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DETAILS

e

Persons Contacted

F. Armetta, Supervisor, Kadwaste

* J. Bednarz, Principal Assistant to Vice President
* ), Bradburne, Supervisor, Radiologica) Engineering
#J. Brownell, Project Specialist « Licensing

. Cook, Manager, Clinton Power Station

. Dodds, Supervisor Radicvlogicel Operations

. G111, Manager, Nuclear Training

. Mi11, Kediation Protection Shift Supervisor

. Kephart, Supervisor, Radiological Support

. Manasker, Director, Pleanning and Programming

. McCampbell, Rediation Protection Shift Supervisor
. Miller, Director, Plant Radiation Protection

. Miller, Manager, NSED

. Moore, Director Plant Technical
. Morgenstern, Manager, Scheduling and Outage Mana?ement
. Nyswander, Supervisor, Radiological Environmenta
* J. Perry, Vice President
*#R, Phares, Director, Licensing

¢M, Reandeau, Radiologicel Engineer
*#J. Sipek, Supervisor, Regional Regulator Interface
* F. Spangenberg, Manager, Licensing and Safety
* P, Weedon, Manager, Projects and Assessments
* R, Wyatt, Manager, Quality Assurance

-
Bl

* % % % % % % % % % =

* P, Brockman, Senior Resident Inspector
#F. Brush, Resident Inspector

The inspectors also interviewed other licensee and contractor personnel
during the course of the inspection,

* Denotes those present at the interim exit meeting on December 13, 1990.

# Denotes those present at the telephone exit meeting on December 21, 1990,

General

This inspection was conducted to review aspects of the licensee's
radiation protection, radweste/radioactive material shipping and
transportation programs. The inspection included tours of radiation
controlled areas, auxiliary building, radwaste facilities, observations
of licensee activities, review of representative records and
discussions with lTicensee personnel.

Organizational, Management Controls and Training (IP 83750, 84750)

The inspectors reviewed the licensee's organization and management
controls for the radwaste and shipping and transportation programs,
including: organizational structure, staffing, delineation of authority
and management techniques used to implement the program and experience
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December 9, 1990, resi1gent i1nspector tour high racdlatior
dgoor to the fTue pC neat exchanger rc DIOCKed open with a
canvg { bag Three workers were standing with their backs t
the door approximately 12 feet away from the door. The inspect
questiones the radiation protectior } tecr ans at tne
1rywe cnecks nt regarding this aoor, The inspector accompanied

n RP technician who was dispatched to investigate The R}
technician questioned the three workers regarding the high radiatior
area door block: and whather the workers were guarding the aoor.
ne of the workers 1ndicated that they were guarding the aoor ¢
the fuel pool f t exchanger rool Subsequent investigation by the
1censee 1nd ated that the workers had not obtained permissior fro
the radiation protect techniclar to block the door oper
n November Z9% 1990, the icensee tour the high radlation areq
door to the RKR B heat exchanger room blockec L;t' This door's
latch had been taped over and the inner airlock door was blocked
open by coiled hoses. The 1ssues of ndary contaynment and tire
protection assoclated with tt door be discussed 1n the
resident infoector's 1nspecceion report. (orrective actions 4o not
ippear to have Deen adequate to prevent recurrence.
These are violations of procedure ' 1905.21, High Radiation Area
Key ntro) Violation 461/90026«(
Inspection Report No, 50-461/90011(DRP) i1dentified two 1ns es
May 25, 1990 and June 2, 990) in which the licensee had g
the high radiation door to the low pressure core spyay (LP
pump re unlockse During this spection, a review of nditic
reports, prepared Dy the 1censee, 1dentitied the same nhign
radiation door to the LPCS pump ro cked and
unattended on October 13, 1990, cated that
additional information would be provided regarding corrective
actions taken and their effectiveness. (Unresolved Iten

Q0026 «(
J

.

censee has adopted more
+

It should be noted that the licensee has within its Technical
Specifications, the standardized provisions for high radiation
area acces ) |

ontrols. nowever, the

w

restrictive requirements in the form of procedure requirements.

The licensee requires locking of high radiation areas at 100 mR/hr
versus the control by RWP for areas greater than 100 mR/hr and

less than 1,000 mR/hr and locking of areas greater than 1,00

mR/hr (as allowed by technical specifications). This administrative
requirement places a burden upon plant resources both in terms of
manpower and hardware utilized in verification activities as well

as implementation of corrective actions. The licensee has indicated
that procedures are currently in the revision process to address
this 1ss5ue,

hs censet ha ‘,'j-',t"' O_rL( tUJ Deer
utiilzed auring an entire 1ob ftron




start to finish, Most jobs require many various work groups to
participate in & given job, such as insulators, scaffolding crews,
mechanical and/or electrical maintenance crews, etc,

Traditionally, this has been handled by the use of special
instructions that were applicable to the task involved. This was
usually characterized by large numbers of footnotes in the area
that specified radiological protective clotning, dosimetry, and
respiratory protective requirements, For the RWP user, this is
frequently confusing and is a significant contributor to errors
made by personnel in following RWP requirements.

The licensee's system still tracks a job from start t> finish,
However, each specific task or activity within the job is
identified by a Step Number within the overall PWP. Each step
specifies the radiological safety requirements vor the specific
task., Radiological protective requirements for removal and
reinstallation of insulation, scaffold erection and dismantling,
electrical work, and mechanical work are specified in separate
RWP Steps. The worker need only find his task (Step) within the
RWF and comply with the radiological controls established for his
Step. There is no confusion over which controls are applicable
to his job. While the number of terminals available to support
outage activities were less than desirable and the human factors
involved in the actual paperwork need work, the development and
utilization of this type2 of RWP system is viewed as a significant
improvement over traditional RW® systems.

