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A very good Radiological Occurrence Report Program was in place that
documented the occurrence and required corrective actions.

A well organized planning and preparation program had been established
for the 1992 refueling outage.

An excellent inventory of radiation protection supplies and equipment
were maintained for refueling outage activities,

An appropriate number of radiation protection personnel were uvailable
to provide health physics covarage.

Excellent coordination existed between the radiation protection
department and other Jepartments.

The external exposure control program was very good. High radiation and
very high radiation areas were properly posted and contrc’led.

A good internal exposure control program was in place. The whole body
couat prooram was very effective in confirming the effectiveness of the
respiratory protettion program.

Except for the violation for an out-of-calibratien airborne radiation
monitor, an excelleat program had been implemented for the calibration
of radiation detection instrumentation.

An excellent ALARA program had been implemented. Person-rem exposures
and personnel rontamivation events were below outage goals. The ALARA
suggestion program and ALARA prejob briefings were supported by plant
personriel .
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DETAILS

PERSONS CONTACTED

W. C. Jones, Senior Vice President
*W. G. Gates, Division Manager, Nuclear Operations
*R. L. Andrews, Division Manager, Nuclear Services
C. E. Anderson, Coordinator, Radiological Instrumentation and Equipment
A. D. Bilau, Supervisor, Radioactive Wast: Operations
J. P. Bobbez, Supervisor, Maintenance
A. G. Christensen, Supervisor, Radiation Protection Operations
*D. L. Eid, Station Licensing Engineer
M. E111s, Supervisor, Instrument and Control (1&C)
*F. F. Franco, Manager., Radiation Services
*J. K. Gasper, Manager, Training
S. W. Gerbers, Coordinator, RWP Surveillance and Alara
R. P. Hudgson, Coordinator, Radiological Operations
*R. L. Jaworski, Manager, Station Engineering
*0. L. Lovett, Supervisor, Radiation Protection
*T. C. Matthews, Nuclear Licensing Engineer
*W. W. Orr, Manager, fuality Assurance/Quality Control
*T. L. Pat*erson, Manager, Fort Calhoun Station
C. R. Rice, Coordinator, Radiological Engineering
*R. W. Short, Manager, Nuclear Licensing
*(. F. Simmons, Station Licensing Engineer
K. E. Steele, Coordinator, Coordinator, Radiological Operations
| *T. 6. Therkildsen, Supervisor, Nuclear Licensing
| S. B. Warren, Supervisor, Radiological Health and Engineering
NRC
*R. P. Mullikin, Senior Resident Inspector
R. V. Azua, Resident Inspector

The inspectors alsc interviewed other licensee and contract personnel.

*Denotes those persons that attended the exit interview conducted March 27,
1992.

2., FOLLOWUP ON PREVIOUS INSPECTION FINDINGS (92701)

| (Closed) Open [tem (285/3018-01): Followup Survey of the Fuel Transfer Tube -

| This item was previously discussed in NRC Inspection Report 50-285/90-18 and

| involved the need to survey the fuel transfer tube during the next refueling
outage because nof a changed fual design and increased fuel burnup. The
inspectors reviewed the licensee’s radiation survey records of the fuel
transfer tube performea during the 1992 refueling outage. The inspectors
determined that no unusual radiation levels were identified during the
surveys.
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(Closed) Violation (285/9119-01): Ffailure to Update the fFinal Safety Analysis
Report (FSAR) - This item was previously discussed in NRC Inspection

Report 50-285/91-19 and involved the failure to update the USAR to indicate
that monitor RM-058 was not instaiied. Thé inspectors reviewed the latest
update of the Updated Safety Analysis Renort (USAR) and noted that it
accurately reflected the status of monitor RM-058.

(Open) Open Item (285/9119-02): Failure to Update the USAR - This item was
previously discussed in NRC Inspection Report 50-285/91-19 and involvea the
soereiption of the new radicactive waste processing building in the USAR. The
1. - e was in the process of preparing their mid-1992 USAR update, which

wed the description of the new radiocastive waste processing building.
wioause the update was in draft form, the inspectors informed the licensee
“uat this item would not be reviewed at this time. Therefure, this item is
still considered to be open pending review of the approved mid-1992 update of
the USAR.

