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October 27, 1997 /K

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

bece:  R. Pierson, NMSS
P. Ting, NMSS
S. Soong, NMSS

bce wiltr dtd 10/7/97: PUBLIC (IE 07)

DOCUMENT NAME: G:\SEC\97COM.LO1
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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.

Gl o S, —

Robert W. Sharkey
Director, Regulatory Affairs

o

cc: Bill Beach, Regional Administrator ]
Region I1I ’&

RA97/630

I

) ] - v sh‘ 'é
SRRV
ABB CENO Fuel Operations
Combustion Engineering, Inc. 3300 State Road P Tele;}hone (314) 937-4691

Post Office Box 107 St. Louis (314) 296-5640
Hematite, Missouri 63047 Fax (314) 937-7955



Attachment to RA97/630
QOctober 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 1 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 whilc
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" UF.

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.
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September 12, 1997

Dr. Bruce Kaiser, Vice President
Fuel Operations

ABB Combustion Engineering
3300 State Road P

Hemalite, MO 63047

SUBJECT: ROUTINE SAFETY INSPECTION OF ABB COMBUSTION ENGINEERING,
HEMATITE, MO (NRC INSPECTION REPORT NO. 070-00036/97003(DNMVS)

AND NOTICE OF VIOLATION)

Dear Dr. Kaiser:

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

enclosed report.

Areas examined during the inspection are identified in the reporl. 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 (Nofice) and the
circumstances surrounding it are described in detzil in the subject inspection reporl. The
violation is ¢f concem because i{ indicated a lack of rigor in implementing your szfety conire!
requiremenis during some mzintenznce zclivilies. Specificzlly, the fzilure to establish proper
configuration control on the sieam supply heating system to = vaporizer feed line during
maintenance could have lezd {0 z feed line hydraulic rupture and subsequent uranium
hexafluoride (UF¢ ) 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 2 minor system leak and from dry scrubber equipment malfunctions.
Although on one occasion the HF concentration was detemmined 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 concems regarding HF emissions from the dry scrubber
system, you commitied 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 insfzalled in late 1997.

You are required to respbnd {o 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 comespondence 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 with 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. SNIM-33
Docket No. 070-00035

Enclosures: 1. Notice of Violation
2. Inspection Report
No. 070-00036/97003(DNMS)

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

bcc w/encls: M. Heber, NKSS
P. Ting, NMSS
S. Soong, HNHSS
E. McAlpine, RII
F. Wenslawski, RIV
PUBLIC (IE 07)

DCUMENT NAME: RAINSPRPTS\FUELFACICOMS7003.DNM
/
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KOTICE OF VIOLATION

ABB Combustion Engineering, lac. License No. SNM33
Hematite, Missoud Docket No. 070-00036

During an NRC inspection conducted from August 4-8, 1997, one violation of NRC requirements
was idenfified. In zccordance vith the “General S{atement of Policy 2ad Procedure for NRC
Enforcement Adxons NUREG-1600 (60 FR 34381; June 30, 1995), the violation is isted belovr:

Safety Condition S-‘I of Spectal Nuclezr Materizf License SNM-33 requires that ficensed mztedz!
be used in accordance with the stztemeats, representstions, and conddions in Chaplers 1
through 8 of the application dated Oclober28, 1993, with supplements. -

Section 2.6 of Chapler 2 of the zpplication dated January 28, 1995, requires, in par, that 2l
operations which afiect licensed material shall be conducted in accordance with approved

procedures.

Nudlear Industrial Szfety Procedure {NIS) No. 219, "Control of Hzzzrdous Energy,” dzated March
15, 1996, Section 6.2 states, in part, that 2 tzgout shall be used to remove equipment for zny
condition, other than what may be reasonzbly expecied, that adversely 2ifects the safelyof
affected personnel. la addition, Section 6.3 states, in par, that a lockout shall be used to
remove equipment if work to be pedformed can or could result in an exposure to mechanical oc

hydraulic energy while mainfenance is being pedformed.

Contrary fo the zbove, between August 4 2nd August 7, 1297, meinlenznce aclivities were
conducted during vhich the licensee fziled 1o esizblish = lockout or instali 2 danger{zg on
equipment removed from service. Spedcificelly, no dznger tzg or 2 lockout wes instzlied on fhe
steam isolation valve that supplied trace slezm hezling to the {eed Ene that contzined “sclid™ Ur,

This is = Severily Level IV violefion (Supplement Vi).

