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License Nos. OPR-31, DPR-41
D:cket Nos. 50-250, 50-251
EA 83-138

Florida Power and Light Company
ATTN: Mr. J. _W. Williams, Jr.

Vice President, Nuclear
Energy Department

P. O. Box 14000
Juno Beach, FL 33408

Gentlemen:

SUBJECT: MITIGATION OF CIVIL PENALTY: EA 83-138
(REFERENCE REPORT NOS. 50-250/83-37 AND 50-251/83-37)

This refers to your letter of March 5,1984 in response to the Notice of
Violation and Proposed Imposition of Civil Penalty, EA 83-138, sent to you with
our letter of February 2, 1984. Our letter concerned a violation found during the
inspection conducted by Region II personnel on October 18-21, 1983, at Turkey
Point Units 3 and 4, of activities authorized by NRC License Nos. DPR-31 and
DPR-41. The violation was .;scussed during an Enforcement Conference conducted
in the Region II Office in Atlanta, Georgia on November 9,1983 and at a subsequent
Enforcement Conference that I chaired at the Turkey Point site on November 9, 1984.

The information provided during the Enforcement Conferences and in your responses
to the Notice of Violation and Proposed Imposition of Civil Penalty has been
carefully reviewed. As discussed in the February 2, 1984 NRC letter which proposed
the civil penalty, the violation was significant and could have resulted in
workers exceeding the dose li: nits for exposure to ionizing radiation. As discussed
in the Appendix, this violation was correctly categorized as a Severity Level III
violation and such violations usually result in the imposition of a civil penalty.

However, the NRC Enforcement Policy, 10 CFR Part 2, Appendix C, provides that
judgment and discretion should be exercised when determining the appropriate
enforcement sanction. Florida Power and Light (FP&L) (1) reported this event
immediately upon its discovery, (2) promptly investigated the circumstances of
this event and took extensive corrective action including (a) installing a new
key core with the only key to the reactor sump area under the control of the
health physics supervisor, (b) taking strong disciplinary action against the
involved personnel who performed inadequately, and (c) providing extensive
training sessions with operations and health physics personnel concerning the
specifics of this event and the necessity to ensure that all procedures are
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Florida Power and Light Company 2

used and followed, and (3) implementing other long range radiological protection
improvements which should significantly improve the health physics program at
Turkey Point. In addition, the attitudes of Turkey Point personnel to improved
performance, especially the individuals involved in this event, were impressive.
The lessons to be learned from their experiences should not be limited to them
alone but should be learned by all the Turkey Point operating staff. In view
of all of these circumstances, I have decided to exercise my discretion and
mitigate completely the civil penalty proposed in the NRC Notice of Violation
and Proposed Imposition of Civil Penalty dated February 2,1984.

I wish to emphasize, however, that the full mitigation of the civil penalty
does not diminish the NRC's concern for the lack of adequate radiation
protection control demonstrated by this Severity Level III violation and the
need for continued steady progress in improved performance in this area.

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

Sincerely,

Richard C.f e ou rector
Office of I pection and Enforcement

Enclosures:
Appendix - Evaluations and

Conclusions

cc w/encls:
K. N. Harris, Vice President

Turkey Point Nuclear Plant
C. J. Baker, Plant Manager

Turkey Point Nuclear Plant
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APPENDIX

EVALUATIONS AND CONCLUSIONS

The violation and associated civil penalty are identified in the Notice of
Violation and Proposed Imposition of Civil Penalty dated February 2, 1984. The
Office of Inspection and Enforcement evaluations and conclusions regarding the
licensee's response dated March 5, 1984, are presented.

RESTATEMENT OF CIVIL PENALTY VIOLATION:

A. Technical Specification 6.12 requires that a radiation work permit be issued
for entries into a high radiation area (an area where the dose rate exceeds
0.1 rem per hour), that workers entering into high radiation areas possess a
radiation monitoring device which continuously indicates the radiation dose
rate in the area, and that entries into locked high radiation areas be
controlled by locks with their keys maintained under administrative control.

Technical Specification 6.11 requires that procedures for radiation protec-,

tion be prepared consistent with the requirements of 10 CFR 20 and be
approved, maintained, and adhered to for all operations involving radiation
exposure.

Plant procedure 11550.2 (HP-2) prohibits entry by personnel into local
radiation control areas until they comply with the precautions and limita-4

tions posted at the entry area.*

Contrary to the above, on October 14, 1983,
'

1. A Radiation Protection Technician and a Shift Technical Advisor (STA)
entered an area in Unit 3 where dose rates were in excess of 50 rems /hr
without first: -

a. obtaining a radiation work permit as required by Technical
Specifications,

b. complying with precautions and instructions posted at the entry to
a local radiation control area, and

c. possessing a radiation monitoring device which continuously
ir.dicated the radiation dose rate in the area in that the instrument
was incapable of measuring dose rates in excess of 5.0 rems /hr.

