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U. S. NUCLEAR REGULATORY COMMISSION

OFFICE OF INSPECTION AND ENFORCEMENT

REGION III
,

Report No. 50-249/80-11

Docket No. 50-249 License No. DPR-25

Licensee: Commonwealth Edison Company
Post Office Box 767
Chicago, IL 60690

Facility Name: Dresden Nuclear Power Station, Unit 3

Inspection At: Dresden Site, Morris, IL

Inspection Conducted: April 15-18, 1980

%-
.

Inspectors: k A. Paul SI/t//PO
'W.oLA~

Approved By: W. L. Fisher, Chief f//V[FO
Fuel Facility Projects and

Radiation Support Section

Inspection Summary

; Inspection on April 15-18, 1980 (Report No. 50-249/80-11)
Areas Inspected: Routine, unannounced inspection of operational radia-
tion protection program during refueling and major maintenance, includ-
ing: audits; training; planning and preparation; ALARA; expositre con-
trol; posting, labeling, and control; and outage activities. The in-
spection involved 31 inspector-hours on site by one NRC inspector.
Results: No items of noncompliance or deviations were identified.
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o DETAILS

1. Persons Contacted

*J. Almer, Operations
*J. Barker, USNRC

- *G. Bergan, Chemist
.

*H. Cobbs, Quality Assurance
*F. Jones, Health Physicist
*J. Parry, Radiation Chemistry Supervisor
*R. Ragan, Assistant Superintendent, Operations
*C. Sargent, Operations, Unit 2
*B. Shelton, Assistant Superintendent, Administrative
*B. Stephenson, Station Superintendent
*E. Wilmere, Quality Assurance Coordinator

The inspector also contacted other licensee employees, including
radiation chemistry foremen and technicians.

* Denotes those present at the exit interview.

2. General

This inspection, which began at 8:30 a.m. on April 15, 1980, was
conducted to examine the licensee's radiation protection activities
during the current refueling and maintenance outage of Unit 3.

3. Licensee Audits

No formal audits related to radiation protection activities were
conducted during this refueling and major maintenance outage. A
licensee representative stated that health physicists and radiation
chemistry technicians and foremen conduct daily reviews during their
routine work assignments or plant tours to ensure implementation of
the radiation protection program.

4. Training

The licensee offers a general radiation protection orientation
training course. Participation in the orientation is mandatory for
all but visitors before they are authorized to work in restricted
areas. The orientation covers the requirements of 10 CFR 19.12.
Any additional training given to contractor personnel involved in
the Unit 3 outage was on-the-job training given by supervisory or
radiation chemistry technicians.

No items of noncompliance or deviations were identified.
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* 5. Planning and Preparation*

!

Licensee representatives stated that, due to health physics in-
volvement in the preplanning stages of the torus modification,
over 300 man-rem was saved, primarily by decontamination of the
torus before the saddle support modification work began. Al-
though no specific man-rem saving was estimated for the refueling,

- the licensee believes the adoption of certain recommendations made
by the health physics group, which implemented exposure control
methods and procedures, accounted for exposure reduction.

The outage began six weeks earlier than scheduled, due to a broken
beam Solt assembly in the vessel. Because of this, some problems
concerning unavailable whole body counting and quantitative mask
fitting equipment, and training of contractors and radiation chem-
istry technicians caused the licensee to cancel some preplanned
programs and to expedite the acquisition of monitoring equipment.
It appears that health physics involvement in the preplanning stages
of the outage was adequate.

No items of noncompliance or deviations were identified.

6. ALARA

Consideration was given to ALARA whenever possible during the out-
age. As a result, the licensee identified certain areas where
exposure reduction was practicable and action was taken to imple-
ment the recommendations, as mentioned in the previous paragraph.

No items of noncompliance or deviations were identified.

