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November 9, 1992

OCAN119202

U. S. Nuclear Regulatory Commission
Document Control Desk
Mail Station F1-137
Washington, DC 20555

Subject: Arkansas Nuclear One - Units 1 and 2
Docket Nos. 50-313 & 50-368
License Nos. OPR-51 & NPF-6
Response to Inspection Report
50-313/92-11; 50-368/92-11

lGent emen:

Pursuant to the provisions of 10C.R2.kO1, attached is the response to the
violation identified during the inspection of activities associated with
the failure to follow the instructions contained in Radiation Work
Permits.

Should you L ue questions or comments, please call me at 501-964-8601.

Very truly yours,

&&
James J Fisicaro
Directo , Licensing.
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cet .Mr. James L. Milhoan
'U. S. Nuclear Regulatory Commission- -

7
.

. Region IV~ ,

611 Ryan Plaza. Drive, Suite 400
. Arlington,-TX 76011-8064

'

~

NRC Senior Resident inspector

Arkansas Nuclear One - ANO-1 & 2
Number 1, Nuclear Plant Road

>

Russellville. AR 72801

Mr. Thomas-W. Alexion
NRR Project Manager, Region IV/ANO-1
U. S. Nuc1 car Regulatory Commission

~NRR Mail Stop 13-H-3
*

One White' Flint North
'11555 Rockville Pike .a

Rockville, Maryland 20852

Ms. Sheri R. Peterson
NRR Project. Manager Region IV/ANO-2

- U. S. Nuclear Regulatory Commission
NRR Mail Stop 13-H-3
One White Flint North
11555 Rockville Pike
Rockville, Maryland 20852
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NOTICE OF-VIOLATION.

Unit 1-Technical Specification 6.8.1.a required, in part, that " Written
procedures shall be-established, impicmented and' maintained covering ...-the
applicable procedures recommended in Appendix A of Regulatory-Guide 1.33 -
November, 1972." Safety Guide 33, Appendix A, recommended that personnel
monitoring and radiation work permits be covered:by written procedures..
Procedure 1000.031, Revision 15 " Radiation Protection Manual," required that

|" Radiologically controlled areas at Arkansas-Nuclear-One are--identified-with
yellow and magenta (purple) ropes, flags, posting signs, tape, etc. which shall
not be used for any other purpose. All personnel are required to adhere to-

these postings."

Similarly Unit 2 Technical Specification, 6.8.1.a. required. In part, _that
" Written procedures shall be established, implemented and maintained covering
... the applicable procedures recommended in Appendix A of Regulatory Guide
1. 33, Revision 2, February 1978. " Regalatory_ Guide 1.33 Appendix A,
recommended that radiation work permits be covered by written procedures. ,

,

Procedure 1000.031 Revision 15 " Radiation Protection Manual,"_ required that ~

" individuals are responsible for: adherence-to radiological protection...

requirements ..." and "... being knowledgeable of and understanding the
requirements and contents of the Radiological-Work Permit-(RWP) under which
work will be performed."

Radiation Work Permit 920993 Revision 1, required workers to perform- a whole
body frisk when exiting a radioactive material area.

Radiation- Work Permit 921438, Revision 1, required workers to wear surgical,
gloves for electrical penetration work within a radioactive materials area.

,

Contrary to the above, the following three examplesJof failure to follow
radiation work permit requirements were identified:

A. On August 26, 1992, an operator and an escorted visitor-failed-to= adhere
[ to a radiological posting for a radioactive materials area, which

indicated a radiation work permit and-contamination monitoring was-
required for entry.

B. On September 4, 1992,- the resident inspector-observed that two main;,
steam safety valve workers failed to perform whole body frisks'whenLi -

. exiting a radioactive material area as required-by Radiological Work
Permit 920993 Revision 1. 1

C. On September 8, 19926 the resident inspector observed that two
Electrical Penetration- 2E-22 workers; failed to wear _ surgical = gloves when
performing. work within a. radioactive _ materials areaDas. required by_- ,

;

| Radiological Work-Permit' 921438,; Revision 1.E

These three examples constitute one. Severity Level IV violation. J

(Supplement IV) (313/9211-02; 368/9211-03)'

L
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Response to violation 313/921bO2; 368/9211-03

(1) Reason for the violation:

Example A

Cited example A was caused by a personnel error. The operator and escorted
visitor were undergoing an operations license examination, and they did not
recognize that the area they were entering was a posted radiologically
controlled area (RCA). The RCA is also a security area and two (2)
separate informational (radiation and security) postings are located on the
access door. The unauthorized entry into the RCA was not detected until
the escorted visitor noticed the radiation area posting as they egressad
through the security door.

