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~Summar:

Ins ection on A ril 4-8 1988 Re ort Nos. 50-275/88-09 and 50"323/88"08

Areas Ins ected: Routine unannounced inspection of occupational exposure
during extended outages; external and internal exposure control; control of
radioactive materials and contamination, surveys and monitoring; ALARA; review
of licensee identified problems; and facility tours. Inspection procedures
addressed included 30703, 83724, 83725, 83726, 83728 and 83729.

Results: In the areas inspected, the licensee's programs appeared adequate to
accomplish their safety objectives. One violation, involving failure to
prevent a recurrence of a licensee identified problem related to control of
very high radiation areas pursuant to Technical Specification 6. 12.2, was
identified (paragraph 3). One weakness was exhibited in the area of ALARA
(paragraphs 2(h) and 4).
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Details

1. Persons Contacted

a 0 Pacific Gas and Electric Com an PG8E Personnel

"J. Townsend, Acting Plant Manager
"D. Miklush, Unit 2 Outage Manager/Maintenance Manager
*J. Gisclon, Assistant Plant Manager
"J. Boots, Manager, Chemistry and Radiation Protection (C8RP)
"R. Powers, Senior C8RP Engineer, Supervisor of Radiation

Protection
"T. Grebel, Supervisor, Regulatory Compliance
*D. Taggart, Director - equality Support
"S. Fridley, Senior Operations Supervisor
"T. Bennett, Maintenance Manager
"S. Banton, Engineering Manager
"J. Hays, Radiation Protection General Foreman
"J. Sexton, Plant Superintendent

R. Clark, Radiation Protection Foreman
D. Wright, Radiation Protection Foreman
G. Boi les, Dosimetry Foreman
A. Dame, Training Supervisor, GET
G. Monk, Acting Training Supervisor, Non-Licensed Personnel
L. Sewell, Senior Engineer
R. McVicker, Lead Specialist, guality Control
J. Newman, Senior RP Engineer (ALARA)

B. Contractor

M. Shackelford, Radiation Protection Coordinator (Bartlett Nuclear,
Inc. )

C. NRC Ins ectors

P. Narbut, Senior Resident Inspector
"M. Padovan, Resident Inspector
*K. Johnston, Resident Inspector

Denotes those present at the exit interview on April 8, 1988.

In addition to the individuals identified above, the inspector met and
held discussions with other members of the licensee's and

contractors'taff.

2. Occu ational Ex osure Dur in Extended Outa es

a ~ Audits and A raisals

The inspector reviewed the following licensee audit reports:
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Audit Re ort
No. and Date Title

86166T of 9/9/86 Radiation Protection: Organization and
Administration; ALARA; and Personnel Training,
gualifications, and Performance

86245T of 1/14/87 Radiation Protection: In-Plan't Controls

87161T of 8/18/87 Radiation Protection: Personnel Monitoring and
Dosimetry Processing

87243P of ll/ll/87 Training - Plant Staff

87248T of 12/01/87 Radiation Protection: Radioactive Material
Management

The audits covered areas examined by the inspector during this
inspection. I

Audit Finding Reports (AFRs) were issued to the radiation protection
and training organization for failure to implement portions of the
ALARA program, radioactive material management program, training
program, dosimetry program and the in-plant radiation protection
program. None of the findings resulted in the issuance of a
Non-Conformance Report (NCR), which are normally issued for
potential Technical Specification or NRC regulatory requirement
violations. The licensee's responses to the AFRs appeared to be
timely.

The findings identified in paragraph 4 of this report were brought
to the attention of the licensee's guality Control (gC) and guality
Assurance (gA) staff during the inspection and at the exit
interview. The inspector emphasized the importance of considering
more gC/gA audits and surveillances in the area of ALARA.

The licensee's gC/gA staff informed the inspector that the
inspector's findings would be brought to the attention of their
staff and that gC/gA involvement would be enhanced during the
remainder of the outage.

The licensee appeared to be maintaining their previous level of
performance in this area and their program appeared to, be fully
capable of accomplishing its objectives. No violations or
deviations were identified.

~Chan ea

No significant changes were identified since the last inspection.
The inspector did note that the licensee had just received a new
glass bead decontamination unit which should provide the licensee's
staff with a more effective tool for the decontamination of material
and equipment. The licensee's staff was setting up the
decontamination unit and establishing the necessary procedures.
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The only changes in the organization were those made to augment the
licensee's permanent staff to support the Unit 1 outage work and
Unit 2 spent fuel pool reracking work. These changes are discussed
in paragraph 2(c), below.

