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SUBJECT: NRC INSPECTION REPORT NO.- 70-143/2005-08 AND NOTICE OF

VIOLATION

Dear Mr. Schutt:

This refers to the inspection conducted from August 21, 2005, through October 1, 2005, at
your Erwin facility. The purpose of the inspection was to determine whether activities
authorized by the license were conducted safely and in accordance with NRC requirements.

Areas examined during the inspection included the following: Plant Operations, Management
Organization and Controls, Operator Training, Fire Protection, Radiation Protection,
Maintenance and Surveillance, and Physical Protection. Within these areas, the inspection
consisted of selective examinations of procedures and representative records, interviews with
personnel, and observation of activities in progress.

Based on the results of this inspection, the NRC has determined that violations of NRC
requirements occurred. These violations were evaluated in accordance with the "General
Statement of Policy and Procedure for NRC Enforcement Actions" (Enforcement Policy),
NUREG-1600.
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The current Enforcement Policy is available on the NRC's Web site at www.nrc.gov. The
violations are cited in the enclosed Notice of Violation (Notice) and the circumstances
surrounding them are described in detail in the subject inspection report.

The violations are being cited in the Notice because they were identified by the NRC.
You are required to respond to this letter and should follow the instructions specified in the
enclosed Notice when preparing your response. For your consideration, NRC Information
Notice 96-28, "SUGGESTED GUIDANCE RELATING TO DEVELOPMENT AND
IMPLEMENTATION OF CORRECTIVE ACTION," is available on the NRC's Web site. The
NRC will use your response, in part, to determine whether further enforcement action is
necessary to ensure compliance with regulatory requirements.

By letter dated October 17, 2005, we received your reply to our Notice of Violation which was
issued on September 19, 2005. The reply met the requirements of 10 CFR 2.201 and your
corrective actions will be reviewed during a future inspection. Also, your denial of one example
of one violation was noted and will be reviewed by the NRC.

Should you have any
questions concerning this letter, please contact us.

Sincerely,

IRA!

David A. Ayres, Chief
Fuel Facility Inspection Branch 1
Division of Fuel Facility Inspection

Docket No. 70-143
License No. SNM-124

Enclosures: 1. Notice of Violation
2. NRC Inspection Report

cc w/encls:
B. Marie Moore
Vice President
Safety and Regulatory Management
Nuclear Fuel Services, Inc.
P. 0. Box 337, MS 123
Erwin, TN 37650
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NOTICE OF VIOLATION

Nuclear Fuel Services, Inc. Docket No. 70-143
Erwin, Tennessee License No. SNM-124

During an NRC inspection conducted from August 21 through October 1, 2005, violations of
NRC requirements were identified. In accordance with the "General Statement of Policy and
Procedures for NRC Enforcement Actions - May 1, 2000," NUREG-1600, the violations are
listed below:

A. Safety Condition S-1 of Special Nuclear Material License No. SNM-124 authorizes the
use of licensed material in accordance with the statements, representations, and
conditions in the license application and supplements.

Section 2.7 of the License Application, "Procedures." states that "SNM operations and
safety function activities are conducted in accordance with written procedures as defined
in Section 1.7.4 and 1.7.5."

NFS-ENG-001, Engineering Project Design Control, Section 7.1.4, External Design
Interface, states that "Design information transmittal records are used to identify the
status of design information or documents provided. Where it is necessary to transmit
design information orally or by other informal means, the transmittal shall be confirmed
by a written record." Additionally, Section 10 Change Control, states "Control of design
changes shall be maintained through the completion of an Engineering Change Notice
(Attachment 7)."

Contrary to the above, prior to September 8, 2005 the licensee failed to document
transmittal of design information and failed to maintain blended low enriched uranium
preparation facility design changes through the completion of an Engineering Change
Notice.

This is a Severity Level IV Violation (Supplement VI)

B. Safety Condition S-1 of Special Nuclear Materials License No. SNM-124 authorizes the
use of licensed materials in accordance with the statements, representations, and
conditions in the license application and supplements.

Section 2.7 of the License Application, Procedures, states "SNM operations and safety
function activities are conducted in accordance with written procedures as defined in
Section 1.7.4 and 1.7.5."
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Procedure NFS-GH-36, Lockout/Tagout, Rev. 4 February 26, 2003 requires that the
authorized employee(s) place the lock(s) and tag(s) on the single energy isolation point,
prior to performing work on the equipment, when the work requires lockout/tagout.