One violation and one unresolved item were ‘dentified,

6. Airborne Radiocactive Materials Event

al

Initial Conditions and Description

On November 2, 1990, two individuals breached the A RHR discharge
pump check valve. Per survey information dated 11/2/90, 10:30 AM
and 7:30 PM general area radiation levels were 80 to 200 mR/hr,
contact levels ranged from 300 mR/hr gamma and 2.8 rad/hr beta at
the valve plane opening, 1 R/hr gamma and 12 rad/hr beta contact
with the valve flapper and 40 to 400 mrad smearable contamination
inside the valve., 8reathing zone air sample results indicated 0%
Maximum Permissible Concentration (MPC) during the systen breach.

At 11:30 PM on November 2, 1990, the fuel building ventilation
system shut down. This was not communicated to the Radiation
Protection Office.

At 00:58 AM on November 3, 1990, two workers lifted the valve
bonnet, performed an inspection of the valve interrals and
returned the valve bonnet to position. Air sample results for
this task indicated 9% MPC.

At 11:20 AM on November 3, 1990, three maintenance workers
cemmenced work on the RHR pump A discharge check valve. This
work was to ronsist of the following activities: (1) lifting the

5
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1 The licensee identified a fa ure of ontro room personnel t
communicate ventilation system status changes to radiaty
protection personnel, In addition, the ".;!"4(1 Jentitied Jot
control weaknesse First, the area had not been preemptively

4

r

The ALARA planning documentaticn indicated that pre-Job an
post-job decontamination was not needed. The need for respirators
was identified; however, the use of glovebags or containment
structures was determined to be unnecessary This work involved
high levels of smearable contamination in a room that exhibited
low levels of contamination which ranged from 3,000 to 20,00

dpm/ 100 cm squared.

Portable ve 5 Necessary' Portable

ventilatior d or The unique configurat!?

of the RHR d RHR heet exchanger rooms were not

evaluated f tial spread of airborne contaminatior
‘ooms communicates fre

Radiological controls for the actual work involved in preparing
the valve bonnet seating surface were inadequate Decontaminatior
of this surface was not planned. However, surveys indicated that
surface contamination levels on the valve bonnet seat were of the
order of 1.5 Mdpm/100 cm squared (56 mrad smearable). Wetting
techniques were employed while the workers used scotch-brite pad




Air sampling methods utilized during this job were not effective
in providin? & prompt means of identification of &irborne
radiological hazards., A 3 cubic feet per minute (cfm) &ir sample
was taken for the duration of the job (11:20 AM - 12:20 PM),

This sample was not counted until 1:30 PM. The failure to promptly
identify airborne radiological hazards resulted in exposure of other
workers to airborne radicactive materials, This also resulted in a
failure to pust the 2 RHR pump and heat exchanger rooms as airborne
redioactivity areas., This created a situation in which personnel
could have unknowingly entered and been exposed to airborne radioe
active materials,

Although operations personnel failed to inform radiation
protection of changes in use of installed ventilation systems,
changes in job conditions were not recognized and evaluated,

This event alsc 1dentified weaknesses in comnunications between
radiation protection personnel and the affected workers. This
resuited in worker concerns regarding the accuracy of information
provided to them and the radiation protection department's
ability to evaluate their potentia) exposure. This latter
concern was identified by the licensee.

Failure to evaluate the radiological hazards associated with
the maintenance of the A RHR pump discharge check valve is e
violation of 10 CFR 20.201(b). (Violation No. 461/90026-03)

Gaseous Radioactive Wastes (1P 84750)

The inspector reviewed the licensee's gaseous radwaste menagement
program, including: changes in equipment and procedures, gaseous
radioactive waste effluents for compliance with regulatory requirements,
adequacy of required records, reports, and notifications, process and
effluent monitors for compliance with operational requirements and
experience concerning identification of programmatic weaknesses.

The inspector reviewed selected records of radicaciive gaseous
effluents releases and Semiannual Radioactive Effluent Release Reports
for 1989 and the first half of 1990. The pathways sampled and analyses
performed appeared to comply with Technical Specifications and/or
Offsite Dose Calculation Manual requirements. In 1989, the glant 1]
aseous effluents released consisted of approximately 13, 2.33 E-4, d

.87 curies of noble gas, radioiodine and tritium, respectively; the
corresponding values Yor the first half of 1990 were 27, 1 E~4, and 1.1
curies, respectively. Gaseous releases remeined less then one percent
of annual limits,

During the review of the Semiannual Effluent Release Report for the
second half F 1989, the inspector noted that the tritium release data
was omitted -om Table 4. This was identified to the licensee. The
licensee ir.ciated corrective action to report the tritium release
data in an addendum to @ future semiannual release report,

No violations or deviations were identified.
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During the exit interview, the inspector discussed the 1ikely
informational content of the inspection report with regard to documents
or processes reviewed by the inspector during the inspection. Licensee
representatives did not identify any such documents or processes as
proprietary. The following matters were specifically discussed by the
inspector:

a. The apparent violations (Sections 5.2 and 6)

b. Inspector concerns regarding: Weaknesses in housekeeping
éSecgigg)IS); end weaknesses in contamination controls (Sections
an ;

¢, Inspector concerns regarding the operability of the SGTS stack
flow menitor (Section 11).
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