
APPENDIX

U.S. NUCLEAR REGULATORY COMMISSION
REGION IV

Inspecti on Report: 50-397/94-25

License: NPF-21

Licensee: Washington Public Power Supply System
3000 George Washington Way
P.O. Box 968, MD 1023
Richland, Washington

Facility Name: Washington Nuclear Project-2

Inspection At: Richland, Washington

Inspection Conducted: July 11-15, 1994

Inspector: L. T. Ricketson, P.E., Senior Radiation Specialist
Facilities Inspection Programs Branch

Approved:
B aine urray, ie
Reactor Inspection P

Ins ection Summar

s Branch
at

Areas Ins ected: Routine, announced inspection of the radiation protection
activities including: audits and appraisals, training and qualifications,
exposure controls, and the program to maintain occupational exposures as low
as reasonably achievable (ALARA).

Results:

A good audit- and- good.survei llances were performed by. the quality
assurance organization (Section 2. 1).

The corrective action program was implemented properly; however,
responses from the health physics organization, detailing corrective
actions, were often found unacceptable by the licensee's quality
assurance organization (Section 2. 1).

The health physics program was appropriately staffed and had a low
personnel turnover rate (Section 2.2).

The general employee/health physics technic .ar s training program had a
small staff and no designated training facility in which to hold
classroom health physics training. Health physics training content was
appropriate (Section 2.2).
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Professional development of health physics technicians had not been
emphasized (Section 2.2).

~ Continuing technical training for supervisors and professionals was good
and showed management support (Section 2.2).

~ Some elements of a comprehensive ALARA program had not been developed or
implemented (Section 2.3).

~ Radiation exposure totals for the site during the last 5 years were
high, as was that for the current year (Section 2.3).

~ The use of new technologies indicated increasing management awareness
and support for the ALARA program (Section 2.3).

~ The ALARA suggestion program received strong support from the workers
(Section 2.3).

~ The control of a locked high radiation area did not meet management
expectations. The length of time the condition existed indicates a

weakness in management awareness and over sight of conditions in the
radiological controlled area (Section 2.4).

Attachment:

~ Attachment — Persons Contacted and Exit Meeting
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DETAILS

1 PLANT STATUS

During the inspection, the plant was in Node 4.

2 OCCUPATION RADIATION EXPOSURE CONTROL (83750)

The licensee's program was inspected to determine compliance with Technical
Specification 6.8 and the requirements of 10 CFR Part 20, and agreement with
the commitments of the Final Safety Analysis Report.

2. 1 Audits and A raisals

The inspector reviewed guality Assurance Audit Report 294-010, "Radiation
Protection," conducted February 28 through March 14, 1994. The audit team
included members with health physics experience and one technical expert.

The inspector reviewed the audit checklist and found it to be appropriate in
that it addressed aspects of all portions of the health physics program.
However, the inspector noted that the audit did not specifically review the
respiratory protection program. Other elements of the internal exposure
program, such as air sampling practices, were reviewed. To determine if this
specific area was reviewed during past audits or survei'tlances, the inspector
interviewed quality assurance personnel responsible for the health physics
area. They were unable to verify that there had been a review of the
inspection and maintenance of respiratory protection equipment. (An
observation related to respiratory protection instructor qualifications is
discussed in Section 2.2.) In general, the audit was apppropriate and
identified six deficiencies and made five recommendations to improve the
program.

The inspector reviewed the guality Assurance Surveillance Reports 294-026,
294-034, 294-037, and 294-039. guality Assurance Surveillance Report 294-037
was particularly noteworthy, because it contained observations and assessments
of a wide variety of health physics activities- occurring during the first, part

'f

the 1994 refueling outage. The surveillance identified several program
weaknesses, including the failure to take effective corrective action to
ensure proper contamination control measures were implemented. The
performance based review also provided many recommendations for program
improvement.

Program deficiencies were documented using Problem Evaluation Requests, the
station corrective action document. Initial responses by the health physics
organization were timely, but four of the six responses to audit findings were
rejected by the qua1ity assurance organization. According to quality
assurance personnel, this was because the responses inadequately addressed the
deficiencies or because the responses did not comply with all requirements of
the corrective acti on procedure {Administrative Procedure 1.3. 12, "Problem
Evaluation Request" ). Supplemental responses, in some cases, were not timely.





