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DEC 06 1891

Docket No, 50-219

Mr. John J, Barton

Vice President ard Director

GPU Nuclear Corporation

Oyster Creek Nuclear Geners.ing Station
P.0. Box 388

rorked River, New Jersey 08/..

Dear Mr. Barton:
Subject: Inspection No. 50-219/91-20

This refers to your ‘etter dated November 7, 1991, in response to our letter
dated September 11, 1991.

Thark you for informing us of the corrective and preventive actions documented
in your letter. These actions will be examined during a future inspection of
your licensed praaram,

Your cooperation with us is appreciated.

Sincerely,

kg B O

A Malcolm R. Knapp, Director
- :
“"YCD Division of Radiation Safety
L and Safeguards

cc:

M. Laggart, Manager Corpourate Licensing
G. Busch, Licen.ing Manager Oyster Creek
Public Document Room (PDR)

Local Public Document Room (LPUR)
Nuclear Safety Information Center (NSIC)
K. Abranam, PAD (2)

NRC Resident Inspector

State of New Jersey

OFFICIAL RECORD COPY RI OC 91-20 ~ 0001.0.0

11/25/91 'S ¥
BAASTR0R) 204888, L UL



RN AT T

GPU Nuclear Corporation 2 _
CEC 06 1491

bee:

Region | Do.ket Room (with concurrences)
Management Assistant, DRMA

DRS SALP Coordinator

DRSS SALP Coordinator

J. Joyner, DRSS

W. Rulang, DRP

Regional Coordinator, RI, €DO

A. Dromerick, NRR/PD 1-4

F. Young, SRI, Three Mile lsland
J. Beall, SRI, Beaver Valley

E. Wenzinger, DRP

mégfs V@ss Yrss RI:DRS ‘m’
0'Connel1/GMP Pastiak Joyner Knapp ¥,

V- O Fos
11/,4/91 1/ ) /91 H/V 791 1476 791" mee
OFFICIAL RECORD COPY  RI OC 91-20 - 0002.0.0
11/25/91

L et R B e T R






€321-91-2308
Page 2

Should you require additional information, please contact Thomas Blount,
Oyster Creek Licensing Engineer at (609)971-4007.

Sincerely,

John J. Barton
Vice President and Director

JJB/TB: jc
S strator, Region 1 =
Senior NRC Resident Inspector

Oyster Creek NRC Project Manager
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YIOLATION A

Technical Specification Section 6.1]1 "Radiation Protection Program", requires
that "Procedures for personnel radiation protection shall be prepared
consistent with the regyuirements of 10 CFR 20 and shall be approved,
maintained, and adhered to for all operations invelving personnel radiation
exposure.”

Radiation protection procedure 9300-ADM-4000.!)1, "Rules for Conduct of
Radiological Work", specifies, in part, in Section 7.2, that al)l personnel who
enter the radiolegicaliy controlled area shall obey posted, oral, and written
R;a;ologica) Control instructions, procedures, and Ragiation Work Permits

(RWPs ) .

RWP 911086, "Radwaste Operations", required either an alarming dosimeter or 2
dose rate meter for entry into posted !{igh Radiation Areas. RWP 911086 also
required the wearing of a full set of protective clothing when entering posted
contaminated areas, unless otherwise authorized by the Group Radcon Supervisor
or Radcon Technician.

Contrary to the above, on July 5, 1991, an individual working under RWP 911086
entered an area of the New Radwaste Building, which was posted as a High
Radiation Area/Contaminated Area, without an alarming dosimeter or a dos- rate
meter as specified on the RWP, and the individual, who was not otherwise
authorized by the Group Radcon Supervisor or Radcon Technician, did not wear
the protective clothing specified on the RWP.

This is a Severity Level IV violation. (Supplement [V).
RESPONSE:

GPUN concurs with the violation as stated and notes that it was self-
identified.

The reason for this violation of Radiation Work Permit (KWP) number 911086 was
personn2] error in that the Radio.ctive Waste Operator believed that entry
beyond a posted high radiation area boundary, but outside of an actual high
radiation area (defined as an area in which dose rates exceed 100 millirem per
hour) did not require use of a survey instrument or electroric alarming
dosimeter.

The following corrective steps were taken to mitigate and avoid further
violations:

Upon detection of the violation by a Radiological Controls Technician, the
worker in the posted high radiation area was directed to halt work and exit
the area. Senior management was promptliy notified of the occurrence, and

a fact finding investigation and critique was conducted. Upon comp’ - *‘on, the
event critique was issued as required reading for the Radwaste Operations
staff.
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. the responsible person shall ensure that a second person, known as a
verifier, ensures the locked condition in the manner stated above; and

. the Radiological Controls Department shall daiiy verify the intearity of
all Locked High Radiation Areas for wh.ch keys have been issued.

Contrary to the apove, on June 13, 1991, 1 contractor Radcon Technician signed
out a Locked High Radiation Area key to the Reactor Water Clean Up (RWC') Heat
Exchanger area and:

1. the Radcon Technician who issued the key to the RWCU, a Locked High
Radiation Area, failed to conduct a High Radiation Area key control
responsibility briefing;

2. after work was completed in the RWCU Heat Exchanger area, a contractor
Radcon Technician, the responsihle person, failed to physically
challenge the latching mechanism to verify that the gate to the RWCU
Heat Exchanger area was locked, yet signed off a procedure step to
indicate it was completed;

3. another individual acted as a Verifier and failed to physically
challenge the latching mechanism to verify that the gate ta the RWCU
Heat Exchanger area was locked, yet signed off a procedure step to
indicate it was completed; and,

4. while performing midshift rounds, A Radcon Technician conducted the
daily verification of the integrity of all Locked High Radiation Areas
for which keys had been issued, yet failed to physically challenge the
latch’ng mechanism to verify that the gate to the RWCU Heat Exchanger
area was locked.

This is a Severity Level IV viclation. (Supplement 1V).

RESPONSE:

identified.

This violation occurred as a result of one contractor Radiological Controls
Technician (RCT) who failed to follow procedures although fully
knowledgeable regarding those procedures. Other personnel including a
second contractor Radiological Controls Technician, a temporary Firewatch,
and a Company Rad.ological Controls Technician were involved although
peripheraily.
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The following corrective steps and preventative actions were taken to deal
with this violation and prevent further recurrence:

Upon ¢iscovery of a door to a Locked High Radiation Area being open, the
area was searched and the door properly secured and tested,

Immediate discipiinary action was taken for the principle party involved.
This action was taken within one hour of the conclusion of the event
investigation. Subsequent disciplinary actions of appropriate severity
were meted out to other culpable parties.

The Station Director has reviewed the importance of proper Locked High
Radiation Area control during "all hands" meetings conducted in September
and October 1991,

Full compliance in this matter was achieved on October 1, 1991,