Contrary to the above, on September 12, 2005, an authorized employee failed to place
the locks and tags on the single energy isolation point, prior to performing work on the
equipment. Work order 98388 was approved to perform the maintenance task on a
pump • and required a lockout/tagout.

This is a Severity Level IV violation (Supplement VI)

Pursuant to the provisions of 10 CFR 2.201, Nuclear Fuel Services, Inc. is hereby required to
submit a written statement or explanation to the U.S. Nuclear Regulatory Commission,
ATTN: Document Control Desk, Washington, D.C. 20555 with a copy to the Regional
Administrator, Region II, and a copy to the NRC Senior Resident Inspector at the facility that is
the subject of this Notice, within 30 days of the date of the letter transmitting this Notice of
Violation (Notice). This reply should be clearly 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 violation or severity level, (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 response may reference or include
previous docketed correspondence, if the correspondence adequately addresses the required
response. If an adequate reply is not received within the time specified in this Notice, an order
or a Demand for Information may be issued as to why the license should not be modified,
suspended, or revoked, or why such other action as may be proper should not be taken.
Where good cause is shown, consideration will be given to extending the response time.

If you contest this enforcement action, you should also provide a copy of your response to the
Director, Office of Enforcement, United States Nuclear Regulatory Commission, Washington,
D.C. 20555-0001.

In accordance with 10 CFR 19.11, you may be required to post this Notice within two working
days.

Dated this 31th day of October, 2005
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EXECUTIVE SUMMARY

Nuclear Fuel Services, Inc.
NRC Inspection Report 70-143/2005-08

This inspection included activities conducted by the senior resident inspector and regional
inspectors during normal and off normal shifts in the areas of facility operations, management
organization and controls, operator training, fire protection, radiation protection, maintenance
and surveillance, and physical protection.

Plant Operations

* The plant was operated safely and generally in accordance with the license. However, a
violation was noted for failure to maintain configuration control (Paragraph 2.a).

Items relied on for safety reviewed in uranium recovery were available to perform their
intended safety function (Paragraph 2.b).

The licensee had obtained the proper authorizations for the modifications •
(Paragraph 2.c).

The licensee adequately addressed the reportable events to prevent reoccurrence
(Paragraph 2.d).

Management Organization and Controls

Personnel changes did not appear to impact the responsibilities and functions specified
in the license. The licensee's system to review and issue procedures adequately
ensured that safety procedures were properly controlled and approved (Paragraph 3.a).

The internal safety audits covered a wide range of safety concerns and safety and
safeguards review council reviews of facility changes were adequate. Licensee audits
noted a significant number of corrective actions were overdue (Paragraph 3.b).

Operator Training

The licensee provided adequate training to its employees in the required areas of
radiation protection, criticality safety, emergency preparedness, procedure adherence,
and general employee training. The training observed showed that the employees had
a good understanding of the training acquired and how it is implemented in the work
area (Paragraph 4).

Fire Protection

Fire protection and detection equipment was adequately maintained. Fire hazards were
minimized by appropriate housekeeping (Paragraph 5.a).
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Radiation Protection

* Radiological control practices met regulatory requirements, but poor contamination
control work practices were noted inside radiologically controlled areas (Paragraph 6.a).

Maintenance and Surveillance

* The observed maintenance activities in the caustic discard
areas i, and the fuel process area were generally performed in
accordance with maintenance authorizations, work control procedures, and permits.
One violation was identified for the failure to implement the lockout/tagout procedure.
The design basis of the c o nclosure drain safety system required
further review (Paragraph 7.a).

* The inspector determined that selected safety related equipment tests were performed
safely, within the required frequency, and in accordance with approved procedures
(Paragraph 7.b).

Physical Protection

Attachment:
Partial List of Persons Contacted
Inspection Procedures Used
List of Items Opened, Closed, and Discussed
List of Acronyms



REPORT DETAILS

1. Summary of Plant Status

The fuel manufacturing and scrap recovery processes operated throughout the reporting
period. Blended low-enriched uranium (BLEU) oxide conversion operations continued,
and BLEU preparation facility (BPF) operations were re-started after an intensive
maintenance and modification period. Efforts continued in decommissioning older
facilities on site. The processing analysis, packaging, and shipments of contaminated
soils and debris from the burial grounds continued. Construction activities continued in
several areas.

