
October 27, 1997

Dr. Bruce Kaiser
Vice President, Fuel Operations
ABB Combustion Engineering
3300 State Road P
Hematite, MO 63047

SUBJECT: RESPONSE TO INSPECTION REPORT NO. 070-00036/97003(DNMS)

Dear Dr. Kaiser:

This will acknowledge receipt of your letter dated October 7, 1997, in response to our
letter dated September 12, 1997, transmitting our Notice of Violation associated with the
failure to follow lockout safety procedures during maintenance activities. We have
reviewed your corrective actions and have no further questions at this time. These
corrective actions will continue to be examined during further inspections.

If you have any questions, please contact Tim Reidinger at (630) 829-9816.

Sincerely,

Original Signed by

Patrick L. Hiland, Chief
Fuel Cycle Branch

License No. SNM-33
Docket No.' 070-00036

cc: R. W. Sharkey, Director of Regulatory Affairs
R. A. Kucera, Missouri Department of Natural Resources

bcc: R. Pierson, NMSS
P. Ting, NMSS
S. Soong, NMSS
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October 7, 1997

Docket No. 70-0036
License No. SNM-33

U. S. Nuclear Regulatory Commission
ATTN: Document Control Desk
Washington, DC 20555

SUBJECT: REPLY TO A NOTICE OF VIOLATION

Gentlemen:

Enclosed is Combustion Engineering's Reply to Notice of Violation dated September 12,
1997, concerning NRC Inspection Report No. 070-00036/97003(DNMS).

We will be glad to discuss any questions you have concerning our response. If you have
any questions or need further information, please contact me or Mr. Hal Eskridge of my
staff at (314) 937-4691.

Very truly yours,

COMBUSTION ENGINEERING, INC.

Robert W. Sharkey
Director, Regulatory Affairs

cc: Bill Beach, Regional Administrator
Region III
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Attachment to RA97/630
October 7, 1997

REPLY TO NOTICE OF VIOLATION
INSPECTION REPORT NO. 070-00036/97003(DNMS)

Response to Violation No. 97003-01

Violation:

Safety Condition S-1 of Special Nuclear Material License SNM-33 requires that licensed material
be used in accordance with the statements, representations, and conditions in Chapters I through 8
of the application dated October 29, 1993, with supplements.

Section 2.6 of Chapter 2 of the application dated January 28,1995, requires, in part, that all
operations which affect licensed material shall be conducted in accordance with approved
procedures.

Nuclear Industrial Safety Procedure (NIS) No. 219, "Control of Hazardous Energy," dated March
15,1996, Section 6.2 states, in part, that a tagout shall be used to remove equipment for any
condition, other than what may be reasonably expected, that adversely affects the safety of affected
personnel. In addition, Section 6.3 states, in part, that a lockout shall be used to remove equipment
if work to be performed can or could result in an exposure to mechanical or hydraulic energy while
maintenance is being performed.

Contrary to the above, between August 4 and August 7, 1997, maintenance activities were
conducted during which the licensee failed to establish a lockout or install a danger tag on
equipment removed from service. Specifically, no danger tag or a lockout was installed on the
steam isolation valve that supplied trace steam heating to the feed line that contained "solid" UF6 .

Response:

1. Reason for the violation: The violation occurred because the shift supervisor and operators
involved overlooked the requirement to tag the steam trace supply valve out of service,
although they were aware that it should not be operated and the possible consequences of
inadvertent valve opening.

2. Corrective steps that have been taken and the results achieved: As immediate corrective
action, a hand written tag was placed on the steam trace supply valve.

3. Corrective steps taken to avoid future violations: The importance of observing
lockout/tagout procedures was stressed in recently conducted safety retraining for operating
personnel. The retraining emphasized the proper lockout/tagout process. Additional local
lockout/tagout stations have been purchased to facilitate implementation of that process.

4. When full compliance will be achieved: We are currently in full compliance with the
requirement to observe lockout/tagout procedures.



