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Rl Radiological Protection and Chemistiy (RP&C) Conirols

R1.1 External Exposute Controls

a inspection Scope (83780)

The inspectors interviewed radiation protection personnel and reviewed the following:

Control of high radiation areas

High radiation area key control
Radiological posting

Radiological controlled area access controls
Dosimetry use by radiation workers
Dosimetry record keeping

Skin dose measurements

Radiological air sampling tec.iniques
Respirator issue and use

Respirater inspection and maintenance
Breathing air certification

Who'e-body counting

. : . Eindings (83750)

During tours of the radiological controlled area, the inspectors notad high radiatio’ areas
were controlled and posted properly. Proper radiological controlled area access controls
were implemented. Dosimetry was used appropriately by workers.

Personnel dosimeters were processed by the Waterford Unit 3 facility. The results of the
dosimetry analyses were recorded in the licensee's computer data base, and the system
assigned doses 1o the proper individuals. The inspectors determined that (he licensee's
compuryr system effectively maintained the required information for NRC Forms 4 and 5.
The inspectors verified that exposures assigned to personnel who wore multiple badges or
who received an internal exposures were correctly recorded in the computer data base.
The inspectors noted that records were available and easily retrievable.

Whole-body coiinting was conducted on individuals f they were involved in a
contamination event in which there was a potential for internal deposition of radioactive
material. Five ingividuals were assigned doses as results of radioactive materials taken
internally. These doses were accurately recorded in the dosimetry record system. Skin
doses, resulting from personnel contamination events, were calculated correctly and
recorded as required. The inspectors determined that the licensee properly implemented its
whole-body counting and dose assignment program.
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5.

During Inspection 50-313/97-15; 50-368/97-15, the inspector noted, during a review of
condition reports, examples of radioactive material unintentionally released from the
radiological controlled area. A violation was identified, because the requirements for
unconditional release were not met. The inspectors identified no additional examples
during thie (aspection. However, the inspectors identified vulnerabilities in the licensee's
program to control radioactive materials and a potential means by which the licensee could
loose accountability of some items contaminated with radioactive material.

Accordng to Procedure 1012.020, "Radioactive Material Control,” Revision 4, items not
meeting the requirements for unconditional release from the radiological controlled area
could be released if certain other conditions were met. These conditions included:

. Packaging and tagging or labeling the item(s)
. Documenting the release on Form, 1012.020M
. Securing the signature of individual responsible for the item(s)

The inspectors attemnpted to verify the locations of selected items listed on conditional
release records. One of the first things noted by the inspectors was the lack of a means to
uniquely identify all items released. Without unique identification, there was no way 1o
ensure the licensee maintained accountability on the correct item. Some items, such as
tools, ca.ried an engraved number that was unique to each tool. However, the inspectors
noted examples in which the unique numbers were not used even though they were

ave lable. Specific examples were observed on release records dated January 28 and
August 27, 1997.

The licensee's means of maintaining accountability depended on the memories of the
individuals to whom the material was released. Conditional release records listed the
individuals removing the items from the radiological controlled area; records did not list the
location where the material was to be taken or stored. In many cases, there was only
anecdotal evidence of the pathway followed by conditionally released items. If the person
to whom the material was released was unavailable, locating the item(s) was even more
difficult. Such was the case if the material was released to ar employee or contractor who
had terminated employment. lllegible signatures presented another potential difficulty in
tracing released itams. Howaver, in most cases, the security badge number of the
individual removing items was included with the individual's signature. The inspectors
noted that the procedural guidance did not require the security badge number to be
included.

The inspectors confirmed that the licensee maintained positive control of some
conditionally released items. These included tools, when unique identification numbers
were used, and items that were first conditionally released for isotop'c analysis by the
chemistry department. Items in the latter group were linked to the unique numbers of the
isotopic analyses results.

| For other items, the results of the inspectors’ review were inconclusive, since many items
| were not uniquely identified. It was the licensee's position that all items selected for
verification were jocated. The inspectors iuentified no examples in which the licensee



H-

unquestionably failed 1o maintain accountability of an item released from the radiological
controlied area.

Licensse representatives acknowledged the inspectors’ commments regarding the
vulnerabilities of the licensee's program for the conditional release of radioactive material
and the associated procedural guidance. Licensee representatives stated that they would
conduct discussions with other nuclear sites to determine how materials were controlled
and .eview the guidance in their procedure to determine if changes were warranted.

In another area related 1o the licensee's control of radioactive material, the inspectors
reviewed the list of sealed source storage areas, approved by the radiation protection
manager, and attempted to confirm that selected sealed sources were stored appropriately.
During a physical inventory, the inspectors determined that Source 1575, a 6 millicurie
Ni-63 source assigned to the chemistry counting room, was not stored in the assigned
storage area. Additionally, there was no indication of the source's location on the source
signout log. After discussions with several chemistry technicians, the inspectors and
licensee representatives found the source in an unlocked, metal cabinet outside Unit 2, but
within the protected area. The insprctors were unable to determine when the source was
first stored in the cabinet. Howevr, during the most recent sealed source inventory,
performed in July 1997, licensee representatives documented that the Lource was stored in
the chemistry count rooem.