Pursuznt {o the provisions of 10 CFR Pari 2.201, ABE Combustion Engincenng is hereby
required {o submit =2 writlen slatement or explenation {o the U. S. Nuclezr Regulatory
Commission, ATTN: Document Control Desk, Washington, D.C. 20555, with a copy to the -
Regional Administrator, Region lif, 801 Warreaville Road, Lisle, {llinols 60532-4351, within 30
days of the date of the letler fransmitfing this Nofice of Violafion (Nofice). This reply shoutd be
clearly marked as a "Reply {0 a Nofce of Violaton™ and should include for each

violation: (1) the reason for the violztion, o, ¥ contesied, the basis for dispufing the vxolzﬁon,
(2) the comreclive sieps that have been {aken 2ad the resulls zchieved, (3) the correclive steps
that will be taken {o avoid further violafioas, and (£) the date when full compliznce vill be
achieved. Your Notice of Violafion response may ceference orinclude previous docketed
correspondence, if the corespondence adequately addresses the required response. ffan
adequate reply is not received within the time specified in this Notice, 2n Order or Demand for
{nformation may be issued as {o why the ficense should not be moddied, suspended, or revoked,
or v-hy such other a2ction as may be proper should not be taken. Where good cause is shovm,

consideralion wilf be given to extending the response time.

Because your response vdll be placed in the NRC Public Document Room (PDR), {o the exdeat
possible, i should not include any personal privacy, propretary, or safeguands infoanation so that
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it can be placed in the PDR without redaction. However, if you find il necessary {o include such
information, you should dleady indicate the specific infonmation thzt you desire not ta be placed in
the PDR, and provide the legal basis o suppoct youc request {or withholding the informalien from

the public.

Dated af Lisle, {lfinois
this 1 2 dzay of Seplember 1827
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Docket No:
License No:
Report No:
Licensee:
Facility:

Location:

Dates:

laspector:

Approved by:

U.S. NUCLEAR REGULATORY CONMMISSION

REGION it

070-00036

SN\-33

070-00036/97003(DNIV:S)

ABB Combustion Engineenng

Hemafite Nuclear Fuel Manufaciuring Facifily

Combustion Engineering, Inc.
Hematite, ViO 63047

August 4-8, 1997

Timothy Reidinger
Senior Fuel Cycle Inspecior

Pztck Hiland, Acfing Chiel

Fuel Cycle Branch, Dwision of Nucleacr Materials Safety

.«
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.Operations (iP 88020)

EXECUTIVE SUMIMARY

ABB Combustion Enginecering
Nuclear Fuel Manufactudag Facility
Hematite, Missoud
NRC laspectioa Report 070-00036/97003(DNIAS)

The inspection involved the review and observation of selected aspects of ogerations,
maintenance and surveillance tesfing.

. Crificelity safety engineening znd procecurzl administrzfive controls were zdequzalely
implemented by the ficensee. .

. Two fugitive HF emissions from the dry scrubber system were identified by the inspecior.
The leaks wrere due to system leaks or corroded suppod piping to the dry scrubber
system. As aresutlt, the ficensee implemented compensztory actions as defatled in
separate comespondence with the NRC to limit future HF emissions from the cry scrubber
sysf{em until the "wet™ scrubber system is installed late 1697,

{Azintenznce 2nd Surveriiznce Aclivities (1P 86025)

e The inspector ideqtified a violation in which maintenance aclivilies to dear a feed ne
blocked with "solid™ UF, was initiated without a proper valve tagout or fockout oa the
steam supply isolzfion valve.



o A
1 AL .

1.0
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Regpod Delails

Operations Reviewr

Chanae Coatrol

{nspeclion Scope (88020)

The inspecior reviewed selected documents and discussed a recen! change relafed to
the handling and sforage {rays of the Dcy Recycle Reactor Boxes with the cogntzant
criticality safely specialist and responsible project engineer. The inspeclor lso
conducted a walkdown of the areza {o confinm the 2ppliczfon of crilicality safely
engineering and adminisirafive confrols relzled (o this change. Spacific proceduces a2ad
licensee documents reviewed were: )

L Operating System (OS) Procedure No. €03, "Dry Recycle Processing,” Revision
(Rev) 9, dated July 18, 1997. .