The licensee's performance in this area appeared to be adequate to
accomplish its safety objectives. No violations or deviations were
identified.

Plannin and Pre arations

Discussions relating to the planning activities associated with the
Unit 1 refueling outage and Unit 2 spent fuel pool reracking
activities were held with various members of the licensee's and
contractor's staff.

The licensee's radiation protection organization had contracted 165
individuals (i.e. 64 Senior Radiation Protection Technicians (RPTs),
19 Junior RPTs, 61 waste handlersl'deconners, and 21 Dosimetry
Technicians) to augment their radiation protection, radwaste and
dosimetry staff. The training and qualifications of the contractor
staff were reviewed by the inspector and were found to be consistent
with ANSI/ANS-3.1-1981, "Selection and Training of Nuclear Power
Plant Personnel." The training program for contractor personnel
included a review of the licensee's Hot Particle detection and
control program. Additionally, the training program included a
review of site-specific data and applicable radiation protection
procedures. Personnel involved in steam generator repair work and
reactor head repair work were provided mock-up training. The lesson
plan used to train the contractor staff was reviewed. It appeared
to provide an in-depth review of the licensee's radiation protection
program.

Senior and junior radiation protection technicians were required to
satisfactorily pass a pre-employment examination that was used by
the licensee to verify an individual's qualifications. The resumes
for the individuals selected were also reviewed by the inspector.
The inspector interviewed both licensee and contractor radiation
protection technicians, radwaste handlers and dosimetry clerks to
ascertain their knowledge of health physics and plant procedures in
general and the hot particle program in particular. All appeared to
be well informed and cognizant of their responsibilities.

The licensee's normal radiation protection staff was also augmented
with qualified individuals from within the licensee's training,
chemistry, and corporate organizations.

The overall attitudes and morale of the entire radiation protection
staff indicated that the organizational structure had been well
planned. This included the plant's method of ensuring su'pervisory
control over the entire augmented staff. The inspector noted that
there was excellent team work throughout the radiation protection
staff established for the outage.
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The licensee appeared to be maintaining their previous level of
performance in this area and their-program appeared fully capable of
accomplishing its safety objectives. No violations or deviations
were identified.

d. Trainin and ualifications of New Personnel

The inspector examined the licensee's General Employee Training
(GET) program and the contractor training program established for
employees augmenting the licensee's radiation protection, radwaste
and dosimetry organization during the refueling outage at Unit 1 and
for the spent fuel rerack work at Unit 2.

The training and qualification of radiation protection, radwaste,
and dosimetry personnel is discussed in paragraph 2(c) above.

The inspector attended a GET class during the inspection. The
inspector noted that the GET program included a review of the
licensee's Hot Particle control program. The inspector interviewed
several workers during the plant tours to ascertain their knowledge
of health physics work practices. Most appeared to be well informed
and cognizant of their duties and responsibilities; however, several
workers appeared to have a lack of prior nuclear experience (see
paragraph 2(h) and 4). This was brought to the attention of the
licensee's staff attending the exit interview. The inspector
remarked to the licensee that workers lacking experience frequently
require closer supervision and surveillance during the performance
of their job assignments.

The use of mock-ups was included in the training program for workers
involved in steam generator inspection and repair and reactor head
repair work.

Personnel attending the licensee's GET are required to pass a
written examination and demonstrate their capabilities for donning
and removing protective clothing.

Workers required to wear respiratory protective equipment during the
performance of their duties must attend a four hour training session
on the use and control of such equipment. The workers must also
complete a physical and pass a respirator fit test before they are
considered qualified.

The inspector concluded that the licensee's GET and Respirator
Training programs were consistent with the regulatory requirements
prescribed in 10 CFR Part 19.12, "Instructions to Workers," 10 CFR
Part 20.103(b)(2) and 20.103(c).