Procedure 1012.020, Section 6.2.4.C states, in part, "Store sources only in areas
designated by the source custodian for the sources and approved by the Manager,
Radiation Protection/Chemistry.” Procedure 1012.020, Section 6.2.5.D, states, in part,
“Each time a source utiizing an ANO source nimber is removed from its storage area, log
the required information on the 1012.020H, 'Source Temporary Signout’ located at the
storage location.”

The inspectors identified the failure to secure radioactive material from unauthorized
removal or access and the failure to store the radioactive source in accordance with
procedural requirements as a violation of Unit 1 Technical Specification 6.10 and Unit 2
Technical Specification 6.11 (50-313; -368/9719-01)

Tne licensee initiated Condition Report C-97-0325 to document the problem and track
corrective actions.

c.  Conglusions

There were vulnerabilities in the licensee's program for conditionally releasing items from
the radiological controlled area that could result in the loss of control of radioactive
material. A violation was identified, because the licensee falled to secure radioactive
material from unauthorized removal or access and failed to store a radioactive source in
accordance with procedural requirements,



Maintainung Occupational Exposure ALARA
Inspection Scope (837201
nspectors Merviewed raciation protection personnel and rev ewed the 1ol

ALARA goals/results

implementation of previous lessons-learned
ALARA committee activities

ALARA suggestions

ALARA initigtives

b Qbservations and Findings

ALARA comittee meetings were attended well by representatives from all departm. nts
ndicating gnod support for the program. The number of meetings held throughout the year
was appropriate

Procedure 1017 (‘.‘// "Al ARA Pro ram Revision . i-'Y\‘~|('HH nted an AL[;“A 17‘\(»'(?\,’0‘”1("\1

ideas program. No tracking system was used to monitor the evaluation and implementatio!
of ALARA s iggestions When questioned. at first. radiation protection personnel did not
know the number of ALARA suggestions submitted in 1997 nor the number implemented
Subsequently, the licensee determined that only one suggestion had been formally
submitted for 1997 The licensee stated tha! all suggestion forms submitted were
evaluated, and a response was given to the oriainator. Furthermore, the licensee stated
that most improvement suggestions were verbally communicated 1o ALARA coordinators

and use of the mprovement forms was minimal

{0'.«,‘\110' the informal means of collecting improvement ideas, the inspectors noted that the

heensee mamntamnmeda a vVery go d data base four /{l ANA {'l(”'f“’ui ;'\H('\"vt“‘ "v‘h»" a

o
radiwological information, and lessons learned from previous work activities The major input
to this data base was information collected from supervisor imemaos and post-job briefings

b briefings, 10 capture lessons learned and improvement igdeas, weré held for all
ivities, not just those required by the licensee s procedure guigance The
concluded that thus was a proa e intiative

 items were initiated for items dentified to be of benetfit in Mmaintaining exposures
Licensee management's expectation was that the wtion items be addressed
nhe next outage The ins pectors noted that the licensee mainta neg an acton
yenerated from Unit 2 Refueling Outage 12 and t implementation status
Ked

Average site

”U ARA i
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conclusions

The ALARA program produced good results. The 3-year average exposure per unit was
below the natina' iverage for pressurized water reactors. For 1994-1997, the site 3-year
average person-rem totals declined significantly. ALARA improvement ideas and lessons

sarned were captured and utilized well
RS Staff Training and Qualification

‘ sweetion ¢ ) { 50)
Inspection Scope (8. "90)

The inspeactors intervie ved radt Lion protection personnel and reviewed the 9:.\!()9\,;(.“
| | }

Radiation proteciion .echnician continuing training curricuium

Radiation protection supervisor and ;u,,‘pt\«.‘ nal training

Membership in professional organizations

Eindings and Qbservations

training was presented in 4 to 6 cycles per year with each cycie lastng

weeks. Continuing training was required for all radiation protection technicians

1alists, and supervisors Baselining exams were used 1o assess fundamental knowiedge

) deterinine needed training topics for the radiation protection staff. Radiation

on personnel worked with training department personnel in determining the sCopé
ing pt ng the continuing training cycles. Eac vcle provided 18-24 hours
n protection staff. The inspectors reviewed the topics presented

’

NtINUING traming \ 0 and 199/ \ oncluded that they were appropriate

!_‘ ensee managemer t wa active y aemnh 'nng p ant ¢ v"?"'" tramn ng lessons tt‘d”«('a’

and fundamental knowledge
N organization were giver

€ Supervisi

al meetings, or peer visits The

allowing continuing
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Of these, 'wo were assigned to the radiation proteciion operations group. The inspectors
concluded that this was a relatively low percentage of the staff. The inspectors also
determined that there were no certified health physicists on the radiation protection staff.
There were no regulatory requirements associated with these observations.

c. Conclusions

Good continuing training prograras were implemented for radiation protection technicians
and professionals. The topics addressed in radiation protection continuing truining were
appropriate. Professionals were provided sufficient opportunities to maintain a satisfactory
level of expertise. The radiation protection organization was adequately qualified.