September 12, 1997

Dr. Bruce Kaiser, Vice President
Fuel Operations
ABB Combustion Engineering
3300 State Road P
Hematite, MO 63047

SUBJECT: ROUTINE SAFETY INSPECTION OF ABB COMBUSTION ENGINEERING,
HEMATITE, MO (NRC INSPECTION REPORT NO. 07000036/97003(DNMS)
AND NOTICE OF VIOLATION)

Dear Dr. Kaiser

This refers to the routine safety inspection conducted on August 4-8, 1997, at your Hematite
facility. The purpose of the inspection was to determine whether activities authorized by the
license were conducted safely and in accordance with NRC requirements. At the conclusion of
the inspection, the findings were discussed with you and members of your staff identified ir. the
enclosed report.

Areas examined during the inspection are identified in the report Within these areas, the
inspection consisted of a selective examination of procedures and representative records,
interviews with personnel, and observations of activities in progress.

Based on the results of the inspection, the NRC has determined that a violation of NRC
requirements occurred. The violation is cited in the enclosed Notice of Violation (Notice) and the
circumstances surrounding it are described in detail in the subject inspection report The
violation is of concem because it indicated a lack of rigor in implemenring your safety control
requirements during some maintenance activities. Specifically, the failure to establish proper
configuration control on the steam supply heating system to 2 vaporizer feed line during
maintenance could have lead to a feed line hydraulic rupture and subsequent uranium
hexafluoride (UF 6 ) release if the steam trace heat was inadvertently restored.

In addition, during the inspection, the NRC identified several fugitive releases of Hydrogen'
Fluoride (HF) as a result of a minor system leak and from dry scrubber equipment malfunctions.
Although on one occasion the HF concentration was determined to be as high as 10 ppm, it
appeared that the HF releases had been localized to the immediate vicinity of the cylinder
storage yard. In response to the concerns regarding HF emissions from the dry scrubber
system, you committed to implement compensatory measures in your correspondence to the
NRC on August 29, 1997. As detailed in that correspondence, you have implemented
appropriate actions to limit future risks from the dry scrubber system until the 'wet' scrubber
system is installed in late 1997.

You are required to respond to this letter and should follow the instructions specified in the
enclosed Notice when preparing your response. In your response, you should document the
specific actions taken and any additional actions you plan to prevent recurrence. Your response
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may reference or include previous docketed correspondence, if the correspondence adequately
addressed the required response. After reviewing your response to the Notice, including your
proposed corrective actions and the results of future inspections, the NRC will determine whether
further NRC enforcement action is necessary to ensure compliance with NRC regulatory
requirements.

In accordance vith 10 CFR 2.790 of the Commission's regulations, a copy of this letter and the
enclosed inspection report will be placed in the NRC Public Document Room.

We will gladly discuss any questions you have conceming this inspection.

Sincerely,

Original Signed by

P. L Hiland, Chief
Fuel Cycle Branch

License No. SNt-33
Docket No. 070-00036

Enclosures: 1. Notice of Violation
2. Inspection Report

No. 070-00036/97003(DNMS)

cc w/encls: R. W. Sharkey, Director of Regulatory Affairs
R. A. Kucera, Missouri Department of Natural Resources

bcc w/encls: M. Weber, NY.SS
P . Ting, PM.SS
S. Soong, UrISS
E. 14cAlpine, RIhI
F. Wenslawski, RI\'
PUBLIC (IE 07)
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NOTICE OF VIOLA TION

ABB Combustion Engineering. Inc License No. SNMU33
Hematite, Missouri Docket No. 070-00036

During an NRC inspection conducted from August 4-8, 1997. one violation of NRC requirements
was identified. In accordancevit She Geneml Statement of Poicy2nd Procedure forNRC
Enforcement Actions," NUREG-1600 (60 FR 34381; June 30, 1995). the violation is listed below-.

Safety Condition S-I of Special Nuclearfateial license SNM-33 requires that licensed matenea!
be used in accordance with the statements, representations, and conditions in Chapters 1
through 8 of the applcation dated October29, 1993. with supplements.

Section 2.6 of Chapter 2 of the application dated January 28. 1995, requires, in part, Wtat 2a1
operations which affect licensed material shali be conducted in accordance with approved
procedures.

Nuclear Industrial Safety Procedure (NIS) No. 21 9, 'Control of Hazardous Energy,. dated March
15, 1996, Section 62 states, in part, that a tacout shall be used to remove equipment for any
condition, other than what may be reasonably expected, that adversely affects the safety of
affected personnel ln addition, Section 6.3 states, in part, that a lockout shall be used to
remove equipment if work to be performed can or could result in an exposure to mechanical or
hydraulic energy while maintenance is being performed.

