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On November 18, 1987 at approximately 0000 hours a Radiological Control Technician
(RCT) inadvertently removed Fuel Pool Cooling System piping radiation shielding
which was required to maintain area dose rate levels below the Technica'l
Specification limit for locked, controllad access areas ( 1000 mren/hr). An area
radiation survey performed af ter the shielding was removed was inadequate,
resulting in an area with a dose rate exceeding 1000 mrem /hr being left unlocked
and unguarded. At the time of this occurrence the plant was shutdown,
depressurized, and in the REFUEL mode. The root cause of this event is personnel
error in that the RCT removed shielding without performing an adequate survey to
determine radiological conditions. Failure to review tt.o shielding authorization
and inadequate labeling of the shielding contributed to i :e cause of this event.
After this condition was discovered, shielding was installed to lower the area

dose rate below 1000 mrem /hr. This LER and a critique of this event is required |

reading 'or all personnel involved with radiation shielding installation or )
removal.
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Date of Discovery

This condition was discovered November 19, 1987 at approximately 0900 hours.

Identification of Occurrence

Technical Specification 6.13.2 requires each high radiation area in which the
intensity of radiation is greater than 1000 mrem /hr be locked and controlled. An
inappropriately controlled volume having a radius of approximately 30 centimeters
was identified as having a dose rate greater than 1000 mrem /hr. This condition
existed approximately 33 hours. This volume was located in a large area to which
access was correctly restricted for the purpose of radiation protection. This is
a voluntary report.

Condition During Occurrence

The reactor was shutdown for a maintenance outage with the mode switch in the
REFUEL position.

Description of Occurrence

On October 10, 1984, two radiation shield blankets were installed on Fuel
Pool Cooling System piping where the Reactor Equipment Storage Tank drain line
connects because the area dose rate had exceeded 1000 mrem /hr. The Shield
Authorization number for this shielding was SA 004-84.

On October 28, 1987, a radiological survey was performed to support the
installation of additional shielding at the same location to reduce maintenance
personnel exposure during work which was scheduled to te done in the area. The
survey indicated the dose rate had increased significantly in this area since the
SA 004-84 shielding was installed, however, periodic surveys indicated the dose
level remained below 1000 mrem /hr. On October 27, 1987, additional shielding was
authorized (SA 87-013) for installation to support the niaintenance work scheduled
in the area. This shielding was installed October 28, 1987. On November 17,
1987, Oyster Creek Radiological Engineering was informed by Technical Functions
Engineering that the SA 87-013 shielding had to be removed prior to plant
startup. Radiological Engineering requested a Radiological Control Technician
(RCT) remove the SA 87-013 shielding but did not supply the Shielding
Authorization documentation which identifies the specific shielding to be
removed. Additionally, the shielding installed in 1984 (SA-004-84) was not
labelled to identify it as separate from the SA 87-013 shielding. As a result,
the RCT inappropriately removed all the shielding on November 18,1987 at
approximately 0030 hours.
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Immediately following the shielding removal a radiation survey was performed
that revealed a 900 mrem / hour maximum area dose rate. A 100 mrem / hour to 1000
mrem / hour dose rate area must be barricaded and posted as specified in Technical
Specification 6.13.1. The area met this criteria so the RCT and his supervisor
believed all required radiation controls were present. On November 19,10" at
approximately 0900 hours a Radiological Engineer entered the area to pick . the
shielding removed and, being cognizant that the SA 004-84 shielding should still
be installed, immediately identified it was not. The Radiological Engineer
surveyed the area and found a maximum area dose rate point which was 4000
mrem / hour. This exceeded the Technical Specification limit (1000 mrem /hr) which
aequires a locked and controlled access area. The radiological engineer reapplied
th7 SA 004-84 shielding and resurveyed the area. The maximum area dose rate still
exceeded 1000 mrem / hour so he posted a guard to restrict entry to the area until
additional shielding could be authorized and installed. On llovember 19,1987 at
1500 hours, the additional shielding was installed bringing the maximum area dose
rate to less than 1000 mer n/ hour.

