983 for Unit 2, while the Unit 1 reactor was
operating in Mode ! and the Unit 2 reactor was operating in Modes 1 - 4,
only one diesel generator (Nc. 11 for Unit 1 and No. 21 for Unit 2) was
operabi2, and action was not taken to place the reactors in Hot Standby
within six hours and Cold Shutdown within the following 30 hours. The
swing diesel generator (No. 12) was inoperable during these periods due
to unavailability of required auxiliary equipment, specifically, the
automatic diesel fuel makeup system was isolated.

This is a Severity Level IIIl violation (Supplement I,.
Civil Penalty - $20,0C(

Pyrsuant to the provisions of 10 CFR 2.201, Baltimore Gas and Electric Company
is hereby required to submit to the Director, Office of Inspecticn and Enforce-
ment, USNRC, Washington, D.C. 20555, with a copy to this office, within 30
days of the cate of this Notice a written statement or explanation, including
for each alleged violation, (1) admission or denial of the allege” violation;
{2) the reasons for the violation if admitted; (3) the corrective steps which
have been taken and the resuv’ts achieved; (4) the corrective steps which will

be taken to avoid further viclations; and (5) the date when full compliance will
be ( iieved. 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, Baltimore Gas and Electric Company may pay the civil penalties in the
amount of Sixty Thousand Dollars ($60,000) or may protest imposition of the

civil penalties in whole or in part by a written answer Should Baltimore Gas
ancd Electric Company fail to answer within the time specified, the Director,
Office of Inspection and Enforcement will issue an order imposing the civil
penalties in the amount proposed above. Should Filtimore Ga: and Electric
Company eiect to file an answer in accordance with 10 CFR 2.205 protesting the
civil penalties, such answer 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 p-otesting the civil penalties in whole or in part,

such answer may request rem 3sion or mitigation of the penalties In requesting
mitigation of the proposed penalties, the five factors contained in Section IV(B)
of 10 CFR Part 2, Appendix C should be addressed. Any written answer in
accordance with 10 CFR 2.205 snould be set forth separately from the statemert

or explanatior. in reply pursuant to 10 CFR 2.201, but may incorporate by specific
reference (e.g., giving page and paragraph numbers) to avoid repetition. Baltimore
Gas and Electric Company's attention is directed to the other provisions of

10 CFR 2.205, regarding the procedure for imposing a civil penalty
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Upon 7ailure to pay the civil penaltie: due, which have been subsequently deter-
mined in accordance wi“h the applicable provisions of 10 CFR 2.205, this matter
miy be referred to the Attorney fieneral, and the penalties, unless compromised,

remitted, or mitigated, may be collected by civil action pursuant to Section
234c of the Act, 42 U.S.C. 282

FOR THE NUCLEAR REGULATORY COMMISSION

Thomas E. Murley
Regional Administrator

Dated at King of Prussia, Pennsylvania
this Ydday of November 1982

1.A-29
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Decemper 2, 1983

U. S. Nuclear Regulatory Commission
Office of Inspection and Enforcement
Washington, D. C. 20555

ATTENTION:  Mr. Richard C, DeYoung, Director
Office of Inspection and Enforcement

ENCLOSURE: (a) Letter from Mr. A. E. Lundvall, Jr., to Mr. R. W. Starostecki dated
September 16, 1983, regarding I&E |Inspection Report
50-317 (318)/83-22.

Gentlemen:

This letter provides the required response to certain items of apparent noncompliance
with NRC regulations as set forth in I&E Inspection Report Nos. 50-317(318)/83-15 and
50-317(318)/83-22. These items of apparent noncompliance set forth in the inspection
reports are uncontested. Accordingly, a check for $60,000 is enclosed.

Subsequent investigations by members of our staff have confirmed that the violations
referenced did occur at our Calvert Clifis facility. Our review of the noncompliance
iterns indicates that the major causes were:

(a) deficiencies regarding the adequacy of preccedures for controlling
certain operations, testing and maintenance activities,

failure of some personnel to fuuly implement e. isting procedures, and

a lack of awareness on the part of some personnel regarding the
importance of certain subsystems to the operability of safety-related
systems.

ine corrective actions provided herein have been directea towards alleviating the above
concerns.

The measures that have been or will be taker to improve procedures in the operations,
maintenance, and testing areas to preclude recurrence of simiiar violations are as
follows:




Mr. R. C. DeYoung
December 2, 1983
Page 2

ITEMA (UNAVAILABILITY OF ECCS PUMP ROOM AIR COOLERS)

1. A precautionary statement has opeen added to the GCperating
Instructions for the Safety Injection, Containment Spray, and Saitwater
Cocling Systems to alert the operator of the imporiance of the ECCS
Pump Room Air Coolers for maintaining the operability of Engineered

Safety Features Systems, This action was completed on
November 28. 1983.

A new Operating Instruction has been developed for using the portable
dewatering rig for maintenance activites on safety-related systems.
This instruction contains provisions for alerting the operator of the
requirements for maintaining operability of the ECCS Pump Room Air
Coolers during plant operations consistent with the Technical
Specii” “ction requirements. This action was completed on
Moven..or 29, 1983,

Calvert Cliffs Instruction (CCI-117) for the control of l.ifted Leads and
Jumpers is being revised to diversify the classification of authorized
changes performed on safety-reiated equipment. This revision
incorpora..s a new category of authorized changes which includes such
items as hoses, mechanical ga;ging, fiow restricting and jumper
(bypass) devices, etc. This revision of CCI-117 will ensure in the future
that authorized changes (e.g., addition of hoses, etc.) to safety-related
svstems will receive the appropriate safety reviews and be controlled
in such a manner as to ensure that operability of safety-related
systems is maintained during the modes specified in the Technical
Specifications.

ITEMB (UNAVAILABILITY OF NO. 12 EMERGENCY DIESEL GENERATOR)

Enclosure (a) provides a response to certain procedural inadeguacies.
Corrective actions have been provided in the response for iteins 7, 8 and 9
under the paragraph labeled, Adequacy of Independent Verification of Plant
System Vaive Line-Ups and items 2 and 3 under the paragraph labeled,
Validity of Operator Verification of Fuel Oil Day Tank Level

The measures that have been or will be taken to address the failure of certain personnel
to fully implement existing procedures are as follows:

ITEM A

within the scope of the violations described in I&E Inspection Report 83-15,
and subsequent investigations performed by our staff, we have determined
thet the inadvertent isolation of the ECCS Pump Room Air Cooler did not
constitute a condition where personnel failed to fully implement existing
procedures. Therefore, no corrective actions have been taken in this area
for this item,
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ITEM B

Enclosure (a) provides a response to inadequacies regarding implementation
~f existing procedures. Corrective actiens have been provided in the
response for items 1, 2, 3, 4, 5 and 6 under the paragraph labeisd, Adequacy
of Independent Verification of Plant System Valve Line-Ups.

The measures that have been or will be taken to iancrease the awareness of personnel
regarding the importance of certain subsystems to the operability of safety-related
systems are as follows:

ITEM A

1. In July cof this year, we initiated a program to systematically review
the Unit | and 2 Technical Speciiications. The purpose of this review
has been to determine the adequacy of the current Technical
Specifications with respect to identifying all equipment that is credited
in the Updated Fina! Safety Analysis Report (UFSAR) for accident
mitigation. Several approaches have been taken in verifying the
adequacy of the Techn.cal Specifications in preserving the accident
analysis assumptions of the UFSAR. The first approach involved &
comparison of the Combustion Engineering Standard Technical
Specifications (NUREG-0212) with the current Calvert Chiffs Technical
Specifications. The second approach has invclved a comprehensive
review of Chapter 14 (Safety Analysis) of the UFSAR with the intent ot
compiling a list of equipment assumed to operate during accident
conditions. The list of equipment generated as a result of the Chapter
14 review will be used to revise the Technical Specifications and the
Safety-Related classification lists (Q-List) where apprcpriate.  Any
changes to the Technical Specifications resulting from this review are
being processed (as they are identified) in a timely manner. Foliowing
the review, processing, and NRC approval of any license amendnients,
training wiil be provided to ali licensed operators through the existing
Licensed Operator Training Program.

Following discovery of the ECCS Pump Room Air Cooler event, the
General Supervisor-Operations issued a Standing Instruction (33-08)
alerting Operations personnel of the importance of maintaining ECCS
Pump Room Air Coolers operab.e during all modes requiring operable
Safety Injection and Containment Spray Systems. The standing
instruction provided guidance for maintaining the equipment operablc
and entering action statements if the equipment became inoperable
during operating modes.
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Enclosure (a) provides a response which addresses measures we have taken o
increase personnel awareness regarding the importance of certain
subsysterns to maintaining the operability of safety-related equipment,
Corrective actions have bz2en provided in the response for items 2, 3, 4, 5
and 6 under the paragraph labeled, Adequacy of Independent Verifications of
Plant System Yalve Line-Ups.

In addition to the previously outlined corrective actions we have taken or
plan to take, we anticipate that the following longer term actions will
enhance our overall management objective of safe nuclear power plant
operations. An integrated maintenance maunagement system is currently
under development for the Calvert Cliffs facility. One of the elements of
this program involves an enhanced maintenance planner position whose
primary responsibility would be planning and scheduling maintenance
activities, Our past practice with regard to specifying post-maintenance
operability testing has relied primaridy on the Senior Control Room
Operator's (SCRO) judgement. Because of the SCRO's detailed knowledge of
system characteristics, we continue to place a high degree of confidence in
his ability to specify appropriate post-maintenance testing. However, we
realize that the SCrYD may not always be cognizant of the detail of certain
maintenance activities. A new program will integrate recommendations for
post-maintenance testing from the maintenance planner as well as, the
SCRO. This change will provide a more comprehensive review of testing
requirements necessary tc ensure that equipment returned to service meets
the operability requirements of the Technical Specifications.

In an effort to upgrade administrative control of maintenance and operations
activities at our facility, we recently scheduled a special (voluntary) INPO
Assistance visit, This visit will concentrate on evaluating our current
compliance in implementing existing maintenance and operations programs
at Calvert Cliffs. This inspection will be conducted during the last part of
November 1983, Weaknesses identified in tnis evaluation will be dealt with
appropriately.

Enclosure (a) provided a discussion of our peronnel error reduction program.
We have seen a substantia! decrease in the number of personnel error related
LERs since implementing this program. We are committed to continuing and
enhancing this program as necessary to reduce peronnel errors at Calvert
Cliffs.

The previous discussions provide a summary of the corrective actions we have taken or
intend to take regarding the May 24, 1983, and August 10, 1983, incidents. We share your
concern regarding the events culminating in the violations of our Technical
Specifications. We believe that the above actions will provide assurance that similar
events will not recur in the future,
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Should you have further questions regarding this matter, please do not hesitate to

it

contact us.

Very truly yours,

AEL/LOW/sjb

STATE OF MARYLAND
TO WIT:
CITY OF BALTIMORE :

Arthur E. Lundvall, Jr., being duly sworn states that he is Vice President of the
Baltimore Gas and Electric Company, a corporation of the State of Maryland; that he
provides the 1oregoing response for the purposes therein set forth; that the statements
made are true and correct to the best of nis knowledge, information, and belief; and that
he was authorized to provide the response on behalf of said Corporation.

WITNESS my Hand and Notarial Seal: @,v?}_{_

Notary Publi

My Commission Expires:

cc: J. A. Biddison, squire
G. F. Trowbridge, Esquire
D. H. Jaffe, NRC
R. E. Architzel, NRC
T. E. Murley, NRC
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September 16, 1983

ARTHUR £ LUNDVALL JR
ViCE PRLsioEnNT
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U.S. Nuclear Regulatory Commission
Region |

631 Park Avenue

King of Prussia, PA 19406

ATTENTION: s™r. R. W, Staiostecki, Director
Division of Project & Resident Programs

Gentlemen:

On September 2, 1983, Messrs. J. A. Tiernan, L. B. Russell, J. T. Carroll, and [ met with
you and other members of the NRC Regiun | staff to discuss an event that recently
occurred at our Calvert Cliffs Nuclear Power Plant. This event involved the operation of
Units | & 2 beyond the Technical Specification Limiting Conditions for Operation (LCO)

concerning emergency diesel generator operability.. As these events were fully discussed
at our meeting and in NRC Inspection Report 50-317/83-22; 50-318/83-22, the details
will not be repeated. In our meeting, we provided you with preliminary information
concerning our corrective measures. This letter provides a written summary addressing
corrective measures we have taken or plan to take {or ezch area of concern specified in
your Inspection Report.

ADEQUACY OF INDEPENDENT VERIFICATION OF PLANT SYSTEM VALVE LINE-UPS

l. Upon discovery ot the event, the instrument bridle lower 1solation valve on each
fuel oil day tank was verified open and the surveillance test was succe=ssfully run on
each diesel generator.

Personnel Incident Reports (PIRs) were written by each individual involved in the
performance of the Preventive Maintenance (PM) and Surveillance Test Frocedures
(STP3) associated with the August 10, 1983, violation. The purpose of this program
IS 10 InCrease personnel awareness of the event by having eacn individual confront,
acknowledge, and document their involvement in personnel errors. The PIRs are
selectively routed as required reading or are disseminated (e.g., for training) to
affected groups at Calvert Cliffs,

Tne Technicians and Operations personnel involved in the event were counseled
the Division Vice President, Plant Superintendent, and respective Ge
Supervisors. The purpose of this counseling was to communicate Manage
concerns regarding the seriousness of the event.
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8. Training sessions are being scheduled with ail Maintenance and Operations
personnel to ensure all personnel are aware of the expectations (requirements)
inherent in an independent verification of valve positon, (i.e., independent hands-on
verification that the valve is in the proper position). This training will be
completed by no later than October 30, 1933.

5. A meeting was scheduled with each instrument Shop for the purpose of providing
the opportunity for the cognizant Instrument Techniciane and General Supervisor 10
review the event and provide a description of the lessons learned. This action was
completed on September 9, 1983.

6. A weakness was identified in the p.actice of some Electrical & Control shops in the
nature of assigning work to some Technicians on one job. To correct this
deficiency, whenever more than one technician is assigned to a job, the Shop Work
Coordinator wiil designate a lead individual to instil a stironger sense of
responsibility and accountability for that job. This action has been implemented.

7.  All PMs, STPs, and Functional Tests (FTIs) in the instrument & Controls Section,
will be reviewed by no later than December 31, 1983, to determine the adequacy of
the independent verification steps in these procedures. In addition to the above, an
evaluation of all Instrument & Controls PMs will be performed to determine
whether it is advisable to include (in the verification step), a listing of all valves
repositioned during the performance of the PM. This action will be completed by
no later than September 30, 1983,

8. Calvert Cliffs Instruction-211D for Preventive Maintenance will be revised to be
consistent with our present practice to require an independent verification step in
all PMs that involve valve repositioning. This action will be completed by no later
than September 30, 1983,

9. Al Instrument & Controls PMs will be reviewed to evaluate the adequacy of post
maintenance testing to ensure. where feasible, that the functiona: operability of
involved components are adequately tested. This action will be completed by no
later than September 1984,

YALIDITY OF OPERATOR VERIFICATION OF FUEL OIL DAY TANK LEVEL

l. Facility Change Request (FCR 81-129), which specifies the addition of a gauge
glass on each fuel oil day tank, is being expedited. Although the FCR specifies the
use of a gauge glass, equivalently effective alternative methods such as dipstick,
float, or air bubbler indicators are under consideration. Pending engineering and
parts availability, we are proceeding on a schedule to install local levei indicators

during the scheduled fall 1983 Unit | refueling outage.
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STP 0-8-0 (Diese! Generator Weekiy Test) has been revised to include: (a) a step to
verifv the frequency and duration of the fuel oil transfer pump operation when the
diesel is being tested in a fully loaded condition, (b) a step to verify that the fuel oil
day tank low level alarm is cleared, and (c) a separate data sheet for the Outside
Operator to log the above infcrmation.

All Operations STPs will be reviewed no later than December 31, 1983, to

determine if separate or additional data sheets (similar to the above) are
appropriate.

MANPOWER AND TIME ALLOCATIONS FOR PM WORK

Managment has in the past and will continue in the future to be sensitive to the issue of
manpower and time allotment for performing safety-related activities. This is an issue
which is faced, essentially, on a daily basis. We do not view this area as being deficient
in Management Controls, but instead an invalid defense by the Technicians involved.
Management has never tolerated shortcuts to meet a schedule. In the incident cited
above, controls were exercised to alleviate the concern regarding manpower and time
allotment. The PM scheduling includes estimates of man-hour requirements (in this case,
2 men/10 hours and 2 men/8 hours). To meet operational constraints during the above
incident, one additional techniciar was assigned to the task to ensure timely
performance. Maintenance supervisors at Calvert Cliffs are highly experienced at
assigning safety-related work during rigorously scheduled periods and are very aware of
personnel performance and capability. We continue to emphasize never sacrificing
nuciear or personnel safety for time as a very basic Management objective in our training
and awareness programs.

RECURRENCE OF PERSONNEL ERROR-RELATED SAFETY PROBLEMS

As discussed at our meeting, one of our major goals is to reduce personnel errors. In this
regard we have implemented a program that draws upon existing controls and implements
new controls that we feel will produce positive results for achieveing our goal.
Awareness and attitude prograins have been one arca of concentration, including:
(a) emphasis on discussions with Supervisors and others to increase communicaticns and
awareness, (b) the lormation of Interdepartmental Quality Circles, and (c) Corporate
studies on quality workmanship. Training programs continue to provide a basic
framework for achieving a reduction in personnel error. We have upgraded a number of
areas in training including system descriptions, staffing, facilities, and feedback of plant
events. In addition, error reporting and personnel counseling programs have been
improved. Currentiy, Personnel Incident Reports are used at Calvert Cliffs.
Comprehensive and independent event reports are prepared for serious events and when
necessary direct counseling is performed with involved personnel and Line Supervision (up
to the Vice Presidents level). Data analysis and evaluation programs have been
implemented to assemble and review error information for trends and oot causes.
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As an integral part of our continuing effort to reduce perzonnel errots, we currently
track and report personnel error trends to our Plant Operations and Safety and Off-Site
Safety Review Committees. In the recent (September 1983) report a significant decrease
in the number of personnel error iritiated Licensee Event Reports (LERs) for the current
year is noted as compared to an equi' alent eight month period in 1982. This decreasing
trend indicates approximately 64% fewer personnel error LERs reported. To ansure that
all appropriate individuals on-site ar» informed and made aware of personnal error
incidents and Management objectives in this area, meetings have been held with affected
units and Calvert Cliffs Supervisors and key personne! to provide a forum for discussion
on the set .ousness of such trends.

The previous discussions provide a summary of steps we have taken or intend to take
regarding the August 10, 1983, incident. We share your concern regarding the events
culminating in the violation of our Technical Specifications. We believe that the above
measures will provide assurance that similar events will not recur in the future.

Should you desire additional information, please do rot hesitate to contact us.

Very truly yours,

AEL/LOW,zla

cc: J. A. Biddisen, Esquire
G. F. Trowbridge, Esquire
R. E. Architzel, NRC
D. H. Jaffe, NRC




NUCLEAR REGULATORY COMMISSION

REGION 1l
101 MARIETTA ST NW.. SUITE 3100
ATLANTA, GEORGIA 30309

N aaen® NOV 15 1983

Carolina Power and Light Company
ATTN: Mr. E. E. Utley
Executive Vice P
Fower Supply and
and Constructi
4]]1 Fayetteville Street
Raleigh, NC

Gentlemen:
EA B3-04 (REFERENCE INSPECTION
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in the enclosed Notice of Violation and Proposed
Civil Penalty have been categorized in accordance with NRC
10 CFR Part 2, Appendix C. The failure to control
personnel access into a vital area from inside the protected area has been
categorized as a Severity Level III violation (Supplement III). The failure
of the contract security service supervisor to notify CP&L of the event has
been categorized as a Severity Level IV viclation (Supplement 111).
Collectively, these violations are evidence of a security weakness,
specifically the failure to communicate tc your contract security service
force (he importance of maintaining an adequate level of security. After
consultation with the Director of the Office of Inspection and Enforcement, I
have been authorized to issue the enclosed Notice of Violation and Proposed
imposition of a Civil Penalty in the amount of Twenty Thousand Dollars. The
base Civil Penalty amount for a Severity Leve! III violation of this type is
$40,.020 Because CP&L, when informed of the event, in“*iated prompt,
responsive, and extensive Zorrective action consisting of v« ciplinary action

I.A-39
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against responsible personnel, revision of procedures and "post instructicns”,
.nd awareness training of contract service personnel on procedural
requirements, this base penalty has De uced 50% as permitted by the
Enforcement Policy. We propose to impose thi civil penalty in the amount of
$20,000 to emphasize the need for Carolina g

hat 1ts security program i{s adequately managed to prevent violations of this
nature from occurring in the future

Power and ight Company to ensure

'y - e -

You are required 1o to the hotic

your response a eCif fscussion as to how
of the security vi contractor to ensure
procegdures. - instruction
response i

definec

nlaced ir

attention

management

of recponsi

continuing Compiia

Notice and ine

further
v . S

James P. O'Reilly
Regional Administrator

Enclosures:

1. Notice of Violation
(Safeguards Information)

2. Inspection Report No. 50-261/83-22
(Safeguards Information)

cc w/encl:

R. E. Morgan, Plant
Generzal Manager

G. 7. Beatty, Jr., Manzger
Robinson Nuclear Project Dept
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Carolina Power & Light Zomparny
P O Box 1551 » Raleigh. N C 27802 SERIAL: LAP—?%-‘»UR

'DEC 1 2 1983

J

£ E UTLEY
Execuiive Vice President
Power Supply and Engineering & Construction

Mr. Richard C. DeYoung, Director

Office of Inspection and Enforcement

United States Nuclear Regulatory Commission
Washington, DC 20555

H. B. ROBINSON STEAM ELECTRIC PLANT, UNIT NO. 2
DOCKET NO. 50-261
LICENSE NO. DPR-23
I. E. INSPECTION REPORT NO. 50-261/83-22
RESPONSE TO NOTICE OF VIOLATION

Dear Mr. DeYoung:

In aczorda-~e with the Code of Federal Regulations, Title 10,
Section 2.207%, Carolina Power & Light Company (CP&L) provides the enclosed
response ‘. the November 15, 1983 transmittal of IE Inspection Report
50-261/83-22 for the H. B. Robinscn Steam Electric Plant, Unit No. 2. The
respcnse to the violation identified is enclosed 2s Attachment A.

Since the contents of Attachment A deal with matters pertaining to
plant security, CP&L requests that this information be protected as Safeguards
Informat..n in accordance with the provisions of 10 CFR 73.21, and if
redesignaled as not protected, we request that this information be withheld
from public disclosure as provided in 10 CFR 2.790(d4)(1).

In as much as CPAL does no' protest the imposition of the civil
penalty, please find enclosed a check in the amount of Twenty Thousand Do.lars
($20,000) in payment of this penalty.




< 1983

Richard C. NDeYoung

If you have any qu-stions concerning thi ‘espon please contact
our staff.

Yours very ‘ruly.

JBW/tda 85510NH)
Atvachments

Mr. J. P. O'Reilly NRC-RII

Mr. G. Requa (NRC)
Mr, Steve Weise (NRC-HBR)

E. E. Utley, having been first duly sworn, di

id depose and say that the
information contained herein is true and correct to the best of his

informati knowledge and belief; and the sources of his information are
of'ficers, emplo) contractors, and agents of Carolira Power & Light

Company.

expires: ‘5) /
I/ A

those individuals with v

with with Attachment) ) ing theil names are

eive copies of the letter and Attachment. All ¢ r and

*r )|

receive the letter only.




UNITED STATES
NUCLEAR REGULATORY COMMISSION

REGION 11
799 ROOSEVELT ROAD
GLEN ELLY%. ILLINOIS 60137

AUG 9 1983

Docket No., 50-373
EA 83-59

Commonwealth Edison Company

ATTIN: Mr. James J. C'Connor
President

Post Office Box 767

Chicago, IL 60690

Gentlemen:

This refers to the special safety inspection conducted at LaSalle County
Nuclear Station, Unit 1, by Messrs, W. G. Guldemond and A. L. Madison of
the Region III staff on June 21 through July 1, 1983, This inspection
concerned the circumstances that resulted in a suppression pool to 4drywell
vacuum breaker isolation valve being mispesitioned during facility opera-
tion. COCperation cf LaSalle County Nuclear Station, Unit 1, is authorized
by NRC Operating License No. NPF-il. The results of this inspection were
discussed on June 30, 1983, during an Enforcement Conference held in the
NRC Region III office between Mr. Cordell Reed and other members of your
staff and Mr. J. G. Keppler, Regional Administrator, Mr. J. H. Sniezek,
then Deputy Director, Office of Inspection and Enforcement, and other
members of the NRC staff.

This inspection revealed that, prior to a reactor startup on May .3, 1983,
the suppression pool side isolatiocn valve for the "D" suppression pool to
drywell vacuum breaker was improperly returned to service following a loczal
leak rate test. The isolation valve was left in the closed position
rendering the vacuum breaker inoperable. Deficiencies in the administrative
program for equipment control and valve lineup verification and inadequate
implementation of that program resulted in the improper valve position going
undetected while the unit was started up on five occasions and operated in
violation of the Technical Specification for a cumulative total of 21 days.
These deficiencies include conflicting requirements in the out-of-service
procedure and lack of double verification on return to service in the local
leak rat~ test procedure.

We are concerned that your equipment control system, requiring independent
position verification o.. return to service of valves important to safety,
was bypassred during an in-process local leak rate test of the suppression
poel to drywell vacuum breaker, and that proper return to service was not

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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achieved prior to facility operation. A significant causative factor of
these violations was the poor performance of plant personnel in that
{ndivicduals designated to veriiy valve position failed to do so. We are
also concerned that effective broad scope preventative action regarding
valve position control deficiencies previously identified in NRC Inspection
Reporzs No. 50-373/83-01(DPRP) and 50-373/83-05(DPKP) had not been imple-
mented. Additionally, it appears that valves were periodically left in an
incorrect position prior to final outage clearance in anticipation of
additional maintenan-e and testing. Further, while we recognize that the
Senior Eesident Inspector was informed of this event, we are concerned that
your analysis and reporting of ths event was not conducted in a timely manner.

To emphasize the ‘mportance of prorerly controlling safety related equipment
and operating the facility in accordance with the Technical Specifications,
we propose to impose civii penalties for certain violations as set forth in
the Notice of Violarion enclosed with this letter. The violations in
Section 1 of the enclosed Notice have been categorized in the agg.egate as a
Severity Level III in accordance with the General Policy and Procedure for
NRC Enforcement Actions, 10 CFR Part 2, Appendix C. The base civil penalty
for a Severity Level IIl problem is $40,000. However, after considering the
prior notice of similar events, the lack of effective preventative actions
taken in response thereto, and the failure of multiple administrative
controls which had they been properly implemented would hav~ prevented the
violation of the Technical Specifications, the base penalty for this event
hus beer increased by 50%, After consultation with the Director of the
Office of Inspection and Enforcemeant, I have been aathorized to issue the
en=losed Notice of Violation and Proposed Imposition of Civil Penalties in
the amcunt of Sixty Thousand Dollars.

You are required to respond to the enclosed Notice of Viclation and Proposed
Imposition of Civil Penalties and snould follow the instructions in the Notice
vhen preparing your response. In addition to your response to the specific
violations, your response %0 the enclosed notice should address: (1) Actions
you have taken to ensure that dovLble verification of equipment lineup is
performed on return to service following all maintenance and test activities
on equipment importart to safety; (2) Actions you have taken to establish a
‘eedback mechanism from persomiel utilizing procedures to ensure that pro-
cdural deficiencies identified durirg work are resolved prior to completion of
this work; and (3) Actions you have taken to ensure that short term corrective
actions following future events incluue determination and resolution of caueal
factors that resulted in personnel performance deficiencies.

Your written reply to his letter and the results of future inspections will
be considered ir J:termining whether further enforcement action is warranted.

In accordance wi h 10 CFR 2.790, "Rules of Practice," a copy of this letter
and the enclosure will be placed in the SRC Public Document Room.
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Commonwealth Edison Company

The response directed by this letter and the enclosed Notice are not subiect
to the clearance procedures of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, PL 96-511.

Sincerely,

¢ ) e /]
: James G. Keppler
Regional Administrator

Enclosure: Nozice of Violaticn
and Proposed Imposition of
Civil Penalties

cc w/encl:
D. L. Farrar, Director
of Nuclear Liiensing
D. L. Shamblin, Site
Construction Superintendent
E. Quaka, Quality
Assurance Superintendent
J. Diederich, Station
Superintendent
H. Holyoak, Project Manager
DMB ' ocument Contrel Desk (RIDS)
Resident Inspector, RIII
fhyllis Dunton, Attorney
General's Office, Environmental
Control Division




NOT1CE OF VIOLATIOCN
AND
PRUPOSED IMPOSITION OF CIVIL PENALTIES

Commonwealth Edison Company Docket No. 50-373
LaSalle County Station, Unit 1 License No. NPF-l11

A special inspection conducted at LaSalle County Station, Unit I, during the
period June Z1 through July 1, 1983, disclosed that a suppression pool to
drywell vacuum breaker was rendered inoperable as a result of improperly
ceturuing a vacuum breaker isolstion valve to service during an outage.

The urit was then started up on five occasions and operated fcr a total of
21 days with that vacuum bresker inoperable in violation of the Technical
Specifications.

To emphasize the importance of properly controlling safety rzlated equipment
and operating the facility in accordance with the Technical Specifications,
the NRC proposes to impose a civil penalty in the cumulative amount of Sixty
Thousand Dollars. The base civil penalty for & Severity Level 111 event is
$40,000. However, after comsidering the prior notice of similar events and
i{ssues in NRC Inspection Reports No, 50-373/83-01(DPRP) and 50-373/83-05(DPRP),
the lack of effective preventative actione taken irn response thereto, and the
failure of multiple administrative controls which, had they been properly
implemented, would have prevented this violation of Technicsl Specificationms,
the base penalty for this event has been increased by 50%. In accordance
with the General Policy and Procedure for NRC Enforcement Actions (Appendix C
to 10 CFR Part 2), 47 FR 9987 (March 9, 1982), and pursuant to Section 234 of
the Azomic Energy Act of 1954, as amended (Act), 42 U.S.C. 2282, PL 96-295,
and 10 CFR 2.205, the particular violations and associated civil penalties
are set forth below:

1. Civil Penalty Violations

A. Technical Specification 6.2.A requires, in part, that detailed
written procedures shall be adhered to for the applicable areas
recommended in Appendix "A" of Regulatory Guide 1.33 Revizion " 5
February 1978.

Appendix "A" of Regulatory Guide 1.33, Revision 2, February 1978,
recommende administrative procedures for equipment control (e.g.,
lockirg and tagging/out of service procedures). Administrative
control of equipment is implemented through LaSalle Adminisirative
Procedures LAP 900-4, "Equipment Out of Service Procedure," and
LAP 240-1, "Use of Locks cn Valves."




Notice of Violation

LaSalle Administrative Procedure LAP 900-4%, "E 't of
Service Procedure," Steps F.2.j and F.2.k requ

Supervisor in charge of the equipment or his ¢ ' audit
the Equipment OJutage Checklist to verify prop ; and

k) for Safety Related Outages, the Shift Supe: designate
a second person to make an inspection and verif. physical
isolation points have been properly positioned, t . ret. to
service.

LaSalle Administrative Procedure LAP 240-1, "Use of Locks on
Valves," Step F.€ requires that, if plant conditions require a
locked valve to be positioned in a manner other than that indicated
in Attachment A(B), the valve may be unlocked and repositioned
either by an approved procedure or an outage checklist. When the
prccedure or outage is completed the valve shall be placed in "~
position indicated in Attachment A(B) and locked.

Contrary to the above, LAP 900-4, Steps F.2.4 and F.2.k, and

LAP 240-1, Step F.6, were not adhered to on May 26, 1983, when the
suppression pool side isolation valve for the "D" suppression pool
to drywell vacuum breaker was returned to service. This resulted
in the isclation valve being left in the closed position rendering
the vacuum breaker inoperable.

This is a viclation.

Civil Penalty - $40,000,

Technical Specification 3.0.4 prohibits entry into an operational
condition (inciuding hot shutdown, startup or power operation)
unless the Limiting Conditions for Operation are met without
reliance on provisions containcd in the Action Statements.

Technical Specification Limiting Condition for Operation +.6.4
requires that, whenever the reactor is in hot shutdown, startup,

or power operation, all suppression pool to drywell vacuum breakers
be operable and closed.

Contrery to the above, the reactor eniered tne operational conditions
of hot shutdown, startup, and/or power operation on May 28, June 2,
June 7, June 8, and Jurn2 14, 1983, while the Limiting Conditions for
Operation were not met. The "D" s._ppression pool to drywell vacuum
breaker was isolated and rendered inoperable on May 26, 1983, and
that condition was not corrected until June 21, 1983,

This is a violation.

Civil Penalty - $20,000.




Notice of Violation

Violstions A and B when viewed in the aggregate have been categorized

as Severity Level II1 (Supplement I). Cumuiative penalties of $60,000
have been proposed for the violations associated with thie Severity Level
problem based on the considerations set forth above. The amount assessed
for each violation is based on its relative significance.

Violation Not Assessed a Civil Penalty

Technical Spezification 6.6.B.1.b requires that the director of the
appropriate regional office or hls designee be notified as expeditiously
as possible but within 24 hours and confirmed by telegraph, mailgram,

or facsimile transmission, no later th-. the first working day following
any event involving operation of the unit or affected system when any
parameter or operatisn subject to = limiting condition is less conserva-
tive than the least conservative aspect of the limiting condition for
operation established in the Tectnical Specificationms.

Contrzry to the above, on June 21, 1983, the licensee discovered that

the unit was operated in a condition less conservative than the least
conservative aspect of the Limiting Condition for Operation established
in Technical Specification 3.6.4. Technical Specification 3.6.4 requires
that all suppression pool to drywell vacuum breakers be ¢ erable during
hot shutdown, startup and power operation. The unit was operat.d with
the "D" suppress on pool to drywell vacuum breaker isolated anu inoper-

able and this condition was not reported to NRC Region III until June 24,
1983.

This is a Severity Level IV violation (Supplement I).

Pursuant to the provisions of 10 CFR 2.201, Commonwealth Edison Company is
hereby required to submit to the Director, Office of Inspection and Enforce-
ment, U. S. Nuclear Regulatory Commission, Washington, D.C. 20555, and a copy
to the Regional Administrator, U. S. Nuclear Regulatory Commission, Region
111, 799 Roosevelt Road, Glen Ellyn, IL 60137, within 30 days of the date of
this Notice a v -itten statement or explanation, including for each alleged
violation: (1) admission or denial of the alleged violation; (2) the reasons
for 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.
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, Commonwealth Edison Company may pay the civil penalties in

the amount of $60,000 or may protest imposition of the civil penalties, in
vhole or in part, by a written anzwer. Should Commonwealth Edison Company
fail to answer within the time specified, the Director, Of “ice of Inspection
and Enforcement, wiil issue an order imposing the civil penalties proposed
asbove. Should Commonwealth Edison elect to file an answer in azcordance with
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10 CFR 2,205 protesting the civil peralties, such arswer may: (1) deny the
violations listed in this Notice, in whole or in part; (2) demonstrate extenu-
ating 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
penalties, in whole or in part, such answer may request remiscion or mitiga-
tion of the penalties. In requesting mitigation of the proposed penalties,
the five factors contained in Section IV(B) of 10 CFR Part 2, Appendix C,
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 statements or explanations by
specific reference (e.g., citing page and paragraph numbers) to avoid repeti-
tion. Commonwealth Edison Company's attention is directed to the other pro-
visions of 10 CFR 2,205, regarding the procedures for imposing & civil
penalty.

Upon failure to pay any civil penalties due, which has been subsequently
determined in accordence with the applicable provisions of 10 CFR 2,205,

this matter may be referred to the Attorney General, and the civil peanalties,
unless compromisec, remitted, or mitigated, may be collected by civil action
pursuant to Section 234c of the Act, 42 U.S.C. 2282.

FOR THE RUCLEAR REGULATORY COMMISSION

Zjlames G. Keppler

Reg.onal Administrator

Dated at Glen Ellyn, IL
this 9 day of August 1983




One First Natuonal Plaza Chicard [Hhnos
Address Reply 10 Post Office Box 767
Chicago. lilinois 60690 September 6,

Mr. James G. Kegpler, Regional Administrator
- Region III

U.S. Nuclear Regulatory Commission

799 Roosevelt Roeac

Glen Ellyn, IL 60137

Subject: LaSalle County Station Unit 1
Request for Mitigating and Remitting The
Proposed Civil Penalty of tne Notice of
violation and Proposecd Civil Penalty
NRC Docket No. 50-373

Dear Mr. Keppler:

By this letter, Commonwealth Edison Company is requesting your
consideration to the matter of mitigating the Proposed Civil Penalty as
allowed for in 10 CFR 2.205. This request is initiated separately as
directed by tne Notice of violation dated August 9, 1983.

while Commonwealtn Edison admits to the violations describeag in
the Notice of viclation and recognizes the severity of the incidents, we

Qelieve the Civil Penllt{ proposed is excessive and merits your review
or reduction for the following reasons:

1. After discovery of the event on June 21, 1983, LaSalle County Station
undertook an exhaustive review to identify and promptly correct the
violation, verify no further violations had occurred, anc implement
supplemental actions to veri?; generic deficiencies did not exist or
were positively addressed. The full scope of tnis task is descripecd
in the LaSalle County Station Response to the Notice of Violation.

Ir agddition, all Commonwealth Edison Operating Nuclear Stations have
been contacted and where a similar problem as experienced at LaSalle
was identiried, corrective actions are being implemented. we believe
the full range of corrective action, the promptness of implementation,
the extensive retraining conducted and planned, and our audits to
verify compliance represent a complete and outstanding effort in
problem analysis and correction.

while this event revealed shortcomings in the areas of administrative
control and the conduct of operations, we believe these problems have
been properly remediec. The assertion that the lack of effective
preventative acticns taken in respon;e to issues on NRC Inspection
Reports Nos. 50-373/83-01 (DPRP) ang 50-373/83-05 (DPRP) does not
appear correct. A review of thase reports and LaSalle County
Station's responses indicates that corrective action was properly
taken and implemented. Wwhile both of these issues indicated
inconsistencies ameng different procedures that maripulateo common
[y _\
e

et?
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equipment, our correcti.e actions reflect an effort to identify,
address and correct the deficiencies identified. Only in the
brosdest retrospective analysis could this occurrence be similarly
categorized when both repcrts are taken as a whole. After several
years of operation in accordance with the Equipment Out-of-Service
Procedure, an option that allowed the "before" position to be used as
the "after" position when returning equipment to service resulted in
an event that revealed the inadequacy of this provision. A signifi-
cant shortcoming was {dentifizcd and remedied.

Cperator response was in asccordance with procedure and did not reveal
any specific personnel error, except that despite proper identifica-
tion and completion of some 70 checklists prior to start-ur, an
important checklist was overlooked. Our revisicn to LAP 900-4,
Equipment Qut-of-Service Procedure, has provided that as equipment {s
returred to service, the "after" position will be provideo by a
supervisor in charge of the equipment from an approved mechanical or
electricali checklist and proper completion will be verified by &
supervisor. This will effectively ensure all mechanical anc

electri . a. checklists are current at all times.

In conclusion, Commonwealth Edison understands the significance
of tne violations involved. we also feel that our investigation andg
prompt corractive actions merit consideration. The contention that
eiavlgygnnon-compl ance jtems should have {dentified this potential for

ola appears o be 1In error. Our review of these items fails to
establish a link to any recognizable indications for the prevention af
this violation. Because of the redundancy of the vacuum breakers as
described in the FSAR, the Safety consquences of this event were minimal
and the health and safsty of the public were maintained.

On these bases, we request your consideration for mitigating the
Civil Penalties involved.

very truly yours,

Condall Rand)

Cordell Reec
Vice-President

CwS/1lm

cc: Director, Office of I&E
NRC Resident Inspector - LSCS
G. R. Benscn, Regulatory Affairs




Commonwealith Edison

One First Nanonal Plaza Chicago lihnots

Cago. Tnos
Address Reply 10 Post Ofhce Box 767
Chicago litinois 60690

September 6,

Mr. James G. Keppler, Regional Administrator
- Region III

U.S. Nuciear Regulatory Commission

799 Roosevelt Road

Glen Ellyn, IL 60137

Subject: LaSalle County Station Unit 1l
Resgonse to Notice of violaition
and Proposed Civil Penalty
NRC Docket No. 50-373

Dear Mr. Keppler:

By this letter, Commonwealtr Edisan Company responds to the
Noiice of viola.ilon and Proposed Impositicn of Civil Panalties of the
NRC, the Special Inspection Report, and its accompanying letter regarding
the occurrence that resulted in a Suppression Pool to Orywell Vacuum
Breaker Isolation Valve being mispositioned curing faciliity operation.
In accordance with 10 CFR 2.201, this response is submitted witnin 30
days as specified. In addition, upo~ completion of your review of this
response, we are requesting that you consider mitigating or remitting the

orggizeo civil penglty as allowed for in 10 CFR 2.205. 7This reguest is
suU ted separately.

Cowmonwealth Ediscn ungerstands the significance of tne viola-
ticns cited in the Notice. Wwe rely heavily on a well trained and highly
motivated staff of operators, engineers, technicians, and managers to
safely and efficiently operate LaSalle County Station. Strict acherence
to procedure is required and compliance is emphasized by all levels of
supervision. We recognize that the events in question which gave rise to
this enforcement action demonstrate deficiencies in administrative

control as well as actions that wer2 less than expec ed from tnis group
of professionals.

As described in Attachment A to this letter, the LaSalle County
station has instituted a full range of measures to address the concerns
which were identified by these violations. These actions are directed at
correction of the procedural as well as the performance problems. They
have been researchéd and implemented with the ultimate goal of removing
the possibilily of future generic typa deviations. They have the full
support and backing of both station and company management.

Management recognizes the importance of gocd administrative
control in fostering awareness and compliance with good operating
practice. In snswer to the three guestions in your letter addressed to
such measures, Commonwealtn Edison affirms the following actions:
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Ensure double verification of equipment line-up is performea o~
return to service of all safety related equipment after mnaintenance
and test uctivities:

1. I1.E. Inspection Report 50-373/83-05 identified a discrepancy
between LAF 240-., Leccked valve Procedure, and Individual System
Checklists.

a) A total of 36 procedures were revised to bring all procedures
into compliance. In addition, as procedures are reviewed sas
required by LAP 820-1 every two years, an audit is being
concducted to verify locked valve manijulations are dczumented
and verifiec. This is done in accorgance with the
appropriate Mechanical Checklist on LOS-LV-SR1l, Locked valve
Surveillance.

LAP 900-4, Equipment Outage Procedure has been revised to aad
the requiremerts that the supervisor in charge of the !
equipment myust determine and fill in the "after" position on
outage checklists from an approved Mechanical or tlectrical
Checklist. By doing this, the last full checklist remains
effectively current. The supervisor must also audit the
checklist foy proper completion and sign and date the
checklist.

The position of Operating Oepartment Outice Co-ordinator has
been established and will be manned at the request of the
Unit Operating Engineer, to co-ordinate the planning and
conduct of maintenance "rom the Operations viewpoint. One of
his cduties involves co-ordinating witn the Unit Cperating
Engineer ano Shift Supervisors to accomplish regquireo
Mechanical and Electrical checklists in a timely manner after
completion of all maintenance and surveillances on a
particular system,

LAP 240-1, Attachments A(8), C(D), Locked valve Checklist,
has bden revised and divided such that locked valves
associated with safety systems will be verified current prior
to start- up. This is directed as a final step by LGP 1-S1,
Master Start-up Checklist.

Establish a fesedback mechanism from personnel utilizing procedures to
ensure that procedursl deficiencies idertified during work are
resolved prior to completion of the work:

l. Procedures are established and in effect tnat provide for timely
correction of procedural deficiencies. These procedures include:

a) LAP 820-4, Temporary Procedures Changes, provices a mechanism

for immediate procedure revision and is applied in cases
where the change does nct change the procedure intent.
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b) LAP 820-2, Station Procedure Preparation and Revisicn,
provides for an accelerated approval of a necessary procedure
change for timely approval. Once approved, the procedure is
copied and authorized for use prior to final typing anc
distrioution to controlled plant procedure manuals. This
copy is used and maintalined in the Temporary Procedure Change
.0Qg when not being performed until the final typed revision
is distyibuted. This effort is directec at completion within
one working day.

LAP 820-7, Special Procedures, provides for procedure prepar-
«tion which is required for one time or limited time use, and
which is not, in itself, a test anc is not a temporary change
to existing station procedures. This provision i{s used to
provide approved procedures for use in problem analysis and
identification of suspect equipment or system performance.

LTP 100-2, Special Operation Tests, provides focr procedure
preparation and conduct of tests of systems Gr components
performed by LaSalle County Station personnel and/or by
vendor representatives. Use of these approved procedures
will be emphasized in the training sessions planned and
committed to in Attachment A,

Ensure that short term corrective actions following future events
{nclude determination and resolution of csusal factors that [esulted
in personnel performance deficiencies:

1. The LaSalle County Station maintains close supervision and docu-
mentation of all incidents. This is accomplished by independent
investigations of all devistions to determine cause and
appropriste corrective actions. The report is then forwardeo for
approval 2y On-Site review.

In acddition, for occurrences of a significant nature involving
personnel_an. performance, Station Management evaliates the event
to determine {f it .s reportable to the Division vice President
per Production Instruction 1-3-F/N-7., The Division Vice-President
then designates the level of investigation (on-site, informal, o:
formal) to be performed. When the event is non-reportadle per
this program, the Superintendent or fssistant Superintendent
shall determine if an on-sits investigation is required, andg
initiate as appropriate. As soon as possible after i{dentifica-
tion of an event, s debriefing meeting is scheduled with all
involved personnel to provide a basis for evaiuation of the
csusal factors. In the future, LaSalle County Station will
ensure that corrective actions as described above will he
directed at determining and correcting both the causes of the
event and attempting to recognize generic associated proolems to
prevent recurrences o7 a similur nature.
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In summary, Commonwealth Edison reaffirms its commitment to
proper administrative control of all equipment uncer all circumstances in
accordance with Technical Specificstions. we recognize the importance of
a thorough investigation of events being promptly completed to ensure
that problems are effectively resolved. Through the mgasures we have
described in this letter and the attachment to {t, we believe that tne
recurrence of *his incident and similar incidents can be prevented. The
operation of LaSalle County Station can continue with full assurance aof
plant safety.

If there are any questicns regarding this matter, please contact
tnis office.

Very truly yours,

Condodl Reed

Cordell Reed
Vice-President

Im

Attachment

cc: Director, Office of I&E
NRT Resident Inspector - LSCS

G. Benson, Regulatory Affalrs
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ATTACHMENT A

RESPONSE TO NOTICE OF VIOLATION

COMMONWEALTH EDISON COMPANY Docket No. 50-373

LASALLE COUNTY NUCLEAR POWER STATION License No. NPF.ll
UNIT 1

Tnis is Commonwealth Edison Company's response, pursuant to 10
CFR 2.201, to the Nuclear Regulatory Commission's Notice of viclation ana
Proposed Imposition of Civil Penalties (EA 83-57) issued on August 9,
1983.

VIOLATION A - (373/83-26-02 (DPRP))

LaSalle County Technical Specifications Section 6.2.A requires that
written procedures shall be adhered to for equipmeny control (e.g.
lOCkln? and tagging/out-of-service procedures). Agministrative control
of equipment {s implemented through LAP 900-4, "Equipment Out-of-Service
Procedure”, &nd LAP 240-1, "Use of Locks on Valves". The NRC finds that
contrary to this requirement, the licensee did not achere to these
procedures as indicated below:

1. LAP %00-4, "Equipment Out-of-Service Procedure”, Step F.2.J requires
that the supervisor in charge of the equipment or his designee, will
audit the equipment outage checklist to verify proper completion.
Step F.2.X requires, for safety releted outages, that the shift
supervisor will designate a second person to make an inspection ang
verify that the physical isolation points have been properly
positioned for return to service.

LAP 240-1, "Use of Locks on valves", Step F.é requires that, if plant
conditions require a locked valve to be positioned in a mannar other

than that indjcated in Attachmen. A(B), the valve may He unlocked and
repositioned either by an approved procedure or an outage checklist.

when the procedure or outage is completed, the valve shall be placed

in the position inoicated in Attachment A(B) and .iocked.

Contrary to the above, the Suppression Pool Side Isolation valve
(1PCOO3D) for the "D" Suppression Pool to Orywell Vacuum Breaker was
left closed upon clearance of 0US 1-541-83 on May 26, 1983. This
resulted in the "D" Vacuum Breaker being inoperable.

DISCUSSION

A. Commonwealth Edison admits violation A.




The reasons for the violation are summarized as follows:
1. Failure of the administrative control of equipment.

a) LAP 900-4 stated "The position "after" should be the same as
positior "pefore" unless plant conditions pronibit”™., The
several outages used to eccomplish modification package
1-1-83-230, and temporary lifts of the outages to accomplish
necessary Local Leak Rate Tests, allowed the situation to
arise where the "before" position was listed as closed. The
persons clearing and verifying clearance of the final outage
used this provision to determine the "after” position. The
supervisor in charge of the equipment recognizes this discre-
pancy but believeo additional testing was required and thus
returned the equipment to service per the outage checklist.

Failure to perfo. a line-up in accordance with LGP 1-53,
Pre-Start Line-Up 'heck Off List. This final system valve
line-up was not ct¢ Cucted due to an oversight by the Unit
Operating Enginee: and Shift Supervisors. This was a failure
to implement an ex sting procedure. LAP 240-1, Attachment A,
Locked vValve Check ist was performed satisfactorily on May
17, 1983, and was ! 'lt to be sdequate. However, significant
work continued on t\ v Vacuum Breaker subsequent to this
effort.

Failure of Test Proce. re LTS S00-1, "Drywell/Suppression
Pool Vacuum Breaker Va. 'e Force Check", to require locking,
verification, and docum ntation of the final position of the
vacuum breaksr isolatior valves.

Corrective Actions Taken and the 3lesults Achieved:

1. Upon discovery on June 21, 1/!3 at 11:30 a.m., the valve was
immediately locked open and &¢.]1l other vacuum bresker isolation
valves were checker and verif =2d to be in the correct locked
position.®

A DVR (Deviation Report) was s itted and a Shift Engineer
end Shift Control Room Supervi:.r were assigned to conduct a
Professionslism Program On-Site I[nvestigation.

The Senior Resident NRC Irspec’ r was notified.

A re-verification of flow path "Locked Closed" valves per LAP
240-1, Attachment A, Locked valve Checklist, was initistec. This
action was completed on June 25, 1583 at 6:00 a.m.




D. Corrective Steps Taken to Avoid Further violations:

1. The Professionalism Investigation was comple®ed nn June 24, 1983
and the following corrective actions were taken:

a) A sesquence of events for the violation was developed,
documented and prepared for review Dy all operating crews.
The violation was reviewed with all shifts as they reported
to work, to ensure all were aware of the importance of
repositioning valves properly, following the 0.0.5.
procedure, and the Locked valve Checklist. This was
accomplished for cach crew by the Shift Engineer with the
Operating Assistant Superintendent present. This action was
completed on July 1, 1983.

Equipment 0.0.S. Procedure, LAP 500-4, was revised as follows:

Step F.2.e The "Supervisor in Charge of the cquipment™ then
enters *the position required by the Normal
Start-up Mecnanical or Electrical Checklist for
the component in the "Position After"™ column of
the Equipment Outage Cnecklist. Flexibility is
provided to accommodate special plant conditions
as recuired.

Deletes reference to "before” position for
determining proper "after™ position.

The "Supervisor in Crharge of the Equipment® or
his designee will sudit the Equipment Cutage
Checklist to verify nroper completion, anc sign
gand date the Equipment Outage Checklist.

This procedure was revised, approved and entered
into control documents on June 27, 1983. Crew
tailyate treining sessions on the Revision were
conducted by the Shift Engineers. This action
was compieted on September 1, 1963.

A cosplete review of the following items was conducted to
identify and implement improvement of administrative control
of equipment:

1. LAP 240-1 has been revised to divide the locked valve
checklist into four sections

a) Attachment A(B) includes Type 1, 2, and 3 valves.

b) Attachment C(D) includes Type 4 valves.




LGP 1-S1, Master Start-Up Checklist, ha3 been revised to
require that as a final check, LAP 240-' Attachment A(8)
will be verified current prior tc start-ugp. Tnis action
was completed on September 5, 1983. This action provides
assurancs that any locked valves that may have bDeen
manipulated by maintenance action., or survelllance are
properly positioned prior to a mode change.

Equipment Out-of-Servica Procedure, LAP 500-4, was
reviewed to laoentify furtner generic problams. With the
enhancemeant of administrative control as provided ty the
Supervisor in Charge of the Equipment assignir) "arter"
positions to the Equipment Outage Checklists and signing
verification of proper completion, no futher changes were
found necessary. A Quality Control Surveillance of the
Equipment Out-of-Service Procedure to identify chronic,
recurring problems was conducted on June 27, 1983. No
further problems were identified and the Out-of-Service
Sysiem was deemed adequate. The Operating Assistant
Superintendent has requested that further audits by
Quality Control be conducted on the Equipment
Out-of-Service Procedure in October and December, 152 ,
to verify full compliance with the procecdure change, and
to identify any further procedural inadequacies.

Locked valve Position verification, LOS-LV-SR1l, was
reviewed for adeguacy. This procedure allows for

changing a Locked valve position when the operation is
not covered by an approved piocedure or Out-of-Service
Checklist. A revision was made to limit the use of this
procedure to occasions when the operator is in continucus
attendance. Any other situations not covered by 2 proce-
dure will require use of the Equipment Out-of-Service
procedure. This item was completed on September 5, 1983.

Orywell/Suppression Pool Vacuum Breaker Valve Force Check
Surveillance, LTS 500-2, as well as all LaSalle Technical
Procedures and LaSalle Technical Surveillances have been
reviewed to verify the requirement for locking, verifica-
tion, and documentation of the final position of any
locked valve: associated with their performance. This
item was completed on September 5, 1983,

The completion time-frame for checklists after an outage
was also reviewed. In accordance with LGP 1-S3,
Pre-Start-Up Line-Up Check Off List, the Unit Operating
Engineer provides a 1ist with the Master Outage Checklist
of Mechanice. and Electrical checklists requestecd prior
to startup. Oue to the varying work load and number of
systems that may be affected and the delays that can
occur in any outage, application of a specific *ime frame
is not considered prudent.




In August, the positicn of Outage Co-crdinator for the
Operating Department was established. When required,
this position will function to assure a tirely flow of
maintenance throughcout an outage. Among nis tasks, the
co-ordinator will interface with t' : Unit Operating
Engineer and Shift Supervisors to ensure necessary
machanical an? electrica! checklists are conpleted as
system maintenance and surveillance is completed.
Specific checklists are required to De performed prior to
Unit Start-up following each Refueling Outage or extended
maintenance (greater than two months). Satisfactory
completion of LGP 1-33 is noted as a sign-off in the
final checks of the Master Start-up Checklist, LGP 1-51.

Classroom Training has been rescheduled for the period of
September 9, 1983 through October 18, 1983. These
sessions, with each operating crew, will covor:

a) Ths sequences of events for this event.

b) The profassionalism in.estigation and findings.

¢) Tne Inspection and Enforcement Conference Summary.

d) The Station Resporse.

e) Review of corrective actions and procedure changes.

f) Discussion

This training will b2 conducted by the Shift Engineer
with an Operating Engineer or the Opercting Assistant
Superintendent in attendance. This action will be
sompleted on October 18, 1983.

Date ¥hen Ful{ Compliance will Be Achieved:

In our effort tc ensure & full understanding by ell operating
staff of this incident and corrective actions, and to icentify any
further generic procedural inadequacies, treining sessions will be
condurted as described in item D.l.c.2 and D.1l.c.6. Full compliance
will be completed as described in these sections.




VIOLATION B -~ (373/83-26-01 (DPRP))

LaSalle County Technical Specification 3.0.4 pronitits entry into an
operational condition (including hot shutdown, start-up Or power
operation) unless the Limiting Conaitions for Operation are met without
reliance on provisions contained in the Action Statement. Technical
Specification leitln? Conditions for Operation 3.5.4 requires that,
whenever the reactor is in hot shutdown, start-up, Or power operation,
all suppression pool to drywell vacuum breakers be cperable or closed.
The MRC finds that contrary to this, the reactor entered the operational
conditions of hot snut down, stert up and/or power cperation with the "O"
Suppression Pool to Drywell vVecuum Breaker isolated and inoperable on May
28, June 2, June 7, June 8, and June 14, 1563,

DISCUSSION
A. Commonwealth Edison Admits violation B.
8. The reasons for this violation are summarizad &s follows:

1. Failure of administrative control of equipment,.

a) An extensive maintenance outage was completed on 5/28/83.
Included in this maintenance outage was Modification
1-1-83-230 on "O" Suppression Poocl to Orywell Vacuum
Breaker. A total of three different Equipment Outages were

used to control the various aspects of the job. The last
outage to be cleared listec tne "before" position of the
1PCOO30 "D" vacuum Breaker Suppression Pool Isolation valve
as closed. This was used as the "after” position by the
operator clesring the outage as was permitted by the Equipment
Out-of-Service Procedure, LAP 900-4. The clearance of tha
outage was safety verified as required and the checklist was
audited by the supervisor. The Supervisor recognized the
position discrepancy but believed additional testing was
required, and thus returned the equipment to service per the
outage checklist. Outage completion test LOS-PC-M2, Orywell~-
Suppressicn Pocl Vacuum Breaker Operability Test for
Conditions 1, 2, and 3, was performed satisfactorily. This
test cycles the vecuum breakars and checks proper ingication.

Locked Valve Checklist, LAP 240-]1, Attachment A(B), was
performed on May 17, 1983 and the valve iIPCOQC2D verified
locked open. Successful completion of tnis checklist was
signed ocn LGP 1-53, Pre-Startup Line-up Check-0ff List.
This was eleven deys pricr to the start-up. Maintenance and
Surveillance Testing continued after this date.




The Unit Operating Engineer and Snift Supervisors overlookeag
the need to perform LOS-PC-0lM or LOS-PC-01E prior to
start-up. A total of seventy checklists were performed in
accordance with LGP 1-S3 prior to the start-up on May 28,
1983.

No further manipulations of the Isolation valve or Vacuum Breaker
occcurred prior to the Reactor Start-Up on May 28, 1983 and no
further checks were required by the start-ups conducted on June
2, June 7, June 8, and June 14, 1983, On June 21, 1983 at 11:30
a.m., a Technical Staff Engineer found 1PCO03D unlocked and
closed.

C Through E

The Corrective actions taker to prevent a recurrence of tnis
event, the corrective actions taken tc avoid further violatidns,
and the date when full compliance will be achieved, have be
addressed in the broad scope response to Violation A of this
document. It should be noted that at no time following the May
28, 1983 Reactor Start-up was there & requirement or necessity to
check the valve line-up on tre Vacuum Breakers.




IMAGE EVALUATION // N

TEST TARGET (MT-3)




2| =

Z
-
—
o
-l
—
g
>
T}
(v8]
)
g
=

TEST TARGET (MT-3)




VIOLATION C (373/83-2(C-03 (DPRP))

LaSalle County Technical Specification 6.6.B.1.b requires that tne
director or the appropriate regional office or nhis designee be notifiea
as expediticusly as possible but within 24 nours and confirmer py
telegrach, mailgram, or facsimile transmission, no later than the first
working day following any event involving operation of the unit or
affected system when any parameter or operation subject to & limiting
condition is less conservative than the least conservative aspect of tnhe
limiting condition for operation established in tha Technical Specifica-
tions. The NRC finds that contracy to this commitment, the licensee
discovered that the unit «es operated in a condition less conservative
than the least conservative aspect of the Limiting Conaition for
Operation established in Technical Specificaticn 3.6.4 on June 21, 1983.
Technical Specificaicn 3.6.4 requires that all suppression pool to
orywell vacuum breakers be operable during hot shutdown, sta-t-up and
power operation. The unit was operated with the "O" suppresiion pool to
drywell vacuum breaker isolated and inoperable and this condition was not
reported to trhe NRC Region III until June 24, 1983.

DISCUSSION
A. Commonwealth Edison Admits violation C.
B. The reasons for the violation a_e summarized as follows:

1. On June 21, at 11:30 A.M, the 1PCCO3D, "D" Suppression fool
vacuum Breaker Suppression Pool Side Isolation Valve was
discovered unlocked closed. This rendered the "0O" Suppression
Pool to Drywell Vacuum Breaker inoperable. The valve wes
immediately repositioned and locked open.

The Licensee referred to Technical Specification 6.6.B.1.f. This
item then referenced Technical Specification 6.6.8.2.c. As a
result of this, a 30 day reportable occurrence was classified and
the Senior Resident Inspector was informed.

while it was recognized that the "D" vacuum Breaker had been
inoperatle for a period of time exceeding the limit in the
Technical Specification 3.6.4, immediate action had been taken tu
realign the system to a safe operating congition. Since the
principal cause of the event was determin.d to be procedural
inadequacy, the svent was initially classified in accordance with
Tecnnical onciflcntion 6.6.8.2.c.

On the morning of June 24, 1983, following ciscussions with the

Senior Resident Inspector, the event was reclassifieo per
Technical Specification Section 6.6.8B.1.b.
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C.

Corrective Actions Taken and the Results Achieved:

l.
2|

On June 24, 1983 at 1315, the NRC Red Phone notification was made.

On June 24, 1983 at 1449, the 24 hour NRC Region III telephone
notiricetion was made.

On June 24, 1983 et 1535, the NRC hagion III Regional D.rector
was teleccpied the confirmaticn.

On July 5, 1983 the cumpleted Licensee Event Report was
distributed.

Corrective Actions Taken to Avoid Further violations:

1.

Standard practice for classification of events at LaSalle
includes the discussion and agreement by at least two Senior
Reactor Operators as to the proper classification. The
Administrative Controls section of Technical Specifications as
well as LZP-1310-1, Notificstions, e¢re used as references.
Notifications as deemed nccessary a~e then initiated. For all
notifications, a courtesy call is made to the NRC Resident
Inspector.

After reviewing this event, the response by LaSalle Station {s
that the present practice is satisfactory for the timely andg
proper classification of events. This incident, which was
difficult to categorize, resulted in a violation of reporting
requirements. Once recognized, all notifications were made in an
expediticus and proper manner.

The probiem in classifying this event is considerec another
example of how the complexity and difficulty in interpreting the
Technical Specifications can result in the differences of opinion.

It should'be noted that this is the first occurrence of an
éncorrcct classification of a License Event Report at LaSalle
tation.

Clessification of occurrences and interpratation of Technical
Spacifications are a continuou.s item of emphasis in the station.
Problems encountered at LaSalle and throughout the industry are
brought to the at.ention of those concerned in the following
manner:

a) "For Your Information"™ items are transmitted to all cognizant

individuals by the Operating Engineer, Operating Acsistant
Superintendent, or Station Superintendent.
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b) Assorted Experience Items are covered in the regular training
modules for all licensed individuals.

¢) Experience in classification i{s also provided in the Annual
Generating Station Emergency Training.

E. Date when Full Compliance will Be Achieved:

Full Compliance with corrective actions is complete at this *ine.
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& " UNITED STATES
A Y & NUCLEAR REGULATORY COMMISSION
S :E L/ASHINGTON. D. C. 20655
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A 'ooc" hOJ ud lues

Docket No. 50-373
License No. NFP-11
EA 83-59

Commonwealth Edison Company

ATTN: Mr, James J. O0'Connor
President

Post Office Box 767

Chicago, IL 60690

Gentlemen:

This acknowledges receipt of your letter dated September 6, 1983 in response
to the Notice of Violation and Proposed Imposition of Civil Penalties sent to
you with our lecter dated August 9, 1983. The Notice of Violation concerned
violations Found during a special inspection conducted at LaSalle County
Nuclear Station Unit 1 durin; the period June 21 through July 1, 1983 and
proposed civil penalties in the amount of $60,000 for those violations.

After careful consideration of your response, and for the rezsons given in

the enclosed Order and its Appendix, we have concluded that the violations did
occur as set forth in the Notice of Violation and Proposed Imposition of Civil
Penalties. No adequate reasons have been provided for not imposing the

civil penalties proposed for the viclations. Accordingly, we hereby serve the
enclosed Order on Commonwealth Edison Company imposing civil penalties in the
amount of Sixty Thousand Dollars ($60,000).

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

Sincerely,

A A

Richard C Young, Director
Office of Inspection and Enforcement

Enclosure:
Order Imposing Civil
Monetary Penalties

CERTIFIED MAIL
RETURN RECETPT REQUESTED
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In the Matter of

COMMONWEALTH EDISON CCHMPANY
(LaSalle County Nuclear Station
Unit 1)

Docket No. 50-373
License No. NPF-11
EA 83-59

ORDER IMPOSING CIVIL MONETARY PENALTIES

Commonwealth Edison Company (the "licensee") is the holder of Operating
License No. NPF-11 issued by the Nuclear Regulatory Commission (the
"Commission") which authorizes the licensee to operate the LaSalle County
Nuclear Station, Unit 1, in accordance with the conditicns specified therein.

Thr license was issued on August 13, 1982.

I1

A special inspection of the licensee's activities under the license was con-
ducted during the period June 21 through July 1, 1983. As a result of this
inspection, it appears that the licensee has not conducted its activities in
full compliance with the conditions of its license. A written Notice of
Violation and Proposed Imposition of Civil Penalties was served upon the
Ticensee by letter da‘ed August 9, 1983. The Notice states the nature of

the violations, requirements of the Commission that the licensee had violated,

and the amount of civil penalty proposed for each violation. An answer datea
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September 6, 1983 to the Notice of Violation and Proposed Imposition of

Civil Penalties was received from the licensee.

I

Upon consideration of Commonwealth Edison Company's response and the state-
ments of fact, explanation, and argument contained therein, as set forth in
the Appendix to this Order, the Director of the Office of Inspection and
Enforcement has cetermined that the penaities proposec¢ for the violations
designated in the Notice of Violation and Proposed Imposition of Civil

Penalties should be imposed.

IV

in view of the foregoing and pursuant to Section 234 of the Atomic Energy
Act of 1954, as amended (42 U.S.C. 2282, PL 96-295), and 10 CFR 2,205, IT
IS HEREBY ORDERED THAT:

The licensee pay civil penalties in the amount of Sixty Thousand Dollars
($60,000) within thirty days of the date of this Order, by check, draft,
or money orde:r, payable to the Treasurer of the United States and mailed
to the Director of the Office of Inspection and Enforcement, USNRC,
Wwashington, D.C. 20555.
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The licensee may, within thirty days of the date of this Order, request a
hearing. A request ‘or a hearing shall be addressed to the Director, Office
of Inspection and Enforcement. A copy of the hearing request shall also be
sent to the Executive Legal Director, USNRC, Washington, D.C. 20555. If a
hearing is requested, the Commission will issue an Order designating the time
and place of hearing. If the licensee fails to request a hearing within
thirty days of the date of this Order, the provisions of this Order shall be
effective without further proceedings and, if payment has not been muie by
that time, the matter may be referred to the Attorney General for collection.
In the cvent the licensee requests a hearing as provided above, the issues
to be considered at such hearing shall be:
‘2) whether the licensee was in violation of the Commission's requirements
as set forth in the Notice of Violation and Proposed Imposition of Civil

Penalties referenced in Section Il above, and

(b) whether on the basis of such violations this Order should be sustained.

FOR THE WUCLEAR REGULATORY COMMISSION

AL A

Richard C.
Office of (I

irector
pection and Enforcement

Dated at Bethesda, Maryland
this 3¢% day of November 1983
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APPENDIX

EVALUATIONS AND CONCLUSIONS

The violations and associated civil penalties are identified in the Notice of
Violation and Proposed Imposition of Civil Penalties uated August 9, 1983.
The Gffice of Inspection and Enforcement's evaluation and conclusions
regarding the licensee's response dated September 6, 1983 are presentec.

In its response, the licensee admits that each violation occurred as
described in the Notice of Violation. However, the licensee contends that,
after discovery of the event, unusually prumpt and extensive corrective
actions were taken., Additionally, the licensee contends that NRC made an
inaccurate assertion concerning the lack of effec.ive preventive actions
taken following prior similar events. The licensee does not believe that
the prior events were similar or that the preventive actions were
ineffective. NRC evaluation of these contentions is presented below,
followed by cunclusions regarding the proposed civil penalty.

I. Corrective Actions

A. Evaluation of Licensee's Corrective Actions

The General Policy and Procedure for NRC Enforcement Actions,

10 CFR Part 2, Appendix C, Section IV.B.2 (Enforcement Policy),
allows civil penalty mitigation for unusually prompt and extensive
corrective action. The licensee's corrective actions for this event
are lescribed pelow along with NRC's evaluation of those actions.

1. Immediate Action Taken By Licensee

a. Upon discovery of the isolated vacuum breaker, the isolation
valve was locked open and all other vacuum breaker isolation
valves were checked to be in the correct locked position.

b. An investigation wzs immediately initiated to determine the
cause of the event,

¢. The NRC Senior Resiuent Inspector was notified.

d. A re-verification of flow path "locked closed" valves in
accordance with proceaure LAP-240-01 was initiated.
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Appendix

NRC Evaluation

These are expected responses for this type of an event.
Failure to provide such responses would have provided
justification for increasing the civil penalty.