Contmry to the above, betvween August 4 and August 7, 1997. marinfenanceactivies were
conducted-.dudnng ihc the licensee failed to establish a lockout or install a danger tag on
equipment removed frorn service Specificly, no danger tag or a locout was ins'.a'led on the
steam isolation valve that supplied trace steam heating to the feed Lne that contained iCxzd' UFc

This is a Severint Level IV violation (Supplemea' VI).

Pursuant to the provisions of 10 CFR Part 2.201, ASS Comibustion Engineering is hereby
required to submit a written statement. or explan2tion to the U. S. Nudear Regulatory
Commission, A1NTN Document Control Desk Washtington, D.C. 20555, with a copy to the
Regional Administrator, Region 111, Z01 Wanrenville Road, isle. Illinois 605324351, witn 30
days of the date of ffe lefter transmtng tus Notice of Violation (Notice). This reply shoukd be
dearly marked as a "Reply to a Notice of Violation' and should include for each
violation: (1) the reason for the violation, or. if contested, the basis for disputing the viotafion,
(2) the corrective steps that have been taken and the results achieved, (3) the corrective steps
that will be taken to avoid further violations, and (4) the date when full compliance will be
achieved. Your Notioe of Violaion response may reference orinclude previous docketed
correspondence, if the correspondence adequately addresses the required response. If an
adequate reply is not received wihin the time specified in this Notice, an Order or Demand for
Information may be issued as to why the ficense should not be modied, suspended, or revoked,
or why such other 2acion as may be proper should not be taken. Where good cause is shown,
consideration will be ~grvn to extending the response time.

Because your response VWill be placed in the NRC Pubric Doaument Room (PDR), to the eident
possible, iU should not include anypersonal pmvacy, proprietary. orsafeguards information so that



Notice of Violation 2

i; can be placed in the PDR without redaction. Hovever. if you IInd id necessary to indude such
information, you should deardy indicate the specific information that you desire not to be placed in
the PDR, and pmvide the legal basis to suppot. your request for vwihholding the informpation fntm
the public.

Dated at lisle, Illinois
this 12 day of September 1997



U.S. NUCLEAR REGULATORY COMM,&WISSION

REGION 111

Docket No:

License No:

Report No:

Licensee:

Facility:

Location:

Dates:

Inspector:

Approved by,

070-00036

SNM-33

070-00036/97003(ONMS)

ABB Combustion Enoineering

Hematite Nuclear Fuel 1Aanufacturing Faclilly

Combustion Engineefing. Inc,
Hematite, MO 63047

August 4-8. 1997

Timothy Reidinger
Senior Fuel Cycle Inspector

Patrick Hiland, Acting Clief
Fuel Cycle Branch. DWision of Nuclear t~aterials Safety



EXECUMVE S UIM..ARY

ABS Combustion Engineering
Ntuclear Fuel Manufacturing Facility

Hematite, Missouri
NRC tispection Report 070-00036197003(DM!S)

The inspection involved the review and observation of selected aspects of oerations.
maintenance and surveillance testing.

Operations (IP 88020)

Criticality safetv engineering and procedurzl adminislrative con' rols were adec.±iately
implemented by the ficensee.

* Two fugitive HF emissions from the dry scrubber system were identified by The inspector.
The leaks were due to system leaks or corroded support pitping to the dcyscrubber
system. As a result, the licensee implemented compensatory actions as detaied in
separate correspondence with the NhRC to limit future HF emissions.fron the dry scrubber
system until the wvet' scrubber system is installed late 1 S97.

lain' enance 2nd SurveiUance ActiVities (IP 880251

* The inspector identified a vioaion in vwich maintenance ac&vies to dear a feed Cie
blocked with "soW UFc was initiated wthout a proper valve tagouf or lockout on the
steam supply isolation valve.
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Recoot Det:2s

1.0 Ooerations Review

1.1 Chanae Control

a. Inspection Scope (88020)

The inspector reviewed selected documents and dsssed a recent change related to
the handling and storage trays of the Dry Recycle Reactor Boxesvth the cognimant
criticality safetyspecialist and responsible project engineer. The kispector also
conducted a wzalkdown of the area to conirmn the application of criticarty safety
engineering and administrfive controls related to this change. Specific procedures and
licensee documents reviewed vvere:

* Operating System (OS) Procedure No. 803. -Dry Recycle Processing," Revision
(Rev) 9. dated July 18. 1997.