. Nuclear Criticaliy Safefy Evaluations (NCSE) Procedure Number (No.) RAAP-108,
dated March 14, 1997.

<  Quaelity Control Procedure (QCP) No. £002.04, "Chzanz2 Control Mcncganent
(CCM),” Rev. 1, dated April 8, 1997,

e Notification of Change Control Management Evaluaﬁon. No. H-97-016-330 *Ocy
Reactor Boxes," dated Februaty 25, 1997. -

e Nudlear Cdicality Safety Evaluation Plznt S](stem (NCSEPS) 3307448, "The Dry
- Side-and Scrap Recycle Fumaces,” dated July 30, 19¢7.

- Nudlear Caliczlily Sa‘etymclysxs (NCSA) of the Hufiier Box, Rev. 0, d=led July
19,18¢7. o

QObsernvetions 2nd Findmaes

In zccordance vath the cumrent change process, a nudlear arificality safety anzlysis -

-(NCSA) must be obtained for each facility change avolving nuclear safety, radiological

safety, or industial safely. The NCSAs provide a summary of the conditions and special
requirements, deqved from the assodiated nudear crificalty safely evaluation (NCTE)
and/or engineering szfety evaluztion, fo be implemented by the operefing group.” New or
revised operzling procedures relafed {o the chznge are forwzrded {o Regulzlory Afiziss
for confirming conformance 1o the NASA conditions znd chenge specifications a2nd final

approval.

NOSES, in part, summarcize and detail the coadusions, and “suggested™ limits and
controls from the crificality safety paameters (CAPS) and a2ssociated criticality safety
control for that change.

The inspector nﬁ(ed that the NASA for the change reviewed adequaiely summarized the
conditions and special requirements to be implementled as decved from the respeciive
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NCTE. The inspector noted that the NCTE provided 2 summary of bounding
assumplions, coaclusions of the calcuiaied margin of safety from nommal and upset
conditions, criticalily safety limils and controls, operzaior iraining requicements, and
requiremeats for reporting of upset conditions that have an effect on the es{ablished
criﬁcaﬁty safety controls. The limits and controls pamadly involved the propased increase
in the number of safe volumes of eariched uranium oxide distrbuled among 18 slorage

pans in the recyc!e fumace.

During faclidy wealkdowns, the inspectar confirmed that the controls and limits idenfified in
the NCTE were in existence and being used. In addifion, the insi{cuctions relzafive {o the
limits and controls had been incorporated into the zppliceble operating procedusces.

The licensee also intlizted operztor iraining on the revised procedures.

Condclusions .

Criticzlity safety engineering and procedural administrzlive controls were adequately
implemented.

Maintenance and Surveillance Acfivities (IP 88025)

Feed Line Repzirs from the No. 2 Vepodzer -

Inspection Scope

The inspector reviewed the mainfenance aclivifies underizken in response 1o the feed
line blockage (Tfreeze out”) of fiquid UF, from the No. 2 vaporizer and compared
observatioris of achivilies in progress with selected writlen procedures from the 2pplicable
procedures mznual. Specific procedures and liceasee documeants reviewed were:

. Operziing System Procedure No. 601.02, "Lozding 2nd Unlozcing the Vzporizer
and Switching Cyfinders,” Rev. 9, dzled July 21, 1567,

. Hezlth Fhysics Precedure No. 330, "Radiziion Work Pennit,” Rev. 0, dzted
Novermnber 30, 1€25.

.- Operating System Procedure No. 203, “Industrial Safefy,” Rev. 4, da{ed Augusi 12,

1997.

e Nuclear ladustrial Safety Procaduce (NIS) No. 219, "Coalrol of Hazardous Energy,“
dated March 15, 1996.

