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Inspection Procedures 92702, 92701, and 83750 were used.

Results: The licensee's program for controlling occupational exposure, in the
aspects reviewed, appeared adequate in meeting the licensee's safety
objectives. No violations or deviations were identified,
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DETAILS

1. Persons Contacted

Licensee

~X. Hubbard, Engineer, Regulatory Compliance
*R. Gray, Director, Radiation Protection
*H. Somerville, Senior Engineer, Radiation Protection (RP)
*T. Irving, General Foreman, RP

*S. Ehrhart, Engineer, Radiation Protection
*H. Fong, Engineer, Radiation Protection
*C. Helmen, Engineer, Radiation Protection
*D. Hiklush, Hanager, Operations Services

'W. Rising, Auditor, Site guality Assurance
*R. Flohaug, Supervisor, Site guality Assurance
*A. Dame, Access Supervisor, Training
*W. HcLane, Director, Training
*H. Persky, Instructor, Training

NRC

H. Tschiltz, Resident Inspector
H. Hiller, Senior Resident Inspector

(*) Denotes those individuals who attended the exit meeting on December
17, 1993. The inspectors met and held discussions with additional
members of the licensee's staff during the inspection.

2. Followu of Items of Noncom liance (92702)

Item 50-275 93-11-01 Closed : This violation involved the
failure to adequately control entries into posted high radiation
areas. The inspectors verified that the corrective actions
described in the licensee's timely response of June 9, 1993, had
been completed in a timely manner. The inspectors noted the
licensee's implementation of corrective actions to, prevent
recurrence to be satisfactory. This item is considered closed.

3. ~Followu (92701)

a ~

b.

Item 50-275 93-025-01 Closed : This followup item involved RP

personnel not properly logging out RP instruments in the
Instrument Issue Log. The inspectors reviewed the licensee's
corrective actions regarding this matter and noted the licensee's
actions to be adequate. This item is considered closed.

Item 50-275 93-025-02 Closed : This followup item involved a

miscommunication between licensee personnel regarding the
performance of a receipt survey for a liquid SR-89 source with a

Department of Transportation Yellow II Radioactive Haterials label
affixed. The inspectors verified that the licensee had adequately
addressed this issue and implemented appropriate corrective





actions. This item is considered closed.

'c. Item 50-275 93-025-03 Closed : This followup item involved the
Radioactive Material (RAM) control of a missing 15 microcurie
mixed gamma source. The inspectors reviewed the licensee's RAN

'ontrolprogram as it applies to lost radfioactive sources. The
inspectors noted the licensee's program for RAN,control, in the
aspects reviewed, to be adequate. This item is considered closed.

Occu ational Radiation Ex osure (83750)

The inspectors examined the licensee's radiation protection program for
compliance with 10 CFR Parts 19 and 20, Technical Specifications, and
licensee procedures. The examination focused on radiation protection

- activities conducted by the licensee since the previous inspection on

August 16 — 20, 1993, (50-275/93-25 and 50-323/93-25).

The following procedures were reviewed during this inspection.

RCP D-205, "Performing ALARA Reviews," Revision 3.

RCP D-240, "Radiological Posting," Revision 3, (DRAFT).

RCP D-500, "Radiation and. Contamination Surveys," Revision
10.

RCP D-620, "Control of Radioactive Sources," Revision 1.

RCP D-620, "Control of Radioactive Sources," Revision 2,
(DRAFT).

RCP D-630, "Receiving and Opening Radioactive Materials
Packages," Revision 1, (DRAFT).

RCP D-705, " Inspection of the HSA Ultralite Self-Contained
Breathing Apparatus (SCBA)," Revision 5.

RCP D-730, "Operation of Dynatech Model 260 Respirator Fit
Test System," Revision 7.

RPl. ID4, "Radioactive Material Receipts," Revision 0,
(DRAFT)

NPAP D-502, "Receipt of Radioactive Materials Shipments,"
Revision 12.

NPAP A-205, "Respiratory Protection Program," Revision 6.

NPAP B-205, "Respirator Training Program," Revision 5.

Tgl.DC15, " Instructor Training and gualification," Revision 0.





The procedures reviewed and the work practices observed appeared
to be consistent with 10 CFR 19 E 20 and Technical Specification
requirements.

Internal Ex osure Control

The licensee's respiratory protection program was examined for
compliance with 10 CFR 20. 103 requirements, and consistency with
the recommendations of Regulatory Guide (RG) 8. 15, "Acceptable
Programs for Respiratory Protection," NUREG 0041, "Manual of
Respiratory Protection Against Airborne Radioactive Hateri als,"
and American National Standards Institute (ANSI) Z88.2, "Practices
for Respiratory Protection."