Example B

Cited example B was caused by a personnel error. The two (2) main stetm
safety valve workers were aware that whole body frisking was required.
They did not perform a whole body frisk before egressing the RCA because

I~~ the portable frisker was located in a poorly lighted area and was not
readily visible to the workers. They exited the RCA and proceeded to a
known frisker location where a successful whole body frisk was completed.
Additionally, a common RCA ingress / egress point had not been established
which would have placed the frisking equipment in a readily accessible
area.

Example C

Cited example C was caused by a personnel error. A crew of contract

workers were pulling electrical cables into an electrical penetration
device which caused frequent tearing of the surgical gloves. Additionally,

the contract workers experienced difficulty in maintaining a grip on the
cables due to excessive sweating in the gloves. Thus, the gloves were _

removed to get a better grip on the cables.

(2) Corrective steps taken and results achieved:

Example A

The operator and escorted visitor self-reported the unauthorized ent ry into
the RCA to the llealth Physics (IIP) Department. Immediate actions were
taken by llP to assess radiation exposure to the individuals and
contamination control measures in the area in question. Additionally, the

operator and escorted visitor were counselled on the required radiological
control requirements.

An evaluation of the relationship between radiological control barriers and
other barriers, i.e., security and fire doors, was performed to determine
if additional improvements in identification of radiological control
barriers are necessary. The results indicated that additional improvements

are not warranted at this time, and that current postings and warnings are
in compliance with governing documents.

- - - - - . - .__. -. _ - _ _ _ _ _ - _ _ _ _ _ _ _ _ _ - _ - - _ _ _ _



. . - - - _ _ _ . , . - - . . . - - . . .

'
' '

i ' Attachment tor--
-00AN119202 Page:3 :

'

.
.

This incident was: discussed with Arkansas Nuclear One (ANO) Unit One-
Operations. personnel and radiological control requirements reemphasized--
during operations = rotational- requalification training. This was completed
on November 6 -1992.

Example B

The two (2) main steam safety valve workers were awar _that whole body
frisking was required. When the workers could not 15.cate a-frisker in the
area in which they were working, they exited the RCA'and proceeded to a:
known frisker location where a successful whole body frisk _ was completed.

'

The frisker was relocated so that it is clearly visible and accessible, and
the individuals involved were counselled on the.requit'- adiological

control requirements.

Strategic placement of friskers is critical especially when RCAs are
established on a temporary or infrequent basis. Fersonnel in such areas
must be able to recognize where friskers are located. To assure the
consistent placement of friskers in the most ideal locations, an evaluation
of frisker placement practices was performed and a memorandum to Health
Physics Technicians was issued on November 6, 1992, providing guidance on-
proper frisker placement.

Example C-

Health Physics Department management and the electrical penetration
worker's supervisor counseled the contract crews involved in the electrical
penetration-work. Emphasis was placed on reading and_ understanding the-
radiation work permit. complying with the instructions- contained in the
RWP . monitoring techniques and control of contamination methods.

-(3) Corrective' steps which will be taken to prevent recurrences

Example A.

Since this cited example was caused by a personnel error and corrective e

actions were completed, no corrective steps to prevent recurrence were:
identified.

Example B

| Since this cited example was caused by a personnel error and corrective
- actions were completed, no corrective steps to prevent recurrence were

identified.
;

g Example C

Since.this cited example was caused by a perconnel error involving contracti
L

L crews who are no-longer working on. site, no corrective steps to p-event
| recurrence were identified.

. - _
-
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Corrective Measures Common To All.Three (3) Examples

A memorandum issued on November 3, 1992, emphasized the requirement and need to.
have ANO supervision routinely monitor the performance of their personnel
during work activities involving radiological hazards to ensure that proper -
radiological wcrk practices are adhered to. This oversight-is important during
periods in which HP coverage is not' required and f or job activities that are
repetitive in nature or involve extended periods of time. This will help

'

ensureothat workers do not become complacent and consistently demonstrate .

'

proper radiological work practices.

Since there were three (3) exampics of failure to follow RWP instructions in a
short period of time, an assessment of the ANO radiological protection program
was conducted, during the week of September 21, 1992. Certain Institute of
Nuclear Power Operations Performance Objectives were selected as the criteria
for the assessment. The assessment team concluded that the radiological
protection objectives assessed appeared to be satisfied, and no immediate
actions were identified. The assessment team also provided recommendations for
improvements to the radiological-protection program. These recommendations are
being evaluated and an improvement. action plan will be completed by
December 15, 1992.

(4) pate when full compliance will be achieved:

These three (3) examples of failure to follow RWP instructions did not
cause any measurable increase in personnel exposures nor-resulted in any
spread of contamination. Upon counselling of the individuals involved. ANO
was in compliance with its radiological protection program.

_


