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VOGTLE ELECTRIC JENERATING PLANT - UNIT 1
REPLY TO A NOTICE OF VIILATION

NRC  THBPECTION REFORTS 50-424/92-20 AND 50-425/92-20

The follu..ng is a transcription of the violations as cited in
the Notice of Violation (NOV):

“A.

Techrical Specification 6.7.1a requires that written
procedures be established, implemented, and maintained
covering activities delineated i) Appendix A of Regulatory
Guide 1.33, Revision 2, February 1978.

Regulatory Guide 1.33, Rev 2, February 1978, delineates the
types of safety-related activities that should be covered by
writt~n procedures.

Proc .dure 12003~C, Reactor Startup, step 4.2.9 requires the
Kod Bank Selector Switch to be in Manual, step 4.2.17
requires that rod withdrawal during reactor startup stop
evary 50 steps to check for proper bank tip~to-tip distance
(115 steps).

Contrary to the above, on 3eptember 16, 1992, during a Unit
' reuctor startup the reactor operator failed to select
Manual and selected Control Bank A (CBA) on the Rod Bank
Selector switch, and withdrew CBA to i74 steps before it was
raz2ognized that proper bank tip-to-tip distance had not been
checked at 150 steps on CBA.

This is a asoverity level IV violation (Sup lersct 1),

Technical Specification 6.7.1a requires that written
procedures be established, implemented, and maintained
novering activities delineated in Appendix A of Regulatory
Juide 1.33, Revision 2, February 1978.

Regulatory Guide 1.33, Rev 2, February 1978, delineates the
“ypes of safety-related activities that should be covered by
written procedures.

Procedure 00950~C, Personnel Dosimetry Program, step 8.1.4
states prior tn entering a radiation controlled area (RCA),
the individual will select and wear & whole body direct
reading dosimeter (DRD). The DRD will be wcrn for the
duration oi the entry and, then, returned to Health Physics
(HP) .

Procedure 00930-~C, Radiation and Contamination Control, step
5.2.2 requires a radiation work permit (RWP) for any entry
into an RCA. Step 5.4.2 requires a full whole body frisk to
be performed by all personnel when exiting the RCA access
contreol point or at other areas designated by HP,

Contrary to the above, between June and September 11, 1992,
security personnel entered the Unit 1 refueling water
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storage tank (RWST) valve gallery, a posted RCA, without
first logging onto the appropriate RWP, without obtaining a
whole body DRD, and without performing a whole body frisk
upon exit.

This is a severity level IV viclation (Supplement 1IV).

g Technical fpecification 6.11.1, High Radiation Area,
requires each high radliation area, as defined in 10 CFR 20,
in which the intensity of radiation is greater than 100 mR/h
but less than 1000 mR/h at 45 cm (18 inches) from the
radiation source or from any surface which the radiation
penetrates shall be barricaded and conspicuously posted as a
high radiation area and entrance thereto shall be controlled
by requiring issuance of a radiation work permit (RWP).

Procedure 43005-C, Establishing and Posting Controlled Areas
and High Radiation Area Access Control, Step 3.4.3, provides
instructions to barricade each high radiation area in lieu
vof control devices, alarm signals, or continuous attendance
ot a HP technician.

1. Contrary to the above, on September 1%, 1992, a posted
high radiation area in the Unit 1 Auxiliary Building
Room D78 was fourd not to contain the appropriate
barricade.

- Cuntrary to the above, on September 23, 1992, a posted
high radiation area in the Unit 1 Auxiliary building
Room A09 was found to be improperly barricaded.

This is a severity level 1V viclation (Supplement 1V)."

REBPONSE 10 VIOLATION A
Admission or Denial of the Viclation

The violation occurred as stated in the notice of viclation.
Reason for the Viclation

This violation occurred as a result of the reactor operator's
(RO) failure to follow the appropriate procedural steps for
positioning the rod bank selector switch and his failure to
verify the appropriate rod sequencing during control rod
withdrawal. Contributi s to this evenrt was the failure of the RC
to periorm self-verification of the rod bank selector switch
position. Also contributing to this event was the failure of the
unit shift supervisor (USS) to ensure proper control rod
sequencing during control rod withdrawal.