Licensee Action Following Professional Investigation

An investigation that was commenced immediately to identify the
primary causal factors was completed 3 days later, and rosulted
in the Operating Assistant Superintendent and the Shift
Engineers conducting training sessions on the circumstances
leading to this event with each crew as it reported on site.
Also, prompt action was taken tc revise the Equipment Out-of-
Service Procedure to correct the deficienry which contributed
directly to this event,

NRC Evaluation

Three days is not unusually prompt for completion of such an
investigation; however, the action to conduct training sessions
is viewed as unusuaily prompt. The deficiency in the Equipment
Out-of-Service Procedure had not been identified by the licensee.
It was identified by the NRC as contributing to this event., It
was not until six days after the event that the procedure was
revised. This is not viewed as unusually prompt.

Licensee Action to Improve Administrative Control of Equipment

Licensee Action

The Tocked valve erocedure and unit master startup checklist
were revised to c'arify valve locking requirements and to re-
quire that locked valve cnecklists be current prior to startup.

NRC Evaluation

These revisions were accomplished two months following the
event,

Licensee Action

A Quality Control Surveillance of the Equipment Qut-of-Service
Procedure was conducted to identify chronic problems.
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Appendix

NRC Evaluation

The NRC initially identified the procedural weaknesses and
implementation e rors in this procedure. The licensee's actions
are of the type considered to be normal and expected.

Licensee Action

Locked Valve Posit.on Procedure, LOS-LV-SR1, allows for

changing a locked valve position when the operation is not
covered by an approved procedure on the Qut-of-Service Checklist.
A revision was made tc limit the use of this procedure, in such
circumstances, to occasions when the operator is in continuous
attendance.

NRC Evaluation

This procedure was prepared in response to previous NRC concerns
on locked valve control. The licensee, in response to the more
recent event, determined that it afforded too much leeway when
unlocking valves. The licensee's identification and correction.
of this deficiency is considered a normal response to the more
recent event.

Licensee Action

Plant techrical and surveillance procedures were revised to
require locking, verification, and documentation of the final
position of any locked valves affected by the procedures.

NRC Evaluation

This action, while laudable, took two months to complete, and
is therefore not particularly prompt.

Licensee Action

An outage coordinator position was established to aid in the
coordination between operations and maintenance during outages.
One of the tasks of the out:.2 corrdinator is to interface
with the Shift Engineer and the Operating Engineer to ensure
necessary mechanical and electrical checklists are completed.
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Appendix 4

NRC Evaluation

At least one other Commonwealth Edison Company nuclear station
has had surh a position for at least two years. However, the
position was not established at the LaSalle Station until
repeated deficiencies in outage control occurred. The NRC aoes
not consider that the delayed establishment of this position at
the LaSalle Station warrants mitigation.

f. Licensee Action

Classroom training has been schedulel for all operating crews
to cover this event, its causes, and its corrective action.

NRC Evaluation

This training is scheduled to occur two to three months after
the event, and is therefore not particularly prompt.

B. Conclusion

Only one of the licensee's corrective actions is viewed as
unusually prompt: onshift training. The remainder appear to have
taken an amount of time to complete that is beyond that considered
to be unusually prompt. None of the corrective actions is viewed
as unusually extensive. Rather, the actions are those necessary to
correct identified we.knesses. The licensee has not provided a
sufricient basis for mitigation of the civil penalties proposed.

II. Failure to Take Effective Preventive Action Following Earlier Similar
Events

The licensee argues that the facts do not support an increase in the
amount of the civil penalty for failure cn the part of the licensee
to take effective preventive action following earlier similar
events.

A. Evaluation of Pricr Events

The Enforcement Policy, 10 CFR Part 2, Appendix C, Section IV.B.4,
allows escalation of a civil penalty where effective preventive
actions were not implemented following prior notice of similar
events. The two prior events at issue are discussed below along
with an NRC analysis of the relationship between those events

and the event which is set out in the Notice of Violation.
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Appendix

As a result of inspection activities documented in Inspection Report
50-373/83-01, the licensee received a citation for an event in which
a Standby Liquid Control System valve which was required to be
locked was noc properly controlled during performance of an
operatirg procedure. The corrective action taken for this event

is documented in a iicensee letter dated March 30, 1983 from

D. L. Farrar to J. G. Keppler. In that letter, the licensee statad
that St» » Liquid Control System procedures were being revised

to ensure iuat those procedures required valves to be restored to
their correct position and locked and that system mechanical
checklists were being revised to make them consistent with the
locked valve checklist. Although a precblem in controlling locked
valves was identified by this event, no other operating, testing,

or surveillance procedure:r were revieweu to ensure proper control of
locked valves. Thus, the licensee's preventive actions regarding
potential procedural inadequacies leading to a locked valve being
improperly centrolled were narrow in scope. As a result, a
procedural deficiency regarding control of a locked valve,
specifically the vacuum breaker isolation valve, was not identified.

On February 21, 1983, an NRC inspector discovered two normally locked
suppression pool vacuum breaker test connection valves unlocked.

The licensee was informed and immediately verified that the valves
were in their correct position. Locks were placed on the valves.

The fact that these valves were required to be locked in Procedure
LAP 240-1, yet were unlocked, was viewed as a procedure violatioa and
was an item of noncompliance documented ia Inspection Report
50-373/83-05. While reviewing this event, it was discovered that the
individual system valve lineup checklist did not require the valves
to be locked; however, Administrat:.ve Procedure LAP 240-1, "Use

of Locked Valves," did require the valves to be locked. Based on
this procedural discrepancy, tne licensee performed those portions

of LAP 240-1 applicable to systems outside the drywell and fouad
seven additional valves which, while required to be locked, were
unlocked. All seven valves were in their required positions when
found unlocked. Further review revealed that three of the seven
valves found unlocked were requ ed to be locked by both LAP 240-1
and their individual system val e lineup checklists. The remaining
four valves were required to be locked in LAP 240-1 bu: not in their
i. 'ividual system checklists. The licensee committed to ceview and
revise system checklists as appropriate to establish consisteucy with
the locked valve checklist. However, broad scope preventive actions
were not initiated to analyze locked valve administrative controls
for potentially generic programmatic deficiencies.



Appendix 6

B. Conclusion

Two problems had been discovered in the contrcl of locked valves
and equipment lineup prior to this event. The licensee failed to
vigorously pursue the issue and brcad scope preventive actions

were not initiated. The civil penalty was properly increased based
on this consideration
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Commonwsalith Edison

One First Natonal Plaza Chicago llhnois
Address Reply 1o Post Office Box 767
Chicago. tinois 60690

December 20, 1983

Mr. Ricnard C. DeYoung, Director
affice of Inspection and Enforcement
U.S. Nuclear Regulatory Commission
washington, DC 20555

Subject: LaSalle County Station Unit 1
Order Imposing Civil
Monitoring Penalties, EA 83-59
NRC Dockef No. 50-373

References (a): J. G. Keppler letter to J. J. O0'Connor
dated August 9, 1983.

(b): Cordell Reed letter to J. G. Keppler
dated September 6, 1983.

(c): R. C. DeYoung letter to J. J. 0'Connor
dated November 30, 1983.

Dear Mr. DeYoung:

Reference (a) provided a written "Notice of viclation and
Proposed Imposition of Civil Penaltlies." Reference (b) provided the
Commonwealth Edison Company response and recuest for mitigation of the
Civil Penalties. Reference (c) denied mitfgation and stated, in part,
"In view of the foregoing and pursuant to Section 234 of the Atomic
Energy Act of 1954, as amended (42 U.S.C. 2282, PL 96-295), and 10 CFR
2.205, 1T 1S HEREBY ORDERED THAT:

The licensee pay civil penalties in the amount of Sixty
Thousand Dollars ($60,000) within thirty days of the date

of this Order, by check, draft, or money order, payable to

the Treasurer of the United States and mailed to the Director
ofcthe Office of Inspection and Enforcement, USNRC, washington
0.C. 20555."

Enclosed please find a check in the amount of $60,000.00 payable
to the Treasurer of the United States, as ordered.

Very truly yours,

{ £
(,ll S ‘41 ~ |2 ’l}l"g

C. W. Schroeder
.Jclear Licensing Administrator

im

cc: Mr. J. G. Keppler - Region III

NRC Resident Inspector - LSCS
P. P. Steptoe, IL&B

7835N
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Tran® AUG 24 1983

Docket Nos. 50-295
50-304
EA 83-72

Commonwealth Edison Company

ATTN: Mr. James J. O'Connor
President

Post Ofice Box 767

Chicago, IL 60690

Gentlemen:

This refers to the special safeguards inspection conducted by Ms. G. M,
Christoffer and Mr. B. W. Stapleton of the Fegion III staff on June 20, 983,
of activities at the Zion Nuclear Power Staiion, Units 1 and 2, authorized by
NRC Operating Licenses No. DPR-39 and No. DPR-48. The results of this inspec-
tion were discussed on July 8, 1983, during an Enforcement Conference held at
the NRC Region III office between Mr. C. Reed and other members of your staff
and Mr. A. B. DPavis and other members of the Region III staff.

We are concerned that the access control system in place at the time of the
incident did not provide the level of proteccion described in your security
plan, in that a visitor was unescorted in the protected area and a vital area,
and was allowed to enter the vital area in an unauthorized manner.

To emphasize the need to ensure that the approved security plan and imple-
menting procedures are followed and tc be cognizant of the potentially serious
consequences of an unauthorized entry and inadequate internal controls, we
propose to impose a civil penalty for the violation set forth in the Notice of
Viclation and Proposed Imposition of Civil Penalty that is enclosed with this
letter.

The violation has been categorized at the appropriate severity level as
described in the General Policy and Procedure for NRC Enforcement Actions
(Appendix C to 10 CFR Part 2). After consultation with the Director of the
Office of Inspection and Enforcement, I have been authorized to issue the
enclosed Notice of Violation and Proposed Imposition of Civil Penalty in the
amount of Forty Thousand Dollars.

In your response to this letter, please follow the instructions in the Notice.
Your response should specifically address corrective actions you have taken or
plan to take to improve the effectiveness for ensuring that personnel access
control requ’ rements are met.

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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Commonwealth Edison Company 2 AUG 2 4 1983

Your written reply to this letcer and the Notice of Violation and the
findings of our continuing inspections of your activities will be considered
in determining whether further enforcement action is appropriate.

Areas examined during this inspection concern a subject matter which is
exempt from disclosure according to Section 73.21(c)(2) of Title 10, Code of
Federal Regulations. This information must be haudled and protected In
accordance with the provisions of 10 CFR 73.21. Consequently, our report of
this inspection and the Notice of Violation will not be placed in the Public
Document Room. In your reply to the Notice of Violation and Proposed
Imposition of Civil Penalty, you should place all safeguards information, as
defined in 10 CFR 73.21, cnly in enclosures so as to allow your letter to be
placed in the Public Document Room.

The response directed by this letter and the enclosed Notice are not subject
to the clearance procedures of the Office of Management and Budget as
requirsd by the Paperwork Reduction Act of 1980, PL 96-511.

Sincerely,

i
ames G. Kepple

J
Regional Administrator
Enclosures:
1. Notice of Violation and

Proposed Imposition of

Civil Penalty
2. Inspection Report

No. 50-295/83-12(DRMSP);

No. 50-304/83-12(DRMSP)
(UNCLASSIFIED SAFEGUARDS INFORMATION)
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Commonwealth Edison

One Fust Natonal Flaza. Chicago ihinos
Address Raply 1o Post Office Boa 767
Chicago. ilinois 60690

September 23, 1983

Mr. Richard C. DeYoung, Director
Office of Inspection and Enforcement
U.S. Nuclear Regulatory Commission
799 Roosevelt Road - Region III

Glen Ellyn, IL 60137

Subject: Zion Station units 1 and 2
Response to Inspection Report Nos.
50-255/83-12 and 50-304/83-12
NRC Docket Nos. 50-295 and 50-304

Reference (a): August 24, 1983, letter from J. G.
Keppler to J. J. O'Connor.

Dear Mr. DeYoung:

This letter is in response to the inspection conducted by Ms. G,
M. Christuffer and Mr. 8. W, Stapleton on June 20, 1983, of activities at
Zlon Station. Reference (a) indicated that certain activities appeared
to be in noncompliance with NRC requirements. The Commonwealth Edison
Company response to the Notice of violation and Proposed Imposition of
Civil Penalty is provided in the enclosure.

In accerdance with 10 CFR 2.205, Commonwealth Edison is
requesting full mitigation of the proposed penalty, based on certain
extenuating circumstances surrounding this event and our prompt reporting
and corrective action. Additional details including a discussinn wnich
addresses the factors contained in Section IV(B) of 10 CFR Par. 2,
Appendix C, is provided in the enclosure.

This document contains information regarding the security plan
for a nuclear generating station and must be safeguarded accordingly
while in your posession or destroyed in such a marner as to precludge the
information from reaching individuals who do not have a need to know.

To the best of my knowledge and belief the statements contained
herein and in the attachment are true and correct. In some respects
these statements are not based upon my personal knowledge but upon
information furnished by other Commonwealth Edison employees. Such
information has been reviewed in accoruince with Company practice and I
believe it to be reliable.
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R. C. DeYoung -2 - September 23, 1983

If you have any further guestions on this matter, please direct
them to thiz office.

very ly yours,

OJ L. Farrar

Director of Nuclear Licensing
Attachment

cc: J. G. Keppler, Region III

SUBSCRIBED AND SWORN to

eforp me this 'zzﬂc day

_s.#LmL_u_

7361N
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NOV 0 9 1983
Docket No. 50-295

50-304
EA 83.72

Commonwealth Edison Company

ATTN: Mr. Cordell Reed
Vice President

Post Office Box 767

Chicago, IL 60690

Gentlemen:

This refers to the letter dated September 23, 1983 from Commonwealth Edison
Company in response to the Notice of Violation and Proposed Imposition of
Civil Penalty sent to you with our letter dated August 24, 1983. Our letter
concerned the violation examined during a special ‘nspection conducted on
June 20, 1983 at the Zion Nuclear Power Station.

We have carefully considerec your response and note that you admit the viola-
tion occurred as described in the Notice of Violation and Proposed Imposition
of Civil Penalty. We have also given carefui consideration to your request
for mitigaticn of the proposed civil penalty and have concluded, for the
reasons given in the enclosed Order and its Appendix, that mitigation of the
penalty 1s not warranted. Accordingly, I am issuing the enclosed Order
z?posing)Civil Monetary Penalty in the amount nf Forty Thousand Dollars
40,000).

The items discussed in the Appendix to the Order contain information which

is exempt from disclosure acrording to Section 73.21(c)(2) of Title 10,

Code of Federal Regulations. This information must be handled and protected
in accordance with the provisions of 10 CFR 73.21. Consequentiy, the Appendix
and the attachment to your response will not be placed in the NRC's Public
Document Room,

Sincerely,

P 7
Al oeres
Richard Cf/ﬁi oung,ﬁﬂ?ractor

Office of InSpectict and Enforcement

Enclosures:
Order Imposing Civil Monetary Penalty

cc w/encls:
D.L. Farrar, Director of
Nuclear Licensing
K. L. Graesser, Station Superintendent
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In the matter of

COMMONWEALTH EDISON COMPANY
(Zion Nuclear Power Station)

Docket No. 50-295
50-305

N St S st S

EA 83-72
ORDER IMPOSING CIVIL MONETARY PENALTY
I

Commonwealth Edison Company (the “"licensee") is the holder of Operating
Licenses DPR-39 and DPR-48 (the "licenses") issued by the Nuclear Regulatory
Commission (the "Commission") which autnorize the licensee to operate the

Zion Nuclear Power Station in accordance with the conditions specified therein.
The licenses were issued on December 31, 1973 and September 17, 1974,

respectively.

11

A special inspection of the licensee's activities under the licenses was con-
ducted on June 20, 1983. As a result of this irspection, it appears that the
iicensee has not conducted its activities in full compliance with the conditions
of its licensas. A written Notice of Violation and Proposed imposition of

Civil Penalty was served upon the licensee by letter dated August 24, 1983.

The Notice states the nature of the vioiation, the requirements of the Commission
that the licensee had violated, and the amount of the civil penalty proposed.

An answer dated September 23, 1983 to the Notice of Violation and Proposed

Imposition of Civil Penalty was received from the licensee.
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Upon consideration of Commonwealth Edison Company's response and the statements
of fact, explanation, and argumen* for mit‘gation contained therein, as set
forth in the Appendix to this Order, the Director of the Office of Inspection
and Enforcement has determined that the penalty proposed for the violation
designated in the Notice of Violation and Proposed Imposition of Civil Penalty

should be imposed.

Iv

In view of the foregoing and pursuant to Section 234 of the Atomic Energy
Act of 1954, as amended (42 U.S.C. 2282, PL 96-295), and 10 CFR 2,205, IT
IS HEREBY ORDERED THAT:

The licensee pay a civil penalty in the amount of Forty Thousand
Dollars ($40,000) within thirty days of the date of this Order, by
check, draft, or money order, payable to the Treasurer of the

United States and mailed to the Director of the Office of Inspection
and Enforcement, USNRC, Washington, D.C. 20555.

The licensee may, within thirty days of the date of this Order, request a

hearing. A request for a hearing shall be addressed to the Director, Of ice
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of Inspection nd Enforcement. A copy of the hearing request shall also be
sent to the Executive Legal Director, USNRC, Washington, D.C. 20555. If a
hearing is requested, the Commission will issue an Order designating the time
and place of hearing. If the licensee fails to request a hearing within
thirty days of the date of this Order, the provisions of this Order shall be
effective without further proceedings and, if payment has not Leen made by
that time, the matter may be referred to the Attorney General for collection.
in the event the licensee requests a hcaring 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 the Notice of Violation and Proposed Imposition of Civil

Penalty referenced in Section Il above, and

(b) Whether on the basis of such violations this Order should be sustained.

FOR THE NUCLEAR REGULATORY COMMISSION

 J :
/l// f~——z
Richard C. ung, D¥rector

Office of Ihspection and Enforcement

Dated at Bethesda, Maryland
this 7. day of November 1983
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Appendix 1

SAFEGUARDS INFORMATION WITHHELD
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Appendix 2

Licensee's Response

The licensee admits that the violation occurred because the contractor did not
fully understand and properly implement the responsibilities for visitor escort.
However, the licensee argued that the civil penalty should not be imposed for
the following reasons:

(a) The contractor visitor posed no real threat to the facility. He had
been processed in the morning of the event as a valid visitor. This
included search, identification, and the fact that he was escorted
to his work area. This individual later satisfied all requirements
for unescorted access and was issued a picture badge.

(b) The contractor visitor was unescorted for only a short pericd of
time and in a limited area of the plant. He was accompanied by
picture-badged individuals on his return to the elevator leading
to the Radiation Protection Office, which was by a direct path
through the Turbine Building. His return to the vital area access
door, while unescorted, was also by a direct path and took only a
few moments.

(c) The violation existed a few minutes prior to being discovered by a
security guard. The incident was promptly reported within 24 hours
per the requirements of 10 CFR 73.71(cg. Immediate action taken upon
discovery was that the visitor was placed under escort control of the
guard.

(d) Prompi and extensive corrective action was taken as indicated in our
response to 10 CFR 2.201. These actions have been focused broadly
to the general area of concern. The new policies impact on all
personnel,

(e) As indicated in the Notice, similar (although not repeated items)
incidents were identified in inspections in July 1981, December
1982, and March 1983, Although ralated to access control, these
previous incidents did not involve unescorted visitor access. All
corrective action for these prior events were in place at the time
of this incident. To our knowledge our past corrective actions have
been acceptable to the NRC, and could not reasonably have been expected
to prevent the subject violation.

(f) This was an isolated occurrence of short duration.

Evaluation of Licensee Response

The staff has determined that the reasons given above do not provide an
adequate basis for remission or mitigation of the civil penalty. Evaluation
of the licensee's reasons rollow:
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Appendix 3

(a) The licensee permitted an unauthorized individual to enter the protected
area and a vital area. It is irrelevant that the individual later
satisfied all requirements for unescorted access and was issued a
picture badge. The staff does not agree that this later and fortuitous
development provides any justification for mitigating the propcsed
civil penalty.

(b) The contractor visitor was unescorted for a period of time in both
a protected and a vital area of the plant. The time that the individual
was unescorted was sufficient to allow the individual to pose a threat
to the facility. Although the visitor was at times accompanied by a
picture badged individual, the badged individual was not acting as
an escort and did not remair with the visitor the entire time the
visitor was in a vital area.

(c) The unescorted visitor telephonically contacted security to inform
them of the violation. It was not discovered by the security guard
and therefore cannot be considered licensee identified. Althouah you
did report the violation, because the event was not licensee-identified
mitigation for this factor is not warranted.

(d) The staff does not agree that the corrective actions taken by the
licensee were unusually prompt and extensive. The corrective
actions taken in response to the violation were limited to correcting
the specific deficiencies which the violetion revealed. Such
corrective action is expected for all violations and does not
constitute extensive corrective action for which mitigation of a
civil penalty is warranted,

(e) The civil penalty was not escalated because of previous similar
violations nor were any such incidents referenced in the Notice.
The enforcement policy does not provide for mitigation on the basis
of the absence of previous similar events,

(f) The violation of security requirements in this instance is itself
of sufficient seriousness to warrant imposition of the full civil
penalty proposed.
Conclusion
After carefully reviewing the licensee's request for mitigation of the proposed

civil penalty, we find no reasonable basis for modification of the enforcement
action.
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Commonweaith Edison

QOrie Firs! Natonal 2aza Ch‘cggo inQis
Adaress Reply 10 Post Office Box 767
Chicago. linnois 60690

December 7, 1943

Mr. R. C. DeYoung, Director

Office of Inspection and Enforcement
U.S. Nuclear Regulatory Commission
washington, D.C. 20555

Subject: Zion Station units 1 and 2
Response to I.E. Inspection Report
Nos. 50-295/83-12 and 50-304/83-12
NRC Docket Nos. 50-295 and 50-304

References (a): November 9, 1983, letter from R. C.
DeYoung to Cordell Reed.

(b): August 24, 1983, letter from J. G.
Keppler to J. J. 0'Connor.

Dear Mr. DuYoung:

In accordance with the Order of refeience (a), Commonwealth
Edison Company hereby remits tnhe amount of forty thousand dollars
($40,000) for the Civil Penalty imposed in connection with the
subject Inspection Report.

Please addrnss any questions you may have regarding this
matter to this sfficn.

Very truly yours,

(o (T

D. L. Farrar
Director of Nuclear Licensing

FGL/1m

cc: J. G. Keppler

7738N

1.A-88



<0 sTa Teg

Pt UNITED STATES

3 P,‘ NUCLEAR REGULATORY COMMISSION
) ¥ e REGION II
. g 101 MARIETTA ST NW.. SUITE 2100
" 5, {f ATLANTA, GEORGIA 30303
o
Fraat
JUN 3 1983

Duke Power Company

ATTN: Mr. H. B. Tucker, Vice President
Nuclear Production Department

422 South Church Street

Charlotte, NC 28242

Gentlemen:

SUBJECT: PROPUSED CIVIL PENALTIES: EA 83-41
(REFERENCE INSPECTION REPORT NOS. 50-269/83-11, 50-270/83-11, AND
50-287/83-11)

A special inspection was conducted by NRC Region Il inspectors on March 17-28,
1983, to determine the circumstances leading to two apparent violations of
Technical Specification (TS) Limiting Conditions for Operation (LCO). The
findings from this inspection were discussed at ar Enforcement Conference held in
the Region II office on March 23, 1983. At that meeting, the Regional
Adninistrator related NRC safety concerns to Duke Power Company management. The
chronology of events and the violation identified are presented in the enclosed
Notice of Violation and Proposed Imposition of Civil Penalties.

The inspection findings indicate that on March 17, 1983, a test valve on the
Oconee Unit 3 reactor building emergency air lock was found to have been left
open, apparently after the performance of an NRC required surveillance conducted
on December 17, 1982. The test valve should have been closed when the surveil-
lance was completed. This failure, combined with a leaking equalization valve
for the inner hatch, provided a pathway for air flow from the reactor building to
the environment. Meticulous attention to maintaining the operability of the
containment system is both necessary and required. The integrity of containment
systems is a vital part of the engineered safety systems designed to protect the
public in event of an accident. NUREG-0737 suggests that one means of ensuring
operability of engineered safety systems is to provide independent verification
of cperability by persons other than those who performed work on such & system.
In this case, this check of operability was not performed nor was it required as
a part of the procedure.

The inspection findings also indicate that the Oconee facility's compliance with
the requirements of an NRC Confirmatory Order dated July 10, 1981, was inade-
quate. That Confirmatory Order confirmed a Duke Power Company (DPC) commitment
to review and revise procedures to ensure operability of systems after perform-
ance of maintenance. A similar failure, involving inadequate restoration of
containment integrity in March 1982, due to the lack of procedures requiring

CERTIFIED MAIL
RETURN RECEIPT REGUESTED

1.A-89



Duke Power Company 2

independent verification of operability, led to the imposition of a civil

penalty by NRC Order dated October 12, 1982. In the letter transmitting that
Order, the Director, Office of Inspection and Enforcement, asked DPC to reexamine
its program for independent verification of correct performance of operating
activities to ensure that verifications were performed in accordance with
paragraph 1.C.6 of NUREG-0737. Duke Power Company's actions ir response to this
request to reexamine its commitments to the NRC failed to prevent the violations
of containment integrity addressed in the enclosed Notice of Violation.

In addition to the March 17, 1983 event, on March 21, 1983, the emergency air
lock inner door on Oconee Unit 1 was founc to be cracked open. In this case,
hewever, no direct leakage pathway existed for air Lo flow from the reactor
containment to the environment. It appears that inadequate training and poor
conmunications between the perscnnel involved contributed to this second exampie
of a breach of containment integrity. The procedure that appiied tc this
situation was inadequate in that, despite local and remote (control room)
indication that the inner door was open, operating and maintenance personnel
failed to recognize the unsatisfactory condition. It appears, once again, that
the basic cause was a failure to provide a satisfactory method of verifying
operability of the system after maintenance.

The NRC attaches importance to comprehensive licensee programs for detection,
correction, and reporting of problems that may constitute, or lead to, violation
of regulatory requirements. We are concerne. about the violations themselves;
however, the violations take on more sigificance because: (1) you have a prior
history of similar violations with the same causal factor; (2) you had prior
notice of probiems of a similar nature and failed to take effective actions to
avoid future occurrences; and (3) you clearly had sufficient information
available sc you should have known these violations existed. The violations have
been categorized as Severity Level III (Supplement I) pursuant to the NRC
Enforcement Policy published in the Fegeral Register, 47 FR 9987 (March 9, 1882).

For the reasons stated in the Notice of Violation and Proposec Imposition of
Civil Penalties, we have concluded that a total penalty of One Hundred anc Eighty
Thousand Dollars should be assessed. Each Severity Level II] base penalty has
been increased by 25 percent for failure to adequately implement corrective
action for a prior similar problem. An additional 25 percent has been applied
because prior notice of this problem had been given to DFC by NUREG-0737, at an
enforcement conference on May 21, 1982, and in our Order Imposing Civil Monetary
Penalties dated October 12, 1982. The resultant penalty for each violation is,
therefore, Sixty Thousand Dollars.

After consultation with the Director of the Office of Inspection and Enforcement,
I have been authorized to issue the enclosed Notice of Violation and Proposed
Imposition of Civil Penalties in the cumulative amount of One Hundred and Eighty
Thousand Dollars as set forth in the Notice enclosed with this letter. You are
required to responag to the Notice and should foljiow the instructions specifiec
therein when preparing your response. Your reply to this letter and the results
of future inspecticns will be considered in determining whether further action is
appropriate.
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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, PL 96-511.

Sincerely,

Lt ANt

James P. 0'Peilly (4
Regional Administrator

Enclosure:
Notice of Violation and
Proposed Imposition of Civil Penalties

cc w/encl:
J. Ed Smith, Station Manager
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NGTICE OF VIOLATION
AND
PROPOSED IMPOSITION OF CIVIL PENALTIES

Ouke Power Company Docket Nos. 50-269 & 50-287
Oconee Units 1 and 3 License Nos. DPR-38 & DPR-55
EA 83-41

On March 17, i983, the licensee initiated & periodic test procedure to perfuwu
the quarterly surveillance of the Unit 3 reactor building emergency air lock.
During a pre-surveillance radiation survey, an alert Radiation Protection
Technician detected . : odor he recognized as typical of the inside of the reactor
building. Subsequently, it was discovered that the source of the odor was 2
3/8=inch test line on which the isolation valve was found to be open. This valve,
in conjunction with @ leaking inner hatch equalizing valve, provided a flowpath
from the containment to the outside atmo-zphere. The valve had apparently been
open since the leak rate surveillance had last been performed on Cecember 17,
1982. The shift supervisor promptly closed the valve when informed of the
improper condition.

On March 21, 1983, oncoming shift control room personnel noticed an "open"
indicator light was on for the inner hatch of the Unit 1 emergency air lock. This
condition was visually checked at the hatch and the inner door was found to be
partly open, and was prompt!y closed. Subsequent investigation indicated that it
had been left cracked open after the performance of & surveillance procedure on
March 17, 1983. No pathway existed to the environment in this second event.

Both of these violations of NRC requirements can be attributed to ‘{nacequate
procedures to ensure that systems were restored to operability after maintenance
or other activities affecting the system were performed.

In the first case, on Unit 3, the procedure ended without the instructions for
aligning system valves to the proper position. In the event involving the Unit 1
emergency air lock, inadeguate instructions we-e provided to personnel performing
the work. The operation of the door mechanism was not clearly understood by
those manipulating it and the significance of the indicating light, both at the
door itseif and at the remote indicator in the control room, was not understood.

The need for independent verification has been brought to the attention of Duke
Power Company (DPC) by the ¥RC ir. NUREG-0585 and NUREG-G737, issued ‘n November
1979 and November 1980, respectiveiy, as a result of lessons learned from the
Three Mile Island accident. Both recommended that licensee's procedures “be
reviewed and revised, as necessary, to assure an effective system of verifying
the correct performance of operating activities is provided as a means of
reducing human errors." Both documents specifically referred to "human verifi-
cation of operations and maintenance independent of the people performing

the activity" (emphasis added).
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These provisions have been the subject of extensive NRC/licensee correspondence
over the past two and one-half years and of a Confirmatory Order issued on
July 10 1981.

On October 12, 1982, the NiC issued an order imposing a civil penalty of Forty-
Four Thousand Dollars for a similar event involving a breach of containment
inteqrity. The attention of DPC was airected at that time to a review of
procedures to ensure safe operation anc restoration of operability after the
perforrmance of maintenance.

The NRC inspection, conducted by the Resident Inspectors on March 17-28, 1983,
confirmed the violations in items A ancd B below. These violations show that the
licensee, despite prior notice and previous similar violations, has failed to
provide an effective means of verification of operability of important safety
systems as required.

To emphasize the need for significant improvements with respect tc the adequacy
of procedures and verification of safety system operability, the Nuclear Regule~
tory Commission proposes to impose civil penalties in the cumulative amount of
One Hundred and Eighty Thousand Dollars for this matter. In accordance with the
NRC Enforcement Policy, 47 FR 9987 (10 CFR Part Z, Appendix C) (March 9, 1982),
and pursuant to Section 234 of the Atomic Energy Act of 1954, as amended ("Act"),
42 U.S.C. 2282, PL 96-295, and 10 CFR 2.205, the particular violations and
associated civil penalties are set forth below:

A. Technical Specification 3.6.]1 requi-es that containment integrity be main-
tained whenever reactor coolant system (RCS) pressure is greater than
300 psig and temperature ‘: creater than 200°F.

Technical Specificatior . ~.: cefines containment integrity, as related to
the emergency hatch, tc « .. only when both doors are closec and sealed
except during refueling . :ersonnel passage through the hatch.

1. Contrary to the above, on March 17, 1983, a test valve was open on
Unit 3 emergency hatch, effectively defeating the ciosing and seal of
the outer hatch door. The urit was operating with reactor coolant
pressure at greater than 500 psig anc temperature greater than 200°F.

This is a Severity Level III violation (Supplement I)
(Civil Penalty - $60,000)

2. Contrary to the above, on March 21, 1983, the inner door on Unit 1
emernency hatch was open. The unit wes operating with reactor coolant
system pressure greater than 300 psi¢ anc temperature greater than
200°F .

This is a Severity Level III vioiation (Suppiement 1)
(Civil Penalty - $60,000).
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The licensee was issued an immediately effective order confirming licensee
commitments on post-TMI related issues dated July 10, 1981. This Orde-
stated,

"It is hereby orderer effective immediately that the licensee shall
comply with the following conditions:

The licensee shall satisfy the specific requirements described in the
attachment te this order (as appropriate to the licensee's facilities)
as early as practicable but nc later than 30 days after the effective
date of the Order.”

The Order referred to and incorporated the licensee's submittal dated
December 15, 1980, which committed to complete each of the actions specified
in the Attachment to the Order. Attachment Item 1.C.6, Correct Performance
of Operating Activities, states that procedures would be reviewed and
revised to verify correct performance of operatin, activities by January 1,
1981.

Contrary to the above, after January 1, 1981, procedures had not been
reviewed and revised to assure the correct performance of operating
activities as evidenced by the violations of required contairment integrity
on Oconee Unit: 1 and 3 as described in Item A of this notice.

This is a Severity Level III Violation (Supplement I)
(Civii Penalty - $60,000).

Pursuant to the provisions of 10 CFR 2.201, Duke Power Company is hereby requirec
to submit to the Director, Office of Inspectizn and Enforcement, U.S. Nuclear
Regulatory Commission, Washington, DC 20555, and a copy to the Regional
Administrator, U.S. Nuclear Regulatory Commission, Region II, within 30 day< ¢~
the date of this Notice, a written statement or explanation including for eac:
alleged violation: (1) admission or denial of the alleged violation; (2) the
reasons for the violation, if admitted; (3) the corrective steps which have beer
taken and the results achieved; (4) the corrective steps which will be taken to
avoid further violations; and (5) the cate when full compliance will be achievea.
Consideration may be given to extending the response time for good cause shown.
Under the authority of Sectior 182 of the Act, 4Z 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, Duke Power Company may pay the civil penalties in the cumulative amount of
$180,000 or may protest imposition of the civil penalties in whoie or in part by
a written answer. Should Duke Power Company fail to answer within the time
specified, the Director, Office of Inspection and Enforcement, will issue an
Order imposing the civil penalties proposed above. Should Duke Power Company
elect to file an answer in accordance with 10 CFR 2.205 protesting the civil
penalties, such answer may: (1) deny the violations listed in the Notice, in
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whole or in part; (2) demonstrate extenuatirg circumstances; (3) show error in
this Notice; or (4) show other reasons wry the penalties

should not be imposed. In addition to protesting the civil penalties, in whole or
in part, such answer may reguest remission or mitigation of the penalites. In
requesting mitigation of the proposed penalties, the five factors contained in
Section IV(B) of 10 CFR Part 2, Appendix C should be addressed. Any written
answer in accordance with 1C CFR £.205 should be set forth separately from the
statement or explanation in reply pursuant to 10 CFR 2.201, but may incorporate
statements or explanations by specific reference (e.g., citing page and paragraph
numbers) to avoid repetition. Duke Power Company's attention is directed to the
other provisions of 10 CFR 2.205, regarding the procedures for imposing a civil
penalty

Upon failure to pay any civil penalty due, which has been subsequently determined
in accordance with the applicable provisions of 10 CFR 2.205, this matter may be
referred to the Attorney General, ancd 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.

FOR THE NUCLEAR REGULATORY COMMISSION

=3

LK N

James P. O'Reilly
Regicnal Administrator

Datec in Atlanta, Georgia
tr‘,‘;z:ay of June 1983
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DukeE POwWER COMPANY
P.O. BOX 33189
CHARLOTTE, N.C. 28242

HAL B. TUCKER TELEPHONE
VIUE PRESIDENT (704) 373-480

NUCLEAK PRODUCTION Ju ly ! . | 983

Director

Office of Inspection and Enforcement
U. S. Nuclear Regulatory Commission
Washington, D. C. 20555

Subject: Oconee Nuclesr Station
Docket Nos. 50-269, -270, -287

Dear Sir:

By letter dated June 2, 1983, the NRC transmitted a Notice of Violation and
Proposed Imposition of Civil Penalties for violations reported in Inspection
Reports 50-269/83~11, 50-270/83-11, and 50-287/83-i1. This letter coutains

the Duke Power Company -esponse to both of these documents. A summary response
to the Notice of Violaticn is provided in the following paragraphs with additional
details provided in Attachment 1. Also included herein is a summary discussion
of the corrective 2ctions that Duke took following the air lock incidents with
additional details provided in Attachments 2 and 3. Duke is also providing
comment on the manner in which the Eanforcement Policy has been implemented by
the NRC in this matter. Finally, Duke is providing a response to the proposed
civil penalty with additional details in Attaciment 4.

Within the Notice of Violation, the NRC asserts in Viclation A that two incidents
related to conta‘nment air locks occurred which were the result of failure to
implemeut the requirements of WUREG-0737, Item I1.C.6, "Guidance on Procedures
for Verifying Cerrect Performance of Operating Activities', into procedures.
Duke Power admits that the incidents occurred; however, Duke denies that their
occurrence was caused by a lack of implementation of independent verification

as asserted by the Staff. The first incident was caused by an inadequate test
procedure which failed to contain instructions to close the test valve upon
completion of the test. The second incident was caused by inadequate procedure=
and instructions on the operation of the air lock doors and failure of Control
Room personnel to effectively evaluate the alarm. These two incidents were
unrelated to independent verification of the actions taken. Furthermore, these
inciden.s were only violations of the Technical Specification definition of
containment integrity and did not constitute physical breach of containment.

The NRC asserts in Item B of the Notice of Violation that Duke Pcwer had not
reviewed procedures to assure correct performanceof operating activities as
required by NUREG-0737, Item I.C.6 and NRC Confirmatory Order dated July 10,
1981. Duke maintains that the record in this area does not support the NRC
assertion and denies this violation in total. As early as May 1979, Oconee
personnel recognized the need for independent verification and started then

to implement a program. The station directive which implements independent
verification was initially established in February 1980. The NRC in Inspection
Report 50-269/81-10, 50-270/81-10 and 50-287/81-10 dated May 10, 1981 and in

an NRC letter dated November 2, 1981 reviewed and found this program to be
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acceptable for implementation of I.C.6. To assert now that this program is
not in compliance is wholly unjustified. Details supporting our position on
these violations are provided in Attachment 1.

Following these two air lock inciden*s, Duke took rompt and aggressive action
in several areas. These actions were discussed in detail with the NRC Staff,
and detailed sritten information was provided to the NRC Staff well before the
Notice was issued. However, the Notice fails to acknowledge either the actions
taken or the communications. These corrective actions were designed to address
the specific causes of each incident as well as to review operating activities
at Oconee. The review of procedures was expanded from those affecting only
containment to include operating activities of the entire station. Further,
the process by which station modifications are designed and processed was
reviewed. Also, ~tation directives were reviewed to assure compliance with
applicable regulations and corporate requirements. Finally, Duke establiched

a Management Audit Te-= to specifically review operational activities at ail

of our nuclear stat ons. Additional discussions of these areas are provided in
Attachment 2 a.d in a copy of our letter dated April 29, 1983 (Attachment 3).

The Staff aliudes to an incident which occurred in March 1982 for which a
previous civil penalty was imposed. That incident was a result of a personnel
error in that a test~tee cap was not replaced on an instrument line following
surveillance. Although the surveillance program had been very successful in

the Instrumentation and Electrical (I&E) area in returning thousands of components
successfully back to service, a personnel error created the incident wherein an
instrument test-tee cap on a Reactor Building pressure switch was not reinstalled
following testing. This resulted in procedural upgrades to properly identify
those specific items required to be executed and verified to assure proper

return to service of the componeuts. Following a Station Manager requested

QA avdit in mid-1982, additional procedural improvements were made. These
included minor clarifications of actions necessary to assure proper removal

or return to service. The corrective actions recently taken are different

than those that were indicated necessary by this earlier incident.

The NRC letter of June 2, 1983 proposing civil penalty asserts that these actions
were insufficient in that actions should have been taken that would have prevented
the two incidents related to the containment air locks. On the contrary, based

on the fact that the program Duke had in place to implement independent verifica-
tion had been found by the NRC to be acceptable, the fact that the test-tee cap
incident was limited to testing of instrumentation, and that all other mechanical
and electrical systems were being independently verified, no further corrective
actions were warranted. In fact, the review of procedures that was conducted
following the air lock incidents identified only nine procedures of approximately
2,500 in place on January 1, 1981 where implementation of independent verification
appeared to be deficient. The three operations procedures relate to electrical
power distribution. Five of the six performance procedures relate to containment
air locks; the sixth dealt with electrical penetrations. These procedures were
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not originally considered to be covered by our interpretation of independent
verification as confirmed by NRC acceptance of Station Directive 4.2.5. The
original station directive addressing independent verification, which was
reviewed and found acceptable by the NRC, did not include operations associated
with air lock doors. Considering the number of procedures involved and the
fact that only nine procedures warranted changes, and that the causal factors
in none of the incidents resulted from lack of independent verification, Duke
does not cousider that the Staff assertion of insufficient corrective actions
is justified.

Duke believes that a misunderstanding of the facts exists and NRC has reached
incorrect conclusions as a result. However, even assuming the facts were as
tne NRC represents them to be, the NRC has misapplied its Enforcement Policy
with respect to the facts. First, the Staff has deviated significantly from
its past practice of identifying the underlying cause of an alleged violation
and assessinug a civil penalty based on that underlying cause. Second, the
Staff improperly increased the base :ivil penalties in this case. Third, the
alleged violations were miscategorized as Severity Level III. Lastly, the
civil penalty proposed in this enforcement action is inconsistent with that
proposed in a previous analogous enforcement action. Therefore, we respectfully
urge that the proposed civil penalty be mitigated as set forth in Attachment &
to this letter,

The Enforcement Policy is designed to assure that the Staff and licensee focus
on the underlying causes of alleged violations. In this regard, the Policy
states as follows:

[T]o emphasize the focus on the fundamenta. underlying causes of

a problem for which enforcement action appears to be warranted, the
cumulative total for all violations which contributed to or were
unavoidable consequences of that problem will generally be based
on the amount shown in [the Table of Base Civil Penalties), as
adjusted.’

In previous enforcement actions the Staff has generally applied this provision

by identifying the underlying area of concern (e.g., failure to follow procedures,
management weakness, or programmatic weakness), identifying the alleged violations
of NRC requirements resulting from the underlying area of concern, and proposing
a cumulative civil penalty derived from Table 1A and 1B of the Enforcement Policy.
Importantly, the cumulative civil penalty has been distributed among each of the
specific violations linked to the specific area of concern.

! 47 Federal Register at 9992.
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For example, on March 29, 1983, the Staff proposed a $40,000 civil penalty
against Philadelphia Electric for alleged violations of three plant Technical
Specifications governing radiation protection at Peach Bottom. The Staff
identified s~ven specific alleged violations of plant procedures, all of
which according to the NRC stemwed from the same problem area, viz., the need
for increased management attention in th2 implementation of the licensee's
radiation protection program and an apparent lack of commitment by statioun
personnel to adherence to radiation protection requirements. Because the
alleged viclations stemmed from the same problem a.ea, a single civil penalty
of $40,000 (derived from Table 1A and Table 1B) was assessed for all seven

of the alleged violations. ?

Similarly, in another enforcement action involving the Nebraska Public Power
District, the NRC Staff imposed a single civil penalty for three alleged
material false statements (as opposed to imposing a separate civil penalty

for each of three material false statements) upon concluding that the three
statemente were the result of a single underlying preblem. In doing so, the
Staff expressly recognized that the Enforcement Policy "provides that a single
cumulative civil penalty will generally be assessed for similar violations
stemming from the same fundamental cause."

The civil penalty proposed against Duke in this case is inconsistent with these
prior enforcement actions and with the Enforcement Policy itself. VFirst, the
NRC Staff identified (erroneously we believe) a single underlying cause for

both violations, viz., failure to provide a satisfactory method of verifying
operability of a system after maintenance. However rather than proposing a
single cumulative civil penalty for the two violatiuns stemming from this
underlying problem, it proposed a single civil penalty for each of the violations.
Moreover, it then proposed a separate, additional civil penalty for the under-
lying problem itself. At bottom, this treatment nf the alleged violations marks
a radical departure from prior applications of the Enforcement Policy and is
inconsistent with the overall thrust of that policy.

Second, Duke Power Company believes that the NRC Staff improperly increased

the base civil penalty for each of the three alleged violations it identified.
Specifically, the Enforcement Policy provides that a base civil penalty may be
increased by 25 percent for failure to implement previous corrective action

and for prior notice of similar events. While we recognize that the Staff
believes (again erroneously) that Duke failed to implement corrective action,
the NRC did far move than increase the base civil penalty by 25 percent for each

? gee Philadelphia Electric Co. (Peach Bottom Atomic Power Station, Units 2
and 3); Docket Nos. 50-277, 50-278; EA No. 82-7; March 29, 1983 Notice of
Violation and Proposed Imposition of Civil Penaltios.

' February 18, 1983 letter from Richard C. DeYoung, Office of Inspection
and Enforcement, U. S. Nuclear Regulatory Commissi<n to Mr. C. Jones,
Assistant General Manager, Nebraska Public Power District at 1.
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of the alleged violations in this case. It also propcsed an entirely separate
civil penalty for Duke's alleged failure to implement such action. No basis
is given in the Notice of Violation of Proposed Imposi*ion of Civil Penalties
to justify what amounts to thi. double escalation of the base civil penalty
for each of the alleged violations.

Similarly, no justification is provided for increasing the base civil penalty

for each of the alleged violations by an additionzl 25 percent for prior notice
of similar events. First, the Enforcement Policy defines prior notice of similar
events as "prior knowledge of a problem as a result of a licensee audit, or
specific NRC or industry notification, and ([failure] to take effective preventive
steps.” Two of the three bases relied upon by the Staff in its proposed action
against Duke clearly fall outside this definition. They include the enforcemert
conference and the Order Imposing Civil Moretary Penalties referenced in the
Staff's June 2, 193 latter, both of which (if relevant to this enforcement
action) should fall within enforcement history and not prior notice of similar
events,

Second, the Staff has not justified its reliance on NUREG-0737 as a basis for
applying the additional 25 percent step-up for prior notice of similar events.
As indicated above, an entirely separate civil penalty was proposed for what
the Staff believed was Duke's failure to satisfy TMI-related issues. Again,
no basis is given to justify this multiple increase in the proposed civil
penalty.

Duke next believes that the Staff mischaracterized the alleged violations in

this case as Severity Level III. In fact, the alleged violations should have
been characterized as Severity Level IV in that they have minimal, if not minor,
safety significance. The basis of this conclusion is provided in the attachments
of this letter.

Finally, the proposed civil penalty in this case is simply inconsistent with
another civil penalty proposed only eleven days later by Region I against
Philadelphia Electric. In that proceeding, the Staff proposed a $40,000 civil

{ malty for a three day breach of containment. The alleged violation occurred
following the alleged failure of a technician to properly implement surveillance
test procedure, thereby negating an administrative control in that procedure
which required an independent verification to assure that affected equipment

was returned to normal configuration. As the Staff recognized, this was the
second failure of Philadelphia Electric to maintain primary containment integrity
resulting from a failure to follow procedures, and it was the second civil
penalty since March 29, 1983 propesed as a result.

We can find nothing in the record to justify the totally inconeistent approaches

towards virtually identical alleged violations of NRC requirements in these

two cases. We recognize that every eanfcrcement action depends on the factual
‘'+pations raised by the Staff and that the Staff has the discretion to tailor
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its proposed enforcement action to the facts in each case. However, Duke
believes that in its case the Staff has adopted an enforcement posture
totally at odds with both its past practices and the express language of
the Euforcement Policy. Our view, we believe, is confirmed by the June 13
enforcement action taken against Philadelphia Ele:tric. Accordingly, as

a matter of law, we respectfully request that the proposed civil penalty
be mitigated as set forth in Attachment 4.

In addition to the previous concerns stated, Duke would like to address the

tone and character of the NRC letter proposing the civil penalty. The purpose
of our conference on April 19, 1983 with the NRC and our submittal of April 29,
1983 was to present all the relevant facts. In this case, the NRC simply

did not acknowledge these actions that were taken. Duke considers itself

to be one of the most responsive and capable nuclear utilities in the country,
and as such, is most disturbed by the NRC charges of failure to meet commitments
and to take effective corrective action. The NRC has stated:

1. [Y]ou have a prior history of similar violations with “he
same causal factor.

2. [Y]ou had prior notine of problems of a similar nature and
failed to take effective actions to avoid tuture occurrences.

3. [Y]ou clearly ha' sufficient information available so you
should have known these vicolations existed.

The incident related to a missing test-tee cap which resulted in a civil penalty
in 1982 was not at all related to the recent emergency air lock incidents. They
were the results of different causes and required different corrective actions

to prevent recurrence. To characterize these events under the umbrella require-
ment of independent verification is totally unfounded and indicative of a lack

of cogent definition of acceptable independent verification by the NRC. It,
taken together with the proposed enforcement action against Philadeiphia (llectric,
also is another example of the lack of consistency in the NRC's applicaticn of
its Enforcement Policy.

Duke would like to specifically address three points made by the NRC on page 2

of the letter proposing civil penalty. First, contrary to the NRC's assertions,
the histories of containment violations were not results of the same causal

factor. A detailed investigation of each incident resulted in different

corrective actions. In the March 1982 event, specific steps were added to
instrument procedures to assure complete restoration. At the time of the incident,
a total review of all station procedures was not considered warranted. Following
the first air lock incident, procedures for dissemination of completed modificat.on
information were revised to provide a brcader scope of procedure review. In the
second air lock incident, the controlling procedures for all air lock surveillance
were revised. The causal factor here was inadequate personnel training. Independent
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verification by the other personnel at the air lock and by Control Room
operators was ineffective. Based cn a review of approximately 2,500 station
procedures, a total of only nine required some change to incorporcte independent
verification.

Second, with respect to the prior notice of problems of a similar nature,
Duke's position is that the prior incidents alluded to by the Staff were nst
of a similar nature. Each was responded to in an aggressive manner that
addressed the specific causes of each incident. 1In view of the acceptable
reviews that had been previously completed by both Duk2 and the NRC, r> other
act’ons beyond review of instrument procedures were considered necessary.

And third, contrary to the NR(C's allegations, sufficient information was no.
available to kaow that these violations existed prior to their discoveries.
Air lock testing is cond.cted routinely every three months on all three units.
The personnel involved in these two incidents had previously completed the
testing satisfactorily several times and the routine testing has been reviewed
by the NRC Resident Inspector. In the first incident, the valve that was open
has no remote indication and is only operated during test. In the second
incident, the Control Room indications were considered to be invalid as door
"open" indications ~ere noted during a 60 psi air test when the doors were
known to be shut. A work request was written to check the indication and the
alarm was tagged out of service. As soon as the incidents were discovered

by Duke personnel, prompt and »ggressive actions ' :re taken. The results of
the reviews conducted indicated that these incidents were isolated events and
were not indicative of programmatic failures. Duke would also point out that
these points were specifically addressed in the enforcement conference and in
our April 29, 1983 letter Based on the above discussion, Duke believes that
the specific language quoted above is not justified.

In this proposed civil penalty the NRC is regulating by reviewing adequacy

of implementation after the fact, and has essentially stated that all previoun
reviews of independent verification and applicable station documents are invalid
because incidents occurred that should have been prevented by proper implementa-
tion of independent verification. The stated intended purpose cf Action Plan

Item I.C.6 is to reduce human error and to improve the quality of normal operations.
It was never intended, and in a practical manner it is impossible, to achieve

zero human errors. To propose a civil penalty in this case based on two incidents
of minimal safety significance and alleged improper implementation of independent
verification ie wholly unjustified and is not baced on explicit review of the
pertinent events.

In conclusion, Duke discovered each incident, took immediate corrective measures,
and developed and executed a multi-point program to determine fundamental causes.
Duke Power admits alleged Violation A, but denies that bases exist for the
escalation of both ite s of Violation A and denies wholly Violation B and its
escalation. Duke Power considers that the incidents that occurred were of
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minimal safety significance and we. e not the result of lack of independent
verification. Duke also considers that the requirements of Action Plan Item
I1.C.6 were correctly implemented and previously found acceptable by the NRC.

Finally, Duke considers that detailed information on prompt aggressive corrective
actions taken by Duke and presented to Region II on April 19, 1982 and by letter
dated April 29, 1983 was not included in the NRC review associated with these
alleged violations. Duke objects to the proposed civil penality on the basis
that it is unjustified. Duke also objects to the NRC characterization cof the
actions that have been taken in response to these and other incidents and
recommends that the NRC statements be revised or modified to eliminate inappro-
priate interpretation of the facts and to accurately reflect all information
relevant in this matter. This relevant information includes at a minimum the
previous NRC .pproval of the Oconee independent verification program as well

as the significant actions that were properly taken following the March 1983

air lock incidents. Duke requests that the proposed civil penalty be fully
rescinded.

Very truly yours,

Hal B. Tucker
RLG/php
Attachments (&)

cc: Mr. James P. 0'Reilly, Regional Administrator
U. S. Nuclear Regulatory Commission
Region II
101 Marietta Street, NW, Suite 2900
Atlanta, Georgia 30303

Mr. J. C. Bryant
NRC Resident Inspector
Oconee Nuclear Station

Mr. John F. Suermann

Office of Nuclear Reactor Regulation
U. S. Nuclear Regulatory Commission
Washington, D. C. 20555
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Attachment 1

Duke Power Company
Oconee Nuclear Station
Response to Notice of Violation
1IE Inspection Report 50-269/83-11, 50-270/83-11, 50-287/83-11

Violation A, Technical Specitication 3.6.1 requires that containment integrity
be maintaired whenever reactor coolant system {(RCS) pressure is
greater than 300 psig and temperature is greater than 200°F.

Technical Specification 1.7.a defines containment integrity, as
related to the emergency hatch, to exist only when bothk doors
are closed and sealed except during refueling or personnel
passage through tne hatch.

1. Contrary to the above, on March 17, 1983, a test valve
was open on Unit 3 emergency hatch, effectively defeating
the closing and seal of the outer hatch door. The unit
was operating with reactor coolant pressure at greater
than 500 psig and temperature greater than 200°F.

This is a Severity Level III violation (Supplement I)
(Civil Penalty - $60,000)

2. Contrary to the above, on March 21, 1983, the inner door
cn Unit 1 emergency hatch was open. The unit was operating
with reactor coclant system pressure greater than 300 psig
and temperature greater than 200°F.

This is a Severity Level III violation (Supplement I)
(Civil Penalty - $60,000)

Response to Viola*ion Al

1) The alleged violation is admitted.

2) The reasons for the violation were as reported in Licensee
Event Report RO-287/83-04 dated April 15, 1983 and in a
suppiemental letter from H. B. Tucker (Duke Power Company)
to J. P. O'Reilly (NRC/Region II) dated April 29, 1983.

On March 17, 1983 at 0200, while preparing to perform

the quarterly Reactor Building (RB) Emergency Lock Leak

Rate Test, Oconee personnel discovered that air was leaking
from the Unit 3 RB Emergency Personnel Air Lock Hatch (EPAL)
pressurization connection valve. The valve does not

connect into the Reactor Bui ding but into the EPAL.

The valve is a containment isolation valve but was found

to be open. The cause of this occurrence was personnel
error. In July 1981, a modification added the subject
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valve on the 3/4 inch line extending fron the Emergency
Air Lock outside end. In the process of modification
review, one step is to check for necessary p..cedure
changes. The procedure for the l.eak Rate Test on the
EPAL was not changed to specifically in~lude the valve.
The procedure stated to "pressurize the hatch volume",
requiring the pressurization valve fo be opened. The
procedure stated "remove test equipment", for which

in past *tests the pressurization valve was closed. 1In
this case, the valve was left cpen.

The cause of this event was the failure to review and
revise the controlling test procedure following the
modificatrion to add the pressurization connection valve.
This conclusion on cause is consistent with that reported
by the NRC Resident Inspector in Inspection Keport
50-269/83-11, 50-270/83-11, 50-287/83-11. While it is
agreed that a violation of the Technical Specification
addressing containaent integrity occurred, the safety
significance was minimal. The NRC's conclusion that
independent verification on the procedure would have
prevented the incident is unjustified. Unless the
specific valve was listed on the procedures. indepcudent
verification would not have prevented the incident.

Upon discovery, the pressurization valve was closed.

The RB Emergency Lock Leak Rate Test was successfully
completed on March 17, 1983. Units 1 ard 2 pressurization
valves were verified closed. Revisions have been made

to the procedures for the Leak Rate Test and the O-ring
Test for emergency and personnel hatches. These changes
require a procedural step to close the pressurization
valve upon test completion and to independently verify

the valve closed. Personnel involved have been counseled
concerning their errors.

Additional corrective actions taken included the review

of procedures affecting activities of the entire station;

the review of the process by which station modifications

are designed and processed; the review of station directives
to assure compliance with applicable regulations and corporate
requirements. Additionally, a Management Audit Team was
established to specifically review operational activities

at all of our nuclear stations. Details of these additional
actions are provided in Attachment 2.

No further corrective actions are deemed necessary.

Full compliance was achieved March 17, 1983 upon closure
of the pressurization valve at the completion of the test.

Q=
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Response to Violation A2

1) The alleged violation is admitted.

2) The reasons for the violation were as reported in
Licensee Event Report RO-269/83-10 dated April 15,
1983 and in a supplemental letter from H. B. Tucker
(Duke Power Company) to J. P, O'Reilly (NRC, Regio: II)
dated April 29, 1983.

The Unit 1 incident occurred when plant technicians
entered the Emergency Personnel Air Lock through the
outer door to perform the Reactor Building Emergency
Local Leak Rate Test. After completing testing and
leaving the emergency hatch area through the outer
docr, the outer hatch door was closed and due to
personnel error the inner hatch door wezs inadvertently
opened. During the performance of the test as well

as after, the emergency hatch inner/outer door open
statalarm in the Control Room was actuated. At the
time of the incident, the statalarm was considered

by the Control Room operators to be inoperable because
the statalarm waz on when both doors were known to

be closed and the hatch was pressurized to approximately
60 psig. Therefore, a work request was written to have
it checked. As a result, upon completion of the Air
Lock Test, the operators did not acknowladge that the
air lock had noct been returned to normal. They failed
to effectively follow up on the indication even though
a substantial amount of trouble-shooting was conducted
by maintenance personnel. At approximately 0930 on
March 21, 1983 operations personnel visually verified
that the inner door was open approximately t to 10 inc“es,
The cause of this incident has been ciassified as a
personnel error due to inadequate training and/or
instructions. The person involved in the closing of
the hatch door positioned the pointer on the handwheel
outside the "both doors closed and latched" indication
marks., The procedure used to perform the Leak Rate
Test did not include a step to close the outer door.
The individuals involved were not properly trained

on the operaticn of the air lock doors nor was sufficient
instruction provided locally at the air lock. The
independent verification that could have been made

by the operators in the Control Room was ineffective
because these operators had determined, in error, that
the Control Room indications were defective.
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3) The immediate corrective action taken was to close
the inner door and to verify that the emergency hatch
doors and the personnel hatch doors on all three
units were properly closed. The Reactor Building
Emergency Hatch Leak Rate Test procedure has been
changed to include ste:s to properly close the
emergency hatch doors. The procedure was revised
to requ e that an independent verification be
ne -formed to assure that hoth hatch doors are properly
closed. The analogous changes have also been made
to the Leak Rate Test procedure for “he personnel
hatch. The local indicator lights located outside
the outer hatch dcor for all three units were repaired.
The remote indicator lights located in the Control
Room and associated circuitry for all three units
were verified to be functioning properly. The personnel
involved in this incident have been counseled. Per-
formance personnsl who conduct air lock testing have
been trained and are responsible to assure that the
entire air lock is properly restored following test.
Operators have received additional guidance to assure
prompt and effective evaluation of alarm indicators,
A sign has been installed at each air lock providing
detailed instructions on their operation. Additional
corrective actions were taken in the areas discussed
in response to Violation Al and as detailed in
Attachment 2.

4) No further corrective actions are deemed necessary.

5) Full compliance was achieved March 21, 1983 upon
closure cf the inner door.

With both these incidents, although the Technical Specifications were violated
with respect co containment integrity, the Bases of Specification 2.6 state
that "operation with a personnel or emergency hatch inoperable does not impair
containment integrity since either door meets the design specifications for
structural integrity and leak rate". Thus, these incidents are truly minimal
in safety significance. Furthermore, the fact that independent verification
was not explicitly contained in these procedures would have had no effect on
prevention of the incidents.

The NRC, as part of its regulatory inspection program, routinely inspects
surveillance testing at nuclear stations. The surveillance tests are analyzed
and/or witnessed by the inspector to ascectain procedural and performance
adequacy. The completed test procedures examined are analyzed for embodimnent

of the necessary test prerequisites, preparations, instructions, acceptance
criteria and sufriciency of technical content. The selected tests witnessed

are examined to ascertain that current written approved procedures are available
and in use, that test equipment in use is calibrated, that test prerequisites

b
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are met, system restoration is completed and test results are adequate. The
selected procedures are perusad for conformance with applicable Technical
Specifications, for the -equired administrative review, and for performance
within the surveillance frequency prescribed. The inspector employs one or
more of the following acceptance criteria for evaluating the above items:

10 CFR

ANSI N18.7

Oconee Technical Specifications
Oconee Station Mirective

Duke Administrative Policy Manual

An extensive NRC review of procedures is performed--a review which is over
and above that which is routinely conducted by staticn personnel. In 1982,
on at least three documented occs-ions, the NRC Resident Inspector reviewed
procedures related to personnel hatch surveillance and in all cases reported
that within the areas inspected, no items of noncompliance or deviations were
identified. The ,oint here is that several previous reviews by both Oconee
and the NRC Resident Inspector did not identify the need for independent
verification.

In view of the foregoing discussions, Duke considers that this NRC proposed
civil penalty of Viola.ion A is not justified and the category of i1*e violation
should be Severity Levcl IV. There was no loss of safety function of the
containment. Although a degraded condition did exist, sufficient infoimation
was not present to 2lert the operators that they were in an action statement.
Finally, the containment was able to perform its intended functions even though
degraded, and there was no release of radiractivity off-site greater than the
Technical Specifications limit.
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The licensee was issued ar immediately effective Order confirming
commitments cn post-TMI related issues dated July 10, 1981. This
Order stated,

"It is hereby ordered effective immediately that the
licensee shall comply with the following conditions:

The licensee shall satisfy the svecific requirements
described in the attachment to this Order (as appropriate
to the licensee's facilities) as early as practicable

but no later than 30 days after the effective date of

the Order."

The Order referred to and incorporated the licensee's submittal
dated December 15, 1980, which committed to complete each of the
actions specified in the Attachment to the Order. Attachment
Item I.C.6, Correct Performance of Operating Activities, states
that procedures would be reviewed and revised to verify correct
performance of operating activities by January 1, 1981.

Contrary to the above, after January 1, 1981, procedures had not
been reviewed and revised to assure the correct performance of
operating activicies as evidenced by the violations of required
containment integrity on Oconee Units 1 and 3 as described in
Item A of this notice.

This is a Severity Level III Violation (Supplement I)
(Civil Penalty - $60,000).

Response to Violation B

1) The alleged violation is denied.

2) Duke denies the violatiun on the bacis of a thorough review
of “ae relevant history. This history was reviewed with
NRC Region ! . management on April 19, 1983 and provided in
4 letter submitted April 29, 1983. This review confirmed
that Duke had in fact implemented the concept ¢f independent
verification prior to the issuance of NUREG-0737 and was in
compliance with NUREG~0737 when issued.

In early Mav 1979, directives from station management required
that independent verification be applied tc activities associated
with removal and restoration of safety-related systems. Through-
out 1979 and 1980, the program to implement the concept of
independent verification was established and refined as necessarv.
Station Directive 4.2.5, "Independent Verification Requirement",
was initially issued in February 1980. Independent verification

was implemented in procedures controlled by Operations, Maintenance,

Performance, and other station groups as necessary, such that

by January 1, 1981, the program was effectively implemented.

This program covered operzting activities related to test and
b
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maintenance of safety-related systems and components and
required tvo individuals to verify that the equipment had
been propeily returned to service.

By letter dated July 10, 1981, the NRC issued a Confirmatory
Order which, among other items, states that procedures would

be reviewed and revised to verify correct performance of
operating activities by January i, 198l1. The NRC had reviewed
the implementation of this item with favorable results. During
a rout‘.e safety inspection conducted from May 10, 1981 chrough
June 10, 1981 and documeanted in Inspection Reports 50-269/81-10,
50-270/81-10, and 50-287/81-10, the NRC Oconee Resident Inspector
provided the results of his review of the Oconee implementation
of this action plan item. The inspector specifically reported:

Item I.C.6. Guidance on Procedures for Verifying
Correct Performance of Operating Activities

The licensee responded to Item I.C.6. in a December 15,
1980 letter to NRC committing themselves to be in
conformance to the above position by January 1, 1981.

The inspector employed Station Directive 4.2.5 "Prcocedure
ror Implementing Independent Verification Requirement"
and ANSI N18.7 as guidance for reviewing the double
verification practices at Oconee for verifying correct
performance of Operating Act.ivities.

The inspectors review on a daily basis the Removal and
Restoration Procedure, OP/0/a/1102/06, the administrative
mechanism through which station equipment is removed

from seirvice. Additionally, during monthly reviews of
station surveillance and maintenance activities and
procedures, the presence of double verification is
constsntly surveyed. In these areas inspected, the
incorporation of double verification appears to be
adequate.

Later in the year, in a letter dated November 2, 1981, the NRC
provided the results of their review of three TMI items, one
of which was Item I.C.6. This letter states:

Item I.C.6 - Guidance on Procedures for Verifying Correct

Performance of Operating Activities

Item I.C.6 requires a procedure review, and revision if
needed, to assure that an effective system is provided

to reduce human errors and improving the quality of

normal operations. By letter dated December 15, 1980,

Duke stated that procedures would be reviewed and revised

as necessary. ONS Directive 4.2.5 was issued which described

-
- -
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chese implementing measures and addressed interim
measures. Our review of this NDirective has concluded
that this JTtem has been acceptably addressed, and
subject to inspector verification, has been resolved.

The relationship of independent verification to the two air
lock incidents has been previously described. The station
directive addressing independent verifications which had

been found adequate by the NRC did not include independent
verification of air lock doors. Thus, they were not in the
air lock surveillance procedures. The first air lock incident
was caused by a failure to revise procedures following a

plant modification. The cause of the second air lock incident
was inadequate procedures and instructions.

This scope of implementation of independent verification is

not unique to Oconee. The NRC Safety Evaluation Reports for
McGuire and Catawba, in the section addressing Action Plan

Item I.C.6 - Independent Verification, do not include any
reference to containment air locks. Limited reviews of other
NRC SERs issued since 1981 have also determined that independent
verification requirements are not explicitly required for
containment air locks.

Duke considers that the NRC had previously found the imple-
mentation of procedures to meet Item I.C.6 to be acceptable
and now to find that Duke is not in compliance is wholly
unjustified.

No corrective action as a result of this violations is
warranted.

No future corrective action to avoid further violation is
warranted.

Full compliance was considered to be achieved January 1, 1981.
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Duke Power Company
ATTN: Mr. H B, Tucker
Vice President
422 South Church Street
Charlotte, NC 28242

Gentlemen:

This refers to the letter dated July 1, 1983 from the Duke Power Company
in response to our letter dated June 2, 1983. Our letter of June 2, 1983
concerned the apparent violations examined during a special inspection
conducted during March 17-28, 1983 at the Oconee Nuclear Station and
enclosed a Notice of Violation and Proposed Imposition of Civil Penalties.

We have carefully considered the information contained in your response.
You admitted two of the violations and denied the third. You also urged
reassessment of the severity levels of the violations admitted and argued
that the civil penalties should be rescinded entirely. For the reasons
given in the enclosed Appendix, I have concluded that the violations
occurred as stated in the Notice of Violation but, based on an evaluation
of their overall safety significance, these violations should have been
categorized as Severity Level IV rather than Severity Level III. I have
also concluded that the imposition of civil penalties for these Severity
Level IV violations, although permitted by our policy, does not seem
appropriate in this particular case.

Although I have accepted your arguments concerning the severity levels and
have decided that tie KRC will not impose civil penalties for the specific
Severity Level IV violations identified during the subject inspection, I
wish to note that I view Severity Level IV violations to be sericus matters
and I remain concerned that Duke Power Company continues to experience
difficulties with independent verification. I support Region II's past

and continuing efforts to encourage you to develop an effective program for
independent verification and know that Region II will closely monitor your
progress.

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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Duke Power Company -2 -
In accordance with Section 2.790, Title 10, Code of Federal Regulations,
a copy of this letter and the Appendix, and your letters will be placed
in the NRC's Public Document Room.

Sincerely,

NL A

Richard C.
Office of

Young ¢ Director
spection and Enforcement

Enclosure:
Appendix
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APPENDIX
EVALUATIONS AND CONCLUSIONS

On June 2, 1983 the NRC issued a Notice of Violation and Proposed Imposition
of Civil Penalties to the Duke Power Company (DPC) for violations identified
at the Oconea Nuclear Station. DPC's response to the proposed civil penalties
dated July 1, 1983 has been reviewed by the NRC staff. The items of non-
compliance contained in the NRC's June 2, 1983 Notice and an evaluaticn of
DPC's July 1, 1983 response are presented below.

