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Arcas Insngcted: This was an unannounced inspection of the radiological controls program
while the reactor was at full power. Areas inspected included previously identified NRC
items, observation of in-plant controls and activities, and fina! review of ALARA
performance during the 1991-92 Refueling Outage. Industrial safety concerns during CO,
blasting in the decontamination booth were discussed.

Results:  Posting of radiological hazards within the RCA was well performed. Housekeeping
was excellent. The inspecto.’s concerns regarding safe operation of the decontamination
booth were adequately addresses by the licensee. Three previously identified NRC items
were closed.
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DETAILS

1.0 Personnel Contacted
1.1 Licensee Personng!

* ). Geyster, Plant Health Physicist
* R. Grippardi, Quality Assurance Supervisor
* 8. Jefferson, Assistant to the Plant Manager
* E. Lindamood, Radiation Protection Manager
* R. Lopriore, Maintenance Manager
* T. McCarthy, ALARA Engir.eer
* R, Pagodin, Technical Services Superintendent
* 8. Ralz, Quality Assurance Engineer
D. Tkatch, Radiation Protection Supervisor
* R. Wanczyk, Operations Superintendent

1.2 NRC Personne!

", Harris, Resident Inspector
* R. Lorson, Reactor Engineer

* Denotes those present at the exit meeting on April 17, 1992,

20 Pumpose

This inspection was an unannounced inspection of the licensee's radiological controls
program during full power reactor operation. Areas targeted in the review included
previously identified NRC items, observation of in-plant controls and activities, operation of
the decontamination booth and final review of ALARA performance during the 199192
Refueling Outage.

3.0 Staws of Previously Identified Items
3.1 (Closed) 50-271/92-08-01, Violation,

During a prior inspection, three instances where personnel had failed to adhere to the
respiratory protection procedures were noted. These noncompliances, in the aggregate,
constituted a violation of Technical Specifications (TS) 6.5.B. The following paragraphs
provide a short description of each noncompliance item and describe licensee actions taken 1o
prevent recurrence.
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The contract Senior * adiation Protection Technician (SRPT) who performed
maintenance on respiratory prutection did not have documented training in this subject
area as required by station Procedure AP-0508, "Respiratory Protection Program®.

According 1o licensee personnel the SRPT did receive some “one on one" respirator
maintenance training from the Vermont Yankee Respiratory Protection Supervisor
(VYRPS). The SRPT had a significant amount of respiratory protection experience
but had hittle power reactor experience and did not fully appreciate station
managemest’s expectations regarding strict progedure compliance. The NRC
radiation specialist inspector interviewed the SRPT and found him to be familiar with
the operation of respirator testing equipment and respirator repair procedures.

Licensee personnel ackncwledged that this training was not documented in accordance
with AP-0505. Documentation of the SRPT's training was completed and filed
immediately after the NRC's Senior Resident Inspector identified the noncompliance.
The SRPT's respirator repair skills were reviewed through direct observation by the
VYRPS and no weaknesses were noted in the course of that review. As a result,
licensee personnel concluded that previously performed repair tasks were completed
properly. Management personnel adequately emphasized the station’s commitment to
verbatim compliance with siation procedures during counseling sessions with the
VYRPS and the SRPT,

The second noncompliance involved the operation of respirator filter test equipment.
The PortaCount filter testing device was not being operated in the "fit test” mode
described in AP-0505. A faster analysis of filter integrity was being performed in a
“count” mode of operation which was not described in any station procedures, The
new testing procedure had not been fully evaliated by the licensee and a standard
criteria for testing had not been established.

The "count” mode of operation was immediately discontinued after inspector
identification of these concerns, Respiratory protection filter testing was resumed in
the "fit test” mode while an evaluation of the “count” mode was being performed.
The VYRPS and the SRPT were instructed by management to conduct respiratory
protection activities ir accordance with existing procedures. In addition, management
personnel ensured that the VYRPS and SRPT were knowledgeable of the proper
process 1o initiate procedure revis'on,

The licensee was not in compliance with station procedure DP-0539, "Radiation
Protection Department Contractor Training Program" when contract personnel were
allowed to perform work on respiratorv protection equipment prior 1o receiving either
an oral or written examination covering such tasks., The inspector interviewed
personnel performing filter tests and found weaknesses in their understanding of the
test equipment’s basic operating principles,
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Contractor training and documentation requiremen’s are now more clearly stated in
DP-0539. The procedure now lists the required training for RP contractors  In
particular, "On the Job Training" is now required for respirator decon/inspection,
respirator repair, and respirator fit testing. Procedure DP-0539 also requires training
on procedure AP-050S, "respiratory Protection”.