The licensee appear ed to be maintaining their previous level of
performance in this area and their program appeared adequate to
accomplish its safety objectives. .No violations or deviations were
identified.

e. External Ex osure Control





An examination was conducted to determine the adequacy of
implementation of the licensee's external occupational exposure
control program for the Unit 1 refueling outage and Unit 2 spent
fuel pool rerack work. Inspection Report Nos. 50-275/86-28 and
50-323/86-26, and 50-275/87-21 and 50-323/87-21 document the
licensee's external exposure control program. The following
procedures were reviewed during this inspection:

Procedure

RCS-1

RCP G-110

RCP D-300

Title

External Radiation Dose Control

Personnel External Exposure Dosimetry Control

Responsibilities for Personnel Dosimetry Reports and
Recordkeeping

RCP D-310

AP B-60

RCS-7

RCP D-320

RCP G-130

RCP D-220

External Dosimetry Requirements and Records

Access Control

Surveys

TLD Issue and Control

Control of Access for Radiation Protection Purposes

Entry into Plant Areas Which Have a High Potential
for Radiation Overexposure

A review of personnel exposure records was conducted to verify
compliance with 10 CFR Part 20.101, 10 CFR Part 20.102 and 10 CFR
Part 20.104. It was verified, that forms NRC"4 and NRC-5 or
equivalent were filed, as appropriate. For terminated employees,
letters documenting exposures pursuant to 10 CFR Part 19.13 had been
prepared and sent. Information pertaining to extremity exposure,
whole body counting results, Regulatory Guide 8. 13, medicals and
training verification records was maintained in the personnel
exposure files. The review of personnel exposure records did not
disclose any abnormal information. The documentation of exposure
data and maintenance of the personnel exposure records was good.

Personnel monitoring is based on the use of thermoluminescent
dosimeters (TLDs) and pocket ion chambers (PICs) which are issued
and controlled by the licensee's dosimetry group. TLD processing is
performed by the licensee's Department of Engineering Research.
Exposure data can be obtained in a matter of a few hours in cases of
urgent need and in less than one hour in emergencies. Results of
TLD and PIC readings are issued daily to each department, general
foreman and general contractor and are available at the TLD/PIC
issue stations. Exposures are reviewed on a continuous basis by a
CHIRP engineer assigned to maintain the licensee's ALARA program.





The external occupational program includes provisions for assessing
personnel exposures in nonuniform radiation fields, such as for
steam generator and reactor head inspection and repair work.

The inspector concluded that the licensee's external occupational
exposure program was in compliance with 10 CFR Part 20. 101, 10 CFR
Part 20.102, 10 CFR Part 20.104 and 10 CFR Part 20.202.

In the area inspected, the licensee appeared to be maintaining their
previous level of performance and their program appeared adequate to
accomplish its safety objectives. No violations or deviations were
identified.

Internal Ex osure Control

The inspector reviewed the licensee's internal exposure control
program for compliance with 10 CFR Part 20. 103, "Exposure of
Individuals to Concentrations of Radioactive Materials in Air in
Restricted Areas."

Current exposure reports were reviewed that provide information
related to seven day and quarter-to-date MPC-hours for radiation
workers, respiratory equipment fit testing, MPC work and log sheets
from select Special Work Permit (SWP) packages, and whole body
counting records. Additionally, during facility tours, the
inspector observed respiratory equipment being properly used, air
samples being performed as required by SWPs and station procedures,
area postings pursuant to 10- CFR Part 20.203(d)(2) and the use of
engineering controls as required by 10 CFR Part 20. 103(b)(l).
Observations related to the use of plastic face shields and welders
hoods are discussed in paragraphs 2(g) and 4 of this report.

The licensee uses a Helgeson "guickie" and a bed type counter for
performing routine and special whole body counting (WBC). Whole
body counting results showing levels in excess of 2X of the Maximum
Permissible Body Burden (MPBB) are reviewed by the licensee's C8RP
Engineering staff. The licensee requires that workers and visitors
receive a whole body count upon arrival and departure from the plant
and annually during assignment to the site.

The following procedures were reviewed regarding implementation of
the licensee's internal exposure control program:

Procedure Title

RCS-2

RCP G-120

RCP G-150

Internal Dose Control

Personnel Internal Exposure Control

Use of Respiratory Equipment for'rotectio'n Against
Airborne Radioactive Materials

AP B"60E Access Control: Radiologically Controlled Area
Access Requiring Use of Respirator Equipment
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8ased on reviews and observations during the inspection, the
inspector determined that the licensee's internal exposure control
program was in compliance with lQ CFR Part 20 regulatory
requirements, the guidelines of Regulatory Guide 8. 15, "Acceptable
Programs for Respiratory Protection," and NUREG 0041, "Manual of
Respiratory Protection Against Airborne Radioactive Materials."

The licensee appeared to be maintaining their previous level of
performance in this area and their program appeared adequate to
accomplish its safety objectives. No violations or deviations were
identified.