Violation A - Original Statement of Noncompliance

Technical Specification 3.6.1 requires that containment integrity ta
maintained whenever reactor coolant system (RCS) pressure is greater than
300 psig and temperature ic greater than 200°F,

1. Contrary to the above, on March 17, 1983, a test valve was open on
Unit 3 emergency hatch, effectively defeating the closing and sealing
of the outer hatch docr. The unit was operating with reactor coolant
pressure at greater than 500 psig and temperature greater than 200°F,

This is a Severity Level III Violation (Supplement ).
Civil Penalty $60,000

2. Contrary to the above, on March 21, 1983, the inner door on Unit 1
emergency hatch was open, The unit was operating with reactor
coolant system pressure greater than 300 psig and temperature greater
than 200°F.

This is a Severity Level III Violation (Supplement I).
Civil Penalty - $60,000

Violation A - Evaluation and Conclusion

I. Violation

The licensee admits that containment integrity was not maintained as
required by Technical Specifications both on March 17, 1983, and

March 21, 1983. Consequently, the violations as origirally stated in the
Notice of Violation are correct.

II. Evaluation

The licensee maintains that both violations A.1 and A.2 should have been
categorized at a Severity Level IV because the basis of Technical Specifi-
cation 3.6 states that operation with one of two personnel hatches incperabie
does not impair containment integrity since either door meets design
specifications for structural integrity and lexk rate.
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The licensee is correct that, as stated in the basis of Technical
Specification 3.6, containment integrity was not impaired by these
violations to the degree that they adversely affected the health and
safety of the public. As violations A.1 and A.2 did not measurably
impair containment integrity, they were not of substantial safety
significance. The staff concludes that Violation / was a failure to meet
regulatory requirements that has more than minor safety significance and,
as such, should have been classified as a Severity Level IV violation
under the Enforcement Policy.

The NRC could assess a civil penalty for a repetitious Severity Level IV
violation that could have been prevented by corrective action for a
previous violation. The NRC's original proposal to increase the penalties
focused on the past history at Oconee of containment integrity failures.
While such failures have occurred, their causes have been varied and the
present violations would not necessarily have been prevented by corrective
actions for the previous violations.

Our evaluation concludes that Violation A.1 was primarily cuused by a
failure to modify plant procedures in accordance with plant modifications.
Violation A.2 was primarily caused by inadequate training and instructions
in the operation of emergency hatchways and by the failure of control

room personnel to properly evaluate the alarm indicating an open hatchway.
Although an argument can be made that a broader review of previous

events could have caused corrective actions to be taken that would

have prevented the violations, we conclude these problems were sufficiently
different from the types of problems which led to the earlier containment
integrity violations and that a civil penalty is not warranted.

ITI. Conclusion

The severity level of these violations is reduced t¢ Severity Level IV.
A civil penalty is not imposed for either of these violations.

Violation B - Original Statement of Noncompliance

The licensee was issued an immediately effective Order confirming licensee
commitments on post-TMI related issues dated July 10, 1981. This Order
stated,

"It is hereby urdered effective immediately that the licensee shall
comply with the following conditions:

The licensee shall catisfy the specific requirements described in
the attachment to this Order (as appropriate to the licensee's
facilities) as early as practicable but no later than 20 days after
the effective dates of the Order."
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The Order referred to the licensee's submittal dated December 15, 1980,

in whick DPC committed to complete each of the actions specified in the
Attachment to the Order. Attachment Item [.C.6, Correct Performance of
Operation Activities, states that procedures would be reviewed and revised
to verify correct performance of operating activities by January 1, 1981.
Contrary to the above, after January 1, 1981, procedures had not been
reviewed and revised to assure the correct performance of operating
activities as evidenced by the violations of required containment
integrity on Oconee Units 1 and 3 as described in Item A ot this Notice.

This is a Severity Level III Violation (Supplement I)
Civil Penalty $60,000

Violation B - Evaluation and Conclusion

[. Violation

DPC denied this violation and asserted that actions to implement a program
of independent verification began at the Oconee Nuclear Station in 1979,
DPC asserted that this program was reviewed during previous NRC inspections
and no problems were identified.

II. Evaluation

DPC asserted that Violation A.1 2nd A.2, contrary to the NRC's June 2,
1983 letter, would not have been prevented by a program of independent
verification.

That staff agrees to the degree that Violation A.l1 would not necessarily
have been prevented by independent verification since the procedure did
not contain a step which stated that the valve must be shut following
completion of the surveillance., However, the procedure should have
required independent verification. The staff also notes that DPC
conducted an extensive review of procedures following the air lock
incidents and identified approximately nine out of 2,500 procedures

where implementation of independent verification appeared to be deficient.
These deficiencies have subsequently been remedied by the licensee. With
respect to Violation A.2, the staff notes that NUREG-0737, Item I[.C.A,
provides that an automatic monitor can provide independent verification.
The air lock door had such a monitor but the door's position was not
properly verified when the monitor in the control room indicated that

the airlock door was oper. Accordingly, Violation B is categorized

at Severity Level 1V.

ITI. Conclusion
The staff concludes that the Violation B occurred but that the degree
of DPC's failure to meet the intent of NUREG-0737, while of more than

minor safety signficance, did not merit a civil penalty. The proposal
for a civil penalty for Item B is withdrawn,
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Docket No. 50-220
EA No. 83-84

Niagara Mohawk Power Corp.

ATTN: Mr. Gerald K. Rhode
Senior Vice President
System Project Management

c/o Miss Catherine R. Seibert

300 Erie Boulevard West

Syracuse, New York 13202

Gentlemen:

Reference: Notice of Violation (NRC Inspection Report Nos. 50-220/83-16
and 50-220/83-17)

This refers to NRC inspections conducted June 7-24, and July 5, 1983 (Inspec-
tion No. 83-14), July 12-15, 1933 (Inspection No. 83-16), and July 18-22, 1983
(Inspection No. 83-17) at the Nine Mile Point Nuclear Station, Unit 1, Oswego,
New York of activities authorized by NRC License No. DPR-63. The report of
Inspection No. 83-14 was forwarded to you on August 23, 1983. The other two
reports were forwarded to you by separate correspondence on August 3, 1983.
During these inspections, five violations of NRC requirements were identified.
Two of the violations, involving inadequate control of a design change after
completion, were described in a Notice of Violation sent to you with one of our
August 3, 1983 letters. Three other violations are described in the enclosed
Notice. On August 10, 1983, an enforcement conference was held with you and
other members of your staff, during which four of these violations, their
causes, and your corrective actions were discussed.

The three violations described in the enclosed Notice were identified by the
NRC senior resident inspector. One of the violations identified by the in-
spector during his review cf control room indicators and logs involved the
failure to place a main steam line high radiation trip system in a tripped
condition as required by a technical specification limiting condition for
operation once sufficient information existed to indicate that both channels
in that system were inoperable. The inoperability of both channels ¢ this
system, one of two systems which function together to shut down the reactor and
close the main steam isolation valves whenever a high radiation condition
exists in the main steam lines, was caused by the inoperability of the two
radiation monitors which provide input into ti.e respective channels.

Although the readings on the other two radiation monitors which provide
signals for the channels in the other trip system were significantly different

CERTIFIED MAIL
RETURN RECEIPT REQUESTED

LA-117



Niagara Mohawk Power Corp. 2

than the readings on the two inoperable monitors, operations personnel did not
recognize this difference when recording the readings in the shift log, nor

did shift supervisors promptly recognize the difference during review of the
shift logs. Although a shift supervisor recognized a problem during the evening
shift on July 17, 1983 and issued a work request during the morning shift on
July 18 to calibrate one of the channels, he did not r:cognize channel
inoperability and did not take action to trip the respective channels until
informed by the NRC inspector that such action was required by the technical
specification. The performance of licensed personnel involved in this vio-
lation was below that which is expected by NRC.

After consultation with the Director of the Office of Inspection and Enforcement,

1 have been authorized to issue ihe enclosed Notice of Violation and Proposed
Imposition of Civil Penalty in the amount of $40,000 to emphasize the need for

you to improve the performance of licensed personnel when monitoring plant param-
eters, reviewing control room logs, and demonstrating a more thorough understanding
of plant technical specifications. The violations in the Notice have been cate-
gorized in accordance with the NRC Enforcement Policy, 10 CFR Part 2, Appendix C.

The other two violations described in the enclosed Notice have been classified

at Severity Level IV. One violation involved the loss of Reactor Building (RB)
integrity, because an inner track bay door was opened and the outer dcor was

not sealed. Although the perind of time RB integrity was lost was not in excess
of the technical specification limiting condition for operation action statement,
the violation of plant procedures demonstrates the need for improved control

of plant activities. The other violation involved a circuit breaker for a core
spray isolation valve being open, but not locked in the open position as required
by technical specifications.

You are reauired to respond to the enclosed Notice and should follow the
instructions specified therein when preparing your response. In your response,
you should address the specific actions taken or planned to improve personnel
performance in (1) monitoring plant parameters, (2) reviewing control room logs
and indicators, (3) demonstrating an understanding of plant technical specifi-
cations, and (4) controlling plant activities.

In accordance with Section 2.790 of the NRC's "Rules and 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 attached Notice are not subject
to the clearance procedures of the Office of Management and Budoet, otherwise
required by the Paperwork Reduction Act of 1980, PL 96-511.

Sincerely,

Originnl Signed By:

Thomas E. Murley
Regional Administrator
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NOTICE OF VIOLATION
AND
PROPOSED IMPOSITION OF CIVIL PENALTY

Niagara Mohawk Power Corporation Docket No. 50-220
Nine Mile Poiat Nuclear Station License No. DPR-€3
Unit 1 EA No. 83-84

During NRC inspections conaucted June 7-2¢ and July 5, 1983, July 12-15, 1983,
and July 18-22, 1983, three violations of NRC requirements were identified.

One violation invclved failure to zdhere to a procadure for maintaining reactor
buiiding integrity. Anc*her involved a circuit breaker being off, but not
locked in the off position ac required. Each of these violations is classified
at Severity Level IV. The othar violation involving a failure to maintain two
operable main steam line high radiation trip systems is classified at Severity
Level III.

With regard to the Severity Level III violation, on July 18, 1983, during a
control room inspection, the resident inspector observed that readings on main
steam line radiation monitors No. 111 and No. 121 were indicating approximately
700 mrem/hr, whereas monitor No. 112 was indicating 200 mrem/hr and monitor No.
122 was indicating approximately 60 mrem/hr. The expected value should have
been approximately 700 mrem/hr. A review of the computerized hourly log for
July 17, 1983 showed that while reactor power was increased from 70% at 9:00 a.m.
to 83% at midnight, the readings on monitors No. 111 and No. 121 increased but
the readings on monitors No. 112 and No. 122 decreased. The inspecter informed
the Operations Supervisor that the monitors appeared tc be inoperable and

that as a result, their associated trip system would be considered inoperable.
Sinze both monitors, No. 112 and No. 122, are inputs to the No. 12 Reactor
Protection System logic, the Operations Supervisor ordered that it be tripped
and a corplete calibration be performed on each monitor.

Analysis of the calibration results indicated that monitor No. 112 would not
have tripped until the actual radiation level in the main steam lines was
approximately three times the trip setpcint, and that monitor No. 122 would not
have tripped until the actual radiation level was approximately 250 times the
trip setpoint.

Although all four monitors had been successfilly tested at 3:35 a.m. on July 18
in accordance with test procedures, the surveiilance test was performed using

a test signal inserted in the instrument drawer and did not check for proper
operation of the radiation detector.

Proper review of shift checks of the radiation monitors on July 17 and 18, 1983
should have indicated there was a problem with monitors No. 112 and No. 122, but
the problem was not recognized by the operators and proper action was not taken.
These shift checks were reviewed by the shift supervisor, but the detector
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Notice of Violation 2

failure was not recognized. During the review of the weekly surveillance test
ST-W4, "Main Steam Line High Radiation Instrument Channel Test," the shift
supervisor noted that the No. 122 monitor was reading low and issued a Work
Request at 4:15 a.m. on July 18. However, the significance of the reading was
not recognized until the NRC inspector discussed his findinas with the Operations
Supervisor at about 11:45 a.m. cn July 18 The inadequate review of the shift
checks delayed the tripping of the trip systems as required by technical
specifications. The performance of the operators ard shift supervisors involived
in this violation was below the level expected by the NRC.

To emphasize the need for you to improve the performance of licensed personnel
when monitoring plant parameters, reviewing control room logs, and demonstrating
a more thorough understanding of plant technical specifications, the Nuclear
Regulatory Commissicn proposes to impose a civil penalty in the amount of
$40,000. In accordance with the NRC Enforcement Policy (10 CFR Part 2,

Appendix C), 47 FR 9987 (March 9, 1982), and pursuant to Section 234 of the
Atomic Energy Act of 1954, as amended ("Act"), 42 U.S.C. 2282, PL 96-295 and

10 CFR 2.20%, the particular violations, and the civil penalty are set

forth below:

Violation Assessed A Civil Penalty

Technical Specification Limiting Condition for Operation Table 3.6.2a,
“Instrumentation That Initiates Scram" and Table 3.6.2° "Instrumertation
That Initiates Primary Coolant System or Containment Isoia.ion" requir:
that for main steam line radiation monitors, there be twu cperable instru-
ment channels per operable trip system, and two operable or tripped trip
systems.

Contrary to the above, between July 17 and 18, 1983, one of the two main
steam line high radiation trip tystems was inoperable in that radiation
monitors Nos. 112 and 122, which provide signals to the two channels in
that trip system, were inoperable in that they were reading low, and that
trip system was not tripped. The failure to adequately perform a sur-
veillance requirement contributed to this violation, as evidenced below:

Technical Specifications Surveillance Requirements Table 4.6.2a and
Table 4.6.2.1 require that for main steam line radiation monitors, a
sensor check be performed once per shift. Technical Sgacification
1.5 defines a sensor check as "a qualit:tive determination of accep-
table oper2bLility by observation of sensor behavior during operation.
This determination shall include where possible, zomparison of the
sensor with other independent sensors measuring the same variable."

However, between July 17 and 18, 1983, adequate sensor checks of the
four main steam line radiation monitors were not performed by shift
cperating personnel and shift supervisurs in that the readings of

monitors No. 112 and No. 122 were significantly d:fferent from the
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Notice of Violation 3

readings of monitors No. 111 and No. 121, as shown in the following
table, yet no action was taken to determine the cause of the dis-

crepancy.
MONITOR NO.

PERICD 111 121 112 122

July 17 400 400 500 1000
1st shift

July 17 550 550 300 120
2nd shift

July 17 650 650 225 60
3rd shift

July 18 650 650 200 60
lst shift

This is Severity Level III violation. (Supplement I)
Civil Penalty - $40,000

Violations Not Assessed A Civil Penalty

A.

Technical Specification 6.8.1 requires that procedures be established,
implemented, and maintained that meet or exceed the requirements of
Appendix "A" of Regulatory Guide 1.33. Operating Procedure OP-52,
"Reactor Building Track Bay Doors Nc. 198 and D-39," Rev. 0, January 12,
1983 requires that outer Track Bay Door D-39 be locked and sealed when
inner Track Bay Door D-198 is opened.

Contrary to the above, on July 21, 1983, Operating Procedure OP-52 was not
properly implemented in that Door-198 was opened when Door D-39 was not
sealed.

This is a Severity Level IV violation. (Supplement I)

Technical Specification limiting condition for operation 3.1.4.g requires
that during reactor operation, except during core spray system surveill-
ance testing, core spray isolation vaives 40-02 and 40-12 shall be in the
open position and the associated valve moteor starter circuit oreakers for
these valves shall be locked in the off position.

Contrary to the above, on June 10, 1983, during reactor operation, when
core spray system surveillance testing was not being performed, the motor
starter circuit breaker for core spray isolation valve 40-12 was in the
off position. but this circuit breaker was not locked in that position.

This is a Severity Level IV violation. (Supplement I)
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Notice of Violation 4

Pursuant to the provisions of 10 CFR 2.201, Niagara Mohawk Power Corporation
is hereby required to submit to the Director, Office of Inspection and
Enforcement, U.S. Nuclear Regulatory Commission, Washington, D.C. 20555, and
a copy to the Regional Administrator, U.S. Nuclear Regulatory Commission,
Region I, 631 Park Avenue, King of Prussia, PA 19406, within 30 days of the
date of this Notice, a written statement or explanation, including for each
alleged viclation: (1) admission or denial of the alleged violation; (2) the
reasons for the violation, if admitted; (3) the corrective steps which have
been taken and the results achieved; (4) the corrective steps which will be
taken to avoid further violations; (5) the date when full compliance will be
achieved. 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 cath or affirmation.

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

10 CFR 2.201, Niagara Mohawk Power Corporation may pay the civil penalty

in the amount of $40,000 or may protest imposition of the civil penalty,

in whole or in part, by a written answer. Should Niagara Mohawk Power
Corporation fail to answer within the time specified, the Director, Office

of Inspection and Enforcement will issue an order imposing the civil penalty
proposed above. Should Niagara Mohawk Power Corporation elect to file an

answer in accordance with 10 CFR 2.205 protesting the civil penalty, such

answer may: (1) deny tne violation listed in this Notice in whole or in part;
(2) demonstrate extenuating circumstances; (3) show error in this Notice; or

(4) show other reasons why the penalty should not be imposed. In addition to
protesting the civil penalty, in whole or in part, such answer may request
remission or mitigation of the penalty. In requesting mitigation of the proposed
penalty, the five factors contained in Section IV(B) of 10 CFR Part 2, Appendix

C 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 statements or explanations by
speci*ic reference (e.g., citing page and paragraph numbers) to avoid repe-
tition. Niagara Mohawk Power Corporation's attention is directed tc the other
provisions of 10 CFR 2.205, regarding the procedures for imposing a civil penalty.

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

FOR THE ~JCLEAR REGULATCRY COMMISSION

Origiacl Sigued 3y

Thomas E. Murley
Regional Administrator

Date at King of Prussiz, Pennsylvania
m;‘w day of October 1983
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NIAGARA MOHAWK POWER CORPORATION 300 ERIE BOULEVARD WEST SYRACUSE N Y 13202/ TELEPHONE (315) 474-1511

November 1, 1983

Dr, Thomas E. Murley

Regional Administraton

United States Nuclear Regulatory Commission
Regdion 1

631 Park Avenue

King of Prussda, Pennsylvania 19406

Re: Docket No. 50-220
Notice of Violation (NRC Inspection Repont Nos. 50-220/83-16
and 50-220/63-17)

Dean Dr. Murfey,

This nefers to NRC Tnspections conducted June 7-24, and July 5,
1983 (Inspection No. §3-14), July 12-15, 1983 (Inspection No. §3-16)
and July 18-22, 1983 (Inspection No. 83-17) at the Nine Mile Point
Nuclear Station, Unit 1, Oswego, New York, of activities anthonized
by NRC License No. DPR-63.

Item A

1. Technical Specification Limiting Condition for Operation Table
3.6.2.a, "Instrumentation That Iritiates Scram'" and Table 3.6.2.b,
"Instrumentation That Initiates Primary Coolant System or Con-
tainment Isolation" require that for main steam line radiation
monitors there te two operable instrument channels per operable
trip system, and two operable or tripped systems.

Contrary to the above, between July 17 and 18, 1983, one of the

two main steam line high radiation trip systems was inoperable

in that radiation monitors Nos. 112 and 122, which provide signals
to the two channels in that trip system, were inoperable in that
they were reading low, and that trip system was not tripped. The
failure to adequately perform a surveillance requirement contributed
to this violation, as evidenced on the following pages.
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IR 83-16, 83-17
Page 2

Item A (contirued)

2. Technical Specifications Surveillance Requirements Table 4.6.2.a
and Table 4 0.2.]1 require that for main steam line radiation
monitors, a sensor check be performed once per shift. Technical
Specification 1.5 defines a sensor check as "a qualitative deter-
minaticen of acceptable operability by observation of sensor behavior
during operation. This determination shall include where possible
comparison of the sensor with other independent sensors measuring
the same variable."

Contrary to the above, between July 17 and 18, 1983, adequate
sensor check of the four main steam line radiation moniters were
not performed by shift operating personnel and shift supervisors
in that the readings of moniiors No. 112 and No. 122 were signifi-
cantly different from the readings of monitors No. 111 and No. 121,
yet no action was taken to determine the cause of the discrepancy.

Item B

Technical Specification 6.8.1 requires that procedures be established,
implemented and maintained that meet or exceed the requirements

of Appendix "A" of Regulatory Guide 1.33. Operating Procedure 0P-52,
"Reactor Building Track Bay Doors No. 198 and D-39", Rev. 0, January 12,
1983 requires that outer Track Bay Dcor D-39 be locked and sealed

when inner Track Bay Door D-198 is opened.

Contrary to the above, on July 21, 1983, Operating Procedure OP-52
was not properly implemented in that Door 198 was opened when Door
D-39 was not sealed.

Item C

Technical Specification limiting condition for operation 3.1.4.g
requires that during reacter operation, except during core spray
system surveillance testing, core spray isolation valves 40-02 and
40-12 shall be in the open position and the associated valve motor
starter circuit breakers for these valves shall be locked in the
off position.

Contrary to the above, on June 10, 1983, during reactor operation,
when core spray surveillance testing was not being performed, the
motor starter circuit breaker for core spray isolation valve 40-12
was in the off position, but this circuit breaker was not locked
in that position.
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IR 83-16, 83-17
Page 3

Rummc

Niagara Mohawk Power
above as Items A, B and C,

Iiem A

Corporation admits to the viofations described

The reasons for the violation described above as Item A can be
classified unden the following categories:

1. lack of attention to normal parameters during operation,
specifically instrumevtation nequined by Technical
Specigications.

2. Fadlure on the part of the Licensed Shift Operatons,
Assistant Station Shift Supervisons and Station Shifi
Supervisons to adequately neview the Controf Room Logs
and shift turnover sheets.

3. Mdsdnterpretation of tne defimition of the tewm "Inoperable”
with nespect to Technical Specifications.

4. Tadlure to recognize the nequirnement that an instrument must
be declared {noperative and action taken to provide the
protective function during troubleshooting/calibration.

Immediately following the discovery of the violations, «dentifdicd
as Ttems A, B and C, the following corrective actions were fzen:

1. The Operations Supervison met with all Operations shift
personnel and discussed:

a, Events Leading up 2o the violations

b. Prcpen actions which should have been taken to
preclude the violations

c. The impontance 0§ thoroughly reviewing shift
checkZists «n onder to di.obiovu as early as
possible an impending problem

d. The importance of following Operating Procedures
in pu‘o%t duties _

e. The nesponaibilities of the SSS, ASSS in performing
thorough Tech. Spec. review and use of the Equipment
Status Log to document when equipment is removed
grom service .

§. Recommendations or suggestions from operaiing
personnel with regard fo preventing reoccurrences.

The discussion stressed the importoace 0f a conservative
intenrnetation of the Tech. Specs., {ie., <inoperabfe until
proven operable vs operable until proven {noperable. Also,

the Operations Supervison stressed that all evolutions shall

be pergormed in accordance with Operating Procedures by
personnel that are thoroughly gamiliar with the evolution they
are about to perform. This familianity shall incfude adherence
to Tech. Specs, affect on plant operation and potential pitfalls
that could Lead to problems-
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2. A ?ionough neview was performed of the cunrent policdes and
method of implementation concernding the shift check Lists.
The existing policy and method of «mplementation were found
2o be within the guidefines required by TMI Action Plan
1.C.2 (NUREG 0737 Item 1.C.2, NUREG 0578 Item 2.2.1.C).

The nesults achdieved by the actions described were:

a. The sendiousness of the violations and the need gon
greater attention to deful 4in the perfermance of
duties was impressed on oL operations personnel at
Nine Mile Point Unit 1.

b. The existing shift turnover procedure and checklists
showed that Nine Mile Point Nuclear Station Unit #1
curnently has adequate procedures and policies.

The §ollowing subsequent actions are being taken:

1. A special training program outline has been developed and
specific Lesson plans are being wrnitten for a combined group
0f Licensed operatons, 16C Technicians and Chemusiry Technicdans
tLo:

a. Review the requirements contained in Title 10 of the
Code of Federal Regufations concerning Tech. Specs.,
Signifccant Events and Operator Licensing.

b. Provide an organized presentation of the purpose and
functional organization of Tech. Specs. including
Safety Limits, Limiting Sagety System Settings,
Limiting Conditions fon Operation, Surveillance Re-
quirements and specifdic attention to deginitions
(operable, surveillance, etc.).

¢. Establish a time period where specific Tech. Spec.
problems are addressed, and an interaciive discussion
is encouraged to identify contributing factors and
possible solutions.

d. Review recent Tech. Spec. violations including causes,
Tech. Spec. nequirements and comrective aciions.

e. Emphasize the importance of communications negarding
abnormal conditions, both departmental and inter-
departmental .

§. Provide examples of the proper utilization/ intenpretation
0f the Tech. Specs. for typical evolutions.
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2. Superintendent's Meetings

Duning these training sessions the Statior Superintendent
will meet with all personnel involved. The primary purpose
04 these meetings will be to promote improved performance

in all arpects of station operation, maintenance and testing.
The impontance of strnict attention to detadl by all personned
Anvolved 4in a particulan evolution will be stressed. The
discussions ull also cover the need fon all personnel to
fully undenstand Technical Specification nequirements prion
to, during and upon completion of each work assignment.

1t 48 §elt that by including all departments concerned in

both the training and discussion sessions a better understanding
of the causes of Technical Specification violations will be
attained. Alsc, bza;noviding employees with such a discussion
forum Lt 48 felt 2 personnel will be more positively motivated
toward improving personal performance. NMPC geels that employees
will nespond more positively to ideas and scfutions which the
have had a hand in developing, and in this way a more thoroug

and Lasting improvement should be aftainable.

3, A new control room access policy wiff be established effective
November 8, 1983, durning the §irst part of day shit to Limit
unnecuawtuwonnd in the contnol noom/SSS office. During
the time that access will be nestricted, the Operations Supenr-
visor will meet with the day shift SSS and ASSS to discuss
what work has been planned, who and what will be affected by
it, and what additional requirements will be placed o operations
from a suppont point of view. This discussion will ssecifically
address Technical Specdgication nrequinements of all work being
done.

The training sessions and meetings with the Station Superwitendent are
scheduled to begin December 2, 1983. This training progham will be implemented
duning the nonmal §ive week Licensed Operator Training cycle. The first cycke
0f this program will be completed by January 6, 1983. The need ot continuing
the progham will be ne-evaluated following the completion of the ginst cycle.

ITEM B

The causes of the viofation described as Item B above concenning
the Reacton Building Track Bay Doors are:

1.  Personnel exron on the part of an operations department
person duning entry and exit of the Reactor Budlding.
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2, Desdign of the Reacton Building Track Bay outer doon seal.
This seal must be nemoved {nom the deor area duning egress
of heavy vehicles to prevent damage. The seal was removed
prion to equipment movement, but was not reinstalled prion 1o
opening the innen doonx.

The neactor building thack bay doon seal was immediately neplaced,
ne-establishing Reacton Building integrity. As descnibed 4in the
nesponse to Item A, meetings wene held by the Operations Supervisor 12
discuss the importance cf Primary and Secondary Contairment Integrity,
confornmance to Operating Procedures and confonrance to Technicaf Specd-
fications.

The subsequent actions described 4in the nesponse to Item A will
also be used to ensure that events cf a similar nature do not happen
in the future.

Item C

The neason fon the violation described as Item C concerning the
corne spray valve circudt breaker 48 personnel erron.

Following the discovery of the violation, the necessary Lock was
installed on the cincuit breaker for cone spray IV 40-12. The meetings
held as described in the response to Item A addressed the seriousness
and implications of the viclation concerning the core spray 1V 40-12
cirncudt breaken.

The subsequent actions described 4in the nesponse {o Item A will
also be used to ensure that events of a similar nature do noi happen
in the future.

Enclosed along with this nesponse (Labefed Attachment A) is technical
background information concerning the safety significance of the viclation
descnibed as Ttem A. As discussed at the enfoncement congerence, the
actual safety significance of the inoperative main steam Line radiation
monitons while operating at power Levels above 20% was verw Low.

Enclesed 48 Niagara Mohawk Powen Comporation's check in the amount
of $40,000.00, made payable to the Treasurern of the United States of
Amenica, nepresenting payment in full of the imposed civdil penalty.

Very Y younrs,

ad CSZ
Thomas E Lempgé?ié;;71;’u’=z_—.
Vice President, Nuclear Generation

TEL/HB/ jm
Attachment
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ATTACHMENT A

Technical Background

The Main Steam Line Radiation Monitor provides both indication of
main steam line radioactivity transport, and automatic protective actions
(trips) such as Scram, Main Steam Line Isolation Valve (MS1V) closure,
and mech:nical vacuum pump trip and isolation. These automatic protective
functions provide barriers that are part of a Defense in Depth approach
so that events and/or accidents which involve fission product transport
from the reactor coolent system to the environment through the path of
the main steam lines do not jeopardize the health and safety of the public.

The events that involve the Main Steam Line Radiation monitors fall
into two basic categories:

1. The Control Rod Drop Accident
2. Gross fuel failures due to other operational problems

In the case of the Control Rod Drop Accident, the functioning of
the Main Steam Line Radiation Monitors is only one of many elements in
the defense in depth approach. These elements include a wide spectrum
of safeguards, ranging from engineered safeguards such as the control
rod velocity limiter, to procedural and/or administrative controls such
as rod withdrawal sequences, banked rod withdrawal, reduced notch worth
procedure and control rod drive coupling integrity check.

The severity of rod drop accident is highly dependent upon the
initial reactor power level, and the operational configuration (ie., MSIVs
open with the reactor steaming, mechanical vacuum pumps operating, etc.).
As stated in the FSAR, for power levels "above 20 percent of rated desigﬂ

wer, inherent feedback mechanisms, primarily in the form of steam voids,
gimit the control rod worth to such an extent that the control rod drop
accident need not be considered". For the case of the reactor in hot
standby, the radiological impact of the rod drop is at its maximum, if
it is assumed that the MSIVs are open and the mechanical vacuum pumps are
operating. The accident analysis assumes that the power transient is
mitigated by the fuel Doppler Temperature coefficient. As added con-
servatism, reactor scram signals would be generated due to Main Steam
Line High Radiation, MSIV closure and Neutron Flux, Although the scrams
due to Main Steam Line High Radiation and MSIV closure are both initiated
by the same instrument, a redundant and diverse trip system (Nuclear
Instruments) is provided to ensure accomplishment of the scram.

The scenario used in the analysis for the hot standby condition is
not one that would normally exist for any appreciable time. At Nine
Mile Point, the mechanical vacuum pumps are not normally used once there
is sufficient steam pressure to supply the Steam Jet Air Ejectors (SJAE).
As a general rule, the Mechanical Vacuum Pumps are not used with reactor

pressure above 600 psig.
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Technical Background (cont'd.)

In the case of the gross fuel failure, while the reactor is at
significant power, 2 multiple barrier type defense in depth approach
also exists. The first indication of fuel element failure would be an
increase in the off-gas system radiation monitors. These monitors will
respond considerably more rapidly to small changes in the activity
release rate than the main steam line radiation monitors. This is
primarily due to the fact that there is sufficient hold up time for the
short lived isotopes (primarily N-16) to have decayed prior to reaching
the off-gas monitors. The off-gas monitors will initiate isolation of
the off-gas to the stack at a level that will prevent the instantaneous
release rate from the stack from exceeding Technical Specification limits.
The main steam line radiation monitors provide a redundant and diverse
barrier in that they will also initiate isolation of the release path
by in.iating isolation of the main steam lines. In addition to the
instruments listed above, the actual release rate in the case of gross
fuel failure would be reduced dramatically by the absorption action of
the off-gas prre-absorbers and charcoal columns. As a final check, the
operator would become aware of the condition by the annunciation and
alarms asscociated with the stack gas monitors.

The severity of gross fuel failures is reduced by the initiation
of a scram from either the main steam line radiation monitors or the
loss of vacuum due to the isolation of the off-gas system. Therefore,
redundant and diverse systems exist to reduce the severity of the
activity release.

Based on the information presented above concerning both the Control
Rod Drop Accident and Gross Fuel Failures, the actual significance of
having the main steam line radiation mcnitors inoperative while at a
power level greater than 20 percent of rated, was very low. In the case
of the Control Rod Drop Accident, ithe accident is not severe enough to
cause significant fuel damage while at the power level that existed at
the time of the inoperative monitors. In the case of the Gross Fuel
Failure, redundant protective functions existed to ensure that the transient
would have been controlled.
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UNITED STATES

NUCLEAR REGULATORY COMMISSICN

REGION 11}
799 ROOSEVELT ROAD
GLEN ELLYN, ILLINGIS 60137

NOV 2 7 1983

Docket No. 50-263
License No. DPR-22
EA 83-125

Northern States Power Company
ATTN: Mr. C. E. Larson
Director of Nuclear Generation
414 Nicollet Mall
Minneapolis, MN 55401

Gentlemen:

This refers to the inspection conducted by Mr. W. B. CGrant o’ this office on
October 11-12, 1983, of activities at the Monticello Nuci~ar Generating Plant,
authorized by NRC Operating License No. DPR-22 and to the Enforcement
Conference that was held by telephone on Cctober 19, 1983, with Mr. C. Larson
and others of Northern States Power Company and Mr. J. A. Hind and others of
the NRC Region III staff.

The inspection included a review of findings from an inspection conducted on
September 19, 1983 by a representative of the Department of Health 2nd Environ-
mental Control, South Carolina, of a radioactive shipment from Monticello
Nuclear Generating Plant upon arrival of the shipment at Chem-Nuclear's

Mobile Operations Division, Barnwell, South Carolina. The inspection

showed that the radioactive material shipment was not packaged as required by
Department of Transportation regulations and had external radiaticn levels in
excess of regulatory limits upon its arrival at the Barnwell, South Carolina
facility.

Although the event had limited public health and safety impact, we are con-
cerned that you did not take adequate care in packing the material to prevent
the loss of package integrity and to limit radiation levels from the package.
To emphasize the importance of properly packaging materials for shipment, I
have been authorized, after consultation with the Director, Office of
Inspection and Enforcement, to issue the attached Notice of Violation and
Proposed Imposition of Civil Penalties in the amount of Two Thousand Five
Hundred Dollars for the violations set forth in the Notice. The violations
have been categorized in the aggregate as a Severity Level III problem in
accordance with the General Policy and Procedure for NRC Enforcement Actions,
10 CFR Part 2, Appendix C.

You are required to respond to the Notice of Violation and in preparing your
response you should follow the instructions in the Notice. You should give
particular attention to those actions designed to ensure continuing compliance
with NRC requirements. Your written reply to this letter, anc the results of

CERTIFIED MAIL
RETURN RECEIPT REQUESTED

LA



Northern Siates Power Company 2 NOV 2 2 1983

future inspections, will be considered in determining whether further enforce-
ment action is appropriate.

In accordance with Sec”<on 2.790 of the NRC's "Rules of Practice," Part 2,
Title 10, Code of Fe« al Regulations, a copy of this letter and the 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 ot 1980, PL 96-511.

Sincerely,

A B B3

v James G. Keppler
) Regional Administrator

Enclosure: Notice of Violation
and Proposed Imposition of
Civil Penalties

cc w/encl:

W. A. Shamla, Plant Manager

DMB/Document Control Desk (RIDS)

Resident Inspector, RIII Monticello

Resident Inspector, RIII Prairie Island

John W. Ferman, Ph.D., Nuclear
Engineer, MPCA
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NOTICE OF VIOLATION
AND

PROPOSED IMPOSITION OF CIVIL PENALTIES

Northern States Power Company Docket No. 50-263
Mouticello Nuclear Generating Plant License No. DPR-22
EA 83-125

As a result of the inspection conducted at the Monticello Nuclear Generating
Plant on Octoder 11-12, 1983, it appears that violations of NRC requirements
occurred. The violations relate to the failure to properly package licensed
materials for shipment and to assure that radiation levels from paciages were
within regulatory limits. To emphasize the importance of these matters, the
Nuclear Regulatory Commission proposes to impose civil penalties in the
cumulative amount of $2,500. In accordance with the General Policy and
Procedure for NRC Enforcement Actions (10 CFR Part 2, Appendix C),

and pursuant to section 234 of the Atomic Energy Act of 1954, as amended
("Act"), 42 U.S5.C 2282, PL 96-295, and 10 CFR 2.205, the particular
violations and associated civil penalties are set forth below:

10 CFR 71.5 ;rohibits tramnsport of any licensed material outside the confines
of a plant or other place of use, or delivery of licensed material to a carrier
for transport, unless the licensee complies with applicable regulations of the
Department of Transportation in 49 CFR Parts 170-189.

A. 49 CFR 173.425(b)(1) requires that shipments of low specific activity
(LSA) materials transported in exclusive-use vehicles must be packaged
in strong, tight packages so that there will be no leakage of
radioactive material under conditions normally incident to tranmsportation.

Contrary to the above, a metal box containing an LSA material,
specifically a radioactively contaminated filler head, shipped from
Monticello Nuclear Generating Plant in an exclusive-use shipment, was not
in a strong tight package upon arrival at Chem-Nuclear's Mobile Operations
Division, Barnwell, South Carolina on September 19, 1983, as evidenced by
a hole in the bottom of the box.

B. 49 CFR 173.441(b)(1) limits the radiation level at any accessible external
surface of a package of radioactive material offered for transportation
as an exclusive-use shipment to 1000 mR/hr at all times during
transportation.

Contrary to the above, a radiation level of 1500 mR/hr was measured by a
State of South Carolina inspector on the bottom external surface of a metal
box, containing a radioactively contaminated filler head, upon arrival at
Chem-Nuclear's Mobile Operations Division, Barnwell, South Carolina on
September 19, 1983, in an ex-lusive-use shipwent from Monticello Nuclear
Generating Plant.
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Collectively, the above two violations have been evaluated as a Severity
Level III problem (Supplement V).

(Cumulative Civi! Penalties - $2,500 - assessed equally between the two
violatiouns).

Pursuant to the provisions of 10 CFR 2.201, Northern States Power Company is
hereby required to submit to the Director, Office of Inspection and Enforce-
ment, USNRC, Washington, DC 20555, with a copy to the Regional Administrator,
USNRC, PRegion III, 799 Roosevelt Road, Glen Ellyn, Illimois 60137, within 30
days of the date of this Notice, a written statement of explanation in reply,
including for each alleged violation: (1) admission or denial of the a: eged
violatioa; (2) the reasons for the violation, if admitted; (3) the corrective
steps that will be 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. Consideration may be given to erterding the
response time for gocd cause shown. Under the authority of Section 182 of the
Act, 42 U.S.C. 2232, this respoase shall be submitted under oath or affirma-
tion.

Within the same time as provided for the response required above under 10 CFR
2.201, Northern States Power Company may pay the civil penalties in the cumu-
lative amount of Two Thousand Five Hundred Dollars or may protest imposition of
the civil penalties in whole or in part by a written answer. Should Northern
States Power Company fail to answer within the time specified, the Director,
Office of Inspection and Enforcement, will issue an order imposing the civil
penalties in the amount proposed above. Should Northern States Power Company
elect to file an answer in accordance with 10 CFR 2.205 protesting the civil
penalties, such znswer 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 iu part, such answer
may request remission or mitigation of the penalties. In roquesting mitigation
of the proposed penaities, the five factors contained in Section IV.B of 10 CFR
Part 2, Appendix C 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 by specific reference
(e.g., citing page and paragraph numbers) to avoid repetition. The attention
of Northern States Power Company 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 has been subsequently deter-
mined in accordance with the applicable provisions of 10 CFR 2.205, this matter
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Notice of Violation 3

may be referred to the Attorney General, and the penalties, unless compromised,
remitted, or mitigated, may be collected by civil action pursuant to Section
234c of the Act, 42 U.S.C. 2282.

FOR THE NUCLEAR REGULATORY COMMISSION

V] /30-.@8—@

« James G. Keppler
Regional Administrator

Dated at Glen Ellyn, Illinois
this 15 day of November 1983
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Northern States Power Company
414 Nicollet Mall

Minneapois Minnesota 55401
Teiephone (612} 330-5500

December 16, 1983

Mr Richard C DeYoung, Director
Office of Inspection and Enforcement
U S Nuclear Regulatory Commission
Washington, D C 20555

MONTICELLO NUCLEAR GENERATING PLANT
Docket No. 50-263 License No. DPR-22

Response to NRC Enforcement Letter Dated November 22, 1983

This refers to the notice of violatiun and proposed imposition of civil penal-
ties issued by the Director of Office of Inspection and Enforcement, NRC, to Mr
C E Larson, NSP, dated November 22, 1983. Two alleged viclations were
referenced in this report. Pursuant to 10CFR2.20] and 10CFR2.205, the follow-
ing report is herewith submitted.

In respcnise to the violation designated as A in the notice of violation report:
NSP agrees that 49CFR 173.245(b)(1) was violated.

Description of the Event

In May of 1983, tre fill-head for the Chem-Nuclear mobile solidification unit
had become contaminated to the extent that it was an external exposure hazard
to personnel in the area. Decontamination failed and a new fill-head was
obtained tu replace the contaminated equipment.

Because of the exposure rates on the contaminated fill-head, it had to be made
inaccessible to personnel. By placing it into a steel LSA box and positioning
the box within a high radiation area, accessible whole bodv dose rates greater
than 1000 mr/hr were prevented and the requirement to lock the area was nega-
ted. The fill-hecd remained as described for several months, for it was
Chem-Nuclear's intention > have the equipment returned to Barnwell for refur-
bishing.

On September 15th, the Chem-Nuclear operator stationed at Monticello notified
the radioactive material shipping coordinator that a shielded van was enroute
to Monticello to retrieve *he contaminated fill-head. The truck arrived on the
following morning.
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Director, [&E
December 16, 1983
Page 2

The normal shipping process was initiated to handle the shipment. Two proce-
dures were identified to provide instructions: #8110, MASTER RADIQACTIVE
MATERIAL SHIPPING PROCEDURE, and #8077, RADIQACTIVE MATERIALS SHIPMENT-LSA-NOT
EXCEEDINC A TYPE "A" QUANTITY IN EXCLUSIVE USE VEHICLE.

Upon arrival of the shipment at Barnwell Waste Management Facility, a routine
receipt inspection reveaied a hole in the bottom of the box. Compliance
personnel of the Chem-Muclear organization at Barnwe!l subsequently notified
the Monticello shipping coordinator by telephone. Even though NSP was not
required *o report this event, the U.S. Nuclear Regulatory Commission, Region
[1I, was notified by NSP in accordance with the policy setforth in Section
IV.A, paragraph (3), of 10CFR Part 2, Appendix C. Northern States Power
offered to immediately send a representative to Barnw2l] to assist the site
personnel with assessment or any cleanup that might be required. Because of
the inconsequential nature and insignificance of the event, Chem-Nuclear stated
that NSP presence was not necessary. Even so, Northern States Power did elect
to send the Supervisor of Radiation Services at Chem-Nuclear's earliest conven-
ience to inspect the LSA box, its cortents and discuss the matter with site
personnel.

Cause of Violation

The box was punctured during transportation by a tie-down tab on the fill-head.
There are four welded tie-down appendages extending radially from the upper
part of the fill-head. When the fill-head was placed on its side in the box,
two of the protruding tie-down tabs were supporting one end of the head. It is
bel ieved that the concentrated weight, combined with the vibrations associated
with truck transportation, produced a puncture between the supporting skids on
the bottom of the box.

In accordance with 43(CFR 173.425(b)(1) which requires that shipments of low
specific activity (LSA) materials transported in exclusive use vehicles must be
packaged in strong, tight packages so that there will be nc leakage of radio-
active material under conditions normally incident to transportation, the fill-
head was in a strong tight container when it left the Monticello Nuclear Plant.
[t was believed at that time by radwaste shipping personnel that there would be
nu breach of package integrity under conditions normally incident to transpor-
tation. It should also be noted that the fill-head was not removed from the
LSA box for obvious ALARA concerns in regard to exposure but was braced to
prevent any lateral movement.

Immediate Corrective Steps Taken

Because of the nature of this event, there was no inmediate corrective action
available. The radioactive material was safely in the hands of another licen-
see and there was nothing that could undo or ameliorate the situation.

Corrective Steps Taken To Avoid Further Violations

To prevent repetition of this event, several actions were taken. First, the
problem was discussed with the personnel invoived in the specific shipment,
plus those who may be involved in future shipments, to ensure that the cause
and possible preventive measures for this event are understood.
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Secondly, a representative traveled to Barnwell to take advantage of anything
which could be learned from inspecting the box and contents or from talking to
site personnel.

Finally, procedures #8077 (previously referenced) and #8089 (Radioactive
Material Shipment - Type A Quantity, lissile Exempt) were revised to include a
step ‘or the radioactive material shipping coordinator to inspect all packages,
except compacted waste which is inspected prior to compaction, specifically to
identify problems which could develop anroute.

Date When Full Compliance Will Be Achieved

The procedures referenced, #8089 and #8077, were revised ana approved October
6, 1983, only 20 days after the event was identified in accordance with the
policy setforth in Section IV.A of 10CFR Part 2, Appendix C.

In response to the Violation designated as B in the Notice of Violation Report:
NSP agrees that 49CFR173.441(b)(a) was viclated.

Description of the Event

Upon arrival of the LSA shipment containing the contaminated fill-head,
previously discussed, at the Barnwell Waste Management Facility a routine
receipt inspection revealed dose rates on contact with the bottom of the pack-
age in excess of 1000 mr/hr,

Compliance personnel of the Chem-Nuclear organization at Barnwell subsequently
notified the Monticello shipping coordinator by telephone. In turn, the U.S.
Nuclear Regulatory Commission, Region III was notified by NSP in accordance
with the policy setforth in Section IV.A, paragraph 3, of 10CFR Part 2, Appen-
dix C.

Cause of Violation

Procedure #3077 used in conjunction with shipping operations at Monticello did
not reflect the recent change, as of July 1, 1983, to the shipping regulations.
This was an over-sight on the part of the Radiation Protection personnel who
reviewed the rules revisions. It should be noted that as of July 1, 1983,
there were substantial changes to the shipping regulations made by D.0.T. and
if the shipment wa: made prior to that date there would not have been a viola-
tion.

Immediate Corrective Steps Taken

Because of the nature of this event, there was no immediate corrective action
available. The radioactive material was safely in the hands of another licen-
see and there was nothing that could undo or ameliorate the situation.

Corrective Steps Taken To Avoid Further Viclations

To prevent repetition of this event, shipping procedures #3077 and #8089 were
revised to include the new exposure dose rate limit. Also, the problem was
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discussed with the personnel involved in the specific shipment, plus those who
may be involved in future shipments to ensure that the cause and possible
preventive measures for this event are understood.

Date When Full Compliance Will Be Achieved

The shipping procedures #8089 and #3077 were revised and approved October 6,
1983, only 20 days after the event was identified in accordance with the policy
setforth in Section IV.A of 10CFR Part 2, Appendix C.

With respect to the analysis of the event, the follrwing is offered:

This event did not result in a release of radioactive material to tha environ-
ment and did not przsent radiation exposure hazards for the general public in
excess of allowable limits,

The hole did permit a small amount of radioactive material to escape the ship-
ping package even though the majority of the contamination was fixed; however,
the contamination was confined to a small area directly below che box on the

of the enclosed trailer. (Chem-Nuclear surveys indicated < 4000 dpm/100
cm-, within applicable limits.,) Chem-Nuclear personnel attended to this matter
and safely disposed of the material,

The exposure rates on the box did exceed the limits for the mode of transport,
but the exposure rates measured on the accessible surfaces of the vehicle were
within the limits established for all radioactive shipments. Since this was an
exclusive use shipment, there was no occasion for the driver or other member of
the general public to enter the trailer and be expused to the excessive dose
rates.

Section I of 10CFR Part 2 states "the purpose of the NRC enforcement program is
to promote and protect the radiological health and safety of the public,
including employees' health and safety, the common defense and security, and
the environment ..." and "each enforcement action 1is dependent on the
circumstances of the case and requires the exercise of the discretion after
cons ideration of these polic‘es and procedures.”

It should be noted as addressed in Section III of 10CFR Part 2, Appendix C that
the examples given in Supplement V (Transportation) of 10CFR Part 2, Appendix C
do not create new requirements. They are neither exhaustive nor controlling.
It states that, "in each case, the severity of a violation will be character-
ized at the level best suited to the significance of the particular viclation",
therefore to assess the violation as a Severity Level IIl merely because it
appears as an example implies a mechanistic approach to the determmination of
éeverity levels, which is contradictory to Section VI of 10CFR Part 2, Appendix

Based on the extenuaiing circumstances addressed above, Northern States Power
respectfully requests that the violation be reconsidered as a Severity Level V
and the enclosed $2500 be remitted. We would also like to state, that Northern
States Power is fully aware of its responsibilities to the health and safety of
the public and recognizes the importance of properly packaging materials for
shipment. This was demonstrated by NSP's prompt attention to the
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aforementioned event. Therefore, to emphasize importance through an elevated
enforcement action is unnecessary and contradictory to the policies and philo-
sophies del ineated in 10CFR Part 2.

Enclosed is a check for $2,500. pending your dispusition of the protested civil
penaities, wirich is the amount specified in the NRC Enforcement Letter.

Director of Nuclear Ger:ration
cc: J G Keppler
NRC Resident Inspector
NRC NRR Project Manager

Enclosure
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May 5, 1983

Docket Nos. 50-272
50-311
EA 83-24

Public Service Electric and Gas Company
ATTN: Mr. Robert Smith
Chairman of the Board
Mail Code T1ZA
P.0. Box 570
Newark, New Jersey 07101

Gentlemen:

On February 25, 1983 at Salem Unit 1, a low-low water level condition in one
of the four steam generators initiated a reactor trip signal in the Reactor
Protection System (RPS). Both reactor trip circuit breakers failed to open in
response to the RPS signal and hence, the reactor failed to automatically

shut down (trip). About 25 seconds later, operators manually initiated a
reactor trip from the Control Room which opened the reactor trip breakers and
shut down the reactor.

On February 26, 1983 in response to NRC inquiries, Public Service Electric

and Gas Company (PSE&G) personnel reviewed the computer sequence of events
printout for a reactor trip event on February 22, and determined that the

reactor trip breakers had similarly failed to open in response to a valid RPS
signal on February 22. Althcugh PSE&G personnel had previously reviewed the
February 22 event prior to restart of the reactor on February 23, they did not
recognize at that time that the reactor trip breakers had failed to automatically
open. As a result, the reactor was restarted on February 23, 1983 and operated
until the event of February 25, 1983 even though the RPS could not be considered
operable.

An NRC fact-finding task force was at the Salem site on March 2-6, 1983, and

they conducted a review of the circumstances surrounding th- February 22 and

25 events. The results of this review were published as NUREG-0977, dated March
1983. This and other NRC and PSE&G efforts revealed significant deficiencies
which contributed to the inoperability of the reactor trip breakers.

These deficiencies involved 1) failure to adequately investigate previous
failures to identify and correct conditions adverse to quality; 2) failure to
correctly include the breakers on the Master Equipment List (MEL); 3) failure

to properly implement procurement procedures; 4) failure to preperly implement,
control, and distribute the MEL which contributed to inadequate quality assurance
review of procurement and maintenance; 5) failure to identify and control safety-

CERTIFIED MAIL
REQUESTED
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r.latad components; and 6) failure to implement surveillance testing require-
ments. PSE&G efforts to correct these deficiencies are addressed in the Salem
Restart Safety Evaluation Report. In addition, you have failed to promptly

report, as required, certain events to the NRC.

We view the events of February 22 and 25, 1983 as very serious matters. On
February 22, the reactor trip breakers failed to open automatically upon demand,
apparently because of the deficiencies described in Item II of the Notice of
Violation. You failed to recognize, prior to restart of the reactor on February
23, that the reactor trip breakers had failed to open automatically on February 22.
As a result, the reactor was operated for three additional days during which

time the reactor protection system could not be considered operable. Accordingly,
each day from February 22 through February 25 has been considered a separate
violation for purposes of assessing a civil penaity.

The deficiencies identified above as contributing causes to these events are of

as great a concern to the Commission as the events themselves. The Commission has
concluded that these contributors to the events of February 22 and 25 are che
result of insufficient management involvement in establishing a safety perspec-
tive, in requirin? attention to detail, and in ensuring procedural adherence.

You are responsible for the safe operation of the facility and are responsible

for ensuring that full attention is given to safety considerations, including
ensuring that adequate procedures exist for the conduct of plant operations,
maintenance, procurement and quality assurance review, and ensuring that pro-
cedures are properly implamented and adhered to.

We are proposing extraordinary regulatory actions to assure that you will fully
implement lasting corrective actions that address the violations described in

the enclosed Notice. Accordingly, I have been authorized, after consultation

with the Commission, to iscue the enclosed Notice of Violation and Proposed
Imposition of Civil Penaliies in the amount of Eight Hundred and Fifty Thousand
Dollars ($850,000) for the violations set forth in the enclosed Notice. These
violations have been categorized in accordance with the NRC Enforcement Policy

(10 CFR 2, Appendix C) published ir the Federal Register 47 FR 9987 (March 9,
1982). Item I is classified as a Severity Level [ violation. Because of the
seriousness of the events on February 22 and 25, the NRC is applying its full
civil penalty authority in determining the civil penalty for each day the reactor
was operated with inoperable trip breakers. Item Il is comprised of six separate
violations which, in the aggregate, have been classified as Severity Level II.

The Commission has determined that these contributors to the events of February 22
and 25 are as significant as the events themselves and should be assessed a cumula-
tive civil penalty equivalent to the amount assessed for Item I. Item III is
classified at Severity Level III and the civil penalty has been increased 25%
because of multiple occurrences cf reporting failures and because these reporting
failures were discussed with you prior to the February 25 event.

You are required to respond to the Notice. In preparing your response, you
should follow the instructions specified in the Notice. In addition, your
response should include your specific actions and implementation plans for
each violation cited as well as addressing your plans and actions to correct
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the problems identified in this letter. Your written reply to this letter and
the results of future inspections will be considered in determining whether
further enforcement action is appropriate,

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 accompanying Notice are not
subject to the clearance procedures of the Office of Management and Budget as
required by the Paperwork Reduction Act o’ 1980, PL 96-511.

Sincerely,

S i

Richard C. DeYoung, Dir&ctor
ijice of Inspection and Enforcement

Enclosure:
Notice of Violation and Proposed
Imposition of Civil Penalties
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NOTICE OF %éOLATION
A
PROPOSED IMPOSITION OF CIVIL PENALTIES

Public Service Electric and Gas Company Docket Nos. 50-272, 50-311
Salem Nuclear Generating Station, Units 1 & 2 License Nos. DPR-70, DPR-75
EA 83-24

A special NRC review was conducted at the Salem site on February 25 and 26, 1983
in response to an event that occurred on February 25, 1983 at Unit 1, when the
reactor trip breakers failed to automatically open following receipt of a valid
trip signal from the Reactor Protection System (RPS). As a result of NRC in-
quiries, Public Service Electric and Gas Company (PSE&G) determined on February 26,
1983 that both reactor trip circuit breakers had similarly failed tC open upon
receipt of a valid trip signal on February 22, 1983. The failure of the reactor
to automatically trip on February 22 was not recognized by the licensee during the
post-trip review. Subsequent reexamination on February 26, 1983 of the computer
printout of the sequence of events (SOE) resulted in recognition of the February 22,
1983 failure. On March 1, 1983 an NRC Region I Task Force was established to con-
duct a fact-finding and data collection review of the February 22 and 25 events.
This review was performed on March 2-6, 1983 and the results of the review are
documented in NUREG 0977, "NRC Fact-Finding Task Force Report on the ATWS Events
;: SalegsNuclear Generating Station Unit 1, on February 22 and 25, 1983," dated

rch 1983.

The event of February 22 involved a transient initiated by a loss of the IF 4-kV
group bus during a transfer of the bus to the auxiliary power transformer. Loss
of this bus resulted in the loss of a reactor coolant pump, loss of control and
indication for the only operating main feed pump, and loss of a substantial
amount of non-safety-related instrumentation and other equipment. Loss of feed
pump control caused steam generator levels to drop resulting in a low-low steam
enerator level in No. 13 steam generator which generated a RPS trip signal.

t about the same time, the shift supervisor ordered a manual reactor trip
because of the degrading plant conditions.

A review of the February 22 event was conducted by Public Service Electric and
Gas Company personnel prior to startup on February 23. Among other things, the
sequence of events printout was examined during this review and it revealed that
the automatic trip signal preceded the manual trip signal. This led the reviewers
to conclude that the automatic trip signal had actually tripped the reactor.

As noted above, the more detailed review on February 26, 1983 of the SOE printout
revealed that the reactor was in fact tripped (reactor trip breakers opened) by
the manual trip signal which occurred 3.6 seconds after the automatic trip signal.
Consequently, it should have been evident that both reactor trip breakers had
failed to open in response to a valid RPS signal. As a result of the lack of
recognition that the reactor trip breakers had failed to automatically open on
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February 22, the reactor was restarted on February 23, 1983 although the RPS
could not be considered operable.

The failure of the reactor trip breakers to automatically open was caused by a
malfunction of the underveltage (UV) trip attachments in both reactor trip
circuit brerkers. These UV trip attachments translate the electrical signal
from the RPS to a mechanical action that opens the circuit breaker.

Failure of the RPS to automatically shut down the reactor when it receives a
valid trip sigra’ is of great concern to the NRC. The violations identified
below as contributing causes to this event are of equal concern to the Commission.

To assure that PSESG will fully implement lasting corrective actions that address
the violations ident’fied in this Notice, the Nuclear Regulatory Commission
proposes to impcse a ~ivil penalty of Zight tundred and Fifty Thousand Dollars
($850,000) for this metter. In accordance with the NRC Enforcement Policy

(10 CFR Part 2, Appendix C) 47 FR 9987 (March 9, 1982), and pursuant to

Section 234 of ine Atomic Energy Act of 1954, as amended ("Act"), 42 U.S.C.

2282, PL 96-295, and 10 CFR 2.205, the particular violations and their
associated penalties are set for<n below:

I. Technical Specification 3.3.1.1 and Table 3.3-1 reguire two Reactor Trip
Breakers be operable when the reactor is operated in Modes 1 and 2. With
one breaker inoperable, and consequently one channel inoperable, the reactor
is required to be in Hot Standby within six hours.

Contrary to the above, the Salem Unit 1 plant was operated in Modes 1 and
2 on February 22, 1983 with both RPS reactor trip oreakers inoperable in
that both RPS reactor trip breakers failed to operate automatically upon
receipt of a valid tri? signal caused by low-low steam generator level.
The reactor was manually tripped from the control room. During the post-
trip review of the events by Public Service Electric & Gas Company personnel,
the failure of the reactor to automatically shut down was not recognized
and, ac a result, the reactor was taken critical on February 23, 1983
without the circumstances surrounding the February 22, 1983 event being
properiy evaluateu in accordance with the Salem Station Administrative
Procedures. Cornsequently, the Salem Unit 1 plant was again operated in
Modes 1 and 2 with both reactor trip breakers inoperable from February

23, 1383 until approxirately 12:21 a.m. on February 25, 1983 when bozh

RPS reactor <rip breakers again failed to operate upon receipt of a valid
trip signal caused by low-low steam generator level. Each day the raactor
operated with inoperable trip breakers constitutes a separate violation
for which a civil penalty of $100,000 is proposed.

This is a Severity Level I violation (Supplement I)
Civil Pena'ty - $300,000
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I1.

10 CFR Part 50, Appendix B, requires the licensee to establish a quality
assurance program.

Public Service Electric and Gas Company implements a quality assurance
program through its Quality Assurance Manual, dated April 28, 1977.

However, as described below, the licensee did not properly implement
certain aspects of its quality assurance program. This contributed
to the reactor trip breakers being inoperable as described in Item I.

A.

Criterion XVI of 10 CFR, Part 50, Appendix B, requires in part, that
"Measures shall be established to assure that conditions adverse to
quality such as failures, malfunctions . . . are promptly identified
and corrected. In the case of significant conditions adverse to
quality, the measures shall assure that the cause of the condition
is determined anu corrective action taken to preclude repetition.”

Contrary to the above,

Following the breaker failures at Unit 2 on August 20, 1982 and
January 6, 1983, the licensee failed to adequately investigate the
cause of the breaker failures, and failed to take corrective action
with regard to the failed breakers and to inspect and service all of
the reactor trip breakers on Units 1 and 2.

This is a Violation.
Civil Penalty - $100,000

Criterion II of 10 CFR 50, Appendix B, requires in part, that "The
applicant shall identify the structures, systems, and components to

be covered by the quality assurance program..." The station issued the
MEL in July, 1981 by incorporation in AP-9, “"Control of Station Main-
tenance", to be used to classify components included in the Salem Q
list as contained in QAI 2.1, Attachment 1, and UFSAR Table 17.2-1,
which 1ists the items to which the operational QA program applies.

Contrary to the above, the licensee did not establish adequate control
over the MEL. As a result,

1. The reactor trip breakers and the reactor protection system,
which are safety-related, were not listed on the Master Equipment
List (MEL), issued in July, 1981.

2. Administrative Procedure AP-19 (Revision 4, September 18, 1980)
describes the MEL as containing a list of Salem items and
appropriate safety, seismic and QA-required ("QA") classifi-
cation; however, the MEL was not issued as a controlled document
by the originating Engineering Department and provisions for
incorporating additional classifications or updating of the MEL
were never implemented.

This is a violation,
Civil Penalty - $80,000 I.A-146
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C. Critericn IV of 10 CFR 50, Appendix B, requires in part, that "Measures
be established to assure that applicable regulatory requirements,
design bases, and other requirements which are necessary to assure
adequate quality are suitably included or referenced in the documents
for procurement of materia!, equipment and services...."

Administrative Procedure AP-13, Revision 4, describes procurement as

a two-step process in which (1) the item is identified and classified
and the applicable guality requirements are established utilizing the
Material Jrder/Item Classification Form (MO/IC), and (2) the MO/IC is
formalized, administrative review is obtained, and approval is obtained
in accordance with the appropriate Quality Assurance Instruction (QAI)
utilizing the Material Request and Receiving Record (MR/RR).

Contrary to the above,

1.  On January 27, 1982 Purchase Order No. 839270 was issued to
purchase items identified in MG/IC 9944 issued on June 1, 198]
for a DB-50 type A circuit breaker and separate components
(except UV attachment), without following this process in that:

(a) MO/IC 9944 incorrectly classified the DB-50 Type A
circuit breaker and separate components (except the UV
a.t” ‘hment) as Seismic Category 2. Under the Updated
Finui Safety Analysis Report [UFSAR), Section 3.2,
the reactor protection system is Seisaic Class 1.

(b) MO/IC 9944 was neither reviewed by the Station Quality
Assurance Engineer (SQAE) nor the Sponsoring Engineer
contrary to QAI 4-1 and QAI 4-3,

2. Notwithstanding Section 4.4.3 of AP-19 which provides that an
iten cannot be classified as a Commercial Catalog Item (CCI)
if it is not on a document which identifies it as an authorized
replacement for the original or existing item, on August 27, 1982
MO/IC 20299 and MR/RR 7518 for Purchase Order 866077, classified
undervoltage (UV) trip attachments for the reactor trip circuit
breakers, components of the RPS, as CCI even though no document
existed which identified the UV trip attachments ordered as
authorized replacements.

3. Notwithstanding the requirement of Section 4.4.3 of AP-19 stated
above, on February 25, 1983, MO/IC 28445 was issued for eight UV
trip attachment components for the reactor protection system.
These components were classified as CCI even though a document
did not exist which identified the UV trip attachment as
authorized replacements for the original or existing items.
These components were received onsite per MR/RR 1643-M, and
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receiving inspectiun was not performed for these delivered
components prior to providinrg them to the requesting department,
contrary to AP-19 requirements.

This is a violation.
Civil Penalty - $60,000

Criterion V of 10 CFR 50 Appendix B, requires in part, that "Activ-
izies affecting quality shall be prescribed by documented instructions,
procedures, or drawings, of a type appropriate to the circumstances
and shall be accomplished in accordance with these instructions,
procedures, or drawings. Instructions, procedures, or drawings shall
include appropriate quantitative or qualitative acceptance criteria

for determining that important activities have been satisfactorily
accomplished."

Contrary to the above,

1. Administrative Procedure AP-9, "Control of Station Maintenance",
requires the Master Equipment List (MEL) to be used for equipment
classification, However, maintenance department personnel were
not using the MEL. Consequently on January 10, 1983 Work Order
No. 925774 was issued to performn the follow1n$ work: disassemble,
inspect and clean, reassemble and test the Unit 1 reactor trip
breakers. The maintenance department used Project Directive 7
(PD-7) instead of the MEL and was unable to locate the reactor
trip breakers on the PD-7 (although they were listed and properly
classified on PD-7) to determine the safety classification.

As]a ggnsequence. Work Order 925774 was classified as non-safety-
related.

2. Administrative Procedure AP-9, "Control of Station Maintenance,"
requires notification of the QA staff prior to performing
safety-related work and a QA review of complrted safety-reiated
work orders. For all safety-related work orders on the reactor
trip and bypass breakers, prior notification was made; however,
work orders TM-0053 (for Unit 2 prior to receipt of operating
license), 902575, 917753, and 936238 did not receive QA review
after work was complieted,

3. From initial cperation in December 1976 of Unit 1, and from
August, 1980 for Jnit 2, until January 1983, the licensee did not
perform preventive maintenance on reactor trip and bypass breakers.
For the maintenance performed in January 1983, the maintenance was
conducted without an appropriate procedure although the reactor
trip breakars are safety-related.

This is a viclation.
Civil Penalty - $60,000
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M,

E. Criterion VIII of 10 CFR 50, Appendix B, requires in part, that
"Measures shall be established for the identification and control of
materials....These measures shall assure that identification...is
maintained...or records traceable to the item, as required tiirough-
out...use of the item."

Contrary to the above,

As of February 25, 1983 the licensee had not maintained a system to
trace breaker location (i.e., which breaker is in which location).
However, the reactor trip breakers were switched with the bypass
breakers and with reactor trip breakers in the other Unit., Any of

the eight breakers involved (four for each Unit), could be interchanged.

This is a viclation.
Civil Penalty - $50,0C0

F. Technical Specification Table 4.3-1 (21), Reactor Trip Instrumentation
Surveillance Requirements, requires that each reactor trip breaker be
functionally tested bi-monthly and within 7 days prior tc startup.

Contrary to the above,

On February 22, 1983, the "B" reactor trip bypass breaker was placed
in service as the "B" reactor trip breaker, even thcugh the breaker
should have been considered inoperable because the bypass trip breaker
was not functionally tested prior to startup on February 22, 1983 to
determine its ability to trip automatically on undervoltage.

This is a violation.
Civil Penalty - $50,000

Violations A through F, when viewed in the aggregate, have been categorized
at a Severity Level Il (Supplement I). The Commission has determined that
these contributors to the events of February 22 and 25 are as significant
as the events themselves and should be assessed a cumulative civil penalty
equivalent to the amount assessed for Item I. The amount assessed for each
violation is based on the relative significance of each violation to the
other violations included in this Item,

Cumulative Civil Penalty - $400,000

10 CFR 50.72 requices, in part, that each licensee notify the NRC Opera-
tions Center as soon as possible, and in all cases within one hour of (1)
any event resulting in manual automatic actuation of Engineering Safety
Features, including the RPS, and (2) any event that results in the nuclear
power plant not being in an expected condition while operatirg or shut down.

Contrary to the above,

The NRC Operations Center was not notified within one hour of events which
required such notification in accordance with 10 CFR 50.72 as evidenced by
the following:

1.A-149



Notice of Violation w

A. On January 30, 1983 at approximately 5:50 p.m., a safety injection
occurred during cooldown of the reactor and the NRC Operations Center
was not notified until 7:27 p.m,

B. On February 22, 1983 at approximately 9:56 p.m., the plant was shut
down because of not being in an expected condition (loss of a reactor
coolant pump, loss of a main feed pump, loss of a substantial amount
of nonsafety instrumentation indication, and steam generator levels
dropping rapidly), and the NRC Operations Center was not notified
until 11:34 p.m. Also, although there was a safety injection and the
PORVs lifted at 10:11 p.m., this was not repcorted to the NRC until
February 23, 1983 at 12:12 a.m,

C. On February 25, 1923, at 12:22 a.m., the plant was shut down manually,
25 seconds after it failed to shut down automatically upon receipt of
a valid shutdown signal, and the NRC Operations Center was not
notified of this unexpected condition until 1:46 a.m,

This is a Severity Level III violation (Supplement I)
Civil Penalty - $50,000

Pursuant to the provisions of 10 CFR 2,201, Public Service Electric and Gas
Company is hereby required to submit to the Director, Office of Inspection and

Er: forcement, USNRC, Washington, DC 20555 and a copy to the Regional Administrator
USNRC, Regicn I within thirt{ days of the date of this Wotice a written statement
or explanation in reply, including for each violation: (1) admission or denial

of the alleged violation; (2) the reasons for the violation if admitted; (3) the
corrective steps which have been taken and the results achieved; (4) the corrective
steps which will be taken to «void further violations; and (5) the date when

full compliance will be achieved. 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, Public Service Electric and Gas Company may pay the civil penalty of
Eight Hundred and Fifty Thousand Dollars ($850,000) or may protest imposition
of the civil penalty in whole or in ?art by a written answer. Should Public
Service Electric and Gas Company fail to answer within the time specified, this
office will issue an order imposing the civil penalty in the amount proposed
above. Should Public Service Electric and Gas Company elect to file an answer
in accordance with 10 CFR 2.205 protesting the civil penalty such answer may:
(1) deny the violation presented in this Notice in whole 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 in whole or in part, such answer

may request remission or mitigation of the penalty. 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 by
specific reference (e.g., citing page and paragraph numbers) to avoid repetition,

I.LA-150



Notice of Violation -8 -

In requesting mitigation of the proposed penalty, the five factors contained in
Section IV.B of 10 CFR Part 2, Appendix C should be addressed. Public Service
Electric and Ges Company's attention is directed to the other provisions of

10 CFR 2.205, regarding the procedure for imposing a civil penalty.

Upon failure to pay any c:vil penalty due, which has been subsequently deter-
mined in accordance with the applicable pro'isions 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.