Observafions and Findinos

During operations of the Oxide Plant on August 4, 1997, a full uranium hexafluoride (UF)
cylinder in vaporizer No. 2 was being healed with steam prior (o being selecled for cadine
processing. The cylinderin vaporizer No. 1 was in the finishing stage of being emptied of
UF4 contents. Wrien the control room operators swilched 1o the No. 2 vaporizerand
attempted to estsblish UF, flow, the operators discovered that sofid UF¢ had formed ta the
feed fine from thre No. 2 vaporizer which blocked UF fiov..
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The coalrol room operators discovered that the feed Lne (gpproxdmately 20 feel) vas
blocked with solid UFs. The fine blockage vaas due to Tireeze oul (solidification or freezing
point)” of iquid UFe. “Freeze oul" typically occurs ziter the loss of steam trace heafing.
The licensee delermined that the steam valve that supplied the sleam trace lice for the
feed fine from {he No. 2 vapotizer was last closed by the mzin{enance staff {o minimize
personal expasuce to *fiot” steam line piping. The maittenance staff had fastzlled qew
{evel detectocs for the No. 2 vapodzer vhich were located near heaf trace steam piping.
After maintenance work was conducted dudng a peciod the plant and process equipment
were shut down in July 1997, the sfeam {race hea(mg system {o the feed line wzs not
restored to its normal configuralion prior to resuming plant operafions.

During routine {ours of plant facilifies, the inspeclor observed the in-progress
mainlenance aclivities to “change out” the feed line from the a2flecled vaporizer. Oathe
moming of August 6, the inspecior noted that the operziors were determining the exient
of the *UF freeze out" by removing vadous sections of vzlves and feed fine by using a
Radiation Work Permit (RWP). The RWP is typicelly used fo authorize repair work in
addition {o establishing health physic controls for non-routine zclivilies that involve
potential for intake or exposure {o radioactive matedal

The inspectoc reviewed the RWP aad observed thzt the conlrol room operators were not
wearing a face shield with the full face respirator s required by the RWP during the
removal of various valves znd assodialed piping. The control room operstors vhen
questioned to why they were not wearing the face shield responded that the plaat hezlth
physicist (HP) authorized an exemplion for wearing the face shield. . The controlroom
operators stated that the HP detemmined that a full face respirator could provide the same
fevel of protecfion as a face shield. In addifion, the face shield when wom over the full

face respirator would impede work acliviies 2s it would be physiczlly cumbersome {o

reach various secfions of piping thef would be later inspecied for "freeze oul™ The HP
stated thautwas an oversight in not revising the RWP fo refiect curent heztth p‘r;sm
control requirements for the scheduled maintenance aciivides.

As 2 followup, the inspecior asked other control room opereiors on leler shills (o vhy they
did not wezr the fzce shield zs required on the R\WP zfier they completed vanous.repair
sctivilies on the affected veporizer feed line. The conirol rocm operelors sizted thet they
signed the RWP as required &nd neglecled to rezd 2l the Ested heclh physics coatrols;
they indiczted that they followed the example of whzt the olher control room operziors
had wom on previous shifts. They 2ll noled that the RWP required full face shields..

The licensee agreed at the exit that plant staff were required {o adhere {o the .
requiremeats in the RWP and the staff were encouraged to have 2 ques‘uomng stalude™
to resolve any conflicts noted on the RWP. The licensee indicz{ed that senior mzazgers
vrould re-emphasize that work health physics controls assoczied vith RWP requicements
shall be followed ualess a conflict was noted oa the RWP which requxred resolufioa by

senior manzagement.

On the aftemoon of August 7 the lnspector identified that the repair vork aclivilies were
stifl ongoing and that the sleam trace supply isolzfion valve vzs not tagged vath etther 2
vsite "Daager” tag, "Do Not Opecate,” noc was the valve “tocked oul” to prevent opening
the steam supply isolafion valve that supplied steam heat to fhe feed line via heat {race
piping. Severalshift forepersoas, when asked what postive mezsures were used (o

S
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prevent opeqing the steam trace supply {o the zffected feed line, stated that “all the
controf room operz{ors vere verbally instructed in keeping the valve dosed.” Afier the
inspector expressed concem that 2 posiive measure was not established {o prevent
personnel injury and a UFg release from 2n inadverieat valve opening, a hand vaitien {2g
(scrap of yellow paper) was placed on the sieam trace supply valve.

Selec! control room operators and shift forepersons were questioned on what specific
hazards would be present if the steam trace supply valve was tnadvedently opened {o the
feed line that contained “solid™ UFg. All comrectly responded thzt steam heat beiag
applied to the vaporizer feed fine blocked with solid UF could potentialfy cause the fiquid
UF, to expand resuliing in the feed line ruplure and 2 UF¢ relezse. .

