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4.1 Discussion

The inspector reviewed selected radioactive waste procedures that implemented
the licensee’'s solid radioactive waste management program. The inspector
noted that the procedures were adequate for the processing and disposal of
low-1level radioactive waste and met the requirements of the licensee’s
Technical Specifications.

The inspector reviewed the licensee's records for low-level radioactive waste
shipped since 1988, The following tabulation shows the total volume and curie
content of the low-level radioactive waste shipped for the period 1988 through
December 11, 1992.

Year Volume - Cubic Feet Curie Content
1988 1,722.4 17.5
1989 6,195.0 8.8
1990 4,310,) 7.0
1991 1,334.5 19.7
1992 2,181.5 440 &

In 1992 approximately 439.4 curies of the curie content that was shipped was
from the licensee's shipments of spent resins and resin filters. The licensee
did a very good job of identifying and shipping for burial the majority of
radicactive waste on site before January 1, 1993, to preclude the
uncertainties of future burials and interim onsite storage.

4.2 Conclusion

The licensee had good implementing procedures for the radioactive waste
management program. The licensee performed an excellent job of identifying
and shipping radioactive waste for burial in 1992.

5 RADIOACTIVE WASTE CLASSIF'CATION, WASTE CHARACTERIZATION. AND SHIPPING
REQUIREMENTS (86750)

The inspector reviewed the licensee's program for disposal of low-level
radioactive waste including shipping manifests, waste classification, waste
form and characterization, shipment labeling, tracking of waste shipments, and
burial facility license conditions to detevmine compliance with the
requirements of 10 CFR 20.311, 61.55. and 61.56.

5.1 Discussion

The inspector reviewed the licensee’s radioactive waste procedures and found
the licensee's program for classification and characterization of radioactive
waste to meet the requirements of 10 CFR Part 61. The licensee and a
contractor laboratory performed radiochemical analyses on samples of various
radwaste types to meet the requirements in 10 CFR 61.55 and 61.56. The test
sample analyses results were used for determination of radwaste classification
and isotopic composition of the radwaste sources. The licensee performed
isotopic analysis on each batch of radicactive waste packaged for shipment and
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had exceeded the 520 MPC-hour internal exposure limit specified in

10 CFR 20.103. This issue was documented as an Unresolved Item in Inspection

Report 50-285/92-19 pending completion of the final MPC-hour evaluation and an
NRC review of radiclogical controls associated with the event (Unresolved Item
285/9219-01).

Subsequently, the licensee submitted Licensee Event Report 92-29 dated
November 6, 1992, which documented the April 16, 1992, event. In the Licensee
Event Report, the licensee stated that they were assigning the value of

366 MPC-hours to the individual, even though the internal dosimetry experts
were in agreement that the actual exposure was le.s. The 366 MPC-hours
assigned to the individual is less than NRC's regulatory limit of

520 MPC hours per quarter and appeared to be a conservative estimate. Just
prior to the exit meeting, the licensee had another internal dosimetry expert
review the data. This review determined that the intake may have been as low
as 19 MPC-hours. The licensee indicated to the inspector that they would
review these findings and, if they were found to be valid, they would revise
the individuals intake results accordingly.

7.1.4 Licensee's Root Cause Analysis

The licensee had performed a root cause analysis for the uptake incident and
had their quality assurance group review the root cause analysis and the
supporting documents. The quality assurance review revealed several
nondocumented noncompliances, one of which appeared to be a repeat of a
violation identified in NRC Inspection Report 50-285/92-07. The review also
indicated that the roct cause analysis was incomplete in that it had not
addressed issues outside of the identified transuranic uptake, Because of the
review, the licensee performed a second in-depth root cause analysis of the
incident.