FOR THE NUCLEAR REGULATORY COMMISSION
N ob

chard C. DeYoung, Director
¥fice of Inspection and Enforcement

Dated at Bethesda, Maryland
this 5thday of May 1983
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Publi. Service
Electric and Gas
Company

R. Edwin Selover 80 Park Plaza, Newark, NJ 07101 201-430.6450 Mailing Address P Box 570, Newark, NJO7101

Vice President and
General Counsel

July 6, 1983

Mr,., Richard C. DeYoung, Director
Office of Inspection and Enforcement
U.S. Nuclear Regulatory Commission
Washington, D. C. 20555

Re: Notice of Violatinn and Proposed Imposition
of Civil Penalties
Docke:> Nos. 50-272, 50-311,
License Nos. DPR-70, DPR-75
EA 83-24

Dear Mr. DeYoung:

Public Service Electric and Gas Company (the
"Company") is in receipt of your letter dated May 5, 1983,
and the Notice of Violation and Proposed Imposition of Civil
Penalties (the "Notice of Violation") attached thereto. On
June 9, 1983, the NRC extended until July 6, 1983 the date
by which the Company could respond. This letter constitutes
the Company's response to the Notice of Violation.

The Company is well aware of the significance of
the events which occurred on February 22 and February 25,
1983 at Salem Generating Station ("Salem") Unit 1. As
indicated on page 1-1 of Volume 1 of NUREG-1000 (Generic
Implications of the ATWS Events at the Salem Nuclear Power
Plant), although the conditions leading to the dewand for
both of such trips and the rapid manual shutdown of the

reactor by the operators turned these events into little
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more than routine reactor shutdowns, we agree that the
implications of such events, in terms of reactor trip system
reliability in particular, and of adherence to procedures in
general, are both significant and far-reaching for the
Company and for the entire nuclear industry.

However, we b~nlieve that those events, and their
contributing Zfactors, do not justify imposition of a civil
penalty of the magnitude proposed by the NRC, The
significant generic implications should not be allowed to
obscure either the relatively benign nature of the actual
events or what constitutes an appropriate enforcement action
based on the facts in this case.

The February 22 and 25, 1983 incidents at Salem
have been carefully scrutinized by the Commission. Every
past action of the Company has been placed under a
microscope, dissected and analyzed. As you are aware, top
management of the Company has been intimately involved in
the investigation of the incidents, Management has also
actively taken part in proposing remedial ster:; to assure
that lasting corrective actions wil! be taken, both with
regard to the failure of the trip breakers th mselves and to
adherence to procedures at Salem.

There seems to be little point in attempting to

re-review the events which are the subject of the Notice of
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Violation. TlLey have been the subject of numerous meetings
with the Staff, letters, reports and formal Commission
meetings. The essential facts are not in dispute. The
short-term actions have already been completed and the
longer term matters are the subject of the NRC's Order
Modifying License Effective Immediately dated May 6, 1983,
and are being actively pursued. We wish to merely emphasize
a few points related to these incidents to give a
perspective which was perhaps previously lacking and which
is relevant to the amount of any civil penalty.

A careful analysis of events leading to and
involving the occurrences on February 22 and February 25,
1983, indicates that the Company's maintenance practices
were consistent with the instructions supplied to the
Company by Westinghouse, the vendor that supplied the
reactor trip breakers. In addition, in the most recent SALP
Report for Salem (January 11, 1983), the NRC Staff rated
maintenance in Category 1, reflecting: "Licensee management
attention and involvement are aggressive and oriented toward
nuclear safety; licensee resources are ample and effectively
used such that a high level of performance with respect to
operational safety or construction i3 being achieved."™ The
record also reflects that prompt and comprehensive remedial

action was taken by Company management to assure that these
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events do not recur and that all necessary improvements
were made or committed to. The Company is further engaged
in a test program to determine the 1life cycle and
replacement interval for the undervoltage trip attachments
and to verify the adequacy of the Company's new maintenance
and surveillance procedures used on the reactor trip circuit
breakers. The benefits of this program will certainly be
industry-wide,

The Company is not at this juncture requesting a
formal hearing on the proposed factual findings set forth in
the Notice of Violation. We take specific note in this
regard of the meticulous attention to detail and the high
standard of compliance the NRC expects of its licensees (10
C.F.R. Part 2, Appendix C, General Policy and Procedure for
NRC Enforcement Actions ("Enforcement Policy")at I). We
further recognize that this standard imposes a very high
level of conduct on the Company, a standard which we believe
is necessarily more stringent than virtually every other
standard of conduct imposed by other regulatory schemes,
whether under federal or state law.

While we recognize that there are areas involving
procedures and procedure adherence which can be strengthened
with respect to our nuclear operations, we continue to

believe, as previously discussed with the
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Commission, that <corporate management in general has been
involved in taking actions to assure a strong nuclear
organization and that on-site management capability is the
equal of any in the country. Further, since the Salem
events, we have implemented new operating, maintenance and
quality assurance (QA) procedures. We have also instructed
personnel in these procedures and in the importance that
they be strictly adhered to, and we are carefully
monitoring performance so as to assure improvement in
station operation. Finally, we are working diligently to
properly identify any further areas for improvement, both on
our own and with the assistance of Management Analysis
Company ("MAC"), and we will make whatever changes may be
required so as to strengthen overall performance.
Accordingly, it is the Company's position that
the civil penalty as proposed in this case is not warranted
based on the undisputed factual record and, therefore, that

the penalty should be mitigated as a result.

I. Mitigation of the Proposed Penalty
is Warranted in Light of
the Company's Corrective Actions

It is beyond dispute that Section 234 of the
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Atomic Energy Act authorizes the NRC to impose only civil
nenalties. The legislative history of that provision states
"The penalties authorized [in that section] are civil only
and are remedial in nature as opposed to punitive" (S.
Rep. No. 91-553, 91st Cong., lst Sess., Reprinted in (1969)
U.S.Code Cong. Admin, News 1607, 1622). Recent amendments
to Section 234 increasing the statutory maximum of civil
penalties to $100,000 per violation with no upper limit do
not change the nature of these penalties,

The Enforcement Policy reflects this statutory
requirement and states at IV, B. "Civil penalties are
designed to emphasize the need for lasting remedial action
and to deter future violations." Because Section 234
requires that civil penalties be remedial in purpose, and
because the Commission recognizes the need to relate such
civil penalties to potential improvement of conduct, it
follows that an adequate factual basis must exist for the
NRC to believe that the proposed civil penalty in this case
will serve a remedial purpose.

Simply stated, we believe the NRC has no basis
upon which to conclude that the imposition of a large civil
penalty in this proceeding will serve any remedial purpose.
The proposed penalty is unnecessary in that the significant,

corrective actions described below were either completed or
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were committed to as a comprehensive remedial program prior
to the issuance of the Notice of Violation. Thus,
imposition of the civil penalty will not contribute in any
meaningful way towards achieving compliance with NRC
regulations.
As indicated in the April 29, 1983 letter from the
NRC Staff authorizing the restart of Salem 1, the program of
corractive actions which the Company implemented is
documented in its letters to the NRC dated March 1, 8, 14,
18, 23 and April 4, 7, 11, 22, 27, and 28, 1983. Such
corrective actions include the following:
1. A new detailed maintenance procedure, M3Q-2,
"Reactor Trip and Bypass ACB Inspection and
Test,"” was developed and approved by the
Company. This procedure, which applies to the
circuit breakers, including the undervoltage
trip attachments, is based upon and refers to
current Westinghouse procedures. It
encompasses electrical testing of the
breakers, notification of the Technical
Department of the need for post-maintenance
testing and appropriate QA inspection hold
points. A Caution Notice has been placed on

the switchgear cabinecs directing personnel to
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adhere to procedure M3Q-2 for 21l trip breaker
maintenance.

New undervoltage trip attachments were
obtained, tested and installed in each of the
four Salem 1 breakers prior to restart.
Similar actions have been taken with respect
to Salem 2 prior to its restart scheduled in
July 1983,

Surveillance/maintenance procedures associated
with the Solid State Protection System were
revised tc increase the frequency of
surveillance testing of the reactor trip
breakers from every other month to once a
month. Also, the main breakers will be
functionally tested within 24 hours prior to
startup, instead of within 7 days prior to
startup. Further, every six months, the main
and bypass breakers will be surveillance
tested and maintained. This will include:
responne time testing; trip bar 1lift force
measurements; undervoltage trip attachment
output force measurement; drop out voltage
chenk; and servicing, maintenance and

adjustments,

I.A-159



4.

Emergency Instruction 1I-4.3, Reactor Trip,
for Salem 1 and 2, was revised to include the
requirement to manually trip the reactor trip
breakers on all reactor trips.

formal reactor trip/safety injection post trip
review procedures were developed to specify
the requirements and criteria that must be met
prior to start-up. Under these procedures,
the Station Operations Manager may authorize
restart following a reactor trip or safety
injection prcvided that the Post Trip Review
has been completed, evaluated, and reviewed
with the Operations Manager, and the
evaluation clearly indicates the cause of *‘he
event, and that all equipmert and systems
functioned as designed. These procedures
require that if the cause of the event has not
been clearly determined, or there is a
question concerning the proper performance of
equipment or systems during the event, an
investigation will be conducted and the
results reviewed by the Station Operations
Review Committee, which shall make

recommendations to the General Manager - Salem
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Operations on reactor start-up. The review of
the sequence of events printouts will be
conducted by senior reactor operator licensed
personnel familiar with the various control
room recorders and alarm printouts. Training
on the interpretation or the sequence of
events recorder printouts has been conducted,
and additional training will follow. Prior to
completion of the additional training, an
individnal supervisor knowledgeable on the
sequence of events recorder and who
understands expected equipment response times
will review sequence of events printouts for
all reactor trips or safety injections prior
to restarting the plant,.

I.Licensee Event Reports, deficiency reports,
maintenance work sheets and work orders are
being reviewed to identify items requiring
preventative maintenance. The preventative
maintenance program will then incorporate the
results of this review,

Reactor trip and bypass breaker traceability
has been established by recording the location

of each breaker by serial number on a
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documentation sheet which has been
incorporated into the M3Q-2 Maintenance
Procedure,

All Westinghouse technical billetins, manuals,
and other documents, pertairing to
Westinghouse safety equipment wutilized at
Salem have been obtained on a controlled
document basis and reviewed.

The administrative proceduie for the control
of station maintenance has been revised to
include QA review of all work orders
designated non-safety related prior to
performing the work in order to assure proper
classification,

The importance of adhering to the reporting
requirements of 10 CFR 50.72 has been re-
emphasized tc operating personnel, and the
appropriate procedures, personnel training
and communications methods were revised to
assure that notifications are made within the
required time periods.

Additional training was conducted prior to
start-up to re-emphasize and strengthen the

operators' understanding of the Solid State
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13.

14.

15.

16.
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Protection System and the significance of
associated alarms and indicators. Such
training was in addition to the regular
requalification training program which has
itself been revised to emphasize these
subjects.

The Master Eqguipment List (MEL) has been
updated and re-issued as a controlled
document., Appropriate personnel were
indoctrinated in the purpose and use of the
MEL.

The Nuclear Review Board was reconstituted
prior to the February events to strengthen its
operations,

A member of the Safety Review Group is being
assigned to the Station Operations Review
Committee.

The Company had authorized an independent
assessment of the QA program prior to the
February events, which will be submitted to
the NRC in July 1983,

The Company has undertaken an independent
management diagnostic study of the structure,

management systems and staffing of the Nuclear
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Department by Management Analysis Company.
The report, including an Action Plan
recommended by MAC, was submitted to the
Company which forwarded it to the NRC on June
29, 1983. The Company is evaluating the MAC
recommendations and will report thereon to
the NRC by August 29, 1983.

The Company committed to establish a Nuclear
Oversight Committee reporting directly to its
Board of Directors to provide an independent
basis for evaluating the effectiveness of
plant operations in terms of nuclear safety.
The Company has committed to a test program to
determine the 1life cycle and replacement
interval for undervoltage trip attachments and
to verify the adequacy of new maintenance and
surveillance programs used on reactor trip
circuit breakers. This program is scheduled
to be completed by October 1983, and the
results will be made available to the NRC and
the nuclear industry generally.

Additional training has been provided to all
operators concerning those procedures which

were revised following the February events
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22,

23.
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prior to start-up. Testing was administered
to assure satisfactory comprehension.

The procurement procedure has been reviewed
and an interim procedure to strengthen the
procurement program was established. A final
procedure will be implemented ir July 1983,
This procedure will include requirements and
responsibilities for proper classification of
items and control of the procurement process.
Appropriate personnel will be instructed in
the use of this procedure.

A system has been instituted whereby all
vendor technical documents are received by
nuclear engineering for evaluation and
determination of applicability for Salem.

A program has been instituted covering all
safety-related equipment included on the Salem
Maste:r Equipment List to provide verification
that all equipment manuals are under a
drcumant control system.

The Company committed to expedite the staffing
the Nuclear Assurance and Regulation
Department so as to be completed by

January 1984,

I.LA-165



- 18 «

24, A complete managed maintenance program for all
safety-related systems will be implemented by
January 1984.

In view of these extensive corrective actions, a
number of which will result in beneficial information or
model procedures for the entire nuclear industry; the
Company submits that no valid regulatory purpose will be
served by the imposition of a large civil penalty in this
case. The NRC Staff itself has stated that the civil
penalty in this case was proposed "to assure that PSE&G will
fully implement lasting corrective actions that address the
violations identified in ([the Notice of Violation]." The
corrective actions described above clearly demonstrate that
this goal has been accomplished without civil penalty.
Therefore, mitigation of the proposed civil penalty is
warranted.

Three of the four goals of the NRC Enforcement
Policy have already been achieved., Through this enforcement
action and the Company's extensive commitments outlined
above, the NRC Staff has acted to ensure compliance with NRC
regulations and license conditions, to obtain prompt
correction of noncompliance and to deter future non-

compliance. By mitigating the proposed civil penalty, it

I.A-166



- 16 -

will accomplish the fourth goal of that policy: viz.,
encouraging improvement of licensee performance, and by
example, that of the industry. We believe that this fourth
goal is critical and should not be ignored. NUREG-1000
(Abstract, p. iii) states "regulatory and programmatic
changes will be incorporated into the Regulations, Standard
Review Plan, manual chapters, and other documents as
necessary to assure continued attention to the lessons
learned from the Salem Unit 1 ATWS events." We believe
that this is a far better approach towards achieving the
goal of improvement in overall licensee performance
throughout the industry than by isclating a single facility

and imposing a large civil penalty,

II. Conditions Surrounding the February 22
Event Obscured the Breaker Failures and
Should be Considered in Mitigation

The circumstances surrounding the February 22,
1983 event at Salem should be considered in understanding
why the related post-trip review did not uncover the
failure of the automatic trip at that time. Although we
recognize that licensees must correctly determine the cause
of a plant shutdown prior to restart, we believe the three
points below should be considered in determining the amount

of any civil penalty. The NRC Region I Inspection Report
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No. 50-272/83-06, 50-311/83-05 issued April 11, 1983 briefly
describes (pages 12 and 13) this event as follows:

"Following repairs to the Control Rod Drive power
supplies, the reactor was critical at 3:16 p.m.
and the unit synchronized at 8:36 p.m. on February
22. At 9:55 p.m. on February 22, 1983, with the
reactor at 20% power, the operators were
transferring the 4KV Group Buses from Station
Power Transformers to the Auxiliary Power
Transformers. When the operator attempted to
transfer the 1F 4KV bus, the infeed breaker from
the Auxiliary Power Transformer failed to close,
de-energizing the bus resulting in the loss of the
13 reactor coolant pump (RCP) and a loss of
control power and indication for the 12 main feed
pump (MFP) which began to coast down. At 9:56
p.m., the reactor was tripped. An automatic trip
signal on 13 low-low steam generator level
occurred at about the same time that the operator
manually actuated the trip switch because he had
lost feedwater control and indication and had
decreasing steam generator level.

"The reactor trip/turbine trip started the
automatic transfer of the group buses from the
Auxiliary Power Transformers to the Station Power
Transformers. This resulted in the Station Power
Transformer infeed breaker to the 1F 4KV Group
Bus closing, re-energizing the bus, simultaneously
starting all the 1loads still connected, thus
causing an undervoltage condition on the
transformer. This undervoltage condition caused
the 1B 4KV Vital Bus to transfer to the 12 Station
Power Transformer. The 13 RCP locked rotor
protection tripped the 13 RCP breaker. All
auxiliary feedwater pumps started automatically on
the low-low steam generator level. Since steam
generators 11 and 13 provide steam to the turbine
driven auxiliary feed pump and since there was no
reactor coolant flow through the 13 steam
generator because of the de-energized 13 RCP, a
100 psi differential pressure developed between
main steam line 13 and other steamlines. The
protection system sensed that as a steam line
break and initiated a safety injection at 10:04
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p.m, Pressurizer level decreased to 1% before
safety injection flow started increasing level,
At 10:06 p.m, it was noted that the 11 RCP had
tripped (reason unknown).

"With both the 11 and 13 RCP's tripped, no spray
flow was available to limit pressurizer pressure,.
As pressurizer level increased from safety
injection flow, pressure 21so0 increased to the
PORV setpoint and actuated the PORV's which
remained open .elieving to the pressure Relief
Tank until the safety injection was terminated at
10:11 p.m., by operators, when pressurizer level
reached 22%. Both PORV's then closed, placing the
plant in a stable condition in Mode 3 (Hot
Standby) . At 11:34 p.m. the operators made the
required notification to the NRC Operations Center
concerning the trip. At 3:00 a.m. on February 23,
the 13 RCP was returned to service, The 11 RCP
was returned to service at 11:17 a.m. after
inspection and testing of the RCP breaker failed
to identify any malfunction. At 6:28 a.m. the
block valve for PORV PR-2 was closed because of
seat leakage on PR-2,

"The inspectors began a followup review of thi=
event at 7:00 a.m. on February 23. The inspectors
were provided with the licensee's internal report
of the analysis of the event, The report included
a cover memo from the Cperations Engineer to the
Plant Manager which stated that a detailed
investigation had been completed which showed that
the reactor had tripped automatically about 1
second before the manual trip was initiated by the
operator."

During these events, numerous alarms were sounding in the
control room because of the plant condition, and normal
control room lighting was lost for a short period of time.
First, in reviewing the events to determine the
cause of the reactor trip, there were various significant

problems to evaluate. As indicated in the discussion
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regarding the generic implications of post-trip review in
NUREG 1000 (page 2-8):
" ..some events are very hard to unravel,
particularly those involving perturbations from
loss of 1lighting, 1loss of feedwater, safety
injection, PORV openings or numerous alarms,
Important failures and system anomalies can be
obscured or ignored unless there is a documented
and systematic evaluation of the event and its
implications. Many operating events are so
complex that a proper interfretation car only be
achieved by a detailed examination of a complete
listing of the sequence and timing of events that
includes important system parameters.
"rask Force meetings with the four Regulatory
Response Groups (RRGS) identified only one
utility, although there may be others, which
clearly extends a top management safety philosophy
down to the level of post-trip reviews. ..."
All of the anomalies referred to above were present in the
February 22 event. The post-trip review therefore involved
a number of complex significant problems about which plant
personnel were justifiably concerned and upon which they
were concentrating.

Second, a principal reason why the failure of the
reactor trip breakers to open automatically was not
recognized was that the operators acted promptly in
manually shutting down the unit. The decision to manually
trip the reactor occurred about 23 seconds from the time the
1F bus de-energized and plant conditions began to degrade,

but the actual trip occurred only 3.6 seconds after the
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low-low steam generator level demand signal from the solid
state protection system should have caused an automatic
trip. In the NRC Staff's Salem Restart Evaluation dated
April 11, 1983, it is concluded at page 18;: "In the
February 22 «<vent, the operators' response was prompt and
fully satisfactory from the time the transient started until
the time the reactor was manually tiipped."
Third, it is only because of the fact that the

Company took the initiative and installed the type of
sequence of events recorder which is at Salem that it is
possible to accurately reconstruct the February 22 event,
It is not presently reguvired that each nuclear plant in the
United States have such a sequence of events recorder. Not
all plants are so equipped. NUREG-1000 states the following
at page 2-9 with respect to the importance of sequence of
events recorders:

"The importance and role of plant computers in

event reconstruction deserves more attention at

operating plants, Currently, the computers are

not required to be operable for power operation

and often are powered bv nonvital buses. As a

result, they are not available for certain events

and transients, including loss of power. There

have been a number of occasions (e.g., TMI-2 and

the Ginna steam generator tube rupture event)

where analysis of operational events at nuclear

power plants have suffered because the plant

computers were not operational to record the

sequence of events and the associated alarms. 1In

these cases it was difficult, if not impossible,
to accurately reconstruct the events."
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The Company should not be unduly penalized for its
initiative.

Notwithstanding these points, we are quite
concerned that the personnel involved did not recognize what
had in €fact occurred on February 22. We recognize our
responsibility in this matter, and, as discussed above, we
have instituted a formal post-trip review procedure to
assure that such will not happen again. However, we
believe that the February 22 post-trip review should be
considered in the perspective of these three points in

determining the amount of any civil penalty.

11I. Other Mitigating Factors

There are a number of additional facts which the
Commission should consider with regard to mitigation. There
were a number of matters beyond the control of the Company
related to these incidents which contributed to the failures
of the undervoltage relays. The Company recognizes and
accepts its responsibility for safe operation of the
facility. However, the additional facts set fortk below
should be considered in terms of mitigation. As stated in
the NRC's Enforcement Policy at IV.A.:

"Licensees are not ordinarily cited for violations

resulting from matters not within their control,
such as equipment failures that were not avoidable
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by reasonable licensee quality assurance meacures
Oor management controls.”
Since these factocres have been well documented during the
Company's and the NRC':s investigations of this matter, we
shall discuss them only briefly in response to the Notice of
Vioia:ion.

It is apparent that the design of the breakers
contributed substantially to the events. First, the
analysis presented to the NRC by its own consultant, the
Franklin Research Canter ("FPC"), indicates that the life of
the undervnltage trip atcachment devices cannot be assumed
for more than a "reasonable"™ period, whichk in FRC's opinion
was six months as a minimum, assuming personnel are
prevented from interfering with the device and instructed in
how to perform the minimum maintenance required (Transcript
of NRC meeting held April 26, 1983, page 44, line 14,
testimony of Di. 2Zunons Zudans, Vice President of Franklin
Research Conter). Neither the Company, the nuclear industry
nor t‘he NRC was aware of this limited life,

Second, ¥RC's final report of initial
investigation (Appendix EF to the NRC's Appendix A to the
Salem Restart Report dated April 11, 1983) contains the
following conclusions and recommendations with respect Lo

~.@ marufacturing by the vendor, and use by licensees, of
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the undervoltage trip attachments:

"FRC believes that in the as-manufactured
‘new' condition, the 1983 UVr attachment will
properly trip a circuit breaker that has a trip bar
force requirement that is within the design limit
of 31 ounces, and would probably consistently trip
a circuit breaker with as-found trip bar force
requirement of wup to 38 ounces. However
sufficient evidence has not been presented to show
that current manufacturin rocesses for the UVT
attachment when coupled w%th maintenance will
eliminate long-term failures that appear to be
mechanical, age-related phenomena. Tge variations
rom device to device cause concern, The fact that
honing Is a hand operation indicates that
variations in the surfaces of the latch will remain
even though no extreme roughness should be
expected.

“In addition the lack of uantitative
acceptance criteria adds concern that impendin
failures mIgEt be missea auringf Inspection and

maintenance.

"On March 18, 1983, Westinghouse Switchgear
Division personnel also indicated that the UVT
attachment must be replaced some time during the
life of the plant. Criteria for determining when
to replace the UVT attachment do not appear to be
available,

"FRC recommends the folleowing actiors:

1. Acceptance criteria be set for parameters
affecting correct operation of the UVT
attachment.

2. Testing methodology for acceptance tests
be prepared for factory and Licensee use.

3. Uniformity of construction be instituted
or sufficient testing be performed
showing that the wvariations in the
devices are of no consequence to reliable
operation,
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4. Testing of the U©vT attachment be
performed to show that the device can
successfully operate for the intended
lifetime with proper maintenance.

5. Criteria be developed to determine a
replacement interval for the uvT
attechment such that replacement occurs

significantly before the possibility of
failure,

"Data and information rovided to date
indicate that the Iong:term reliability of the UVT
attachment has not been proven to be adequate. The
reliability of the UVT attachment appears to be
significantl below that of the DB-50 circult
breaker to wEIcE it is mated." (Emphasis added.)

Again, neither the Company, the nuclear induscry

nor the NRC knew of such infirmities of the undervoltage
trip attachments prior to the Salem events. This is clearly
demonstrated by the NRC Scaff's investigation into the
phenomenon known as anticipated transients without scram
(ATWS) being conducted for over fourteen years prior to the
Salem events, in addition to the efforts of a task force
involving twenty-two utilities (including the Company).
Throughout these investigations the components, such as
reactor trip breakers, or subcomponents such as undervoltage
trip attachments, were not emphasized as requiring special
attention as to their performance or reliability.

Further, NUREG-1000 states the following at
page 3-24 with respect to the potential for a warning of the

Salem events:
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"Routine statistical analysis of single failures
and failure rate data would probably not have
suggested a high potential for common cause failure
resulting in multiple, simultaneous breaker
failures. ~ 2ver, with hindsight it appears that
proper idencitication of root causes with common
mode failure potential coupled with a detailed
engineering understanding and careful review of
LERs [Licensee Event Report] might have given an
advance warning of the Salem failures, Complete
narrative descriptions reporting the failures and
indepth engineering review would be necessary to
identify the potential common cause failures.
Future reporting requiremenis associated with the
proposed LER Rule should result in improved
reporting of significant events such that
engineering analyses «can address the generic
implication of failures. Component failures must
be better reported under an improved NPRDS [Nuclear
Plant Reliability Data System] (see Section
30:-‘)..

It was also concluded that the performance failures of
reactor trip system breakers was comparable with the rate
computed in the "Reactor Safety Study" (WASH 1400), and
thus did not generate concern for reactor breakers
reliability based upon operating experience. (Id. at 3-23).
It seems incongruous that these conclusions can be made in
NUREG-1000 while the NRC proceeds to impose a civil penalty
because of the very events under consideration in NUREG-
1000.

The knowledge about, and the expected reliability
of, the undervoltage trip attachment were summarized by Dr.
Zudans, as follows:

"There is really basically nothing wrong with
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the device other than the people who are expused
to it did not know what they should do or should
not do.

"The other fact that we found out is that the
device, a®# the device deteriorates, it is
detectable, In other words, it will let you know
it is hurting. All you have to do is follow
simple procedures. You should never repair the
device, you should never repair it. You Jjust
throw it away and replace it with another device."”
(Transcript of NRC Meeting held April 26, 1983,
pages 44-45.)

The NRC has recognized that these quality concerns
are such that a diverse avtomatic trip should now, because
of the Sa.em events, be considered for all Westinghouse
pressurized water reactors. As stated at page 5-8 in NUREG-
1000:

"As indicated in the draft ATWS Rule in Table $.2,
Item 2, only the plants designed by Combustion
Engineering and Babcock & Wilcox would be required
to install an additional diverse scram system
(including power interruption to the rods). No
preventive measures, such as a diverse scram
train, were initially recommended for the
Westinghouse plants because the mitigative
measures (diverse turbine trip and automatic
auxiliary feedwater actuation) were believed to be
sufficient, based on the initial value/impact
analysis. Because of the effect of the Salem
events on_ the estimated failure rate of the

Westinghouse reactor scram system, and the fact
that other Egtentfai common-cause fallure modes
exist see Section . a verse scram system
should be roposed tﬁroggﬁ ruIemaEInq for the
W ingh f

estinghouse plants as well,. This is consistent
with

our reguIatorg objective of defense in depth
and the nee or relia t n_ the reactor
trIpﬁoysten which is cEaIIengea on_the average of
ten times per year. This diversity would be aime

at minimizing the potential for Ffailure of the

Westinghouse trip system. Imgplementation of such
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a preventive measure, and those identified in
Table 5.2, must not be construed as a basis for
relaxing, in future designs, the present
capability for the different plant types to
mitigate an ATWS event."” (Emphasis added.)

Third, in addition to the 1limited 1life and
infirmities associated with the undervoltage trip attachment
device itself as indicated above, the necessary proper
maintenance instruction referred to in Dr. Zudans' testimony
had not been provided to the Company and certain other
licensees.

The Instruction Manual issued by Westinghouse
Electric Corporation with respect to the reactor trip
breakers (I.B. 33-850-3D, effective May 1970) indicates the
following at page 5:

"NOTE: It is not advisable to lubricate any
parte of the breaker. The lubrication supplied
during factory assembly is sufficient for years of
service., The lubricant is of a special form which
is used sparingly. The addition of oil will only
promote the accumulation of dust and dirt."

Further, the specific instructions in the Instruction Manual
with respect to the undervoltage trip attachment are silent
with respect to maintenance being required, although the
Manual does specify maintenance fcr other breaker parts.

Subsequent to the issuance of this manual,
Westinghouse issued a Technical Bulletin (NSD-TB-74-1) on
January 11, 1974. The Company has no record or other

evidence that this bulletin was ever received, nor has
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Westinghouse been able to produce proof that it was in fact
delivered to the Company. Bulletin 74-1 notes that a
malfunctioning undervoltage trip device was "corrected by
cieaning the entire breaker, and lubricating the faces of
the vertical-travelling latch in tha undervoltage device

linkage. A molybdenum disulfide lubricant such as Molykote

G is recommended."

On February 19, 1974, one month later,
Westinghouse issued NSD letter 74-2 which superseded and
cancelled the information in Technical Bulletin NSD-TB-74-1.
Again, the Company has no record or other evidence that this
letter was sent to or received by the Company. Letter 74-2

states with respect to lubricants:

"6. Lubricants. Although the Instruction Manual (page
cautions against any re-lubrication in the
field, the manufacturers have agreed that the
reliability of the breaker is improved by lightly
lubricating the linkage of the undervoltage device
occasionally. However, the 1lubricant should be
applied only sgaringlx to the front and back faces
of the vertical-traveling latch (interfacing with

the flat copper-alloy spring).

"A dry or near-dry molybdenum disulfide lubricant
should be used. Technical Bulletin NSD-TB-74-1
indicated Molykote G as a possible choice. That
information is incorrect and is hereby rescinded.
Molykote G wuses a thickened mineral oil as a
vehicle, which would tend to collect foreign
material. A better choice would be Molykote M-88,
or Spray-kote. Both are commercially availat’e Dow
Corning products."” (Bold face emphasis added.)

We believe that if the information in Bulletins 74-1 and 74-
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2 had been sent to the Company, it would have been
incorporated as a preventative maintenance item for the
breakers.

Importantly. the Company is not the only licensee
which failed to receive this information, a fact recognized
on several occasions by the NRC. For example, IE
Information Notice No. 83-18 issued by the NRC on April 1,
1983, indicates that 7 of the 28 plants using Westinghouse
DB-50 type breakers had not been maintaining the breakers
per the reccmmendations in Westinghouse NSD Data Letter 74-
2. This suggests that letter 74-2 had not been sent to
plants other than Salem. 1In addition, NUREG-1000 states on
pages 2-17 and 2-18, as follows:

"...INPO evaluation findings and informal
discussions indicate that control of vendor
maintenance instructions 1s frequentl inadequate
in operating plants, Other safety—re?atea
components have been identified for which technical
manuals are not available.

“Responses to IE Bulletin 83-01 disclosed that
seven other plants with Westinghouse NSSSs were
performing maintenance on DB-50 breakers in the
reactor trip system at variance with NSD-74-1 and -
2. This may indicate that some of these plants had
not received NSD-74-1 and 2. The possible failure
of a number of plants to have these service
bulletins, coupled with the falilure of sSalem to
receive NSD-74-1 and -2, and of Westinghouse to be
aware of this, indicates a general problem rather
than an isolated occurrence. Likewise, the
estinghouse letter of Marc , 1983 to R. Mattson
of NRC describing its information dissemination
procedures raises many questions about the adequacy
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of those procedures. Trinally, information from NRC
regional offices and from the headquarters
licensing staff indicates that vendor-licensee
relationship problems are not unusual and not
limited to Westinghouse.

"Westinghouse has stated it will provide a review
of, and upgrade where necessary, its current
methods for distribution of technical information
within Westinghouse and to utilities, Westinghouse
will provide to the Westinghouse Owners Group a
list of active Westinghouse technical information
and recommendations fcr safety-related equipment,
Salem has committed to a program to update existing
documentation on all its safety-related equipment
and to ensure that vendor documentation is
controlled.

"Based on all the above, it is prudent to assume

the problem involves other plants, other equipment
suppliea by Westinghouse an% equipment su I{eé b

other vendors." (Emphasis added.)

Once again neither the Company, the nuclear
industry nor the NRC had fully appreciated the industry-wide
problem of vendor-licensee communications prior to the Salem
events., We assume that the recommendations as a result of
NUREG-1000 will address this issue, and we would expect that
the suggested remedies will be somewhat patterned after the
Company's corrective actions at Salem.

Fourth, notwithstanding the failure of
Westinghouse to provide needed information on breaker
maintenance, the Company took the initiative and called
Westinghouse to request the support of a Technical Service

Representative in inspecting and cleaning the breakers.
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Although this service was performed pursuant to purchase and
work orders which were erroneously classified as non-safety
related, certain points should be made in mitigation. At
the outset, we reconfirm with the Commission that we view
the misclassifications seriously and have taken action to
assure that they do not recur. However, the
misclassifications were an isolated event, In the
investigation which preceeded the NRC's authorization to
restart Salem 1, the Company made an exhaustive study of
approximately 15,000 non-safety related work orders, It
discovered approximately 35 other misclassified work orders
but in each instance the affected system was appropriately
tested. Thus, of these 35 improperly classified orders,
which represent an error in the order of only 2/10ths of one
percent, absolutely none affected safety.

Also, the Westinghouse service representative so
retained was at the Salem site for four full days a~d four
hours ot overtime (January 13, 14, 17 and 18, 1983) for
breaker servicing. The representative serviced one of the
reactor trip breakers while demonstrating the procedure for
Company personnel who did the servicing of the other trip
breaker at the same time. The bypass breakers were later

serviced by Company personnel, pursuant to the
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representative's instructions. Nevertheless, the breakers
failed less than two months later. At no time during such
servicing ct Salem was reference mede to NSD Data letter
74-2, the then current Westinghouse maintenance
instruction,

The Company's actions in this regard appear to be
similar to the industry practice. As stated in NUREG-1000
at page 5-7:

"A review of failures of the undervoltage trip
attachments at all PWRs [pressurized water
reactors] (see Section 3.2) indicates recurring
failures whose root <causes were not Dbeing
identified or corrected. The affected utilities
have, on occasion, utilized a manufacturer's
representative to aid in trouble shooting,
apparently with limited success. There has not
been any indication that the utilities contemplated
more extensive action to improve the reliability of
the scram breaker portion of the reactor trip
system prior to the Salem event. No one appears to
be systematically accumulating and analyzing
industry-wide experience with scram systems or
components.”

We believe that these items indicate both that
mitigation is appropriate and that the best method for
addressing the generic implications thereof to encourage
improvement in licensee performance is through new or
revised industry requirements, in part patterned after the

Company's corrective actions.
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IV. Specific Responses to Notice of Violation

As indicated above, the facts surrc . éding the
occurrences on February 22 and February 25 are essentially
not in dispute. The Company's position in this matter is
extensively documented by its letters to the NRC dated March
1, 8, 14, 18, 23 and April 4, 7, 11, 13, 22, 27 and 28,
1983, which are incorporated herein by reference. Except
for Items otherwise discussed below, in these letters, the
Company has for each Item in the Notice of Violation stated
an admission or denial, the reasons for these occurrences,
the corrective actions which have been taken and those¢ which
are underway and the steps that it is taking to avoid
further occurrences. Attachment 1 to the Company's April
28, 1983 letter contains a summary listing of the short and
long-term actions and completion schedules. The short-term
items have been completed. The long-term items will be
completed as indicated, all in compliance with the NRC's
restart authorization dated April 29, 1983 and the Order
dated May 6 1983 modifying the Salem licenses to incorporate
therein the items specified in the Company's April 28, 1983
letter.

Because of the comprehensive discussion of these
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matters in the Company's various submittals already in the
record, the following responses relate to only those areas
of the Notice of Violation warranting further comment.

With respect to Item 1 of the Notice of Violation,
the Company believes that it is unreasonable to assess a
civil penalty for four days of violation, The total elapsed
time from the February 22, 1983 event at 9:56 p.m. to the
second event at 12:21 a.m. on February 25, 1983 is less
than 51 hours. It therefore would be a closer reflection of
the actual events to consider the matters set forth in Ite .
1 of the Notice of Violation to encompass two days, or a
maximum, unmitigated penalty for Item 1 of $200,000.

Further with respect to Item 1, we have examined
the two Salem incidents designated as Severity Level I under
10 C.F.R. Part 2, Appendix C, General Policy and Procedure
for NRC Enforcement Actions, against the very significant
violations which are set forth by example. In our opinion,
the Salem events have not been properly categorized. The
result of the two occurrences is far less severe than an
accidental criticality, a release of radioactivity offsite
greater than ten times the Technical Specifications limit,
or a safety limit being exceeded. The operators acted
quickly and correctly in each case, Even had operator

intervention not occurred for some time thereafter, no
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significant impact would have occurred. While not Jenying
the significance of the two incidents, we submit a lesser
severity level would be appropriate,

Further, it does not appear that the remaining
example violation included in the Enforcement Policy under
Severity Level I is applicable to the February 22 and 25
Salem events, i.e. "A system 8/ designed to prevent or
mitigate a serious safety event not being able to perform
its intended safety function 1 when actually called upon to
work." Footnote 7 indicates:

'7'Intended safety function' means the total

safety function, and is not directed toward the

loss of redundancy. For example, considering a

BWR's [boiling water reactor] high pressure ECCS

[emergency core cooling system] capability, the

violation must result in complete invalidation of

both HPCI [high pressure coolant injection] and

ADS [Automatic Depressurization System!

subsystems. A loss of one subsystem does not

defeat the intended safety function as long as the

other system is operable."
In the Salem events, the reactor trip breakers failed to
automatically open following receipt of a valid trip signal
from the Solid State Protection System. However, ‘t does
not appear that there was a total failure of the Reactor
Trip System as contemplated by footnote 7 quoted above,
because the breakers were in each case cpened by the manual
trip signal. The ability to manually trip the unit is

required, and provides a redundant method to trip the
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reactor if the automatic method fails. The manual trip
actuates both the undervoltage trip attachment and a shunt
trip attachment tc shut down the reactor. This part of the
Reactor Trip System did not fail.

A somewhat similar event apparently occurred at
Haddam Neck in 1971 during surveillance testing. As stated
by the NRC in NUREG-1000 at page 3-21:

"...Failures of the DB-50 were first reported at
H. B. Robinson and Haddam Neck in 1971. These
events were of particular concern because Haddam
Neck experienced simultaneous failures of the
undervoltage trip attachment in two reactor trip
system breakers when an RPS trip signal was
initiated during a surveillance test, Since tle
shunt attachments on both breakers were determined
to be operable, this event did not constitute a
complete failure of the trip system, As a result,
the Atomic Energy ommission (AEC) issued the
first of 34 Bulletins and other notices (listed in
Table 3.3) concerning various types of circuit
breakers and relay failures in reactor safety

system. Four of these documents related to
failures in the reactor trip system." (Emphasis
added.)

Althoughk it is our wunderstanding that the shunt trip at
Haddam Neck was a part of the automatic trip mechanism, the
previous AEC action indicates the diverse tripping mechanisms
should be considered as separate subsystems,

The facts of the February Salem events therefore
are not appropriate for classification as Severity Level I
under the NRC's Enforcement Policy.

The Notice of Viclation states the following as
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Item 2A:

"Criterion XVI of 10 CFR, Part 50, Appendix

B, requires in part, that 'Measures shall be

established to assure that conditions adverse

to quality such as failures, malfunctions...

are promptly ident:fied and corrected. In

case of significant conditions adverse to

quality, the measures shall assure that the

cause of the condition is determined and
corrective action taken to preclude
repetition.,’

"Contrary to the above,

"Following the breaker failures at Unit 2 on

August 20, 1982 and January 6, 1983, the

licensee failed to adequately investigate the

cause of the breaker failures, and failed to

take corrective action with regard to the

failed breakers and to inspect and service

all of the reactor trip breakers on Units 1

and 2."

The Company questions the imposition of any civil
penalty for this alleged violation. On August 20, 1982, the
2B reactor trip breaker on Unit 2 failed to operate during
surveillance testing. It was replaced with the 2A reactor
trip bypass breaker from Unit 2. The undervoltage coil on
2B reactor trip breaker was replaced, and it was
reinstalled. A functional test of the undervoltage trip
attachment was performed and was documented by a completed
surveillance test.

On January 6, 1983, during routine operation, 2A
reactor trip breaker on Unit 2 failed to open in response to

a trip signal generated due to a steam generator low level.
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It was replaced with the 1A reactor ¢trip breaker from
Unit 1. The 2A breaker relay was cleaned, lubricated, and
readjusted. A manual trip test was satisfactorily
performed, and the breaker was installed in Unit 1.
Thereafter, all the reactor trip and bypass breakers in Unit
1, which was at that time out of service for refueling and
maintenance, were maintained either by a Westinghouse
service representative or by Station personnel pursuant to
directions given by the representative as to the correct
maintenance procedure. Although the Unit 1 breakers
subsequently failed in February 1983, it has only been as a
result of such failures that the entire industry has been
made aware of the inherent unreliability of the undervoltage
trip attachment parts which failed. Indeed, given the
Franklin Research Center's refusal to recommend a term of
life for the breakers in its post-event study (Salem Restart
Report, April 11, 1983, Appendix E to Appendix A), the
recently discovered need for the undervoltage trip
attachments to be subject to a 100% quality control
inspection of ten critical parts and a post-assembly
acceptance test of 25 operations without failure, and the
26 other failures of Westinghouse DB-50 breakers to date in
the industry, it is questionable whether any quality

assurance program could have determined the cause of the
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condition, In fact, as discussed above, NUREG-1000
indicates at page 3-24 that such may have required
"hrindsight" and that future Licensee Event Report
requirements will be designed to assist the industry in the
recognition of generic implications of failures, With
respect to Unit 2, it was out of service at the time of the
February events, and all the Salem 2 breakers have been
inspected, serviced and tested in accordance with the new
procedures developed as a result of the Salem 1 events prior
to the scheduled restart of Salem 2. Therefore, we believe
any penalty with respect to Item 2A is inappropriate.

With respect to Item 2D3, preventive maintenance
was not performed on reactor trip and bypass breakers from
December 1976 for Unit 1, and from August 1980 for Unit 2,
until January 1983 Dbecause of specific instrictions
contained in the manual for the breakers, and because the
vendor failed to update the maintenance procedures for the
breakers. The maintenance performed in January 1983 was
done pursuant to the direction and supervision of a
representative of the vendor of the breakers. Mitigation of
the penalty for this item 1is appropriate under these
circumstances,

With respect to Item 2E. a system was not in

effect which was capable of tracing breaker 1location.
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However, Criterion VIII of 10 CFR 50, Appendix B, states
that such identification and control measures shall be
designed to prevent the wuse of incorrect or defective
material, parts and <components. The Company, the nuclear
industry and the NRC did not have an indication of the
limited 1life of, or infirmities associated with, the
undervoltage trip attachments prior to the Salem events,
Moreover, the Salem events demonstrate that the item for
which traceability is critical is the undervoltage trip
attachment, much more so than the entire circuit breaker.
The problam of traceability ot the breakers, and
particularly the undervoltage trip attachment, is recognized
in NUREG-1000 at page 2-27 as one which the vendor must
address:
"Westinghouse provided no means by which
undervoltage trip attachments having the design
modifications delineated in NDC-Elec-18 could be
unequivocally identified. This was the case for
undervoltage trip attachments which were modified
in the field as well as for undervoltage trip
attachments originally manufactured with the
modifications.”
NUREG-1000 also states at page 3-30:
“The DB--50 breaker is a special order unit; ther:
is no inventory. Inspection of a few units to date
indicates a certain amount of wvariability exists
among units with regard to assembly. There is at
least one unit obtained from the Salem plant that
appears not to have the 1973 modification which was

to hand polish the latch surfaces where machining
or cutting took place. There is no positive way to
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identify a unit to determine whether it
incorporates all the latest design modifications
and recommendations without performing a detalled
inspection of the internals of the unit.,
W f h

estinghouse made a commitment to investigate this
problem, (Emphasis added.)

Further, NUREG-1000, at page 2-28, indicates the

following with respect to the section of the NRC's
regulations under which the penalty in Item 2E is sought to
be imposed:
"Our regulations at 10 CFR Part 50, Appendix B,
Item VIII, 'Identification and Control of
Materials, Parts, and Components' require a method
for identification of safety-related parts such as
DB-50 circuit breaker undervoltage trip
attachments having the design modifications
delineated in NDC-Elec-18. The fact that this was
not accomplished on the UV trip attachments that
failed at Salem may be indicative of problems with
the identification provided for other safety-
related components to distinguish components with

specific modifications from components not having
the modifications."

[t appears thac full compliance with Item 2E is, and will
continue %o be, virtually impossible without corrective
action by the vendor. Thus, the imposition of a civil
penalty is improper under this item,

The Notice of Violation indicates that the NRC has
determined that the violations in Item 2 are as serious as
the February 22 and 25 events and should result in a civil
penalty equivalent to that proposed for Item 1. The Company

strongly objects to this position. As noted above, we
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question whether any penalty is appropriate for certain
matters in Item 2, and we believe that there are strong
mitigating factors which must be considered for this item.
Further, as mentioned, in reviewing other work orders for
Salem following the February events, it was found that
approximately 35 of 15,000 non-safety related work orders
were misclassified but that such work orders had no impact
on safety. This indicates an error rate of approximately
- . We view these misclassifications seriously aad have
implemented corrective procedures. However, in light of the
results of the work order review, they were isolated
occurrences.

To assess a $400,000 civil penalty under Item 2 in
light of these facts would be unduly harsh and punitive,
especially given the Company's extensive prior committments
to institute both 1long-term and short-term corrective
actions to improve Salem operations. In any event, as
indicated above, the Company believes that imposition of a
$400,000 civil penalty for Item 1 is not warranted. To the
erxtent the Staff mitigates that penalty, the proposed
penalty for Item 2 should also be mitigated but to a greater

extent than Item 1.
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V. Conclusion

We are deeply concerned about the events which
occurred at Salem in February 1983. We believe that the
generic causes and implications of the events further
emphasize the need for this concern and that they also
demonstrate that it 1s inappropriate and unnecessary to
impose civil penalties in the proposed magnitude to assure
compliance. Irrespective of any civil penalties, this
Company has taken and will diligently follow through on
strong remedial measures with respect to the equipment
responsible for the February failures, the related operating
and maintenance procedures, and the execution of such
procedures by personnel.

We believe the Company has acted in good faith
with the NRC in connection with this matter. A civil
penalty of the magnitude proposed by the NRC will further no
regulatory purpose. Accordingly, we urge that the penalty
be mitigated.

Respectfully submitted,
//gjii;jrelident and General Counsel
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STATE OF NEW JERSEY )

SS.
COUNTY OF ESSEX )

RICHARD A. UDERITZ, being duly sworn according to law
deposes and says:

I am a Vice President of Public Service Electric and Gas
Company, and as such, I find the matters set forth in the
attached response to the NRC's Notice of Violation and
Proposed Imposition of Civil Penalties, Docket Nos. 50-272,
50-311, License Nos. DPR-70, DPR-75, EA83-24, are true to

the best of my knowledge, information and belief.

Rlézﬁéb A. UDERITZ E(

Subscribed and sworn to before me

this 6th day of July, 1983.

My Commission expires

PAULA A. NATALIZIO
NOTARY PUBLIC OF (liw JERS(Y
My Comaniss.on Expires Feb. 3, 1987
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R. Edwin Selover

Vice President and
General Counsel

Public Service
Electric and Las
Company

80 Park Plaza, Newark, NJ 07101 201-430-6450 Mailing Address P.C Box 570, Newark, }

July 22, 1983

Mr. Richard C. DeYoung, Director
Office of Inspection and Enforcement
U.S. Nuclear Regulatory Commission
EW/W359

Washington, D. C. 20555

Re: Notice of Violation and Proposed
Imposition of Civil Penalties
Docket Nos. 50-272, 50-311,
License Nos. DPR-70, DPR-75
EA 83-24

Dear Mr. DeYoung:

This is to supplement the Company's July 6, 1983
response to the letter from the NRC dated May 5, 1983
transmitting a Notice of Violation and Proposed Imposition
of Civil Penalties in the aggregate amount of $850,000,
relating to events which occurred on February 22 and
February 25, 1983 at Unit No. 1 of the Salem Generating
Station.

We respectfully submit that the NRC's Generic
Letter 83-28, dated July 8, 1983, entitled "Required Actions
Based on Generic Implications of Salem ATWS Events"
reinforces the appropriateness of the relief requested in
the Company's July 6, 1983 letter, in several respects:

Xs Generic Letter 83-28 reconfirms that the
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major items dealt with in the Notice of Violation are
industry-wide; indeed, it requires all holders of
operating licenses to take remedial measures to deal
with such matters.

2. All the major elements of the Action Program
set forth in Generic Lette. 83-28 had already been
taken or committed to by the Company prior to the
issuance of the Notice of Violation, so that the
proposed civil penalty is not necessary to accomplish
its stated purpose, namely, "to assure that PSE&G will
fully implement lasting corrective actions that address
the violations identified in [the Notice of
Violation]".

3. Many elements of the Action Program set forth
in Generic Letter 83-28 were either developed by the
Company alone or by the Company and the NRC Staff
together, demonstrating the Company's fnitiative in
this regard.

4. The comprehensiveness of PSE&G's respcnses to
the Salem incident is demonstrated by the fact that the
Action Program set forth in Generic Letter 83-28 does
not include any major item applicable to the Salem

units which has not already been taken or committed to
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by the Company. We are undertaking a detailed review
of Generic Letter 83-28 to determine what, if any,
further action may be required by the Company in
response thereto. However, the principal requirements
have been addressed, and the NRC's safety evaluation
for the restart of Salem 1 (NUREG-0993) specifically
adopts the Company's corrective action plan as the
basis for permitting the plant to be restarted, which
seems to confirm the adequacy of the Company's plan in
addressing these issues,

Se The promptness of the Company's response to
the Salem incidents is demonstrated by the fact that
the Company is able to provide an initial response to
Generic Letter 83-28 within two weeks of its date,
rather than within 120 days (or possibly later) as
contemplated by Generic Letter 83-28.

Specifically, and as more fully discussed in the
Company's response to the Notice of Violation, including the
Company's letters to the NRC submitted in conjunction with
the restart of Salem 1 after the February events which are
incorporated by reference in such response and which form
the basis for our preliminary reply to Generic Letter 83-28

for Salem (copy attached), the Company has taken or
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committed to the following actions, which address virtually
all of the reguirements of Generic Letter 83-28. References
to the Company's letters incorporated by reference in the
original response to the Notice of Violation are indicated
where applicable. 1In addition, the Company's letter to the
NRC dated April 8, 1983 in conjunction with the restart of
Salem 1 is referred to below. Reference to such letter
and to the Company's letter dated April 13, 1983, was
inadvertently omitted from our original response, and such
letters are hereby also incorporated by reference in this
matter.

} B The Company has established a formal post
trip review procedure. See the Company's letters to
the NRC dated March 8 and 14 and April 7, 8 and 28,
1983. (Action 1.1 of Generic Letter 83-28.)

2. The Company has a sequence of events recorder
installed at Salem 1 which is capable of correctly
sequencing and timing plant events leading to
unscheduled reactor ¢trips and indicating the proper
actuation of safety-related equipment. The recorder is
driven by the plant computer and powered from a vital
bus. A report describing the data and information

capability for unscheduled reactor shutdowns will be
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submitted to the NRC not later than November 7, 1983,
in compliance with Generic Letter 83-28. (Action 1.2.)

3. The Company has reviewed those components
whose functioning is required to trip the reactor, has
verified that they are identified as safety-relate ! on
the Master Equipment List, which is used in
classification of work orders and procurement
documents, and is implementing a continuing program to
insure that vendor information relating to the reactor
trip system components is complete and maintained on a
controlled-document basis. See the Company's letters
to the NRC dated March 8, 14 and 23 and April 7, 8 and
28, 1983. (Action 2.1.)

4. The Company has committed to a program to
assure that components of safety-related systems are so
identified on the Master Equipment List. The Company
is also implementing a continuing program to assure
that vendor information for safety-related components
is complete, current and maintained on a controlled-
document basis. See the Company's letters to the NRC
dated March 8, 14 and 23 and April 7, 8 and 28, 1983.
(Action 2.2.)

S. The Company has strengthened its program with
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respect to post-maintenance operability testing of
safecy-related components in the reactor trip system so
as to assure that the equipment is capable of
performing its safety functions before being returned
to service. These  procedures include current
applicable vendor and engineering recommendations.
Related Technical Specification changes were submitted
for NRC approval on June 20, 1983. The Company is also
engaged in a test program to determine the life cycle
and replacement interval for the undervoltage trip
attachments. See the Company's letters dated March 8
and 14 and April 7, 8 and 28, 1983. (Action 3.1.)

6. The Company 1is establishing a program to
extend its test and maintenance procedures to assure
post-maintenance oprrability testing of safety-related
equipment, consistent with vendor and engineering
recommendations. See the Company's letters dated March
€ and 14 and April 7, 8 and 28, 1983. (Action 3.2.)

Ts The Company has obtained new undervoltage
trip attachments €from Westinghouse which have been
verified as including all current modifications. See
the Company's letcers dated April 7, 8 and 28, 1983.

(Action 4.1.)
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8. The Company has implemented a comprehensive
preventative maintenance and surveillance program to
assure reliable reactor trip breaker operation. See
the Company's letters dated March 8 and 14 and April 7,
8 and 28, 1983. The life testing program for the
reactor trip breakers 1s describea in a letter to the
NRC dated May 31, 1983. (Action 4.2.)

9. The Company has committed, by a letter to the
NRC dated July 15, 1983, to incorporate the shunt trip
attachments to the reactor ¢trip breakers into the
automatic trip system. (Action 4.3.)

10. Action 4.4 applies only to B&W reactors and
is therefore inapplicable.

11. The Company has strengthened its on-line
testing procedures for the reactor trip system. See
the Company's letters to the NRC dated March 8 and 14
and April 7, 8 and 28, 1983, and License Chanje
Request, LCR 83-08, submitted June 20, 1983. (Action
4.5.)

In all of the above matters involving station procedures,

personnel have been re-educated in the importance of strict

adherence thereto to assure that the procedures accomplish

their intended results. Upon completion of our review of
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Generic Letter 83-28, we will advise the NRC of further
actions, if any, which may be necessary or appropriate with
respect to Salem. However, as mentioned above, it 18
apparent that the Company's corrective action program
comprehensively addresses the matters in Generic Letter 813~
28, which is relevant to the determination of the amount of
any civil penalties,

In the light of this record of prompt,
comprehensive response to what the Commission has repeatedly
characterized as a generic problem, and the adoption by the
Company of a program before the issuance of the Notice of
Violation that is now virtually embodied in the Commission's
Generic Letter 83-28, we submit that the imposition of the
proposed civil penalties cannot reasonably be viewed as
serving a remedial purpose,

We again confirm to the Commission our commitment

to safe nuclear operations and our dedication to strong

remedial measures with respect to the equipment responsible

for the February failures, the related operating and

maintenance procedures, and the execution of such procedures
by personnel. For the reasons set forth above and

July 6, 1963 response, we respectfully request that the




proposed civil penalties in the Notice of Violation be

eliminated or mitigated substantially.

Respectfully submitted,

i o

Vice President and General Counsel

cc: Dr, Thomas E., Murley, Regional Administrator
U. S. Nuclear Regulacory Commission
631 Park Avenue
King of Prussia, Pa. 19406
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STATE OF NEW JERSEY )

ss.
COUNTY OF SALEM )

RICHARD A. JDERITZ, being duly sworn according to law

deposes and says:

I am a Vice President of Public Service Electric and Gas
Company, and as such, I find the matters set forth in the
attached supplemental response to the NRC's Notice of
Violation and Proposed Imposition of Civil Penalties, Docket
Nos. 50-272, 50~311, License Nos. DPR-70, DPR-75, EA83-24,
are true to the best of my knowledge, information anrd

belief.

o . -

A Ay, "
RICHARD A. UDERITZ

Subscribed and sworn to before me

this 22nd day of July, 1983.

? o { // ’
] U/ 4 "
/ A /X /'/",’.52}‘_' yi
of New Jersay

My Commission expires =
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O PSEG

©_o ¢ Service Electnic ana Gas Company PO Box 236 Hancocks Bridge New Jersey 08038

Nuclear Department July 22, 1983

Director of Nuclear Redctor Regulation
U. S. Nuclear Regulatory Commission.
7920 Norfolk Avenue

Bethesda, Maryland 20014

Attention: Mr. Steven A, Varga, Chief

Operating Reactors Branch 1
Division of Licensing

Gentlemen:

RESPONSE TO GENERIC LETTER 83-28

NO.

1 AND 2 UNITS

SALEM GENERATING STATION
DOCKET NOS. 50-272 AND 50-311

PSE&G hereby submits its response with respect to Salem
Generating Station, to Generic Letter 83-28, dated July 8,
1983, concerning required actions based on generic implications
of the Salem reactor trip breaker failures on February 22 and
February 25, 1983.

1.1

POST-TRIP REVIEW (PROGRAM DESCRIPTION & PROCEDURES)

The Salem posti-trip review program is described in our
letters to the NRC of March 8, 14 and April 7 and 8, 1983,
submitted in conjunction with the restart of Salem 1 after
the February events. The detailed instructions are
provided in Administrative Directive AD-16, which was
submitted with our letter of March 14, 1983. The latest
revision of AD-16 is enclosed.

POST~-TRIP REVIEW (DATA & INFORMATION CAPABILITY)

The Salem units have an existing sequence of events
recorder installed which is capable of correctly segquenc-
ing and timing plant events leading to unscheduled reactor
trips, and indicating the proper actuation of safety
related equipment. The sequence of events reccrder is
driven by the plant computer and powered from a vital bus.

The Energy People



Director of Nuclear Reactor Regulation
U., S. Nuclear Regulatory Commission -2=- 7/22/83

2.1

2.2

3.1

3.2

4..

EQUIPMENT CLASSIFICATION & VENDOR INTERFACE
REACTOR TRIP SYSTEM COMPONENTS)
Equipment classification and vendor interface programs are

described in our letters of March 8, 14, 23 and April 7
and 8, 1983.

EgUIPMENT CLASSIFICATION & VENDOR INTERFACE
M LL SAFETY-RELATED COMPONENTS)
Equipment classification and vendor interface programs are

described in our letters of March 8, 14, 23 and April 7
and 8, 1983.

P0ST-MAINTENANCE TESTING (REACTOR TRIP SYSTEM COMPONENTS)

Actions 3.1.1 and 3.1.2 of this position have been
impylemented as cdescribed in our letters of March 8, 14,
and April 7 and 8, 1983.

POST-MAINTENANCE TESTING (ALL OTHER SAFETY RELATED
COMPONENTS)

Actions 3.2.1 and 3.2.2 of this position have been
implemented as described in our letters of March 8, 14 and-
April 7 and 8, 1983.

REACTOR TRIP SYSTEM RELIABILITY (VENDOR-RELATED
MODIFICATIONS)

Vendor-recommended reactor trip breaker modifications
have been implemented as described in our letters of
April 7 and 8, 1983.

REACTOR TRIP SYSTEM RELIABILITY (PREVENTATIVE MAINTENANCE
AND VEILLANCE PROG OR REACTOR TRIP BREAKERS

Descriptions of the Salem preventative maintenance and
surveillance programs have been provided in our letters of
March 8, 14 and April 7 and 8, 1983. The life testing
program for the reactor trip breakers is described in our
letter of May 31, 1983.

REACTOR TRIP SYSTEM RELIABILITY (AUTOMATIC ACTUATION OF
SHUNT TRIP ATTACHMENT FOR WESTINGHOUSE AND B&W PLANTS)

This item is addressed in our letter of July 15, 1983
(attached).
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Director of Nuclear Reactor Regulation
U. S. Nuclear Regulatory Commission -3=- 7/22/83

4.4 REACTOR TRIP SYSTEM RELIABILITY (IMPRCVEMENTS IN
MAINTENANCE AND TEST PROCEDURES FOR B&W PLANTS)

This item does not apply to Salem.

4.5 REACTOR TRIP SYSTEM RELIABILITY (SYSTEM FUNCTIONAL
TESTING)

On-line functional testing is described in our letters of
March 8, 14 and April 7 and 8, 1983, and in our License
Change Request, LCR 83-08, _ubmitted on June 20, 1983.

This response provides our current status of conformance with
the positions described in Generic Letter 83-28. Acceptance of
our corrective action program is documented in your safety
evaluation (NUREG~0995), transmitted with your letter of April
29, 1983, authorizing restart of the Salem units. We are
undertaking a detailed review of Generic Letter J33-28 to
determine what, if any, “urther actions may be required. The
results of this review will be submitted for your review no
later than November 7, 1983.

Should you have any questions, do not hesitate to contact us.

Sincerely,

E. A. Liden
Manager - Nuclear
Licensing and Regulation

Attachments

CC: Mr. Donald C. Fischer
Licensing Project Manager

Mr. Leif Norrholm
Senior Resident Inspector
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STATE OF NEW JERSEY )
) SS.
COUNTY CF SALEM )
RICHARD A. UDERITZ, being duly sworn according to law deposes

and says:

I am a Vice President of Public Service Electric and Gas
Company, and as such, I find the matters set forth in our
resporse to Generic Letter 83-28, dated July 22, 1983,
concerning generic implications of the Salem ATWS events,

are true to the best of my knowledge, information and belief.

F P -3 .r-"
e
RIEHARD A. UDERITZ

Subscribed and sworn to before ne

ENAE ZU iy o it , 1983

WS 47/ o T

Notary Public of Ncw Jetsoy

kJ

My Commission expires on <l< i & o . ot

e
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UNITED STATES
NUCLEAR REGULATORY COMMISSION
WASHINGTON, D. C. 20655

SEp 2 9 1983

Docket Nos. 50-272
50-311
License Nos. DPR-70

DPR-75
EA 83-24

Public Service Electric and Gas Company
ATTN: Mr. Richard A. Uderitz
Vice President - Nuclear
P. 0. Box 236
Hancocks Bridge, New Jersey 08038

Gentlemen:

This refers to your ietters dated July 6, 1983 and July 22, 1983, in response to
the Notice of Violation and Proposed Imposition ¢f Civil Penalties sent to you
with our letter dated May 5 1983. Our letter and Notice described violations
identified during NRC review of the anticipated transient without scram (ATWS)
events whicl, ¢ :curred on February 22 and 25, 1983 at the Salem Station, Unit 1.

After zarefu) consideration of your rasponse, we have concluded for the reasons
given in the enclosed Order and Appendix that a sufficient basis for mitigation
of the proposed penalty was not provided in your response.

Accordirgly, we hereby serve the enclosed Order on Public Service Electric and
Gas Company imposing a civil penaity in the amount of Eight Hundred and Fifty
Thousand Dollars.

We will review the effectiveness of your corrective actions already taken, and
those proposed, during a subsequent inspection.

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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Public Service Eleciric and SEp 29 %83
Gas Company 2

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 the enclosure
#i11 be placed in the NRC's Public Document Room.

Sincerely,

N A

Richard ¢,/
Office of

You irector
spection and Enforcement

Enclosures:
1. Order Imposing Civil Monetary Penalties
2. Appendix - Evaluations and Conclusion

cc w/encl:

R. L. Mitt]l, General Manager - Nuclear Assurance and Regulation
J. M. Zupko, Jr., General Manager - Salem Operations

E. A. Liden, Manac-~ - Nuclear Licensing and Regulation

C. P. Johnson, Assistant to Vice President - Nuclear

Armand Nassman, Manager, Quality Assurance - Nuclear Operations
R. Fryling, Jr., Esquire

Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (NSIC)

NRC Resident Inspector

State of New Jersey

State of Delaware
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UNITED STATES
NUCLEAR REGULATORY COMMILSION

In the Matter of

PUBLIC SERVICE ELECTRIC AND GAS COMPANY Docket Nos. 50-272

N Nt N N N N

(Salem Nuclear Generating Station, 50-311
Units 1 & 2) License Nos. g::-;g

EA 83-24

ORDER IMPOSING CIVIL MONETARY PENALTIES
I

Public Service Electric and Gas Company, 80 Park Plaza, Newark, New Jersey
07101 (the "licensee") is the holder of License Nos. DPR-70 and DPR-75 (the
“licenses") issued by the Nuclear Regulatory Commission (the "Commission" or
“NRC") which authorizes the licensee to operate the Salem Nuclear Generating
Station, Units 1 and 2, at Hancocks Bridge, New Jersey, in accordance with the
conditions specified therein. License No. DPR-70 was issued on August 13, 1976
and has an expiration date of September 25, 2008. License No. DPR-7% was
issued or May 20, 1981 and also has an expiration date of September 25, 2008.

II

An NRC review of the licensee's activities under the license was conducted
between March 2 and March 6, 1983 to review the circumstances associated with
the two anticipated transient without scram (ATWS) events that occurred at
Unit 1 on February 22 and 25, 1983. As a result of the review, it appears
that the licensee had not conducted its activities in full comp!iance with

NRC requirements. A written Notice of Violation and Proposed Imposition of
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Civil Penalties was served upon the licensee by letter dated May 5, 1983. The
Notice states the nature of the violations, the provisions of the Nuclear
Regulatory Commission requirements that the licensee had violated, and the
amount of civil penalty proposed for each violation. Answers dated July 6,
1983 and July 22, 1983 to the Notice of Violation and Proposed Impositior of

Civil Penalties were received from the licensee.

IT1

Upon consideration of the answers received and the statements of fact, explana-
tion, and argument for remission or mitigation of the proposed civil penalties
contained therein, and as set forth in the Appendix to this Order, the Director
of the Office of Inspection and Enforcement has determined that the penalties
proposed for the violations designated in the Notice of Violation and Propcsed

Imposition of Civil Penalties should be imposed.

Iv

In view of the foregoing and pursuant to Section 234 of the Atomic Energy Act

of 1954, as amended (42 U.S.C. 2282, PL 96-295), and 10 CFR 2.205, IT IS HEREBY
ORDERED THAT:
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The lic<nsee pay civil penalties in the amount of Eight Hundred and Fifty
Thousard Dellars ($850,000) within thirty days of the date of this Order,
by check, draft, or money order, payable to the Treasurer of the United
States and mailed to the Director of the Office of Inspection and Enforce-
ment, USNRC, Washington, D.C. 20555.

The licensee may, within thirty days of the date of this Order, request a
hearing. A request for a hearing shall be addressed to the Director, Office

of Inspection and Enforcement. A copy of the hearing request shall also be
sent to the Executive Legal Director, USNRC, Washington, D.C. 20555. If a
hearing is requested, the Commission will issue an (Order designating the time
and place of hearing. Upon failure of the licensee to request a hearing within
thirty days of the date of this Order, the provisions of this Order shall be
effective without further proceedings and, if payment has not been made by that

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

vl

In the avent the licensee requests a hearing as provided above, the issues to

be considered at such hearing shall be:
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(a) whether the licensee violated NRC requirements as set forth in the
Notice of Violation and Proposed Imposition of Civil Penalties; and

(b) whether, on the basis of such violations, this Order should be

sustained.
FOR THE NUCLEAR REGULATORY COMMISSION

w2 A
VE A o
/

Richard C. DeYoung, Ditector

Office of Inspection and Enforcement

ated at Bethesda, Maryland
this 29day of September 1983
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APPENDIX
EVALUATIONS AND CONCLUSION

Although the licensee essentiaily admits the viclations, the licensee's July 6,
1983 and July 22, 1983 responses to the Notica of Violation and Proposed Imposition
of Civil Penalties for Salem Nuclear Generating Statian, Units 1 and 2, dated

May 5, 1983, state that civil penaltias were not appropriate in this case, request
mitigation of the amount of tne civil penalties, and provide the reasoins why the
licensee believes mitigation of the penalties is appropriate. Provided below are
(1) restaiement of each violation, (2) the licensee's assertions in support of
mitigation, and (3) the NRC response to each of Lhe licensee's assertions.