* Nuclear Criticality Safety Evaluations (NCSE) Procedure Number (No.) RMAP-108,
dated March 14. 1997.

£ Quality Control Procedure (QCP) No. 5002.04, Chanse Con'trol Management
(CCUJ).' Rev. 1, dated April 9. 1997.

* Notification of Change Control Managernent Evaua~tion. No. H-97-016-330, -Dry
Reactor Boxes," dated February 25, 1997-

*9 Nuclear Ctificarty Safety Evaluation Plant System (NCSEPS) 3301448, ¶be Doy
Side -and SCRP Recycle Fumaces, dated July 30, 1997.

Nucle2r CiiicazLy Safety Analysis (NCSA) of the tluffler Box, Rev. 0, dated July
19,1997.

b. Observw2ions and Findinas

In accordance vith the current change process, a nuclearcaltysafety nasis
(NCSA) must be obtained for each facility change involving nuclear safety, radioogical

: safety, or industrial safety. The NCSAs provide a summary of the conditions and special
requirements, derived from the associated nuclearciicartysafety evaluation (NCTE)
andlor engineering safety evaluation, to be implemented byihe operating group: New or
revised operating procedures related to the change are forwarded to Regulatoiy Affails
for confirming conformance to the NASA conditions and change specificafons ead final
approval.

NOSES, in part sunmarize and detal the conclusions, and 'suggestedw limits and
controls from the crificaliy safety parameters (CAPS) and associated citicarty safety
control for that change.

The inspector noted that the NASA for the change reviwed adequately summarized the
conditions and specia requements to be implemenled 2s derived from the respective
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NCTE. T he inspedtor noted th2t flieNCTE provided asummaryof boundarg
assumptions. coaclusions of the calxast2ed margin o' isafet from normal 2-id upse;
conditions. criticn-lty safrety limits and controls. operator training requiremnents. and
requirements for reporting of ulpset conffitions that have an effect on the estabashed
criticality safety controls- The &stand controls primariyinolved the proposed iacrease
in the numberf of safe volumes of enriced urahturnoxide distributed among 18 storage

s pans in the recycle furnace.

1Durng facilt walkdowvns. the 'saspedor confirmed fhat the controls and rimits idengfied in
the NCTE wuere in existence and being rused- In 2ddf~on. the ims;1mfi'ons relative to thie
limitRs and controls had been incorporated into the app~cable operating procedures.

The licensee also Winrfated operatortralhing on the revi~sed procedures.

c. Conclusions

Criticality s---fety engineening and procedurdl zdminisimlive controls %,.ere adeqihatetr
implemented.

2.0 Maintenance and Survel112nce Activiies,(lP 88025)

2.1& Feed Line Reosirs from the No. 2 Vzoonzer

2. Insoection -Sco-pe

The inspector reviewed the maitenanoe activiEes underfaken in response to tie feed
;line blockae (feeze oud)to Wiu-d UF,, from the N~o. 2 vzponizerand compared

observonrs of acdviies in prgessNfth selected wnen procedures from the applicable
procedures manual. Specific prooedures and Voensee documents review~ed vvere:

Operzling System Procedure- No. 601.02, -t oadins znd Unlo2dirig the Vzporiazer
and Switching Cyrnders.' Rev. 9, calted Ju~j 21 1 SS7.l

tNovember30, 1995-

*Opoerating System Procedure N~o. 203, 'Industrial Safty.,' Rev. 4, dated AugusS 12.
: i997.

