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conducted in October/November 1991, was reviewed by the
inspector as were followup actions. In general, the audit
was found to be well planned and documented and contained
items of substance relating to the radiological protection
program. Corrective actions in response to audit findings
were taken in a timely manier and appeared to be adeguate.

The inspector also reviewel the licensee’s deficiency card
(DC) and significant occurreace reporting (SOR) programs.
The DC program is implenented under Hatch Procedure No.
10AC-MGR-004-08 and is a plant-wide program for identifying
a wide variety of deficiencies, including those related to
radiation/health physics. 1In 19891, a total of approximately
11,500 DCs were generated but only 72 were radiologically-
related. Approximately four percent of all DCs are upgraded
to SORs based on their significance per Hatch Procedure No.
10AC-MGR-012-08. Various radiologically-related SORe and
DCs from the fourth gquarter of 1991 and tL- first quarter of
1992 were reviewed during the inspection. No adverse trends
were noted since the last inspection in Octcber 1991. The
inspector guestioned the licensee about their capability to
trend DCs and SORs and learned that, while tracking and
trending is performed, the licensee’s DC/SOR tracking
gsystem, although adequate, appears to be limited in its
capabilities. From g?scussions with licensee
representatives, it appears that the possibility exists,
albeit remote, that some DCs could be omitted from trending
analyses depending upon how they were initially input inte
the system.

No violations or deviations were identified.
External Exposure Control (83750)

10 CFR 20.101 requires that no licensee shall prssess, use
or transfer licensed material in such a manner as to cause
any individual in a restricted area to receive in any period
of one calendar gquarter a total occupational dose in excess
of 1.25 rems to the whole body, head and trunk, active blood
forming organs, lens of eyes, or gonads; 18.7% rems to the
hands, forearms, feet and ankles; and 7.5 rems to the skin
of the whole body.

10 CFR 20,101 (b) (3) requires the licensee to determine an
individual‘s accumulated occupational dose to the whole body
on an NRC Form 4 or equivalent record prior to permitting
the individual to exceed the limits of 20.101(a).

10 CFR 20.202 requires each licensee to supply appropriate
perscnnel monitoring equipment to specific individuals and
require the use of such eguipment.
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10 CFR 20.408(b) requires that when an individual terminates
employment with the licensee, or an individual assigned to
work in a licensee's facility but not employed by the
licensee completes the work assignment, the licensee furnish
the NRC a report of the individual's exposure to radiation
and radicactive material incurred during the period of
employment or work assignment, containing information
recorded by the licensee pursuant to 20.401(a). 20.401(a)
requires each licensee to maintain records showing the
radiation exposure of all individuals for whom personnel
monitoring ie required under 20,202 of the regulations.

Such records shall be kept on Form NRC-5 or equivalent.

The licensee’'s radiation exposure limits and personnel
dosimetry program are implemented under Hatch Procedure Nos.
60AC-HPX-001-08 and -002-08, respectively. During tours of
the plant, the iuspector observed workers wearing
appropriate personnel monitoring devices. In addition,
discussions with licensee representatives and a review of
gselected personnel dosimetry records indicated that the
licensee was in compliance with the regquirements referenced
above,

No vioclations or deviations were identified.
Internal Exposure Control (83750)

10 CFR 20.103(a) (3) requires, in part, that the licensee, as
appropriate, .se measurements of radicactivity in the body,
measurements of radiocactivity excreted from the body, or any
combination of such measurements as may be necessary for
timely detection and assessment of individual intakes of
radicactivity by exposed individuals.

The inspector reviewed the licensee’s hbicassay program,
which is implemented under Hatch Procedure

Nao. 60AC-HPX-003-08. No problems were found during a review
of selerted records for routine bioassays, which are
performed at initial employment, annually and at
termination.

In 1991, the licensee’'s goal for personnel contaminations
wag 222 and only 205 occurred. These included both skin and
clothing contaminations, though it should be ncted that
clothing contaminations involving modesty clothing only are
not included in the licensee's count, A review of selected
records indicated that skin dose assessments are performed
as required. In addition, since the last inspection, the
licensee has had four personnel contaminations which
resuited in the individuals ingesting a small amount of
radiocactive material, primarily cobalt-60. The incidents
occurred in October and November 1991. The inspector
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The inspector performed independent radiation/contamination
survey® in various areas including the Auxiliary Building,
the Contrcl Room, the clean tool rooms and the yard. No
radiation or contamination beyond allowable limitse was
found, In addition, the inspector made direct observations
of individuals exiting the radiologically-controlled area
(RCA) with regard to the frisking of the whole body and
hand-carried items (lunch boxas, tools, etc.) and only minor
discrepancies were noted and discussed with the licensee.