Restatement of Violations:

I. Technical Specificati»n 3.3.1.1 and Table 3.3-1 require two Reactor Trip
Breakers be operable wnen the reactor is operated in Modes 1 and 2. With
one breaker inoperable, and consequently one channel inoperable, the reactor
is required to be in Hot Standby within six hours.

contrary to "=~ above, the Salem Unit 1 plant was operated in Modes 1 and
2 on February 2.' 1983 with both RPS reactor trip breakers inoperable in
that both RPS reactor trip breakers failed to operate automatically upon
receipt of a valid trip signal caused by low-low steam generator level.
The reactor was manually tripped from the control room. During the post-
trip review of the events by Public Service Electric & Gas Company personnel,
the failure of the reactor to automatically shutdown was not recognizad
and, as a result, the reactor was taken critical on February 23, 1983
without the circumstances surrounding the February 22, 1983 event being
properly evaluated in accordance with the Salem Station Administrative
Procedures. Consequently, the Salem Unit 1 plant was again operated in
Modes 1 and 2 with both reacto: trip breakers inoperable from February

23, 1983 until approximately 1Z:21 a.m. on February 25, 1983 when both

RPS reactor trip breakers again failed to operate upon receipt of a valid
trip signal caused by low-low steam generator level. Each day the reactor
operated with inoperable trip breakers constitutes a separate violation
for which a civil penalty of $100,000 is proposed.

This is a Severity Level I violation (Supplement I)
Civil Penalty - $400,000

[I. 10 CFR Part 50, Appendix B, requires the licensee to establish a quality
assurance program.

Public Service Electric and Gas Company implements a quality assurance
program through its Quality Assurance Manual, dated April 28, 1977.
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Appendix

However, as described below, the licensee did not properly implement cer-
tain aspects of its quality assurance program. This contributed to the
reactor trip breakers being inoperable as described in Item I.

A. Criterion XVI of 10 CFR, Part 50, Appendix B, requires in part, that
"Measures shall be established to assure that conditions adverse to
quality such as failures, malfunctions . . . are promptly identified
and corrected. In the case of significant conditions adverse to
quality, the measures shall assure that the causc of the <ondition
is determined and corrective action taken to preclude repetition.”

Contrary to the above,

Following the breaker failures at Unit 2 on August 20, 1982 and
January 6, 1983, the licensee failed to adequately investigate the
cause of the breaker failures, and failed to take corrective action
with regard to the failed breaker; and to inspect and service all of
the reactor trip breakers on Units 1 and 2.

This is a Violation.
Civil Penalty - $100,000

Criterion II of 10 CFR wu, Appendix B, requires in part, that "The
applicant shall identify the structures, systems, and components to

be covered by the quality assurance program..." The station issued the
MEL in July, 1981 by incorporation in AP-9, "Control of Station
Maintenance," to be used to classify components included in the Salem Q
list as contained in QAI 2.1, Attachment 1, and UFSAR Table 17.2-1,
which lists the items to which the operational QA program applies.

Contrary to the above, the licensee 4id not establish adequate control
over the MEL. As a result,

: The reactor trip breakers and the reactor protection system,
which are safety-related, were not listed on the Master
Equipment List (MEL), issued in July, 1981.

Administrative Procedure AP-19 (Revision 4, September 18, 1980)
describes the MEL as containing a list of Salem items and appro-
priate safety, seismic ana QA-required ("QA") classification,
however the MEL was not issued as a controlled document by the
originating Engineering Department and provisions for incorporat-
ing additional classifications or updating of the MEL were never
implemented.

This is a violation.
Civil Penalty - $80,000




Appendix 3

C. Criterion IV of 10 CFR 50, Appendix B, requires in part that "Measures
be established toc assure that applicable regulatory requirements,
design bases, and other requirements which are necessary to assure
adequate quality are suitably included or referenced in the documents
for procurement of material, equipment and services...."

Administrative Procedure AP-19, Revision 4, describes procurement as

a two-step process in which (1) the item is identified and classified
and the applicable quality requirements are established utilizing the
Material Order/Item Classification Form (MO/IC), and (2) the MO/IC is
formalized, administrative review is obtained, and approval is obtained
in accordance with the appropriate Quality Assurance Instruction (QAI)
utilizing the Material Request and Receiving Record {MR/RR).

Centrary to the above,

1. On January 27, 1982 Purchase Orcder No. 839270 was issued to
purchase items identified in MO/IC 9944 issued on June 1, 1981
for a DB-50 type A circuit breaker and separate components
(except UV attachment), without following this process in that:

(a) MO/IC 9944 incorrectly classified the DB-50 Type A
circuit breaker and separate components (except the UV
attachment) as Seismic Category 2. Because under the
Updated Final Cafety Analysis Report (UFSAR), Section 3.2,
the reactor protection system is Seismic Class 1.

(b) MO/IC 9944 was neither reviewed by the Station Quality
Assurance Engineer (SQAE) nor the Sponsoring Engineer
contrary to QAI 4-1 and QAI 4-3.

2. Notwithstanding Section 4.4.3 of AP-19 which provides that an
item cannot be classified as a Commercial Catalog Item (CCI)
if it is not on a document which identifies it as an authorized
replacement for the original or existing item, on August 27, 1982
MO/IC 20299 and MR/RR 7518 for Purchase Order 866077, classified
undervoitage (UV) trip attachments for the reactor trip circuit
breakers, components of the RPS, as CCI even though no document
existed which identified the UV trip attachments ordered as
authorized replacements.

3. Notwithstanding the requirement of Section 4.4.3 of AP-19 stated
above, on February 25, 1983, MO/IC 28445 was issued for eight UV
trip attachment components for the reactor protection system.
These components were classified as CCI even though a document
did not exist which identified the UV trip attachment as
authorized replacements for the original or existing items.
These components were received ornsite per MR/RR 1644-M, and
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receiving inspection was not performed for these delivered
components prior to providing them to the requesting department,
contrary to AP-19 requirements.

This is a violation.
Civil Penalty - $60,000

Criterion V of 10 CFR 50 Appendix B, requires in part, that "Activi-
ties affecting quality shall be prescribed by documented instructions,
procedures, or drawings, of a iLype appropriate to the circumstances
and shall be accomplished in accordance with these instructions,
procedures, or drawings. Instructions, procedures, or drawings shall
include 2ppropriate yuantitative or qualitative acceptance criteria
for determining that important activities have been satisfactorily
accomplished."

Contrary to the above,

1. Administrative Procedure AP-9, "Control of Station Maintenance,"
requires the Master Equipment List (MEL) to be uced for equipment
classification. However, maintenance department personnel were
not using the MEL. Conseguently on January 10, 1983 Work Order
No. 925774 was issued to perform the following work: disassemble,
inspect and clean, reassemble and test the Unit 1 reactor trip
breakers. The maintenance department used Froject Directive 7
(PD-7) instead of the MEL and was unable to locate the reactor
trip breakers on the PD-7 (although they were listed and properly
classified on PD-7) to determine the safety classification.

Asla consequenca, Work Orcer 925774 was classified as non-safety-
related.

2. Administrative Procedure AP-9, "Control of Station Maintenance,"
requires notification of the QA staff prior to performing
safety-related work and a QA review of completed safety-relates
work orders. For all safety-related work orders o~ the reactor
trip and bypass breakers, prior notification was made; however,
work orders TM-0053 (for Unit 2 prior to receipt of operating
license), 902975, 917753, and 936238 did not receive QA review
after work was completed.

3. From initial operation in December 1976 of Unit 1, and from
August, 1980 for Unit 2 until January 1983, the licensee did not
perform preventive maintenance on reactor trip and bypass breakers.
For the maintenance performed in January 1983 the maintenance was
conducted without an appropriate procedure, although the reactor
trip breakers are safety-related.

This is a violation.
Civil Penalty - $60,000
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[1I1.

E. Criterion VIII of 10 CFR 50, Appendix B, requires in part, that
"Measures shal® be established for the identification and control of
materials....These measures shall assure that identification...is
maintained...or records traceable to the item, as required through-
out...use of the item."

Contrary tc the above,

As of February 25, 1983 the licensee had not maintained a system to
trace breakar location (i.e., which breaker is in which location).
However, the reactor trip breakers were switched with the bypass
breakers and with reactor trip breakers in the other Unit. Any of

the eight breakers involved (four for each Unit), could be interchanged.

This is a violation.
Civil Penalty - $50,000

F. Technical Specification Table 4.3-1 (21), Reactor Trip Instrumentation
Surveillance Requirements, requires that each reactor trip breaker be
functionally tested bi-monthly and within 7 days prior to startup.

Contrary to the above,

On February 22, 1983, the "B" reactor trip bypass breaker was placed
in service as the "B" reactor trip breaker, even though the breaker
should have been considered inoperable because the bypass trip breaker
was not functionally tested prior to startup on February 22, 1983 to
determine its ability to trip automatically on undervoltage.

This is a violation.
Civil Penalty - $50,000

Violations A through F, when viewed in the aggregate, have been categorized
at a Severity Level II (Supplement I). The Commission has determined that
these contributors to the events of February 22 and 25 are as significant
as the events themselves and should be assessed a cumulative civil penalty
equivalent to the amount assessed for Item I. The amount assessed for each
violation is based on the relative significance of each violation to the
other violations included in this Item.

Cumulative Civil Penalty - $40C,000

10 CFR 50.72 requires, in part, that each licensee notify the NRC Opera-
tions Center as soon as possible, and in all cases within one hour of (1)
any event resulting in manual automatic actuation of Engineering Safety
Features, including the RPS, and (2) any event that results in the nuclear
power plant not being in an expected condition while operating or shut down.
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Contrary to the above,

The NRC Operations Center was not notified within one hour of events which
required such notification in accordance with 10 CFR 50.72 as evidenced by
the following:

A. On January 30, 1983 at approximately 5:50 p.m., a safety injection
occurred during cooldown of the reactor and the NRC Operations Center
was not notified until 7:27 p.m.

B. On February 22, 1983 at approximately 9:56 p.m., the plant was shut
down because of not being in an expected condition (loss of a reactor
coolant pump, loss of a main feed pump, 'oss of a substantial amount
of nonsafety instrumentation indication, and steam generator levels
dropping rapidly), and the NRC Operations Center was not notified
until 11:34 p.m. Also, although there was a safety injection and the
PORVs lifted at 10:11 p.m., this was not reported to the NRC until
February 23, 1983 at 12:12 a.m.

C. On February 25, 1983 at 12:22 a.m., the plant was shut down manually,
25 seconds after it failed to shut down automatically upon receipt of
a valid shutdown signal, and the NRC Operations Center was not
notified of this unexpected condition until 1:46 a.m.

This is a Severity Level III violation (Supplement I)
Civil Penaity - $50,000

Licensee's Assertion: Given the "remedial" nature of civil penalties authorized
by the Atomic Energy Act, the Commission must have an adequate factual basis
upon which to conclude that the imposition of a large civil penalty will serve
such a remedia’ purpose. In this case, the proposed penalty is unnecessary be-
cause significant corrective actions were either compieted or committed to as
part of a comprehensive remedial program prior to issuance of the Notice of Vio-
lation and Proposed Imposition of Civil Penalties. Thus, imposition of the
civil penalties will not contribute to achieving compliance with NRC
regulations.

NRC Response: The Commission addressed the remedial purpose of civil penalties
in 1ts decision in tne Atlantic Research case, CLI-80-7, 11 NRC 413, 419-21
(1980). In that case, the licensee argued that any civil penalty was punitive
and, therefore, beyond the Commission's authority because the licensee had
promptly taken appropriate measures to avoid a repetition of the incident before
imposition of the penalty. The Commission found that so long as the NRC can
rationally relate the wmposition of a civil penalty io potential improvement

of conduct, cither of the licensee or other persons in similar positions, in
furthering tue purposes of the Atomic Energy Act, then the penalty is within
the authority of §234 of the Atomic Energy Act. The NRC proposed civil penal-
ties in this case because it believes that such penalties will contribute to
continued efforts toward long-term compliance with the Commission requirements
by PSE&G and other licensees. Thus, imposition of civil penalties in this case
is in accord with the Commission's statutory authority. Furthermore, although
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many of the corrective actions enumerated in the licensee's response had already
been completed when the civil penalty was issued, the Commission believed that

a civil penaity was necessary to emphasize the significance that the NRC attaches
to the events at Salem and tc ensure sustained attention to implementation of
long-term corrective actions necessary to prevent additional problems.

Licensee's Assertion: It is unreasonable for the Commission to assess a civil
penaity for four days of violation for Item I. Although the licensee operated
in violation of its Technical Specifications on four different calendar days,
the total elapsed time of such operation was only approximately 51 hours.

NRC Response: Under its statutory acthority, the Commission mav impose a civil
penaity of up to $100,000 for each vinlation. The statute also provides that
where a violation continues, each day of such violation shall constitute a sep-
arate vioiation for the purpose of computing a civil penalty. Although the term
“day" is not defined, the Commission has consistently interpreted that term in
the context of its enforcement cases as referring to calendar days. Such a read-
ing of the statute is not unreasonable and in the circumstances of this case, the
NRC staff believes it is appropriate to impose a separate penalty for each calen-
dar day that the licensee operated in violation of its Technical Specifications.

Licensee's Assertion: Many of the problems that led to the ATWS events at Salem
are generic as documented in NUREG-1000, "Generic Implications of ATWS Eveits at
the Salem Nuclear Power Plant." The generic applicability of these problems is
reinforced by the NRC's Generic Letter 83-28 dated July 8, 1983 which requires
the industry to take certain actions based on the generic implications of the
Salem incidents. PSE&G has already taken action on the major elements of Generic
Letter 83-28 and hence, the imposition of the proposed civil penalties cannot
reasonably be viewed as serving a remedial purpose.

NRC Response: The fact that many of the problems at Salem have generic implica-
tions focuses the need for the NRC and the industry to learn from the Salem in-
cidents and establish and/or emphasize remedial actions which wiil prevent a
similar occurrence. It does not dismiss the fact that many of the problems at
Salem involved violations of NRC requirements which led to the reactor trip
breaker faijures. As noted above, the Commission believes that a civil penalty
for violations of NRC requirements is necessary to emphasize the significance
that the NRC attaches to the events at Salem and to ensure sustained attention
to implementation of the long-term corrective actions.

Licensee's Assertion: There were numerous significant proi.ems requiring evalua-
tion after the February 22 incident, so the focus of individuals evaluati .g the
incident was on resolving those problems. Additionally, the operators acied
promptly to shut down the plant, thereby masking the trip breaker failures since
the manual trip occurred only 3.6 seconds after the automatic trip signal.
Finally the sequence-of-events (SOE) recorder which provided the only evidence
available of the trip header failures, is not required equipment, nor is one
installed at all plants.
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NRC Response. A1l of the above information was revealed during the investigation
of the incidents and was taken into consideration in determining the level of

the civil penalty. The NRC staff recognizes the difficulty in resclving the prob-
lems associated with the February 22 event. However, the plant was restarted
without a complete understanding of the incident although information was avail-
able t2 provide such understanding. Other activities associated with the event
were also not explained. Based upon discussions with the operator who initiated
the manual trip, it was his belief that his action had in fact caused thé plant
to trip. A proper evaluation of the SOE recorder subsequent to the February 25
event indicated that the plant had been tripped manually on February 22 and con-
firmed the operator's judgment. Additionally, the first-out panel was cleared
without recognizing which first-out annunciator was 1it. These facts should
have prompted a more detailed investigation prior to plant restart. The fact
that the SOE rc.order is not required equipment does not mean that the licensee
shuuld be excused for its failure to use information provided by the recorder to
analyze the causes of the February 22 event. The SOE was available to the licen-
see and should have been used to conduct the necessary review prior to restart.

Licensee's Assertion: The Enforcement Policy provides that licensees are not
normally cited for violations resulting from matters not within their control,
i.e., equipment failures, that were not avoidable by reasonable licensee quality
assurance measures or management controls. PSE&G's position is that the breaker
design contributed to its failures in that the short 1ife span for undervoltage
trip (UVT) attachment and the potential reliability problems were not previously
known by the industry or NRC until the Salem events. Additionally, the vendor's
technical manual did not address UVT attachment lubrication and Salem was not
the only plant not maintaining the trip breakers in accordance with the
wWestinghouse Technical Bulletin and NSD Data Letter 74-2.

NRC Response: The NRC staff disagrees with the assertion that these equipment
failures resulted from matters beyond licernsee's control. As delineated in I[tem
II of the Notice of Violation, there were many quality assurance problems
related to the reactor trip breakers which contributed to the trip breaker
failures. Additionally, there were previous undervoltage trip attachment
failures in DB 50 breakers at Salem and other plants which indicated potential
reliability problems with this device, yet no preventive maintenance program or
other actions other than surveillance testing were instituted on the reactor
trip breakers from initial operation unti! January 1983. In particular, the
UVT attachment failures in August 1982 were not fully investigated so as to
develop effective remedial measures.

Licensee's Assertion: Item I of the Notice of Violation should be classified
as Severity Level Il because the manual reactor trip worked and, therefore,
there was not a total loss of safety function. The manual trip is required and
it actuates the sihwunt trip device as well as the UVT attachment. This situation
is similar to the Haddam Neck case in which the UVT attachments failed but the
shunt attachments on both breakers were determined to be operable, and hence
that event did not constitute a complete failure of the trip system.
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NRC Response: The Salem ATWS events (Item I) are properly classified as Severity
[evel 1. There was a complete failure of the automatic reactor trip system to
perform its intended safety function when called upon to work. The automatic
reacior trip system is a safety-grade system relied upon to prevent core damage
in the event of design-basis accidents as discussed in the Final Safety Analysis
Report. The manual trip at Salem provides an additional means to trip the
plant, but it cannot fulfill the same safety functions as the automatic reactor
trip system, and hence, it is not redundant to the automatic trip system. In
addition, the automatic trip system at Salem actuates only the UVT attachment,
whereas the manual trip actuates both a shunt trip attachment and the UVT
attachment. As noted in the PSE&G submittal, the shunt trip attachments are
part of the Haddam Neck automatic reactor trip system, and hence, there was not
a total failure of the automatic trip system at Haddam Neck.

Licensee's Assertion: PSE&G objects to the NRC position that the violations in
Ttem 11 of the Notice of Violation are as serious as the Item I violations and
argues that tre Item II violations should not result in a civil penalty equiva-
lent to that precposed for Item I. PSE&G questions whether any penalty is
appropriate for certain violations in Item II and further argues that there are
strong mitigjating factors which must be considered for the Item II violations.

NRC Response: The problems related to reactor trip breaker maintenance, pro-
curement and testing which are delineated in Item II of the Notice, in our
view, significantly contributed to the reactor trip breaker failures. Since
the Commission considers the cause of the ATWS events to be as significant as
the events themselves, the penalties for Item II were made equal to those
proposed for Item !. For the reasons provided in this response, we disagree
with the licensee's assertions that mitigation is warranted for the specific
parts of Item II which were addressed in the licensee's response. Hence, the
licensee has provided insufficient justification for mitigation of the Item II
penaltiet.

Licensee's Assertion: Item II.A, concerning failure to adequately investigate
the cause of the breaker failures and failure lo take corrective action with
regard to the failed breakers, should not result in a civil penalty. Actions to
correct the specific breaker failures of August 20, 1982 and January 6, 1983
were taken. Following the January 6 failure, all Unit 1 trip breakers and

bypass breakers were serviced either by a Westinghouse representative or
pursuant to his direction. The reactor trip breakers on Unit 2 were subsequently
serviced during the Unit 2 outage.

NRC Response: The January 6, 1983 reactor trip breaker failure was tne third
failure of a UVT attachment at Salem (the first was February 1979 in startup
testing), yet no comprehensive investigation as to the cause of the failures
was undertaken. Even after the January 6 failure, Unit 2 remained in operation
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with no inspection or servicing of the remaining trip breakers. Given the
significance of reactor trip breakers, insufficient actions were taken, in the
staff's view, to comply with Appendix B Criterion XVI with respect to the trip
breakers.

Licensee's Assartion: With respect to Item II.D.3, preventive maintenance was not
performed on reactor trip and bypass breakers because of specific instructions

in the manual and because the vendor failed to update maintenance procedures for
the breakers.

NRC Response: PSE&G as the licensee is responsible for all activities affecting
quality at the Salem station. Even though work may be delegated to contractors
and vendors, PSE&G retains responsibility for the quality of their activities.

Licensee's Assertion: With respect to Item [I.E, which concerns breaker tracea-

Y, alem events demonstrate that the item for which traceability is
critical is the UVT attachment. However, the vendor provided no means by which
UVT attachments which incorporate all design modifications could be distin-
guished.

NRC Response: The PSE&G practice of switching reactor trip breakers with bypass
breakers and with trip and bypass breakers of the other unit, probably resulted
in placing untested or only partially tested breakers into reactor trip breaker
positions which would make the breaker technically inoperable according to
technical specifications. Without documentation to determine breaker position
at any particular time, it would not be possible to determine if the breakers
were fully tested to ensure operability. The functional testing conducted after
breaker switching was not sufficient to test all aspects of breaker operability.
In particular, no testing was done to ascertain the operability of the UVT
a}t?ch:ent. it is this aspect of traceability that is the basis for this
violation.

Conclusion
The violations occurred as originaily stated. The licensee has not provided

sufficient basis for mitigation of the proposed penalty of $850,000. The NRC
staff concludes that an $850,000 civi! penalty should be imposed.
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Publiic Service
Electric and Gas
Company

R. Edwin Se'over B0 Park Plaza, Newark, NJ 07101 2014306450 Mailing Address: P O. Box 570, Newark, NJ 07101

Vice President and
General Counsel

October 28, 1983

Mr. Richard C. DeYoung, Director
Office of Inspection and Enforcement
U. S. Nuclear Regulatory Commission
Washington, D. C. 0555

Re: Notice of Violation and Proposed Imposition
of Civil Penalties
Docket Nos. 50-272, 50-311,
License Nos. DPR-70, DPR-75
EA 83-24

Dear Mr. DeYoung:

Public Service Electric and Gas Company (the
"Company") is in receipt of your letter dated September 29,
1983, and the Order Imposing Civil Monetary Penalties (the
"Order") and Appendix attached thereto (the "Appendix").
Said Order requires payment of civil penalties in the amount
of $85G,000 by October 29, 1983 or a formal request for
hearing addressed to the NRC.

After consideration of the costs which would be
involved in pursuing this matter further, especially in
light of the considerable deference which would be paid to
the NRC's position in any appeal, we are enclosing a check
for such amount as evidence of our good faith,
notwithstanding the differences which remain in respect of

the May 5, 1983 Notice of Violation and Proposed Imposition
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of Civil Penalties (the "Notice") in this matter. In
determining not to formally pursue this matter further, we
also recognize, as we have indicated before, that the
standard expected by the NRC of its licensees is more
stringent than virtually every other standard of conduct
imposed by other regulatory schemes, whether under federal
or state law. Thus, this settliement of the matter, subject
to any further review which you may deem appropriate as a
result of the comments below, will have no application in
other forums.

As indicated in the Appendix, the ''RC proposed the
civil penalties in this case on the belief that they would
contribute to continued efforts toward long-term compliance
with Commission requirements by the Company and other
licensees, i.e. that there is a rational nexus between the
imposition of such c¢ivil penalties and the potential
improvement of conduct, either of the licensee or other
persons in similar positions. The penalties are further
thought by the NRC to be necessary to emphasize the
significance that it attaches to the Salem events,

As indicated previously, we are fully aware that
the events which occurred on February 22 and 25, 1983 at
Salem Generating Station ("Salem"™) Unit No. 1 are both

significant and far-reaching for the Company and the entire
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nuclgat industry. Irrespective of any civil penalties, and
in advance of their proposed imposition, the Company
undertook and will diligently follow through on strong
corrective actions with respect to the equipment responsible
for the February failures, the related operating and
maintenance procedures, and the execution of such procedures
by personnel., It is apparent, as recognized by the
Comnissionl/, that the Company's actions will serve as a
guideline to the nuclear industry in responding to the
generic implications of the Salem events,

We cannot comment on the effect that the civil
penalties wiitl have on other licensees, but the principal
effect of the civil penalty on our nuclear operations was
demoralization. The Company's corrective action program was
not adopted in response to the Notice, and our commitment to
the highest performance standards exists irrespective of NRC
enforcement actions. We respectfully suggest that the
Commission reconsider its overall 2nfocrcement policy with a
view toward making it an effective regulatory tool for

inducing innovative solutions to the industry‘s problems.

Cee e.g. NRC Generic Letter 83-28 dated July 8, 1983
entitled "Required Actions Based on Generic

Implications of Salem ATWS Events."
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In its present form, it serves only as a club. Rather than a
civil penalty payable to c¢he United States Treasury, one
direction which might be considered would be to permit a
licensee to expand an equivalent amount towards
accomplishing a desired goal for the nuclear industry and
make the results of the program generally available,

Our more specific comments with respect to the Appendix
follow.

As stated in the Appendix, the reactor t:¢ip system did
not aucomatically perform its intended safety function when
called upon to work. However, the manual trip provides an
additional means to shut down the plant. As indicated by

the NRC in the Federal Register of September 28, 1983 at

page 44288:

“++.The RTS [Reactor Trip System] is designed
to initiate automatically the reactivity
control system (control :ods) to shut down
the reactor, thereby assuring that acceptable
fuel design limits are not exceeded, and is
designed to failsafe for most internal
component failures, The RTS can also be
actuated ranually by operator action,

"...8afe control of anticipated operating
transients is strongly <¢ependent on the
reliable and [ast operation of reactor trip,
either automatically or manually." [Emphasis
added. ]

Our operators acted promptly in response to both February
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events (despite very complex plant conditions in the case of
February 22), thereby demonstrating the importance of the
manual reactor trip function as an equally valid part of the
reactor trip system. This action resulted in a prompt, safe
plant shutdown in both cases, despite a type of common mode
failure which was not anticipated by the NRC, the nuclear
industry or the Company. In fact, the NRC has indicated
that advance warning of the Salem events may have required
"hindsight" and that future Licensee Event Report
iequirements will be designed to assist the industry in the
recognition of the generic implications of failutes.z/

The Appendix claims that the Jaruary 6, 1983
reactor trip breaker failure at Salem 2 was the third
failure of an undervoltage trip attachment at Salem, yet no
comprehensive investigation as to the cause of the failures
was undertaken, As recognized, the first failure was in
February 1979 in start-up testing of Unit 2, before the
circuit breaker had been declared operable. During aay
shake-down of a major generating unit, numerous problems
occur and must be resolved prior to declaring a unit

operable. Although these occurrences are not taken lightly,

2/ NUREG 1000, "Generic Implications of the ATWS Events at
the Salem Nuclear Power Plant", Volume 1, at page 3-24.
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their wvalidity in establishing any trend of failures is

questlonable.é/

Thus, the failure in August 1982 (which was the

second failure, but only the first after commercial

4/

operation), was treated as an isolated event. Because the

January 6, 1983 failure was the second in less than 8ix
months, the Company was quite concerned and promptly

requested Westinghouse, on a priority basis, to provide

3/ The fact that the Company was concerned about such

matters even prior to start-up testing may be
illustrated by the fact that when the Atomic Energy
Commission ("AEC") notified the Company by letter in
December 1971 that failures had occurred at two
operating plants using Westinghouse-type DB-50 circuit
breakers (the AEL sent the body of IE Bulletin No. 71-2
to utilities with nuclear units under construction),
the Company promptly wrote to Westinghouse and
indivated that since Salem would also use DB-50
breakers, Westinghouse should advise if the problems
related by the NRC still exist and are applicable to
Salem, notwithstanding the fact that the letter from
the AEC indicated that no action was required on the
Company's part. The Company also requested Westinghouse
to inform as to what information had been transmitted
to the AEC on the matter, as well as any changes
anticipated for the Salem plant if a problem still
existed. Westinghouse responded by sending NCD-Elec-18
to the Company and indicated in a letter dated
January 26, 1972 that a Westinghouse Nuclear Energy
Systems engineer would supervise the replacement of all
eight undervoltage trip attachments on Salem 1 and 2 as
a result,

The August 1982 failure L& on Unit 2. The
Company had been operat j . commercially since
June 1977 and Unit 2 s. her 1981 without any
failures of the undervolty ‘e trip attachments,
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maintenance assistance on all of the breakers on Salem 1
(which was at that time out of service for refueling) and
requested the Westinghouse representative to provide an
Jpropriate preventive maintenance procedure. Salem 2 was
scheduled to be taken out of service about two weeks later,
and it was intended that such preventive maintenance on the
Salem 2 breakers would be performed during said outage.

The fact that the Company recognized the need for
such a preventive maintenance program was confirmed in the
NRC Region I Inspection Report dated February 15, 1983
indicating that the Company had not closed its consideration
of this mattet.é/ Further, it is clear that the vendor's
maintenance instructions for the undervoltage trip
attachments which were in existence at the time of the Salem
events (but which had not been supplied to the Company) were
inadequate. A comparison of Westinghouse Data [etter 74-2
dated February 19, 1974 with the current detailed six page
Technical Bulletin 83-02, Revision 1, dated September 13,
1983, providing recommendations for the servicing of DB-50
reactor trip breakers in general, and their unczivoltage
trip attachments in particular, vividly demonstrates such

lack of proper inscruction.

5/  Combined Inspection Report Nos. 50-272/82-36, 50-
311/82~-33, dated February 15, 1983, at page 13.
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The Appendix claims that the equipment failures at
Salem 1 in February 1983 did not resclt from matters beyond
the Company's control and that even though work may be
delegated to contractors and vendors, the Company retains
responsibility for the quality of their activities for NRC
purposes. On the other hand, the NRC has stated the
following with respect to causes of the Salem failure
relating to vendor performance:
"Problems with the interface between Westinghouse
and PSE&G related to equipment information are
discuseed in Section 2.3.2.2. There are several

issues, however, which appear to be the primary
responsibility of the NSSS vendor.

"Westinghouse provided no means by which
undervoltage trif attachments having the design
modifications delineated in NDC-Elec-18 could be
unequivocally identified. This was the case for
undervoltage trip attachments which were modified
in the field as well as for undervoltage trip
attachments originally manufactured with the
modifications.,

"There are significant guestions concerning the
lifetime of the undervoltage trip attachments
which properly should have been addressed when
the circuit breakers were specified for use in the
reactor trip system by the NSSS vendor.
Sufficient verification through circuit breaker
testing was not specified by the NSSS vendor to
determine that the breakers (and trip attachments)
were capable of lasting through the entire life of
the plant. Furthermore, the NSSS vendor did not
specify tests to be performed periodically by the
utility for detecting breaker degradation and,
thus, the need for breaker q{/ trip attachment
replacement.” [Emphasis added. ]~

- NUREG 1000, Volume 1, at page 2-27.
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As we have stated previously, the Company recognizes and
accepts its responsibility for safe operation of Salem. We
respectfully gquestion, however, whether there can be any
meaning left at all to the statement in the NRC Enforcement
Policy that "[l]icensees are not ordinarily cited for
violations resulting from matters not within their control,
such as equipment failures that were not avoidable by
reasonable licensee quality assurance measures Or management
cont:oll.'l/
wWwhile the Company had experienced two failures of
the reactor trip breakers after the completion of start-up
testing, this experience was not in any way atypical in the
utility industry. In fact, six other nuclear plants had
experienced more than one failure of a Westinghouse reactor
trip breaker through 1982, and there had been a total of 20
reported such failures in the industry to that point.g/ We
do not believe the Company's actions differed materially
from those of other utilities with similar experience.
In conclusion, we wish to again confirm with the

Commission our commitment to diligently follow through on

Y General Policy and Procedure for NRC Enforcement

Actions, 10 C.F.R. Part 2, Appendix C, at IV.A.

8/  NUREG 1000, Volume 1, at pages 3-45 through 3-47.
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strong corrective actions with respect to the equipment
responsible for the February failures, the related operating
and maintenance procedures, and the execution of such

procedi.res by personnel.

Very truly yours,

e Sy

Vice President and General Counsel

1.A-235



L TEN UNITED STATES
A £

& %, NUCLEAR REGULATORY CO'*ISSION
P L & REGION 11
L TN 101 MARIETTA STREET KN W
° .’I F ATLANTA, GEORGIA 30303

i Mg &

g -~ N g

2 -
Sens® 0CT 6 1983

University of Virginia

ATIN: Mr. J. S. Brenizer, Director
Reactor Facility

Charlnttesville, Virginia 22901

Gentlemen:

SUB JECT: PROPOSED IMPOSITION OF CIVIL PENALTY EA 83-90
REFERENCE: INSPECTION REPORT NO. 50-062/83-02

An inspection was conducted by NRC inspectors on June 2-3, 1983 and July 6-8,
1983, in response to the incident in May 1983 at the University of Virginia
Reactor (UVAR) facility resulting in an inadeguate reactor shutdown margin.
This inspection included a review of the UVAR facility regarding the adequacy
of your administrative and managerial controls to assure that adequate
procedures are being properly implemented. The findings of the inspectior
were discussed with facility management at the conclusion of the inspection
and are contained in the enclosed inspection report (Inspection Report

No. 50-062/83-02). NRC concerns were discussed by the Deputy Regional
Administrator of Region I! with senior facility and Jniversity management at
an enforcement conference held at the facility on July 14, 1983.

The inspection findings cdemonstrate that an adequate system for determini., and
controliing shutdown margin did not exist at the UVAR facility. This resulted
in the violation of facility Technical Specifications. Additionally, adherence
to established fuel handling procedures was not maintained. We do note that,
once the magnitude of the problem became apparent to facility management, appro-
priate near-term corrective action was initiated.

The NRC attaches importance to comprehensive licensee programs for detection,
correction, and repnrting of problems that may constitute or lead to violations
of requlatory requirements. Ir this case, your programs did not detect the
inadequacies discussed above. Comprehensive programs to ensure proper perfor-
mance of safety-related activities require meticulous and continuing attention
by both management and technically qualified personnel. In this case, we are
convinced that such attent.on was not provided.

Accordingly, to emphasize the need for the University of Virginia to maintain
proper managerial and procedural control cver all aspects of safety-related
activities and to operate the UVAR facility in accordance with Technical Speci-
fications, and after consultation with the Director of the Office of Inspection
and Enforcement, I have been authorized to issue the enclosed Notice of Violation
and Proposed Imposition of Civil Penalty in the amount of $1,000. ihe violation
is classified at Severity Level III (Supplement I) pursuant to the NRC Enforce-
ment Policy, 10 CFR Part 2, Appendix C. As discussed in the NRC Enforcement

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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Policy, the base civil penalty for a Severity Level III ,roblem is $2,500. The
NRC Enforcement Policy provides that civil penalty amouuts .-ay be ritigated after
consideration of relevant circumstances. In accordance with the NRC Enfcrcement
Policy, the base amount of the proposed civil penalty has been mitigated 20%
based upon your actions in reporting this event. Your reporting was prompt and
included an evaluation of the event. Further mitigation based upon prompt iden-
tification and reporting is not warranted because your evaluation was not
sufficiently thorough in that it did not examine the extent of the violation.

The civil penalty has been mitigated an additional 4% based upon tl.e corrective
actions you have initiated. Your near-term actions were prompt and extensive.
Further mitigation based upon corrective actions to prevent recurrence is not
warranted because your long-term actions were not aggressively pursued. However,
following discussions with the NRC, an aggressive schedule for long-term correc-
tive action was initiated.

You are required to respond to the enclosed Notice and should follow the instruc-
tions specified therein when preparing your response.. We request that you
include in your response corrective measures that you may take relating to the
planning process and the conduct of independent audits following completion of
work related to nuclear safety. Your reply to this letter and the results of
future inspections will be considered in determining whether further action is
appropriate. Also, we believe it would be constructive for you to consider the
desirability of conducting a "lessons learned" program for senior operators
involved with the planning of core and experimental configurations.

In accordance with 10 CFR 2.790 of the NRC's "Rule 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 enclosures are not subject to the
clearance procecures of the Office of Management and Budget as required by the
Paperwork Reduction Act of 1980, PL 96-511.

Sincerely,

ames P. O'Reilly
Rkgional Admini t

Enclosures:

1. Notice of Violatior and Proposed
Impositior of Civil Penalty

2. Inspection Report 50-062/83-02

cc w/encls:

T. G. Williamson, Chairman

Department Nuclear Engineering
and Engineering Physics

University of Virginia
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NOTICE OF VIOLATION
AND ]
PROPOSED IMPOSITION OF CIVIL PENALTY

University of Virginia Docket no. 50-062
Charlottesville, Virginia 22901 License No. R-bb
EA 83-90

On May 30, 1983 operators at the University of Virginia Reactor (UVAR) discovered
that the shutdown margin at the facility was apparently 0.35% delta k/k, which
was less than the 0.4% delta k/k required by Technical Specification 3.1(1). The
first phase of the NRC inspection of this event was performed on June 2-3, 1983.
Amony the findings were the observations that the control rods had not been
calibrated for the core configuration in use at that time and that the licensee
had no reactivity balance procedure It was also determined that fuel had been
added to the core without following the refueling procedures. Subsequent to this
initial review, the licensee substantially revised the standard operating proce-
dures for the facility and performed a series of control rod calibrations for
some of the configurations used since the control rods had last been calibrated.
Those revisions and test results were reviewed in the second phase of the inspec~
tion on July 6-8, 1983. The licensee chose not to reestablish the core configu-
ratiun of May 30, 1983 because of ircreased evidence that the shutdown margin
requirement could not be satisfied. Using cuntrol rod worth curves for a core
configuration similar to the one of concern, evaluations by both the licensee

and the inspectcrs led to the conclusion that the core, during the period from
May 25-30, 1983, would have been supercritical by more than 0.2% delta k/k in

th> xeron-free state with the highest worth rod stuck out. The evaluations also
revealed that, for the period May 18-25, 1983, the shutdown margin was less than
0.4% delta k/k, but that some margin did exist.

To emphasize the need for the University of Virginia to maintain proper mana<
gerial and procedural control over all aspects of safety-related activities and
to operate the UVAR facility in accordance with Technical Specifications, the
Nuclear Regulatory Commission proposes to impose & civil penalty in the amount
of $1.000 for this Severity Level III problem.

The NRC Enforcement Policy provides that civil penalty amounts may be mitigated
after consideration of relevant circumstances. In accordance w'th the NRC
Enforcement Pol:.<y, the base amount of the proposed civil penalty nas been
mitigated 20% based upon your actions in reporting this event Your reporting
was prompt and included an evaluation of the event. Further mitigation based
upon prompt identification and reporting is not warranted because your evaiuation
wat not sufficiently thorough in that it did not examine the extent of the
violation. The civil penalty has been mitigated an additional 40% based upon
the corrective actions you have initiated. Your near-term actions were prompt
and extensive Further mitigation based upon corrective actions to prevent
rerurrence is not warranted because your long-term actions were not aggressively
pursued. However, following discussions with the NRC an aggressive schedule for
long-term corrective action was initiated.




Notice of Violation

In accordance with the NRC Enforcement Policy, 10 CFR Part 2. Appendix C. and
pursuant to Section 234 of the Atomic Energy Act of 1954, as amended ("Act")
42 USC 2282, PL-96-295, and 10 CFR 2.205, the particular violations and
associated civil penalty is set forth below:

A. Technical Specification 3.1(1) requires that reactor not be operated above
lkw unless the minimum shutdown margin is greater than 0.4% delta k/k.

Contrary to the above, the reactor was operated at a power greater than lkw
duringc the period May 25-30, 1983 without the required shutdown margin

Technica® Specification 4.1 (2) requires that shim rod reactivity worths
be measured whenever the rods are installied in a new core configuratioun.
SOP 5.7 requires rod worth mecasurements be performed foliowing core con-
figuration changes

Contrary to the above, a new core configiration existed resulting from

core alterations made on May 20, but the required shim rod reactivity worth
measurements were not made.

Technical Specification 6.3 requires that written approved procedures shall
be in effect and followed for start-up, operation, and shutdown of the
reactor and for the handling of fuel and experiments

Contrary to the above, the licensee did nct have writter approved procedures
for determining reactor shutdown margin by accounting for cl ; in shutdown
margin as a function of fuel manipulation, experiment manipulation, burnup,
xenon concentration, or for calculating an estimated critical position.

Collectively, the above violations have been evaluated as a Severity
Level 1II problen (Supplement 1).

Cumulative Civil Penalty - $1,000 assessed equally among the violations.

Pursuant to the provisions of 10 CFR 2.201, the University cof Virginia is hereby
required to submit to the Director, Office ot Inspection and Enforcement,

U. S. Nuclear Regulatory Commission, Washington, DC 20555, and a copy to the
Regiona]l Administrator, U. S. Nuclear Regulatory Commission, Region II, within
30 days of the date of this Notice a written statement or explanation in reply,
including for each alleged violation: (1) admission or denial of the alleged
violation; (2) the reasons for the violation if admitted, (3) the corrective

steps which have been taken and the results achieved; (4) the corrective s
which will be taken to avoid further violations; and (5) the date when ful
compliance will be achieved. Consideration may be given to extending the

response time for good cause shown. Under the authority of Section 182 of the

Act, 42 'J.S.C. 2232, this response shall be submitted under oath or affirmation

teps

Within the same time as provided for the response required above under
10 CFR 2.201, the University of Virginia may pay the civi) penalty in the amount




Notice of Violation 3

of $1,000 or may protes® imposition of the civil penalty in whole or in part by a
written answer. Shoula the ULrniversity of Virginia fail to answer within the tiue
specified, the Director, Office of Inspection and Enforcement will issue an Order
imposing the civil penalty proposed above. Should the University of Virginia
elect to file an answer in accordance with 10 CFR 2.205 protesting the civil
penalty, such answer may: (1) deny the violation presented in this Notice in
whole or in part; (2) demonstrate extenuating circumstances; (3) show error in
this Nctice; or (4) show other reasons why the penalty should not be imposed.

If requesting mitigation of the proposed penalty, the five factors contained in
Section IV(B) of 10 CFR Part 2, Appendix C 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
statements or explanations by specific reference (e.g., citing page and paragraph
numbers) to avoid repetition.

The University ot Virginia's attention ‘s directed to the other provisions of
10 CFR 2.205, regarding the procedures for impusing a civil penalty.

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

FOR THE NUCLEAR REGULATORY COMMISSION

—

ames P. O'Reilly
gional Administrator

Dated at Atlanta, Georgia
this & day of October 1983
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DEPARTMENT OF NUCLEAR ENGINEERING AND ENGINEERING PHYSICS

UNIVERSITY OF VIRGINIA
SCHONOL OF ENGINEERING ANC APPLIED SCIENCE
CHARLOTTESVILLE., 22001

TELEPHONE: 804-924-7138

RELCTOR FACILITY

Sworn to end ¢

W:i'ﬁ

November 3, 1983

Director, Office of Inspection and
Enforcement

U.S. Nuclear Regulatory Commission

Washington, D. C. 20555

Subject: Response to Notice of Violation and Proposed Imposition of
Civil Penalty EA 83-90
Reference: Inspection Report No. 50-062-02

Dear Sir:

Attached is the University of Virginia Reactor (License No. R-66)
Facility's response to the Notice »f Violation and Proposed Imposition
of Civil Penalty (EA 83-90) as required by that notice. Also attached is
a check (Check No. 105680) for $1000.00 to pay the imposed civil penalty.

Although we have decided not protest the civil penalty, we would
like to note that we do not agree with all of the violations stated in
the Notice (EA 83-90) and to emphasize our belief that, in this particular
situation, the imposition of a civil penalty was excessive and not
required to obtain management's attention and action. We would like to
suggest that the NRC review the policy of imposing civil penalties on
University licensees, to determine if such penalties serve the purpose
of enhancing reactor saf-ty.

Sincerely,

— ,
Z/ ! rLYN‘ ti'.0¢s.‘2¢»’\
| before me this < T. v. williamson, Chairman

Dept. of Nuclear Engineering
/477%541¢444L—J ~~~~~ n23 and Engineering Physics

%UJ lt B ry P..JIC //’)

ﬂugfﬁmxﬁcrru,. o Y ek

d(‘ '_"(‘f'l ""P :
N 923 ‘J.-S. Brenizer, Director
Nuclear Reactor Facility

cec: J. P. 0'Reilly, Regional Administrator
NRC, Region II
Reactor Safety Committee

I.LA-241



Response to Notic: of Violation and Proposed Imposition
of Civil Penalty

Docket No. 50-062
License No. R-66
EA 83-90

Response to particular violations

A. Technical Specification 3.1(1) requires that reactor not be
operated above lkw unless the minimum shutdown margin is greater
than 0.4%Z delta k/k.

Contrary to the above, the reactor was operated at a power greater
than lkw during the period May 25-30, 1983 without the required
shutdown margin.

Response:

1) We admit that the reactor was operated at a power greater
than lkw durfig the period May 25-30, 1983 without the required
shutdown margin.

2) The violation occurred because the reactivity worth of a

fuel element had not been measured properly after its insertion
into the core, control rod worths were not required to be measured
at specific intervals and a core configuration change was not
quantitatively defined.

3) New procedures have been implemented which require proper
measurement of the shutdown margin when changes are made in the

core. The revised procedures specifically define a core con’iguration
change.

4) The revised procedures have been implemented and have been
incorporated in the training and requalification program. All senior
operators were actively involved in the development of the new pro-
cedures. New reactor operator trainees this summer were trained
specifically on the importance of reactivity control.

5) Full compliance was achieved by implementation of procedures
concerning reactivity measurements (Section 5 SOP) and incorporation
of procedural changes into the operator requalification program.
These changes were implemented by July 5, 1983.

B. Technical Specification 4.1(2) requires that shim rod
reactivity worths be measured whenever the rods are installed in
a new core configuration. SOP 5.7 requires rod worth measurements
be performed following core configuration changes.

Contrary to the above, a new core configuration existed resulting
from core alterations made on May 20, but the required shim rod
reactivity worth measurements were not made.

Response:

1) We admit that shim rod reactivity worth measurements w3re not made

1.A-242



after core alterations on May 20.

2) The reasons rod reactivity worth measurements were not made

was because, in our interpretation of the procedures in effect

ot that time, the core alterations on May "9 did not constitute a new
core co.figuration.

3) We re.ognize the deficiency in the previous procedures which

did not require that shim rod reactivity worth measurements be made

at defined intervals. A core configuration change is now specifically
and quantitatively defined in the procedures and rod calibrations are
performed when the core configuration is changed. In addition, the
procedures now specify a time period for control rod recalibration based
on the number of MW-days of operation.

4) The revised procedures now defire a core configuration change and
require rod calibrations when such change occurs.

5) Full compli nce was achieved by July 5, 1983 by implementation of
procedures concerning reactivity measurements (Section 5 SOP) and
incorporation of procedural

requalification program.

changes into the operator training and

C. Technical Specification 6.3 requires that written approved
procedures shall be in effect and followed for start-up, operation,
and shutdown of the reactor and for the handling of fuel and
experiments.

Contrary to the a2tove, the licensee did not have written approved
procedures for decermining reactor shutdown margin by accounting
for changes in shutdown margin as a function of fuel manipulation,
experiment manipulation, burnup, xenon concentration, or for

calculating an estimated critical position.
Response:

1) We aawmit that we did not have written approved procedures specifically
for determining reactor shutdown margin and for calculating estimated
critical position. We deny that this is a violation of Technical Specifi-
cation 6.3 because we had in place written approved procedures for start-up,
operation, and shutdown of the reactor and for handling of the fuel and
experiments. These procedures did require the determination of both the
shutdown margin and the estimated critical position. We believe the
difference is a matter of interpretation by the inspectors as to the

detail which must be covered by procedures. We believe that a perceived

inadequacy of the procedures to cover in detail each particular operation
is a judgement that should be the subject of discussion between the
inspectors and the facility staff and is a matter which should be resolved
without escalation to the category of a violation.

2) We deny that we violated our technical specification.




II.

3) In spite of the fact that we believe we did not violate
Technical Specification 6.3, the startup, operation, and shutdown
procedures have been revised to include suggestions made by the

inspectors. Specifically, the procedures now specify the method of
determining and documenting the shutdown margin determination.

4) The revised procedures have been implemented and have been
incorporated in the training and requalification program.

5) Revised procedures concerning startup, operation and shutdown of
the reactor were incorporated by July 5, 1983.

Response to other items covered in the notice of violation.

A. We protest thg statement "Further mitigation based upon
corrective actions to prevent racurrence is not warranted

because your long term actions were not aggressively pursued".

The principal corrective actions to prevent recurrence was the
revision of those section of the Standard Operating Procedures
(SOP) relating to reactivity control, specifically section 5.

This section was rewritten, reviewed by the safety committee,

and in place by July 5, 1983. We also agreed to review and

revise the entire SOP. During the enforcement conference held

at our facility onm Jvly 14, 1983, we agreed to have this completed
by the end of 1983. We believe that completion by that date
constitutes an aggressive schedule in light of the magnitude of
the job and the limits of staff time. We also note that the
schedule agreed to by “he NRC (Report No. 50-062/83-03) includes

a completion date of revision of the SOP of December 31, 1983.

The only difference betweea agreed upon schedule and the one we
suggested at the enforcement conference is the details of completion
dates for individual sections. We do not agree that this detailed
schedule constitutes an act of aggressiveness which was lacking in
our proposed schedule.

We also stated at the enforcement conference that we would
rewrite the Safety Analysis Report (SAR) by July 1984. After
discussion with the NRC staff it was agreed that a complete rewrite
and resubmission of the SAR was not necessary. We did agree to the
creation of an SAR like document with information in SAR Chapter 9
updated to include existing curved plate fuel analysis by October
31, 1983, We believe this to be an aggressive schedule.

B. We agree that the violation can be classified as Severit- ITI

by Section 4 "changes in reactor parameters which cause unanticipated
reductions in margins of safety". We do not agree that our situation
warrants a civil penalty. The basis for our contention is that at no
time :vas the public health and safety compromised by this incident.
At no time was there any possibility of the reactor being super-
critical as we were always able to insert all rods to shutdown the
reactor. Our procedures, which were in place at the time, require
that the operator note that the rods and their followers be fully

3
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inserted upon shutdown. At no time during the duration of

the violation was the reactor shutdown without assurance that
all rods were inserted. Further, we know of no evidence of
solid blade type control rods, such as are in the UVAR, sticking
in a research reacto~ core which has been in operation. Because
the reactor was under control at all times and there was no
realiszic opportunity for an inadvertent supercriticality we
believe that the imposition of a civil penalty magnifies the
violation beyond its true significance.

I1I. Response to Items Noted in Letter from J. P. O'Reilly to J. S. Brenizer

I
October 6, 1983; Subject: Proposed Imposition of Civil Penalty EA 83-90.

A. "We request that you Include in your response corrective
measures that you may take relating to the planning process and
the conduct of independent Aaudits rollowing completion of work
related to nuclear safety."

Response:

The reactor safety committee is an independent group which is charged
with conducting periodic audits and is involved in the plau.ing process.
We will request the reactor safety committee to consider further measures
in this area. We also are examining our staff organization to determine
if planning and management efficiency can be improved.

B. "We believe it would be constiuctive for you to consider

the desirability of conducting a "lessons learned'" program for

senior operators involved with the planning of core and

experimental configurations."

Response:

Since we have only six senior operators and all have been involved in

the rewriting of procedures during the past several months, and all were
involved in the evaluation of the violations, all are familiar with the
"lessons learned" from this incident. We have already included a "lessons
learned" session in the training program for new reactor operators and
have held two requalification lectures with all reactor operators and
eanior reactor operators., We will consider "
t .2 future.

lessons learned” programs in

Response to Inspection Report Neo. 50-062/83-02

A. In the first paragraph of section 8, Corrective Action, the
inspection report refers to minimum permissible critical rod
position and predicted critical position and states that the
licensee agreed to have a xenon worth curve developed and in

by August 11, 1983.

Response:

We do not believe that we agreed to have a xenon worth curve developed
I

“
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and in use by August 11, 1983 and have no record of such agreement,
Specifically, the revised procedures which were reviewed by the
inspectors during the July 6-8, 1983 inspection, do not use the
conception, er wording, of predicted (estimated) critical position.
Without the requirement of a predicted critical position, a xenon

worth curve is no. required for startup. In the revised procedures

two reactor startup conditions are included. If the reactor is to be
started from a shutdown condition with a constant source count rate,

the procedures now require determining minimum permissibie critical

rod positions by adding the minimum shutdown margin (0.4% Ak/k) to>

the total worth of the highest worth rod and determining from the

current rod worth curves the rod positions needed to remove this

amount of reactivity from the shutdown xenon-free core. Note that if

the core is not xenon-free these positions become more conservative.

The minimum critical rod position is used as 3 reference point to

check for subcritical multiplication and in nent response, and to
preclude operating at powers greater than 1 “h a core which has

an unacceptable shutdown margin. The second co m is to start up

the reactor from a shutdown condition with a dec. g source count
rate. In this case, the positions of the shim rods .. the time the
reactor was last shutdown are used as the reference pcint for determining
the preseuce of subcritical multiplication. The condition of a decreasing
source count rate after shutdown persists for only about 1 hour after
extended 2 MW operation while the xenon reactivity worth does not peak
until approximately 7.5 hours after shutdown from extended 2 MW operation.

We have generated a xenon worth curve to determine the time after
shutdown to the xenon free core, by August 11, 1983, however it was
generated by solving the xenon equations for our reactor and had not been
verified experimentally. The curves were experimentally measured on
10-10-83. Work is currently underway to develop a computer program to
generate xenon worth curves for each new core configuration.

We are particu.arly disturbed to see the phases predicted critical
position and estimated critical position in the report because we spent
considerable time discussing this with the inspectors during both the
June 2-3 and the July 6-8 meetings and were under the impression that our
use of the concept of a minimum permissible contrel rod position, rather
than a predicted critical position, was agreed by all and that a xenon
worth curve would not be required for startup.

B. On page 5 is included a schedule of corrective actions.
Response:

The schedule of revisions of the SOP, page 5, differs slightly from
ours but we believe both meet the intent of having all revised
procedures in place by December 31, 1983. Note, however, that the
reactor safety committee is an independent body and thus, we have
agreed only to have the reactor safety committee review the procedures
by the proposed date. It is possible that the committee could

request additional changes and rewriting before granting their

final approval.

5
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K NUCLEAR REGULATORY COMMISSION
REGION |
837 PARK AVENUR
KING OF PRUSEIA, PENNSYLVANIA 19408
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NOV 30 1983
Docket No. 50-317
50-318

Baltimore Gas and Electric Company

ATTN: Mr. A. E. Lundvall, Jr.
Vice President, Supply

P. 0. Box 1475

Baltimore, Maryland 21203

Gentlemen:

Subject: Inspection Nos. 50-317/83-28; 50-318/83-28

This refers to an inspection conducted by a representative of the State of
Washington, Department of Social and Health Services on July 27, 1983, of a
shipment of radioactive waste from the Calvert Cliffs Nuclear Power Plant. The
shipment was inspected upon its arrival at the U.5. Ecology, Inc. burial site
at Richland, Washington.

Areas examined during this inspecticn are described in a repori by a rcpre-
sentative of the State of Washington, Department of Social and Health Services,
which is attached to "he NRC Region I Inspection Report enclosed with this
letter. The inspection consisted of a review of shipping papers, placarding,
marking and labeling, radiation measurements, selective contamination surveys,
and an examination of the packages and the tractor-trailer.

Based on the results of this inspection, it appears that one of your activities
was not conducted in full compliance with NRC requirements, as set forth in the
Notice of Violation enclesed herewith as Appendix A. The violation has been
categorized by severity level in accordance with the NRC Enforcement Policy (10
CFR 2, Appendix C) published in the Federal Register (47 FR 9987) on

March 9, 1982. You are required to respond to this letter and in preparing
your response, you should follow the instructions in Appendix A.

The violation for which you have been cited has already been the subject of

a letter from the State of Washington. On August 1, 1983, you were

advised to take corrective action to assure that further activities will be in
compliance with all applicable state and federal regulations.

In view of the circumstances surrounding this matter, we have decided to issue
at this time the enclosed Notice of Violation and not issue a Civil Penalty.

After reviewing your response to this Notice of Violation and your proposed

corrective actions, the NRC will determ‘ne whether further action is necessary
in order to ensure compliance with regulatory requirements.

.81



Baltimore Gas & Electric NCV 30 1983

In accordance with 19 CFR 2.790(a), a copy of this letter and the enclosures
will be placed in the NRC Public Document Room, unless you notify this office,
by telephone, within ten days of the date of this letter and submit written
application to withhold information contained therein within thirty days of

the date of this letter. Such application must be consistent with the require-
ments of 2.790(b)(1).

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 236-511.

Sincerely,

Thomas E. Murley
Regional Administrator

Enclosure: NRC Inspection Report

cc w/encl:

R. M. Douglass, Manager, Quality Assurance

L. B. Russell, Plant Superintendent

S. M. Davis, General Supervisor, Operations QA
Thomas Magette, Administrator, Nuclear Evaluations
R. C. L. Olson, Principal Engineer

J. A. Tiernan, Manager, Nuclear Power

R. E. Denton, General Supervisor, Training and Technical Services
Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety information Center (NSIC)

NRC Resident Inspector

State of Maryland (2)




APPENDIX A
NOTICE OF VIOLATION

Baltimore Gas and Electric Company Docket Nos. 50-317/83-28

Calvert C1iffs Nuclear Power Plant, 50-318/83-28

Units 1 and 2 License Nos DPR-53
DPR-69

As a result of the inspection conducted on July 27, 1983, and in accordance

with the NRC Enforcement Policy (10 CFR 2, Appendix c¢), the following vio-
lation was identified:

10 CFR 71.5 prohibits delivery of licensed material to a carrier for
transport, unless the licensee complies with applicable regulations of the
Department of Transportation in 49 CFR, Parts 170-189. 49 CFR
173.425(b)(3) states that external radiation levels must comply with 49
CFR 173.441. 49 CFR 173.441(b)(1)(i) states that the radiation level on
the accessible external surface of a package transported in a closed
transport vehicle cannot exceed 1000 millirems per hour.

Contrary to the above, on July 18, 1983, the licensee delivered two
packages, containing licensed material to a carrier for transport in a
closed transport vehicle, and the radiation leavel on the sccessible
external surface of each package exceeded 1000 millirems per hours.
Specifically, the radiation level on the external surface of Package No.
555, containing approximately 70 miilicuries of licensed material, was
3,500 millirems per hour. The radiation level on the external surface of
Package No. 556, containing approximately i0 millicuries of Ticensed
material, was 2,000 millirems per hour.

This is a Severity Level III violation (Supplement V).

Pursuant to the provisions of 10 CFR 2.201, the Baltimore Gas and Electric
Compar; is hereby required to submit to this office within thirty days of tnre
date of the letter which transmitted this Notice, a written statement or
expianation in reply, including: (1) the corrective steps which have been taken
and the results achieved; (2) corrective steps which will be taken to avoid
further violations; and (2) the date when full compliance will be achieved.
Where good cause is shown, consideration will be given to extending this
response time,
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Docket No. 50-334
EA 83-93

Duquesne Light Company
ATTN: Mr. J. J. Carey
Vice President
Nuclear Division
Post Office Box 4
Shippingport, Pennsylvania 15077

Geritlemen:
fubject: Notice of Violation ("nspection No. 50-334/83-15)

This refers to the special NRC safety inspection conducted on August S, 1983 at
the Beaver Valley Nuclear Station, Unit No. 1, Shippingport, Pennsylvan‘a of
activities authorized by NRC License No. DPR-66. The report of the inspection
was forwarded to you on August 19, 1983. The inspection was conducted to
review the circumstances associated with an unplanned occupational radiation
exposure to one of your employees. The unplanned exposure, which was identi-
fied and promptly reported to the NRC by your staff on August 4, 1983, and two
vioclations identified during the inspection, were discussed at an enforcement
conference held with you and members of your staff on September 1, 1983. At
that conference, the cause of the viclations and your corrective actions were
also discussed.

Although the unplanned occupational radiation exposure received by the indivi-
dual was not in excess of reguiatory limits, the violations, which are described
in the enclosed Notice, are of concern to the NRC because adequate radiological
controls over the performance of the work activity were not implemented, thereby
creating a substantial potentfal for a radiation exposure in excess of regula-
tory limits. Specifically, a Radiological Controls Technician did not provide
appropriate health physics coverage of the work activity in that he did not
properly implement radiation protection policies covering such a work activity.
Also, the assigned Radiological Controls Foreman was not aware of the work activity
until after it had been completed and the unplanned exposure had occurred.
Furthermore, the Operator who received the exposure and the Operations Foreman
who supervised the work activity did not ensure that a timely radiation survey
had been conducted in the cubicle.

These violations have been categorized in the aggregate as a Severity Level

II1 event in accordance with the NRC Enforcement Policy (10 CFR 2, Appendix C).
Normally, a civil penalty is proposed for a Severity Level III violation or
event. However, we have exercised our discretion, after consultation with the
Director of the Office of Inspection and Enforcement, and have decided not to

CERTIFIED MAIL
RETURN REZEIPT REQUESTED
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Duguesne Light Company 2

propose a civil penalty in this case. In making this decision, we have consid-

ered the facts that (1) you promptly reported the event to the NRC; (2) your
corrective actions were prompt and comprehensive, including disciplinary action
against the responsible Radiological Controls Technician, retraining of radiation
protection personnel, and the plarned retraining of operations and maintenance
personnel; and, (3) the violations which caused the event appear to be isolated
occurrences rather than indications of a program weakness (performance in the
radiological controls area was rated to be Category 1 in the last iwo NRC Systematic
Assessments of Licensee Performance conducted for your facility). Similar violations
in the future may, of ccurse, result in additional enforcement action.

You are required to respond to the enclosed Notice and should follow the
instructions specifieu therein when preparing your response. Your written
reply to this letter and the results of future inspections will be considered
in determining whether further enforcement action is appropriate.

In a..ordance with 10 CFR 2.790, 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 erclosed Notice are not subject
to the clearance procedures of the Office of Managemznt and Budget, otherwise
required by the Paperwork Reduction Act of 1980, PL 96-511.

Sincerely,

T
Thomas E. Muﬁ;;;
Regional Administrator

Enciosure:
Notice of Violation

cc w/encl:

F. Bissert, Manager, Nuclear Support Services
C. E. Ewing, QA Manager

W. S. Lacey, Station Superintendent

Chief Engineer

R. Martin, Nuclear Engineer

J. Sieber, Manager, Nuclear Safety and Licensing
T. D. Jones, Manager, Nuclear Operations

R. M. Mafrice, Nuclear Engineer

N. R. Tonet, Manager, Nuclear Engineering
Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (NSIC)

NRC Resident Inspector

Commonwealth of Pennsylvania

1.B-5



NOTICE OF VIOLATION

Duguesne Light Company Docket No. 50-334
Beaver Valley Nuclear Station License No. DPR-66
Unit 1 EA 83-93

On August 5, 1983, an NRC special safety inspection was conducted to review
the circumstances associated with an unplanned occupational radiation exposure
of 1.7 rems to an operator during the performance of a work activity. The
radiation exposure occurred, was identified by the 1icensee, and was reported
to the NRC, all on August 4, 1963,

On August 4, 1983, the operator made an entry into a cubicle in the solid

waste disposal area of the Primary Auxiliary Building to ascertain a vendor part
number on a dewatering valve un a resin waste hold tank. A radiological survey
of the cubicle area had been conducted two days earlier on August 2, 1983,

which indicated that interior cubicle radiation levels were between 0.2 and

0.5 R/hr. However, a radicactive resin transfer activity had occurred since
that survey and, as a result, radiation levels near the dewatering valve on
August 4, 1983 were actually between 50 and 350 R/hr. An adequate radiation
survey was not conducted on August 4, 1983, until after the cubicle entry had
been made and the unplanned exposure received.

A Radiological Controls Technician was assigned to provide continuous coverage
for work in the solid waste disposal area. However, the technician did not
adequately survey the cubicle radiation levels prior to the entry and also did
not provide positive control with respect to radiological practices for the
entry. After the oparator had entered the cubicle, the technician attempted
to menitor interior cubicle radiation levels from a shield wall outside the
cubicle by extending a Teletector probe up and over the cubicle wall. Although
the radiation measurements above the cubicle were much higher than expected
(as high as 2 R/hr), no effective action was taken to evacuate the cubicle,
other than to tell the operator to "hurry up." At the time of the entry, the
radiation fields over the cubicle were as much as two crders of magnitude less
than interior fields, due to source geometries and equipment shielding.

When the operator exited the disposal area and observed that his self-reading
dosimeter was offscale, he informed the Radicological Controls Foreman who im=
mediately had a survey perfcrmed of the cubicle area. at which time radiation
levels as high as 350 R/hr were observed.

These events demonstrate the importance of implementation of established radio-
logical controls over activities performed within the facility. In accordance
with the NRC Enforcement Policy (10 CFR 2, Appendix C), the particular violations
associated with these events are set forth below:
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Notice of Violation 2

VIOLATIONS ASSOCIATED WITH AN UNPLANNED OCCUPATION RADIATION DCSE OF 1.7 REM

A.

10 CFR 20.201(b) requires that such surveys be conducted as are reasonable
under the circumstances to evaluate the extent of racdiation hazards which
may be present. 10 CFR 20.201(a) defines a survey, in part, as an evalua-
tion of radiation hazards including measurements of radiation levels.

Contrary to the above, on August 4, 1983, an operator entered a cubicle
containing waste hold tank SW-TK-2 in the solid waste disposal area of
the Primary Auxiliary Building but prior to that entry, surveys were not
conducted which were reasgnable under the circumstances to adequately
evaluate the radiation hazards in the cubicle in that the licensee was
not aware that radiation fields as high as 350 R/hr (6 R/min) existed in
the cubicle.

Technical Specification 6.12 requires that individuals who enter areas
with radiation fields greater than 100 mrem/hr must either have a radia-
tion monitoring device which continuously indicates area radiation dose
rate, an alarming radiation dose rate device, or be accompanied by an
individual who is equipped with a radiation monitoring device which con-
tinuously indicates area radiation dose rate and will provide positive
control over activities within the area.

Contrary to the above, although the licensc» expected the cubicle radia-
tion levels to be greater than 100 mrem/hr during the entry on August 4,
the operator did not have a radiatior monitoring device which continuously
indicated area radiaticn dose rate or an alarming radiation dose device,
nor was he accompanied by an individual who was equipped with a radiation
monitoring device which continuously indicated area radiation dose rate
and who provided positive control cver activities within the cubicle.

These violations have been classified in the aggregate as a Severity Level III
event (Supplement IV).

Pursuant to 10 CFR 2.201, Duquesne Light Company is hereby required to submit
to this office, within 30 days of the dite of the letter transmitting this
Notice, a written statement or explanation, including for each alleged viola-

tion:

(1) admission or denial of the alleged violation; (2) the reasons for

the violation if admitted; (3) the corrective steps which have been taken and
the results achieved; (4) the corrective steps which will be taken to avoid
further violations; and (5) the date when full compliance will be achieved.
Consideration may be given to extending the response time for good cause shown.
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December 14, 1983
Docket No. 50-320

GPU Nuclear Corporation

ATTN: Mr. Phillip R. Clark
President

P. 0. Bex 480

Middletown, Pennsylvania 17057

Gentlemen:

Subject: Notice of Violation and Enforcement Conference Report (50-289/83-104
and 50-320/83-104)

This refers to the letter dated September 21, 1983, from GPU Nuclear Corporation
to Region I describing a violation of NRC physical protection requirements which
occurred at Three Mile Island Unit 2 and which was identified by GPU Nuclear
Corporation on September 11, 1983. The violation was previously discussed with
Mr. J. S. Wiebe, Senfor Resident Inspector, and Messrs. G. Smith and W. Madden of
the NRC Region I Office on September 12 and 13, 1983 by Mr. Robert Swartzwelder
of your staff. On December 5, 1983, we held an enforcement conference with
members of your staff during which this violation, its cause, and your correc-

tive actions were discussed. A copy of the enforcement conference report is
enclosed.

This violation, which is described in the enclosed Notice, involves Safeguards
Information being left unattended and not stored in an approved locked security
storage container for approximately three days. This violation, which has been
classified at Severity Level III in accordance with Supplement III of the NRC
Enforcement Policy (10 CFR 2, Appendix C), is similar to a violation which
occurred at Unit 1 and which was described in an NRC Region I letter to GPU
Nuclear Corporation dated August 12, 1983. Civil penalties are normally issued
for Severity Level III violations, particularly for recurrent violations. How-
ever, after careful consideration of the factors involved in this instance,
including the facts that (1) the violation was identified by you and promptly
reported to the NRC, even though such reporting was not required; (2) there is
no indication that the Safeguards Information was transferred to an unauthorized
individual, or otherwise exploited; (3) GPU Nuclear Corporation acted promptly
and responded fully in taking corrective actions to prevent recurrence of the
problem at the location it occurred; and, (4) the two violations occurred at
different units, we have exercised our discretion under the NRC Enforcement
Policy and have decided not to propose a civil penalty in this case. Similar

violations of this type at either unit in the future may result in additional
enforcement action.

You are required tc respond to the enclosed Notice and should follow the in-
structions specified therein when preparing your response. We note that a par-
tial response was submitted with your September 21, 1983 letter; however, the
corrective action stated therein addresses only your Programs Control Department.
In addition, your response should also describe the specific actions taken or
planned to assure that the prucedures for handling Safeguards Information exist
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and are adeguate, and such procedures are understood and implemented throughout
the GPUN organization. Your written reply t¢ this letter and the results of
future inspections will be considered in determining whether further enforcement
action is appropriate.

In accordance with 10 CFR 2.790(a), 2 copy of this letter and the enclosure will
be placed in the NRC Public Document Koom unless you notify this office, by

telephone within ten days of the date of this letter and submit written appiica-
tion to withhold informetion contained therein within thirty days of the date of

this letter. Such application must be consistent with the requirements of 10
CFR 2.790(b)(1}.