3. AUDITS AND APPRAISALS (83750)

The inspector reviewed the li~ensee’s audit and appraisal program, including
Radiological Occurrence Reports to determine compliance with TS,

The licensee had not performed any additional audits of the Radiation
“rotection Program since documented in NRC Inspection Report 50-285/92-02.
Therefore, selected surveillances that were performed since the last NRC
inspection were reviewed. The surveillances were determinad to be
comprehensive and surveillance teams included technical experts. The
surveillances identified significant findings and the radiation protection
department tock timely, corrective actions,

The inspectors reviewed selected Radiological Occurrence Reports (RORs) and
determined the RORs provided sufticient documentation of the events and
outlined measures to prevent recurrence. In particular, the inspectors
reviewed ROR 92-09. This report involved the uptake of cesium-137 by three
individuals. The amcunt of cesium-137 that was deiermined to be
inhaled/ingested by each individual was less than 1| MPC-hour.

The inspectors reviewed the Root Cause Analysis Report (RCAR) for ROR 92-09
which detailed what occurred and what procedures had been violated. The RCAR
had identified four apparent violations of procedures that the inspectors also
noted when they reviewed ROR $2-09. The inspectors did note one additional
apparent violation of procedures that was not identifi 4 by the licensee in
the PCAR. All five apparent violations involved TS 5.8.1.

TS 5.8.]1 states, in part, that written procedures and administrative policies
shall be established, implemented, and maintained that mect or exceed the
minimum requirements of Sections 5.1 and 5.3 of ANSI N18.7-1972 and Appendix A
of US NRC Requlatory Guide 1.33,

Regulatory Guide 1.23, Appendix A, Section 7.e.(l) stites, in part, that
access contro! to radiation areas by RWP system should be covered by writien
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procedures. Radiation Protection Administrative Procedure RP-AD-200,
Section 4.6, states, in part, that radiation protection technicians are
responsible for . . . ensuring that RWP requirements are complied with, The
licensee identified that on February 28, 1992, a radiation protection
technician instructed per-onnel to work without respiratory protection on
RWP 52-2538, even though the RWP stated that respiratory pretection was
required. The failure to follow RWP requirements was identified as a
violation of 7S 5.8.1 (285/9207-01).

Regulatory Guide 1.33, Appendix A, Section 7.e.(4) states, in part, that
contamination control should be covered by written procedures. Radiation
Protection Procedure RP-207, Section 7.4.B., states, in part, that a'l
personnel skin and/or clothing contamination events not attributed to noble
gases and/or naturally occurring radionuclides shall be documented on
FC-RP-207-1, "Personnel Contamination Report.” The licensee identified that
on February 28, 1992, three individuals had facial contamination that was not
attributed to noble gases and/or naturally occurring radionuciides and the
contaminations were not documented on FC-RP-207-1. The failure to follow
Radiation Protection Procedure RP-207 was identified as a violation of

1S 5.8.1 (285/9207-02).

Regulatory Guide 1.33, Appendix A, Section 7.e.(5) states, in part, that
respiratory protection should be covered by written procedures. Radiation
Protection Procedure RP-201, Section 7.4.]1.A., states, in part, that one is to
document respiratory protection equipment selection on Form FC-RP-201-6 and
attach to the RWP when regpiratory protection equipment is specified on an
RWP. On March 27, 1992, the inspectors determined that Form FC-RP-201-6 was
not attached to RWP 92-2538 which required respiratory protection equipment.
The failure to foliow Radiation Protection Procedure RP-201 was identified as
a vielation of 7S 5.8.1 (285/9207-03).

The inspectors discussed with the licensee's representatives the possibility
of extending the use of Form FC-RP-201-6. The inspectors noted that the form
would be useful for radiation protection technicians in documenting when
respiratory prctection was deemed not to be necessary. The form would help
document reasons for not using respiratory protection and the radiological
conditions at the time the decision was made.