2. The licensee did not:

a. maintain the keys to a locked high radiation area under adequate
administrative control to preclude unauthorized entry; and

_ ._ . ._ . _ _ __ _ __-- _ _, . _ _ _ . _ _ .
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b. . implement by procedure, the requirement of Technical ~Specifica-
tion 6.12 that a radiation work permit be issued for entries into
a.high radiation area. Instead, the established procedure permitted
substitution of a radiation protection technician for a radiation
work permit.

This is a. Severity Level III violation (Supplement'IV)*
(Civil Penalty - $40,000)

LICENSEE COMMENTS AND NRC EVALUATIONS:

'

A. Licensee Comment Concerning Part A.1.c of the Violation: The individuals
did possess a radiation monitoring device, which could continuously indicate
the radiation dose rates for the area they were authorized to enter. Entry
into the sump area (by descending down the ladder) was not authorized.

NRC Evaluation: An entry was made into an area with dose rates greater than
-50 rems /hr and the dose rate meter in use was incapable of measuring dose
rates in excess of 5.0 rems /hr. The instrument was.off-scale during.the
entry. The licensee is responsible for the acts of his employees. Inter-
views conducted by the licensee and by the inspector of the involved parties

~ (STA, Radiation Protection Technician, Radiation Protection Containment
Supervi::or, and Nuclear Plant Supervisor) do not support the contention'that
plant management was involved in the decision to enter into the 14'
elevation or the sump.-

B. Licensee Comment Concerning Part A.2.a of the Violation: Adequate key.,
' control was maintained in that the night shift containment supervisor knew

i exactly where.his personally assigned key was at all times. Also, the
entry.into the locked high radiation area enclosure by the Radiation

! Protection Technician and the STA was preplanned and authorized by the
! radiation protection containment supervisor under the cognizance of the
! Plant Health Physics Supervisor. The Nuclear Plant Supervisor was also
!- aware of the STA going into the containment to perform leak checks. -

NRC Evaluation: The statement that the containment supervisor knew exactly _
where his personally assigned key was at all times is misleading. Thet

supervisor knew only that the key was supposed to be in the possession of
; the Radiation Protection Technician in the containment. Key control for
'

locked high radiation areas is intended to ensure positive control and
management involvement for every entry. The key control system at Turkey
Point failed to meet these criteria.
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Appendix 3

The statement that the entry into the locked high radiation area by the
Radiation Protection Technician and the STA was preplanned and authorized by
the containment supervisor under the cognizance of the Health Physics Shift
Supervisor is in error. The entry into the sump by the STA and Radiation
Protection Technician was neither preplanned nor authorized by licensee
management. This error apparently arises from a basic misunderstanding by
the licensee and can be explained as follows.

The Radiation Protection Technician, in interviews, stated that he was asked
to make a walkdown of the containment to look for leaks into the sump from
the vicinity of the seal table and reactor coolant drain tank. He stated
that the Containment Supervisor said he would be given the keys to the
reactor sump to check the water level there. He also stated that he did not
remember being told of the status of the thimbles or any prohibition
concerning entry into the sump area. The STA was sent, separately, into the
containment by the Nuclear Plant Supervisor to determine the cause of
excessive leakage into the sump. The Nuclear Plant Supervisor stated in an
interview that the STA was directed to check for leakage around the seal
table and the reactor coolant pump leakoff into the reactor coolant drain
tank. The Nuclear Plant Supervisor also stated on November 9, 1984 that he
told the STA to only look down into the sump to check for leakage and not
to enter the sump area.

However, had the entry into the locked high radiation area been adequately
preplanned and authorized, both the STA and the Radiation Protection
Technician would have been well aware of the hazards, entry requirements,
and restrictions on the entry. The Nuclear Plant Supervisor was aware of
the STA's entry into the containment. However, entry into the sump was not
considered by the Nuclear Plant Supervisor as necessary and thus the entry
was not a part of the task assigned to the STA.

C. Licensee's Statement of Cause: The licensee believes the violation was
caused by poor judgement on the part of the STA and Radiation Protection
Technician. The licensee offers the following examples to support this
contention:

1) The Radiation Protection Technician was briefed and authorized by
health physics supervision to enter the enclosure but not to go down
the ladder to the sump.

2) The Radiation Protection Technician was aware of the thimbles being
withdrawn.

3) The entry door to the sump was conspicuously marked.