R7 Quality Assurance in RP&C Activities
a Inspection Scope (83750)
The inspectors reviewed the following:

. Quality assurance surveillances
Self-assessments
Condition repurts

b.  Qbservations and Findings

The licensee utilized audits, surveillances, and assessments to evaluate the effectiveness of
the radiation protection program. The inspectors noted that frequent surveillances of

radiation protection activities w.re performed by quality assurance personnel. No audits of

the radiation protection program had been performed since the last NRC inspection in this

area. A corporate assessment of radioactive material control was performed. The

assessment used technical specialists from other nuclear power generating facilities. The

quality of the assessment was good. Implementation of suggested improvement items was

tracked by the radiation protection department.

The insp>ctors noted that the licensee's identification threshold for generating condition
reports was proper and that the licensee was effective in evaluating the conditions and
taking proper corrective action as warranted. Corrective actions were initiated in a timely
manner. No negative trends were identified by the inspectors during this review.

c.  Conglusions

Licensee oversight of radiation protection activities was good. Corporate assessments and
quaity assurance survuillances were frequent and diverse enough to provide management
with accurate information on the effectiveness of the radiation protection program. The
licensee effectively implemented corrective actions in a timely manner for identified
conditions,



Miscellaneous RPAC Issues

(Open) Vielation $0-313. 50-368/9715-01. Falure 10 control unauthonzed acCess
10 a locked high radiation area and falure 10 deterrmine the radiclogical CONAIENS D
A work area

The inspectors determined that the licensee had not implemented all corrective al tions
fescribed in the licensee's response dated August 11 1997. Corrective actions were not

expected 1o be complete until Januar 15, 1998
¢ | Yy

8.4 (Closed] Viclation 50-313:50-368/9715-02; Fallure 10 maintau control of
radicactive material outside the radiological controlied area

The inspectors verified the col ective actions des( ribed in the licensee's response letter

jated August 11 1997, were mplemented. No additional problems were identified dealing
specifically with the unconditi unal release of radioactive material

Yi. N nagement Meeting
X1 Exit Meeting Summary
The nspectors presented the ingnection results to members of hcensese management at an

oxit meeting on November 6, 1997, The licensee acknowledged the findings prerented
N proprietary information was identified




PARTIAL LIST OF PERSONS CONTACTEL

licensee

G. Ashley, Licensing Supervisor

R. Bement, Radiation Protection/Chemistry Manager

R. Edington, General Manager

D. Fowler, Quality Assurance Supervisor

E. Frix, Radiation Protection Operations Shift Supervisor
D. Mims, Licensing Director

T. Rolniak, Dasimetry Supervisor

A. South, Licensing Specialist

1. Smith, Radiation Protection Superintendent

R. Schwartz, Health Physics Specialist

NRC

J. Melfi, Acting Senior Res,1ent Inspector
S. Burton, Resident Inspecto,

INSPECTION PROCEDURES USED

83750 Occupational Radiation Exposure

ITEMS OPENED. CLOSED, AND DISCUSSED
Qpened

50-313;368/9719-07 VIO Failure to store a radioactive source in accordance with
procedural requirements; failure to secure radioactive
material from unauthorized removal or access

Closed

50-313;368/9715:02 VIO Failure to maintain control of radioactive material
outside the radiological controlled area

Riscussed

50-313,;368/9715-01 VIO Failure to control unauthorized aczess to a locked high
radiation area and failure to determine the radiological
conditions in a work area
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LST OF ACRONYMS USED
ALARA As low as is reasonably achievable
ERIMS Entergy Radiological Information Management System
D Thermoluminescent dosimeter
LST OF DOCUMENTS REVIEWED

Procedures

1012.020, Radioactive Material Control, Revision 4

1012.026, Respiratory Protection, Revision 2

1012.027, ALARA Program, Revision 2

1601.201, Issue and Control of TLDs, Revision 3

1601.2086, Personnel Dose Assignment, Revision 4

1601.603, Breathing Air, Revision 1

Assessments and Surveillances

Radioactive Material Control Assessment, July 21-24, 1897

Quality Assurance Surveillance Reports:

$h-025-97, "Radworker Practices/Contamination Control,” June 16, 1997
SR-026-97, "Radiological Postings,” June 16, 1997

SR-036-97, "HP Job Coverage During 2R12," August B, 1997
SR-037-97, "Whole-Body Counting," August 11, 1997

SR-039-97, "Documentation Completeness of Routine RP/RW Tasks," August 22, 1997

SR-046-97, "Radiological Postings Outside Controlled Access,” September 10, 1997



Qther Documents

Radiation protection organization chart deted 10/20/97

List of condition reports and radiological information reports assigned to the Radiation
:f:’t;c’:fmn organization for disposition since the beginning of the assessment period (July 7,
List of topics covered in RP technician continuing training during 1996 and 1997

1997 ALARA Committee meeting minutes

Unit 2 Refuel 12 ALARA Success Report

Octobor 1997 Radiation Protection Monthly Report