Licensee personnel concluded that the predominate cause of these noncompliances was
inadequate implementation of existing plant procedures and some imprecise language in
existing procedures, These weaknesses were attributed 1o a lack of attention to detail by
front line supervisors. in all cases, personnel involved were counseled on the importance of
compliance with procedures. Procedures were modified as the licensee deemed necessary.
In addition, the Radiation I rotection Department initiated a self-audit process with the goal
of improving procedure compliance and “attention to detail*. Each functional area of the
station’s health physics program was scheduled to receive an in-depth, performance-based
noview.  Audit results and details of this viclation were incorporated into plans for the 1992
Radiation Protection Continuing Training Program.

Tuis item is closed.

3.2 (Closed) 50-271/92-08-02, IFl.

Licensee personnel identified an administrative overexposure of a contract worker on March
3, 1992, The incident occurred during work on a motor operated valve (RD-18) on the
Reactor Water Clean-Up (RWCU) room mezzanine. The mezzanine was posted and
controlled as a High Radiation Area. The worker was badged as a "visitor" and was
assigned an administrative whole body dose limit of 250 mrem, After two entries to the
RWCU room, the worker's whole body TLD exposure totaled 297 mrem.

The inspector interviewed personnel and reviewed records and found no indication that a
similar incident had occurred before or after this incident. Station Procedure DP-4502,
“Control of Radiological Survey Equipment* was modified 1o incli<de steps for the issuing
and resetting alarming dosimeters which stated:

“Check the most current Dose Report and the worker's current self indicating pocket
dosimeter reading to ensure that an adequate dose margin is availabie for the task to
be performed, NOTE: A minimum margin of 250 mrem to the quarterly limit is
required to enter a High Radiation Area."

According to RP management personnel, station policy would restrict visitors from entering
High Radiation Areas. Licensee personnel were in the process of planning for a major
upgrade in the access control process for entering and exiting the RCA. These program
changes, when fully implemented, were expected 1o result in substantial program
improvement,
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The inspector completed a final review ¢ arrective actions during the current inspection.
Overall, licensee actions taken to in response to this event were considered to be timely,
comprehensive and well executed.

This item is closed.

33 (Closed) 50-271/92-08-03, IFL.

During the last radiological control inspecticn, the inspector noted that Radiation Area
postings, at times, did "ot clearly indicate sources of exposure and dose gradients. In
addition some pusting practices could be misieading to werkers in the field (see NRC
Inspection Report 50-271/92-08). Recent changes have resulted in the clear definition of
discrete Radiation Area boundaries and more effectively communicate dose gradients to
workers. Licensee personnel evaluated exposure rates throughout the facility and identified
Radiation Areas which could be effectively separated from lower dose rate areas and posted
as u “orete areas. Radiation Area boundaries were then roughly defined using a conspicuous
adhesive 2pe on the floor. The “Radiation Area" posting required by 10 CFR 20.202 were
placed on stantions wi*%in the | iped boundary.

Floor tape was used instead of boundary rope because it would be less likely to impede
work. After talking with plant workers and observing workers in the plant, the inspector
determined that the new practice encouraged personnel to avoid and minimize time in the
taped off Radiation Areas. This passive crowd control measure was expected to promote
good ALARA practices by workers who, in the past, did not discriminate between Radiation
Areas and other areas where, in comparison, dose rates were much lower.

Licensee personnel developed a temporary "Standing Order” which provided guidance on the
new Radiation Area posting practices. A more detailed procedure was being developed. The
procedure would incorporate lessons learned during the early phases of the implementation.
A memo was sent to all RP Department personnel describing the new posting requirements.
This issue has been included in the 1992 RP “rechnician Continuing Training.

Overall, the licensee's posting practices clearly alerted workers to the presence of radiation
dose gradients within the facility. The inspector noted that the licensee continuec to
effectively use "ALARA Alert" and "ALARA Caution" in conjunction with the postings
required by 10 CFR 20, Licensee personnel were continuing their evaluation on the tenefits
associated with the implementation of these new posting practices.

This item is closed.
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the effective use of underwater filters. Remote cameras were used on several jobs;
Shielding was observed 1o be effective un several jobs and several plant modifications were
completed which will support future ALARA initiatives,

The outage report summarized recommendations for improvement for each of the 31 work
packages perfosnied. The following recommerdations common 1o all jobs were being
evaluated:

1) implementation of the access control system prior to the 1993 outage,

2) ins ttution of a contracior to RF Technrician ratio which is not 10 exceed ten to
049e;

3) planning Security and Training Indoctrination further in advance 1o ensure
timely arrival of personnel;

4) keeping the Drywell Equipment Hatch open for the outage te relieve
congestion at the personnel hatch;

$) consider minimizing the population of badged workers,
6) ard, optimizing the location of satellity control points.
Overall, no weaknesses were observed in the licensee's review of outage activities. The
inspector will continue to monitor ALARA performance during future inspections.
8.0 Exii Meeting
The inspactor met with the licensee representatives listed in Section 1.0 of this report at the

conclusion of the inspection on August 7, 1992, The inspector summarized inspection
findings during that meeting.
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