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ENCLOSURE

U.S. NUCLEAR REGULATORY COMMISSION
REGION IV

Inspection. Report: 50-285/95 20
l

License: DPR-40

Licensee: Omaha Public Power District
Fort Calhoun Station FC-2-4 Adm.
P.O. Box 399. Hwy -75 - North of Fort Calhoun
Fort Calhoun, Nebraska

Facility Name: Fort Calhoun Station
,

Inspection At: Fort Calhoun. Nebraska

Inspection Conducted: November 27 through December 1. 1995
)

Inspector: Thomas H. Andrews Jr., Radiation Specialist
Plant Support Branch-

,

h

Approved: Q[Af M M (14/
Ilaine Murray ' Chief ant Support Branch Date
Division of Reactor ety.

Insoection Summary |

Areas Insoected: Routine. announced inspection of the solid radioactive waste
,

management, transportation of radioactive materials. and radiation protection ;

programs. ;

Results:

Plant Sucoort

An audit of the low level radioactive waste processing and.

transportation of radioactive materials functions was performed in late
1993. No significant issues were identified in the audit. Quality '

control personnel actively participated in verifying compliance with
procedures for shipments of radioactive materials and radioactive waste ,

(Section 2).

The radioactive waste operations department maintained a well qualified i.

staff that was responsible for implementing the solid radioactive waste
and transportation activities (Section 4)

The licensee maintained proper records of shipments. certifications for.

containers and current copies of regulations, waste processing vendor
. licenses and burial site licenses (Section 5).
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A concern was identified regarding the ability to provide emergency.

response information for a potential radioactive transportation incident
in a timely manner (Section 6). 1

Housekeeping in the radiological control area was good. However,.

examples of inconsistent posting practices for contamination areas and
misleading hot spot dose rate postings were observed (Section 7).

Attachment:

Attachment - Persons Contacted and Exit Meeting.
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DETAllS
,

1 -PLANT STATUS

The plant operated at full power during the week of November 27, 1995. A i
-

shipment of radioactively contaminated laundry was prepared for transport on |

November 30. 1995. There were no abnormal operating occurrences that impacted 1

.the inspection.2

2 AUDITS AND APPRAISALS |

'The inspector reviewed several audits performed by the quality assurance-
organization since the last inspection. Included in this review was one audit ;

associated with solid low level radioactive waste processing and* <

transportation of radioactive materials that was performed in late 1993.
There were no significant issues identified in the audit report.

As a part of the review of the shipping documentation maintained in the
I licensee's files, the inspector observed that the licensee required personnel-

.

t

from the quality assurance organization to review the loading, placarding, and
documentation associated with the shipment, and to perform a road safety test

' on the transport vehicle. The inspector observed a quality control inspector
performing these' functions as part of a radioactive laundry shipment. This
process was consistent with item 7 listed in IE Bulletin 79-19.

In the case of the laundry shipment, the scaling factors used were based on a
collection of smear. samples throughout the facility where the protective ,

clothing is worn and counting them collectively. This was considered to be a
representative sample of the isotopic mixture of the type of contamination ;

-present.on the clothing. The procedure provided a method of estimating a

.certain isotopes that were difficult to detect through the use of scaling
'

factors. For solid radioactive waste shipments, the licensee used a vendor to
provide the isotopic analysis of the materials to be shipped.

3 CHANGES TO ORGANIZATION, FACILITIES, AND PROCEDURES (86750)

There were no major changes since the last inspection of this area in-

-organization, personnel. facilities, equipment, programs, and procedures that ,

affected the solid low-level radwaste management and transportation of
radioactive materials. The organization was consistent with Figure 12.1-1 in
the Updated Safety Analysis Resort. Facilities, equipment, programs and
procedures were consistent wit 1 those described in Chapter 11 in the Updated !

Safety Analysis Report.