Control of Radioactive Materials and Contamination Surve s and
~Nonitorin

An examination was conducted to determine whether the licensee
effectively controlled radioactive materials and contamination and
performed adequate surveys and monitoring. The examination included
a review of survey records for the period of January through April
6, 1988, and observations of radiation protection monitoring
practices. Direct observations of contamination control work
practices and a review of applicable procedures were also performed.

The licensee's radiation protection staff is responsible for
monitoring all materials and equipment that are removed from
controlled areas. The monitoring practices for materials removed
from controlled areas were consistent with Circular 81-07, IE Notice
85-92 and licensee procedures.

The inspector observed the licensee's radiation protection staff
assisting workers into and out of highly contaminated work areas,
such as the steam generators, reactor head repair area and the Unit
2 spent fuel reracking area.

A review of survey records disclosed that detailed radiation and
contamination surveys and air samples are being obtained during the
outage. The survey results are routinely reviewed by radiation
protection supervision for any abnormal conditions. Work is
routinely secured whenever contamination levels build up to levels
deemed too high by radiation protection supervision and are
decontaminated before work is allowed to resume. Air samples
appeared to be taken when appropriate.

The inspector verified that the control and release of materials
from radiologically controlled areas was handled in accordance with
the following Radiation Control Procedures (RCP):

RCP D-500, "Radiation and Contamination Surveys"

RCP D-610, "Control and Release of Materials From
Radiologically Controlled Areas"

.The inspector examined a licensee personnel exposure evaluation
report, associated with a particle contamination occurrence, to
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determine compliance with 10 CFR Part 20 and licensee procedures. A
description of the event follows:

On March 22, 1988, a contractor exited Unit 1 containment building
with a particle on the outer edge of his right nostril. The
particle appeared to be trapped in the nasal hairs. The particle
was removed by the individual blowing his nose.

The worker had been assigned to de-tension the manway cover studs on
the Unit 1 steam generator. A face shield was worn by the worker-
during the de-tensioning evolution. Contamination surveys of the
work area indicated levels less than 100 counts per minute (cpm).

The worker was given a whole body count after the particle was
removed from his nostril. The whole body count results were
reported as normal (i. e. less than 1X of the Maximum Permissible
Body Burden (MPBB)).

An analysis of the particle disclosed the following composition:

Nuclide

Ce-144
Ce-141
I-131
Ba-140
Ru-106
Zr-95
Nb-95
La"140
RU-103
Pr-144
Rh-106

2.34E-02
1.27E-02
4.85E-04
2.08E-03
4.68E-03
2.52E-02
3.83E-02
2.73E-03
1.49E-02
2.34E-02
4.68E"03

The licensee evaluated the data and assigned a dose of 3. 169 rem to
the skin of the whole body. Since so many nuclides were involved,
the doses were summed using the VARSKIN computer code model. The
following is a summation from the „VARSKIN printout:

Ce-144, Ce-141, I-131, Ba-140, Ru-106 contribution: 0.743 Rem

Zr-95, Nb-95, La-140, Ru-103, Pr-144 contribution: 1.94 Rem

Rh-106 contribution: 0. 198 Rem

Total Beta Dose 2.881 Rem
Gamma Dose (lOX of Beta) = 0.2881 Rem
Total 3.169 Rem

10 CFR Part 20. 101 limits the whole body skin dose to 7.5'00
rem/quarter.

The licensee was unable to determine the source of the
contamination. The inspector noted that the licensee did not have





any program in place for controlling the use of face shields within
a contaminated environment (see paragraph 4). The Senior CHIRP

Engineer for the Radiation Protection Organization did not feel that
the observations discussed in paragraph 4 were the cause of this
event.

The inspector concluded that the licensee's.evaluation appeared to
be conservative and that the dose assigned appeared to be
reasonable.

The inspector verified that other personnel clothing and skin
contamination events were evaluated by the licensee's radiation
protection professional health physics staff. The evaluations
addressed the root cause and corrective actions to prevent a
recurrence of similar incidents. The evaluations also included a
dose assessment.

The licensee appeared to be maintaining their previous level of
performance 'in this area and their program appeared adequate to
accomplish its safety objectives. No violations or deviations were
identified.

Maintainin Occu ational Ex osures ALARA

The effectiveness of the licensee's ALARA program was examined. The
examination included the following:

Personal observations

Discussions with the ALARA CHIRP Engineer and other licensee
representatives

Review of Outage Exposure Status Report, dated 3/30/88

Review of Outage Schedule Critical Items

The licensee used information taken from several sources to
establish their exposure goals for. this refueling outage.