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, PL 96-511.

Sincerely,

Thomas E. Murl
Regional Administrator

Enclosures:
Notice of Violation
Enforcement Conference Report

/encl:

Barton, Deputy Director, TMI-2

Larson, Licensing and Nuclear Safety Director
Byrne, Manager, TMI-2 Licensing

Wallace, Manager, *#R Licensing

. Thiesing, Manager, Recovery Programs

. Chwastyk, Manager, Plant Operations

Liberman, Esquire

. Trowbridge, Esquire

Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (MNSIC)

NRC Resident Inspector

Commonwealth of Pennsylvania

Ms. Mary V. Southard, Co-Chairman, Citizens for a Safe Environment
(Without Report)

(2]
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NOTICE OF VIOLATION

GPU Nuclear Corporation Docket No. 50-320
Three Mile Island, Unit 2 License No. DPR-50

On September 11, 1983, GPU Nuclear Corporation discovered that two draf:i copfies
of the Three Mile Island (TMI) Unit 2 Operations Plan for Civil Disorder nad
been left unattended and unsecured for approximately three cdays. GPU Nuclear
Corporation reported this occurrence to the NRC on September 12, 1982. The
drafts, which contain Safeguards Information, were left unattended on a desk
which was not a locked security storage container. This occurrence constitutes
a violation of NRC requirements, and in accordance with the NRC Enforcement
Policy (10 CFR 2, Appendix C), the violation 1s set forth below.

10 CFR 73.21(d)(2) requires that matter containing Safeguards Information,
if unattended, be stored in a locked security storage container.

Contrary to the above, from September 8 unti) September 11, 1983, two draft
copies of the TMI-2 Operations Plan for Civil Disorder, containing Safe-
guards Information, were not stored in locked security storage container,
but rather were left unattended on a desk in the Unit 2 Administration
Buildina.

This 1s a Severity Level III violation (Supplement III).

Pursuant to 10 CFR 2.201, GPU Nuclear Corporation is hereby required to submit
to this office, within 30 days of the date of the letter transmitting this
Notice, a written statement or explanation, including (1) admission or derial

of the aileged violation; (2) the reasons for the violation if zdmitted; (3) the
corrective steps which have been taken and the results achieved; (4) the correc-
tive steps which will be taken to avoid further violations; and (5) the date
when full compliance will be achieved. Consideration may be given to extending
the response time for good cause shown.
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Docket No. 50-336
License No. DPR-65
EA No. 83-114

Northeast Nuclear Energy Company
ATTN: Mr. W. G. Counsil
Senior Vice President - Nuclear
Engineering and Operations Group
P. 0. Box 270
Hartford, Connecticut 06101

Gentlemen:
Subject: Notice of Violation (Inspection Nc. 83-19)

This refers to the special physical protection inspection conducted on August 8-
12, 1983 of activities authorized by NRC !icense No. DPR-65. The report of the
inspection was forwarded to you August 26, 1983. The inspection was conductad
to review the circumstances assuciated with a violat‘on of NRC physical protec-
tion requirements which was identified by you and promptly reported to the NRC.
On September 8, 1983, an enfyrcenent conference was held in Region I with

Mr. J. Opeka and other members of your staff, during which these violations,
their causes, and your corrective actions were discussed.

The violations are described in the enciosed Notice of Violation. One of the
violations involved degradation of a vital area barrier for a period of approx-
imately 12 days, because of a design change which caused an openir; in the
barrier. Another violation was the inadequate evaluation by a plant engineer
and an Engineering Supervisor of the effect of the implementation of the design
change on.the security program, thereby resulting in the failure tn recognize
that the change process would temporarily degrade a vital area barrier. Of
additional concern is the fact that another plant engineer performed a design
verification, and the Plant Operations Review Committee also reviewed the design
change, but they did not recognize its impact on security. A third violation
involved the failure by both operations and security personnel to recognize the
degradation during their routine security surveillances. Although adequate
compensatory measures were taken when the degradation was finally recognized by
a member of your security force, these measure. were not maintained and the
degradation occurred again on the next day for approximately 45 minutes because
of a lack of effective communication between the security fource and onsite
construction personnel working in the area.

These violations have been categorizad in the aggregate as a Severity Level III
problem in accordance with the NRC Enforcement Poliicy (10 CFR 2, Appendix C).
Normally, a civil penalty is proposed for a Severity Level III violation or
problem. However, in this case, a civil penalty will not be proposed because

the violation was promptly reported to the NRC whei identified, and comprehens.ve
corrective actions, as described in Appendix B, were taken by management. We
emphasize that similar violations in the future may result in additional enforce-
ment action.
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You are required to respond to the enclosed Notice and you should follow the
fnstructions specified therein when preparing your response. In your response,
you should confirm the schedules for completion of the corrective actions as
stated in Appendix B. In your response, you should place all Safegquards
Information (as defined in 10 CFR 73.21) and all commercial or financial
information (as defined in 10 CFR 9.5(a)(4)) in enclosures, so as to allow your
letter (without enclosures) to be placed in the Public Document Room.

The enclosed Appendices contain detaii« of your security program that have been
determined to be exempt from public disclosure in accordance with 10 CFR 73.21

(Safeguards Information). Therefore, the Appendices will not be placed in the

Public Document Room and will receive limited distribution.

The responses directed by this letter and the enclosed Notice are not subject
to tne clearance procedures of the Office of Management and Budget as required
by the Paperwork Reduction of 1980, PL 96-511.

Your cooperation with us in this matter is appreciated.

Sincerely,

Crisirol sigrned dy
Tuc.as I, Murley
Thonas E. Murley
Regional Administrator

Enclosures:

1. Appendix A, Notice of Violation
(Contains Safeguards Information)

2. Appendix B, Corrective Actions
(Contains Safeguards Information)

cc w/o Safeguards Information:

J. F. Opeka, Vice President, Nuclear Operations

E. J. Mroczka, Station Superintendent

D. 0. Nordquist, Manager of Quality Assurance

R. T. Laudenat, Manager, Generation Facilities Licensing
Gerald Garfield, Esquire

Public Document Room (PDR)

Local Public Document Room (LPDR)

Nuclear Safety Information Center (NSIC)

NRC Resident Inspector (w/encl w/Safeguards Information)
State of Connecticut
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Docket Nos. 50-206
50-361
50-362
EA 83-116

Southern California Edison Company
2244 Walnut Grove Avenue
Rosemead, Califurnia 91770

Attention: Mr. C. B. McCartRy, Vice President
Advanced Engineering

Gentlemen:
Subject: NRC Inspection - San Onofre Units 1, 2 and 3

This refers to the routine inspection conducted by Mr. G. P. Yuhas of this
office or “eptember 26-30, 1983 and subsequent telephone discussion on
Octover 11, 1983 of activities authorized by NRC License Nos. DPR-13, NPF-10,
N"F-15 and to the discussion of our findings held by Mr. Yuhas with

Mr. H. B. Ray and other members of your staff at the conclusion af the
inspection.

Areas examined during this inspection are described in the enclosed
inspection report. Within these areas, the inspection consisted of selective
examinations of procedures and representative records, interviews with
personnel, and observations by the inspector.

Based on the results of this inspection, it appears that certain of your
activities were not conducted in full compliance with NRC requirements, in
that tools and equipment contaminated with licensed radicactive material were
released for unrestricted use from Unit 1 more than two years ago. The number
of items recovered indicate that programmatic weaknesses existed in your
radiation control program. This problem ha: been previously brought to your
attention through the NRC Health Physics Appraisal Program, several Enforcement
Conferences , and numerous inspection activities. We recognize that you have
made significant improvements in your radiation control program over the past
several years and have expended considerable resources to identify and recover
these contaminated items which were previously released.

These violations have been categorized as Severity Level III violations in
accordancs with the NRC Enforcement Policy (10 CFR 2, Appendix C). Normally,
a civil penalty is proposed for Severity Level III violations. However, we
have exercised our discretior after consultation with the Director of the
Office of Inspection and Enfo cement, and have decided not to propose a civil
penalty in this case. In making this decision, we have considered the facts
that your corrective actions to date have been comprenensive and extensive in
jidentifying and recovering the contaminated material. Similar violations in
the future may, however, result in escalated enforcement action.
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Your response to this notice is to be submitted in accordance with the
provisions of 10 CFR 2.201 as stated in Appendix A, Notice of Violation. In
your response, please include a statenent describing the scope of your followup
efforts to locate the potentially contaminated material; the status of
coanletior and estimated schedule; a tabulation of contaminated material
discovered outside the restricted area by item, location, estimated activity
and dispersibility (include methodology); and a radiological evaluation of
potential exposure to members of the public which could have resulted from

the release of licensed material of this nature from the site.

In accerdance with 10 CFR 2.790(a), a copy of this letter and the enclosures
will be placed in the NRC Public Document Room unless you notify this office,
by telephone, within ten days of the date of this letter and submit written
application to withhold information contained there:n within thirty days of
the date of this letter. Such application must be consistent with the
requirements of 2.750(b)(1).

Should you have any questions concerning this inspection, we will be glad to
discuss them with you.

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 198, PL 96-511.

Sincerely,

Regional Administrator

Enclosures:
1. 1E Inspection Report Nos.

50-206/83-20, 50-361/83-31, 50-362/63-29
2. Appendix A - Notice of Violation
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APPENDIX A
NOTICE OF VIOLATION

Southern California Edison Company Docket No. 50-206
P. 0. Box 800 License No. DPR-13
2244 Walnut Grove Avenue EA 83-116

Rosemead, California 91770

This Notice of Violation involves the release of tools and equipment for
unrestricted use that were contaminated with licensed radioactive material.
These contaminated materials were apparently released from Unit 1 more than
two years ago. The number of items recovered indicate that programmatic
weaknesses existed in your radiation control program. This problem has been
previously brought to your attention through the NRC Health Physics Appraisa)l
Program, several Enforcement Conferences, and numerous inspection activities.
We recognize that you have made significant improvements in your radiation
centrol program over the past several years and have expended considerable
resources to identify and recover these contaminated items which were previously
released. Accordingly, although civil penalties are usually imposed for
violations of this type, after careful consideration of the circumstances and
the corrective measu. <s taken to preclude recurrence of similar violations,
tivil penaities are not proposed.

As a result of this inspection conducted September 26-30, 1983 and in
accordance with NRC Enforcement Policy, 10 CFR 2, Appendix C, the following
violations were identified.

A. 10 CFR 20.301 and 10 CFR 30.41 state that no licensee shall transfer or
dispose of licensed byproduct material except as authorized.

Contrary to the above requirements, during July, August and

September 1983 surveys revealed that tools and equipment contaminated
with quantities of licensed byproduct material had been transferred and
disposed of in an unauthorized manner. Approximately sixty items,
contaminated with up to a maximum of approximately 10 microcuries of Co-60
on a single item, were found in three locations outside the licensee's
restricted area as defin.i in 10 CFR 20.

This is a Severity Level III vioiation (Supplement IV).

B. 10 CFR 20.201(b) states in part that each licensee shall make or cause
to be made such surveys as may be necessary for the licensee to comply
with the regulations in this part.

Contrary to the above requirement, surveys to identify items
contaminated with licensed byproduct material were not made as necessary
to comply with 10 CFR 20.301 in that items contaminated with radioactive
material were disposed of in ar unauthoriied manner.

This is a Severity Level IIIl viclation (Supplement 1V).
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Appendix A 2

Pursuant to the provisions of 10 CFR 2.20", the Southern California Edison
Company is hereby required to submit to tnis office within thirty days of the
date of this Notice, a written statement or explanation in reply, including:
(1) the corrective steps which have been taken and the results achieved;

(2) corrective steps which will be taken to avoid further items of
noncompliance; and (3) the date when full compliiance with be achieved.
Considerztion may be given to extending your response time for good cause
shown.

FOR THE NUCLEAR REGULATORY COMMISSION

DIC
Ao John B. dartin
Regional Administrator

Dated at Walnut Creek, California
this day of October 1983

0CT 271983
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License No. 43-12757-02
EA 83-47

American Testing Laboratories, Inc.
ATTN: Mr. Roger Shepherd

2580 South West Temple

Salt Lake City, UT 84115

SUBJECT: ORDER TO SHOW CAUSE AND ORDER TEMPORARILY SUSPENDING
LICENSE (EFFECTIVE IMMEDIATELY)

Gentlemen:

Enclosed is an Order, effective immediately, suspending your byproduct
material license and your authorization granted by 10 CFR Part 150 cf the
Commission regulations to operate in areas under NRC jurisdiction with any
license issued by any Agreement State. The Order provides you an opportunity
to show cause why your NRC license and the Part 150 authorization should not
be revoked. The Commission is also considering whether further enforcement
actions are appropriate.

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 enclosed
Order will be placed in the NRC's Public Document Room.

The responses directed by this letter and accompanying Order 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,

N

Richard C.JeYoung, Director
Office of Inspection and Enforcement

Enclosure:
Order to Show Cause and Order Temporarily
Suspending License (Effective Immediately)

cc: Utah Department of Health
Radiation and Occupational Health Bureau

Idaho Division of Environmental Health
Department of Health and Welfare

CERTIFIED MAIL
REQUESTED

.41



UNITED STATES OF AMERICA
U.S. NUCLEAR REGULATORY COMMISSION

In the Matter of ) License No, 43-12757-02
) EA 83-47

AMERICAN TESTING LABORATORIES, INC.

2580 South West Temple

Salt Lake City, Utzh, 84115 )

ORDER TO SHOW CAUSE
AND ORDER TEMFOPARILY SUSPFNDING LICENSE

I

American Testing Laboratories, Inc., 2580 South West Temple, Salt Lake City,
Utah, 84115 (the "Licensee") is the holder of a specific byproduct material
license issued by the Nuclear Regulatcry Commission (the “Commission") pursuant
to 10 CFR 30. The license, issued on May 24, 1982, and due to expire on
May 31, 1987, authorizes the use, storage, and transfer of byproduct material
as stated in the Licensee's app!ication dated March 30, 1982. Ame:ican Testing
Laboratories, Inc., is aiso the holder of a specific license (No. IDA-166) issued
by the State of Idaho, an Agreement State, pursuant to the provisions of an
agreement entered into with the Commission under section 274 of the Atomic
Energy Act of 1954 as amended. Under the provisions of 10 CFR 150.20, the
licensee is authorized to conduct the same activities authorized by its Agreement
State license in non-Agreement States under certain conditions and for not more
than 180 days in any calendar year.

II
In 1951, an investigation by the NRC of American T:sting Laboratories, Inc.

revealed that it had operated illegaliy in areas under NRC jurisdiction from
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1979 to 1981 with an Idaho Agreement State license. This violated the reci-
procity agreement (180 days) authorized by 10 CFR 150.20 for firms maintaining
a state license in an Agreement State. After notification from the NRC that an
NRC license was necessary to continue its operations in Utah, the Licensee
applied for and was granted # specific NRC license on May 24, 1982. In-

cluded as conditions of this license were requirements for a film dosimetry
program for personnel using licensed material, and for proper packaging and
transport of radicactive material. Verification of adherence to these require-

ments was included in a routine safety inspection conducted on January 17, 1983.

During the January 17, 1983 inspection, the NRC inspector was informed
by the Laboratory Manager that a film badge dosimetry program was not
yet in place since moisture density gauges which would necessitate this
program were in storage and not in use. An inspection of the Licensee's
records revealed one gauge missing. The NRC inspector was informed by
the Laboratory Manager that this gauge was out for repair. As a result
of this inspection, the Licersee was issued a Notice of Violation for
failure to maintain physical inventory records. Because the inspector
was told orally at that time by the Laboratory Manager, first, that all
gauges were in storage and not being used and, second, when the
inspector discovered that the inventory of stored gauges was one short,
that the missing gauge was out for repairs, the inspector did not
inspect for the Licensee's compliance with license conditions governing

use of materials.
111

Following the January 17, 1983 inspection, the NRC Region IV office

received allegations that, at the time of the inspection, the Licensee
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was using three moisture density jauges without a film badge program and
that a gauge ha: not been removed for repair as represented to the NRC
inspector. As a consequence of these allegations, an investigation of
the Licensee's facilities at Salt Lake City, Utah, was conducted May
23-25, 1983, by representatives of the NRC Office of Investigations
Field Office in Region IV.

The results of this investigation indicated that at the time of the
January inspection one of the gauges was in use and, in fact, from the
time the NRC license was issued, the gauges had been used repeatediy in
conducting licensed activities. Based on an initial review of the

investigation, the following violations have been identified:

1. License Condition 14 requires, in part, that sealed sources shall
be tested for leakage or contamination at intervals not to exceed

six months and that leak test records shall be maintained.

Contrary to this requirement, the sealed sources in the Troxler gauges
were not leak tested at six month intervals from May 24, 1982, to

January 17, 1983.

2. License Condition 16 requires, in part, that the Licensee shall
transport licensed material in accordance with.Titla 10, Code of
Federal regulations, Part 71, "Packaging of Radioactive Material
for Transport and Transportation of Radioactive Material under

Certain Conditions."
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10 CFR 71.5(a) requires, in part, that no licensee shall transport
any licensed material outside the confines of his plant or other
place of use, or deliver any licensed material to a carrier for
transport, uniess the licensee complies with applicable
requirements of the regulations appropriate to the mode of
transport, of the Department of Transportation in 49 CFR Parts
170-189.

a. 49 CFR 173.394(a) requires, in part, that Type A quantities of
special form radioactive material be packaged and transported in

DOT specification 7A containers.

Contrary to this requirement, the Licensee transported a Troxler
Model 3401 curface moisture/density gauge contairing special form
radioactive material without packaging it in a specification 7A
container on public highways in the state of Utah from May 24, 1982
until March 1983.

b. 49 CFR 177.842{d) requires that packages must be so blocked

and braced that they cannot change position during conditions

normally incident to transportation.
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Contrary to this requirement, appropriate blocking and bracing
to prevent movement during transportation was not provided by
the Licensee for a Troxler Model 3401 surface moisture/density
gauge which was transported on public highways in the state of
Utah between May 24, 1982 and January 17, 1983.

3. License Condition 17 requires, in part, that film badges shall be

issued monthly to all personnel ucing the licensed material.

Contrary to this requirement, film badges were not issued by the

Licensee to personnel from May 24, 1982 through March 1983. Although
fiim badge program was subsequently instituted, it was not properly

y  omented in that part time employees were not issued badges and

at least one technician was allowed to store his badge in the

Laboratory Manager's desk while using a gauge containing licensed

material.

The investigation also found that: 1) from the time its NRC license was
issued in May 1982, American Testing Laboratory, Inc. had willfully
conducted its activities in violation of license conditions 16 and 17;
and 2) on January 17, 1983 inaccurate information regarding the use

of licensed material was willfully given by the Laboratory Manager to ar

NRC inspector during the course of a routine safety-inspection.
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Under Section 186 of the Atomic Energy Act of 1954, as amended, a

license may be suspended or revoked for a material false statement or a
finding which would warrant the Commission to refuse to grant a license
on initial application. As stated above, false statements were willfully
made to an NRC inspector. Had the inspector been provided with correct
information, he would have discovered the violations described above and
enforcement action requiring, at a minimum, correcti-n of the license
condition violations would have been taken. Therefore, the statements
made concerning the use of the licensed gauges censtitute material

false statements within the meaning of section 186 of the Atomic Energy
Act of 1954, as amended. Moreover, had the Commission known at the time
the Ticense was applied for that the Licensee would not implement its
license conditions and would impede the Commission's ability to inspect
for compliance with Commission requirements by providing inaccurate and
misleading in‘ormation to its inspectors, no license would have been
issued. The Commission can no longer rely on this Licensee to comply
with Commission requirements including the requirements for use of material
in areas under its jurisdiction in accordance with 10 CFR 150.20, i.e.,

any operation in Utah under an Idaho license.

In sum, the Licensee's actions interfered with NRC inspections and demonstrated

that it was unable and unwilling to comply with Commission requirements
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including those assaciated with basic radiation safety requirements.
Accordingly, the public health and safety requires issuance of an Order

to Show Cause why the licensee's specific license and its authorization

to use byoroduct material under an agreement state license in areas

subject 1o NRC's jurisdiction should not be revoked. NRC Enforcement Policy,

10 CFR Part 2, Appendix C, IV.C.

In view of the Licensee's willful noncompliance with the Commission's
requirements and willful false statements | have determined that no
prior notice is required and, pursuant to 10 CFR 2.202(f), License No.
43-12757-02 and the authorization under 10 CFR 150.20 should be
suspended effective immediately pending further order.

Accordingly, pursuant to sections 81, 161b and 186 of the Atomic Energy
Act of 1954, as amended, and the Commission's regulations in 10 CFR
Parts 2, 30 and 150, IT IS HEREBY ORDERED THAT:

A, Effective immediately, the Licensee's authorization under License
No. 43-12757-02 and the provisions of 10 CFR 150.20, "Recognition
of Agreemant State Licensees," to receive or use byproduct material
in areas under NRC jurisdiction is suspended, except as permitted

in Condition B below;
B. Effective immediately, the Licensee shall place all byproduct

material in its possession in locked storage or transfer such

material to a person authorized to receive the material; and
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C. The Licensee shall show cause, in the manner hereinafter provided,
why License No. 43-1275/-02 and the Licensee's authorization to
conduct activities in a non-agreement state under the provisions of

10 CFR 150.20 should not be revoked.

VI,
The Licensee may show cause, within 25 days after issuance of this
Order, as required by section V.C., above, by filing a written
answer under oath or affirmation setting forth the matters of fact
and law on which Licensee relies. The Licensee may answer, as
provided in 10 CFR 2.202(d), by consenting to the entry of an order
in substantially the form proposed in this Order to Show Cause.
Upon failure of the Licensee to file an answer within the specified
time, the Director, Office of Inspection and Enforcement may issue
without further notice an order revoking the iicense and authorization

as described in item V.C. above.

VII.
The Licensee may request a hearing within 25 days after issuance of
this Order. Any answer to this Order or any request for hearing
shall be submitted to the Director, Office of Inspection and
Enforcement, U.S. Nuclear Regulatory Commission, Washington, D.C.,

20555. Copies shall also be sent to the Executive Legal Director
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at the same address and to the Regional Administrator. A REQUEST
FOR HEARING SHALL NOT STAY THE IMMEDIATE EFFECTIVENESS OF SECTION
V. OF THIS ORULER.

If a hearing is requested by the Licensee 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, on the basis of the matters set forth in this Order,
License No. 43-12757-02 and this Licensee's authorization
under 10 CFR 150,20 should be revoked.

FOR THE NUCLEAR REGULATORY COMMISSION

N e

Richard C Young, Director
Office of Inspection and Enforcement

Dated at Bethesda, Maryland
this /¢TAday of June 1983,
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AMERICAN TESTING LABORATORIES INC.
2580 SOUTH WEST TEAPLE  SALT LAKE CITY, UTAM 84115

(801) - 487.1333

June 23, 1983

Director

Office of Inspection and Enforcement
U.S. Nuclear Regulatory Commission
Washington, D.C. 20555

RE: Revocation License #43-12757-02
ATTN: Mr. Richard C. DeYoung

Sir:

In reference to your "order to show cause" dated June 10, 1983, I will
try to show cause step by step, as why our By Product License . -ould
not be permanently revoked.

1. Violation: Leak Tests

American Testing Laboratories has retained Tech/OPS of Burlington,
Maryland for leak test service. Copies of our latest leak tests
are enclosed.

As Radiation Safety Officer, I will personally supervise all
leak tests on a six month basis.

v\‘ig{w KRG S s

Roge#f L. Shepherd

Radiation Safety Officer

2. Violation: Transporting license materials

All licensed material will be transported in the rear of our
vehicles in D.O,T. 7A containers. These containers will be
chained and locked, and the proper signs attached to the
containers. Inspection by company supervisor before leaving
lab will be mandatory.

Aot S

Roget L. Shepherd

Radiation Safety Officer
Bill “=dford
Manager

SOIL o CONCRETE - STEEL -4 X-RAY
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Page Two
American Testing Laberatories, Inc.

3. Violation: Film badge use

American Testing Laboratories has retained the R.S. Landauer
Jr. & Co. to supply and process film badges. Copies of past
exposure records are enclosed for your inspection.

As Radiation Safety Officer of American Testing Laboratories,
I will personally contact each employee who will be using the
licensed material, and instruct them on the importance of film
badge use. I will also require them to sign a company notice
to verify their willingness to obey the instructions in film

KM St ol

r L. Shepherd
Radiation Safety Officer

Bill Redford 27
Manager

4. Violation: False statement to inspector

I have had mcetings with all parties involved in this matter
on the importance of honesty. We discussed in detail, the
happenings at the January 17, 1983 inspection and the conse-
quences of that false statement. We feel confident that
everyone here at American Testing Laboratories, realizes that
honesty is the way to go during N.R.C. inspections.

I cannot guareniee that my employees will be honest during
inspection, but we will do everything in our power to insure it.

Ss Aol

L. Shepherd
Radiation Safety Officer
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Page Three
American Testing Laboratories, Inc.

Due tc the tamporary suspension of our license, we feel that our employees
now more than ever, realize the importance of compliance with the N.R.C.
license.

If you choose to reinstate our license, we will do everything possible
to comply to its content. I have outlined the violation and the cure
in the above letter, and I will personally quarantee the compliance.

I have tried to transfer to my employees, the seriousness of this matter,
and I think that I have succeeded.

Sincerely,
AMERICAN TESTING LABORATORY

S i o

er L. Shepherd
Owner /General Manager

RLS/Jjp

cc: Executive Legan Director
Regional Administrator

11.A-13



& K UNITED STATES

SN dl NUCLEAR REGULATORY COMMISSION
: £ WASHINGTON, D. C. 20656
°":.,' g j -

faan® DEC 593

Docket No. 30-19685
License No. 43-12757-02
EA 83-47

American Testing Laboratories, Inc.
ATTN: Mr. Roger Shepherd

2580 South West Temple

Salt Lake City, Utah 84115

Dear HMr. Shepherd:

On June 10, 1983, the Nuclear Regulatory Commission (NRC) issued an Order
suspending your license, effective immediately, and an Order to Show
Cause why your license should not be revoked. The Order was issued

as a result of the findings of the special safety inspection anrd
1nvesti?ation conducted by Messrs. R. K. Herr, B. Griffin, and G. D.
Brown of the Region IV office on May 23-25, 1983 of the activities
authorized by NRC Byproduct Ma‘erial License 43-12757-02.

During this inspection and investigation, it was determined that several
willfel v Jtions of NRC requirements had occurred and that your laboratory
manager had made material false statements to an NRC inspector

during an inspection conducted on January 17, 1983. The circumstances

and the violations are described in the enclosed Order. The violations

were discussed with you during an enforcement conference on June 14, 1983.

You responded to the Order to Show Cause on June 23, 1983. We have

examined your resporse and have concluded that because you willfully

violated NRC requirements and deliberately concealed those viclations

from an NRC inspector, your license should be revoked. Willful violations

of NRC requirements wili not be tolerated. Furthermore, candor between

the NRC and its licensees is fundamental to the regulatory process. Anything
less than accurate and complete statements to the NRC will not be permitted.

Accordingly, I am issuing the enclosed Order Revoking Licerse for the
reasons set forth in the Order,

Sincere]y.,/:
/’(/;/f’/ cree

Richard C< PeYoung(/Director

Office of Inspection and Enforcement

Enclosure:
Order Revoking License
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In the Matter of
AMERICAN TESTING LABORATORIES, INC.

2580 South west Temple
Salt Lake City, Utah 84115

License No. 43-12757-02
EA 83-47

ORDER REVOKING LICENSE
I
American Testing Laboratories, Inc., 2580 Scuth West Temple, Salt Lake

City, Utah 84115 (the "Licensee") is the holder of a specific byproduct
material license issued by the Nuclear Regulatory Commission (the “Commission")
pursuant to 10 CFR Part 30. The license, issued on May 24, 1982, and due to
expire on May 31, 1987, authorizes the use, storage, and transfer of byproduct

material as stated in the Licensee's application dated March 30, 1982,
I
An investigation and inspection of American Testing Laboratories, Inc., on
May 23-25, 1983 revealed that the licensee had willfully violated the conditions

of its license and the Commission's regulations in the following respects:

1. Sealed sources in the licensee's gauges were not leak-tested at

six month intervals from May 24, 1982 to January 17, 1983.
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2. The licensee transported gauges containing licensed radioactive
material on public highways without the use of DOT-required packages
and the use of proper blocking and bracing of packages to prevent

movement .

3. The licensee failed to issue personnel dosimetry to individuals

from May 24, 1982 to January 17, 1983,

In addition, licensee management made willful material false statements to

an NRC inspector during an inspection of the licensee on January 17, 1983,
Subsequently, an Order to Show Cause and Order Temporarily Suspeading License
(48 FR 28371) was issued to American Testing Laboratories, Inc., on June 10,
1983. The circumstances surrounding this matter are more fully described in
the report of the Office of Investigations. An enforcement confercice was
held with licensee management at the NRC Region IV office in Arlington, Texas,

on June 14, 1983,

The licensee responded to the Order to Show Cause on June 23, 1983. The
Ticensee responded to each of the items of noncompliance cited in the Order
and described corrective actions planned to preclude recurrence of the vio-
lations. An inspection of the licensee's premises on July 26, 1983, confirmed
that licensed material had been secured and apparently had been stored in

compliance with the Order Temporarily Suspending License.
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Notwithstanding the Ticensee's response to the Order to Show Cause, the
Director of the Office of Inspection and Enforcement has determined that the
license should be revoked. The licensee's President knew that licensed
activities were being conducted in noncompliance with NRC requirements.
Moreover, when an NRC inspector attempted to conduct an inspection of the
licensee's activities, the laboratory marager knowingly gave the inspector
false information concerning the licensee's use of radioactive material and
thereby deliberately concealed violations of NRC requirements. Altnough the
potential hazards posed by the radiocactive material possessed under the
license are relatively low, the conduct of management officials in this case
is unacceptable and would be by responsible officials of any lTicensee,
Circumstances indicating that a licersee has willfully failed to comply with
NRC requirements and has knowingly provided false and misleading information to
NRC inspectors constitute conditions which would cause the Commission to deny
a license upon an initial application. Although the licensee states that it
will comply with NRC requirements and will try to ensure that its employees
deal honestly with NRC representatives, these promises of good future behavior
are outweighed by the flagrant conduct of management that led to this
enforcement action. In view of these circumstances, the Director has
determined that there is no longer reasonable assurance that the licensee

will comply with its licerse requirements and, therefore, the license should be

revoked,
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Accordingly, pursuant to sections 81, 161b anc 186 of the Atomic Energy Act
of 1954, as amended, and the Commission's regulations in 10 CFR Parts 2, 30,
and 150, IT IS HEREBY ORDERED THAT:

A.  Within 30 days of the effective date of this Order, American Testing
Laboratories, Inc. shall transfer all licersed radiocactive materials
in its possession to a person authorized to receive such materials and

shall notify the NRC Region IV office when such transfer has been made.

B. Upon such transfer of the materials to a person authorized to receive
them, Byproduct Material License No. 43-12757-02 and the authorization in
10 CFR 150.20 to receive or use byproduct material in areas under NRC

jurisdiction is revoked.

C. Pending the effectiveness of this Order Revoking License, the licensee
shall maintain byproduct material in its possession in locked storage cr
transfer such material to a person zuthorized to receive the material as
provided in section V.B of the Order to Show Cause and Order /emporarily

Suspending License issued on June 10, 1983,

The licensee may request a hearing on this Order within 25 days of the

date of its issuance. A request for hearing shall be submitted to the Director,
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0Office of Inspection and Enforcement, U.S. Nuclear Regulatory Commission,
Washington, D.C. 20555. Copies shall also be sent to the Executive Legal
Director at the same acddress and to the Regional Administrator, NRC Region IV,
611 Ryan Plaza Drive, Suite 1000, Arlington, Texas 76011,

If a hearing is recuested by the licensee 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 a hearing shall be whether, on the basis of
the matters set forth in sections Il and IIl of the Order, this Order should

be sustained.

This Order Revoking License shall become effective upon the licensee's
consent or upon expiration of the period within which the licensee may request
a hearing or, if a hearing is requested, on the date specified in an order
issued following further proceedings on this Order.

FOR THE NUCLEAR REGULATORY COMMISSION

A ' »
//r (//14%///' et 7

Richard C. ung, DArector
Office of Inspection and Enforcement

Dated at Bethesda, Maryland
this [(-:tAday of December 1983



UNITED STATES
NUCLEAR RZIGULATORY COMMSSION
REGHION |

431 PARK AVENUE
KiNG OF PRUSSIA, PENNSYLVANIA “8e0s

\-...-) November 8, 1983
Docket No. 030-12239

License No. 20-17131-01
EA No. 83-97

Brigham and Women's Hospital

ATTN: Mr. Henry Beltramini
Assistant Vice President

75 Francis Street

Boston, Massachusetts 02115

Gentlemen:

This refers to the NRC safety inspection conducted on August 16-17, 1982 of
activities authorized by NRC License No. 20-17131-01. The report of this
inspection was forwarded to you on August 26, 1983. During the inspection,
several apparent violations of NRC requirements were identified, one of which
involved the transportation of a package containing radioactive materiails

with radiation levels in excess of ten times regulatory limits. This viola-
tion was caused by improper preparation of the package. On September 7, 1983,
we held an Enforcement Conference with you durina which these violations, their
causes, and your corrective actions were discuss~d.

The NRC has two significant concerns with respect to the conduct of your ac-
tivities. The first concern involves the inadequate preparation of a package
prior to transport, resulting in radiocactive material escaping from the pro-
tective shield within the package during transport, which resulted in excess
radiation levels at the surface of the package. As a result, a substantial
potential existed for radiation exposures in excess of regulatory 1imits. The
second concern involves the number of additional apparent violations identified
during our inspection. These additional violations represent a significant
breakdown in management oversight and control of your safety program, particu-
larly the program for packaging and shipment of radioactive materials. These
violations demonstrate the need for improvement in the administration and
control of the program to assure adherence to NRC requirements and safe perfor-
mance of licensed activities. Specific improvements are required in your

(1) procedures for the conduct of licensed activities, (2) training of techni-
cians and supervisors in the use of procedures and the meaning of license
conditions, (3) supervision of radiation safety activities and (4) surveillance
of ongoing activities and audits of records to identify needed corrective

ac' fons to the radiaiion safety program. We are extremely concerned that your
éucit of licensed activities was conducted on July 26, 1983, but the violations
ncted in the attached Notice of Violations ard Proposed Imposition of Civil

Penaltias were not identified until the NRC inspection conducted on August
16-17, 1983.

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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Brigham and Women's Hospital 2

To emphasize the seriousness of the violations associfated with the packaging
incident and the importance of adequate management control of the radiation
safety pregram, I have been authorized, after consultation with the Director,
Office of Inspection and Enforcement, to issue the enclosed Notice of Viola-
tions and Proposed Imposition of Civil Penalties ir the amount of One Thousand
Eight Hundred Seventy-Five Dollars (31,875) for the violations set forth in
Sections 1 and Il of the enclosed Notice.

In accordance with the NRC Enfcrcement Policy (10 CFR Part 2, Appendix C), the
violations in Section I have been categorized as a Severity Level I problem
for which the base civil penalty is $1,000. The vioiations in Section Il have
been categorized as a Severity Level 1IT problem for which the base civil
penalty is $500. 'The base penalty for the Severity Level I problem has thus
been increased 25% for failure to take prompt and effective corrective action.
Specifically, although you were notified on August 9, 1983 of the excessive
radiation level: by the recipient of the package, at the time of the NRC
inspection on August 16, 1983, no corrective action had been taken to ensure
that procedures relative to preparation and shipment of packages were being
correctly adhered to. The base civil penalty for the Severity Level III
problem has also been increased 25% because it involves multiple examples of
violations of NRC requirements. Consequently, the Severity Level I and III
p-~blems have been increased to $1,250 and $625 respectively.

You are required to respond to the enclosed Notice and, in preparing your
response, you should follow *he instructions specified in the Notice. In your
response, you should provide the specific details for improving management
control of your licensed program, including the improvements in procedures,
training, supervision, surveillance and audits. Where appropriate, reierence
may be made to the documents pruvided at the Enforcement Conference. Your
reply to this letter 2nd the results of future inspections will be considered
in determining whether further enforcement action is appropriate.

In accordance with 10 CFR 2.7%0 of the NRC's “Rules of Practice," Part 2, Title
10, Code of Federal Regulatiors, 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 enclosed Notice are not subject
to the clearance procecure: of the Office of Management and Budget as required
by the Paperwork Reducticn Act of 1980, PL 96-511.

Sincerely,

Thomas E. Murle
Regional Administrator
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NOTICE OF VIOLATIONS
AND
PROPOSED IMPOSITION OF CIVIL PENALTIES

Brigham and Women's Hospital Docket No. 30-12239
75 Francis Street License No. 20-17131-01
Boston, Massachusetts 02115 EA 83-97

An NRC inspection of activities authorized under NRC License No. 20-17131-01
was conducted on August 16-17, 1983. During the inspection, elever apparent
violations of NRC requirements were identified. Three of the violations were
associated with an event involving excessivc radiation levels in transport.
Specifically, the event involved a package that was not properly prepared,
thereby resulting in radioactive material escapir~ from the protective shield
within the package and creating radiation levels in excess of ten times regula-
tory limits at the surface of the package. These violations have been cate-
gorized in the aggregate as a Severity Level I problem, as desc-ibed in Section
I. Four other violations of transportation requirements have been categorized
in the aggregate as a Severity Level III problem, as described in Section II.

The eleven violations represent a significant breakdown of management oversight
and control of the radiation safety program. To emphasize the importance of
adequate management control of this program, the Nuclear Regulatory Commission
proposes the imposition of cumulative civil penalties in the amount of One
Thousand Eight Hundred Seventy-Five Dollars ($1,875) for viclations described
in Sections I and II of this Notice. In accordance with the NRC Enforcement
Policy (10 CFR Part 2, Appendix C) 47 FR 9987 (Marcn 9, 1982) and pursuant to
Section 234 of the Atomic Energy Act of 1954, as amended (“Act"), 42 U.S.C.
2282, PL 96-295, and 10 CFR 2.205, these particular violations and the
assocfated civil penalties are set forth below:

I.  VIOLATIONS #SSOCIATED WITH AN EVENT INVOLVING 'EXCESSIVE RADIATION LEVELS
ON A TRANSPORTED PACKAGE

10 CFR 71.5(a) requires that no licensee deliver any licensed material to
a carrier for iransport without complying with the applicable requirements
of the regulations of the Department of Transportation appropriate to the
mode of transport as provided in 49 CFR Parts 170-189.

A. 49 CFR 173.44](a) requires that each package of radioactive materials
offered for transportation but not transported as an exclusive use
shipment be prepared for shipment so that, under conditions normally
incident to transportation, the radiation level dues not exceed 200
millirem per hour at any point on the external surface of the package
and the transport index (the radiation level at 3 feet from the pack-
age) does not exceed 10.
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Notice of Violation

Contrary to the above, on August 3, 1983, a package not transported
as 2n exclusive use shipment was inadequately prepared by the
licensee for transport in that the 1id on the lead radiation shield
within the packace was only loosely taped in place, and a molded
styrofoam insert intended to hold the shielding in place was not
used; as a result radioactive material escaped from the shield
causing radiation levels of 4.3 rem per hour at the external surface
of the package and the transport index for the package to exceed a
factor of 10 under conditions normally incident to transportation.

49 CFR 173.475(e) requires that, prior to shipment of any package
containing radioactive material, the shipper must ensure, by examina-
tion or appropriate tests, that each special instruction for filling,
closing, and preparing the package for shipment has been followed.

Contrary to the above, on August 3, 1983, a package containing radio-
active material was shipped by the licensee without prior examination
or test to ensure special instructions for preparation of the packa-
ging were followed. Specifically, the package was shipped without
part of the packing material, an essential part of the packaging.

45 CFR 172.403(g) requires that each package of radiocactive material
bear a label which identifies the contents of the package.

Contrary to the above, on August 3, 1983, a package was shipped by
the licensee which bore a label identifying the contents of the
package as "gallium," a non-radioactive material, when the package
actually contained technetium=99m, a radioactive material.

Collectively, these three violations have been evaluated as a Severity
Level I problem (Supplements IV and V).

Cumulative Civil Penalty: $1,250, ass2ssed equally among the violations.
VIOLATIONS OF OTHER TRANSPORT

A. 10 CFR 71.5(a) requires that no license live licensed
material to a carrier for transport thout compl g with the
applicable requirements of the regulati of the Department of
Transportatior. appropriate to the mode of transpo s provided in 49
CFR Parts 170-189.

49 CFR 172.200(a) requires that each shipper of hazardous
material describe the hazardous material i pping paper
which accompanies the sahipment.

Contrary to the above, as of Aug 17, 1983, n¢ \ipping papers
meeting T recuirements regar
hazard

id $ €8¢ madin
or i1dent catio

pvaladQ C hazardous materia




Notice of Violation 3

IT1.

2. 49 CFR 173.415(a) requires that each shipper of a Specification
7A Type A package, the proper packaging for a Type A quantity of
technetium=99m of less than 100 zuries, maintain on file for at
least one year after the latest shipmert, complete documentation
of tests and an engineering evaluation or comparative data
showing that the packaging complies with that specification.

Contrary to the above, as of August 17, 1983, packages contain-
ing less than 100 curies of technetium-99m and bearing the
marking "DOT Spec. 7A" had been routinely shipped by the
licensee without documentation of file of tests and engineering
evaluations on comparative data showing that the packages meet
the "DOT Spec. 7A" specification.

3. 49 CFR 173.412(b) requires that the outside of each Type A
package not shioped in exclusive use incorporate a feature,
such as a seal, which is not readily breakable and which, while
intact, will be evidence that the package has nct been opened.

Contrary to the above, as of August 17, 1983, packaces were
routinely delivered for shipment not in exclusive use by the
licensee which did not incorpcrate the required seal.

Conditions 9.A through E of License No. 20-17131-01 require that
radiopharmaceuticals be distributed in accordance with statements,
represantations and proceaures contained in a letter from the
licensee dated February 27, 1981.

Section 6.b of this letter requires that, when packages are trans-
ported via a delivery service, the delivery driver must receive a set
of emergency instructions which will include procedures to be
followed by the driver in case of accident, with appropriate names to
contact and associated telephone numbers.

Contrary to the above, as of August 17, 1983, two cab drivers who
routinely trarsported radiopharmaceuticals for the licensee had nevar
received the required emergency instructions

Collectively, these fcur violations have been evaluated as a Severity
Level III problem (Supplements IV and V).

Cumulative Civil Penalty: $625, assessed equally among the violations.

VIOLATIONS OF NON-TRANSPORTATION REQUIREMENTS (NO CIVIL PENALTIES
ASSESSED)

A

Condition 27 of License No. 20-17131-01 requires that licensed
material be possessed and used in accordance with the license state-
ments, representations and procedures contained in application dated
November 30, 1981.
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Notice cof Violation 4

Rlock 10 of this license application requires that dose calibrators
be calibrated in accordancz with procedures contained in Appendix D,
Section 2, of Regulatory Guide 10.8.

4

Item A.1 of Appendix D, Section 2, requires that dose calibrator
constancy be checked <uily.

Contrary to the above on August 15, 16, and 17, 1983, the dose
calibrator constancy was not checked by the licensee.

This 1s a Severity Level IV violation (Supplement VI).

Item A.3 of Appendix D, Section 2, requires that the dose
calibrator linearity be determined at installation and during
each calendar quarter thereafter.

Contrary to the above, as of August 17, 1983, dose calibrator
linearity had not been determined by the licensee since February
1983, a period of more than a calendar quarter.

This is a Severity Level IV violation (Supplement VI).

Item C.7 of Appendix D, Section 2, requires that dose calibra-
tors be checked daily with a long-lived standard radionuclide at
all commonly used radionuclide settings.

Contrary to the above, as of August 17, 1983, the dose calibra-
tor was not checked daily with a long-lived standard radio-
nuclide (cesium-137) in that the push buttons were not checked
daily for correct operation.

This is a Severity Level IV violation (Supplment VI).

B. 10 CFR 35.14(b)(4)(ii) requires that technetium=-99m separated from moly-
bdenum=99 by eiution from a molybdenum=-99/technetium=-99m generator be
tested to determine either the toutal moiybdenum=-99 activity or the
concentration of molybdenur-99 prior to administration to patients.

Contrary to the above, on August 17, 1983, technetium=99m eluted from

a generator was not adeguately tested for total molybdenum=29 activity o
concentration in that the calculation of the total molybdenum=99 activity
was performed incorrectly.

This is a Severity Level IV violation (Supplement VI).
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Notice of Violation 5

Pursuant to the provisions of 10 CFR 2.201, Brigham and Women's Hospital 1is
hereby required to submit to the Director, Office of Inspection and Enforce~
ment, USNRC, Washington, DC 20555, with a copy to this office, within 30 days
of the date of this Notice, a written statement or explanation in reply,
including for each alleged violation: (1) admission or denial of the alleged
violation; (2) the reasons for the violation, if admitted; (3) the corrective
steps that will be taken and the results achieved; (4) the corrective steps
that will be taken to avoid further violation:; and (5) the daie when full
compliance will be achieved. 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, th's response shall be submitted under oath or affirma-
tion.

Within the same tima as provided for the response required above under 10 CFR
2.201, Brigham and Women's Hospital may pay the civil penalties in the amount
of Dne Thousand Eight Hundred and Seventy-Five Doliars ($1,875) or may protest
imposition of the civil penalties in whole or in part by a written answer,
Should Brigham and Women's Hospital fail to answer within the time specified,
the Director, Office of Inspection and Enforcement, will issue an order
imposing the civil penalties in the amount proposed above. Should Brigham and
Women's Hospital elect to file an answer in accordance with 10 CFR 2.205
protesting the civil penalties, such answer may: (1) deny the violations listead
in this Notice in whole or in part; (2) demonstrate extenuating :1r1d¢<ha._es
(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 penalty. In
requesting mitigation of the proposed penalties, the five factors contained in
Section IV.B of 10 CFR Part 2, Appendix C should be addressed. Any written
answer in accordance with 10 CFR 2.205 should be set forth separately from the
statement or explanation in renly pursuant to 10 CFR 2.201, but may incorporate
by specific reference (e.g., citing page and paragraph numbers) to avoid
repetition. The attention of Brigham and Women's Hospital 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 has been subsequently deter-
mined in accordance with the appiicable provisions of 10 CFR 2.205, this matter
may be referred to the Attorney General, and the penalties, unless compromised
remitied, or witigated, may be collected by civil action pursuant to Sectior

234¢c of the Act, 42 U.S.C. 2282.

Dated at King of Prussia,

Pennsylvania
this g"\a» of November 168

'))
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Brigham and Women’s Hospital
A Teaching Affiliate of Harvard Medical “chool
75 Francis Street, Boston, Massa~huetts 02115
(617) 732- 5056

November 20, 1983

Director

Qffice of Inspection and Enforcement
U.S. Nuciear Regulatory Commission
Washington, DC 20555

Ref: Docket No. 030-12239 (Region I)
License No. 20-17131-01
EA No. 83-97

Sir:

In this letter the Brigham and Women's Hospital wisiies to respond to the
notice of violations and accompanying letter from the Region I administrator
dated November 8, 1983. These refer to the radiopharmacceutical package event
reported August 9, 1983, and ycur inspection conducted August 16-17, 1983.

We admit without prejudice the listed violations of NRC requirements, and we
believe that a reinspection will reveal full compliance achieved as of Decem-
ber 5, 1983. The following statements p esent the reasons for each violation
and corrective measures taken:

[. Excessive radiation levels around & transported package.
A. 49 CFR 173.441(a) requires no surface exposure rate over 0.2 R/hr, but
inadequate packaging resulting in an estimated surface exposure rate of
4.3 R/hr upon delivery by a nuclear medicine technologist.
Reason: Carelessness by an employee led to insufficiently firm taping of
the 1id to a lead shield. During transport, the vial containing
a radiopharmaceutical escaped its shield.
Corrective measures:
(1) Intensive instruction of all Radiopharmacy staff has insured
secure 1id attachment by tape.
22; Each shield is tightly contained within a heat-sealed plastic bag.
3 Complete foam padding is used to contain lead pigs tightly.
(See I. B(2), below)
(4) A fixed geometry area is dedicated for package surface measurements.
Future prevention:

(1) Nuclear medicine technologists arriving to pick up packages are
themselves required to verify by sigrature conformance of the
package label with exposure measurements they themselves make.
This will preclude transfer of any package with excessive surface
exposure rates.

Boston Hospital for Women/Peter Bent Brigham Hospital/Robert B. Brigham Hospital/Brookside Park
Family Life Center/Southern Jamaica Plain Health Center/Peter Bent Brigham School of Nursing
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(2) Detailed observation of the packaging procedure at unanncunced
quarterly audits hy the Radiation Safety Office and quarterly
inspection of packages delivered to nearby hospitals will
provide close scrutiny of packaging adequacy.

B. 49 CFR 173.475(e) requires that special instructions for preparation
of packages be foliowed, but a package was shipped with a portion of
the styrofoam padding missing.

Reason: Carelessness by an employee operating not in accordance with

explicil written packaging instructions.

Corrective measures:

(1) Instructional sessions every two weeks for all personnel covering
safe handling, packaaing, transfer and shipping of packages con-
taining radioisotopes.

(2) New single-use fiberboard packages received (with certification)
from Southwest Forest Industries have been fitted with matching
foam inserts for all shipments by common carrier to the Faulkner
and Mt. Auburn Hospitals. Two sizes of surplus U.S. Army ammunition
boxes have been acquired, fitted with foam inserts, and tested for
the engineering specifications of 49 (FR. These are used for trans-
port o materials to Longwood area hospitals and laboratories. The
explicit certifications for all three package types are enclosed.

Future prevention:
(I)” instructional sessions every two weeks for all personnel preparing
packages.

(2) Quarterly direct written solicitation by the Radiation Safety
Office of comments from recipients of the packages.

(3) Closer supervision by the Radiopharmacy Director and/or Associate
director.

(4) Quarterly audits by the Radiation Safety Office.

C. 49 CFR 172.403(g) requires each package to bear a correct label. The
package of August 3, 1983 was incorrectly labeled.
Reason: Carelessness by an employee in not following established packaging
procedures.
Corrective measures:
nstructional sessions every two weeks.
2 Verification by sicnature of the matching of label ana the daily
order by each receiving technologist.

Future prevention:
(1) Quarterly solicitation by the Radiation Safety Office of commants
from recipients of the packages.

(2) Quarterly inspection of packages at the point of destination by
the Radiation Safety Office.
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II.

Other transportation requirements.
A. 10 CFR 71.5(a) requires conformance to 49 CFR Parts 170-189.
(1) 49 CFR 172.200(a) requires proper shipping papers, which were
not used on August 17, 1983.
Reason: Shipping papers used by :he Radiopharmacy di¢ not conform strictly
to federal statutes.
Corrective measures:
(a) New shipping papers conforming to federal standards have been
acquired.
(b) Immediate training sessicns and closer supervision.
(c) Model shipping napers are posted.

Future prevention:
ia, ATT carriers performing pick-ups for transport are required to
sign for reauired shipping papers.

(b) Solicitation of comments from package recipients by the Radiation
Safety Office.
(¢) Quarterly audit by the Radiation Safety Office focused on package
preparation.
(2) 49 CFR 173.415(a) requires on-site files of engineering tests docu-
menting package characteristics. Such documents were not on file.
Reason: We were not aware of this requirement.
Corrective measures:
(a) Documents charactarizing the physical properties of the three
package types now in use are on file.
(b) Copies of 49 CFR are kept in the radiopharmacy. A subscription
to periodic updates has been requested by mail.
Future prevention:
(a) Descriptions of tests performed on the presently used packages
are enclosed.
(3) 49 CFR 173.412(b) requires an outside package seal. No seal was
used on August 17, 1983.
Reason: We were not aware of this requirement.
Corrective measures:
(a) Seals bearing individual code numbers are now put onto all
packages shipped by common carrier.
(b) Large nylon locking Cobe *ies as seals are affixed to all packages
picked up by local technologists.
(¢) Copies of 49 CFR are kept in the radiopharmacy. A subscription
to periodic updates has been requested.
Future prevention:
(a) Instructional sessions every two weeks for all Radiopharmacy
personnel and closer supervision by the Director and Associate
Director.
(b) Quarterly audit by the Radiation Safety Office
(c) Solicitation of comments from package recipients.
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B. Cortrary to conditions of our license, 20-17131-01, written emergency
instructions were not given two cab drivers on August 17, 1983.
Reason: Carelessness by an employee. Copies of the emergency instructions
were and have been available in the Radiopharmacy and on file with
the common carriers.

Corrective measures:
Instructional sessions every two weeks for all Radiopharmacy

personnel and closer supervision by the Director and Associate
Director.

Future prevention:
(1) QuarterTy audit by the Radiation Safety Office.
(2) Solicitation of comments from outside package recipients.

III. Operational variations from license conditions from Appendix D, Section 2,
of Regulatory Guide 10.8.
A. Use of the radioisotcpe dose calibrator.
(1) Item A.i: No constancy checks were made on August 15, 16 and 17, 1983.
Reason: Lack of attention to required procedures by an employee.

Corrective actions:
(a) Instructional sessions every two weeks for all Radiopharmacy

personnel and closer :upervision by the Director and Associate
Diractor.
(b) Daily check of corstancy parameters by the supervising radio-
pharmacist.
Future prevention:
(a) Quarterly audit by the Radiation Safety Office.
(b) Unannounced checks by the Radiopharmacy Director and Associate
Director.
(c) 'leekly inspections of calibration records by the Radiation
Safety Office.
(2) Item A.3: Failure to perform and document a linearity check
during the previous quarter.
Reason: Proper comparison of Calicheck and standard decay linearity tests
were not performed.
Corrective action:
(a) Linearity chiecks were performed and recorded in late August,
1983, and in November, 1983.
(b) Instructional sessions every two weeks for all Radiopharmacy
personnel and closer supervision by the Director and Associate
Director.
(c) Verification of Calicheck with the standard linearity check has
been made in accord with Regulatory Gui ‘e 10.8.
Future prevention:
fa) “Quarterly audit.
b) Maintenance of linearity check data copies in the Radiation
Safety Office.
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(3) Item C.7: Failure to check the long-lived standard radionucliue
at all commonly used radionuclide pushbutton settings on August
17, 1983.
Reason: Misinterpretation of regulations.
Corrective action:
(a) Calibration procedures now adhere to Regulatory Guide 10.8,
Appendix D.
{b) Instructional sessions every two weeks for all Radiopharmacy
personnel and closer supervision by tne Director and Associate
Director.
(c) Inspection of calibration log at weekly visits by the Radiation
Safety Office.
(d) Posting of calibration instructions.
Future prevention:
(a) Quarterly auait inspection of the calibration log.

B. 10 CFR 35.14(b)(4)(i1) requires that Tc-99m/Mo-99 generator eluates be
tested for Mo-99. This was incorrectly done on August 17, 1983 in that
the scaling multiplication factor was not used to modify the numerical
value of the LED display.

Reason: Anxiety due to a stressful situation.

Corrective actions:

(1) Instructional sessions every two weeks for all Radiopharmacy
personnel and closer supervision by the Director and Associate
Director.

Future prevention:

(1) Testing of individual employees at the quarterly audit.

Because proper radiopharmaceutical packaging and characterization require persis-
tent attention to detail, a greatly improved ongoing educational program for the
radiophermacists has been established. The person on duty when the defective
package was prepared August 3, 1983 has terminated work voluntarily. Two
additional radiopharmacists have been hired to assist in the early morning
packaging operations.

A1l new employees of the Radiopharmacy must review their qualifications with
the Radiation Safety Office prior to employment. A written exam on topics
pertinent to their work will be administered.

One external auditor (certified by the Ame: ,.an Board of Health Physics) will
conduct an examination of the radiopharmacy shortly.
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We regret the concern caused the Nuclear Regulatory Commission by the events
of last August. Review and refinement of our operations guarantee an

improved performance both now and in the future. The interest and suggestions
of your staff have been most helpful.

Please contact us if any items need clarification.

This Jetter is submitted under my oath.

Sincerely yours,

///2/‘”? GlL....

Henry Beltramini

Assistant Vice President
Administrative Services
Brigham and Women's Hospital

HL:JBM

cc: Mr. Thomas E. Murley, Region I

11.A-32



fv“"w., UNITED STATES
NUCLEAR REGULATORY COMMISSION

b
! s # REGION |
% §31 PARK AVENUE
k I KING OF PRUSSIA, PENNSYLVANIA 19406

Pese? September 1, 1983
Docket Nos. 039-09049
030-19445
070-01795
License Nos. 08-00216-22
08-00216-23
SNM-1499

EA No. 82-73

The George Washington University Medical Center
ATIN: Fred Leonard, Ph.D.
Associate Dean of Research
2300 Eye Street, N.W.
Washington, D. C. 20037

Gentlemen:

Subject: NOTICE OF VIOLATION AND PROPOSED IMPOSITION OF CIVIL PENALTIES
(NRC Inspection 83-01)

This refers to the NRC safety inspection conducted on June 1-2, 1983, of activi-
ties av.horized by NRC License Nos. 08-C0216-22. 08-00216-23, and SNM-1499.

The report of this inspection was forwarded to you on June 30, 1983. During

the inspection, twelve examples of failure to comply with NRC requirements were
identified. On July 19, 1983, we held an enforcement conference with you

during which these failures, their causes, and your corrective actions were
discussed.

These examples, two of which are similar to violations identified during
previous NRC inspections, are described in the enclosed Notice and they ccllec-
tively represent a significant breakdown in management oversight and control of
the radiation safety program. These examples demonstrate the need for improve-
ment in the administration and control of the program to assure adherence to
NRC requirements, and safe performance of licensed activities.

To emphasize the importance of adequate control of the radiation safety pro-
gram, | have been authorized, after consultation with the Director, Office of
Inspection and Enforcement, to issue the enclosed Notice of Violation and
Proposed Imposition of Civil Penalties in the amount of Two Thousand Five
Hundred Dollars ($2,500) for the violations set forth in the enclosed Notice.
The twelve violations have been categorized in the aggregate as a Severity
Level I1I problem in accordance with the NRC Enforcement Policy (10 CFR 2,
Appendix C, 47 FR 9987 (March 9, 1982).

The base civil penalty for a Severity Level III problem is normally $2,000.
However, since corrective actions were not taken promptly when some of the

CERTIFIED MAIL
RETURN RECEIPT REQUESTED
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NOTICE OF VIOLATION
AND
PROPOSED IMFOSITION OF CIVIL PENALTIES

The George Washington University Docket Nos. 30-09049
Medical Center 30-19445
2300 Eye Street, NW 70-01795
Washington, D.C. 20037 License Nos. 08-00216-22
08-00216-23
SNM-1499
EA 83-73

An NRC inspection of activities authorized under NRC License Nos. 08-00216-22,
08-00216-23, and SNM-1499 was conducted on June 1-2, 1983. During the inspec-
tion, multiple examples of failure to comply with NRC requirements were identi-
fied. Two of the examples, involving failure to wear TLD finger badges, and
failure to dispose of radioactive waste in a designated container, were also
identified during a previous NRC inspection in 1980. Coliectively, these

failures represent a significant breakdown in the management of the radiation
safety program.

To emphasize the importance of adequate control of the radiation safety pro-
gram, the Nuclear Regulatory Commission proposes the imposition of cumulative
civil penalties in the amount of Two Thousand Five Hundred Dollars for this
matter. In accordance with the NRC Enforcement Policy (10 CFR Part 2, Appendix
C) 47 FR 9987 (March 9, 1982), and pursuant to Section 234 of the Atomic Energy
Act of 1954, as amended (“Act"), 42 U.S.C. 2282, PL 96-295, and 10 CFR 2.205,

these particular violations and the associated civil penalties are set forth
below:

A 10 CFR 2J.106(a) requires that no licensee release radioactive material to
an unrestricted area in concentrations which exceed the limits specified
in 10 CFR 20, Appendix B, Table II, when averaged over one year. 10 CFR
20, Appendix B, Table II, specifies the effluent release limit for airborne
xenon-133 to be 3.0 x 10-7 microcuries per milliliter.

10 CFR 2r.201(b) requires that each licensee make such surveys as may be
necessary to comply with all sections of Part 20 and that each licensee
make or cause to be made such surveys that 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 materials or other sources of radiation under a
specific set of conditions.

Contrary to the above, as of June 2, 1983, an adequate survey had not
been performed to assure compliance with 10 CFR 20.106(a) in that no
evaluation of the concentrations of xenon-133 were made at the boundary of
the restricted area to determine the concentration of xenon-133 resulting
from releases made during the one-year period ending March 31, 1982, even
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Notice of Violation 2

though surveys &t the release point within the restricted area showed
xenon=133 in concentrations of 7.5 x 10-7 microcurie per miliiliter when
averaged over one year.

10 CFR 20.30] requires that no licensee dispose of licensed material
except in accordance with certain authorized methods which are specified
in 10 CFR 20.301(a), (b) and (c).

Condition 22 of License No. 08-00216-22 requires a survey to be made of
material placed in normal trash.

Contrary to the above, on January 25, 1983, a bag of waste consisting

of disposable protective clothing and plastic-backed absorbent pads, con-
taining approximately 70 microcuries of iodine-125, was removed from a
restricted laboratory and placed in the normal trash without a survey. As
a result, this waste was subsequently removed and transported to a public
landfill near Lorton, Virginia, a method of disposal not authorized by

10 CFR 20.301(a), (b), or (c).

10 CFR 35.43 requires diagnostic misadministrations be reported to the NRC
Regional Office within 10 days after the end of the calendar quarter in
which the misadministration occurred.

Contrary to the above, misadministrations which occurred on October 13,
1982, and November 16, 1982, were not reported to the NRC Regional Office
within 10 days after the end of the 4th quarter 1982 (December 31, 1982),
and had not been reported as of June 2, 1983.

Condition 13 of License No. 08-00216-22 requires that sealed sources
containing byproduct material be tested for leakage and/or contamination
at intervals not to exceed six months.

Contrary to the above, sealed sources containing millicurie quantities
of cesium=-137 for brachytherapy use were not leak tested during the first
six months of 1981, or during the ertire twelve months of 1982.

Condition 21 of License No. 08-00216-22 requires that licensed material be
possessed and u:ed in accordance with statements, representations and
procedures contained in applications dated March 21, 1978, and January 31,
1979, letters with attachments dated March 27, 1979, and April 18, 1979;
Items A (ALARA Program), D, and E of letter dated May 15, 1981; and
letters dated January 28, 1982, July 1, 1982, and July 13, 1982.

1. Item No. 10 of an attachment to the letter dated March 27, 1979,
requires that dose calibrators be calibrated in accordance with
procedures contained in Appendix D, Section 2, of Regulatory Guide
10.8 (January 1979).

Procedure E of Appendix D, Section &, requires dose calibrators to be
tested quarteriy for linearity.
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Notice of Violation 3

Contrary to the above. as of June 1, 1983, although records of lin-
earity tests were maintained, no records were available to demon-
strate Lhat linearity tests were performed on a dose calibrator for
the 3rd and 4th quarters of 1980, the 1st quarter of 1981, and the
?nd quarter of 1982.

o Item No. 10 of the attachment to the letter dated March 27, 1979, re-
quires that survey meters be czlibrated every 6 months.

Contrary to the above, on June 1 and 2, 1983, an NRC inspector
idertified that several survey meters located in the research labora-
tories had not been calibrated since March 1982, an interval in
excess of & months.

B Item No. 15 of the attachment to the letter dated March 27, 1979,
requires adherence to the "General Rule for Safe Use of Radioactive
Materials" contained in Appendix G of Regulatory Guide 10.8.

a. Rule 2 of Appendix G requires that disposable gloves be worn at
all times while handling radioactive materials.

Contrary to the above, on June 1, 1983, an NRC inspector ob-
served personnel in the Nuclear Medicine Department who were not
wearing disposable gloves while handling and injecting radio-
pharmaceuticals.

b. Rule 5 of Appendix G requires that there be no eating, drinking,
smoking, or application of cosmetics in any area where radio-
active materials are stoiec or used.

Contrary to the above, on June 2, 1982, an NRC inspector ob-
served an individual smoking in Room 407AB, Ross Hall, where
radioactive materials are stored, and found evidence of eating
and drinking, namely eating utensils and cups, in several other
of the research laboratories where radioactive materials are
stored.

€. Rule 8 of Appendix G requires that TLD finger badges be worn
during elution of generators, and during preparation, assay,
and injection of radiopharmaceuticals.

Contrary to the above, on June 1, 1983, an NRC inspector ob-
served a student technologist who was not wearing a TLD ring badge
while preparing radiopharmaceuticals.

d. Rule 9 of Appendix G requires that radioactive waste be disposed
of only in specifically designated receptacles.
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Notice of Violation 4

Contrary to the above, on June 2, 1983, a receptacle designated
as non-radioactive "cold trash" contained radioactive materiais
in that a radiation level of 7 milliroentgen per hour was iden-
tified by the NRC inspector at the surface of the receptacle.

e. Rule 10 of Appendix G requires that there by no pipetting by
mouth.

Contrary to the above, on June 2, 1983, an NRC inspector
observed evidence (hose) of mouth pipetting in Room 234, Ross
Hall, and an individual admitted pipetting quantities of
phosphorous=32 by mouth.

A Rule 11 of Appendix G requires surveys of generator, kit prepara-
tion, and injection areas after each procedure or at the end of
the day.

Contrary to the above, a4s of June 1, 1983, documentation
reviewed by an NRC inspector demonstratec that surveys were not
performed on May 9 and 10, 1983 in the Nuclear Medicine areas
and between June 18 to August 2, 1982, October 10 to November 8,
1982 and December 18, 1982 to January 31, 1983 in the Nuciear
Cardiology areas.

Collectively, the above twelve violations have been evaluated as a Severity
Level III protiem (Supplements IV and VI.)

(Cumulative Civil Penaity - $2,500 - assessed equally among the violations.)

Pursuant to the provisions of 10 CFR 2.201, The George Washington University
Medical Center is hereby required to submit to the Director, Office of Inspec-
tion and Enforcement, JSNRC, Washington, DC 20555, with a copy to this office,
within 30 days of the date of this Notice, a written statement or explanation
in reply, including for each alleged violation: (1) admission or denial of the
alleged violation; (2) the reasons for the violation, if admitted; (3) the cor-
rective steps that will be 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. 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 affirma-
tion.

Within the same time as provided for the response required above under 10 CFR
2.201, The George Washington University Medical Center may pay the civil penal-
ties in the amount of Two Thousand Five Hundred Doliars or may protest imposi-
tion of the civil penalties in whole or in part by a written answer. Should
The George Washington University Medical Center fail to answer within the time
specified, the Director, Office of Inspection and Enforcement, will issue an
order imposing the civil penalties in the amount proposed zbove. Should The
George Washington University Medical Center elect to file an answer in accord-
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Notice of Violation 5

ance with 10 CFR 2.2C5 protesting the civil penaities, such answer may: (1)
deny the viclations 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 penaities should not be imposed. In addition to protesting the
civil penalties in whole or in part, such answer may request remission or miti-
gation of the penalty. In requesting mitigation of the proposed penalties, the
five factors contained in Section IV.B of 10 CFR Part 2, Appendix C 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 by specific reference (e.g., citing page and para-
graph numbers) to avoid repetition. The attention of The George Washington
University Medical Center 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 has been subsequently deter~
mined in accordance with the applicable provisions of 10 CFR 2.205, this matter
may be referred to the Attorney Generai, and the penalties, unless compromised,

remitted, or mitigated, may be collected by civil action pursuant to Section
234c of the Act, 42 U.S.C. 2282.

FOR THE NUCLEAR REGULATORY COMMISSION

Thomas E. Mur
Regional Administrator

Dated at King of Prussia, Pennsylvania
this/‘jfhay of September 1983
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THE Office of the Associare Dean for Research
 GEORGE el
CWASHINGTON My
UNIVERSITY
' MEDICAL CENTER

| Washington, D.C 20037

Thomas B. Murley September 26, 1983
Reaional Administrator

Region I

USNRC

King of Frussia, PA

Dear Mr. Murley:

This letter is in response to the Notice cof Violation EA No.
83-73 dated 9/1/83.

The letter is divided into 4 sections

I. General comments concerning NRC conciugions.
I1I1. Specific comments for each alleged violation in
accordance with instructions in the Notice.

III. Policy actions that have been taken.
IV. Conclusions

I. GENERAL COMMENTS

A. The NRC conclusions that there has been a "significant
breakdown in management oversight and control of the
Radiation Safety Program," when considered in the light of
our overall radiation program, is unwarranted. The
following specific examples reflecting a meritorious
Radiation Safety Pi~gram are presented:

1. Prograa Growth/Liwer Personnel Exposure : Since our
last inspection in 1980, the size of the George
washington Jniversity program rose from 37,300 mCi of
activity to 362,600 mCi of activity in 1982 plus
2,100,000 mCi Cs sealed source. During that period of
time, the number of personnel with exposures exceeding
the low ALARA trigger levels (10% MPD as approved by
NRC in 1981.) decreased from 27 in 1981 to 12, in 1982
tn 2 in the first haif of 1983. Eight hundred (800)
thyroid biocassays were performed during the same three
year period and only once (12% MPD) was the ALARA
trigger level exceeded. This record is not one which
reflects a program vhich is an "actual or high
potential risk" to the public, the patiants, or
personnel at “he George Washington University or one in
which there is a "significant breakdown in management
oversight of the Radiation Safety Program."
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Radiation Safety Education Program: There is an active
educational program in radiation safety for both
students and workers. Since the beginning of 1983,
over 410 workers have attended on the job radiation
safety education inservices. Three radiation safety
courses have been jiven for credit in cur Allied Health
Program. In addition, research personnel who work with
radiocactive materials are required to take, and pass, a
radiation safety examination.