4 TRAINING AND QUALIFICATIONS OF PERSONNEL (86750)
'

The inspector reviewed the applicable education, experience, qualifications
and training of selected employees that were responsible for processing,
testing, storage, and shipping low-level radioactive waste and transportation
of radioactive materials
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The licensee was aware of changes made to Department of Transportation
regulations that were to become effective in early 1996. Training was !

scheduled in early 1996 to address these changes. Training was conducted in ;

accordance with Department of Transportation regulations covered in 49 CFR !

Part 172. Subpart H and with the requirements of items 5 and 6 of IE Bulletin !
79-19. The training included discussion of handling of radioactive '

materials / wastes as well as waste form requirements of 10 CFR Part 61.

The inspector discussed ongoing activities with individuals who were involved
in the processing storage. and shipment of solid low-level radioactive wastes
for disposal and involved in the transportation of licensed radioactive
materials. These individuals were very knowledgeable regarding processing.
packaging. storage and shipment of radioactive materials.

5 IMPLEMENTATION OF THE SOLID RADI0 ACTIVE WASTE PROGRAM (86750)

The inspector reviewed documents maintained by the licensee regarding
Department of Transportation. NRC, and state authority regulations and copies
of the waste processing vendor and burial site licenses. The information
reviewed was current and accessible for individuals working with radioactive
wastes in accordance with IE Bulletin 79-19.

The inspector determined that the licensee had approved, detailed instructions
and operating procedures for the transfer, packaging, and transport of
low-level radioactive waste. The procedures were compared with regulatory
requirements in 10 CFR Parts 20 and 61. as well as those provided in IE
Bulletin 79-19. and no discrepancies were noted.

6 SHIPPING 0F LOW LEVEL RADI0 ACTIVE WASTE FOR DISPOSAL, AND TRANSPORTATION OF
OTHER RADI0 ACTIVE MATERIAL (86750)

The inspector observed packaging and shipping activities in progress for a
radioactive laundry shipment. This included the review of appropriate records
and discussions with responsible licensee staff. Radiation and contamination
surveys of packages and vehicles were performed in accordance with
49 CFR Parts 173.441 and 173.443. Shipping documentation and package marking
and labeling were in accordance with 10 CFR Part 71. 10 CFR Part 20.2006. and
49 CFR Part 172.

The inspector reviewed the vehicle placarding and observed the briefing of the
driver regarding the contents, precautions, and other information related to
the shipment. The inspector determined that the shipment was performed in a
proper manner. As stated in Section 2. as part of the shipping approval
process the quality control organization performed a verification of
information contained in the shipping documentation and performed a safety
check on the transport vehicle.

The inspector identified a concern in the transportation process related to
the licensee's process for emergency response to a transportation incident.
According to 49 CFR Part 172.604. the emergency contact number listed in the
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shipping documents must he monitored at all times while the hazardous material
is in transit and must be the number of a person who is either knowledgeable
of the hazardous material being shipped, and has comprehensive emergency
response and incident mitigation information, or who has immediate access to
such a person. All emergency response information recuired by Department of
Transportation regulations must be accurately providec on shipping papers or
other documents, and the licensee must be prepared to respond promptly with
the information needed, when called.

According to Information Notice 92-62. Emergency responders will expect the
licensee to remain on the line until the information needed has been provided.
As general guidance. Information Notice 92-62 also states that emergency
responders will also expect this information to be provided within 15 minutes.

The licensee designated the shift supervisor as the 24-hour emergency contact
on the shipping papers. The inspector called the licensee's emergency
response telephone number listed on the papers and verified that it was a
number that would be answered by the shift supervisor.

Because there was not a shipment in progress after hours the inspector
discussed emergency response actions with the shift supervisor on the day a
laundry shipment was in progress during normal hours. This was not a " timed
exercise." According to the shift supervisor interviewed his response would
be to contact the duty supervisor. The duty supervisor would then contact
someone in the radiation protection organization who may then need to contact
someone from the radwaste area who was knowledgeable regarding the contents of
the shipment. Given the number of people that had to be contacted. the
inspector could not determine whether the licensee could provide the emercency
response information required by the Department of Transportation
requirements specified in 49 CFR Parts 172.600-172.604, in a timely manner.