These'ourcesinclude direct radiation measurements, historical data from
Unit 1, cycle 1 refueling outage, information provided in
NUREG/CR-4254, -"Occupational Dose Reduction and ALARA at Nuclear
Power Plants," and from outages at other Westinghouse reactors.

The inspector noted that there were eight to twelve tasks which were
major contributors to personnel exposures (e.g. containment
snubbers, CRDM housing leak repairs, removal/installation of S/G
manways and diaphragms, Reactor Coolant Pump repairs, S/G eddy
current, containment inservice inspections, Radiation Protection
survei llances, steam generator setup, and RVLIS).

The examination, observations, discussions and review disclosed the
following:
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The licensee's ALARA group appeared to perform an in-depth
ALARA review for all scheduled refueling work.

The ALARA program requirements are described in licensee
procedures: NPAP C-200, "Requirements for Radiation Protection
Programs," AP C-200S2, "Operational ALARA Personnel Exposure
Implementation," AP C-2QQS3, "Use and Control of Temporary
Radiation Shielding" and DCPP Radiation Protection Manual
implementing procedures. The inspector reviewed the procedures
and found them to be consistent with the guidelines prescribed
in Regulatory Guides 8.8, "Information Relevant to Ensuring
that Occupational Radiation Exposures at Nuclear Power Stations
will be ALARA," and Regulatory Guide 8.10, "Operating
Philosophy for Maintaining Occupational Exposures ALARA
(Nuclear Power Reactors)."

The Unit 1 Refueling outage was scheduled to start on March 4,
1988, and complete on or about May 25, 1988.

An initial ALARA goal of 300 person-rem had been established
for the Unit 1 refueling outage. The inspector was informed
that the 300 person-rem goal excluded the 41 person-rem
estimate for repair of the CROM housing leaks. The repair of
the CRDM housing leaks was an added function that was not
considered in the original outage work scope package. The C8RP
Engineer informed the inspector that dose rates for this
refueling cycle were 10-20K higher than expected. The CHIRP

Engineer added that the 300 person-rem goal had been reassessed
to 356 person-rem which included the 41 Person-Rem estimate for
the CRDM repairs. The inspector noted that 210 of the 356
person-rem had been expended as of April 7, 1988.

The inspector noted that the licensee's Radiation Protection
staff had made observations similar to those identified by the
inspector (see paragraph 4) in that there have been frequent
observations of excessive time and dose spent in locating
snubbers by different groups. The radiation protection
technicians had also reported other observations of inefficient
time and poor preparation for time spent inside radiation areas
by various groups. The Senior C8RP Engineer stated that these
observations were brought to management's attention and were
acted upon on a case by case basis.

The ALARA CHIRP engineer informed the inspector that the work
force for this outage lacked the experience of the Cycle 1
refueling outage work force. He added that many Mestinghouse
workers selected during this outage had no prior nuclear
experience.

The inspector noted that some work, such as S/G nozzle dam
installation, replacement of pressurizer spray valves 455 A8B,
and S/G U-Bend heat treatment, is expected be accomplished for
much less than the initial person-rem estimates.





The inspector brought the above observations and the observations
discussed in paragraph 4 to the licensee's attention at the exit
interview. The inspector noted that it does not appear likely that
the outage exposure estimate of 356 person-rem will be met if action
is not taken to eliminate the inefficient time spent inside
radiation areas and the poor work planning occurrences observed by
the inspector and the DCPP radiation protection staff. The Plant
Manager informed the inspector that a meeting would be held to
evaluate methods for improving their ALARA performance for the
remainder of the refueling outage.

The licensee's performance in this area appeared to be declining but
still seemed adequate to accomplish its safety objectives. No
violations or deviations were identified.

3. Licensee Identified Problems

a ~ Problem Number 1

On March 8, 1988, the senior resident inspector notified the Region
V staff that the licensee had reported that a decontamination
technician had on March 4, 1988, found a door which provided access
to a very high radiation area (VHRA) to be unlocked. The door,
number 347, controls access to a boric acid evaporator demineralizer
cubicle on the 115'levation of the Unit 1 Auxil'iary Building. The
licensee documented the incident on an Action Request (AR) and
Non-Conformance Report (NCR). The NCR reported that failure to
maintain the VHRA door completely shut and locked was an apparent
violation of Technical Specification 6. 12.2.