The examination included a review of the training program provided
to users of respiratory protection equipment, the medical
examination requirements and respirator fit-up testing program for
respiratory equipment users, applicable respiratory protection
program implementing procedures, and an inspection of the
respirator issuing facility at the 85 foot elevation control point
and various emergency use respirator storage locations.

The inspectors observed several gas mask canisters, in Room BU-106
at Unit 1, that had exceeded the manufacturer's suggested
expiration date. The licensee indicated that this room was not an

issuing station, but a respirator repair and spare parts storage
facility, therefore the possibility of an employee inadvertently
using one of these canisters was low. The licensee did take
immediate actions to have the canisters removed.

The inspectors also observed that the routine monthly inspections
of several SCBAs, at the 140 foot elevation of the Turbine
Building, the 85 foot elevation of the Unit 1 Auxiliary Building,
and Room BU-106 at Unit 1, had not been performed within the past
31 days. The longest elapsed SCBA inspection was approximately
thirteen days past,due. The inspector immediately informed the
licensee of this situation. The licensee responded by stating
that procedure RCP D-705 requires a "monthly" inspection and that
monthly was interpreted to mean once per calendar month. The
inspectors informed the licensee that this interpretation of
monthly was inconsistent with the Technical Specification (TS)
definition of monthly, which is 31 days, and requested that the
licensee consider either formally defining monthly as it applies
to SCBA inspections or adhere to the TS definition, The licensee
agreed with the inspectors'observations.

The inspectors noted the licensee's respiratory protection
program, in the aspects reviewed, to be consistent with regulatory
requirements and the other documents referenced above. The
inspector had no concerns in this area.





b. Plannin and Pre aration

Activities associated with the planning and preparations for the
upcoming Unit 1 refueling outage (1R6),'cheduled to start on
March 12, 1994, were examined. The examination included a review
of applicable procedures and documents, an inspection of the
licensee's facilities, and discussions with members of the
licensee's staff.

The inspectors'xamination disclosed the following:

~ The outage was scheduled to last 64 days.
~ A proposed ALARA goal of 370 person-rem had been established

and was awaiting management approval.
~ Outage staffing and training need had been clearly

established.
~ "'tandard Radiation Work Permits (RWPs) had been .prepared and

preparation of job specific RWPs was in progress.
~ Approximately 2,500 work packages had been written and ALARA

reviews of the work packages was in progress.
~ The licensee was continuing the use of ALARA High Impact

Teams (HIT) consisting of representatives from various
departments (i.e. Maintenance, Operations, Radiation
Protection, etc.).

~ The licensee utilized past job history files in outage
planning.

~ , An ALARA schedule was developed to identify windows when key
evolutions were taking place that could affect the exposure
of work groups performing other jobs--in the same area or on
the same system.

The primary evolutions scheduled during this outage were
identified as follows:

Resistance Temperature Detector (RTD) bypass elimination.
Routine Steam Generator (S/G) inspection work.
Feed Water Nozzle/Thermal Sleeve replacement on S/Gs
Nuclear instrumentation cable replacement on the reactor
head.

The inspector concluded that the licensee's ALARA program, and the
planning and preparation for the 1R6 refueling outage was-
consistent with licensee procedure RCP D-205, the recommendations
of Regulatory Guide (RG) 8.8, "Information Relevant to Ensuring
That Occupational Exposures at Nuclear Power Stations Will Be As
Low As Reasonably Achievable," and RG 8. 10, "Operating Philosophy
for Maintaining Occupational Exposures As Low As Reasonable
Achievable."





Audits and Surveillances

.The licensee had not conducted any audits or surveillances in the
area of occupational radiation exposure controls since the
previous inspection of this area. However, several Radiol'ogical
Occurrence Reports (RORs) had been generated by the licensee's
staff during this time period.

The inspector reviewed various RORs which had been initiated since
the previous inspection. The inspectors noted ROR A0320718, to
warrant specific consideration. The subject of this ROR was the
identification of contamination on the asphalt outside the
Radiological Controlled Area (RCA) at the 85 foot elevation of the
North Yard outside the Unit 1 Auxiliary Building. The
contamination was identified by Radiation Protection (RP)
personnel during a weekly routine survey,.

E

Contamination levels ranging up to several hundred disintegrations
per minute (dpm) were detected. Analysis of the contamination
identified the contamination to be Carbon-14, Tritium, and very
low levels of activation and fission products. The licensee
subsequently posted the area and initiated an investigation.