Safety Condition S-1 of Special Nuclear Material License SNM-33 requires thal kcensed
matenz! be used in accordance v4th the stzlements, represeniations, and condilions in
Chaplers 1 through 8 of the zpplication dzfed October 29, 1893, and supplemenis

iherelo. -

Procedure NIS No. 219, Seclion 6.2 stafes, in part, thzt 2 fagout 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, Seclion 6.3 stzales, in part, thet 2
lockout shall be used to remove equipment if work to be performed czn or could resutt in
zn exposure {o mechanicz! or hydraulic energy while maintenznce is being performed or
while hazzrds zre exposed. The fzilure of the Ecenses to esizblish z lockout orinsizli 2
danger {zg on the steam supply line isolztion vzlve that supplied trace steam healing {o
the feed line that contained “solid™ UF, is a Violation No. 070-00036/97003-01.

- Concdlusions

Activities observed were generzlly conducted in zccordance vith 2ppliceble procedures,
permits, and postings. Operziors used =pproprizie proteciive dothing znd equipment
with one excepfion. in =ddifion, the failure {0 ensure thzt = tzgout or fockout was instzlied
on a stezm supply valve that supplied frace stezm hezling {o 2 blocked {eed fine vzs

identified as g violztion.

Hvdrocen Fluorige Relezse

Inspection Scope

The inspector reviewed the circumstances that resutted in two HF fe2ks from the dry
scrubber system. - -

Observztions znd Findinos

Descriplion of Even{

During a tour of the UF, cylinder storage yard oa August S, the inspeclor identified zn
unusual strong smell in the airin the vicintly of the dry scrubber sysiem. The inspecior
vras concemed thz! the unusual smell indiczted that = KF relezse had occurred. The
presence of the smell vas communiczted to 2 icensee st2ff member vho was ia the
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cylinder yard. The staff memberand the inspector joially ideatified that the fixely source of
the HF emissions as a corroded pipe to the dry scrubbers,

As an immediate respoase to the release, the licensee ensured thzf the appopaale staff
were notified, and the control room operators intiated an investigation of the dry scrubber
system and assodated support piping. The coatrol room operators discovered that the
“purge line” to the dry scrubbecs was severed tn half by coosion and was the source of
the HF emissions. The mainlenance staff subsequently replaced the purge line. :

The dry scrubber system was used to freat the HF pror to releasing the process gasses
out the stack by reacfing it with fimesfone rocks. The comrosive nziure of the HF gas
deteriorates gaskefs, valve seals and sezls repidly. Additionzlly, the limestone/CaF,
“rocks™ needed to be replaced on 2imost 2 dziiy schedule. -

During a subsequent walkdown of the dry scrubber repzir on August 6, the inspecior
zgain ideatified 2n uausuz! strong smell in the zir in the vianity of the dry scrubbar
system. The inspectorwas concemed that another HF relezse had occurred and
immediztely informed the ficensee.

The licensee indicated that the HF smelf probzbly came from the main process stzck dus
to atmospheric condiions and when the wind shified, fow concentrations of HF could be
occasionzlly smelled in the cylindervard. In a2ddition, HF level tests would be conducied
if 2nyone smelled HF in this area,

The inspector requested that a health physics technician perform a HF level festin the
area near the dry scrubbers. The “drager” type tube festindicated 10 ppm HF was in the
area. The licensee’s tnvestigation determined that the source of HF vras varous leaks
from valve packing, gaskets and gale sezls in the pamary scrubber. A malfunchion in the
secondary’scrubber created high back pressure to the primzry scrubber which resuiled in
primary HF leaks. In =ddition {o the stack relezses of HF, the licensee reporied thet mzny
times during the history of the dry scrubber, corosion had czused fugiive releases of Hr.
Although these releases have been grezily reduced by the use ¢f = news gasket mzlenal,
fugitive relezses of HF slil occurred.

Compensziory Aclions

Folloving telephone discussions on August 20, 1297, the licensee implemented

comrective aclions as detalled in separate comespondence with the NRC fo limit fufure HF
emissions from the dry scrubber system unil 2 “wel™ scrubber system was installed in
late 1997. The icensee stated that the existing dry scrubber system weas scheduled {o be
replaced with a new wet scrubber sysfem. The engineering design for the wef system
was ongoing, 2ad intenviews with licensee personnsl indiczted that the system mey be

installed 2nd opereling duning the fast quarder of 1827,
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Conclusions

Two hydrofluorc acid (HF) leaks from the dry scrubber system identifted by the inspecior.
The licensee implemeanted actions to limit future HF emissions from the dry scrubber
system until the "wet" scrubber system veas installed tate 1997,

{nspeclion Follow-Up Svystem (IFS) [ssues (92702)

{Closed) {Fl No. 070-00036/97031-05: Lack of 2 formal program to calibeate the
incinerafor's syslem szfefy devices.