The licensee's investigation following the discovery of the incident
revealed the following:

Access to the area is controlled under procedure RCP D-220,
"Entry into plant areas which have a potential for
overexposure."

The last time the key to the .VHRA was issued pursuant to RCP
D-220 was on 2/10/88. The key was issued to a C8RP technician
to complete decontamination activities.

Radiation levels in the cubicle ranged up to 2 rem/hr.

After exiting the area the C8RP technician completed the check
off sheet for VHRA key check out. He indicated on the check
sheet that the door was locked.

After the discovery of this incident, it wag found that the
door required an inordinate amount of force to operate.

No indications of abnormal radiation exposures had been
recorded between 2/lO/88 and 3/4/88. Therefore, the licensee
determined, it was reasonable to assume that no undue radiation
exposure could be attributed to this incident.
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The licensee determined that the root cause for the event was as
follows:

The VHRA door failed to latch due to a mechanical design
deficiency.

There was a personnel error by the C&RP technician, in that the
procedure was not 'followed to verify the door was shut.

Corrective actions included:

Repair of the door.

Revise procedure RCP G-130, "Control of Access for Radiation
Protection Purposes," to provide requirements for VHRA key
control. RCP G-130 was revised on 3/29/88. The revision
included a requirement that a second independent check on VHRA
locks be performed once they are shut.

Problem 2
e

On April 4, 1988, the licensee notified a Region V staff member that
a VHRA door that provides access to the regenerative heat exchanger
(RHX) room on the 91'levation of the Unit 1 Reactor Building was
found by two auxiliary operators on April', 1988 to be shut but
unlatched. The licensee reported that, since this door controls
access to a VHRA with general radiation levels ranging between 1
R/hr and 2 R/hr, this condition was in violation of Technical
Specification 6.12.2.

This incident was also documented on an AR and NCR. A licensee
investigation of this event disclosed the following:

The RHX room was opened by a C&RP technician at 2110 hours, on
March 29, 1988. Two auxiliary operators completed a valve line
up and all personnel exited by 2115 hours on March 29, 1988.

At approximately 0810 hours, .April 1, 1988, two auxiliary
operators, assigned to perform another valve line up in the RHX
room, discovered the door was shut but not latched. They
reported the incident to the radiation protection staff.
It is believed that the door to the RHX room remained unlocked
for the period of 2115 hours, March 29, to 0810 hours, April 1,
1988.

It did not appear that anyone entered the RHX room during the
period it was unlocked.

The licensee determined the following probable causes:

A C&RP technician failed to completely shut and lock the door
after exiting the area.
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The administrative controls, which are provided in procedure
RCP G-130, were not fully implemented. The purpose of this
procedure is to control the issue and return of keys providing
access to VHRAs. A checklist is used to ensure that all
procedural requirements are met and that doors are properly
locked upon egress from VHRAs.

Corrective actions implemented were as follows:

The door to the RHX room was shut and verified to be locked by
an independent individual.

All applicable C&RP personnel were counseled on the expected
key controls per revision 8 to procedure RCP G-130. This
revision included the corrective action resulting from the
March 4, 1988, event (see paragraph 3(a) above).*

c. Re ulator Re uirement

Technical Specification 6.12.2 requires that VHRAs (i.e. areas of 1
rem/hr or greater) shall be provided with locked doors to prevent
unauthorized entry. TS 6.12.2 requires VHRA doors remain locked
except during periods of access by personnel on an approved RWP or
SWP.

d. Re etitive Nature of the Problem

Region V Inspection Reports 50-275/87-03 and 50-323/87-40 identify
two similar incidents that occurred on January 15, 1987, and
September 24, 1987, respectively. These two incidents had the same
proximate cause involving failure to implement procedural
requirements and to verify a VHRA was properly secured after
personnel exited the VHRA. The September 24, 1987, incident was
reported on LER 1-87-015-00.

Re ortabilit of Incidents

The licensee's compliance group was requested to determine the
reportabil,ity of the March 4, 1988, incident pursuant to 10 CFR Part
50.73; "Licensee Event Report System."