The inspector reviewed the Root Cause Analysis Report and the incident. This
second root cause analysis was excellent and helped the licensee to self
identify ten apparent violations of procedures. The inspector did not
identify any further violations during the review of the incident and Root
Cause Analysis Report. Through discussions with 1icensee personnel and an
in-depth review of the ten apparent viclations that the licensee noted, the
inspector determined that two of the apparent violations were not valid.
Also, the licensee had identified two apparent procedural violations that the
inspector determined were more appropriately cited as one violation under

10 CFR Part 20. Therefore, the inspector noted that there were seven licensee
identified violations, six of which were procedural violations, and one
violation associated with 10 CFR Part 20. A1) procedural violations stemmed
from Technical Specification 5.8.1.

Technical Specification 5.8.1 states, in part, that written procedures and
administrative policies shall be established, implemented, and maintained that
meet or exceed the minimum requirements cf Sections 5.1 and 5.3 of

ANST N1B.7972 and Appendix A of Regulaic:’ Guide 1.33.

Requlatory Guide 1.33, Appendix A, Section 7.e(l) states, .n part, that access
control to radiation areas by # radiation work permit system should be covered
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by written procedures. Radiation Protection Procedure RP-201,

Section 7.6.2.A(2), states, in part, that a radiation work permit should be
revised when radiological conditions change requiring additional controls.
The licensee identified that on April 16, 1992, radiological conditions had
changed cduring the change-out of the letdown purification filters, and the
contract radiation protection technician did not stop the job and have the
radiation work permit revised, Specifically, the ‘etdown filters were found
to be drier than usual and caused more of an airborne radioactivity problem
than was anticipated, Therefore, this was identified as a violation of
Technical Specification 5.8.1 (285/9232-01).

Regulatory Guide 1.33, Appendix A, Section 7.e(2) states, in part, that
radiation surveys should be covered by written procedures. Radiation
Protection Procedure RP-202, Section 7.1.1.B(1)(a), states, in part, that beta
radiation dose rates shall initially be measured at contact when internal
surfaces of primary or radwaste systems are accessible and worked on. The
licensee identified that on April 16, 1992, when the letdown purification
filters of the Chemical and Volume Control System were changed out, beta
radiation dose rates were not measured. Therefore, this was identified as a
violation of Technical Specification 5.8.1 (285/9232-02).

Regulatory Guide 1.33, Appendix A, Section 7.e(2) states, in part, that
radiation surveys .hould be covered by written procedures. Radiation
Protection Procedure RP-202, Section 7.1.2.C(1), states, in part, that loose
surface contamination sampies taker giging breach of primary systems are to be
counted for gross alpha activity. TH® licensee identified that the loose
surface contamination samples taken on April 16, 1992, during the breach of
the Chemical and Volume Control System to change the letdown filters, were not
counted for gross alpha activity. Therefore, this was identified as a
violation of Technical Specification 5.8.1 (285/9232-03).

Regulatory Guide 1.33, Appendix A, Section 7.e(2) states, in part, that
radiation surveys should be covered by written procedures. Radiation
Protection Procedure RP-202, Section 7.5.2 states, in part, that the
Radiological Operation Coordinator, or his designee, shall review all surveys.
Section 7.5.4.A, state-. in part, that the review shall address the adequacy
of survey data wi‘h respect to the reason for performing the surve, The
licensee identified that reviews of the surveys performed on April 16, 1992,
in support of the letdown filter change-out, did not address the adeguacy of
the survey data. Specifically, the reviews did not detect that beta dose
rates and alpha counts should have been performed and were not. Therefore,
this was identified as a violation of Technical Specification 5.8.1
(285/9232-04) .