RCA total area sguals approrximately 774,000 square feet
(ft?)} with approximately 160,000 ft? contaminated.
Approximately 9570 ft? (1,22%) of the contaminated area is
considered reclaimable while the otler 150,500 ft? (19.45%)
is considered non-reclaimable.

No violations or deviations were identified.

Program for Maintaining Expcsures As Low As Reasonably
Achievable (ALARA)

10 CFR 20.1(¢) states that perso.s engaged in activ.ties
under licenses issued by the NRC should make every
reasonable effort to maintain radiation exposures a low as
reasonably achievable (ALARA). The recommended elements of
an ALARA program are contained in Regulatory Guide 8.8,
"Information Relevant to Ensuring that Occupational
Radiation Exposure at Nuclear Power Stations will be ALARA,"
and Regulatory Guide 8.10, "Operating Philosophy for
Maintaining Occupational Radiation Exposures ALARA."

The inspector reviewed the licensee's program to maintain
ocrupational exposure ALARA, which is implemented under
Hatch Procedure No. 60AC-HPX-009-08. The 1991 collective
site dose was 1161 person-rem. The licensee’s collective
site dose goal for 1952 was 1035 person-rem and, at the time
of inspection, the site dose was at 52 person-rem for 19%2.
The 1035 person-rem goal is high compared to the median for
boiling water reactors, although it is below the plant’'s
three-year average of 1055 person-rem In discussions,
health physics (HP) personnel indicated that the dose goal
wag established by site management but were anticipating
that corporate management would reduce the dose goal to
aporoximately 800 person-rem. HP considers the potential
reduction as very challenging since a chemical
decontamination is not planned for the upcoming Unit 2
refueling outage. The inspector was told a cost/benefit
analysis showed that, due to outage scope, an appreciable
savings in dose from a chemical decontamination would not be
made, Ir 1991, the utility performed its first refueling
outage chemical decontamination of the recirculation and
reactor water cleanup heat exchanger and piping. Postulated
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savings fr'm that action was approximately 430 person-rem.
The inspector reviewed the past data and noted that a
decuontamination factor of the recirculation system averaged
9.8 and 7.5 for A and B loops, respectively. The inspector
further questioned the reason for not planning to perform a
gimilar decontamination and learned that the figure of
5,000 dollars per person-rem was used in the calculation for
the cost/benefit analysis. This figure appeared low to the
inspector and, in further discus-ion, the licensee
representative indicated that a "break-even" figure for the
analysig was approximately 8,000 dollars.

The inspector reviewed rhe meeting minutes for the Plant
ALARA Review Committee (PARC) and noted that attendance had
improved since the NRC had brought the problem of poor
attendance to the licensee's attention. Also, the inspector
noted that the number of ALARA suggestions had improved.
Thie was ancther weakness in the licensee’'s program to
reduce coliective dose previously identified by the NRC. In
1591, the licensee received 66 ALARA suggestions and
implemented 20. To date in 1982, the licensee has received
33 ALARA suggestions and implemented four. The inspector
noted that the number of ALARA sug¢estion boxes and posters
throughout the facility had been increased. However, the
inspector learned that for 1992, all ALARA suggestions had
been made by PARC members at the chairman’'s request and none
had been received frow plant personnel. The inspector
informed the licensee that while the gquality and quantity of
ALARA suggestions appeared to be good, the fact that none of
the suggestions had been received from the plant populous
indicated that plant personnel were not actively
participating in an important element of the program to
reduce collective dose. Licensee representatives indicated
that an incentive program to heighten ALARA awareness and
golicit suggestions from plant personnel on how best to
reduce dose was under consideration by plant management,

In past inspecticns, the NRC has identified that the office
area utilized by the ALARA group was small and cramped and
that the group appeared to need more resources. This was
based on the perceived workload and the fact that the ALARA
group was not routinely able to perform some trend analysis
and, in many cases, able to perform analysis to the extent
that the amount of dose saved by ALARA metnods was
guantified. The ALARA Coordinator indicated that a
reorganization of the ALARA group was in prugress, part of
which would increase the group’s size from six to eight
people and provide more office space.
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The inspector noted that the plant considers dose reduction
as the number one priority and informed plant management
that the ALARA program is improving but the challenge
remains to gain the full participation of plant personnel.

No viclations or deviations were identified.
Exit Meeting

At the conclusion of the inspection on March 6, 1992, an
exit meeting was held with those licensee representatives
denoted in Section 1 of this report. The inspector
summarized the scope and findings of the inspection and
indicated that no apparent viclations or deviatiouns were
identified. The inspector did not receive any diss:nting
corments or proprietary information from the licensee,