Regulatory Guide 1.33, Appendix A. Section 7.e.(5) states, in part, that
respiratory protection should be covered by written procedures. Radiation
Protection Procedure, RP-203, Section 7.1.2.B., states, in part, that job
coverage air samples shall be taken as directed by the Radiation Work Permit
during work requiring respiratory protection. The licensee identified that on
February 28, 1992, that an air sample was not taken to support RWP 92-2538
work which required respiratory protection. Tnhe failure to follow Radiation
Protection Procedure RP-203 was identified as a violation of TS 5.8.1
(285/9207-04) .

Regulatory Guide 1.33, Appendix A, Section 7.e.(8) states, in part, that the
bioassay program should be covered by written procedures. Radiation
Protaction Procedure RP-207, Section 7.4.3.A. states, in part, that whole body
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4. CHANGES (83750)

The inspectors noted that the licensee had not made any major changes that
would have effected the radiation protection prograw since the last NRC
inspection.

5. PLANNING AND PREPARATION {(83750)

The inspectors reviewed representative records, discussed outage planning with
licensee representatives. and observed activities to verify that the necessary
planning and preparations, including managemest support, were being
implemented.

The licensee had sufficient supplies cf protective clothing, respiratory
protection equipment, radiologic  survey instrumentation, temporary
shielding, and portable ventilatinn equipment to tupport the refueling outage
activities.

The inspectors observed that the licensee had hired contract RP technicians
for the cutage early enough to be trained and perform work prior to the
peginning of the outage. The contract RP technicians were noted to be under
supervisory control and review by the licensee.

The licensee, prior to the outage, had placed a RWP writer from the Radiation
Protection Department cver with maintenance and engineering Jepartments. This
allowed for timely processing of RWPs to support plant modifications and work
orders.

The inspectors observed that management support for radiation protection
planning for the outage was good.

Na violations or deviations were identified,
lusions

A notable planning and preparation program had been established for the 1992
refuelir, outage. An excellent inventory of radiation protection supplies and
equipment were maintained for refueling outage activities. An appropriate
number u! radiation protection personnel were available to provide health
phy.ics coverage. Excellent coordination existed between the radiation
protection department and other departments.

6. TRAINING AN FICATIONS OF PERSONN 3750

The inspectors noted that the inspection conducted January 27-31, 1992, and
documented in NRC Inspection Report 50-285/92-02 reviewed adequately the
training program for radiation protection (RP) workers and RP technicians and
the qualifications of RP technicians. The inspection report also documented
the adequacy of the gualifications, testing, and training of contract RP
technicians for the refueling outage. Therefore, the inspectors did not
review this area during this inspection.



7. EXTERNAL EXPOSURE CONTROL(83750)

The inspectors reviewed the licensee’s external exposure control program to
determine compliance with TS 5.8 and 5.11 and the requirements of

10 CFR 19.13, 20.101, 20.102, 20.105, 20.202, 20.401, and 20.408: and the
commitments of Chapter 12 of the USAR.

The external radiation exposure control program for the current outage
censisted o monitoring whole body expesures using thermoluminescent
dosimeters (TL :), self-reading dosimeters (SRDs), direct surveys, RWPs, and
administrative dose limits. The licensee utilized raviological controiled
area (RCA) - is control point clerks to read SRDs and log individuals on the
computerize  .P work tracking system.

The inspectors reviewed selected dosimetry records and noted that the
appropriate records were maintained for each individual to satisfy Part 20
requirenents. The licensee’s dosimetry program was accrediced by the National
VYoluntary Laboratory Accreditation Program (NVLAP) in all eight cateqories.
Selected thermoluminescent (ilLD) evaluation reports (TERs) and exposure
evaluation reports (EERs) were reviewed. TERs were initiated when TLD and SRD
comparisons differed substantially or when TLD results were suspect. EERs
were initiated when SRDs were lost or suspect, or if an individual had n.t
been monitored properly. The inspectors determined that TERs and EERs had
been performed properly.