The licensees's investigation determined the source of the
contamination to be from a water spill that occurred during
maintenance activities on the Primary Water Storage Tank (PWST) in
August of 1993. While working on an internal air in-leakage
control bladder, water was required to be pumped out through a

hose which was routed to a floor drain inside the Unit 1 RCA.

Approximately 2,500 gallons of PWST water was ultimately released
onto the asphalt outside the RCA. The radioactive concentration
of the spilled water was determined to be less than the Maximum
Permissible Concentration" for Carbon-14 and Tritium in water
listed in 10 CFR Part 20, Appendix B, Table 1. Although water
from the spill did reach a yard drain that acts as an oily water
separato'r and can communicate directly with the Pacific Ocean, the
licensee demonstrated that the water level in the drain was below
overflow and that the dewatering valve had not been operated
recently. The licensee's investigation concluded that the
contaminated water had remained held up in the yard drain.- Thus,
no licensed material had been released off site.

The licensee coated the surface of the contaminated asphalt with
an industrial grade sealant to prevent migration of the
contamination and shield against the low energy beta radiation.
The licensee will continue to evaluate potential corrective
actions over the next several months. The inspector was satisfied
with the licensee's investigation and course of corrective
actions. The inspector had no concerns with this matter at this
time.
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Trainin and ualifications

The i'nspectors examined the licensee's training and qualification
program for radiation workers and General Employee Training (GET)
instructors. The examination consisted of reviews of applicable.
procedures and documents, discussions with members of the
licensee's staff, and observations of activities in progress.

The inspectors examined the licensee's General Employee
Training (GET) for radiation workers scheduled to come on
site for the IR6 refueling outage. Specifically, the
inspector examined the licensee's GET for incorporation of
the revised 10 CFR Part 20 (Part 20) requirements. At the
time of this inspection, the licensee was in the process of
formalizing-new GET lesson plans which incorporated the
revised Part 20. The inspectors reviewed the draft lesson
plans and held discussions with the training instructor
tasked with writing the new lesson plans. The new lesson
plans appeared to include the'necessary .information from the
revised Part 20, which a radiation worker would need to know
to perform work in a radiation environment.-

2. The inspectors also examined the qualification program for
GET instructors. The inspectors observed a GET radiation
worker retraining class in progress and reviewed the
qualification requirements for GET instructors. The
inspectors noted that the licensee's training program did
not include any technical qualifications. The supervisor of
the GET instructors informed the inspector that all of their
instructors are required to meet ANSI 3. I, "Selection and
Training of Nuclear Power Plant Personnel," 1978,
recommendations as a condition of employment. Thus, the GET

"

instructor qualification program focused on the skills
required to be an instructor.

The instructor qualification program consisted of
approximately seven optional (category 1) tasks and thirteen
required (category 2) tasks. The qualification areas
covered such topics as preparing a lesson plan, conducting a

class presentation, and administering an exam, all of which
were required to be performed under direct supervision until
being signed-off as qualified to perform that task.

The inspectors noted one concern regarding instructor
qualifications. The inspector observed a GET instructor
administering an exam without being signed-off as qualified
to administer exams. The licensee acknowledged the
inspectors'bservation and immediately corrected the
problem. The licensee indicated that the situation with
this particular instructor was an isolated case. The
inspector had no other concerns in this area.





e. Faci 1 i t Ins ecti ons

During 'facility inspections, the inspector observed that adequate
personnel survey instruments were conveniently located near exits
from surface. contamination areas (SCAs). All instruments observed
were functional, within their calibration period and had been
daily performance tested.

The inspectors performed independent dose rate measurements of
areas inside the Units 1 and 2 protected area (PA) and
radiological controlled area (RCA) using an ion chamber type
detector (Eberline Model R0-2, NRC serial No. 022906) due for
calibration June 6, 1994. All areas observed were adequately
posted and were conducive to alerting workers to the radiological
conditions present. The inspector noted that radioactive
materials, radiation areas, and high radiation are'as were posted
in accordance with the requirements of 10 CFR 20.203.

The inspector noted plant housekeeping to be well maintained.

The licensee's program for controlling occupational exposure, in the
aspects reviewed, appeared adequate in accomplishing the licensee's
safety objectives. No violations or deviations were identified.

Exit Interview

The inspector met with members of li'censee management at the conclusion
of the inspection on December 17, 1993. The scope and findings of the
inspection were summarized. The licensee acknowledged the inspector"s
observations. The licensee did not identify as proprietary, any of the
information provided to the inspector during the inspection.