Apparent Cause of Occurrence

The. root cause of this occurrence is personnel error on the part of the
Radiological Control Technician and his supervisor. The RCT who inappropriately
removed the shielding did not perform an adequate radiological survey of the area
during and af ter the shielding removal to determine radiological conditions.
Additionally, the RCT removed the shielding without consulting the Shielding
Authorization SA 87-013 to determine specifically what shielding should be
removed. The RCT's supervisor shared in the responsibility for the root cause as
the supervisor witnessed and approved the inadequate radiological survey performed
and the supervisior did not supply the RCT with the information or documentation
necessary to perform the shielding removal task properly. A contributing factor
was that the SA 004-84 shielding was not labelled as such. This made the SA
004-84 shielding appear to be part of the SA 87-013 shielding to anyone not aware
that two shielding authorizations were applied to that same piping.

Analysis of Occurrence and Safety Assessment !

Technical Specifications 6.13.2 requires each high radiation area in which
the intensity of radiation is greater than 1000 mrem /hr be locked and controlled.

j

Radiological Controls Procedure 9300-ADM-4110.06 "Control of Locked liigh Radiation !

Area", requires that plant areas accessible to personnel, in which there exists i

radiation levels where a major portion of the body could receive a dose greater |
than 1000 mrem / hour, shall be locked or guarded. When all the shielding was |removed from the Fuel Pool Cooling System piping in the subject area, area dose |
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rate levels were in excess of 1000 mrem / hour (4000 mrem / hour actual), hence the
area should have been locked or guarded. Since it was not, personnel may have
been exposed to radiation dose levels above that which was expected for a
non-locked high radiation area. However, the area was roped off as a high
radiation and contaminated area requiring a RWP for entry that specified all
personnel must wear protective clothing and carry a radiation meter prior to
entry. Personnel have been trained in the proper use of radiation meters and
would have surveyed the area to determine the dose rate and adjusted their stay
time accordingly. The dose rate at the rope was less than 100 mrem / hour as
measured by Radiation Control Department personnel before, during and af ter the
event. Thus, personnel not entering the roped off area were not exposed to a dose
rate in excess of the Technical Specification 6.13.1 limit (100 mrem / hour to 1000
mrem / hour areas must be barricaded and posted). A sign is also posted in the area
prohibiting loitering. Other than a potential for personnel dose to be higher
than expected in the subject area, no safety significance is attributed to this
event.

-Corrective Action

Properly labelled permanent shielding was installed to reduce. the area dose
rate belew 1000 mrem / hour. This LER and event related critique reports will be
required . .ading for all personnel involved with radiation shielding'to emphasize
the importance of reviewing the Shield Authorization prior to removing shielding.
This required reading will also emphasize the importance of performing an adequate
area radiological survey when shielding is removed. Additionally, it has been
verified by the Radiation Control Department that all existing plant shielding is
properly labelled.

Similar Events

None
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GPU Nuclear CorporationNuclear ::ggr238-

Forked River.New Jersey 08731-0388
609 971 4000
Writer's Direct Dial Number:

February 1, 1988

U.S. Nuclear Regulatory Commission
Document Control Desk
Washington, DC 20555 ,

l

Dear Sir: !

Subj ect: Oyster Creek Nuclear Generating Station
Docket No. 50-219
Voluntary Licensee Event Report

This letter forwards one (1) copy of Voluntary Report No. 87-041.

Very truly yours,

4 i

Pe e f edler !

Vice President and Director
Oyster Creek

|

PBF:MH:dmd (#0423A)
Encs,

cc: Mr. William T. Russell, Administrator
Region I
U.S. Nuclear Regulatory Commission
631 Park Avenue
King of Prussia, PA 19406

NRC Resident Inspectors
Oyster Creek Nuclear Generating Station

Mr. Alex Dromerick
U.S. Nuclear Regulatory Commission
7920 Norfolk Avenue, Phillips Bldg.
Bethesda, MD 20014

GPU Nuclear Corporation is a subsidiary of the General Public Utilities Corporation /I/ .