The inspectors made several tours of the RCA and verified that areas were
posted properly and that very high radiation areas (VHRAs) were locked. The
inspectors also verified that the licensee had a properiy supervised key
control program to account for keys to locked VHRAs.

No violations or deviations were identified.

Conclusions

The external exposure control program was noteworthy. High radiation and
very high radiation areas were properly posted and controlled.

8. INTERNAL EXPOSURE CONTROL _(83750)

The inspectors reviewed the licensee’s program for control of interaal
radiation exposure to determine compliance with T5s 5.8 and 5.11 and the
requirements of 10 CFR 20.103, 20.201, and 20.401; and agreement with the
commitments in Chapter 12 of the USAR and the recommendations of Regulatory
Guide 8.15, NUREG-0041, Industry Standards ANSI 788.2-1980 and

ANSI/GCA G-7.1-1989.

The program to control internal exposure during outage activities included
engineering controls, airborne sampling and contamination surveillance, use cf
National Institute of Occupational Safety and Health/Mine Safety, and Health
Administration (NIOSH/MSHA) approved respiratory devices. The engineering
controls included the use of portable ventilation units with HEPA filters to
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Conclusions

Except for the violation for an out-of-calibration airborne radiation menitor,
a notable program had been implemented for the calibration of radiation
detection instrumentation.

10. MAINTAINING OCCUPATIONAL EXPOSURES ALARA (83750)

The inspectors reviewed the licensee’'s program to maintain occupational
exposure ALARA to determine compliance with requirements of 10 CFR 20.1(c) and
agreement with the recommendations of Regulatory Guides 8.8 and 8.10.

Demonstration of support for the ALARA concept was shown by the licensee
through the activities of an Executive ALARA Committee which was composed of
senior corporate and departmental management. The inspectors attended an
Executive ALARA Committee meeting on March 25, 1992. The meeting reenforced
managements serious commitment to ALARA goals and the impiementatirn of the
onsite ALARA program.

The inspectors reviewed the licensee’s 1992 ALARA goals and selected ALARA
package summaries. ALARA packages were reviewed, found to be good quaiity,
included agequate checklists, estimates of projected man-hours, raa.ation
survey information, radiation exposure projections, and lessons learned from
previously accomplished, similar work. As of March 24, 1992, the outage
exposure total was approximately 162 perzon-Rem which was below the geoal of
210 person-Rem for the outage. Also as of March 24, 19%2, the licensee had
96 personne’! contamination events which was below the goal of 144,

vhe inspectors noted that ALARA staffing was good. ALARA personnel prepared
RWPs and reviewed design changes, procedure changes, and maintenance work
requests projected to exceed 1 rem, cumulative exposure. The inspectors
rev;ewed selected RWPs and ALARA procedures and determined that they were
good.

The ALARA sungestions program received 33 suggestions in 1991 and
approximately 28 to date in 1992. Many of the suggestions were implemented,
and some were under evaluatior. The increased amount of suggestions indicated
the support ~f the ALARA program by the workers.

The inspectors observed prejob ALARA briefings and noted that they were
conducted in a professional manner. Jcb details and radiological conditions,
including precautions, were explained in det*il. Questions were answered in
sufficient detail for worker understanding.

The licensee used a camcorder to film jobs in progress for post-job review and
for future review for use as an ALARA tool.

No violations or deviations were identified.
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Conclusions

An excellent ALARA program had been implemented. Person-rem exposures and
persornel contamination events were below nutage gr~1s. The ALARA suggestion
program and ALARA prejob briefings were commendable.

11. 1 RVIEW

The inspectors met with licensee representatives denoted in paragraph 1 at the
conclusion of the inspection on March 27, 1992, and summarized the scope and
findings of the inspection as presented in this report. The licensee did not
identify as proprietary any of the materials provided to, or reviewed by, the
inspectors during the inspection,