Discussions held with the compliance group disclosed that they were
of the opinion that the March 4, 1988 and subsequent April 1, 1988,
incidents were not reportable based on their interpretation of 10
CFR Part 50.73 and NUREG 1022, Supplement 1, "Licensee Event Report
System," and a poll they had taken of other nuclear facilities. The
inspector discussed with the compliance staff a similar event which
had occurred in 1987 that the licensee had reported on LER
1-87-015-00. The inspector counseled the staff that it might be
wise to report such events until an official interpretation is
obtained from AEOD. The compliance staff informed the inspector
that they had contacted the NRC's AEOD/TPAB Branch shortly after the
March 4 incident to determine if their interpretation was correct.
The NRC inspector was present during a licensee:conference call held
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with AEOD/TPAB representatives on April 5 and April 7, 1988. On
April 7 the AEOD/TPAB representatives informed the licensee's
compliance group that occurrences similar to the March 4 and April
1, 1988, incidents were reportable.

The inspector was informed that a LER would be submitted to Region
V, reporting the March 4 and April 1, 1988, incidents.

Conclusion

The inspector concluded that, although the incidents were licensee
identified, measures to report such occurrences and prevent
recurrences of similar incidents were not taken within a reasonable
time. In particular the incident of April 1 may have been prevented
had the corrective action from the March 4 incident been timely.

The inspector informed the licensee that failure to maintain VHRAs
locked was an apparent violation of TS 6. 12.2 (50-275/88-09-01).

The Plant Manager informed the inspector that he and his staff were
very concerned about these incidents and that he had scheduled a
meeting with his staff to discuss the problem further. The Plant
Manager added that additional action was being considered as
follows:

Schedule an independent audit of DCPP's radiation protection
program for controlling access to high radiation areas.

Request that the DCPP Human Resources Group perform an
evaluation of locking mechanisms used to control access to high
radiation areas.

Facilit Tour

The inspector toured various areas of the Unit 1 containment building,
fuel handling building, Unit 1 and 2 auxiliary buildings, and the
low-level waste storage facility. The inspector made independent
radiation measurements using an NRC RO-2 portable ion chamber radiation
detection instrument, S/N 837, due for calibration on May 29, 1988. The
inspector held discussions with the licensee and contractor staff during
the tours. The following observations were made during the tours:

a. The licensee's posting and labeling practices were in compliance
with 10 CFR Part 19. 11 and 10 CFR Part 20.203.

b. An adequate supply of radiation protection equipment appeared to be
available to support the Unit 1 refueling outage, the Unit 2 spent
fuel pool rerack work and Unit 1-2 normal plant operations.

C. Observed portable radiation monitoring equipment was in current
calibration.

Housekeeping was good.
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No unmonitored personnel were observed in the areas that were
toured.

Low radiation background areas were clearly posted in accordance
with the licensee's ALARA program.

On April 5, 1988, the inspector observed three workers visually
scoping a job on the 91'levation of the Unit 1 containment
building standing in a radiation area measuring 30-45 mrem/hr.
Approximately 15-20 minutes later the inspector noted the workers
were in ne'arly the same location and that a posted "Cold Area" with
radiation levels of less than 2 mrem/hr was located about six feet
away. The inspector questioned the workers regarding ALARA and
pointed out the "Cold Area". The workers stated that they could
finish their assignment from the "Cold Area" and they relocated.

On April 5, 1988, during the same tours the inspector observed two
workers on the 140'levation of the Unit 1 containment building had
spent approximately 30 minutes in a radiation field measuring 5
mrem/hr. The inspector overheard the workers discussing their
social activities of the previous weekend. A "Cold Area" with
radiation levels measuring less than one mrem/hr was located less
than ten feet from where the workers stood. The low radiation area
was clearly marked in accordance with the licensee's ALARA program.
This was brought to the attention of the Senior CHIRP EngineeringSupervisor for Radiation Protection.

On April 7, 1988, three to six workers assigned to remove the Unit 1
Reactor Coolant Pump (RCP) 1-2 motor stator waited in a radiation
area, measuring approximately 12 mrem/hr, for approximately 30-45
minutes while a search was made for the correct eye bolt to be used
to remove the stator. A "Cold Area", measuring less than 2 mrem/hr,
was located less than ten feet from where the workers waited. The
inspector informed the Senior C8RP Engineering Supervisor for
Radiation Protection.

On April 7, 1988, the inspector observed a worker, assigned to man
the headsets for Unit 1 steam generator work, stretched out in a
relaxed position (i.e., eyes closed) on the 91'levation of the
Reactor Building. The worker was in a radiation field of 2 mrem/hr.
A low radiation field, which was clearly marked, was located less
than ten feet from where the worker was observed. The worker left
the area.,

h

On April 7, 1988, the inspector observed several workers waiting in
a low background area of less than 1 mrem/hr on the 91'levation of
the Unit 1 Reactor Building. One worker was observed in a relaxed
position (i.e., eyes closed). The worker opened his eyes. The
issue of workers waiting in containment was again discussed with the
Senior Engineer.