2. Plant Operations (Temporary Instruction (TI) 2600/006, Inspection Procedure (IP)
88020)

a. Routine Observations, Plant Activities (03.03): OperatinQ Procedures (03.06): NCS
Training (03.08)

(1) Inspection Scope and Observations

The inspector observed routine operations in fuel process areas, and the
Oxide Conversion Building (OCB) during normal and off-normal operating shifts to
evaluate plant safety and compliance with license requirements. The inspector made
routine tours of the plant operating areas and determined that, in general, equipment
and systems were operated safely and in compliance with the license. Some daily
operational meetings were observed where production status and issues were
discussed and the inspector also observed the shift turn-over at the facilities. The
inspector noted adequate communication of important information from shift to shift.

During the observations, the inspector noted appropriate adherence to operating
procedures. The inspector reviewed selected procedures and verified that they were
clearly written, incorporated the safety and administrative controls for the particular work
areas, and included instructions for applicable normal and abnormal conditions. The
,inspector interviewed several operators in the process areas and noted that they were
adequately familiar with the safety-controls in their operating areas. No issues were
noted.

The inspector verified the Emergency Control Center (ECC) and associated equipment
were maintained in a state of readiness. The inspector reviewed selected licensee
identified events and corrective actions for previously identified events and found no
significant deficiencies in the items reviewed.

The inspector observed the licensee prepare and ship approximatelyý containers of
low level transuranic waste from decommissioning projects. The inspector observed
some repackaging of waste in order to verify compliance with waste acceptance criteria
and radiological controls requirements. The inspector also reviewed shipping manifests
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to verify compliance with transportation regulations. No significant deficiencies were
identified.

The inspector assessed the licensee's effectiveness and acceptability of modifications to
the BPF facility processes and observed process startup. The inspector reviewed
modifications and changes associated with

ý ý processes. These assessments included review of: changes on the
piping and instrumentation diagrams (P&IDs), changes to items relied on for safety
(IROFS), piping modifications, installation and/or replacement of instrumentation,
additions of deionized water flush line for the in-line raffinate monitor, flexible hoses
replacement with hard piping, removal of =load cells, change to the design of the
enclosure ý, replacement of PVC overflow lines with stainless steel, addition of
drain valves and pressure gauges to nitrogen purge lines, modifications to the

ýas per NFS Transmittal No. 343-011 (8/8/05), modifications to the enclosure
overflow lines and the • wet off-gas lines, changes to the safety process logic
controllers (PLCs) and numerous other process improvements. One issue was
identified as described below.

The inspector observed restart and operation of the
processes and evaluated operator knowledge of process operation and procedural
compliance. With the exception of numerous equipment difficulties observed which
hampered operations, the inspectors had no significant findings.

The inspector reviewed licensee actions and causal determination for an upset
condition/overflow from the= system on September 8. This review identified a
violation of NFS design procedures associated with the documentation for =system
modifications performed by subcontractors. The authorized work included removal and
replacement of existing level transmitters

ý. This work was performed by the licensee's contractor under Information
Transmittal No. 343-011, dated August 8, 2005, entitled "Replace Level Transmitters
and add Level Switches." This transmittal had the contractor remove and replace
existing level transmitters, and install conduits and wiring for two new high level

t or ýabout this same time, the subcontractor was orally directed
MMMMý ý.However, this directive

and the subsequent modification was not documented on either the information
transmittal, the work request form or the work acceptance form. The design
was intended to help prevent turbulence . However the licensee had
identified that thejhad the unintended effect of contributing to or causing
upsets from the system, and had either contributed to or caused the September 8
overflow. Due to occurrence of the overflow, the licensee inspected the
and found that the subcontractor had failed to remove the

NFS procedure ENG-001, Engineering Project Design Control, Rev. 4, 2/11/02, Section
7.1.4.1, External Design Interface, states that Design information transmitted to or from
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external interface subcontractor shall be documented. Design information transmittal
records are used to identify the status of design information or documents provided.
Where it is necessary to transmit design information orally or by other informal means,
the transmittal shall be confirmed by a written record. In addition, Section 10, Change
Control, states that control of design changes shall be maintained through the
completion of an Engineering Change Notice (Attachment 7).

Facility design modifications should be strictly controlled to ensure that changes to the
facility are performed such that those changes do not compromise the facility design
safety basis or allow un-analyzed changes to be incorporated without the proper reviews
and approvals. The licensee failed to provide written documentation after issuance of
verbal work instructions to a subcontractor and did not provide the requisite engineering
evaluations through the Engineering Change Notice process to ensure that these design
changes were in fact acceptable and completed as required. Failure to maintain
configuration control of facility design modifications in accordance with ENG-001 was a
violation of NRC requirements (VIO 70-143/2005-08-01).