Radiaticn Safety Development Program: a.) Recently, a
double energy calibrat:on technique has been developed
and implemented by the Radiation Safety Office at the
George Washington University. The technique was
presented at the Annual meeting of Campus Radiation
Safety Officers, June 1983, Columbia, Missouri. This
procedure exceeds requirements, As a result of this
new calibration protocol, investigators have a more
accurate indication of exposure levels when working
with a variety of isotopes. b.) The Radiation Safety
Office has developed a method for converting
oil-soluble radioactive waste to stable oil in water
emulsions so that they may be disposed of in a similar
manner ag water soluble radiocactive waste. The method
was presented at the annual meeting of the Health
Physics Society, June 1983, Baltimore, Maryland, and a
paper is being submitted for publication to Health
Physics.

The George Washington University is very supportive of
the educational and development efforts of the
Radiation Safety Office for travel and attendance at
meetings,k for exchange and dissemination of information
developed by the Radiation Safety Office, and for
specialized courses in Radiation Safety to train the
radiation safety personnel working at the University.

Salutary Comments on the Latest Inspection: In a recent
licensing inspection on September 13, 1983 the
University was commended by a NRC representative for
the security and safety precautions that have been
taken for our 2.1 kCi Cesium irradiator.

The characterization by the NRC of the violations cited at a
collective severity level III 1s inappropriate.

This is the first time that the George Washington University
has been inspected since the establishment of the severity
level concept for academic institutions and therefore there
is little past experience. However, in its policy
statements the NRC defines severity level I[I as violations
which have "actual or high potential impact on the public."
(PS-33). The main concern expressed in your letter,
"breakdown in management oversight control" appears to be
analogous to the definition of a level IV problem
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-"degradaticn of...management control systems." (PS-33). It
also states that "severity level IV in themselves are not
cause for concern, they are the sort of violations that, if
left uncorrected, could lead to matters of significant
concern.”™ Many of the violations cited in EA No., 83-73 had
been identified and corrected prior to the NRC inspection.
Most Of the remaining items had been ldentified and were
being worked on by the Radialion Safety Committee. Even the
need for a new streamlined administrative structure in
Radiation Safety was being initiated as earlv as January
1983. 1In view of the foregoing, and as specified below,a
severity level IlI in our opinion is unwarranted.

Allegations are made by NRC that corrective actions were not
promptly taken when previous violations had been noted by
NRC.

These allegations are incorrect. All of the violations
cited in the NRC inspection in May 1980 were promptly
corrected. (see letter June 3, 1980) Nuclear Medicine was
grongt1¥ instructed to handle all waste containers as
radiocactive., Temporary film badges were immediately ordered
so that anyone working in the hot iab would get a rinag
badge. The importance of wearing ring badges has been
stressed in annual®inservices" and individual memoranda. An
2dditional corrective action identified in the May 1980
inspection was the need for more frequent surveys in
Dr. Kumar's research laboratory. Such weekly surveys were
gromgtlx initiated. Tn addition, persistent problems with
econtamination in his laboratory led the Radiation Safety
Office to recommend,and the University to proceed with,
refinishing all the working surfaces in bis laboratory.
Since that time, the contamination rate has Aropped
dramatically. Therefore there is no basis for the NRC
contention that corrective actions were not taken promptly.

II. SPEC.FIC COMMENTS FOR EACH ALLEGED INFRACTION

As requested we now respond to each alleged violation.
These are:

A. Inadequate survey to insu-e compliance with 10 CFR
20.106 (a).
B. Disnposal of RAM not authorized by 10 CFR 20.301.
C. Reporting diagnostic misadministrations 10 CFR
35.43
D. Sealed source leak test (License condition 13)
E. 4 Dose calibrator linearity tests
{(10.8 App D sec 2).
2. Survey meter calibration tests.
(License condition 21, item 10
3-27-79)
3 a. Wearing gloves (10.8 App G Rule 2)
b. Eating, drinking and smeoking
(10.8 App G Rule 5)
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Ce Finger badges (10.8 App G Rule 8)

d. Radioactive waste designated containers
(10.8 App G Rule 9)

e. Mouth pipetting (10.8 App G Rule 10)

£s Daily surveys (10.8 App G Rule 11)

The citations A,B,D,C1,E3f were first discovered by the
Radiation Safety Office and made part of University
documentation. They were not discovered by the NRC and they
did not exist at the time of the NRC inspection. The
remaining citations had previously received attention of the
Radiation Safety Cffice and corrective action by the
Radiation Safety Committee.

Reasons for Violations

There was varying hypotheses between personnel in
Nuclear Medicine and Radiation Safety as to what
assumptions were appropriate when performing the
survey.

The principal investigator, who was following appro-
priate guidelines, nevertheless lost a small amount of
sealed I-125. An exposure estimate, made by the
Radiation Safety Office as required by NRC for the
purpcse of the calculation, assumed that the un-
accounted for activity ended up in a land fill although
there is no actual evidence for this loss (estimated to
be less than 70 uCi). It is clearly the intention of
the University to properly dispose of all radioactive
waste at all times.

This is a self inspection program initiated just after
our May, 1980 inspection by the NRC., Since its
inception, only zero (0) therapeutic misadministrations
and (2) diagnostic misadministrations have occurred. As
required, in both cases the referring physician was
notified, and an investigation was conducted and
recorded. As required, the following was determined:
the referring physician's name, the patient's name,
social security number, the Nuclear Medicine
physician's name, the technologist's name, the
chronology of events that led to the diagnostic
misadministration, and the effect on the patient. The
misadministration report was reviewed by the Radiation
Safety Committee and corrective action was implemented.
As required, the entire record was kept on file for
review by the NRC. This is the first time this program
has been inspected. In setting up and carrying out
the new program, the additional quarterly reporting
requirement for diagnostic misadministrations was
overlooked.
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Bl.

E2.

E3a.

Elb.

El3c.

Sealed sources of byproduct material which were less
than 100 uCi (check sources) and exempt under License
Condition 13, Amendment #12, May 4, 1979 were not
included in the semiannual sealed source swipe program.
Recently several check sources slightly over the

100 uCi exemption limit were purchased by Nuclear
Medicine and inadvertently left off the list of sources
to be swiped every 6 mcnaths., This error, by the
Radiation Safety Office, was discovered and corrected
prior o the NRC inspection.

The central file on dose calibrator linearity tests and
sealed source therapy swipes was missing at the time of
the NRC inspection. Copies of most of the missing
documents have been recovered and forwarded to the NRC.
Dose calibrator linearity and sealed source swipes have
been performed. Also additional tests exceeding re-
guirements have be~n done. These include extra accuracy
and geometry ~hecks. 1In addition, we calibrate against
I-123 NBS standards.

A new calibration procedure which both improved the
accuracy of the lower exposure stations and evaluated
energy dependance was under development during the past
year. Because of *‘ne development of this program, we
were a few months behind in our routine checks of
instrument calibration. This new method exceeds
regulatory requirements and eliminated what we felt are
gross inaccuracies in the standard two point
calibration method widely used.

Gloves are supplied by the University. University
policy of wearing gloves is stressed in "inservices"
and by supervisors. Disregard on the part of the
worker for University established practice led to the
citation.

Eating, drinking, and smoking in restricted areas is
against University established policy. Disregard for
that policy on the part of the worker led to the
citaton,

As required from our last NRC inspection, extra
dosimeters are being keptL on site so that new employees
are “"badged" as soon as they start working. 1In
addition, "inservices" by the Radiation Safety Office
and instruction from the immediate supervisors stress
the importance of wearing ring badges. One student
technologist out of seven was observed not wearing a
ring badge. She did, however, have it in her pocket.
This citation was due to disregard on the part of the
student to follow established protocol and Radiation
Safety's failure to survey for compliance.
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E3d. In response to the May 1980 inspection, University
policy was changed to have all receptacles in Clinical
Nuclear Medicine handled as radioactive., In addition,
housekeeping access to several laboratories in Ross
Hall was eliminated and cold trash was placed outside
the doors for pick up. This citation was due to
disregard on the part of personnel in Nuclear Medicine
to follow established protocol.

E3e. University policy prohibiting mouth pipetting of RAM
has been included in annual inservices. Special
lectures with this group covered in detail *he hazards
of mouth pipetting RAM and the mechanical alternatives
available., This citation was due to disregard of
established University policy on the part of the
researcher.

E3f. Daily surveys for contamination in the Nuclear Medicine
areas is standard procedure since 1979. Radiation
Safety does surveys for compliance. This infraction
represents disregard of established University policy.

Corrective Steps Taken and Date of Full Compliance

A. The "inadequate surveys" problems cited by the NRC, had
been previously identified by the Safety Committee,
reviewed by the Radiation Safety Committee, and
corrected by Nuclear Medicine a year before the NRC
inspection. (We have been, and are now in
compliance.)

8. The loss of RAM was reported by the user, investigated
by Radiation Safety, and reviewed by the Radiation
Safety Committee. The existing protocol was found to
contain adequate safeguards. Educational efforts werlL:
intensified including new laheling on doors and
"inservices”™. The entire event was kept on record.
This incident represents a Radia“ion Safety program at
its best. (We are in compliance and were at the time
of the inspection).

C. The quarterly reporting requirement has been added to
the inhouse University form. (We are now in
osnmpliance).

D. As a matter of inhous» policy, all sealed sources are
now heing swiped semiannually except for those which
are not in use and stored in Radiation Safety's unused
inventory areas. (We are now in compliance and were
at the time of inspection).
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III.

El.

E2.

E3a.

E3b.

E3c.

Ele.

E3f.

Records of linearity tests are in a single notebook and
maintained securely. (We are now in compliance and
were at the time of the inspection),

The dual energy calibrator program has been instituted.
A semiannual check of contamination meters has been
implemented. New meters have been purchased. (We are
now in compliance.)

An enforcement program has been instituted which
requires workers to utilize the safety equipment which
the University provides under penalty of sanctions. (we
are now in compliance.)

An enforcement program has been instituted which
requires workers to utilize the safety equipment which
the University provides under penalty of sanctions. (We
are now in compliance.)

An enforcement program has been instituted which
requires students to utilize the safety equipment which
the University provides. (We are now in compliance.)

A survey of waste container labels has been added to
the Radiation Safety Inspection form for Nuclear
Medicine. (We ate now in compliance.)

An enforcement program has been instituted which
requires the principal investigator to utilize the
safety equipment which the University provides. (We
are now in compliance.)

An enforcement program has beer initiated to insure
that user surveys are made on a daily basis under
penalty of sanction. (We are now in compliance.)

POLICY ACTIONS THAT HAVE BEEN TAKEN

To m‘nimize the time between identification and correction
of a radiation safety problem, a quarterly inspection and
enforcement program supplementing cur menthly, weekly and
daily survey program has been implemented. The time limit
allowed for corrective action is specified and sancticns
will be imposed to insure compliance. In addition, an
Executive Committee of the Radiation Safety Committee has
been constituted to insure that the enforcement program is
in place and that all policy guestions receive immediate
attention.
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IV. CONCLUSIONS

In view of the foregoing documentation in regard to the
George Washington Radiation Safety Program, we respectfully
request that the NRC reconsider their initisal conclusions,
viz

Ve That there has been a significant breakdown in
management oversight and control of the Radiation
Safety Program.

2. That the violations comprise a collective severity
level III.

3. That corrective action was not promptly taken,

-

and rule in fevor of reducing the severity level to level ¥
and waiving the fine imposed upon the George Washington
University.

Sincerely yours,

7

Fred Leonard, Ph.D.

Associate Dean of Research
Medical Center

The George Washington University
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UNITED STATES
NUCLEAR REGULATORY COMMISSION
WASHINGTON, D. C. 20555

NOV 1 °

Docket Nos. 030-09049

030-19445
070-01795

License Nos. 08-00216-22

EA No.

08-00216-23
SNM- 1499
83-73

The George Washington University Medical Center
ATTN: Fred Leonard, Ph.D.
Associate Dean of Research
2300 Eye Street, N.W.
Washington, D.C. 20037

Gentlemen:

This refers to your letter dated September 26, 1983, in response to the Notice
of Viclation and Proposed Imposition cf Civil Penalties sert to you with our
letter dated September 1, 1983. Our letter and Notice described violations
identified during NRC Inspection 83-01 on June 1 - 2, 1983,

After careful consideration of your response, we have concluded for the reasons

given in the enclosed Order and Appendix that a sufficient basis for mitigation
of the proposed penalty was not provided in your response. Accordingly, we
hereby serve the enclosed Orcer on The George Washington University Medical
Center imposing a civil penalty in the amount of Two Thousand Five Hundred

UO‘« ld re.

your September 26, 1983 response, you € press disagreement with the NRC
conclusion that a significant breakdown in the management control and oversigh
of the radiation safety program had occurred at the George Washington University
Medical Center. Rather, your response characterizes the program as meritorious,
emphasizing that many of the violations were caused by the failure of individual
personnel to adhere to established pclicies and procedures. The University is
not only responsible for development of a satisfactory program, estabiishment
of adequate procedures to implement the program, and training of personnel in
the use of procedures, but is also responsible for maintaining adequate control
and oversight of the program to ensure adherence to procedures, identification
of procedural deviations, and prompt correction of procedural deviations
inciuding actions to prevent recurrence,

we recognize that the program at G=orge Washington University Medical Center

has expanded substantially in the last few years without significant personnel
exposure in excess of NRC requirements., Nevertheless, we are concermed that

the number of violations which were identified during this inspection, including
several which were repetitive, indicate that the oversight of your program may

CERTIFIED MAIL
RETURN RTCETPT REQUESTED




George Washington University
Medical Center 2

not have expanded concurrently. Specifically, personnel failures to adhere to
procedures were not identified, identified deficiencies were not promptly and
effectively corrected, and previously identified deficiencies recurred. These
deficiencies represent a significant breakdown in management control and over-
sight of the radiation safety program.

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 the enclosure
will be placed in the NRC's Public Document Room.

Sincerely,

AL

Richard eYoung, Director
Office of Inspection and Enforcement

Enclosures:
1. Order Imposing Civil Monetary Penalties
2. Appendix - Evaluations and Conclusion

= -

Public Document Room (PDR)

Nuclear Safety Information Center (NSIC)
District of Columbia

The George Washington University Medical Center
ATTN: Or. Mark Selikson
Radiation Safety Ufficer
Warwick Building
2300 K Street, N.W.
Washington, D.C. 20037
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In the Matter of

THE GEORGE WASHINGTON Docket Nc<. 030-09049

)
;

UNIVERSITY MEDICAL CENTER ) 030-19445
2300 Eye Street, N.W. ) 030-01795
Washington, D.C. 20037 ) License Nos. 08-00216-22

) 08-00216-23
) SNM-1499

EA No. 83-73

ORDER IMPOSING CIVIL MONETARY PENALTIES

I
The George Washington University Medical Center, 2300 Eye Street, N.W.,
Wasnington, D.C. 20037 (the "licensee") is the holder of License Nos.
08-00216-22, 08-00216-23, and SNM-1499 (the "licerses") issued by the Nuclear
Regulatory Commission (the "Commission" or "NRC") which authorize the licensee
to possess and use radioactive materials for medical research, diagnosis,
therapy, and teaching and training in accordance with conditions specified
therein, License No. 08-00216-22 was issued on October 26, 1973, License No.
08-00216-23 was issued on October 26, 1981, and License No. SNM-1499 was issued
on February 13, 1973.

I

A routine NRC safety inspection of the licensee's activities under the licenses
was conducted on June 1 - 2, 1983. As a result of the inspection, the NRC
staff determined 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 was served upon the licensee by letter dated
September 1, 1983. The Notice states the nature of the violations, the provi-

sions of the Nuclear Reguiatory Commission's requirements that the licensee had
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vi¢ i\"""x. and
September 26, 83 to the

Penalties was received from

f cid $ « ’
pon consider 10n wers recelved, the statements of fa , explana-

s, and arqument mitigation of the proposed civil penal-

ties contained ti

in the A!".L‘YV.‘V“ to this lyi"vl‘ Q?Q:

Director

Enforcement has determined tinat tne

peralties for the violations vsignated in the Notice ylation and

sed Im | { ) /11 Penaltie

posed,

the foregoing and pursuant to Section

,u'o-mim} ( -1“

he licensee penalties in the u Two Thousand Five

Hundred Do s ($2,500) within thirty days of the date of this Order, by

~heck, draft, or money order, payable to the

Treasurer of the United

€ toc 4 d to » Dir {
ytates and mailed to the Director Inspection and Enforce-

ment, USKRC, Washirjton,




The licensee may, within thirty days of the date of this Order, r2quest a
hearing. A request for a hearing shall be addressed to the Director, Office of
Inspection and Enforcement. A copy of the hearing request shail aiso pe sent
to the Executive Legal Director, USNRC, Washington, D.C. 20555. If a hearing
is requested, the Commission will issue an Order designating the time and place
of hearing. Upon “ailure of the licensee to request a hearing within thirty
days of the date of this Order, the provisions of this Order shall be effective
without further proceedings and, if payment has not been made by that time, the
matter may be re’erred to the Attorney General for collection. In the evenc
the licensee requests a hearing as provided above, the issues to be considered

at such hearing shall be:

(a) whether the licensee violated NRC requirements as set forth in the Notice

of Violation and Proposed Imposition of Civil Penalties; and

(b) whether, on the basis of such violations, this Order should be sustained.

FOR THE NUCLEAR REGULATORY COMMISSION

AL A

Richard C. \DéYoundy Director
Office of Inspection and Enforcemert

Dated gt Bethesda, Maryland
this/s**day of November 1983
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APPENDIX
EVALUAT1ONS AND CONCLUSIONS

Although the licensee essentially admits the twelve violations, the licensee's
Santamber 26, 1983 response to the Notice of Violation and Proposed Imposition
¢ Livil Penalties dated September 1, 1983 requests that the Severity Level

of the aggregate problem be reduced from Level III to Level V, and that the
proposed fine be wrived, The response provides the reasons why the licensee
believes reduction of the Severity Level and waiving of the penalties are
appropriate. Provided below are (1) restatement of each violation, (2) the
licensee's assertions in support of their requests, and (3) the NRC response to
each of the licensee's assertions.

Restatement of Violations:

A. 10 CFR 20.106(a) requires that no licensee release radicactive materizl to
an unrestricted area in concentrations which exceed the 1imits specified
in 10 CFR 20, Appendix B, Table II, when averaged over one year, 10 CFR
20, Appendix B, Table 1I, specifier the effluent release limit for air-
borne xenon-133 to be 3.0 x 10-7 microcuries per milliliter.

10 CFR 20.201(b) requires that each liiensee make such surveys as may be
necessary to comply with all sections of Part 20 and that each licensee
make or cause to be made such surveys that are reasonable under the cir-
cumstances to evaluate the extent of radiation hazards that may be
presert. As defined in 10 CFR 20.201(a), "survey" mears an evaluation of
the radiation hazards incident to the production, use, release, disposal,
or presence of radioactive materials or other sources of radiation under a
specific set of conditions.

Contrary to the above, as of June 2, 1983, an adequate survey had not been
performed to assure compliance with 10 CFR 20.106(a) in that no evaluation
of the concentrations of xenon-133 was made at the boundary of the re-
stricted area to determine the concentration of xenon-133 resulting from
releases made during the one-year period ending March 31, 1982, even
though surveys at the release point within the restricted area showed
xenon-133 in concentrations of 7.5 x 10-7 microcurie per milliliter when
averaged over one year.

B. 10 CFR 20.301 requires that no licensee dispcs2 of licensed material
except in accordance with certain authorized methods which are specified
in 10 CFR 20.301(a), (b) and (c).

Condition 22 of License No. 08-00216-22 requires a survey to be made of
material placed in normal trash,

11.A-53



Append1x 2

Contrary to the above, on January 25, 1983, a bag of waste consisting of
disposable protective clothing and plastic-hacked absorbent pads, con-
taining approximately 70 microcuries of iodine-125, was removed from a re-
stricted laboratory and placed in the normal trash without a survey. As

a result, this waste was subsequently removed and transported to a public
iandfill near Lorton, Virqinia. a method of disposal not authorized by 10
CFR 20.301(a), (b), or (c,

10 CFR 35.43 requires diagnostic misadministrations be reported to th2 NRC
Regional Office within 10 days after the end of the calendar quarter in
which the misadministration occurred.

Contrary to the above, misadministrations which occurred on October 13,
1982, and November 16, 1982, were not repcrted to the NRC Regional
Office within 10 days after the end of the 4th quarter 1982 %December
31, 1982), and had not been reported as of June 2, 1983,

Condition 13 of License No. 08-0C216-22 requires that sealed sources con-
taining byproduct material be tested for leakage and/or contamination at
intervals not to exceed six months,

Contrary to the above, sealed sources containing millicurie quantities of
cesium-137 for brachytherapy use were not leak tested during the first six
months of 1981, or during the entire twelve months of 1982.

Condition 21 of License No. 08-00216-22 requires chat licensed material be
possessed and used in accordance with statements, representations and
procedures contained in applications dated March 21, 1978, and January

31, 1979; letters with attachments dated March 27, 1979, and April

18, 1979; Items A (ALARA Program), O, and E of letter dated May 15, 1981;
and letters dated January 28, 1982, July 1, 1982, and July 13, 1982.

1. Item No. 10 of an attachment to the letter dated March 27, 1979, re-
quires that dose calibrators be calibrated in accordance with proce-
dures contained in Appendix D, Section 2, of Regulatory Guide 10.8
(January 1979),

Procedure E of Appendix D, Section 2, requires dose calibrators to
be tested quarterly for linearity.

Contrary to the above, as of June 1, 1983, although records of
linearity tests were maintained, no records were available to demon-
strate that linearity tests were performed on a dose cali’rator for
the 3rd and 4th quarters of 1980, the 1st quarter of 1981, 2nd the
2nd quarter of 1982.

2. Item No. 10 of the attachment %o the letter dated March 27, 1979,
requires that survey meters be calibrated every six months,
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Append1 x

Contrary tc the above, on June 1 and 2, 1983, an NRC inspector identi-
fied that several survey meters located in the research laboratories
had not been calibrated since March 1982, an interval in excess of six
months.

Item No. 15 of the attachment to the letter dated March 27, 1979,
requires adherence to the "General Kule for Safe Use of Radioactive
Materials" contained in Appendix G of Regulatory Guide 10.8.

Rule 2 of Appendix G requires that disposable gloves be worn at
all times while handling radicactive materials.

Contrary to the above, on June 1, 1983, an NRC inspector
observed personnel in the Nuclear Medicine Mepartment who were
not wearing disposable gloves while handling and injecting
radiopharmaceuticals.

Rule 5 of Appendix G requires that there be no eating, drinking,
smoking, or application of cosmetics in any area where radioac-
tive materials are stored or used,

Contrary to the above, on June 2, 1982, an NRC inspector
observed an individual smoking in Room 407AB, Ross Hall, where
radioactive materials are stored, and found evidence of eating
and drinking, namely eating utensils and cups, in several other
of the search laboratories where ragioactive materials are
stored.

Rule 8 of Appendix G requires that TLD finger badges be worn
during elution of generators, and during preparation, assay, and
injection of radiopharmaceuticals,

ontrary to the above, on June 1, 1983, an NRC inspector ob-
served a student technologist who was not wearing a TLC ring
badge while preparing radiopharmaceuticals,

Rule 9 of Appendix G requires that radicactive waste be disposed
of only in specifically designated receptacles,

Contrary to the above, on June 2, 1983, a receptacle designated
as non-radioactive "cold trash" contained radioactive materials
in that a radiation level of seven milliroentgens per hour was
identified by the NRC inspestor at the surface of the recep-
tacle.

Rule 10 of Appendix G requires that there be no pipetting by
mouth,




Appendix 4

Contrary to the above, on June 2, 1983, an NRC inspector obser-
ved evidence (nose) of mouth pipetting in Room 234, Ross Hall,
and an individual admitted pipetting quantities of phospho-
rous-32 by mouth.

f. Rule 11 of Appendix G requires surveys of generator, kit pre-
paration, and injection areas after each procedure or at the end
of the day.

vontrary to the above, as of June 1, 1983, documentation re-
viewed by an NRC inspector demonstrated that surve's were not
performed on May 9 and 10, 1983 in the Nuclear Medicine areas
and between June 18 to August 2, 1982, October 10 to November

8, 1982 and December 18, 1982 to January 31, 1983 in the Nuclear
Cardiology areas.

Collectively, the above twelve violations have been evaluated as a Severity
Leval III problem (Supplements IV and VI).

(Cumulative Civil Penalty - $2,500 - assessed equally among the violations.)

Evaluation of Licensee's Response

Licensee's Assertion: The NRC conclusion that there has been a significant
breakdown in management oversight and control of the Radiation Safety Progran
(RSP) is unwarranted. Rather, a meritorious RSP exists, as demonstrated by
the following:

(1) Although the size of the program increased in the past three vears, the
number of personnel with radiation exposures exceeding low ALARA trigger
levels decreased during that time. Also, of 800 thyroid bioassays per-
formed during the same thr:a-year period, only once was the ALARA trigger
level exceeded.

(2) An active radiation safety program exists for both students and workers,
including on the job radiation safety training, three radiation safety
courses for credit, and exams for research personnel who work with radio-
active materials.

(3) The Radiation Safety Office (RSO) has developed a calibration technique
to provide more accurate indications of exposure levels when working with
various isotopes. Further the RSO has developed a method of converting
oil-soluble radicactive waste to stable oil-in-water emulsions so they
may be disposed in a similar m nner as is water-soluble radioactive waste.

(4) An NRC licensing representative commended the security and precautions
taken for the cesium irradiator.
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The NRC expects that individuals who work with v
appropriately educutec and trained. Further, the NRL expe
will take d;prowvia'e measures to ensure adherence to AL ARA
actions on the part of a licensee are not considered extr

While the NRC recognizes the stated
waste-disposal methods as positive
Notice of Violation and Proposed |

Y
sidered reflective of a meritori

The NRC staff maintains that the
nreakdown in the control and over:
based on the facts that:

(1) Of tie twelve violations
by the NRC (Violations C,
menitoring of the RSP was

ix of the violations involve
requirements (Violations E3a-
to ensure acceptable personnel

One of the violations (Violat

adequate survey to determine

boundary of a restricted area, was 1
1982, but was not adequately corrected
enforcement conference, when an adequate
strating that prompt and appropriate cor

Three of the violaticns (Violations B, E3c, E3d) were
13

tions identified during an NRC inspection conducted 1

strating that actions to prevent recurrence were not

Managementi is respornsible for nroper development of the RSP
cedures and training, proper supervision of program impleme
ictions to correct improper program irplementation, including

correct identified deficiencies, and actions to prevent recurrent
1isciplinary actiors.

Licensee's Assertion: The NRC's erizatior ! ns
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aggregate as §ovﬁr1ty Level 11 1S aporopriate, 'h yrcement
v e

defines Severity Level III as violations which have an actual potential
impact on the public. The NRC's characterization of the violations as a
breakdowr in management oversight and control appears to be analagous to the

definition of a Severity Level IV violation, namely jradation of management
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Appendix 6

control systems. The NRC Enforcement Policy further states that Severity Level
I/ problems are the sort of violations that, if left uncorrected, could lead to
matters of significant concern.

NRC Response: Contrary to the licensee's assertions, the NRC Enforcement

PoTicy FR 2, Appendix C) does not define a Severity Level IIl violation as
one havin? 2 high actual or potential impact on the public. Rather, that is

the definition of a Severity .evel! I or Il violation, as defined in Section III
of the NRC Enforcement Policy. In Section III, Severity Level III violations
are defined as cause for significant concern. The twelve violations, represent-
ing a significant breakdown in management control of the RSP, are cause for
significant concern since personnel failures to adhere to procedures were not
identified, identified deficiencies were not promptly and effectively corrected,
and previously identified deficiencies recurred. The problem is appropriately
classified as Severity Level III and civil penalties are appropriate.

The NRC staff furthe~ notes that Violation B, involving improper disposal of
radioactive waste, could itself be classified 2s Severity Level III in accuid-
ance with Section C.6 of Supplement IV of vie NRC Enforcement Policy. However,
the staff has decided to consider all twelve violations in the aggregate as
Severity Level III, so that the emphasis of the civil penalty is placed on the
underlying cause of the violations.

Licensee's Assertion: The NRC's allegations that corrective actions were not
promptly taken when previous vinlations were noted by the NRC are incorrect.
A1l violations identified during the NRC inspection conducted in May 1980,
were promptly corrected.

NRC Response: Although the specific violations identified in May 1980 were
corrected, the actions taken at that time to prevent recurrence were not effec-
tive since three of the violations (B, EZ., E3d) recurred. The staff's con-
cerns are increased because one of the violations identified in 1980, involving
placement of radicactive trash in the wrong cortziners, recurred not once, but
twice, in January 1983 and again in June 1983,

Licensee Assertion: Many of the violations had been identified and corrected
prior to the NRC inspection, Most of the remaining items had been identified
and were being worked on by the Radiation Safety Committee.

NRC Response: Only four of the twelve violations were identified by the
Iicensee (Violations A, B, D, E1). The remaining eight viclations were identi-
fied by the NRC. Additionally, Violation A, which occurred in March 1981, was
not adequately corrected at the time of the inspection in June 1983. Further,
three violations (B, E3c, E3d) were recurrences of previous violations, indi-
cating that actions to prevent recurrence were not effective.

11.LA-58



Append1 x

NRC Conclusion:
The violations did occur as originally stated and are appropriately classified
in the aggregate as Severity Level III Assessmant of a $2,500 civil penalty
for these vioiations is appropriate. The information prcvided in the
'icensee's response Goce: not rrovide a basis for modifying the enforcement
action,
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o, UNITED STATES
* ‘g’ NUCLEAR REGULATORY COMMISSION
: : WASHINGTON, D. C. 20555
Poant AUG 15 1983
| irense No. 12-11184-01
A No. 83-76

Kay-Ray, Incorporated

ATTN: Mr. Jack C. Crump
President

516 West Campus Drive

Arlington Heights, IL 60004

Gentlemen:

This refers to the inspections conducted at your faciliiy by the Region III
office on June 8 and 10 and August 1, 1983, of activities authorized by NRC
Byproduct Material License No. 12-11184-01. This also refers to the discus-
sion of our findings with you during the enforcement conference held on
July 29, 1983.

In view of the violations and conrerns identified, we have concluded that the
enclosed Order Suspending License, Immediately Effeciive, and Order to Show
Cause, is appropriate in the best interest of public health and safety.

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

Sincerely,

N AL

Richard C/ JeYoungy Director
Office of“Inspection and Enforcement

Enclosure:

Order Suspending Licensa,
Immediately Effective,
and Order to Show Cause

cc: Mr. Jay Silberg, Esq.
Shaw, Pittman, Potts & Trowbridge

CERTIFIED MAIL
REQUESTED
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UNITED STATES OF AMERICA
NUCLEAR REGULATORY COMMISSION

~

In the Matter of
Byproduct Material

KAY-RAY, INC, License No. 12-11184-01
516 West Campus Drive ) EA 83-76
Arlington Heights, IL, 60004 )

ORDER SUSPENDING LICENSE, IMMEDIATELY EFFECTIVE,
AND ORDER TO SHOW CAUSE

Kay-Ray, Incorporated (the "licensee") hoids Byproduct Material License
No. 12-11184-01 issued by the Nuclear Regulator; Commission. The licersee
has offices located at 516 West Campus Drive, Arlington Heights, I11inois.
The license authorizes the licensee to possess and use radioactive byproduct

material in the manufacture of gauges.

il

Over the past several months the licensee has rejcrted several apparent
overexposures of its employees. The number and magnitude of these overexposures
indicate potentially serious weaknesses in the licensee's radiation protection
program and their ability to ensure the safe handling of radioactive material.

The Commission's regulations in 10 CFR Part 20 place upper limits on
permissible occupational doses to a licensee's employees. Under 10 CFR 20.101(a),
an individual in a restricted area may not 'aceive doses in a calendar quarter
of more than 1.25 rems to the whole body, head and trunk, active bloodforming
organs, lens of eyes, or gonads, 18.75 rems to the hards and forearms, feet

and ankles; and 7.5 rems to the skin of the whole body. As provided in

1LAB1



10 CFR 20.101(b), the licensee may permit an in¢ividual in a restricted area
to receive a total occupational dose to the whole body of not more than 3 rems
in a calendar quarter under certain circumstances, which the licensee has nct
compiied with in all caszes.

On March 8, 1983, the licensee reported an apparent dose of 1.260 rems
(whole body gamma) to an employee during the fourth quarter of 1982. The NRC's
Region III office conducted an inspection of the licensee's operations on
April 12 and 13, 1983. As a result of the inspection (Report Nos. 030-04214/
83-01 & 030-04215/83-01), a Netice of Violation pursuant to 10 CFR 2.201 for
four items of noncompliance was issued to the licensee, including the gamma
overexposure reported on March 8, 1983.

On May 24, 1983, the licensee reported an apparent dose of 29.88 rems
(extremities) during the second quarter of 1983. Region III held an enforce-
ment conference on July 29, 1983 to discuss this latest overexposure and
package shipping violations identifizd during the inspection. On July 29,

1983, the licensee reported another apparent overexposure based on radiation
exposure data for the week of July 18, 1983. The data indicated an apparent
extremity dose of 60.68 rems, a dose to the lens of the eye of 7.19 rems, and
doses to the whole body of 6.59 rems and 14.38 rems. The employees who received
the apparent overexposures reported in May and July 1983 had been engaged in
installing cealed radiation sources in gauges manufactured by the licensee.

During NRC inspections conducted on June 8 and 10 and August 1, 1983 in
response to the apparent overexposures, NRC inspectors reviewed and obtazined
information pertaining to the conduct of the licensee's activities. In addition
to obtaining information recardin: the circumstances surrounding the reported
overexposures, the inspectors observed that apparent low @mployee morale appears
to be a cause for tension between management and employees such that potential

radiation protection problems may not always be communicated to the Radiation
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Safety Officer and the licensee's management. The inspectors observed that
radiation dosimetry devices were not sufficiently controlled to provide adequate
assurance against possible improper use. One employee responsibie feor receiving
packages of radioactive material appeared to the inspectors to have an inadequate
knowledge of survey procedures which suggests inadequate training.

In view of the repeated overexposures of licensee's employees, which raise
questions concerning the adequacy of the licensee's radiation protection program,
[ have determined that the public health, safety and interest require an
immediate suspension of all activities involving unshielded radioactive sources
until the licensee has demonstrated Chat its radiation protection program is

adequate to ensure compliance with the Commission's requirements,

Accordingly, pursuant to sections 81, 161b, 16lo, and 186 of the Atomic

Energy Act of 1954, as amended, and the Commission's regulations in 10 CFR

Parts 2, 20, 30, and 32, IT IS HEREBY ORDERED THAT:

Effective immediately, the licensee shall cease to load,

unload or otherwise handle uashielded radioactive sources.

The licensee shall show cause, as provided in section IV, why
such operations should not remain suspended until the licensee
has demonstrated that its radiation protection program is

-

adequate to ensure compliance with 10 CFR Part i In




making such demonstration, the licensee shall conduct a review of its

radiation protection program and submit the results of the review

and the proposed revisions to the program to the Regional Administrator
of NRC Region III for his review and approval. In conducting the
review, the licensee shall give consideration to such matters as
implementing audits of employee performance, with special emphasis

on handling ~f radioactive material; establishing procedures to

address employee morale and to improve cooperation between management
and employees; ensuring adequate training and annual retraining of
personnel in source handling techniques, su~vey instrument operation
and reporting responsibilities; and controlling access to and use of

dosimetry devices.

C. The licensee may resume the suspended operations upon receipt

of the written approval of the Regional Administrator.

Iv.

The licensee may show cause why its operations should not have been
suspended and should not remain suspended as provided in section III of this
Order by filing a written answer under oath or affirmation which sets forth the
matters of fact and law on which the licensee relies. As provided in 10 CFR
2.202(d), the licensee may answer the Order by consenting to the terms of the
Order. Upon the licensee's consent, the terms set forth in section II1.B shall
be effective.

The licensee may request a hearing on this Order with 25 days of the date
of this Order. Any request for hearing or answer to this Order shall be

submittea to the Director, Officc of Inspection and Enforcement, U.S. Nuclear
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Regulatory Comaission, Washington, D.C., 20555. A copy of the request or
answer shall aiso be sent to the Executive Legal Director at the same address
and to the Regional Administrator, NRC Region III, 799 Roosevelt Road, Glen
Ellyn, I11inois 60137. A request for hearing or answer to this Order shall
not stay the immediate effectiveness of section III.A of this Order.

If a hearing is to be held concerning this Order, the Commission will
issue an order designating the time and place of hearing. If a hearing is held,
the issue to be considered at such hearing shall be whether on the basis of
the matters set forth in section II of this Order, this Order should be

sustained,

FGR THE NUCLEAR REGULATORY COMMISSION

/1 -
A~ 7
’,7925;441155
Richard C, oung, \Jirector

Office of pection and Enforcement

Dated at Bethesda, Maryland,
this /iS™day of August, 1983,
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KAY-RAY'INC.
Kpy e

INDUSTRIAL PROCISS CONTROL EQUIPMENT
518 West Campus Drive ® Arlington Heights, liiinors 60004 ¢ (312) 259-560C « TELEX 2€° ORS » CABLE MAYRAY

September 2, 1983

Mr. James G. Keppler

Regional Administrator

U.S. Nuclear Regulatory Commission, Region III
799 Rcosevelt Road

Glen Ellyn, IL 60137

License No. 12-11184-01
EA No. 83-76

Dear Mr. Keppler:

In compliance with EA 83-76, we have conducted an audit and
a review of our radiation protection prcqgram under the
guidance of Mr. Eli Port of Radiation Safety Services,

Inc. His audit report appears as Appendix A to this
letter. Succeeding paragraphs will discuss specific areas
of concern and our plans to correct thenm.

Implement audits of emplovee performance.

We plan to audit employee performance by nhaving the
employee demonstrate (and explain) to the satisfaction
of his supcrvisor and the RSO each of the following
activities:

1. Pre-operational pliase

a. Select and wear proper dosimetry devices.

b. Select survey meters.

¢. Select proper tools.

d. Proper sclection of protection equipment.

e. Discuss the value of time, shielding, and
distance (TSD;.

f. Discuss exposure rates for different sources
and distances.

g. Discuss purpose of each phase of the task
being audited.

2. Operational phase
a. Proper use of dosimetry devices.
b. Proper use of survey nmeters.
¢. Proper use of tcols.
d. Proper use cof protection eguipment.
e. Proper application of TSD.
f. Denonstrate that task objective is met.

WORLDOWIDE SALES AND SERVICE OFFICES 1
Afnca » Argentina ¢ Austraia @ Benelux « Brazi » Canada » Chile » Colombia ¢ France

Germany ¢ indones:a ¢ italy » Japan ¢ Mexco ¢ New Zealand ¢ Peru ¢ Scanainavia ¢ Spain

South Alnca & Urvted Kingdom o Venezuela
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Mr. James G. Keppler
September 2, 1983 Page 2

3. Post-operational phase
a. Survey area.
b. Secure area.
c. Complete documentation.
d. Record dose.
e. Return all equipment.

Establish procedures to address employee norale and
improve cooperation.

We have arranged for a Human Resources specialist from
our parent company, Rosemount, Inc., to interview our
employees and recommend actions to improve morale and
cooperation.

Ensure adequate training.

On September 9, 1983, a health physicist from Radiation
Safety Services will conduct a training session for our
engineering personnel; source handlers; QC technicians;
production, receiving, and shipping personnel; and
field service technicians. His session will cover
radiation safety, safe handling of sources, proper
operation of survey instruments, and reporting
relationships and responsibilities. We will follow up
with additicnal in-house training. Vie feel that all
employees who handle radiocactiave material will be
fully trained by December 30, 1983.

In addition, the attached memo was distributed to all

employees regarding notification of the RSO wyhen any
worker has concerns about radiation safety.

Furthermore, the requirement in our radiation safety
manual to notify the RSO has been reinforced for

specific operations; e.g., leak test analysis and
incoming package surveys.
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Mr. James G. Keppler
September 2, 1982 Page 3

Control access to and use of dosimetry devices.

As of August 15, 1983, our dosimetry devices (pocket
dosimeters, film badges, TLD rings, and TLD eye level
detectors) have been under lock and key. Our Materials
tanager unlocks the box in the morning and stands by as
each person takes his badges and signs for them on a
sign-out sheet. The box is then locked until quitting
time. Our Radiation Safety Officer supervises the
return and sign-in of the badges in the same way that
the laterials Manager supervises their withdrawal and
sign-out.

This is only a temporary measure. When top management
feels that employee performance is fully acceptable,
morale has i1mproved, and employees are completely
trained, we will simplify this procedure.

We recognize the gravity of this situation and are making
every effort to rectify our problems as expeditiously as
possible. Ve are confident that our plan will ensure
compliance with 10 CFR 20 and are willing to make this
letter part of our license conditions.

We request that, as a result of this letter, you approve
our resumption cf suspended operations in a timely fashion
to prevent further, and possibly irreparable, damage to
Kay-Ray, Inc.

Sincerely,

Jack G. Crump
President
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AY KAY-RAYINC.

INDUSTRIAL PROCESS CONTROL EQUIPMENT
§16 West Campus Drive ® Artington Heights, 11linois 60004 # (3121 259-5€0C @ TELEX 281-085 » CABLE KAYRAY

September 12, 1983

Mr. James G. Keppler

Regional Adwninistrator

U. S. NUCLEAR REGULATORY COMMISSION, REGION III
799 Roosevelt Road

Glen Ellyn, IL 60137

Re: 1. License No. 12-11184-01
2. Enforcement Action No. EA 83-76, dated Augyst 15, 1983
3. Kay-Ray letter dated September 2, 1983

Dear Mr. Keppler:

1. Purpose

This letter supplements and clarifies the comments made in
my earlier letrter (reference 3). I believe it will more
clearly demonstrate our comnpliance with the terms of your
Enforcement Action (reference 2).

Sections 2-6 of this letter address themselves to issues
raised in the Enforcement Action itself. Sections 7 and 8
deal with topics reported in Eli Port's audit of our
radiation protection program (Appendix A of reference 3).

2. Review of Kay-Ray's Radiation Protection Program

A review and audit of our radiation protectior prcjram was
conducted by Eli Port of Radiation Safety Services, Inc.
(RSSI). His report was submitted as Appendix A of reference
3. Our management is presently reviewing it in detail, in
order to determine the most practicable way to implement his
recommendations. (See also Sections 7 and 8 of this
letter.)

WORLOWIDE SALES AND SERVICE OFFICES
mowowommno.:u.loc.nmocmooCGWoFunco
Germa » Indonesia « talh ¢ Japan © Mexico « New Zealand » Peru  Scandnavia & Spain
South Afnca » Unrted Kingdom ¢ Venezuela
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%3

11.A-69



T g

Ta
&0 L3 l‘..

% UNITED STATES
=V % NUCLEAR REGULATORY COMMISSION
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License No. 12-11184-01
EA No. 83-76

Kay-Ray, Incorporated

ATTN: Mr, Jack G. Crump
President

516 West Campus Drive

Arlington Heights, IL 60004

Gentlemen:

As a result of several apparent overexposures of Kay-Ray, Incorporatad
employees who had been engaged in installing sealed radiation sources in
gauges, the NRC conducted inspections of your licensed activities on June 8
and 10 and August 1, 1983, After reviewing the inspection findings the NRC
staff conclvded that there were potentially serious weaknesses in your
radiation protection program and yeour ability to ensire the safe handling
of rediocactive material.

In response to these concerns, on August 15, 1983, che NRC issued ar Order
Suspending License, Immediately Effective, and Order to Shov Cause. (48 Fed.
Reg. 38355, (August 23, 1983)). The Order required that loading, unloadiug
or other handling of unshielded radioactive sources remain suspended until
you had demonstrated that your radiation protection program was adequate to
ensure compliance with 10 CFR Part 20. In making such demonstrations you
wvere required to conduct a review of your radiation protection program and
submit the results of the review and the proposed revisions to the program
for NRC, Region III review and approval. In conducting your revisw you were
required to give consideration to such matters as implementing audits of
employee performance, with special emphasis on handling of radiocactive
material; establishing procedures to address employee morale and to improve
cooperatinn between management and employees; ensuring adequate training and
annual retraining of personnel in source handling techniques, survey instru-
ment operation and reporting responsibilities; and controlling access to and
use of dosimetry devices.

Your respense to the Order and corrective actions taken were described in
latters dated Septembe: 2 and 12, 1983, from Kay-Ray, Incorporated to the
NRC. Your corrective actions were also discussed during a management
méeting on Septembar 6, 1983 in cthe NRC Region III Office in Glen- Ellynm,
IIlinois between officials of Kay-Ray, Incorporated, its consultant, and
Region III staff.
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James C. Keppler September
S. NUCLEAR REGULATORY COMMISSION, REGION III

Employee Performance Audits

On September 9, 1983, Dave Derenzo of RSSI and
Peters~n, used the attached checklist to audit
performance of Rich Lopez (primary loader) and
(backup loader). In their opinion, Lopez is fully

to serve immediately as a loader, both because of th
excellent results of his performance audit and because
his prior satisfactory performance as a source loader
source loading supervisor.

our

Treu will receive on-job-training as a
permit him to load onliy after he has
completed all the items on the Performance

The audit performed on September 9 used dummy sources
both Lopez and Treu, because we are not yet authorized
handle unshielded sources. Even when our suspension is
lifted, Treu will continue to use dummy sources until
RSO feels he is adequately trained to begin using actual
sources.

We will formally audit the performance of source loaders
every six months to verify that they are continuing to
maintain their skills in this area. The semi-annual aud
will be conducted by the RSO and the loader's supervisor
tho will quiz the loader on the preoperational phase of
loading activity and observe the operational and
postoperational phases themselves. If an employee's
performance is deficient (that is, if he fails to
satisfactorily perform any portions of the tasks), he wi

be immediately removed from source loading, He will then

undergo refresher training, supervised by the RSO and (1
necessary) an outside consultant. All audict results wil
entered in the personnel files of the loaders.

The RS0 will also conduct informai, unscheduled audits o
the source loading activity on a continuing basis.

Employee Morale and Cooperation
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In my opinion, employee morale and cooperation have already

improved significantly. People are more open 1in their
communications. They are asking more questions of their
managers and relying less on the grapevine. We have had
three employee meetings since receiving your Enforcement
Action. There were opportunities at these meetings for
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Mr. James G. Keppler
U. S. NUCLEAR REGULATORY COMMISSION, REGION

employees to ask questions of top management; they took
advantage of these opportunities to ask many questions
relating to the Enforcement Action and its effect on the
company's future. In addition, we held a special refresher
course on radiation safety on September 9; at that meeting,
there were questions raised relating to company-specific
itens, not just to matters of health physics and radiation
safety.

As mentioned in reference 3, we distributed a memo tc all
employees remninding them that they should notify the RSO
whenever they have concerns about radiation safety. In that
memo, we also said that they have the right to go up the
chain of command all the way to the President if they are
unhappy with the replies of people lower in the chain of
command.

1l It To The Pres",

We have had an ongoing program called "Tel
to communicate

which offers a vehicle for any employee

confidentially to the President. We have reminded people of
its existence and hope that they will take advantage of it
if they feel that it is necessary.

At present, we have meetings of all employees once a year.
We will increase the freguency of these meetings to once
every six months. At these meetings, we will ciscuss
company financial performance, describe jobs that are of
special interest, and allow time for the employees to raise
questions or bring up any matters that are of concern to
them. This procedure will assist us in keeping the channel
of communication open and encourage the free interchange
ideas between employees and top management.

On August 30, 1983, Doug Steenson, a human resources
specialist from our parent company, Rosemd2unt, Inc.,
administered two tests to the eleven production personnel
who are involved in handling sources and source housings:
the Minnesota Multiphasic Personality Inventory and the
California Personality Inventory. (These tests are part of
a selection battery that has been developed by Personnel
Decisions, Inc. in conjunction with the Nuclear Regulatory
Commission and companies having extensive nuclear
operations.) The test results were evaluated by a team of
industrial psychologists; one of them conducted further
tests and interviews with four selected personnel on
September 7.
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James G, Xep ' September 12, 1983
S. NUCLEAR REG TORY COMMISSION REGION III Page 4

If the industrial psychologist determines that we have
individuals who are unstable and not suited for work
involving radioactive materials, we will see that they are

removed from any sensitive positions at Kay-Ray.

The final results of the psychological tests and interviews
are not in yet, but the preliminary results indicate that
Rich Lopez is a stable individual and presents no cause for
concern; this further substantiates our decision to use him
immediately as our primary source loader.

Within the next several weeks, Al ; lc/éooe:o;w:
employee opinion survey will be a1 stere t¢ Kay=Ray
personnel. This survey, which l f in § on such
diverse topics as competence of management, adegquacy of pay,
and quality of working conditions, will be evu;uated by
Rosemount's parent company, Emerson Electric. When we get
the results, we will prepare a : of actions to correct
major items of dissatisfaction.

Training

On September 9, Eli Port conducted a aining session on
radiation safety for engineering persor source handlers,
QC technicians, production, recexvxng, 1 g}

personnel, and a representative from ng
Services. A follow-up session was hc‘J Sp“ lfl“dll' for the
source handlers and QC technicians, dealing with proper
operation of survey instruments and safe handling of
sources. These sessions were conducted by Dave Derenzo of
RSSI. Rich Phelan, who participated in the September 9
training, will train the balance of the Field Engineering
Services personnel in the proper operation of survey
instruments and the safe handling of sources.

Additional in-house training will be conducted for QC
technicians and other production personnel over the next two
to four months. (These personnel do not handle unshielded
sources.) Their training will deal primarily with the
proper use of survey instruments.

We presently have one fully trained source loader, Rich
Lopez. He will do all the source i10ading until our backup
loader, Al Treu is qualified. I expect Treu to be fully
trained by October 28, 1983.

This training will be in addition to the training program
described in documents previously submitted in support of
our application for license.
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U. S. NUCLEAR REGULATORY COMMISSION, REGION III Page 5

As the enclosures indicate, we have reminded our employees
that they must notify the RSO whenever they encounter any
violations of radiation safety. Particular emphasis has
been placed on reporting leaky sources, leaky source
housings, and packages with excessively high surface
radiation.

Controlling Access to and Use of Dosimetry Devices

As stated in reference 3, our dosimetry devices have been
under lock and key since Aucust 15, 1983. Our Materials
Hlanager unlocks the box in the morning and stanis by as each
person takes his badges and signs for them on a sign-out
sheet. The box is then locked until quitting time. Our
Radiation Safety Officer supervises the return and sign-in
of the badges in the same way that the Materials Manager
supervises their withdrawal and sign-out.

This is only a temporary measure. When top management feels
that employee performance is fully acceptable, morale has
improved, and employees are completely trainecd, we will
simplify this procedure.

Inventory Control System

We will follow the inventory requirements as called for in
our present license. We recognize that our inventory
control system requirements are unnecessarily complex, and
we will be submitting a reguest for a license amendment
within the next two weeks. In the meantime, we will
continue our monthly physical inventory of all sources and
our daily curiage count.

Survey Meter Calibration

For the present, we will calibrate survey meters every three
months, as required by our license. We believe that this is
unnecessarily restrictive., Within the next two weeks, we
will request an amendment to our license to change the
frequency to every six months.
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Conclusion

We believe that we are now in full compliance with 10CFR20,

and we are willing to make this letter part of our license
conditions.

Wwe respectfully request that Yy rove the resumption
our suspended operations to preven further, and possibly
irreparable, damage to Kay-Ray
further questions, please 1 to call either
Axelrod or me. We are willing to meet witn you at
Axe j Y

to clarify our pnsition.

y

If you have any

Source Handler Performance
Radiation Saf y Manual, V
Radiation Safety Manual, V
Radiation Saf Manual,
Radiation Saf

Radiation Safet)

Radiation Safety Bulletir
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License No. 12-11184~0}
EA No. 83 76

Kay-Ray, Incorporated

ATTN: Mr, Jack G. Crump
President

516 West Campus Drive

Arlington Heights, IL 606004

Gentlemen:

As a result of several apparent overexposures of Kay-Ray, Incorporated
employees who had been engaged in installing sealed radiation sources in
gauges, the NRC conducted inspections of your licensed activities on June 8
and 10 and fugust 1, 1983. After reviewing the inspection findings the NRC
staff concluded that there were potentially serious weaknesses in your
radiation protection program and your ability to ensure the safe handling
of radioactive material,

In responsc to these concerns, on Augus. 15, 1983. the NRC issued an Order
Suspending License, Immediately Effective, and Order to Show Cavse. (48 Fed.
Reg. 38355, (August 23, 1983)). The Order required that loading, unloading
or other handling of unshielded radioactive sources remain suspended uncil
you had demonstrated that your radiation protection progran was adequate te
ensure compliance with 10 CFR Part 20. In making such demonstrations you
were required to conduct a review of your radiation protection program and
submit the results of the review and the proposed revisicns to the program
for NRC, kegion III review and approval. In conducting your review you were
required tc give consideration to such matters as implementing audits of
employee performance, witn special emphasis on handling of radioactive
material; establishing procedures to address employee morale and to improve
cooperation petween management and employees; ensuring adequate training and
annual retraining of personnel in source handling techniques, survey instru-
ment cperation and reporting responsihilities; and controlling access to and
use of dosimetry devices.

Your response to the Order and corrective actions taken were described in
letters dated September 2 and 12, 1983, from Kay-Ray, Incorporated to the
NRC. Your corrective actions were also discussed during a management
meeting on September 6, 1983 in the NRC Region III Office in Glea Ellyn,
Illinois between officials of Kay-Ray, lacorporated, its consultant, and
Region III staff.
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The NRC conducted a follewup inepection on September 9, 1983, to review
the adequacy of your corrective actions. After reviewing the inspection
findings, 1 have concluded that Kay-2ay. Incorporated has adequately
responded to the terms of the August 15, 1983 O.der. Accordingly, I find:
(1) that, pursuant to Paragraph III.B of the Orde:, Kay-Ray, Incorporated
has showa cause why the suspeasion of activities should not remain in
effect, and (2) that, pursuant to Paragraph IIi C of the Oxr'er, Xay-Ray,
Incorporated may, immediately effective, resv.e loading, unloading or
otherwise handling unshielded radioactive sources,

The NRC, as a separate matter, is continuing to review its inspection
findings to determine if a civil penalty should be proposed. Correspondence
relating to that matter will be provided to you at a later date.

Sincerely,

) 205 b ey

.y lames G. Keppler
(, Regional Administrator
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License No. 12-11184-01
EA 83-76

Kay-Ray, lvr-orporated

ATTN: MHMr. Jack G. Crump
Fresident

516 West Campus Drive

Arlirgton Heights, IL 60004

Gentlemen:

This refers to the inspections conducted by Messrs. J. L

D. G. Wiedeman of our staff on June 8 and 10, and August

activities authorized by NRC Byproduct Material License Mo

The results of the inspections were discussed on July 29, 1983,

an Enforcement Conference in the Region III office between you and members
of your staff and Mr. A. B. Davis and others of the NRC staff.

[he inspections showed that Kay-Ray employees received radiation doses 1in
excess of NRC limits on two occasions in the second and third quarters
1983. Also, a package containing byproduct material with excessive ri
levels at the surface of the package was packaged and shipped by a Kay
employee

To emphasize the importance of these matiers and the responsibility of

licensees to limit excessive radiation exposure, properly package and ship

radioactive materials and ensure effective management control, we propose

to impose civil penalties for the items set forth in the Notice or Violation
that is enclosed with this letter Although we recognize that an Order was
issued to you on August 15, 1983 suspending certain activities under your
license, that Order was issued to address the immediate threat to public
health and safety posed by your activities Civil penalties are now being
proposed as a deterrence to similar occurrences in the fuiuse [he violations
in the Notice have been categorized at the severity levels described in the
General Policy and Procedure for NRC Enforcement Actions, Appendix C to

10 CFR Pe+. 2. After consultation with the Director of the Office of
Inspection and Enforcement, I have been avthorized to issue the enclcsad
Notice of Violation and Proposed Imposition of Civil Penalties in the cumula-
tive amount of One Thousand Eight Hundred Dollars

You are required to respond to this letter and should follow the instructions
in the Notice when preparirg your response. You should also give particular
attention to those actions that will be taken by management to ensure that in
the future, source handling and shipping procedures will be properly followed.
Your replv to this letter and the results of future inspections will be con
sidered in determining whether further enforcement action is appropriate

CERTIFIED MAIL
RETURN RFCEIPT REQUESTED
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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 the enclosure
will be placed in the NRC Public Document Room.

The responses directed by this letter and the enrlosed Notice are not subject
to the clearance proredures of the Office of Management and Budget as required
by the Paperwork Reduction Act of 1980, PL 96-511.

Sincerely,
~ 4/ ]
,nAJ;ZL,LLJyplé

: {
ames G. Keppler
Regional Administrator

S

Fnclosure: Notice of Violation
and Proposed Imposition of
Civil Penalties

cc w/encl:

DMB/Document Contrcl Desk (RIDS)




Notice of Violation
and
}“lulnvj,q-d Impos 1 Civil Penalties
Kay-Ray, Incorporated License No. 12-11184-)1

516 West Campus Drive EA 83-76
Arliagton Heights, Illinois

During NRC inspections on June 8 and 10, and August 1, 1983, violations of
NRC requirements were identified. & licensee's employee received an appar-

ent occupational radiation dose of 29.88 rems tc the hands during the second
quarter of 1983 Another employee received apparen! radiation doses of 60.68
rems to the hands and 7.19 rems to the eyes during the third quarter of 1983
This same employee during the third quarter of 1983 received an apparent whole
bedy radiation dose of 25.26 rems (14.38 rems gamma + 10.58 beta). In addition,
a Kay-Ray employee shipped a package from a customer's facility that had

surface radiation levels in excess of Department of Transportation limits

To emphasize the importance of these macters and the responsil ity of licensees
to limit excessive radiation exposure, properly package and p radioactive
materials and ensure effective management coatrol, the NRC proposes to iwpose
civil peralties in the cumulative amount of One Thousand Eight Hundred Dol)ars.
In accordance witli the General Policy and Procedure for NRC Enforcement Actions
(10 CFR Part 2, Appendix C), 47 FR 9987 (March 9, 1982), and pursuant to Section
234 of the Atomic Energy Act of 1954, as amended ("Act"), 42 U.S.C. 2282,

PL 96-295, and 10 CFR 2.205, the particular violations and associated civil
penalties are set forth below:

Civil Penalty Viclations

A 10 CFR 20.101(a) states no licensee shall use licensed material
in such a manner as to cause an individual in a restricted area
to receive i1n any period of one calzndar quarter a total occupa-
tional dose in excess of 1.25 rems to the whole body and lens of
the eyes, and 18.75 rems to the hands. 10 CFR 20.101(b) permits
a whole body exposure of 3 rems per calendar quarter provided
certain conditions are met

Contrary to the above, an individual who worked in a restricted
area during the ird quarte~- of 1983 received an apparent whole
body dose of 25.26 rems (14.38 rems gamma + 10.88 beta) In
addition, this individual received apparent doses of 7.19 rems
to the ev-, and 00.68 rems to the hands during the Chird quarter
of 1683.

This is a Severity Level Il violation (Supplement IV).
(Civil Penalty ~ $800)




Notice of Violation

10 CFR 20.101(a) states no licensee shall use licensed material

in such a manner as to cause an individual in a restricted area to
receive in any perio? of one calendar quarter a total occupa-
tional dose in excess uf 1.25 rems to the whole body and 18.75
rems to the hands

Contrary to the above, an individual werking in a restricted
area received an apparent dos~ of 29.88 rems to the hands during
the second quarter of 1983.

This is a Severity Level III violation (Supplement IV)
(Civil Penalty - §$500)

License Condition No 15 requires that all transport of licensed
material be performed in accordance with the provisions of

10 CFR Part 71, "Packaging of Radioactive Material for Transport
and Transportation of Radioactive Material Under Certain Condi~-
*ions."

10 CFR 71.5 requires licensees to transport licensed material in
accordance with the Department of Transportation (DOT) regulations
in 49 CFR Parts 170 through 189.

49 CFR 173.393(i) requires that all radioactive mater ials must
be packaged sc that at any tim~ during the normal conditions
incident to transportation, the radiation dose rate does not
exceed 200 millirems per hour at any point on the external
surface of the package.

Contrary to the above, a Kay-Ray Incorporated field service
engineer packaged and shipped, from a customer's facility, two
Kay-Ray gauging devices containing a total of 1 curie of
cesium=137. After the package arrived at the Kay-Ray facility
in Arlington Heights, Illinois, the licensee surveyed the
pickage on September 21, 1982 and found radiation levels in
excess of 500 millirems per hour on the external surface.

This is a Severity Level III violation (Supplement V).

(Civil Penalty - $500)

Pursuant to the provisions of 10 CFR 2.201, Kay-Ray, Incorporated is hereby
required to submit to the Director, Office of Inspection and Enforcement,
USNRC. Washington, D.C. 20555, with a copy to the Regional Administrator,
USNRC, Region 117, 799 Rcosevelt Road, Glen Ellyn, IL 60137, within 30 days of
the date of this Notice, a written statement or explanation in reply, including

for each alleged violation: (1) admission or denial of the alleged violation;
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(2) the reasons for the violation, if admitted; (3) the corrective steps that
have been taken and the results achieved; (4) the corre.tive steps that wil. be
taken to avoid further violations; and (5) the date when full compliance will

be achieved. 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 ocath or affirmation.

Within the same time as provided for the response required above under 10 CFR
2.201, Kay-Ray, Incorporated may pay the civil penalties in the cumulative
amount of One Thousand Eight Hundred Dollars or may protest imposition of the
civil penalties in whole or in part by a written answer. Should Kay-Ray,
Incorporated fa‘l to answer within the time specified, the Direct r, Office of
Inspection and Enforcement, will issue an order imposing the civil penalties in
the amount proposed above. Should Kay-Ray, Incorporated elect to file an
answer in accordance with 10 CFR 2.205 protesting the civil penalties, such
answer may: (1) deny the violations listed in this Notice, in whole or in
part; (2) demonstrate extenuating circumstances; (3) slow 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 penaities, the five factors cortained in Section IV(B) of 10 CFR

Part 2, Appendix C 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 pursuan® to 10 CFR 2.201, but may incorporate statements or explanations
by specific reference (e.g., citing page and paragraph numbers) to avoid
repetition. Kay-Ray, Incorporated's attention is directed to the other pro-
visions of 10 CFR 2.205 regarding the procedure for imposing a civil penalty.

Upon failure to pay any civil penalty due, which has been subsequently deter-
mined 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,
or mitigated, may be collected by civil action pursuant to Section 234c of the
Act, 42 U.S.C. 2282.

FOR THE NUCLEAR REGULATORY COMMISSION

;;Jms G. QiPQﬂ '
Regional Administrator

Date at Glen Ellyn, Illinois
this 23 day of September 1983
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Kay-Ray Inc. has always had concern for the health ana safety of
jeneral public, as well as for its own employees. This has been
lemonstrated over the years by the integrity of our source housing
iesigns aad the thorougnn ¢ radiation safety program. The
recent audit of our program ! certified health physicist pointe
out areas of improvement, . we are currently in the process of
making these improvements \ t f of the items have already be

corrected, and the others ] > corrected by December 21, 1983.

OQur check for $1800 is enclose payment in full of the imposed

Civlii penalties.

yincerely,

( Crump
{ i
Lresident

J '\i ‘\.V / j K
STATE OF ILLINOIS
COUNTY OF COOK

—
4

Jn this_ ° ~day of. (‘L ce e , 1983, before me personally

appeared, . ¢, D e an ¢+ O me known to be the person described

in and who executed the_fbregoing instrument and acknowledged that
he executed the same as "his free act and deed.

pa— / 4 )

-4

'V/Vuig < '»(/:,/ 1’// <—:‘
Notary Public

Regional Administrator
USNRC, Regicn III

799 Rnosevelt

Glen Ellyn, IL
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

REGION Il
101 MARIETTA ST, N.AV., SUITE 3100
AT_ANTA. GEORGLA 30303

LADY C 2300
"o...c MA.YE <3 “”/3

Hospital Metropolitano

ATTN: Ms. R. Esteras, Administrator
Box EH Cappara Heights Station

San Juan, Puerto Rico 00922

SUBJECT: PROPOSED CIVIL PENALTIES - EA 82-14
(Reference Report Nos. 52-16033-01/83-01 AND -02/83-01)

A routine safety inspection, conducted on FeLruary 2 and 3, 1993, indicated that
certain activities authorized by NRC License Nos 52-16032-01 and -02 were not
conducted in full compliance with the conditions of the licenses and NRC require-
ments. At the concl'sion of the inspection, the findings were discussed by the
inspector with the Hospital Administrator. Our immediate concerns for ensuring
the health and safety of involved personnel were also discussed on February 11,
1983, in a telephone conference with the Hospital Administrator. On February 18,
1983, Mr. J. P. Stohr, Director, [livision of Emergency Preparedness and
Materials Safety Programs, and other members of the Region Il sti7f, met with
Ms. R. Esteras, Administrator, in an enforcement conference at the hospital.

One subject discuzsed ir the enforcement conference related to NRC concerns about
the practice of administering therapeutic doses of radioiodine tc patients under
corditions in which the administering technician was subject to an unmonitored
inhalation exposure. The conferences also included disciussion relevant to the
hospital's requirement for the services of a qualified expert to check and cali-
brate its teletherapy machine. The NRC officials attending the conference
expressed concern that the number and scope of the violations indicated a lack of
management ~ontrol over licensed activities and discuss.. the need for the
hospital administrator, the safety committee and the radiation safety officer to
ensure licensed activities are conducted in accordance with the license.

One unresolved item was identified during this inspection. That matter is

currently under irvestigation by the NRC Office of Investigation. Upon comple-
tion of the investigation, you will be informed of what, if any, enforcement
act.on will be taken for that item.

To emphasize the importance of this matter and the need to ensure implementation
of effective management control over your licensed program, we propose to impose
civil penalties for the items set forth in the Notice of Violation which is
enclosed with this letter. The violations in the Notice have been categorized as
Severity Level III violations in accordance with the NRC Enforcement Policy, 10
CFR Part 2, Appendix C, published in the Federal Register, 4/ FR 9987 (March 9,
1982). The base value fc~ each of the two Severity Leve! 11l violations ic Twe

CERTIFIED MAIL RETUKN RECEIPT REQUESTED
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Hospital Metropolitano 3

This is a Severity Level III Viciation (Supplement IV).
(Civil Penalty - $2,000)

8. The licensee did not use and possess byproduct material for human use at its
teletherapy facility in ac-ordance with NRC regulations and the conditions
of its specific license, No. 52-16033-02, as indicated by the following
examples:

1.

10 CFR 35.22(a) and (c) require the licensee to cause spot-check
measurements t( be performed on each teletherapy unit at intervals not
exceeding one month. It reguires that these measurements be conducted
by a qual‘fied expert or, if not conducted by such an expert, reviewed
by a qualified expert within 15 days.

10 CFR 35.24 requires the licensee to determine that the person who
reviews the results of spot-check measurements of its teletherapy units
is an expert qualified by training and experience to perform this
service. Footnote 2 to 10 CFR 35.24 allows a licensee, who has its
teletherapy unit calibrated by persons who do not meet the criteria for
minimum training and experience, to request a license amendment excep-
tirg them from the provisions of 10 CFR 35.24.

However, since April 1982, the licensee did not determine if the person
who either conducted or reviewed spot-check measurements of its tele-
therapy unit had the qualifications specified in 10 CFR 35.24 to
perform this service. Spot-check measurements were not performed or
reviewed by a qualified expert. The licensee did not request a license
amencdment in accordan~ze with the provisions of Footnote 2.

10 FFR 35.21(6)(3) requires a licensee, who is authorized to use tele-
therapy units for treating hurans, to cause fuii calibration measure-
ments to be performed on each teletherapy unit at intervals not
exceeding one year. It requires that these measurements include a
determination of the uniformity of the radiation field.

However, the full calibration measurements performed in March 1982 did
not include a determination of the uniformity of the radiation field.

10 CFR 35.21(c) requires a licensee, who is authorized to use tele-
therapy units for treatir; humans, to cause fu'. calibration measure-
ments to be performed on each teletherapy unit following the proce-
dures recommended by the Scientific Committee on Radiation Dosimetry of
the American Association of Physicists in Medicine (Physics in
Medicine and Biclogy, Vol. 16, November 3, 1571, pp. 379-396).

However, cr. the last full calibration of the iLc’eth:rapy unit (March
1982), the licensee did not follow the procedures cite” above. The
referenced protocol recommends, when determining the absorbed dose from
in-air measurements of exposure, th. use of an "F" factor for water or
muscle (exposure-to-dose conversion for cobalt-60), and an "Aeq" factor
(attenuation correction fact:r) for cobalt-60 in the “inal absorbed
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CARR, 2! NO, 1788

S i LAS LOMAS, RIO PIEDRAS
CAPARRA HEIGHTS SLEATO RiCO, 00928 TELS. 783+ 6200
00932 TRI-09

April 18, 1983

The Director

Office of Inspection and Enforcement USNRC
Washington, D.C. 20555

Dear Sirs:

I include copies of the letters from Dr. Sostre of Nuclear Medicine
& Dr. Victor Marcial from Radiotherapy.