The inspector observed that radwaste personnel did not notify the shift
supervisor regarding the shipment and the nature of its contents. This
notification was not required by procedures. When questioned regarding the
ongoing shipment, the shift supervisor indicated that he was not aware of the
shipment being made. He verified that the control room had not been provided
any information regarding the shipment.

The licensee agreed to investigate this issue to determine what actions were
needed to ensure that applicable procedures contained appropriate guidance.
The inspector determined that the matter did not involve a significant safety
issue and no violations of regulatory requirements were identified.

7 CONTROL OF RADI0 ACTIVE MATERIALS AND CONTAMINATION, SURVEYS, AND MONITORING
(83750)

The inspector toured the facility radiological controlled area to observe
posting, surveys. contamination control practices, and radwaste minimization
practices. Overall. the radiological controlled area was well maintained.
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Personnel were observed wearing proper dosimetry, and when questioned,
appeared to be knowledgeable of information on their radiation work permit.

The inspector noted that contaminated trash containers were located throughout
the radiological controlled area. None were overfilled, but most were half to
three-quarters filled. While looking into one trash container the inspector
identified a bag that appeared to have a nutrition label. Closer scrutiny
revealed that it was an oyster cracker bag. This was in an area where eating.
drinking. smoking. or chewing were not allowed. The ins)ector was unable to
determine that food was consumed by persons working in t1e radiological
controlled area.

The licensee postulated that someone must have had the bag in their pocket and
disposed of it in the trash container. The licensee stated that they would
review with workers the importance of not using the trash containers in the
radiological controlled area for " routine" or " clean" trash.

The inspector observed areas where there were inconsistent posting practices
used for contaminated areas. Typically, the licensee used tape on the floor
and a rope boundary to identify contaminated areas. The inspector observed
that there were places where there was a rope boundary with a sign indicating
a contaminated area. but there was no tape.

In one area, there was tape on the floor and about 4 feet away, there was a
rope and sign indicating the boundary of a contaminated area. In this
instance, a radiation protection technician had determined that a portion of
the area was clean and had moved the sign and rope back to mark the new
boundary. The radiation protection technician neglected to remove the tape
from the floor and did not put new tape down to correspond with the new
boundary.

In each of the areas identified, the licensee corrected the posting by
.

I
installing new tape where needed and removing the old tape from the area l

boundary that had been downgraded from a contaminated area. The inspector
determined that the above issue did not involve any significant safety issue.

The inspector independently surveyed areas to confirm dose rate information
posted in areas. The licensee had identified hot spots in a hallway
associated with a safety injection line. The hot spots were identified with
cards suspended from ropes attached to the safety injection line. The cards
contained the date of the survey. the dose rate on contact. and the dose rate
at 30 centimeters.

|
While performing the survey. the inspector noted discrepancies between his
survey results and the posted dose rates. In one case, the hot s)ot posting
indicated that the dose rate of 50 millirem at 30 centimeters. T1e ins)ector
observed a dose rate of 85 millirem at 30 centimeters. The survey on tie
cards indicated that the information was from August 1995. The radiation
protection supervisor was contacted. and the area was resurveyed on
November 29. 1995. by licensee radiation protection technicians. Hot spot

. _ _ _ _ -- -
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tags were updated as needed. The following table compares the hot spot dose
rates listed on the cards versus the results of the survey performed by the
licensee on November 29, 1995.

As Found Condition Previous Survey Existing Condition,

08/95 Posting 11/10/95 Survey 11/29/95 Survey
Contact / @ 30 cm Contact / @ 30 cm Contact / @ 30 cm

Hot Spot # (millirem / hour) (millirem / hour) (millirem / hour)
173 300/12 400/15 400/18
172 180/15 150/16 310/18
2 650/34 1100/44 1,100/50

70 (shielded) > 2,000/50 > 2,000/60 > 2,000/85

188 (shielded) 2,000/28- 1,800/37 2,000/40

175 (shielded) 12,000/30 3,500/42 12,000/50

The licensee performed area surveys every two weeks as required by procedures.
According to the licensee's procedures, hot spots were to be surveyed
annually.