(2) Conclusions

The plant was operated safely and generally in accordance with the license. However, a
violation was noted for failure to maintain configuration control.

b. Safety Function (03.02): Maintenance for Safety Controls (03.07)

(1) Inspection Scope and Observations

The inspector reviewed a sample of the Items Relied on For Safety (IROFS) listed in the
Integrated Safety Analysis (ISA) for the uranium recovery area and concluded that the
IROFS identified were available and reliable to perform, their safety function.

(2) Conclusions

IROFS reviewed in uranium recovery area were available to provide their intended
safety function.

c. ConfiQuration Control (03.04): Change Control (03.05)

(1) Inspection Scope and Observations

The inspector reviewed the change control form for the recent modifications to the
. The inspector noted that all the approvals were obtained prior to starting the

equipment with special nuclear material. No other issues were noted, with the exception
previously noted in paragraph 2a.
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(2) Conclusions

The licensee had obtained the proper authorizations for the modifications in the

d. Followup on Previous Events

(1) Inspection Scope and Observations

The inspector reviewed the licensee's actions to address NRC Event #41197, in which
the wet off gas (WOG) lines for the raffinate column ere
not properly sized. The licensee modified the inputs to the system in order to prevent
the WOG lines from being overwhelmed, which could create a criticality issue due to
backflow. The inspector reviewed the licensee's setpoint analysis calculation, and
identified no issues with the modifications performed.

The inspector also reviewed the licensee's actions to address NRC Event #41839, in
which a brief flame in enclosure M occurred. The inspector reviewed the licensee's
modifications to the calcining procedure, which disallowed the calcining of
The inspector also reviewed the equipment modifications to the off-gas system designed
to prevent a fire from reaching the ventilation system. No issues were noted and the
licensee's actions appeared appropriate.

(2) Conclusions

The licensee adequately addressed the reportable events to prevent reoccurrence.

e. Followup on Previously Identified Issues

(1) (Closed) IFI 70-143/2004-02-02: . The licensee's extensive
review of the issues that caused reliability concerns regarding the system and their
corrective actions have been adequately addressed. This issue is considered closed.

(2) (Closed) NOV 70-143/2004-03-02: Failure to Conduct a Detailed Criticality Safety
Analysis. The inspector reviewed the corrective actions stated by the licensee in their
response to the violation. The inspector discussed'with several of the NCS staff the
threshold for performing an NCS analysis. The inspector found that the threshold had
been adequately lowered to prevent reoccurrence of the initiating event. No other
issues were noted, the item is considered closed.

(3) (Closed) Apparent Violation (AV) 70-143/2004-04-02: Inadequate Engineered Control.
A letter to the licensee from the NRC dated October 6, 2004, closed this issue with no
enforcement action by use of enforcement discretion.

(4) (Closed) NOV 70-143/2004-08-04: Failure to Follow an SRE Test Procedure. The
inspector reviewed the corrective actions stated by the licensee in their response to the
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violation, which involved training of supervisors on the proper technique in performing
the SRE test procedure. The inspector reviewed the records for the months following
the discovery of the violation and noted no new instances. No other issues were noted,
therefore the item is considered closed.

(5) (Closed) NOV 70-143/2004-10-03: Failure to maintain configuration control of
temporary equipment. The inspector reviewed the corrective actions stated by the
licensee in their response to the violation, which involved modifications to the
configuration control and work request procedures. The inspector reviewed the
modifications to the procedures and found them to be adequate to prevent reoccurrence
through the addition of a pre-operational walk down just prior to the startup of the
equipment. No other issues were noted, therefore the item is considered closed.

(6) (Closed) VIO 70-143/2005-01-01: Failure to conduct downblending operations in
accordance with approved temporary procedure. The licensee determined that the root
cause was that the procedure was inadequate, as no frequency for performing the
activities was specified and the actions were not required to be recorded. As a
corrective action, the licensee revised the temporary procedure to include those
requirements. The inspector reviewed the revised procedure and had no further issues.
This item is closed.

(7) (Closed) VIO 70-143/2005-02-01: Control of danger tagged components, The licensee
determined that the root cause was a misunderstanding on the part of plant personnel
regarding lockout/tagout requirements for operational system isolation. To prevent
reoccurrence, a training package was developed and distributed to affected plant
organizations to clarify requirements and address the areas of concern. In addition, the
licensee revised Procedure NFS-GH-36, "Lockout/Tagout," to improve the overall rigor
of the program and eliminate areas which were identified as being open to
misinterpretation and misapplication. The inspector reviewed the revised procedure and
had no further issues. This item is closed.

