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Ted C. Feigenbaum
NYN- 94101 Senior Vice President &
Chief Nuclear Officer

September 9, 1994

United States Nuclear Regulatory Commission
Washington, D.C. 20555

Attention: Document Control Desk
Reference: (a) Facility Operating License No. NPF-86. Docket No. 50-443
(h) North Atlantic Letter NYN-94081 dated July 21, 1994, "Licensee Event Report
(LER) 94-011-00: Non-Compliance with High Radiation Area Controls". T.C.
Feigenbaum to USNRC

Subject: Licensee Event Report (LER) 94-011-01: "Non-Compliance with High Radiation Area
Controls"

Gentlemen:

Enclosed please find Licensee Event Report (LER) No. 94-011-01 for Seabrook Station. This
submittal provides supplemental information regarding corrective actions.

Should you require further information regarding this matter, please contact Mr. James M. Peschel.
Regulatory Compliance Manager, at (603) 474-9521. extension 3772.

Very truly yours,

// /7

d( Felgenbaum ‘C‘ -
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Enclosures: NRC Forms 366, 366A
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United States Nuclear Regulatory Commission
- Attention: Document Control Desk

ol

Mr. Thomas T. Martin

Regional Administrator

United States Nuclear Regulatory Commission
Region |

475 Allendale Road

King of Prussia, PA 19406

Mr. Albert W. De Agazio, Sr. Project Manager
Project Directorate 1-4

Division of Reactor Projects

United States Nuclear Regulatory Commission
Washington, DC 20555

Mr. Antone C. Cemne

NRC Senior Resident Inspector
P.O. Box 1149

Seabrook, NH 03874

INPO

Records Center

1100 Circle 75 Parkway
Atlanta, GA 30339
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On June 21, 1994 at approximately 2340 EDT, the requiieinents of Seabrook Station Technical Specification 6 11, "High Radiation
Area”, were not met

Seabrook Station Technical Specification 6.11 1 requires individuals who enter high radiation areas to either have in their possession
alarming dosimetry or a dose rate monitoring device, or to be escorted by a Health Physics (HP) Technician having one of these
devices. Contrary fo this requirement, a contractor mechanic entered a high radiation area, Reacior Coolant Pump (RCP) cubicle, for
approximately 10 seconds without possessing alarming dosimetry or a dose rate radiation monitoring device

There were no adverse safety consequences as a result of this event. The individual that entered the RCP cubicle did not receive 1
any excessive doses

The root cause for this event was determined to be a failure to implement self checking on the part of the contractor

immediate corrective actions included directing the individual to leave the area. Other corrective actions included counselling and
disciplinary actions for the individual In addition the event was discussed in a station publication, reviewed with station radiation
workers stressing the importance of High Radiation Area controls and relationship to Technical Specifications. Long term cofrective
actions to prevent reoccurrence include revising radiaton worker tramning to include a discussion of this and similar events |
emphasizing the consequences for violating High and Locked High Radiation Area entry requirements and, routinely placing Radiation |
Protection poster boards at the HP Control Points to reinforce High Radiation Area control requirements |
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| DESCRIPTION OF EVENT

On June 21, 1994 at approximately 2340 EDT, the requirements of Seabrook Station Technical Specification
6 11 "High Radiation Area". were not met

Seabrook Station Technical Specification 6 11 1 requires individuals who enter high radiation areas to either
have in therr possession alarming dosimetry or a dose rate monitoring device, or to be escorted by a Health
Physics (HP) Technician having one of these devices Contrary to this requirement, a contractor mechanic
entered a high radiation area for approximately 10 seconds without possessing alarming dosimetry or a dose
rate radiation monitoring device

The individual was found exiting the “C" Reactor Cooiant Pump (RCP) [AB] cubicle without the controls required |
by Technical Specification 6 11, "High Radiation Area". An HP Supervisor discovered that the individual was not
wearing the requisite alarming dosimetry upon exiting the High Radiation Area barricade. The HP Supervisor
directed the individual to immediately leave the area and the containment buiiding

The access to the area was posted as a "High Radiation Area” The sign clearly stated the requirements
necessary for entry into this area. The barricaded entry point provides access to areas where dose rates exist,
at 30 centimeters, in excess of 100 mR/hr

Il SAFETY CONSEQUENCES

There were no adverse safety consequences as a result of this event The individual did not enter any area
where dose rates exceeded 2 mR/hr. During the event the individual did not receive any measurable amount of
radiation exposure as indicated by his Self Reading Pocket Dosimeter (SRPD)

il CAUSE OF EVENT

The root cause for this event was determined to be a failure to implement self checking on the part of the
contractor. In addition. a contributing cause for this event was that the training given for the Radiation Worker
Quaiification did not adequately emphasize that access beyond the barricade was controlled by specific license
conditions (1e Technical Specifications) The individual knew he was ciossing the High Radiation Area
boundary without the requisite alarming dosimeter Another contributing cause for this event concerns verbal
communication as the individual did not notify his supervisor when he encountered unexpected conditions. He
expected to meet an HP technician at the entrance of the RCP cubicle but upon arrival did not find a technician
present and proceeded into the cubicle to see if the technician was inside The individual thought he knew the
radiological conditions ins . the RCP cubicle and felt that this would be an acceptable action for such a short
period of ime. The final contributing cause regards supervisory methods, in that the worker felt that getting this
job done quickly was more important than meeting the specified entry requirerments into this area
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IV CORRECTIVE ACTIONS
immediate corrective actions included directing the individual to leave the RCP cubicle and the reactor
containment building. In addition, the individual was counseled and subject to disciplinary actions. This event
was discussed in a Station publication which included a summary of the High Radiation Area entry requirements
along with an emphasis placed on the consequences for violating these Technical Specification requirements.
North Atlantic and contractor Supervisors reviewed this event with radiation workers emphasizing the importance
of High Radiation Area controls and the relationship of these controls to Technical Specifications
To reduce the probability of similar events occurring, radiation worker training will be revised to include a
description of this and similar events which will emphasize the consequences of violating High and Locked High
Radiation Area entry requirements
Radiation Protection poster boards were erected at the HP Control Points to reinforce Migh Radiation Area
control requirements. These poster boards will remain in place for approximately one month
Additionally, as reported in LER 94-012-00 dated August 12, 1994, North Atlantic will evaiuate the need for a
specific disciplinary action policy to address serious violations of the Radiation Protection Program

Vv PLANT CONDITIONS
At the time of this event, the plant was in MODE 6 with the reactor defueled
This is the third occurrence at Seabrook Station where personne! violated High Radiation Area postings, and the
requirements of Technical Specification 6 11.1 were not met These other instances were reported to the NRC
in Licensee Event Reports (LER) 92-018-00 and 90-017-00

—— ——
NRC FORM 366A (5-92)