For example, additional information to Problem Evaluation Request 294-0378 had
not been submitted by the July 5, 1994, deadline.

In reviewing corrective action documents associated with the health physics
program, the inspector determined that there was no formal sitewide program to
trend root causes identified by the Prob'lem Evaluation Request program.

2.2 Trainin and ualifications

The health physics organization consisted of approximately 85 members.
Corporate health physics personnel had recently been integrated with the
onsi te organization. Staff turnover for the last year was low.

The inspector met with the manager of Health Physics/Chemistry/General
Employee Training and with health physics technicians instructors to discuss
the training program.

The training department included two instructors responsible for providing
health physics technician training. Both of the instructors had health
physics experience. When the inspector observed that the number of
instructors was low, training representatives acknowledged that their analysis
agreed with this, but stated that all training activities and objectives were
accomplished.

Copies of past and futur e schedules for health physics technician training
indicated that training included sessions on plant systems and radiological
hazards and current, industry events, as well as specialized training.

When questioned about training resources, the training representatives stated
that there was no designated space to conduct the health physics training.
Classroom training was conducted at different locations, sometimes off site in
other corporate facilities. The inspector reviewed student critiques and
noted many criticisms concerning the noise level in the c'lassroom used most
often in the training center.

Oily three technicians -were registered (certi fied) by the National, Registry of
Radiation Protection Technologists. When the inspector observed that this was
a low number, licensee representatives stated that they had initiated a
program to encourage technicians to seek registration. The program included
plans for the presentation of a course to prepare technicians to take the
examination and payment of the examination fee by the licensee.

The general employee training group had one full time and one part time
instructor. Courses instructed included general employee training, radiation
worker training, and respi ratory protection. In response to the inspector's
inquiry, training representati ves stated that the full time i nstructor had no
technical experience. The i nspector mentioned that in the area of respiratory
protection, guidance is contained in Regulatory Guide 8.15 which, in turn,
references NUREG 0041. NUREG 0041 defines the qualifications a respiratory
protection instruction must have. However, during an interview with licensing



and training representatives, the inspector determined that the licensee had
not committed to following the guidance of Regulatory Guide 8. 15 with regard
to instructor qualifications. Licensee representatives stated that they would
review the regulatory guidance to determine if it should be adopted for
program enhancement, but made no other commitment. Implementation of the
respiratory protection program was not reviewed within the scope of this
inspection. However, based on observations concerning training issues, the
respiratory protection program will be reviewed during a future inspection.

The inspector reviewed trip report summaries and determined that the licensee
implemented a good program of continuing technical training for health physics
supervisors and professionals. Training included professional meetings and
seminars, vendor supplied training, and visits to other reactor sites for
program comparisons.

2.3 Maintainin Occu ational Ex osure ALARA

During interviews with ALARA representatives, the inspector determined that a
formal source term reduction program had not been established. The source
term control program was in the initial stages of being discussed by the ALARA
committee. There was no formal program of system flushes or tracking and
removing hot spots. These practices were performed on a case-by-case basis.

The licensee's work planning process did not require the ALARA group to become
involved until a late stage. For occasional high exposure jobs, ALARA
representatives .began early review of the work actions planned; however, there
was no consistency with which this was done. Early planning and preparation,
depended more on ALARA personnel initiative than the procedural requirements.
The failure to involve ALARA personnel at an early stage did not allow for the
incorporation of exposure saving techniques in the work instructions without
causing delays resulting from revisions or rewrites. Also, inadequate reviews
by the ALARA personnel could result if personnel feel pressured by the work
schedules during the latter stages of the work control process. Licensee
personnel stated that this situation was being addressed. Members of the
ALARA organization will be integrating with the work planners and will be
physical.ly located so that they can conduct 'early discussions. and reviews.
Licensee personnel also stated that a new guide for work planners was being
developed which will incorporate ALARA considerations.