(8) (Closed) VIO 70-143/2005-02-02: Failure to lock shut valve. The
licensee determined that the failure was due to an oversight by the operator. As
corrective action, operations personnel were reinstructed on the event and the
importance of procedural compliance. In addition, the affected standard operating
procedure was revised to include steps to verify that the block and bleed valves were
closed prior to starting circulation or transfer . Also, the licensee
developed an "in-hand" runsheetfrh discard operation and was
considering the use of similar runsheets for other areas where discards occurred. The
inspector reviewed the revised procedure and runsheet and had no further issues. This
item is closed.
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3. Management Organization and Controls (IP 88005, 05)

a. Organizational Structure (05.01),Procedure Controls (05.02)

(1) Scope and Observations

The inspector reviewed changes in personnel responsibilities and functions that
occurred since the last inspection in order to verify that personnel qualification
requirements were met. The inspector interviewed licensee personnel affected by new
responsibilities and functions. The inspector determined that experience and education
requirements, as specified in the license, were satisfied.

The inspector reviewed several procedures for operations and safety management
systems to verify that they were reviewed in the appropriate time frame and approved by
the appropriate management. Through discussions with the licensee, the inspector
determined that procedures would be reviewed and updated should a modification of the
floor layout occur or new equipment be installed. The inspector also found that
management and operational procedures were reviewed at the required frequency. The
inspector observed that the appropriate safety management was included in the review
and approval of procedure changes. The inspector found no examples of outdated
procedures during the inspection.

(2) Conclusion

Personnel changes did not appear to impact the responsibilities and functions specified
in the license. The licensee's system to review and issue procedures adequately
ensured that safety procedures were properly controlled and approved.

b. Internal Reviews and Audits (05.03),Safety Committees (05.04),Quality Assurance

Programs (05.05)

(1) Scope and Observations

The inspector reviewed the following audits:

-Quality Assurance Audit of the NFS Emergency Plan (Audit # QA-04-23)

-Quality Assurance Audit Report of the Incident Investigations Management Measure
(Audit No. QA-05-10)

-Quality Assurance Audit of the NFS Maintenance Department (Audit # QA-04-15)

-Quality Assurance Audit of the Configuration Management Program (Audit # QA-05-02)

-2004 Annual Quality Assurance Audit of the NFS Safety Related Equipment Control
and Training Program (Audit # QA-04-06)
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The licensee's audits for the calendar years of 2004 and 2005 were conducted as
required for both the BLEU complex. The topics covered for
the audits reviewed were thorough for the specific areas and programs in the plant. The
audits addressed a wide range of concerns, for which adequate recommendations were
proposed. The corrective actions program tracked the management approved
recommendations. The inspector reviewed a sample of the resolutions and found them
to adequately address the concerns detailed in the audit. No findings of significance
were identified with the licensee's audit program.

The inspector reviewed a selection of the most recent minutes from the Safety &
Safeguards Review Council (SSRC) meetings. The inspector found that the minutes
from the calendar year 2005 meetings included a review of new or revised facilities and
equipment, NRC inspection findings, safety-related audit and inspection findings, and
licensing deficiency reports. The inspector found that all the required disciplines

ere
represented in the meetings conducted. The inspector found that the items reviewed
were given appropriate consideration and management attention. No findings of
significance were identified.

The inspector also reviewed the effectiveness of the corrective action program. The
inspector noted that the problem identification, resolution and correction system
(PIRCS) allowed the licensee to track issues. The reports generated from the system
contained useful information including the description of the event that prompted the
corrective action, its due date, the person assigned for its resolution and the corrective
action's status. The inspector noted that the system did not automatically alert the
licensee when an item was near its due date, and at the time of the inspection, the
licensee was addressing an internal audit finding which identified inadequate tracking of
corrective actions and a significant number of overdue corrective actions. The licensee
had measures in place to address this issue. The inspector noted that no corrective
actions affecting significant safety issues were overdue.