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.A and B, states, in part, that job
coverage air samples shall be taken as directed by the Radiation Work Permit
at the start of work likely to cause airborne activity, such as disassembly of
highly contaminated components and during work requiring respiratory
protection. The licensee identified that on April 16, 1992, an air sample was
not taken at the start of work in Room 11 to support Radiation Work
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Permit 92-025 work which required respiratory protection. Specifically, one
of the letdown filters had already been changed out before the air sample in
Room 11 was started. Therefore, this was identified as a violation of
Technical Specification 5.8.1 (285/9232-05). The inspector noted that the
licensee had started air samples in the corridor outside Room 11 and in an
area above Room 11 where other individuals were working before the first
filter was changed out. The inspector determined that this violation was a
repeat violation of Violation 285/9207-04 which was for failure to perform an
air sample on a job that required respiratory protection. The inspector noted
that the individual, who on April 16, 1992, failed to start the air sample
before the work began in Room 11, had attended a March 1992 briefing which
went over the violations that were documented in NRC Inspection Report
50-285/92-07. The briefing stressed the need to comply with the procedures
that were violated.

Regulatory Guide 1.33, Appendix A, Section 7.e(5) states, in part, that
respiratory protection should be covered by writt:n procedures. Radiation
Protection Procedure RP-204, Section 7.2.7, states, in part, that the licensee
post Airborne Radioactivity Areas where the concentration of airborne
radioactive materials exceed 25 percent of 1 MPC. The licensee identified
that on April 16, 1992, Room 11 where the letdown filters were changed out was
not posted as an Airborne Radioactivity Area. Past job evolutions indicated
that the concentration of the airborne radioactive materials in Room 11
exceeded 25 percent of 1 MPC when the filters . ‘e changed and the
concentration exceeded 25 percent of 1 MPC on Ap. il 16, 1992, Therefore, this
was identified as a violation of Technical Specification 5.8.1 (285/9232-086).

10 CFR 20.103(b)(1) requires that the licensee, as a precautionary procedure,
use process or other engineering controls, to the extent practicable, to limit
concentrations of radicactive materials in air to levels below those which
delimit an airborne radicactivity area as defined in 10 CFR 20.203(d)(1)(11).
10 CFR 20.203(d)(1)(i1) states, in part, that an airborne radioactivity area
is any room, enclosure, or operating area in which airborne radioactive
material composed wholly or partly of licensed material exists in
concentrations which, averaged over the number of hours in any week during
which individuals are in the area, exceed 25 percent of the amounts specified
in Appendix B, Table I, Column 1 of Part 20. Discussions with the licensee
indicated that the Radiation Protection Supervisor had requested that a high
efficiency particulate air filter unit be used during the letdown filter
change in Room 11. The licensee stated that it would have been practicable to
use a filter, but the high efficiency particulate air filter was not used and
this decision was not forwarded to the Radiation Protection Supervisor who had
requested it be used. The concentration of airborne radioactive material in
Room 11 exceeded 25 percent of the amounts specified in Appendix B, Table I,
Column 1 of Part 20. Therefore, the licensee identified that on April 16,
1992, engineering controls were not used to the extent practicable to limit
concentrations of radioactive materials in air to levels below those which
delimit an airborne radioactivity area as defined in 10 CFR 20.203(d)(1)(i1).
Therefore, this was identified as a violation of 10 CFR 20.103(b)(1)
(285/9232-07).
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the radiation work permits that required the use of respiratory protection.
The inspector determined that the licensee’'s corrective actions for this item
were satisfactory to close this item,

8.2 (Closed) ection Followup Item (285/9207-02): Documentation of
Personnel Contaminations

This inspection followup item was identified in NRC Inspection

Report 50-285/92-07 and involved the failure to document personnel skin and/or
clothing contamination events on Form FC-RP-207-1. The inspector reviewed the
licensee’'s corrective actions and randomly selected personnel contamination
reports for review. The inspector noted that the personnel contamination
events that were reviewed had been documented on Form FC-RP-207-1. The
inspector determined that the |icensee’s corrective actions for this item were
satisfactory to close this item.