N buclear Industial SafetyProcedur (NIS) No. 219, *Conlol of Hazrdous Energy,-
dated Mv2rch 15,1996.

b. Observations znd Findinos

Duning operations of the Oxide P~lant on August 4. 1997. 2 ful umniurr hexafluodde (UFj
cyinder in vapoier No. 2 was being heated v*ithstearn prior to being selected for on-lne
processing. The cylnder in vaporizertNo. I v.,as in the finishingstsSge of being etnptied of
(IF, contents. Wnen the c:ontroi room operators switched to She 'o. 2 vaponizerand
attempted rto estalish UF,, fow. the operators discovered that solid UF,, tiad formed in the

,, ~~feed line from the tlo. 2 vapof~rVwfi-cfl btocksed UF, flov .
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The control room operators discovered that the feed fine (approximately 20 feet) %vas
blocked vwi solid UF,. The line blockagce was due to freeze out (solidification or freezing,
pointQ of licuid UF6. Freeze out typically occurs after the loss of steam tace heating.
The licensee determined that the steam valve that supplied the steam trace tine for the
feed line from the No. 2 vapoizer was last closed by the maintenance staff to rmnimize
personal exsu to 'hot steam line piping. The mandenance staff had installed new
level detectors for the No. 2 vaporizer which were hocated near heat trace team piping.
After maienance wock was conadcted during a period the plant and process equipment
were shutdown in July 1997. the steam trace heating system to he feed lne ws not
restored to Rts normal configuration prior to resuming plant operations.

During routine tours of plant facilities, the inspector observed the in-progress
maintenance activities to "change out the feed fine from the affected vaporizer. On the
moming of August 6, the inspector noted that the operators were determining the exent
of the 'UF 6 freeze ou by removing various sections of vzaves 2nd feed line byusing a
Radiation Work Permit (RWP). The RWP is t)pically used to authorize repair %vc. in
addition to establishing health physic controls for non-routine zctivities that involve
potential forintake orexposure to radioactive materiaL

The inspector reviewed the RWVP and observed that the control room operators wre not
wearing a face shield with the full face respirator as required by the RWP during the
removal of various wives and associated piping. The control room operators wh.e
questioned to why theywere not wearing the face shield responded that the plant health
physicist (HP) authorized an exemplion forwearing the face shield. The control room
operators stated that the HP determined that a full face respirator could provide the same
level of protection as a face shield. In addition, the face shield vhen worn over the full
face respratorwould Impede work activities cs it would be physicallycumbersome to
reach various secions of ppng that would be later inspected for 'freeze out' The HP
stated thait was an oversight in not revising the RWP to refied current healtn physics
control reqrnements for the scheduled maintenance 2civies.

As a follov up, the inspector asked other control room opera.ors on later shifts to w.yth ey
did not wear the face shield as required on the RVWP aftefr hey completed vanous repair
activities on the affected vaporizer feed line. The control room operraors stated tha: they
sioned the RWYP as requiredMnd neg!ected to read all the Elsted he-lth physics coatrols;
they indicated that they followed the example of vwht the ohr control room operators
had worn on previous stffts. They a21 noted that the RWP required full face shields..

The licensee agreed at the e.it that plant staff were required to adhere to the
requirements in the RWP and the staff were cocuraged to have 2 -quesjiornig atilude
to resolve ary conflicts noted on the RWP. The licensee inuicated that senior mznzgers
would reemphasize that work health physics controls associated vwith RWP requirements
shall be followed unless a conflict was noted on the RWP whIch required resolution by
senior management

On the afternoon of August 7 the inspector identified that the repairvwork actvities were
still ongoing and that the steam trace supply isolation valve was no. tagged vith eiter 2
white 'DangeC tag, 'Do Not Operate. nor was the valve -locked outto prevent opening
Ihe steam supply isolation vaIve that supplied steam heat to thie feed One via heatI trce
piping. Sevealshlift forepersons. when asked what positive measures vwere used to
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prevent opening the steam trace supply to the affected feed line, stated that zalt the
control room operators were veitally ins'nruced in keeping the valve cdosed. After the
inspector expressed concern that a positive measure was not established to preveat
personnel injury and a UF6 release from 2n inadvertent valve openting, a hand vritten t29
(scrap of yellow paper) was placed on the steam trace supply valve.

Select control room operators and shit forepersons vere questioned on what specfic
hazards would be present if the steam trace supply valve was inadvertently opened to the
feed line that contained ~sol UF6 . AU cotrecly responded that steam heat being
applied to the vaporizer feed line blocked ith solid UF, could potentially cause the Equid
UF6 to expand resulting in the feed line nrpture and a UF6 rele2se. .