(2) Conclusion

The internal safety audits covered a wide range of safety concerns and SSRC reviews
of facility changes were adequate. Licensee audits noted a significant number of
corrective actions were overdue.
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4. Operator Training/Retraining (IP 88010) F2

a. 10 CFR 19.12Training (F2.01),General Nuclear Criticality Safety (NCS) Training
(F2.02),General Radiation Protection Training (F2.03,General Emergency Training
(F2.04), Operating Procedures Training (F2.05),On the Job Training (F2.06)

(1) Scope and Observations

The inspector reviewed the Licensee's General Employee Training, General Training for
the different subject areas and on-the-job training (OJT) activities to verify compliance
with the License application and with 10 CFR 19.12 requirements. The inspector
reviewed the licensee's lesson plan for General Employee Training .and Refresher
course. The class was designed for both new employees and for a refresher for current
employees. The class provided basic information that an employee would need to
safely work .at the facility. The examples provided were clear and applicable to the
areas being covered. Some of the topics covered by the training were Fire Safety,
Personnel Protective Equipment, Hazards Communications and Controlled Area Access
Training. New employees were required to complete a written test to pass the class.
The inspector reviewed test material and noted that the questions adequately tested the
employee's knowledge of safety measures. The inspector also reviewed selected tests
administered to maintenance and operations personnel. The guidelines for grading the
tests were in accordance with the licensee's policy and the questions were similar to the
test material reviewed by the inspector.

The NCS training presentation package was reviewed by the inspector. The material for
this training discussed the following topics: definition of criticality and fission, review of
radioactive materials processed on site, general criticality safety rules, emergency alarm
and evacuation, criticality monitoring system, criticality control methods and NCS
postings, rules and policies. All of the subjects were adequately referenced to the
processes present at the facility and the examples provided were adequate to provide
an understanding of NCS concepts.

The inspector reviewed the licensee's administration of the training program, which
integrated all the aspects of the facility's work qualification. The program contained
qualification guides that had all the requirements needed by a specific employee to be
fully qualified to work in any given area. The guides also kept track of training taken,
retraining scheduled and training not yet completed. The inspector reviewed a selection
of documents that were a part of the qualification guides for selected employees and
found that they offered a good indication of the needs and capabilities of an employee.
This training information was integrated with the computer system that allowed
supervisors to verify an employee's qualification prior to be granted access to the control
access areas. The inspector reviewed the system in operation and identified no issues.

The inspector observed employees being trained in the Mto review the adequacy
of the licensee's OJT and the operating procedures training. The employees pointed
out the safety precautions related to the process. The inspector was able to verify that
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the employees were aware of the radiological and criticality safety concerns of the
designated work area. The inspector was also able to see the qualified operators
interact with trainees and verify the adequacy of the training. The computer system
used by the licensee also tracked the procedures an employee had read, including the
current revision.

A selection of training records from the current program was selected by the inspector to
verify the employees were up to date in their training and that the licencee was properly
tracking it. The records reviewed were current and tracked training completion, renewal,
and any overdue training.

2 Conclusion

The licensee provided adequate training to its employees in the required areas of
radiation protection, criticality safety, emergency preparedness, procedure adherence,
and general employee training. The training observed showed that the employees had
a good understanding of the training acquired and how it is implemented in the work
area.

5. Fire Protection (TI 2600/06)

a. Routine Observations

(1) Scope and Observations

The inspector reviewed fire detection and protection systems in accordance with the
license and additional licensee commitments. The inspector determined that fire
protection and detection equipment was adequately maintained. Portable fire
extinguishers were charged to the normal operating zones and no visible damage was
noted. Fire hazards were minimized by appropriate housekeeping.

(2) Conclusions

Fire protection and detection equipment was adequately maintained. Fire hazards were
minimized by appropriate housekeeping.

6. Radiation Protection (TI 2600/006, IP 83822)

a. Routine Observations

(1) Scope and Observations

The inspector reviewed radiation work permits, radiological surveys, radiological
precautions, and general work practices in the process area and in decommissioning
and construction areas to verify that work was conducted safely and in compliance with
the license. During tours of the facility, the inspector noted that radiological signs,
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postings, and procedures were properly posted or readily available. The inspector
determined that equipment and devices used to confine and contain radioactive
contamination and airborne radioactivity were in proper working condition and that
proper personal protective clothing and dosimetry were issued and properly worn.
Radiological controls in process and decommissioning areas were generally adequate,
with the exceptions noted below. During process area tours, the inspector noted that
housekeeping was adequate and emergency egress routes were sufficiently clear of
debris. The inspector observed response to off-normal events and noted the use of
conservative radiological controls practices to confine contamination and to prevent
unnecessary personnel exposure.

The inspectors noted specific examples of poor contamination control within
radiologically controlled areas. The areas noted as "above administrative control limits"
were in generally accessible areas. One situation involved a spread of contamination
outside of a maintenance area involving equipment replacement. The other area was in
the , in the natural and low enriched uranium handling area, and no obvious
cause was evident. The licensee responded by taking immediate corrective actions to
clean the areas noted, verify contamination levels were restored to within control limits,
and improve contamination control practices. Although these contamination control
issues did not constitute an NRC violation and the inspector found no evidence, of a
programmatic breakdown, the observations were evidence of poor work practices.