Immediately prior to the event, the operating crew had been

2
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RESPONBE TO VIOLATION B
Admissicon or Denial of the Viciation

The violation occurred as stated in the notice of violation,

Reason for the Viclation

This violation occurred as a result of personnel failing to
follow the appropriate procedures for entering/exiting a
radiation controlled area (RCA).

Contributing to this was the fact that personnel entering the
area were unsure of the RCA boundary. Some personnel thought the
yellow and magenta rope, the boundary of the contaminated area,
was the boundary for the RCA and did not consider the door where
the posting was installed as the boundary for the RCA.

The RCA postings for the RWST valve galleries for both units on
various occasions have been located inside the room and on the
door. These changing conditions contributed to personnel
confusion regarding sntry into the areas,.

Additionally, less than adequate communications toox place prior
to area entry. The prinary reason for the lack of communication
appears to be the tact that conditions in the area had not
changed for a period of time, and personnel assumed that previous
requirements for entry into the area were still in effect.

Corrective Steps Which Have Been Taken and the Results Achieved

e A broadness investigation was performed tc determine if
other departments had entered the RWST valve galleries
improperly during the period of June through August 1992.

It was found that in addition to Security, improper entries
were also made by individuals n other departments to a much
iesser extent,

. Briefings covering the review of poscings and entry/exit
requirements were held for Security, Operations,
Maintenance, Training, Independent Saiety Engineering Group
(TSEG), and contractor personnel by the ¥2alth Physics (HP)
staff.

. Health Physics personnel performed dose assessments to
determine if any dose limits had been exceeded. No
individual exceeded any dose limit, The maximum calculated
annual dose a single individual could have received
performing this surveillance is 40 mrem/year/unit
{80 mrem/year for both units). This calculation assumes the
same individual performinc the surveillance for a year.
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to the HP control point to sign out the key and return it after
the entry. On August 4, 1992, a contract HP technician was given
the assignment to unlock the door at room D79 so the key sian-out
would no longer be required for entry. At the time the door to
room D79 was unlocked, the entry to room D78 was conspicuously
pcsted "High Radiation Area, Notify HP Prior to Entry." Since
the contractor HP technician is no longer on site, it was not
possible to verify the existence of the required barricade in
room D78. This room may have bcen in this condition until
September 15, 1992,

The main reason for the improper barricading of the posted high
radiation area in room A09 in the auxiliary building on September
23, 1992, was an HP technician's failure to self-check that the
door was closed and locked when he exited the work area. The HP
technician wvas dispatched to unlock room A09 so that contract
electricians could parform their assigned tasks. The HP
technician, after unlo~king the door, remuined in the area to
assist the workers with removal or their protective clothing.
When the job was completed, the two electricians and HP
technician left the area with the door open. At approximately
1213, the resident NRC inspector was briefed for a routine entry
into room A09. He found the cage door completely open on
arrival. He also noted the door did not contain any automatic
closure mechanism. The door was closed and the barricade
restored. Door A09 was left open and unattended for a maximum of
1 hour and 15 minutes.

Corrective Bteps Which Have Been Taken and the Results Achieved

The entrance to room D78 was immediately barricaded by
placing a swing gate at the ertrance.

» The door to room A09 was closed and locked upon discoveuvy.

* All HP foremen and technicians were briefed on the
procedural requirements for higl. radiation areas and their
responsibility for ensuring these controls are in place.

. Appropriate levels of positive disciplin: were administered
to the responsible H? technician,

. An automatic door closure mechanism has been added to the
door leading into room A09.

Corrective Bteps Which Will Be Taken to Avoid Further Vicolations

B All high radiation areas are being checked daily to ensure
appropriate barricades are in place. This will continue
through November 20, 1992, at which time the fregquency of
the checks will be reevaluated.



ENCLOSURE (CONTINUED)

VOGTLE ELECTRIC GENERATING PLANT ~ UNIT 1
REPLY TO A NOTICE OF VIOLATION

NRC INBPECTION REPORTS 50-724/92-20C AND 425/92-20
Pate When Full Compliance Will Be Achieved

Full compliance was achieved when the barricade was piaced at the
entrance to room D78 on September 15, 1992, and the barricade
(closed door) was restored to room A0O9 on September 23, 1992,