4) The STA remained in the sump area even though his instrument was
off-scale.

--. . -- - __ - -- -- - --. . _-. - - - - _ . . - -. . - . -. -
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Appendix 4

NRC Evaluation: This comment by the licensee stems from the' aforementioned
misunderstanding of what took place and also a more basic lack of under-
standing of the basic tenet which states the licensee is responsible for the
acts of its employees and also responsible for their safety. Each of the

-licensee's points is addressed:

1) As noted above, the Radiation Protection Technician, in interviews,
stated that he was asked to make a walkdown of the containment to look
for leaks into the sump from the vicinity of the seal table or reactor
coolant drain tank. He stated that the Containment Supervisor said he e.
would be given the keys to the reactor sump to check the water level
there. He did not recall being told not to go down into the sump area
by the Containment Supervisor. On November 9, 1984 the Containment
Supervisor did recall telling the technician not to go into the
sump area.

2) The Radiation Protection Technician was aware of the status of the
thimbles. However, he stated that he did not remember being told by
his supervisor of the status of the thimbles or any prohibition
concerning entry into the sump area.

3) The entry door was marked with signs reading " Exclusion Area High
Radiation Area, Stay-out, RWP [ radiation work permit] Required for
Entry." However, the long standing practice of permitting a radiation
protection technician to substitute his surveillance for a radiation
work permit and the fact that the Radiation Protection Technician had
been given a key to open the lock to the area naturally led the Radia-
tion Protection Technician and the STA to believe that a surveyed entry
into the sump was allowable. The practice is contrary to the Technical
Specification 6.12.

4) As noted in the Notice of Violation and Proposed Imposition of Civil
Penalty dated February 2, 1984, and Inspection Nport Nos. 50-250/83-37.

; and 50-251/83-37, when the STA was asked to read his instrument by the
t' Radiation Protection Technician, he replied that it was off-scale and
i exited promptly.

. It is apparent these actions demonstrate poor judgement on the part of the
' perscns involved. What is also apparent is the failure of the licensee

to assure that the Technical Specification requirement was followed and had-

it been, a formal review by the Health Physics Shift Supervisor and the *

Nuclear Plant Supervisor would have been required for the issuance of the
radiation work permit.

J

~ ~ --- - , - . , . , . , . , ,,,.----,,n.,,.,-...,.,,,..,.---.n- . , < . - . . _ , , , , . , , . , . , , - , , . ..-.,.n,. .n w,, , - ~ . -. .., . , , ,



'

.
.

b

Appendix 5

D. Licensee's Statement Concerning Radiation Protection Technician Surveil-
lance: The long standing practice of using radiation protection technician
coverage in lieu of a radiation work permit has been determined to provide
controls equivalent to those on a radiation work permit. This practice had
consistently been practiced at Turkey Point, had received previous NRC
reviews, and is a common practice used in the industry.

NRC Evaluation: This practice is a violation of Technical Specifica-
tion 6.12. The Technical Specifications of some licensies permit the
exemption of radiation protection personnel from radiation work permit
requirements while performing their duties, provided they comply with
radiation protection procedures for entry into high radiation areas.
Nevertheless, this substitution is not permitted by Turkey Point Technical
Specifications. The exemption generally applies only to radiation protec-
tion personnel and in any case requirements for survey instruments, dosi-
metry, and procedural controls must still be met. It should be noted that
standard Technical Specifications permit radiation protection personnel or
personnel they escort to enter high radiation areas without a radiation work
permit, if the exposure rate is less than 1000 mrems/hr. A radiation work
permit is required for entry into locked high radiation areas (greater than
1000 mrems/hr).

E. Additional Comments Provided by the Licensee Made Pursuant to the Provision
of 10 CFR 2.205: Clarification of statements made in the Notice of
Violation and Proposed Imposition of Civil Penalty dated February 2,
1984:

1. End of second paragraph on page 1 states, "When the shift personnel
were changed, the on-coming technician received the key to the sump
from the off-going technician, but he did not recall being told he was
not to enter the sump." In fact shift turn-over between day and night
shift included information on the potential leak inspection of the

: reactor sump. The on-coming te',hnician obtained the key from the night
i shift health physics containment supervisor and was pre-briefed about
| the inspection, including: that the thimbles were withdrawn, not to go

down the ladder to the sump and to anticipate an operator inspection ofI

! the sump area during his roving watch. Each relieving technician was
also pre-briefed in the same manner and obtained the key from his
predecessor.