The inspector reviewed work history files and noted that additional emphasis
needed to be given to documenting and highlighting lessons learned. The
individual files reviewed for work accruing more than 5 person-rem did not
explicitly list such information for future use.

The inspector reviewed minutes of ALARA committee meetings held during the
last 12 months and noted that a meeting had not been conducted since February
1994. Licensee representatives stated that meeting hei not been conducted in
March and April 1994 because of plant problems of higher priorities. They
also stated that they did not conduct meetings in May and June because of the
refueling outage. The inspector reviewed Administrative Procedure 1. 1.6,
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end and three viewing windows covered with expanded metal grating in a side
wall. The gratings were hinged at the top and locked at the bottom. The
inspector noted dewatering hoses passing through one of the windows, propping
open the grating at one end. The grating was secured with a chain and a
padlock at the bottom. Licensee representatives measured the distance between
the bottom of the grating and the wall and determined that the opening was
less than 5 inches wide. Using guidance from the security inspection program
concerning penetration of barrier openings, the inspector determined that this
opening would not allow unauthorized or inadvertent entry into the area where
radiation levels exceeded 1000 millirems per hour and, therefore, was not a
violation of Technical Specification 6. 12.2.

Health physics management acknowledged that propping open the window was poor
practice and stated that an alternate means would be found to pass the hoses
from one area to another. Health physics representatives stated that this
condition had existed for at least a year.

2.5 Conclusions

The latest audit and surveillances of the health physics program performed by
the quality assurance organization were good. Although not completely
comprehensive, the audit covered the major aspects of the program, identified
deficiencies, and made recommendations for program improvement. The
corrective action program was implemented properly; however, responses from
the health physics organization, detailing corrective actions, were often
unacceptable. A sitewide trending program was not available as a management
tool to aid in identifying program problem areas.

The health physics program was appropriately staffed and had a low personnel
turnover rate. The general employee/health physics technicians training
program had a small staff and no designated training area in which to present
health physics training. Health physics training content was appropriate.
Professional development of health physics technicians had not been
emphasized, but the licensee was taking action to change this. Overall, the
training was adequate. Continuing technical training for supervisors and
professionals was, good and.showed management support.

Some elements of a good ALARA program had not been developed or implemented.
The program did not produce consistent, early reviews of work activities to
ensure dose saving measures were incorporated. ALARA committee meetings were
often displaced by higher priority items. Radiation exposure totals for the
last 5 years were high, as was that for the current year. The use of new
technologies indicated increasing management awareness and support for the
program. The ALARA suggestion program received strong support from the
workers.

The control of a locked high radiation area did not meet management
expectations. The length of time the condition existed indicated a weakness
in management awareness and oversight of conditions in the radiological
controlled area.,



1 PERSONS CONTACTED

1.1 Licensee Personnel

ATTACHMENT

*J. Albers, Radiation Protection Manager L Corporate Radiological Health
Officer

*W. Barley, Radiation Protection Consultant
*J. Benjamin, Manager, guality Assessment
*D. Dinger, ALARA Coordinator {Acting)
*Y. Derrer, Manager, Health Physics/Chemistry/General Employee Training
*K. Lewis, Technical Specialist, Compliance
*C. Madden, Technical Specialist, guaTity Assurance
J. Muth, Manager, Plant Assessments

*J. Parrish, Assistant Managing Director for Operations
*W. Rigby, Health Physics Planning/ALARA Supervisor
"J. Sampson, Manager, Maintenance Division
*W. Shaeffer, Operations Manager
*V. Shockley, Manager, Health Physics
*G. Smith, Manager, Operations Division
*D. Swank, Manager Compliance

1.2 NRC Personnel

*R. Barr, Senior Resident Inspector
*D. Kirsch, Branch Chief, Section E
*D. Prouix, Resident Inspector

*Denotes personnel that attended the exit meeting. In addition to the
personnel listed, the inspector contacted other personnel during this
inspection period.

2 EXIT NEETING

An exit meeting was conducted on July 14, 1994. During this meeting, the
inspector reviewed the scope and findings of the report. The licensee did not
express a position on the inspection findings documented in this report. The
licensee did not identify as proprietary, any information provided to, or
reviewed, by the. inspector.