Safety Condition S-1 of Special Nuclear Ma.erial LUcense SNtM-33 requires th2alicensed
material be used in accordance w-ith the statements, representations, and conditions ia
Chapters 1 through 8 of the application dated October29, 1993, and supplements
thereto.

Procedure NIS No. 219, Section 62 states, in part, that a tagout sh2ll be used to remove
equipment for any condition, other than what may be reasonably expected, that adversely
affects the safety of affected personneL in addition. Section 6.3 states, in partt that 2
lockout shall be used to remove equipment if vork to be performed can or could result in
an exposure to mechanical or hydraulic eneroy wuile maintenance is being performed or
while hazards are exposed- The failure of the licensee to establish a lockout or irist-l2 a
danger tag on the steam supply line isolation valve that supplied trace steam heating to
the feed line that contained 'soll UF6 is a Violation No. 070-00036197003-01.

c. Conclusions

Activities observed were generAly conducted in accordance with 2pplicable procedures.
permits, and postings. Operator used appropriate protective clothing and equipment
with one exception. In addition, the failure to ensure that a tzooEut or lockout Vas instalied
on a steam supply valve that suppfied trace steam heating to E bleoded feed line vwas
identified as a violation.

3.0 Hvdrooen Fluoride Relecse

E. Inspection Scope

The inspector reviewed the chrcnstances that resufted in fwo HF le2ks from the dry
scrubber systenm.

b. Observations and Findinos

1. Descriotion of Event

During a tour of the UF6 cylinder storage yard on August 5. the inspector identified an
unusual strong smell in the air in the vicinity of the dry scubber system. The inspector
w.as concerned thOt the unusual smell indicated that a HF release had occurred. The
presence of the smell v.zs cormmunicated to a licensee staff membervzho vws in the
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cyl r.der yard. The staff memberand the inspectorjointly identified that the GWety source of
the HF emissions as a corroded pipe to the dry scrubbers.

As an immediate response to the release. the licensee ensured that the appropriate staf
were notified. and the control room operators initiated an investigation of the dry scrubber
system and assocdated support ppng. The control room operators discovered that the
apurge liner to the dry scrubbers was severed in half by corrosion and was the source of
the HF emissions. The maintenance staff subsequently replaced the purge line.

The dry scrubbersystemn was used to treat the HF prior to releasing the process gasses
out the stack by reacting it with limestone rocks. The corrosive nature of the HF gas
deteriorates gaskets. valve seats and seals rapidly. Additionally, the limestonelCaF2
'rocks' needed to be replaced on atmost 2 daily schedule.

During 2 subsequent' wa£down of the dry scrubber repair on August 6, the inspector
again identified an unusual strong smell in the air in the vicinity of the dryscrusber
systern. The inspectorwas concerned that another HF release had occurred and
immediately informed the licensee.

The licensee indicated that the HF smell probably came from the main process stack due
to atmospheric conditions and when the vwnd shfted, low concentrations of HF could be
occasionally smelled in the cylinder yard. In addition, HF level tests vwould be condut-ed
if anyone smelled lIF in this area

The inspector requested that a health physics technician perform a HF level test in the
area nearthe drysAuber The 'drageC type tube testinicaed 10 ppm HFwas in the
area. The licensee's investigation determined that the source of HIF was various leaks
from valve packing, gasets and gate seats in the primary scrubber. A malfunction in the
secondaqzscrubber created high back pressure to the primary scrubber v.ich resu!ted in
primary HF leaks. In addition to the stack releases of H-F, *te licensee reported that ranv
times during the tory of the dryscrubber, corrosion had caused fug'itive releases of HF.
Althouoh these releases have been crez'ly reduced by the use of a new casket materia,
fucitive releases of HF stl( occurred.

2 Corriensaxorv Acions

Following telephone discussions on August20, 1997, the licensee implemented
corrective actons as detailed in separate correspondence with the NRC to iffure H-F
ennissions from the dry scrubber system until a "hwer scrubber system wras instaed in
late 1997. The licensee slated tat the exstng dry scrubber system was scheduled to be
replaced with a newwet scrubbersystenmL 7Te enoineering design for the wet system
vwas ongoing. and intereiews with licensee personnel indicated that the system may be
installed and operzfing during the last quarter of 1997.
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c. Conclusions

Two hydrofluoric acid (H.F) leaks from the day scrubber system identified by the inspeccor.
The licensee implemented actions to limit future HIF emissions from the dry scrubber
system until the We scrubbersystem was installed la'te 1997.

