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Inspection Summary

A

Inspection on November 13-16, 1990 (Report No. 50-346/90028(DRSS))

Areas Inspected: Routine unannounced inspection of the licensee's radiation
protection program, including organization and management controls (IP 83750);
external and internal exposure controls (IP 83750); training and
qualifications (I1” 83750); radiological controls IP 83750); radiation
occurrence reports (1P 83750); and plant tours.

Results: Licensee personnel allowed three events to occur which resulted in
personal intakes of radioactive material. These events were due to personnel
error because of poor communication, and pre-job planning, and insufficient
radiation protection technician job experience (Section 11).




DETAILS

Persons Contacted

*B. Andrews, Quality Assurance
*W. Haney, Radiological Engineer
*G. Hanna, Compliance Supervisor-Licensing
*J. Lash, Manager ISE
*T, 0'Dou, Radiclogical Assessor
*N. Peterson, Licensing Erngineer
*J. Polyak, Manager, Radiological Controls
L. Storz, Plant Manager
*P, Strahm, Supervisor, Rediological Operations

*R. Walton, Resident Inspector

The inspector also interviewed other licensee personnel in varicus
departments in the course of the inspection.

*Denotes those present at the plant exit interview on November 16, 1990,
General

This inspection was conducted to review the licensee's radiation
protection program. The inspectors toured licensee facilities to
review posting, labeling, and access controls and to perform
independent surveys.

Licensee Action on Previous Inspection Findings (1P 92701)

(Closed) Open Item (346/90004-01): Release limits for disposal of
material. The licensee has changed 1ts unconditional release
procedures to indicate no material can be released from the station
if the material reads above background using a hand held frisker.

Organization, Management Controls, and Staffing (IP 83750)

The inspector reviewed the licensee's organization and management
controls for radiation protection, including changes in the organi-
zational structure and staffing and effectiveness of procedures and
other management techniques used to impiement the program,

The licensee modified its radiological control organization since the
previous inspection (IR 346/90004? by reducing the number of general
supervisors reporting directly to the Radiation Control Manager [RPM),
to two (Radiolo?ica1 Operations and Radiological Support). Supervisors
for Radiological Controls and for Radwaste report to the General
Supervisor Operations; Supervisors for Radiological Health , Radiological
Environmental Compliance, and Radiological Engineering/ALARA (new
Eos1tion since previous inspection) report to the General Supervisor
adiological Support. The organization is well staffed with professional
health physicists including one certified by the American Boards of
Health Physics. Another board certified HP was transferred to the






records the SRD reading. The practice of a clerk recording SRD readings
significantly reduces disagreements between TLD and SRD results,

The inspector selectively reviewed RWP's, associated radiation surveys,
menagement involvment and oversight of radiation protection activities,
posting and control, and observed radiological control practices,

A1l radiation and hi?h radiation areas (KRAs) inspected appeared to

be pested and controlled in accordance with regulatory requirements,
The 1989 total cumulative dose (no outage) was about 38 person-rem,

The 1990 total through October was about 485 person-rem; about 460
person-rem of which was accumulated during the spring outage. The
inftial station goal of about 180 person-rem was revised to about 500
person-rem mainly beceuse it did not reflect the full work scope of the
outage and emergent work,

No violations or deviations were identified.

Internal Expesure Control (1P 83750)

The inspector reviewed selected aspects of the licensee's internal
exposure control and assessment programs, including use of engineering
control., respiratory equipnent, and whole body and eir sampling counting
equipment.

Whole body and bicassay (urinalysis) count results for 1990 indicated

no results exceeding the 40 MPC-hour control measure. The inspector
selectively reviewed relevant whole body count and calibration procedures,
the whole body count facilities, whole body count resulte from severa)
personal intakes which occurred in 1990, whole body count methodology

to determine MPC-hours, recent calibration results, and spoke to control
testers performing the whole body count equipment and cogrizant health
physics personnel., No significant problems were identified.

It appears air samples are taken, counted, and evaluated in accordance
with procedural requirements. Engineering controls to prevent potential
airborne and surface contamination includes air blowing equipment and
work enclosures to augment the building ventilation. Based on survey
and air sample data it appears use of these controls are effective,

No violations or deviations were identified.

control of Radioactive Materials and Contamination, Surveys and Monitoring
;!E 537502

The inspector reviewed the licensee's pro?ram for control of radiocactive
materials and contamination including: calibration and source checks

of contamination survey and monitoring equipment, and effectiveness of
methods of control of radioactive and contaminated materials.

Through October 1990, there were about 150 personal contamination and hot
particle events, with must occurring during the spring outage; all were
investigated. The licensee's imvestigations of these events and its
program for dose assessment appears satisfactory.
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12,

90-0115 02-14-90 Inadequate surveys to identify HRAs beneath
the reactor vessel flange resulting 1n
incorrect posting and control of the area,

90-0190 03-11-90 Worker entry into a HRA without required
personnel monitoring and continous health
physics coverage,

Although these events differ in detail, they appear to have similarities
such as poor or incomplete communication between or within work groups,
poor prejob planning, and failure of RC technicians to recognize
potentially significant radiological conditions. A noted above,
corrective actions for each, taken narrowly, appeared to be adequate.
However, the recurrence of similar events suggests the possible existence
of more pervasive root causes such as RC technician inexperience or the
need for additional supervision. This matter was discussed at the exit
interview and will be further reviewed during future inspections.

(Open Item 346/90020-01),

Exit [nterview

The scope and findings of the inspection were discussed with licensee
representatives (Section 1) at the conclusion of the inspection on
October 1€, 1990, The inspector specifically discussed the problems
noted in various PCAQR/RARs, and discussed some of the weaknesses in

the radiological control program which led to thcse reports. The
licensee acknowledged the inspectors' comments., Licensee representatives
did not identify any documents or processes reviewed during the
inspection as proprietary.