(2) Conclusions

Radiological control practices met regulatory requirements, but poor control
contamination work practices were noted inside radiologically controlled areas.

7. Maintenance and Surveillance (88025)

a. Conduct of Maintenance (F1.01), Work Control Procedures (Fl.02),Work Control

Authorizations (F1 .03),

(1) Scope and Observations

The inspector observed maintenance activities throughout the facility to verify that they
were performed with approved work orders. The inspector also verified that
maintenance personnel were following site-wide safety procedures during maintenance
activities. The inspector noted that observed maintenance activities in theý
caustic discard areas and in the fuel process were conducted with
appropriate permits and work orders.

On September 13, 2005, while observing maintenance activities on a pump in the
Mthe inspector noted that work order (WO) 98388 required lockout/tagout of the

equipment. The inspector examined the area and noted that the required locks and
tags were not in place. The inspector- brought the issue to the licensee's attention, and
as an immediate corrective action, the licensee installed the required locks and tags on
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the equipment. Procedure NFS-GH-36 required that the authorized employee(s) place
the lock(s) and tag(s) on the single energy isolation point, prior to performing work on
the equipment, when the work required lockout/tagout. Failure to place the lock and tag
on the single energy isolation point, prior to performing work on the equipment was a
violation of NRC requirements, (VIO 70-143/2005-08-02), Failure to implement the
lockout/tagout procedure.

The inspector also reviewed the work request procedure'and several work requests that
involved maintenance to IROFS and the OCB to verified that they were
completed in accordance with the procedure. The inspector noted that the work orders
identified the affected IROFS, identified required testing, and were properly authorized.

However, on September 9, 2005, while observing activities in the • , the
inspector questioned the as-built configuration of the enclosure overflow lines, which
were IROFS designed to ensure that no more than a one-inch depth of solution could
accumulate in the enclosures. Each enclosure was built with two overflow lines, and
these had recently been modified from clear poly-vinyl chloride to stainless steel

throughout the plant had this cross piece positioned well below the bottom of the
enclosure to assure free drainage. The licensee concluded the overflow should be
modified operations until this
was completed. The licensee was still evaluating the extent of condition for this issue at
the end of the inspection period.

The inspector noted that the nuclear criticality safety evaluation for the~process
required that the drain line must be designed so that the height of the slab in the bottom
of the enclosure cannot exceedS. The setpoint determination documented flow
capacity of the drains and stated the drains , which implied that
the drain must be below the enclosure. The setpoint determination included a sketch,
with no dimensions, which showed the drain cross piece below the bottom of the
enclosure. However, the inspector noted that the design drawings and setpoint
evaluations of the overflows did not explicitly specify any required elevation for the upper
cross piece, relative to the bottom of the enclosure. This issue will remain open pending
further review of the setpoint evaluation, and will be tracked as unresolved item (URI)
70-143/2005-08-03.

2. Conclusion

The observed maintenance activities in the • caustic discard areas
.M, and the fuel process were generally performed according to maintenance
authorizations, work control procedures, and permits. However, one violation was
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identified for the failure to implement the lockout/tagout procedure, and the design basis
of the =enclosure drain IROFS required further review.

b. Surveillance Testing (F1.06)

Calibrations of Equipment (F1.07)

(1) Scope and Observations

The inspector verified selected safety related equipment (SRE) test records for safety
controls in the OCB, , and the fuel process to verify that they were
performed at the required frequency. The inspector also verified that the combustible
gas detection system was calibrated. No safety issues were identified.

The inspector observed licensee personnel perform a functional test on a pressure
switch in the•. Though the test failed, the inspector noted that the licensee
personnel followed the proper process to address the issue. The inspector also
reviewed select SRE test instructions and noted the appropriate amount of detail to
perform the test.

The inspector walked down an SRE test for the block and bleed system in the caustic
discard in theýwith a supervisor. The inspector noted that the supervisor was
familiar with the equipment and the function of the SRE. No safety issues were
identified.

(2) Conclusions

The inspector determined that selected SRE tests were performed safely, within the
required frequency, and in accordance with approved procedures.

8. Physical Protection (TI 2600/006)

M -
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9. Exit Meeting

The inspection scope and results were presented to members of the licensee
management at various meetings throughout the inspection period and were
summarized on October 4, 2005. No dissenting comments were received from the
licensee.