We also include a copy of the Curriculum Vitae of Mr. Zaidi, our
Physicist & Mrs. Quifcnes, Director of Nursing.

The communications very well explain in detail our position & the
measurements we have taken to correct the situation.

I understand that proposed penalties will be revoked. I hope to
hear trom vou soon.

Cordially,

Esterfs,
strator

RE/nc

cc: James P.0' Reilly
Regional Administrator

Mr. M.K. Zaidi
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UNITED STATES
NUCLEAR REGULATORY COMMISSION
WASHINGTON, D. C. 20656

SEP 2 91983

License Nos. 52-16033-01
52-16033-02

Hospital Metropolitano

ATTIN: Ms. R. Esteras, Administrator
Box E.H., Caparra Heights Station
San Juan, Puerto Rico 00922

Gentl.men:

SUBJECT: IMPOSITION OF CIVIL PENALTIES - EA 83-14
(REFERENCE REPORT NOS. 52-16033-01/83-10 AND 52-16033-02/83-01)

This acknowledges receipt of your letters dated April! 18, 1983, May 25, 1983, and
August 10, 1983, in response to the Notice of Violation and Proposed Imposition
of Civil Penalties sent to vou by letter dated March 23, 1983 from the Regional
Administrator, Region Il. The March 23, 1983 ietter concerned violations identi-
fied during a routine inspection of the hospital on February 2 and 3, 1983.

After careful consideration of your responses, and for the reasons given in the
enclosed Order and Appendix, we have concluded that all the violations, except
Violation B.2, did occur as set forth in the Notice cf Violation and Proposed
Imposition of Civil Penalties. We have also given careful consideration to your
reauest for remission of thea proposed penalties and have concluded that the
penalties will be reduced from Four Thousand Dollars to Two Thousand Five
Hunared Dollars. The penalty mitigation takes into account the Ticensee's
"ability to pay" and our withdrawal of Violation B.2 Accordingly, we hereby
serve the enclosed Order on Hospital Metropolitano, imposing a civil penalty in
the amount of Two Thousand Five Hundred Dollars.

Your actions taken to correct the violations and to prevent their recurrence wil
be evaluated during future inspections of the hospital.

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 the enclosure
will be placed in NRC's Public Document Room.

REQUESTED
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The responses directed by this letter and the enclosed Order are not subject to
the clearance procedures of tne Office of Management and Budget as required by
the Paperwork Reduction Act of 1980, PL 96-511.

Sincerely,

2/

£, f(%/éw"ﬂ(

Richard C. DeYbung, Director

Office of Inspecticn and Enforcement

Enclosures:
1. Order Imposing Civil Monetary Penalties
2. Appendix - Evaluation and Conclusions
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

In The Matter of

HOSPITAL METROPOLITANO
Box £.H.. Caparra Heights Station
San Juan, Puerto Rico 00922

License Nos. 52-16033-01
52-16033-02
EA 83-14

ORDER IMPOSING CIVIL MONETARY PENALTIES
I

Hospital Metropolitano, San Juan, Puerto Rico 00922, (the "licensee") is the
holder of License Nos. 52-16033-01 and 02 (the "licenses") issued by the Nuciear
Regulatory Commission (the "Commission") which authori.es the licensee to operate
nuclear medicine and teletherapy activities in accordance with the conditions
specified therein. The licenses were issued on February 9, 1981, and

September 14, 1982, respectively.

II

As a result of a routine safety inspection conducted on Februiary 2 and 3, 1983 by
the Nuclear Regulatory Commission Region Il inspection staff, the NRC staff
determined that the licensee had conducted activities in its Nuclear Medicine and
Teletherapy departments in violation >f NRC's regulations and the conditions of
its licenses. 77e NRC served the licensee with a wiritten Notice of Violation

and Proposed Imposition of Civil Penalties by letter dated March 23, 1983. The
Notice identified the NRC regulations and license conditions that had been
violated, disclosed the inspection findings substantiating the violations, and
stated the amount of civil penalty proposed for each violation. The licensee
responded to the Notice of Violation and Proposed Imposition of Civil Penaliies

with letters dated April 18, 1983, May 25, 1983, and August 10, 1983.
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Upon consideration of the responses received and the statements of fact, explana-
tion and argument for remission of the proposed civil penaities contained therein
as set forth in the Appendix to this Order, the Director of the Oifice of
Inspection and Enforcement determined that the violations, except example B.2

in the Notice, did occur as set forth in the Notice of Violation. The Director
concluded that the proposed penalties should be mitigated in recognition of the

licensee's limited ability to pay and the NRC's withdrawal of example B.2.

In view of tne foregoing and pursuant to Section 234 of the Atomic Energy Act of
1954, as amended, 42 U,.S.C. 2282, PL 96-295, and 10 CFR 2.205, IT IS HEREBY
ORDERED THAT:

The licensee pay a civil penalty in the amount of Two Thousand Five
Hundred Dollars ($2,500) within 30 days of the date of this Order, by
check, draft, or money order payable to the Treasurer of the United
States and maiied to the Director of the Office of Inspection and

Enforcement, USNRC, Washington, D.C. 20555.

The licensee may within thirty days of the date of this Order request a hearinj.

A request for a hearing shall be addressed to the Director, Office of Inspection

11.A-103




and Enforcement. A copy of the hearing request shall also be sent to the Execu-
tive Legal Director, USNRC, Washington, D.C. 20555. If a hearing is requested,
the Commission will issue an Order designating the time and place of hearing.
Should the licensee fail to request a hearing within thirty days of the date of
thi~ Order, the provisions of this Order shall be effective without further
proceedings and, if payment has not been made by that time, the matter may be

referred¢ to the Attorney General fo., collection.

In the event “ne licersee requests a hearing as provided above, the issues to be

considered at such hearing shall be:

(a) whe’her the licensee was in violation of the Commission's requirements

as set forth in the Notice of Violation and Proposed Imposition of

Civil Penalties as modified in Section III above, and

whether on the basis of such violations, this Order should be sus-

tained.

FOR THE NUCLEAR REGULATORY COMMISSION

A A 77
Al H’(/ﬁyﬂ
Richard C. DeYoung, D{fector

Office of lg}pection and Enforcement

Dated at Bethesda, Maryland
this 29 day Septemper 1983
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APPENDIX

EVALUATIONS AND CONCLUSIONS

For each riolation and associated civil penalty identified in the Notice of
Violation and Proposed Imposition of Civil Penalties (dated March 23, 1983) the
original violation is restated and the Office of Inspection and Enforcement's
evaluation and conclusion regarding the licensee's reponses (dated April 18,
May 25, and August 10, 1983) to each item is presented.

Item A

Statement of Violation (Part 1)

Collectively, 10 CFR 30.3, 10 CFk 30.34(a), and 10 CFR 35.2 require that the
licensee shall receive, use, poss:ss, and transfer byproduct material intended
for human use in accordance with 211 valid NRC rules and regulations and specific
licenses issued by the NRC,

Contrary to the above:

A. The licensee did not use and possess byproduct material for numan use at its
Nucl2ar Medicine facility in accordance with NRC regulations and the
conditions of its spec'fic license, No. 52-16033-02, including the
statements containad in its application dated June 27, 1980, which are
incorporated into the license by Condition 18, as indicated by the following
examples, each of which constitutes a violation:

1. Item 15 G.1 of the application states that therapeutic radioiocine
solutions will be opened and handied within a fume hood. However,
since June 1980, the licensee opened and handled doses of 100 to 200
millicuries of radioiodine solutions, approximately five times each
year, without using a fume hood. The Nuclear Medicine Department was
not equipped with a fume hood.

Licensee Response - The licensee admitted the violation,

Statement of Violation (Part 2)

2. Item 15 G.5 of the application states that all persons handiing more than 1
millicurie of radioiodine will have a measurement of thyroid uptake on the
following day. However, since June 1980, the licensee has not measured the
thyroid uptake of the persons who opened and administered the therapeutic
doses identified above. Accordingly, the licensee made no eva'uation of the
internal radiation exposure incurred by the personnel who handled
radioiodine solutions under conditions presenting & substantial potential
for exposure,

Licensee Response - The licensee admitted the violation,
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Statement of Violation (Part 3)

3. Item i5 F.30 of the application states that syringe shields will be used for
preparation and administration of patients' doses. Howcver, since
June 1980, syringe shields have not been used for preparation and
administration of patients' doses.

Licensee Response - The licensee denied the violation stating that they had a
broken shield on hand.

NRC Evaluation and Conclusion - Since the iicensee did not have available for

use at the time of the inspection an operable syringe shield for preparation and
administration of patients’ doses as required, and had not been using the shields,
the violation stands as proposed in tne Notice of Violation.

Statement of Violation (Part 4)

4, Item 10 of the appiication states that the procedures specified in
Appendix D of Regulatory Guide 10.8 will be followed for the dose
calibrator. Anpendix D specifies a procedure for testing the linearity of a
dose calibrator that requires the use of a Tc-99m source, the activity of
which is equivalent to the maximum activity to be assayed (typically, 7C0 to
1000 mCi), over a period of 48 hours. However, since June 1980, the
licensee has tested the linearity of its dose calibrator over a period of 12
hours using a 100 mCi source of Tc-99m.

Licensee Response - The licensee admitted the violation.

Statement of Violation (Part 5)

. I[tem 9 of the application states that the licensee possesses an Exposure
Ratemeter Nuclear Chicago Model 2592 having a sensitivity range of 0-1000
mR/hr. However, on February 3, 1983 (the day of the inspection) the only
survey meter in the Nuclear Medicine Department had a range from 0-200
mR/hr,

Licensee Response - The licensee denied the violation on the basis that the
instrument was being calibrated on the day of the inspection.

NRC Evaluation and Conclusion - The NRC requires a licensee to have survey
instrumentation, having a range commensurate with the magnitude of exposure
rates encountered in its licensed activities, available for use when required.
On the day of the inspection, the licensee was performing licensed activities
but did not have availabie for use the required survey meter (i.e., a survey
meter with a range of 0-1000 m"/hr) because that meter was out for calibration.
The violation stands as proposed in the Notice of Violation.
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Statement of Violation (Part 6)

6. Item 15 F.28 of the application states that areas used for elution of
Mo-99/Tc-99n ger erators, for preparation of rziiopharmaceuticals from
reagent xi1ts, and for preparation of individual patient doses will be
surveyed for contamination after each procedure and/or at the end of eacn
working day. However, since June 1980, the licensee did not follow this
regime; the Nuclear Medicine Department was surveyed at weekly intervals,

Licens2e Response - The licensee admitted the violation.

Statement of Violation (Part 7)

10 CFR 35.11(b) requires an institution having a specific license for human
use or byproduct material to appoint a radiation safety conmittee to oversee
the use of licensed material throughout the institution and to review the
institution's radiation safety program, It specifies that the membership of
the committe must include a representative of the nursing staff. However,
the membership of the licensee's radiation safety committee did not include
a representative of the nursing staff,

Licensee Response - The licensee admitte. the violation.

Item B

Statement of Violation (Part 1)

Collectively, 10 CFR 30.3, 10 CFR 30.34(a), and 10 CFR 35.2 require that the
licensee shall receive, use, possess, and transfer byproduct material intended
for human use in accordance with all valid NRC rules and regulations and specific
licen-es issued by the NRC.

Contrary to the above:

B. The licensee did not use and possess byproduct materieal for human use at its
teletherapy facility in accordance with NRC reguliations and the conditions
of its specific license, No. 52-16033-02, as indicated by tne following
examples:

b 10 CFR 35.22(a) and (c) reguire the licensee tu caLie spot-check
measurements to be performed on each tzletherapy unit at intervals not
exceeding one month, It requires that these measurements be conducted
by a qualified expert or, if not conducted by such an expert, reviewed
by a qualified expert within 15 days.

10 CFR 35.24 requires the licensee *o determine that the person who
reviews the results of spot-check measurements of its teletherapy units
is an expert qualified by training and experience to pe:form this
service. Footnote 2 to 10 CFR 35.24 allows a licensee, who has its
teletherapy unit calibrated by persons who do not meet the criteria for
minimum training ard experience, to request a license amendment
excepting them from the provisions of 10 CFR 35.24.
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However, since April 1982, the licensee did not determine if the person
who either conducted or reviewed spot-check measurements of its
teletherapy unit i:ad the qualifications specified in 10 CFR 35.24 to
perform this service. Spot-check measurements were not performed or
reviewed by a qualified expert. The licensee did not request a license
amendmert in accordance with the provisions of Footnote 2.

Licensee Response - Tne licensee denied the violation stating that the monthly
spot-check measurements had been accomplished by a medical physicist from the
School of Medicine ‘rom 4pril 11, 1982 until June 1, 1982 and by a dosimetrist -
physicist from June 1982 until March 1983.

NRC Evaluatinn and Conclusion - In the licensee's response, no information was
provided to show that the individuals who conducted the spot-check measurements
were appropriatelg certified or had the minimum training and experience
specified in 10 CFR 35.24. Accordingly, the violation stands as proposed in
the Notice of Violation.

Statement of Violation (Part 2)

2. 10 CFR 35.21(b)(3) requires a licensee who is authorized to use
telethcrapy units for treating humans to cause full calibration
measurements to be performed cn each teletherapy unit al intervals not
exceeding one year. It requires that these measurements include a
determination of the uniformity of the radiation field.

However, the full calibration measuremeits performed in March 1982 did
not include a determination of the uniformity of the radiation field.

Licensee Response - ihe licensee denied the violation. He stated that the
measurements had included a determination of the uniformity of the radiation
field but record: of these determinations had not been made.

NRC Evaluation and Conclusion - The denia! is accepted by the NRC and part 2 of
VioTation B 1s withd-awn. The licensee's failure to record the determinations
was a violation of the requirements of 10 CFR 35.25.

Statement of Violation (Part 3)

3. 10 CFR 35.21(c) requires a licensee, who is authorized to use
teletherapy units for treating humans, to cause full calibration
measurements to be performed on each teletherapy unit following the
procedures recommended by the Scientific Committee on Radiation
Dosimetry of the American Association of Physicists in Medicine
(Physics in Medicine and Biologs, Vol. 16, November 3, 1971,

Pp. =396). However, on the Tast full calibration of the teletherapy
unit (March 1982), the licensee did not follow the procedures cited
above. The referenced protocol recommer<s, when determining the
absorbed “ose froum in-iLir measurements of exposure, the use of an "F"
factor for water or muscle (exposure-to-dose conversion for ~obalt-60),
and an "Aeq" factor (attenuation correction factor) for cobalt-60 in

11.A-108



Appendix
the fin

determi
’he")“ f

Licensee Response

Statement of Viol

4, Conditi
writter

nowever,

posted

Licensee Pesponse

L]‘(:.’An\)p, Request

——— 1

on

al absorbed dose equation, However, the licensee, in
ning the absorbed dose from in-air measurements did not use
actors in the fi~nal abscrbed dose equation,

- The licensee admitted the viclation,

-
“

ation (Part

on 15 of License No. 52-16033-02 requires the licensee to post
emergency instructions at the letherapy machine control,

on February 3, 1983 the licensee had the emergency instruction
on the teletherapy room door versus the teletherapy machine

- The licensee admitted the violation.

..,,n L r ( [ v }‘4")(."2 L1y ‘.‘\ 'P:t-\"a‘fTi",

The licensee requested remission of the S!,f ) penalty assigned to [tem A

a-serting that the Nuclear

than approximatel
penalty would hay
patient care 1n t

the $2,000 penalt;,

NRC [vd]ud!]yv ar
In consideration
$1,000. The pena
Item B.2 as a vi

Medicine Laboratory has not shown a profit of more
y $3,000 per year since 1972, The licensee stated that the

e a substantial and adverse affect on its attempt to improve
he Nuclear Medicine Departmunt., Its request for remission of
assigned to Item B was nonspecific

) /€

d Lonciusior

of the hardship plea, the penalty for [tem A is reduced
lTy for Item B is 1educed to $1.500 to reflect the withdrawal of

latior

109

s




Y% /://7- il / //~/

POX €. ™
APARRA MEIGHTS

cos2




UNITED STATES
NUCLEAR REGULATORY COMMISSION
WASHINGTON, D. C. 20885

SEp 20 108

License No. 34-10445-01
EA 83-96

Shelwell Services Incorporated
Route 1, Harbor Hills
Hebron, Ohio 43025

Gentlemen:

SUBJECT: ORDER TO SHOW CAUSE AND ORDER TEMPORARILY SUSPENDING LICENSE
(EFFEFTIVE IMMEDIATELY)

Enclosed herewith is an Order, effective immediately, suspending your
license ancd directing you tc show cause why your license should not be
revoked.

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
enclosed Order will be placed in the NRC's Public Document Room,

The responses directed by this letter and the accompanying Order 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,

"4
o~ o
' #

!(b;fja:“"f’

Richard CL PeYoung, Director
Office of Inspection and Enforcement

Enclosure:

Order to Show Cause and
C:der Temporarily Suspending
License (Effective Immediately)

cc: U(hio Department of Hezlth

CERTIFIED MAIL
RETURN RECETPT REQUESTED

A1




UNITED STATTS
NUCLEAR REGULATORY COMMISSION
WASHINGTON, DC 20555

In the Matter of

Shelwell Services Incorporated
Route 1, Harbor iiflls
Hebron, Chio 43025

License No. 34-10445.0)
EA 83-96

ORDER TO SHOW CAUSE
AND URDER TEMPORARILY SUSPENDINC LICENSE

[

Shelwell Services Incorporated, Route 1, Harbor Hills, Hebron, Jhio, 43025 (the
"Licensee"”) is the holder of a specific byproduct material license (No.
34-10445-01" issued by the Nuclear Reguiatory Commission (the "Commission")
pursuant to, among other rugulations, 10 CFR Part 30. The license was
originally issued on October 27, 1964, and was most recently renewed on June 1,

1979, with an expiration date of July 31, 1984,

I1

On September 14, 1983, tre 1icensee advised the NRC of an incident at its
facility on Septerher 13, 1983 wherein a source had Leen cut into with

the resultant release of cesium-137 in powder form. r(he licensee stated

that thers had been some contamination of its faciiity, but that decontamination

had been accomp’ -shed. No personnel contamination was reported.

On September 15, 1983, NRC Region III sent an inspector to the licensee's
facility. The inspector identified that there had been possibly signi-
ficant overexposures to at least three licensee employees, that adequate
decontanination of the facility had not been accomplished and that offsite

locations (e.g., employees' cars, homes) had been contaminated, On
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September 15, 1983, the licensee agreed in a telephone conversation with

Regfon 11 officials to discontinue licensed activitie:,

[

While Region III's investigation of this incident is not yet complete, it
appears that continued conduct of licensed activities could pose a potential
threat to the healith of the public including licensee's employees. Therefore,
» have determiied ..2t the public realth, safety, and interest require that
License No, 34-10445-0]1 te susoended, pending the completion of the ongoing
investigation and a determination as to whether licensed activities wiil be
conducted in accordance with Commission requirements., [ have further deter-
mined pursuant to 10 CFR 2,202(f) that the suspension be immediately effective
pending further Order.

v
In view of the foie=going and pursuent to sections 8'. 161(b) and 186 of the
Atomic Energv Act of 1954, and the Commission's regulations, 10 CFR Parts 2

and 30, IT IS HEREBY ORDERED EFFECTIVE IMMECIATELY THAT:

A. The licensee shall not use byproduct material except as permitted in

Conditions 8, C, and D below.
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The licenses shall store all byproduct material in a restricted area in
its Hebron, Ohio facility. This storage area shall comply with 10 CFR
Part 20. The licensee's actions shall include the raturn of all sources

located off-site to th. licensee's facility.

The licensee shall immediatel: initiate decontami=ation of residences of
its contaminated workers and any uff-site areas that were contaminated

as a result ov the incident. ATl such areas shall be decontaminated to
levels specified in "Guidelines ’“or Decontamination of Facilities and
Equipment Prior to Release for Unrestricted Use or Termination of Licenses
for Byproduct, Source, or Special Nuclear Material" (NRC, Division of

Fuel Cycle and Material Safety, July 1982). Completion of decontamination
work shall be evidenced by means cf a final survey and verification of
completed decontamination submitted under oath to the Regioral Administrator,
NRC Regfon [I!. Pending completion of the decontamiratis  the licensee
shall provide an oral report weekly tc Wiiliam L. Axelson, Chief, Materials
and Safeguards Branch, Region IIl (312/790-5612) on the status of

decontamination.

Prior to entry into the l1i{cenree's facility to initiate decontamination
operations, and by no later than October 19, 1983, the licensee shall
submit a proposed decontamination plan for its facility te NRC's Regional
Office and obtain tne Regional Administrator's approval of the plan. The
plan shall discuss (1) the qualifications of the persons responsible for

radiation safety during the decontami iation operations; (2) the levels of
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contamination that will be permitted to remain in the facility after

docontamination; (3) a cescription of the methods to oe used to assure
praotection of workers and the envirorient against radiation hazards
during the decontamination operations; and (4) a description of tra

methods to be used for disposal of contaminated materials.

The licensee shall show cause, in the manner hereinafter provided, why

{cense No. 34-10445-01 should no*t be revoked.

Pursuant to 10 CFR 2.202(b), the iicensee may show cause, within 25 days after
issuanc: of this Order, as required by section IV.D, above, by filing a written
answer under oath or affirmation setting vorth the matters of fact and law on
which 1icensee relies. Tha licensee may answer, as nrovided in 10 CFR 2.202(d),
by consenting to the entry of an Order in substantially the form gioposed in
this Order to Show Cause. Upon failure of the licensee to file an answer within
the specified time, the Director, Office .,f Inspection and Enforcement may

f:sue without further notice an Order revoking License No. 34-10445-01,

Pursuant to 10 CFR 2.202(b), the licensee may, in its answer filed under
section V, above, request a hearing. Any answer to this Order or any

request for hearing shall be submitted to the Director, Office of Inspection
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and Enforcement, U.S. Nuclear kegulatory Commission, Washington, D.C.,
20555. Cozites shall also be sent to the Ixecutive Legal Director at the
same address and to the Rugional Administrator NRC Region III, 799 Roosevelt
Road, Glen E"lyn, I11incis, 60137. A REQUEST FOR HEARING SHALL NOT STAY
THE IMMEDIATE EFFECTIVENESS OF SECTION IV OF THIS ORDER.

If a hearing is requested by the licensee, the Commission will issue an
order designating the time and place of any hearing. [f a hearing is

held, the issue to be considered at such hearing shall be:

Whether this Order should be sustained.

FOR THE NUCLEAR REGULATORY COMMISSION

4
v
Richard C{ PeYoung, Director

Office of Inspection and Enforcement

Lated at Bethesda, Maryland
this 20 day of September 1983
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N

SHELWELL

s — »
—

Route #1, Rarbor Hills Hevron, Ohio 43025
Phone 614 928-2801

October .7, 1983

Richard C. DeYoung, Dirccto

Office of Inspection and Enforcement
U.S. Nuclear Regqulatory Commission
Washington. L Z. 20555

Dear Mr. DeYoung:

I am enclosing the Answer of Shelwell Seervices tco
NRC's September 20, 1983, Order to Show Cause and Order
Temporarily Suspending License. This Answer is dated

October 17, 1983, and reflects the discussions which we

had on October 14 with Region III officials. Additional
confidential {inancial information is being submitted separately
with a request that it be withheld from public disclosure.

Very truly yours,

Morey elton

James G. Keppler
Jamas Lieberman, Esq.
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October 17, 1983

UNITED STLTES OF AMERICA
NUCLEAR REGULATORY COMMISSION

In the Matter of

Shelwell Services Incorporated ) License No.
Route 1, Harbor Hillg ) 34-10445-01
Hebron, Ohio 43025 ) EA 83-96

Licensee's Answer to NRC Order to
Show Cause and Order Temporarily
Suspending License

I. Background

On September 20, 1983, Richard C. ™=Young, Director of
the Office of Inspection and Enforcement of the NRC, issued
an "Order to Show Cause 2nd Order Temporarily Suspending
License" in connection with NRC byproduct material License No.
34-10445-0. held by Shelwell Services Incorporated (hereinafter
referred to as "Licensee"). The Order, which was effective
immediately, was prompteéd by an incident at Licensee's Hebron,
Ohio, facility on September '3 which resulted in radioactive
contamination of the facility, personnel, and off-site locations.
The Order requires Licensee to terminate use of byproduct
material except as needed to comply with the Order's provisions.
All byproduct material is required to be returned to Licensee's
facility and stored in a restricted area in accordance with
10 C.F.R, Part 20. Licensee is required to decontaminate resi-
dences and other off-site areas contaminat~d as a result of the

September 13 incident. The Order requires Licensee to submit
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Licensee has provided logging and perforating services since

1964 to oil and gas well developers in Ohio and Tilinois. Twe

¢f the Company's full time employees are family members - Clyd
Shelton, President and Morey Shelton, Vice-President. Licensee
employed approximately 40 persons full time at the time of the
incident involving release of radiocactive materials. Of those,

28 were in Ohio and 12 in Illinois. The Illincis business involves
logging activities in the oil fields, which activities work out

of the Licensee's Hebron, Ohio headguarters.

Licensee's loaging business entails takig sealed radioactive
materials to well drill site locations where the materials are run
down and up the bore hole to characterize the physical structure
of the geologic formations which have been penetreted. Licensee's
well logging activities cannot be carried out without an NRC
license. The regulated aspects of well locging operations are
essentially (1) the storage of byproduct materials as sealed sources
in restricted areas; (2) shipment of the sealed sources in locked
containers on trucks to a job site or from job site to job site
over a period of time; (3) use of the sealed source with w21l
lcgging tools on the job site; (4) return of the sealed source
to storage in the restricted area.

License No. 34-10445-01 authorizes the use of licensed
material "at the licensee's facilities at Route 1, East of Hebron
on US 40, Hebron, Ohio and at temporary job sites of the Licensee

anywhere in the United States where the U.S. Nuclear Regulatory
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All off-site contamination was cleaned up to NRC criteria
and verified as such by NRC site officials by October 6, 198:,
Applied Health is filingy a decontamination plan for the on-site
contamination with the NRC on October 17, 1983, Upon NRC
approval of the plan, those decontamianticn activities will
begin.

V. Revised Radiation Protection Program

In the thirty-three (33) Cays since the release incident,
Licensee has undertaken numerous activities (in addition to pro-
viding such assistance as requected by Applied Health) to assure
compliance with all NRC regulations and license conditions., Li-
censee fully recognizes that its future authorization to operate
under an NRC license will require it to handle byproduct materials
in a totally secure and appropriate manner. 1In order to accer
this, Licensee has initiated the followinag regulatory radiatiorn
safety program:

A. Pevelopment of Radiation Safety Manuals. Licensee has

written a new Operating Procedures Manual in cooperation with
its retained health physicist and Applied Health. This manua’,
a copy of which is attached as Appendix A, allocates, defines
and prescribes responsibilities, practices and procedures for
managing ali routine and emergency situations., Compliance with
this manual will be an on-going conditicn of employment for all
of Licensee's emplovees. The Manual is significantly deta:iled,
and is constructed in compliance with tiie Licensee's "Policy

Statement Re: Radiological Safety"™ which provides,
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of the jobs being performed on the same wells. Therefeore, only
602 unrelated perforation jobs were performed, which accounted
for only 33% of Licensee's total jobs.

The normal business practice in the Appalachian petroleum
basin is for producers to purchase both logging and perfora.ing
services from the same company. Jobs are usually awarded on that
basis. Licensee believes that if it had not been able to log the
300 wells it did in the first 6 months of 1983, or the €98 wells
it logged in 1982, Licensee would have been abie .0 perforate few,
if any, of the wells which it also loyged. T4 erefore, Licensee
believes that common industry practice would have allowed Licensece
to have perforated only those 195 wells in the first half of 1983
and those 602 wells in 1982 which it perforated without loggina.
That is the work which would have been left if the Comnany had
not been licensed to use radiocactive material.

Licensee believes that the surest way to evaluate tne future
impact of the currently enforced license suspension is to calculate
its impact on past business as if the suspension had occurred during
that past business. Therefore, accounting projections have been
developed assuming that the logging and logg.io-related perforation
jobs had not been performed during the respective accounting periods.
Licensee is submitting, under separate cover and with an application
for confidentiality, Tables A 1-3 and B 1-3, which provide total

.Obs, actual income and expense records and projected income and

- 14 =
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UNITED STATES
NUCLEAR REGULATORY COMMISSION

WASHINGTON, D C 20555

OCT 2 8 1983

34 -10445-01

She iwe Service, Inc,.

ATTN: . Morey Shelt
1dent

L’.’\!,‘f({)

Hebror

Gentlemen:

‘

+

We have reviewed your response tc our September 20, 1983 Order to

SNOW

suse and Order Temnorarily Suspending License and will require you to
provice certain information and make certain changes to your procedures,
as described below, prior to our lifting of the suspension The commitments

you make in response to this letter will be confirmed by Order.
Removal of sources from their holders,

The Operating Procedures Manual is silent on the removal of sources
from their holders. If the practice is prohibited, the manual should
so state. If source changes from one holder to another are to be
performed by operating engineers, station managers, or the radiation
safety officer, a detailed procedu.e should be provided.

Handling of source holders.

A detailed proceuure \h()'.;‘_} beé provided on the rm'\(iﬁy'q nf source holders.
These procedures should include but not be limited to instructions on the
requirement to perform radiation measurement for both direct radiation

and removable contamination; the personnel monitoring needed; wno i$
yuthorized to handie the source holders and the requirement to use remote
1

handling tools when feasihle,

Radiation safety officer (RSO

This individual and his alternate must be trained in radiation protection
sufficient to oversee the pragram at Shelwell (i.e., training program must
cover use. of survey meters, 1nstrument calibration, area survey procedures,
jeak test nrocedures, emergency prococdures, etc.). It is not clear if
Shelwell's RSO and alternate RSO nave received training as outlined above.
Your response to the Crder 1ists duties and responsibilities for the RSO.
However, the same duties are listed Tor the Station Manager. You need to
-larify who is ultimatel . onsible for these duties and it should be

In addition, is duties need to be expanded to inciude performing

- 4

sure and La 1at surveys at a certain trequenCy and ensuring

|

s usina radiocactive materials are authorized,




OCT 2 8 1983

Shelwell Service, Inc,.

4. Calibration of radiation survey instruments.

The current license has permitted in-hous= calibration of radiatiun survey
instruments. The 1icensee taould commit to suspension of in-nouse calibration
ard the calibrations should be performed by an independent, qualified
organization,

Training

Past <orrespondence and items of noncompliance indicate that you have had
no defined program for training of users or instructions to workers in
accordance with 10 CFR 19.12. The response to the order indicates a
training program to be given by Appliied Health Physics and appears to
indicate a refresher training i.. he audit program. however, the response
does not specify whether this program will be used to fulfill 10 CFR 19.12
or to t=ain users. You need to specify the instructor's name and qualifi-
cations, duration, outline, method of determining trainee competency, and
frequency of refresher training for all types of trairing you intend to
conduct,

Facilities

You should submit a description of *he locatic shielding, adjacent areas,
ana security for your new permanert storaje and use areas.

Autharized users.

You should identify the operating engineers who will be using the sources,
state that they are or wiil be properly certified, and that they will be
physically present whenever licensed moterial is used.

A written response to this letter is required hefc.e the suspension can be

Sincerely

f/, 2
y"(z;l /té Z“”’f

Richard C. BeYoury, Pirector
Office of 1nﬁp9(t1fm and tnforcement
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R NOV 7 1983

Tran®

License No. 34-1C445-0!
tA 83-96

Shelwell Services Incorporated
RoLte 1, Harbor Hills
Hebron, Ohio 43025

Gertlemen:

Subject: Decision gn Order to Show Cause and Order Temporarily Suspending
License (Effective Immediately)

We have reviewed your responses to the Order to Show Cauvse and Order
Temporarily Suspending License dated September 20, 1983, After careful
consideration of your recr:ases, the Director, Office of Inspection and
Enforcement has determined that adequate cause has been shown und, therefore,
the Order is rescinded subject to the enciosed Rescissiun of Suspension and
Crder Modifying License. This decision ‘5 based upon the determination that
you have made improvements in your programs to comp:iy with license requirements,
and that the specific plans, procedures and changes, as described in your
responses, if implemented as described, are adequate to enable you to conduct
future activities in compliance with Ccmmission requiraments.

In accordance with 10 CFR 2.750 of the NRC's "Rules of Practice," Part 2,
Title 10, Code of Federal Regulations, a copy of this letter and the enclosed
Order will be p’>ced in the NRC's Public Document Room.

Sincerely,

Enclosure:
Rescission of Suspensiot and Order Modifyino License

cc: Ohio Department of Health

CERTIFIED MAIL
RETURN RECETPT REQUESTED
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UNITED STATES OF AMERICA
NUCLEAR REGULATORY COMMISSION

In the Mattar of License No. 34-10445-0]
EA No. 83-96

SHELWELL SERVICES, INC.

Route 1

Hebron, Ohio 43025

RESCISSION OF SUSPENSION AND ORDER MODIFYING LICENSE

Shelwell Services, Incorporated, Route 1, Harbor Hills, Hebron, Ohic, 43025
(the licensee) is the holder of a specific byproduct materia. license

(No. 34-10445-01) issued by the Nuclear Regulatory Commission (the Commission)
pursuant to, among other regulations, 10 CFR Part 30. The license was
originally issued on October 27, 1964, and was most vocently renewed on June 1,

1979, with an expiration date of July 31, 1984,

On September 14, 1983, the 'icensee advised the NRC of an incident c¢t its
facility on September 13, 1983 wherein a source had been cut into with the
resuitant release oY cesium-13/ in powdar form. Subsequent investigation by
the NRC Region III (ffice revealed that contamination had occurred onsite at
the licensee's facility and at offsite locations, including residences of
licensee workers. These findings resulted in the issuance to the licensee on
September 20, 1983, of an Order Temporarily Suspending License, Effective

Inmediately, and an Order to Show Cause why the license should not be revcked.

The Order was published in the Federal Reaister at 48 Fed. Reg. 43745

(September 26, 1983).




By a submittal dated October 17, 1983, the license. responded to the Order.

On that date, the licensee also submitted its proposed onsite decontamination
plan as required by section IV.D. of the September 20th Order. By letter
dated October 25, 1983, NRC Region III approved the licensee'. lecontamination

plan subject to several restrictions

In its October 17th response, the licensee described the actions it had taken
following the iiucident, The licensee stated that it had fully complied with
the terms of section [V of the Order. The licensee had stopped use of its
byproduct .aterial in compliance with section IV.d.A. of the Order. All
byproduct material possessed by the licensee had been returned to its Hebron,
Ohio facility, and stored in compliance with 10 CFR Part 20, as required by
section IV.d,B. Offsite decontamination had be:n accomplished in accordance
with section IV.d.C. of the Order, and had been verified by NRC site officials
on October 6, 1983, to be in compliance with NRC crit.ria.

In its October 17 submittal, the licensee also described a revised Radiation
Protection Program which would aid the licensee in complying with the terms

of its license. As described by the licensee, its revised program included

the development of radiation safety manuals, develnpment of a quality assurance

manual for its operating procecdures manual, institution of an employee training

program, the purchase of additional instrumentation, and the institution of




quality assurance audits to ensure t at licensed activities were being carried
out in accordance with its license. The licensee also stated that tlie
incident had raised its "awareness level" as to the need to handle byproduct

material in full compliance with reqgulatory and license requirements.

After a carerul review of the licensee's Octoher 17, 1983 response, it was
determined that the licensee needed further clarification of it. corrective
action to assure that licensed activities will be performed safely and in
accordance with regulatory requirem2nts. Accordingly, on October 28, 1983,
members of the NRC staff met with licensee representatives at NR. offices in
Bethesda, Maryland. At the meeting, the licensce submitted additional
information regarcding its corrective action, including an amended Operating
Frocedures Manual, an amended outline for a Quality Assurince Manual, and a
Radiological Health Training Manuai. By letter dated October 28, 1v83, the
NRC required the iicensee to provide adcitional information and meke certain
chanoes to its procedures befor: the NRC could rescind the suspension orcar.

The licensee provided su, olemental information by letter of that same date.

The proposed corrective actions provided in the license2's submittals appear

to be adequate to assure that the licensee will be able to use byproduct

material in compliance with its license and NRC regulations. The licensee

has shown cause why License No. 34-10445-01 should not be revoked and has

shown that, sulLject tc the implementation of the proposed improvements in its
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licensed program, licensed activities ~an be performed uncer its license
without undue risk to the public health and safety. Accordingly, I have
determined that the public hewl/th, safety and interest requires that any
continued operation be subject to the conditions set forth in section III.
Therefore, | have further determined that subject to these conditions its

license suspension may be rescinded.

ITI

In view of the foregoing and pursuant to sections 81 and 61b of the Atomic
Energy Act of 1954, as amended, and the Commission's regulations in 10 CFR

Parts 2 and 30, it is hereby ordered that:

A. License No. 34-10445-01 is modified to include the licensee's
statements, representations, and prccedures as indicated in the

foilowing documents submitted to the NRC:

(1) October 17, 1983, response to the NRC's September 20, 1983,
Order to Show Causc and Order Temporarily Suspending License,

(2) October 28, 1982, response to the NRC with appendices
amending the licensee's October 17, 1983, response;

(3) October 28, 1983, response to the NRC identifying operaiing
engineers who will be certified und properly trained to

hand'e licensed naterials;
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October 28, 1983 psponse to NRC questions dated
October
An undated letter received on October 28, 1983 addressed tc

Radioisotopes Licensirng Branch, Division ~f Fuel Cycle and

Material Safetv, NRC, addressing the licensee's new cperating

facility in Mt. Ster:iny, Iilinois.

icense No, : J445-01 is further modified to ' :guire no later
than March 31, } a qualified Assistant Kadiation Safety Officer
is trained same level of competence as the Radiation

oLy Officer.

-

The licensese may request a hearing within 20 days uf the date nublication
of this Order in the Federal Register. Any request
addressed to the Director, Office of Inspection and

Regulatory Commission, Washington,

shall also be sent to the Executive Legal Director

If a hearing is to be held. the Commission will

1

time and place of any such hearing. If a hearing

Order, the issue to be consicdered at the hearing shall be whether the

comply with the reouirements set forth in section [II of this Order.




The Order modifying license set forth in sectior III shal™ become effective
upon the licensee's consent or upon exp’ ration of the time within which the
Ticensee may request a hearing or, if a hearing is requested by the licensee.
on the date specified in a Order issued following further proceedings on
this Order. ‘“.e suspension of licensed activities imposed bty “he Order of
September 20, 1983 is rescinded upon tne effec*iveness of the Order set fortn

in section 171,

FOR THE NUCLEAR REGULATORY CUMISSION

N A

Richard C.
Office of

oung, AfJirector
pectiol’ and Enforcement

Dated uc Bethesda, Maryland
this $4¢day of November 1983
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UNITED STATES
ENrd s NUCLEAR REGULATORY COMNISSION
- - RO”N v
’g& l 5 1450 MARIA LANE, SUITE 210
W, ‘f WALNUT CREEK, CALIFORNIA 84596
Paan®

NOV 101983

License No. 50-16084-01
EA 83-100

Alaska Industrial X-Ray
4047 Kingston Drive
Anchorage, Alaska 99504

Ettention: Mr. Peter Millar, President
Gentlemen:
Subject: NRC Inspectico

This refers to the routine safety inspection conducted by Mr. M. Grayson of

this office on J1 .y 26, 1983 of activities authorized by NRC License No.
50-16084-01 and to the discussion of our findings between you and Mr. M. Grayson
at the zonclusion of “%e inspe:ticn.  The results of this inspectior were also

discussed with you during the Uctober 7, 1983 Enforcement Conference held at
wvhe Region V office.

The inspection was an exa” /nation of the activities conducted under your
license as they relate to radiation safety and to compliance with the
Commission's rules and regulations and the cona:tions of your license. The
inspection consisted of selective examinations of procedures and

representative records, interviews with personnei, and observations by the
inspector.

Based on the results of this inspecticn, it appears that a number of your
ctivities were not conducted in full compliance with NRC requirements, as set
forth in the Notice of Violation enclosed as Appendix A to this letter.

The vinlations would have been citegorized individually as Severity Level IV

and V violations. However, taken collectively, and corsidering the fact that
several are similar to previously citec violations, these violations have been
categorized in the aggrcgate as a Severity Lev.| III probiem in accordznce with
the NRC Enforcement Policy (10 CFR 2, Appendix C). Normaliy, a civil penalty

is rroposed for a Severity Level III problem. However, we have evercised our
discretion, after our discussion with you during the enforcement conference and
»fter consultation with the Director of the Office of Inspection and Enforcement,
and have decided not to propose a civil penalty in this case. In making this
decision, we have considered two facts: (1) the majority of the violations
identified during this inspection were administrative in nature and did not
present an immediate safety hazard and (2) ysu nave taken comprehensive corrective
measures to preciude any tuture recurrences. Similar violations in the future
may result in escalated enforcement action.

You are required to respond to the enclosed Notice and should follow the
instructions specified therein when preparing your respons2. Your written

CERTIFIED MAIL
RETURN RECEIPT REOUESTED
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A aska Industrial X-Ray o 3 NOV 1 U 193

reply to this letter and the results of future inspections wi
in determining whether further enforcement action is appropri:

TI - responses directed by this letter and the enciosed Notice
to che clearance procedures of the Office of Management and B
required by “he Paperwork Reduction Act of 1980, PL S6-511.

S1ncere1y,

U//@J‘z 7

John B. Martin
Regional Admiristrator

Enclosure:
Appendix A - Notice oV Vielaticn




APPENDIX A
NOTICE OF VIOLATION

Aleska Industrial X-Ray License No. 50-16084-01
4047 Kingston Drive EA 83-100
Anct.orage, Aluska 9SL.%

As ¢ result of the inspectisn conducted on July 26, 1983, and in accordance
with the NRC Enforcement Policy, 0 CFR Part 2, Appendix C, the following
violatiens were identified:

A. License Condition 8, states v at the maximum amount of radioactive
material t.at the )icensve may possess at 2.y one time under this license
shall not exceed 100 Ci ot Ir-192 per sou.ce. License Condition 13,
states that the licensee is authn-ized %o receive, pcssess, and use
sealed sources of Ir-192 where the radioactivity exceeds the maximum
amcunt of radioactivity specified in Item 8 of this license provided:

1. Such possession does not exceed the quan*ity per source specified in
Item 8 by more than 20 percent for Ir-192;

2. The licensee's records show that nu more than the maximum _mount of
radivactivity per source specified in Item 8 of the license was
ordered from the :upplier or transferor of the byproduct material.

Contrary to the above reguirements, at *he time of the inspection, the
licensee's Radiaticn Safety Officer stated that he had ordered and
received 120 curies of Ir-192 from Industrial Nuclear Company. The
invoice for thiz shipment (Number 881-306001, dated June 1, 1983)
jdentified the materials as one 120-Ci Ir-192 source Model Number 8,
Serial Number 274.

B. 10 CFR 34.24 requires that radiation survey meters be calibrated
quarterly.

Contrary to the above requireme:.t, survey meter number 1702 was calibrated
on June 28, 1982 and was not celibrated again until February 3, 1983, a
period in excess of seven months. This survey meter was used in
radiographic operations on January 5 and 7, 1983. During a previous
inspection on August 6, 1981 you ~:ve cited for a similar violation.

C. 10 CFR 34.43(b) and (c) requires that 1 survey with a radiation survey
instrument be made after each radiographic exposure to determine that the
sealed source has been returred to the shielded position. The entire
circumference of the radiographic exposure device is required to be
surveyed including the guide tube. A record is required to be maintained
when the survey is the last survey prior to locking the radiographic
exposure device.

Contrary to the above requirement, on May 12, 1983, June 23, 1983,
June 27, 1983, and June 2, 1983, the licensee failed to document the
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Notice of Violation

final survevs of radiographic exposure devices uced on those days prior
to locking the devices.

10 CFR 34.11(c¢) requires that licensees have an internal inspection
system adequate to assure that the Commissions regulations, Commission
lic~nse provisions, and the licensee's operating and emergency procedures
are followed. The inspection system shall include the performance of
internal inspections at in.ervals nct to exceed three months and the
retention of records of such inspections for two years.

Contrary to the above requirement, the licensee performed internal
inspections on Janruary 11, 1982, and not again until January 7, 1983, a
periou in excess of 3 months.

10 CFR 20.205(c)(1) requires each licensee whe receives a package which
contains quantities in excess of Type A limits specified in 20.205(b), to
monitor the radiation levels external to the package. .0 CFR 20.401
requires licensees to keep records of monitoring made pursuant to 10 CFR
20.205(c)(1).

Contrary to the above requirement, the licensee receives a 120-Ci Ir-192
source, serial rumber 274, o.: June 6, 1983, and failed to ma’ntain records
of monitoring rudiation levels external to the package.

10 CFR 20.201(b) requires each licensee to make or cause to be made such
surveys as may be necesscvy for the licensee to comply with the
regulations in 20.105 for permissible levels of radiation in an
unrestricted area. 10 CFR 20.401(b) reyuires that the licensee maintain
records of the results of surveys required by 20.201(b).

Contrary to the asbove requirement, on February 8, 1983, the RSO at the
Wantana job and other licensee representatives on May 10, 13, 17, 18, 20,
and 21, 1983, failed to maintain records cf surveys made pursuant to
20.105 te estabiish unrestricted area boundaries. During a previous
irspection on August 6, 1961 you were cited for a similar violation.

10 CFP 34.33(a) requires that pocket dosimeters be recharged at the start
of each shift.

Contrary to the above requirement, on January 14, 1982, a licensee
representative failed to recharge his pocket dosimeter. A second licensee
employee on January 10, 1983, also failed to recharge his pocket dosimeter
at the sta:t of the shift.

10 CFR 34.33(b) requires that pocket dosimeters be rea” and recorded
daily.




Notice of Violat..un

ontrary to the above requirement, records were not maintained of pocket
dosim “er readings on May 10, 13, 17, 18, 20, and 21, 1983. During a
previous inspection on August 6, 1981 you were cited for & similar violation.

10 CFR 34.25 requires licensees o test each radiographic sealed scurce
for leakage at intervals not to 2xceed six months.

Contrary to ihe above requirement, & radiographic sealed source

numt~r 992, which was Jeak tested at the manufacturer's establishment on
September 9, 1982, was utilized on March 30 and 31, 1983, six months and
22 days - ‘ter it was last leak tested.

License Condition 12.B states that radiographic sealed sources which

are being stored and not being used are exempted from the six -month leak
test requirement in Section 34.25. The sources excepted from this test
shall be tested for leakage before any use or transfer to another person,

unless they ha- e been leak tested within six months of the date of use or
transfer.

Contrary to the above requirement, the licensee receive’ radiographic
sealed source number 646 on October 21, 1981, leak tested the source on
December 30, 1981, but failed to leak *est the source on September 11,
1962, which was cver eight months since the lact ieak tesi, vefore transfer
back to the manufacturer.

10 CFR 34.28, and Item .7 of the license which incorporates pages 16B-20B
of the licensee's Radiation Safetvy Manual, reyuire licaensees to conduct

a program for inspection and maintenance of radiographic exposure
devices, storage containers, and source changers at intervals not to
exceed thi 2e months. Records of these inspections and maintenance shali
be kept for t O years.

Contrary to the above requirement, quarterly audits of radiographic
devices have not taken place since the last inspection. Daily inspection
of radiographic devices for obvious defects cannot be substituted for the
more rigorous quarterly audits.

10 CFR 34 27 requires each licensee to maintain current utilization logs,
which shall be kept available for two years from the date of the recorded
event, at the address specified in the license. This log is required to
include (a) a description of the radiographic exposure device, (b) the
identity of the radiographer, and (c) the date and location of use.

Con*rary to the above requirement, on May 10, 13, 17, 18, 20, and 21,
1983 the ‘‘censee used radiographic exposure devices and railed to
maintain a utilization log.

10 CFR 34.31 requires that the licensee shall r.t permit ary individual
to act as a radiographer until such an individual has bsen instructed in




Notice of Violation

the subjects outlined in 10 CFR, Part 34, Appendix A, and has demon-
strated an understanding of these subjects by successful completion

of a written examination. Reco:4s of the above training, including copies
of written tests, shall be maintained for three years.

Contrary to the above requirements, at the time of the inspection, the
licensee failed to maintain copies of written examinations for three
radiographers

License Condition 17, states that the licensee shall possess and uctilize
licensed materials in accordance with statements, representations, and
procedures contained in application dated May 15, 1979, as amended by
letter datea November 19, 1979.

1. Item 7, Page 45B, of the licensee's Radiation Protection Manual, as
amended, provided as an attachment to the May 15, 1979 application,
states that the licensee will conduct yearly audits of the
licensee's quality assurance program for packaging and shipping of
radir graphic devices.

Contrary to the above requirement, quality assurance auuits of the
licensee's program for packaging and shipping of radiographic
devices were not conducted between the last inspection on August 6,
1981 and thic inspection on July 26, 1983, a period in excess of

23 aonths

Page 13A, entitled "Daily Radiation Totals," of the iicensee's
Radiation Protection Manual provided as an attachment to the May 15,
1979 applicatioi, requires an individual who receives more than

20 millirems in any cne day to provide a written report to the
manager.

Zontrary to the above requirement, when on January 14, 1982, a
licensee employee received 40 millirems and on May 11, 1982, when a
Ticensez employee received 30 millirems, written reports were not
provided to the manager. During a previous inspection on August 6,
1981 you were cited for a2 similar viovlation.

Item 12, Page SA, of the licensee's Radiation Protection Manual
provided as an attachment to the May 15, 1979 appiication, states
that only by constant overall surveillance including routine
checking and reviewing, and by periodic chects of radiographers and
equipment as required by Alaska Industrial X-Ray and NRC
regulations, can a good safety program be maintained. A monthly
review and report of the surveillance of the radiographic protection
program shall be made.

Contrary to the above requirement, at the time of the insnection, the
radiation safety officer stated that munthly reviews weie not performed
on a regular basis and that no reports of these reviews were maintained.




Notice of Violation

Section IV, Page 19C, of the licensee's Radiation Protection Manual
as revised by the November 19, 1979 letter, states that "Psrsonne)
shall receive periodic or refresher training at a minimum of once
yearly."

Contrary to the abo.e requirement, annual refresher trainf g has not
taken place from Sentember 1931 to the date of this inspecticn on
July 26, 1983, a period of 22 months. LCuring a previous inspection
on August 6, 1981 you were cited for a similar violalion.

_tem 2, Page 8B, of the licensee's Radiztion Protection Manual
provided as an attachment to the May 15, 1579 application, s.ates
that menthly film badge reports shall be displayed on the company
bulletin board for one week or until superseded by the next ~eport.

Contrary to the above requirement, at the time of the inspection,
monthly exposure film badge reports were not posted. The RSO stated
that these reports were not being posted. The need to post these
reports or to amend the license was cdiscussed with the RSO during
the last NRC inspection on Au_ust 6, 1981.

Collectively the above violations have been evaluated as a Severity
Level III problem (Supplement VI).

Pursuant to the provisions of 10 CFR 2.201, Alaska Industrial X-Ray is hereby
regquired to submit to this office within thirty days of the date of this
No.ice, a written statement or explanation in reply, including: (1) ithe
corrective steps which have been talen and the results achieved; (2)
corrective steps which will be taken to avoid further violations; and (3) the
date when full compliance will be achieved. Consideration may be given o
extending your response time fur good “ause shown.

FO NUCLEAR REGULATORY COMMISSION

/ //émd('d
n ﬁ. Martin
Regional Administrator

Dated at Walnut Creek, California
this day of November 1983

NJV 101983




UNITED ETATES
NUCLEAR REGULATORY COMMISSION
RECION |

2 PARK AVENUER
KING OF PRUSSIA, PENNEYLVANIA 19408

Sacit October 24, 1983

Docket Nos. 030-04579
030-04581
030-04704
EA B3-115

kew England Nuclear Corporation
ATTN M. A. Stolberg
Presiuent
575 Albany Street
Boston, Maszachusetts 02118

Gentlemen
Subject Notice of Violation (Inspection Nos 83-01 and 83-02)

This refers to the inspection concCucted by Messrs. C. Rowe and J. Nicclosi of
this office on April 25 - 29, 1983 and to the inspection conducted by

Mr Nicolosi on June 27 - 28, 983, of activities authorized by NRC License Nos.
20-00320-09, 20-00320-13, and 20-11868-01 The reports of thece inspecticns
were furwarded to you on September 10, 1983 The inspections were conducted to
review the circumstances associated with three violations of NRC requirements
which were identified by your staff and reported to the NRL These viclations
were discussed at an enforcement conference held with members of your staff on
September 27, 1983. At that conference, the cavse of the violations and your
corrective actions were also discussed

The first violation involved exposure of a worker to concentrations of airborne
radioactive material in excess of the quarterly limit. The radiation dose 1e-
ceived by the individua)l from exposure to these concentrations was

not in excess
of regulatory limits The exposure occurred after

a glass reactiun flask con-
tainirg tritium crackea during flame sealing, thereby
and causing the exposure The second viciation

cTum
involved transportation of pack-
ages containing licensed material with dose rates in excess of regulatory limits
The causes of this violation included (1) inadequate shielding of the radioac=-
tive material because of voids in the lead shielding;, (2) use of nonconservative
acc~ptance criteria which was very close to the transport limit prngrammed into
the radiation level measuremen: system compuicy; and, (3) inadequate determina-
tion of background radiation measurements beca t
radicactive material in the areas where such measurements were taken T
violation involved shipment of a cask containing licensed material whe
was thought to be empty S @ sult, the cask was mislabeled, and the
papers were incorrect Tt violation occurred because of inadequate
incoming ang outgoing cCacsk al they were stored same aree
fore, a cask, mistakerly thouaht %o be empty,
supplier

releasing airborne trit
p
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New England Nuclear Corporation

and Enforcement, and have cd2cided not to propose civil penalties for Lhese vio-
lations. In making thie “a2cision, we have considered the facts tuat (1) tt
first event, involving rupture »f the glass reactisn flask, appears to be an
isolatec occurrence caused by ~quipment failure; (2) eazh event was promptly
reportecd to the NRC by telephcne and in writing, even though the two traisporta-
tion events were not required to be reported, and (3) your corrective actions
were prompt and comprehensive. Nonetheless, wz emphasize thai sim‘lar viola-
tions in the future may result in aduitional enforcement action.

You are required to resnond to the enclosed Notice and srould follow the
structions specified therein when preparing your response.

In your response

you shouid also include a description of your quality assurance program for

all shipping containers to ensure that a'l! components meet critice) specifi-
cations and that future shipments comply with 211 appropriate requirements.
Your written reply to this letter and the results of future inspecriions will

be considered in determining whether further enforcement action is appropriate.

In accordance with 10 CFR 2.790, & 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, PL 96-511.

Sincerely,

Thomas E. Murley

Regional Administrator

Enclosur2: Notice of Violation

cL
blic Document Room (PDR)
r Safety Information Center (NSIC)

nwealth of Massachusetts (2)




NOTICE OF VIOLATION

New England Nuclear Corporetion Docket Nos

030-04579
Boston, Massachusett, 021i8

U30-04581

030-04704
License Nos. 20-00320-09

20-00320-13

20~11868-01
EA No. 83-115

On April 25 - 29, 1983 and June 27 - 28, 1983, NRC inspections were conducted
to review ¢ circumstances associated with three violations of NRC requirements
which were repoited to the NRC by New England nNuclear Corporativa (NENC).

EVENTS ASSOCIATED WITH VIOLATION A

On November 16, 1981, a laboratory technician was exposed to the equivalent
of 1248 maximum permissible conceitration (MPC) hours of tritium, which is
2.4 times the 1limit specified in 10 CFR 20.
NRC at that time by telephone.
letter dated December 10, 1981.

This event was reported to the
A followup report was previded the NRC in a

A review of this incident indicated that a worker was flame sealing a glass
reaction flask containing 30 curies of tritium in an exhaust hood. This
procedure, approved by tne Radiation Safety Committece, is performed daily.
For reasons that could not be determined during the licensee's evaluation
and review, the flask cracked and permitted the tritium to be released.
Although the maximum permissible concentratior for airborne tritium was
sxceeded, dose calculations by the licensee indicated that the worker's
whole body abscrbed dose from this exposure was %00 millirem. The dose was
Timited by the tinely action of the supervisory staff in decortaminating
the worker immecgiately

EVENTS ASSOCIATED WITH VIOLATION B.1

In November, 1981, NENC shipped two molybdenum=9%,/technetium=-99m generators
with Radioactive Yellow 1.l labels Their clients t
exceeding 200 milliroentgen per hour at the surface enc 10 m
per hour at ore meter KENC promptly informed the NRC of the event Dy

telephore and also in letters dated December 12, 1981, and January 13, 1982.

measured radiation levels

illiroentgen

Licensee evaluation of the incidents b s, namely,
(1) the generator lead pigs contained voi ich p ovided less

thar
adeouate shielding, allowing narrow @i ion which
were not detectec at tne final trarnspor

criterion programeC Inio the external

computer was not conservacive in *hat
1imit; and, (3) a large aumber of

ing O00Ck area incrsased backg
¢ measurerents difficult

.

C
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Notice of Violatien

EVENTS ASSOCIATED WITH VIOLATION B.2

On June 8, 1983, an NENC representative reporied to the NRC by telephone
that a Tyne B quantity of sulfur-35 in a cealed capsule had been inadver-
tently shipped on June 2, 1983, in what was thought to be an empty con-
tainer. As a resuit, the package was mislabeled and shipping pzpers were
incorrect. A written report was also provided o the NRC.

NENC had originally received a shipment of sulfur-35 from the University of
Missouri on June 1, 1983, and it was placed in temporary storage to await
processing. lncoming and outgeing shipping casks were stored in the same
area. Thi.s cask, with the secu~ity se:] stiil intact, was mistakerly
thought to be empty by a lab technician. Though it was not ciear how the
cask was labeled as “empty," this cask, along with four other empty casks,
were shipped back to the original supplier. The labe’s on the cask and the
thipp‘ng papers indicated that the container was empty except for its
uranium shielding. Once NENC personnel recognized what had happened, they
immediately traced the container to the original shipper and “otified them
that the cask still contained the sulfur~35. The ori inal shipper found
that the‘r original security sez]l was intact.

Normally, civil penalties are proposed for Severity Level III violations or
events; however, civil penalties have not been oroposed for these violations
because (1) the violations were promptly identified and reported to the NRC by
telephone and in writing; and, (2) corrective actions were prompt and compre-
hensive. In addition. Violation A does not appear to have been the result of
either impropcr training or inadequate procedures. In accordance with the NRC
Enforcement Policy (10 CFR 2, Appendix C , the particular violations associated
with these events are set forth below:

2 10 CFR 20.103(a)(1) requires that no incividual in a restricted area be ex-
posed to radic.ctive material such that the uptake by any organ from either
inhalation or abscrption or both routes of intake in any calendar quarter
exceed that which would result from inhaling such radioactive material for
40 hours per week for 13 weeks - in other words, 520 hours at the maximum

permissible concentration specified in 10 CFR 20, Appendix B, Table I,
Column 1.

Contrary to the above, as a result of the cracking of a glass reaction
flask, one individual working in the restricted area during the fourth
calendar quarter of 1981 was exposed to tritium in an amount equivalent

to 1,248 MPC hours for the tritium 1imit specified in 10 CFR 20, Appendix B,

1, Column 1, and this 1,248 MPC hours is in excess of the limits of

™
able
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Motice of Violation

49 CFR 173.393(1) requires that all radioactive material be packaged
fn suitabie pactaging so that at any time during normal conditions
ircident to transportation, the radiation dose rate does not exceed
200 millirem per hour at anv point on the external surface of the
package and the transport index does not exceed 10.

Contrary to the above, packages containing molybdenum-99/technetium-
99m generators we->» shipped by the licensee in November, 1981, and
were received at Las Vegas, Nevada, and Lubbock, Texas, on Novempber
10, 1987 and December 11, 1981, respectively, and the packages had
respective radiation dose rctes of at lei;t 2.0 and 400 millirem per
hour at the surface and respective transport indices of 12 and 12.

This is a Severity Level IIl v*- ation (Supplement V).

49 CFK 172.403(g) req: ires that - ach package of radioactive material,

unless excepted from labeling by &.73.391 or §173.352, be labeled, as
appropriate, with content and th number of curies.

49 CFR 172.202(a)(1) requires tha the shipping papers include the
proper shipping name described in 72.101 or 172.102.

Con.rary to the above, on June 3, 1% '3, a package containing a Type

B quantity of sulfur-35 shipped from ''ENC was received at Columbia
Missouri, and che Radioactive Yellow= label and the shipping papers
did not identify the contents as sulfu =-35.

This is a Severity Level 11l violation /Supplement V).

Pursuant to the provisions of 10 CFR 2.201, New E~jland Nuclear Corporation is
hereby required to submit to this office within t - rty days of the date of the
1atter which transmitted this Notice, a written tement or explanation in
reply, including: (1) the corrective steps which h: ‘e be "~ taken and the results
achieved; (<) corrective steps which will be taken o avoid further violations;
and (3) the date when full compliance will be achie ‘d. Where good cause is
shown, consideration will be given to extending thi. vesponse time.




UNITED STATES

NUCLEAR REGULATORY COMMISSION

REGION il
799 ROOSEVELT ROAD
GLEN ELLYN, ILLINOIS 60137

License No, 12-17577-01
EA 83-119

Charles O0'Brien and Son
Construction Company, Inc.
ATTN: John O'Brien
President
P. 0. Box A27
M rris, IL 60450

Gentlemen:

This refers to the telephone conversations between Ms. Lucille O'Brien of your
company, Messrs. D. G. Wiedeman and W. P. Reichhold and Ms. R. M. Douglas of
this office concerning activities author’zed by License No. 12-17577-01 which
evpired on July 31, 1982,

The telephone conversations between May 19, 1983 and October 12, 1983 relatad
to the sale of your Troxler Model 3411 moisture-density gauge to persons not
authorized tov possess radioactive pbyproduct material.

We regard t:.ansfer of licersed material to uiauthorized recipients as a serious
matter. We would normally propose a civil penalty for such a violation.
However, after reviewing the ~ircumstances of this matter including the
iaformation provided in your ietter dated September 8, 1983 concerning your
{inancial har’ship erd the fact that you are no longer in operation, we have
decided not to propose & civil penalty.

In accord:nce with Saction 2.790 of the NRC's "Rules of Practice," Part 2,

Title 10, Lode of Federal Regulations, a copy of this letter and the enclosures
will be placed in the NRC's Public Document Room.

We will gladly discuss any questions you have concerning this matter. No
reiponse to this letter is required by you.

Sincerely,

N\ 529/*/

James C. Keppler
L'Regional Administrator
Enclosure: Notice of Violation

CERTIFIED MAIL
RETURN RECEIPT REQUESTED




NOTICE OF VIOLATION

Charles O'Brier and Son License No. 12-11577-01
Construction Company, Inc. EA 83~-119

P. 0. Box 627

Morris, IL 60450

As a result of the information obtained between May 19, 1983 and October b N
1983, and in accordance with the NRC Enforcement Policy, 47 FR 9987 (March 9,
1982), the tollowing violations were identified:

10 CFR "9.41 (a) states that a licensee shall not transfer byproduct
material except in accordance with the rules in Section 30.41. Section
30.41 (b) states that the licensee may transfer byproduct material
provided certain requirements are met. Se .ion 30.41 (b)(5) states that
byproduct material may be transferred to any jerson authorized to receive
such byproduct miterial under terms of a specific license or a general
license or their equivalents issued by the Commission, or an Agreement
State.

Contrary to the above, Charles O'Brien and Son Construction Company, Inc.
transferred byproduct material to an individual who was not authorized to
receive this material., S-ecifically, a Troxler Model 3% 1 moisture-
density gauge containing 10 millicuries of cesium~137 and 50 millicuries
of americium-241 was transferred to «. equipment company that did not have
a license authorizing them to receive the byproduct material contained in
the gauge.

This is a Severity Level III violation (Supplement VI).
License Condition 13.A states that each sealed source containing licensed
material shall be tested for leakage at intervals not to exceed six

months.

Contrary to this requirement, based upon statements of licensee
representat/ves, tests for leakage were not performed every six months.,

This is a Severity Level IV violation (Supplement VI).

Since the licensee¢ no longer possesses any licensed material and since License
No. 12-17577-0]1 has expired, no response tc this letter is necessary.

FOR THE NUCLEAR REGULATORY COMMISSION

Dpmss b Kagplo—
/Pdames G. Keppler
“Regional Administrator

Dated at Glen Ellyn, Illinois
this fmaay of November 1983




UNITED STATES
NUCLEAR REGULATORY COMMISSION

REGION 1}
101 MARIETTA STREET, N.W.
ATLANTA, GEORGIA 30302

NOV 2 2 1983

Westinghouse Electric Corporatio:

Attn: Mr. W. H. Britton, Manager
Columbia Plant

Nuclear Fuel Division

Drawer R

Columbia, SC 29250

Gentlemen:

SUBJECT: IMPROPER SHIPMENT OF _Ow-LEVEL RADIOACTIVE WASTE (EA 33-107)
REFERENCE IMSPECTION REPGkT NO. 70-1151/83-18, LICENSE NO. Sd

This refers to the special safecy inspection conducted by Region II at
Westinghouse Electric Corporation's Nuclear Fuel Division facility on

August 17-19, 1983 The inspection inciuded a review of the status of
with NRC requirements for control of radioactive wastes nnsite and duri

M-1107

b‘\e

i

~amplianc2
ng the

transportation of radioactive weste for subsequent burial or other disposal.

The findings of the inspectic. were discussed by the Region II Regional

Administrator with Mr. Meade D'Amore, Manager, Nuclear Fuel Divisicn Operations,

and members of the Columbia plant staff at an Enforcement Conferenc2 he
Region II office in Atlanta, Georgia on September 7, 1983. The proceed

"1 in the
ings of

the Enforcement Conference and a l1ist of those who attended is presented in the

enclosed inspection report.

The inspection findings reveal that the system ror determining and cont
pyrophoric materials was inadegquate at the Columbia facility. As a res

ult

this deficiency, a fire occurred in a burial trench at the wast: disposal

-

facility in Barnwel South Carolina, on August 11, 1983. It was fortu
the fire occurrad in the burial trench where it was ea:ily extinguishes
material igniter while in transit, the consecuences of this event could
significant

Your activi..es in this instance were conducted in apparent violation o
requirements. The vioiation and references to pertinent NRC requiremen

Had
nave Deer

f NRC
ts are

described in the enclosed Notice of Violation. Under the General Statement

of Policy and Procedure for Enforcement Actic, 10 CFR Part 2, Appendix
this vioiation has been categorized a: a Severity Level II, due to the
substantial potential i1n chis instance for serious contamination of the

~

-y




Westinghouse Electric Corporation

environ:ent and exposure to the publ

materia.s you transported actually i

at the burial site. Had it occurred

contamination could have caused widespread

violation would normally result in the NRC issu

case, since the State of South Carolina has already imposed

civil penalty will be proposed by thz NRC jowever, you are

respond .- the Notice of Viclatior. clements to be included in your response
are delineated in the Notice ou may, for convenience, reference ¢

written correspondence to the NRC regarding this ma.ier i1 ) esponse

other

In accordance with 10 CFR 2.790(a), a copy of this letiz2r, its enciosures, and
your reply will be placed in the NRC's Pubiic Document Room upon completion of
our evaluation of the reply. If you wisn %0 withhold information contained 1in
the inspection report, please notify this office hv tel

) ephone or include a
written aoplication, ¢c withhcld information contained th

Such app'ication must be cons’stent with the reguiremen

rein.
¢

> J C

The -~esponses directed by thi
cleardnce procedures of the

letter and the enclosures are not

(‘
ffice of Manzgement anc Budget as reasuirec

.
o/
Paperwork keduction Act of 1980, PL 96-511

Should you have any questions concerning this letter, we will be glad to discuss
tham with you

Y ¢

\{‘ Ored AN 3 \%Q AN,
\James P. C'Rei’ly \
X@c:ona‘ ‘cm*"';’fat\°
\ \
- W o \
Enclosures / & \

\
1. Notice of Viclation )
2. Inspection Report No. 7C S-1 e
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Appendix A

be taken to avoid further violations: and (5) the date when full compliance will
be achieved. Consideration may be given to extending your response time for good
cause shown.

FOR THE NUC'.EAR REGULATORY COMMISSION

‘ames P Reilly
gwona. Administrato

Dated at Atlanta, Georgia <T"
this 2 day of November 198




e TRRGAT NCuE A
% #0338 US NUCLEAR REGULATORY COMM:SSION I : o e

BIBLIOGRAPHIC DATA SHEET | v

4 TITLE A (Add Volume No., /f spprapriate)

t Actions: Significant Actions Re:
Huartprly rogress Report
ctober - .ember 19383

p‘_
i
|

AUTHORIS

[E Enforcement aff

3 PERFORMING CIGANIZA NAME AND MAILING ADDRESS ne
Cffice of Inspecti and Enforcement
U.S. Nuclear Regulat@®y Commissior
washington, DC 20555

JRGANIZAT

same as 9 above

F"‘“”" !

| 1 TYPE F REPO

| Technical

summarizes 1an1

during one quarterly perioc
copies of letters, Hotices, and Orders seng
to licensees with respect to thes: enforcgment
responses. It is anticipated that the igfor
be widely disseminated to managers and ghmp)
by the NRC, in the interes* of promotigq
common defense and security.
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