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to demonstrate that these corrective actions were implemented and sustained to 
prevent workers from being exposed to a release of airborne contamination caused by 
inadequate configuration control of glovebox auxiliary systems. Had the correctives 
actions from the March 2000 event been adequately implemented, the January 2022 
event would have been averted. 

Collectively, these noncompliances constitute a Severity Level II violation. 
Base Civil Penalty- $123,500 
Mitigated Civil Penalty (prior to adjustment for fee reduction)- $123,500 
Proposed Civil Penalty (as adjusted) - $0 

D. Work Processes and Performance

Title 10 CFR § 830.122(e), Criterion 5-Performance/Work Processes, requires, at 
Subsection (1 ), contractors to " ... [p ]erform work consistent with technical standards, 
administrative controls, and other hazard controls adopted to meet regulatory or contract 
requirements, using approved instructions, procedures, or other appropriate means." 

Triad addresses Criterion 5 in QAP Section 3 .1.1.e, Quality Criterion 5 Performance/Work 

Processes, which states that implementing documents "are the core elements for Triad 
workers to perform work consistent with technical standards, administrative controls, and 
other hazard controls adopted to meet regulatory or contract requirements using approved 
instructions, procedures, or other appropriate means." 

Triad also addresses requirements for implementing work processes in P3 l 5, Conduct of 

Operations Manual, revision 7, dated April 1, 2020. In Attachment 1, Operations 

Organization and Administration, Section 1.4, Principles of Conservative Operation, Triad 
requires that "activities must be conducted ... following approved procedures and in 
accordance with institutional safety and administrative programs." 

Contrary to these requirements and other approved instructions and procedures, Triad failed 
to properly implement a work process to maintain the glovebox's confinement safety 
function or control worker exposure to the radioactive material and unplanned dose from 
release of radioactive contamination. Specific examples include: 

1. Triad failed to identify and control glovebox system items to ensure their proper use,
as evidenced by the lack of control of glove box auxiliary systems, including the
pressure relief device and solenoid bypass and manual bypass valves. There was no
documented control of specific auxiliary systems (pressure relief device and solenoid
bypass and manual bypass valves) status or as-built configuration for each glovebox.
Additionally, there was no documented control of the glove box modifications with
respect to a sample port in the floor. This port, or the associated cutout, was not
specified on the glovebox drawings or in records to ensure its traceability.

2. The glove boxes in question were hot configured to operate in any of the defined or
analyzed glovebox modes (either as inert or normal air). The gloveboxes had the
engineered components to allow for operation as an inert gas flush glovebox with a
bypass; however, the precise details of the working configuration were neither