7. External Exposure Control

The licensee's exposure control program during this outage includes
a daily computer updated dose tally for each worker based on time-
keeping, pocket dosimeter, and film badge results. The licensee i

attempted to maintain whole body exposures below 2500 arem per l

quarter for persons involved in the outage and torus modification.
All persons issued a film badge sign a Form NRC-4. Several NRC-4's
for contractor personnel were reviewed; all were properly completed
and signed. ;

i

Ten persons received whole body doses ranging from 2500 to 2700 i

'
mrem during the first quarter 1980. The total whole body dose for
1242 persons involved in the Unit 3 outage from January 1 through ;

April 15, 1980, was 440 man-rems. A review of the licensee's as- j
signment of whole body dose for several persons, based on pocket
dosimeters and timekeeping, was compared to the same persons' film

,

b4dge results for specific-periods. The results of this review
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indicated that, although in most cases the timekeeping and pocketo'

dosimeter results were slightly higher than film badge results, the
correlation was good. This method of dose assignment appears ade-
quate to allow timely decisions to ensure that regulatory or li-
censea limits are not exceeded. *

Eight persons were issued TLD finger dosimeters during the outage
and torus modification. The highest extremity dose, 2300 mrem for-

the first quarter 1980, was received by a licensee employee while
working on the jet _ pump job. The licensee issues TLD finger dosi-
meters to persons who might receive an extremity dose five times the
quarterly whole body dose limit defined in 10 CFR 20.101(a). Using
this method for requiring finger dosimeters, certain persons who ex-
ceeded 1.25 rems per quarter, whole body, and who had not worn finger
dosimeters may have exceeded 10 CFR 20.102 requirements. As a re-
sult of this observation, the licensee will identify work functions
most likely to cause exposures and will determine if extremity dosi-
meters should be worn to ensure compliance with 10 CFR 20.102.

Survey records of direct radiation, surface contamination, and air-
borne contamination surveys conducted during the refueling outage
to date were selectively reviewed. Surveys appear to be conducted
at frequencies specified by the licensee's procedures.

8. Internal Exposure Control

Mack Fit Testing

At the initial indoctrination training session, all individuals were
instructed in using and wearing respirators and in qualitative mask
fit testing using irritant smoke. Quantitative fit testing was not
given for persons working in the Unit 3 outage.

The licensee's program for controlling internal exposures for this
outage includes: the use of protective clothing, respirators and
equipment, control / reduction of surface and airborne contamination
levels, and use of surface and airborne survey information. ton-
tractor personnel are monitored for internal exposure at the be-
ginning and end of work assignments. Licensee records indicated
that, during the first quarter of 1980, terminating contractor per-
sonnel were whole body counted.

In the past, the licensee has used RMC whole body counting pro- |

cedures. Currently, the procedures are not explicitly followed
and the licensee is writing new procedures which meet their count-
ing needs. These procedures will be reviewed in the future. )

A selective review of whole body count results indicated no uptakes i
exceeding 5% MPOB. j
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A review of the licensee's air samples taken during the outage,

,for the period January through March 1980 indicates that suffi-
cient samples were taken to ensure compliance with 10 CFR 20.103.

No items of noncompliance or deviations were identified.

9. Posting, Labeling, and Control

While inspecting the licensee's facilities, the inspector examined
radiation caution sign postings, high radiation area access controls,
and radiation work permit usage. In addition, radiation occurrence
reports were selectively reviewed specific to the Unit 3 outage.

No items of noncompliance or deviations were identified.

10. Outage Activities

Unit 3 began a refueling outage on February 2,1980. At the time
of this inspection, fuel handling operations had been completed.
The inspector observed some work and radiation protection activ-
ities at one location in the drywell. A licensee representative
stated that all major jobs of radiation significance were under
continuous radiation protection coverage by licensee personnel.
The inspector selectively reviewed work permits, radiation pro-
tection logs, respiratory equipment usage records, personal dosi-
metry records, and the results of airborne, smear, and direct
radiation surveys related to outage activities. No significant
problems were noted.

No items of noncompliance or deviations were identified.

11. Independent Inspection

The inspector reviewed the records of six contractor personnel,
who worked specifically on the Unit 3 refueling outage and torus
modification, to determine if they had received the required train-
ing, whole body count before and at termination of work, and qual-
itative mask fitting.

No items of noncompliance or deviations were identified.

12. Exit Interview

The inspector met with licensee representatives (denoted in Para-
graph 1) at the conclusion of the inspection on April 18, 1980.
The inspector summarized the scope and findings of the inspection.
The following matters were discussed:
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, ~ , - a. The need to determine those activities that could cause ex-
tremity dose to exceed 10 CFR 20.102 limits. The licensee
stated that the matter will be evaluated. (Paragraph 7)

b. The role of health physicists in identifying radiation prob-
lems and areas where radiation exposures could be reduced
generally and during this refueling and the position of

. station management in implementing ALARA recommendation ~.s
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