-4.0 Inspection Foelow-Uo System (IFS) Issues (92702)

4.1 (Closed) IFI No. 0704-00367001-05: Lact of a formal program to calibrate the
incinerators system safety devices.

The licensee revised OS No. &62 -Periodic Testing Requirements: to ensure thzt the
safety interlocks vill be tested to veiil~ the intended safety functions once the incinerator
was determined operale-

4.2 (Closed) IFI No. 070-00036197031-05: Uac fof operator trainina to help eliminate operator
errors and root cause investigation trainini for the high sample followup repors (HSFR).

The licensee conducted additfional training for the operators and senior staff to help
operators better understand radiological conditions on tfhe vlorsite during non-routine
work activities. Root cause training was conducted for the senior staff to better evaluate
the HSFR.

4.3 (Closed) VIO No. 070-00036197001-03: The licensee failed to include the specified safety
instructions for reporting of potential damage to criticality safety barriers.

-The licensee revised procedures OS No. 3260.00 zand OS No. 3310.00 to incorporate
ciilcarty safetyrepoling requirements. The licensee completed operator traning on the
revised procedures.

4.4 (Caosed) VIO No. 070-00036/96002-02: Failure to ensure that a vehiCle eage vas locked
or attended 2nd that vehides were escorted by cons'an' surveilance in the conlrofled
area.

The inspector interviewed the secmity staff, revievwed the licensee's escort loa bco'o
maintained by the security staff and determined that all vehfices were being escorted on
site appropriately by plant s2ft In addition, the inspector observed on sever2a occasions
that plant staff were provided as escorts for visitn vehicles entering the controlled area
of the plant

4.5 (Caosed) 1FI No. 070-00036196002-O1: Lack of understanding of criticarity In-Transit
Units.

The licensee conducted additional training for the operators Utat addressed 'In-Transit
Unitsd and also issued pocket size cue cards to all the operators to use as a pocket
reference on crtcalyrelatedterms. Discussionsvih severaloperators indicated an
adequate understanding of criticalltyternis.

5.0 Mign2aement tMLeetinr
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The inspectors melt with the representatives arid other staff throughout the iaspection and

on August 8. 1997. for the exit meeting. The inspector summarized the scope and
findings of the inspections.

The licensee did not identify any of the information discussed at the meetings as
proprietary.
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PARTIAL LIST OF PERSONS CONTACT ED)

Licensee Personnel Contaded
- B. Kaiser. Vice President

B. Sharkey. Director of ReglatxyA lfairs
M. Eastbum, Nucdear Crcality Specialist
R. Freeman, NuclearCcfitcalitySpecalist
H. Eskridge, SeriorConsultant Regd2yAfa2irs
G. Page, Director. CeramicOpemaions
G. Jordan, Production Manager
E. Saito, Health Physicist
K Funke, Health Physics Supevisor
J. Long, System Engineer
E. Cn'ddle, Training Manager
D. Hanis, Production Support Manager
K Hayes. Industrial Safety Engieer
B. Alkier, Industrial Process Engineer
B. Griscom. Facility Engineer

* Senior licensee official at exit meeting on August 8. 1997.

Insoecfson Procedures Used

tP 88020: Cciticadty/Operations Review
(P 88025: MaintenanceSurvelUance

Item Orened

070-00036/97003-01 V1O: The licensee faied to establish 2 lockoLt nor instlil 2 danaer tzo on
the steam isolation valve that supplied Iame steam heating to the feed line that contained isorid
UF 6 .

List of Acronvms

HF Hydrogen fluoride
HP Health physics
hr Hour
UASA Nudear CCiicady SafetyAnalysts
NCTE N'udearC4iticaitySafety Evaluations
NIS Nuclear Industrial SafetyProcedure
OS Operating System
IP Inspection Procedure

NRC Nuclear Regaty Commission
QCP QuawConw dPrOedu&
UF6  Uranium hemfluodde
VlO Violation
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