I 2. Third paragraph on page 1 states the Shift Technical Advisor and the
Health Physics (radiation protection) Technician met by chance at the
door to the reactor sump and that the two workers decided to open the
door. In fact, it was preplanned and authorized by health physics
management for entry into the enclosure to take place cognizant of the
radiation dose rates on the 14' elevation and in the sump. The Nuclear
Plant Supervisor notified the Health Physics Shift Supervisor when the

i

I
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Appendix 6

STA was about to enter the containment. As stated in item A above, the
Health Physics Technician was also aware of the inspection to take
place prior to his entry into containment.

3. First sentence, first paragraph on page 1 states, "The STA then read
his self-indicating pocket dosimeter and found it to be off-scale
(greater than 0.200 rems). In fact, the self-indicating pocket
dosimeter worn by the STA was capable of monitoring up to 0.500 rem.

4. The third sentence of the_ third paragraph of page 1 implies that the
two individuals decided on their own to open the door to the sump. The
opening of the door was a preplanned and approved evolution. However,
the decision to descend down the ladder into the sump was not reached
prior to entry.

Based on the above, we believe plant management involvement did take place
in the decision to enter the enclosure and specific instructions were given
not to descend the ladder and enter the reactor sump. The Health Physics
Technician was aware of the reactor thimbles being pulled and the radiologi-
cal significance of the conditions of the sump. The STA stated that he was
aware of the off-scale survey instrument reading while in the sump, thus
demonstrating poor judgement. The decision to proceed with the inspection

'while in the sump was a deliberate action taken by the STA, being fully
aware of the off-scale survey meter reading.

We believe that management control for this activity was inadequate and that
poor judgement was exercised on the part of both individuals. However,
additional strengthening of controls as stated herein have been taken to
preclude the recurrence of this event due to the worker exercising poor
judgement. Pursuant to the above additional information, the prompt
identification, reporting, and immediate corrective actions taken, we
respectively request a reevaluation of this violation for the purpose of
rescinding or reducing the civil penalty.

NRC Evaluation:

A. The Radiation Protection Technician involved in this incident stated in,

an interview with the Plant Health Physics Supervisor that he received
the key from the technician he relieved, not from the Health Physics
Containment Supervisor. In discussicns between the technician and the
NRC inspector, the technician stated the key was received from the
Health Physics Containment Supervisor (this is the only conflict that
appeared in the statements made by the technician). According to.the
technician the briefing he received consisted of a statement from the
supervisor that the technician would be given the key to the reactor
sump to check levels and he should be checking for leaks in the
containment. The technician was not sure instruction was given on
inspecting the reactor sump using a flashlight from the 14' elevation.
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V

The technician was sure no special instructions were given concerning
leak test procedures. He also stated he was never told the thimbles
were withdrawn although he knew this fact because it was posted on the,

Health Physics Bulletin Board. On the other hand, the Containment
Supervisor subsequently stated that he had provided the technician
with information on thimble status and had instructed him not to
enter the sump area.

B. The events transpired as described in the report details. The Nuclear
Plant Supervisor may have told the Health Physics Containment Supervisor
that the STA was going into the containment; however, the specific duty
assigned the STA was to check the seal table and the reactor coolant
drain tank areas. On November 9, 1984 the STA-stated that he was told
to' check the sump. The Radiation Protection Technician stated that he
was not aware of the STA's presence in the containment until they met

9 in the vicinity of the reactor coolant drain tank. In his statement,

the Radiation Protection Technician assumed the individual he met was
- one of the operators working in the containment.

C. The STA had a low-range dosimeter as opposed to one capable of measur-
ing the integrated dose for a reasonable stay in a 50 rems /hr dose rate
field. For that reason, though the licensee is correct regarding the
error, a 0.500 mrem dosimeter is as inappropriate as a 0.200 mrem
dosimeter.

D. The information provided during the inspection led to the conclusion
that the STA and Radiation Protection Technician acted without the
benefit of a pre-work briefing and did enter the sump area without
management involvement.

'NRC Conclusions:

The violation did occur as originally stated and is appropriately classified-

-at Severity Level III. However, the licensee's corrective actions were~ extensive
and comprehensive and included (1) reporting the event immediately upon its
discovery, (2) promptly investigating the circumstances of the event and taking
extensive corrective action, including (a) installing a new key core with the
only key to the reactor sump area under the health physics supervisor, (b) taking
strong disciplinary action against the involved personnel who performed
inadequately, and (c) providing extensive training sessions with operations and
health physics personnel concerning the specifics of this event and the necessity
to ensure that all procedures are used and followed, and (3) implementing other
long range radiological protection improvements which should significantly improve
the health physics program at Turkey Point. Because of these actions, I have
decided to exercise my discretion and mitigate completely the civil penalty
proposed _in the Notice of Violation and Proposed Imposition of Civil Penalty
dated February 2, 1984.
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