The inspector observed that there had been variations as shown in the in dose
rates noted on the bi-weekly area surveys for some of the hot spots (such as
is shown in the above table for the November 10, 1995, survey). When
questioned why the information was not updated on the hot spot cards, the
licensee indicated that the general guidance was not to change the information
unless survey results changed by 25 percent. Bi-weekly survey data for the
two previous surveys indicated that there had been instances where there were
changes of greater than 25 percent from the posted values, but the hot spot
cards were not updated. It was not clear if this 25 percent difference
referred to a difference between the posted value and the actual conditions or
the change from the previous survey.

Radiation protection technicians did not give consistent answers when asked
about the practice of updating postings. One of the technicians stated that
the hot spots were surveyed by the as low as is reasonably achievable (ALARA)
group and that these cards were maintained by the ALARA grou). When radiation
protection technicians observed a dose rate for a hot spot tlat changed by 25
percent, they were to submit a form to the ALARA group to have the hot spot
cards updated.

The inspector noted that providing information on hot spot cards to inform
workers regarding the dose rates at that location helped maintain doses ALARA
and was considered a good practice. However, the value of the practice was
questionable if the information provided on the postings was not accurate and
not updated on a regular basis.

The inspector discussed these observations with the licensee to emphasize the
importance of the accuracy of the information provided to workers through
boundary posting and hot spot postings.
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The licensee stated that they would review management expectations for posting;

| of contaminated areas with radiation protection technicians and that they
I would make sure that the guidance regarding the 25 percent change in dose
| rates for hot spot postings was clarified. The inspector determined that the
'

aoove items did not involve any significant safety issue, but these are
matters that should be considered when implementing an effective,
comprehensive ALARA program.
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ATTACHMENT

1 PERSONS CONTACTED

1.1 Licensee Personnel

M. Anderson. Radwaste Technician
*R. Andrews Division Manager. Nuclear Services
M. Breuer. Radwaste Technician

*J. Chase. Plant Manager
*0. Clayton. Manager. Emergency Planning
*G. Cook. Supervisor. Station Licensing
*H. Faulhaber. Supervisor. Maintenance
*S. Gambhir. Division Manager. Production Engineering
*J. Gasper. Manager. Training
*G. Gates. Vice President. Nuclear
*S. Gebers. Supervisor Radiation Health & Engineering
R. Jawarski Manager. Station Engineering

*L. Kusek. Manager Nuclear Safety Review
*D. Lovett. Supervisor Radiation Protection
*J. Mattice. Radwaste Operations Coordinator
*E. Matzke Station Licensing Engineer
W. Orr. Manager. Quality Assurance /Ouality control
T. Paterson Division Manager. Nuclear Operations

*A. Richard. Acting Manager. Design Mechanical Engineering
*R. Ridenoure. Shift Supervisor
*B. Schmidt. Supervisor. Radiochemistry
*D. Spires. Acting Supervisor. Chemistry
*M. Tesar. Manager. Corrective Actions
*D. Travsch. Manager. Nuclear Licensing
M. Wildwerding. Radwaste Technician

1.2 NRC Personnel

V. Gaddy Resident Inspector
*W. Walker. Senior Resident Inspector

In addition to the personnel listed above, the inspector contacted other
personnel during this inspection period.

* Denotes personnel that attended the exit meeting.

2 EXIT MEETING

An exit meeting was conducted on December 1. 1995. During this meeting, the i

inspector reviewed the scope and findings of the report. The licensee did not |

express a position on the inspection findings documented in this report. The I

licensee did not identify as proprietary any information provided to, or
reviewed by, the inspector.
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