8.3 (Closed) Inspection Followup Item (¥§5[9207-03): Documentation of
Respiratory Protection Equipment Selection

This inspection followup item was identified in NRC Inspection

Report 50-285/92-07 and involved the failure to attach a respiratory
protection equipment selection Form FC-RP-201-6 to a radiation work permit
which required respiratory protection. The inspector reviewed the licensee’s
corrective actions and randomiy selected radiation work permits that requirad
respiratory protection. The inspector noted that the radiation work permits
that were reviewed had Form FC-RP-201-6 atrtached. The inspector determined
that the licensee's corrective actions for this item were satisfactory to
close this item,

8.4 (Closed) Inspection Followup Item (285/9207-04): Air Sampling

This inspection followup item was identified in NRC Inspection

Report 50-285/92-07 and involved the failure to perform an air sample on a Job
with radiation work permit required respiratory protection. The inspector
determined that the licensee's immediate corrective actions for this item were
not sufficient in that there was a similar occurrence. This item is being
closed, and followup of the licensee’s corrective actions will be tracked
under 285/9232-05.

8.5 (Closed) Inspection Fo!]ouug Item (285/9207-05): Performance of
!hole-ﬁéﬂi Counts for facial Contamination

This inspection followup item was identified in NRC Inspection

Report 50-85/92-07 and involved the failure to perform a whole-body count for
an individual who had exhibited skin contamination in the area of the mouth
and nose. The inspector reviewed the licensee's corrective actions and
randomly selected personne! contamination reports that involved facial
contaminations for review, The inspector noted that for the contamination
reports that were reviewed, the licensee had performed whole-body counts on
individuals who had exhibited skin contamination in the area of the mouth and
nose. The inspector determined that the licensee's corrective actions for
this item were satisfactory to close this item.
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8.6 (Closed) Inspsction Followup item (285/9207-06): Calibration of
Airborne Radiation Monitoers

This inspection followup item was identified in NRC Inspection

Report 50-285/92-07 and involved the failure to calibrate an airborne monitor
at the proper frequency. The inspector reviewed the licensee’'s corrective
actions and randomly selected airborne monitors while touring the
radiologically controlled area to verify if the instruments had been
calibrated at the proper frequensirs. The inspector noted that the
instruments that were reviewed had been calibrated at the proper frequencies.
The inspector determined that the licensee's corrective actions vor this item
were satisfactory to close this item.
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Andrews, Division Manager, Nuclear Services

Gambhir, Division Manager, Production Engineering

Blome, Supervisor, Corporate Quality Assurance

Breuer, Technician, Radioactive Waste Operations

Chase, Acting Plant Manager

Cook, Supervisor Station Licensing

Christensen, Supervisor, Radiation Protection Operations
Franco, Manager, Radiological Services

Gates, Vice President, Nuclear Operations

Gasper, Manager, Nuclear Training

Gebers, Health Physicist, Radiological Services

Haug, Supervisor,Chemistry/Radiation Protection Training
Jaworski, Manager, Station Engineering

King, Technician, Radiation Protection Operations

Kusek, Manager, Nuclear Safety Review

Lovett, Supervisor, Radiation Protection

Mattice, Acting Supervisor, Radioactive Waste Operations
Orr, Manager, Quality Assurance/Quality Control
Patterson, Plant Manager

Phelps, Manager, Design Engineering

Sefick, Manager, Security Services

Short, Manager, Nuclear Licensing

Sills, Senior Quality Assurance Auditor

Simmons, Station Licensing Engineer

Steele, Acting Supervisor, Radioloyical Health and Engineering

1.2 NRC Personnel

*R. P, Mullikin, Senior Resident Inspector

*Indicates those present at the exit meeting on December 18, 1992.

2 EXIT MEETING

An exit meeting was conducted on December 18, 1992.
inspector reviewed the scope and findings of the report.
that in January 1993, they were going to have an outside technical expert
audit their Radiation Protection Program for indications of programmatic

problems. The licensee did not identify as proprietary, any of the materials

provided to, or reviewed by the inspector during the inspection,

During this meeting, the
The licensee stated