ATTACHMENT

1. PERSONS CONTACTED

Partial List of Licensee's Persons Contacted

S. Barron, Emergency Preparedness Manager
D. Culberson, Acting Licensing Manager
R. Droke, NFS Licensing & Compliance Director/Acting Safety Director
J. Dunn, Technical Security Manager
G. Hazelwood, Engineering Director
P. Johnson, Vice President, Applied Technology
N. Kenner, Training Manager
M. Moore, Vice President, Safety and Regulatory
J. Nagy, Senior License & Regulatory Compliance Manager
J. Parker, Industrial Safety Manager
J. Pugh, Site Services Director
J. Schreiber, Transportation & Waste Manager
R. Shackelford, Nuclear Criticality Safety Manager
M. Shope, Quality Engineering Supervisor
J. Stout, Security Director
M. Tester, Sr. Manager, Radiation Control
G. Tipton, BLEU & HEU Projects Director
A. Vaughan Director, Fuel Production
A. Ward, General Counsel
M. Warren, Deputy Security Director
J. Wheeler, ISA Manager
N. Willis, Security Operations Supervisor
D. Wise, Vice President, Fuel Manufacturing
C. Woodhall, Consultant

2. INSPECTION PROCEDURES USED

TI 2600/006
IP 83822
IP 88020
IP 88057
IP 88058
IP 88059
IP 88060
IP 88061
IP 88062
IP 88063
IP 88104

Safety Operations, Safeguards, Radiological Controls & Facility Support
Radiation Protection
Regional Criticality Safety Inspection Program
Hazard Identification and Assessment
Standard Operating Procedures
Site-wide Safety Procedures
Detection and Monitoring
Chemical Safety Training
Maintenance and Inspection
Maintenance of Change
Decommissioning
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3. LIST OF ITEMS OPENED. CLOSED. AND DISCUSSED

Item Number

70-143/2005-08-01

70-143/2004-02-02

70-143/2004-03-02

70-143/2004-04-02

70-143/2004-08-04

70-143/2004-10-03

70-143/2005-01-01

70-143/2005-02-01

70-143/2005-02-02

70-,143/2005-08-02

70-143/2005-08-03

Status

Open

Closed

Closed

Closed

Closed

Closed

Closed

Closed

Closed

Open

Open

Type Description

VIO Failure to maintain configuration
control (paragraph 2.a)

IFI
(paragraph 2.e)

VIO Failure to Conduct a Detailed
Criticality Safety Analysis
(paragraph 2.e)

AV Inadequate Engineered Control
(paragraph 2.e)

VIO Failure to Follow an SRE Test
Procedure (paragraph 2.e)

VIO Failure to maintain configuration
control of temporary equipment
(paragraph 2.e)

VIO Failure to-conduct downblending
operations in accordance with
approved temporary procedure
(paragraph 2.e)

VIO Control of Danger Tagged
Components (paragraph 2.e)

VIO Failure to Lock Shut Discard Control
Valve (paragraph 2.e)

VIO Failure to implement the
lockout/tagout procedure (paragraph
7.a)

URI Adequacy of design basis
system IROFS (paragraph 7.a)
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4.- LIST OF ACRONYMS USED

ADAMS Agencywide Documents Access and Management Systems
BLEU Blended Low Enriched Uranium
CFR Code of Federal Regulations
ECC Emergency Control Center
IFI Inspection Followup Item
IP Inspection Procedures
IROFS Item Relied On For Safety
IR Inspection Report
ISA Integrated Safety Analysis
kg kilogram
NCS Nuclear Criticality Safety
NFS Nuclear Fuels Services
NRC Nuclear Regulatory Commission
OCB Oxide Conversion Building
OJT On-The Job-Training
P&IDs Process and Instrumentation Diagram
PARS Publicly Available Records
PIRCS Problem Identification, Resolution and Corrective Action System
PLC Process Logic Controllers
PVC Poly Vinyl Chloride
QA Quality Assurance
Pu Plutonium
RWP Radiation Work Permit
RT Radiological Controls Technician
SDE Shallow Dose Extremity
SNM Special Nuclear Material
SRE Safety Related Equipment
SSRC Safety and Safeguards Review Council
SX Solvent Extraction
TI Temporary Instruction'I w
U-235 Uranium-235
UNB Uranyl Nitrate Building
URI Unresolved Item
VIO Violation
WOG Wet Off Gas
WO Work Order