During the period of April 4-8, 1988, another NRC inspector assigned
to observe work associated with Unit 2 RHR Pressure Transmitter No.
474 observed three workers assigned to perform work in the radiation
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area. The inspector stated .that the workers had to wait in the
radiation area on one occasion while tools and equipment required
for the work were obtained. The inspector added that the tools
which had been used by the previous shift had been removed from the
work area at the end of their shift.

On April 5, 1988, the inspector noted a special, heavy metallic skid
equipped with rollers (i.e. estimated to weigh one ton or greater)
that was not securely fastened to prevent it from damaging safety
related equipment. The skid was located adjacent to the Boric Acid
Batch Tank on the 115'oot elevation 'of the Unit 1 Auxiliary
Building.

On April 7, 1988, the inspector observed a worker removing lagging
from an area immediately adjacent to the Auxiliary Building Waste
Evaporator. The worker was at the boundary of a contamination area
and was wearing a lab coat and cotton and rubber gloves. The worker
was located in a noncontaminated area and had to reach across the
contamination area boundary to accomplish his work.

The inspector asked a radiation protection supervisor accompanying
the inspector, what was to prevent the worker from spreading
contamination to the noncontaminated area.

The radiation protection supervisor stopped the work. The worker
was given a whole body frisk and an investigation was conducted.
The worker was found to be free of contamination. The supervisor's
investigation disclosed the following:

The worker had spoken to a junior CHIRP technician prior to
entry and had made incorrect assumptions about some of the
information that was discussed before starting the job.

The worker was not signed in on the correct Radiation Work
Permit which required protective clothing consisting of full
coveralls, cloth hood, plastic and rubber booties, cotton and
rubber gloves.

The radiation protection supervisor counseled the worker, the
worker's supervisor and the junior technician. A survey was
conducted to verify that the worker had not spread contamination and
the contamination area boundary was extended to allow the work to
continue as required by the Radiation Work Permit.

The inspector noted that frequent tours were being conducted by the
Senior CHIRP Engineering Supervisor for Radiation Protection and his
staff.

On April 5, 1988, the inspector observed numerous plastic face
shields and several welders'oods lying unattended in arid on
radioactively contaminated surfaces and in "Hot Particle Zones."
The face shields and welders'oods were not bagged or stored in
such a manner as to prevent a worker from reusing them and thus
possibly becoming internally or externally contaminated.





The Senior C&RP Engineering Supervisor for Radiation Protection
informed the inspector that no policy or procedures had been
established for controlling the use of plastic face shields or
welders'oods in a contaminated environment. On April 6, 1988, the
Senior C&RP supervisor informed the inspector that he had
implemented action to control the use of plastic face shields and
welders'oods similar to the controls in existence for use of
respiratory protective equipment. The licensee program for
respiratory protective equipment allows only for one time use of the
equipment after which the respirator is to be removed for cleaning
and survey.

The above observations were discussed as soon as possible with the
licensee's staff and at the exit interview. The licensee's radiation
protection staff and guality Control staff informed the inspector that
they had made observations of poor ALARA work practices similar to those
of the inspector. The Senior C&RP Engineer Supervisor of Radiation
Protection informed .the inspector that he and his staff were conducting
frequent tours of work areas and were taking action on a case by case
basis. The C&RP supervisor stated that their findings are brought to the
attention of the workers, the workers'upervisors and upper management
as problems are identified.

The inspector informed the licensee that the observations indicate that
there is a need for verifying strict adherence to the ALARA program by
all station personnel and not just those on the radiation protection
staff. The inspector added that an effective ALARA program requ'i res the
cooperation of all station and contractor personnel and it 'is the
responsibility of every worker to follow good ALARA work practices. The
inspector added that the observations 'indicate a need for additional
involvement besides that of the radiation protection staff to assure an
effective Al ARA program is maintained. The Plant Manager informed the
inspector that the observations would receive his immediate attention and
that appropriate actions would be taken to improve their performance.

5. Exit Interview

The inspector met with the licensee representatives (denoted in paragraph
1) at the conclusion of the inspection on April 8, 1988. The scope and
findings of the inspection were summarized. The licensee was informed of
the violation discussed in paragraph 3.



0


