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Attached is Licensee Event Report (LER) No. 2003-S03-00, for the Virgil C. Summer
Nuclear Station (VCSNS). The report describes an event in which an individual gained
unauthorized access to the protected area and is being submitted in accordance with 10
CFR 73.71, Appendix G(1)(b).

Should you have any questions, please call Mr. Ronald Clary at (803) 345-4757.
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This report is being made pursuant to the requirements of lOCFR73.71(b)(1) for an incident
described in Appendix G(l)(b).

On October 14, 2003, it was discovered that a contractor, who had not received the appropriate
site orientation training to access the protected area, had been issued a vital badge.

The form utilized to alert Access Control and Dosimetry personnel that individuals have
completed their site orientation training had been incorrectly signed by Training personnel. The
individual was issued a vital badge and dosimetry. Upon discovery of the error, the individual's
badge was pulled, he was notified that he was required to complete site orientation training, and
a one-hour report was made to the NRC. The records of all personnel with current access to the
site were reviewed to verify that all site orientation training was current. VCSNS believes that
this event occurred unintentionally.

During the investigation of this event, it was discovered that this individual had entered vital areas of
the plant on October 11, 2003. In accordance with our Security Procedures, Security performed a
search of those vital areas and the protected area on October 14, 2003. The searches were negative.
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PLANT IDENTIFICATION

Westinghouse - Pressurized Water Reactor

EQUIPMENT IDENTICATION

N/A

IDENTIFICATION OF EVENT

On October 14, 2003, it was discovered that a contractor, who had not received the appropriate site
orientation training to receive unescorted access the protected area, had been issued a vital badge.

Training personnel enter site orientation training attendance into the computer for tracking purposes
and fill out a form to allow personnel to show Security and Dosimetry personnel that they have
completed the required site orientation training for unescorted access to the protected area.
Training personnel had incorrectly signed the form for this individual. As a result, the individual
was issued a vital badge and dosimetry.

Dosimetry personnel questioned the fact that this individual's computerized allowable dose kept
resetting itself and attempted to verify the individual's site orientation training status. Training
personnel could not locate the computer entry for site orientation training classes attended and
notified Security. The individual's badge was pulled, he was notified that he was required to
complete site orientation training, and a one-hour report was made to the NRC. The records of all
personnel with current access to the site were reviewed to verify that their site orientation training
was current.

During the investigation of this event, it was discovered that this individual had entered vital areas of
the plant on October 11, 2003. Security performed a search of those vital areas and the protected area
on October 14, 2003 in accordance with VCSNS Security Procedures. The searches were negative.

VCSNS believes that this event occurred unintentionally. This event was documented in Condition
Evaluation Report (CER) 03-3327.

DISCOVERY DATE

10/14/03

REPORT DATE

12/11/03
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CONDITIONS PRIOR TO EVENT

Mode 4, 0% power

DESCRIPTION OF EVENT

On October 14, 2003, it was discovered that a contractor's site orientation training was not current.
This individual had received a vital badge and accessed several vital areas of the plant.

CAUSE OF EVENT

The cause of this event is a human performance error on the part of Training personnel, such that
neither access control nor dosimetry personnel were made aware of the incomplete status of his site
orientation training.

ANALYSIS OF EVENT

During the investigation of this event, it was discovered that this individual had entered the
protected area of the plant and did enter several vital areas of the plant on October 11, 2003.

CORRECTIVE ACTIONS

Upon discovery, this individual's badge was pulled so that no further access could be gained until
the required site orientation training was completed. A full audit was conducted of site orientation
training records for all badged individuals who have access to the protected area and no other
occurrences were identified where an individual had gain access without completion of the
required site orientation training.

In accordance with VCSNS Security Procedures, Security personnel conducted a search of the
protected areas and those vital areas, which the individual had gained access. The searches were
negative.

As part of the planned corrective action, Training will establish a process for ensuring site
orientation training completion information is validated prior to signing qualification confirmation
paperwork for badging and dosimetry.

PRIOR OCCURRENCES

LER 2003-SO1
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