The licensee revised OS No. 8§52, “Perodic Testing Requirements,” to ensure that the
safety interdocks vill be testled o verify the intended szfety functions once the incinerztor

was detenmined operzble. -

(Closed) I No. 070-00036/870031-05: Lack of operztor {rzining to help eliminate operator
emors and root cause investigation trzining for the high szmple followup reports (HSFR).

The licensee conducted addifionat {raining for the operators 2nd senior staff to help
operators better understand radiological condifions on the worksite during non-routine
work activities. Root cause training was conducted for the senior staff to betler evaluate

the HSFR.

(Closed) VIO No. 070-00036/97001-03: The ficensee fzlled fo include the specified Scfety
instructions for reporting of polential damage fo criticality safety baniers.

‘The licensee revised procedures OS No. 3260.00 2ad OS No. 3310.00 to incorporate

criticality safety reporiing requirements. The licenses completed operzator {raining on the
revised procedures.

(Closed) VIO No. 070-00036/26002-02: Fzilure fo ensure thzt = vehide gzte was Jocked
or zltended 2nd thzt vehicles were escorted by consiznt surveiliznce in the conirolled

Eree.

The inspector interviewed the security stzfi, reviewed the licensee's escort log beok
maintzined by the security staff 2nd determined thzt 2if vehicles were being escorted on
sile approprizlely by plant staff. Inaddition, the inspecior observed on several occasions
that plant staff were provided as escorls for visiing vehicles entering the controlled area

of the plant. .

(Closed) IFI No. 070-00036/95002-01: Lack of undersi{anding of criticafity "In-Transit

Units.™

The licensee conducted addifional training for the operators that zddressed “la-Transit
Units™ and also issued pocket size cue cards to 2l the operators {o use as a pocket
reference on criicality related terms. Discussions vith several operators indicaled a2n
adequate understanding of criticality temis.

tvianz20ement {Vieefing

-
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The inspectors met with the representatives and other stalf throughout the iaspection ang
on August 8, 1997, for the exit meeting. The inspecior summarized the scoge and
findings of the inspections.

The licensee did not identify 2ny of the infonmation discussed at the meetings as
propriefary. ‘

e



PARTIAL LIST OF PERSONS CONTACTED

{Licensee Personnel Conlacted

- B. Kaiser, Vice President
B. Sharkey, Director of Regulafocy Affairs
M. Eastbum, Nudlear Caficaldy Speqalst
R. Freeman, Nuclear Caticality Specialist
H. Eskridge, Seniocr Consultant Regulatocy Aftaics
G. Page, Direclor, Ceramic Operafions
G. Jordan, Production f#zanager
E. Saito, Health Physicist
K Funke, Hezlth Physics Supervisor )
J. Long, System Engineer
E. Crddle, Training Manzger
D. Haris, Production Suppod Manager
K. Hayes, lnduslial Safety Engineer
8. Alkier, Industaal Process Engmeer
B. Griscom, Facility Engineer

.
o vt

* Senior licensee ofiicial 21 exdi meefing on August 8, 18S7.

Insoeclion Procedures Ussd

[P 88020: Criticality/Operafions Review
(P 88025: MaintenancelSurveillance

flem Ooéned

-

070-00035/97003-01 VIO: The liceasee fziled 1o estzblish 2 lockout nor insizlf 2 dznger g on
the steam isolztion valve that supplied trzce stezm hezling to the feed line that contained “solid™

UF,.

List of Acronvmis

HF Hydrogen fluodide

HP Hezlth physics

tir Hour

NASA Nudear Catlicaldy Safely Analysis
NCTE Nuclear Crilicalty Safefy Evaluafions
NS tNudlear Industia! Szfety Procedure
oS Operzling System

P Inspection Procedure

NRC Nuclear Regutatory Commission
Qce Quality Coatrol Procedure

UF, Uranium hexzfiuotide

VIO Violation
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