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Bear Mr. Nash:

This refers to the inspection conductedfrom June 13through July 24, 2004, at the Nuclear
Products Division facility. The purpose of the inspectionwas 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 those members of your
staff identified in the enclosed report.

Areas examined during the Inspectionare identified in the report. Within these areas, the
Inspection consisted of selective examinations of procedures and representative records,
Interviewswith personnel, and observation of activities In pýogress.

Based on the results of this inspection, the NRC has determined that two violations of NRC
requirements occurred. These violations are being treated as non-cited violations (NCV),
consistentwith Section VI.A.8 of the Enforcement Policy. The NCVs are described in the
subject inspection report. If you contest the violations or significance of these NCys, you
should provide a resopnse Within 30 days the date of this inspectionr•eport, with the basisfor
your denial, to the Nuclear Regulatory Commission, ATTN: Doc~irint Control Desk,
Washington, DC 20555-0001, with copies to the Regional Adrhlnistrator, Region I1, and the
Director, Office of Enforcement, United States Nuclear Regulatory Commission, Washington,
DC 20555-0001, and the NRC Resident Inspectorat your facility.
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Thank you for your response dated May 11, 2004, to our Notice of Violation which was Issued
on April 16,2004.The reply met . the requWiem tcSd" 10 CFR 2.201 and your corrective actions

Should you have any questionsconcemingl
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EXECUTIVE SUMMARY

BWX Technologies, Ino., Nuclear Products Division

This Inspection included periodic observations conducted by the senior resident inspector
during nonraIl'and•off-n•,rmal shifts in thiir"erb fadility Operations. A special.ed Inspection
and review of documentation were .cnducted by regional inspectors in thi areasof
Environmental Protection and Emergency Preparedness (June 28 through July 2). The results
if these inspectionsare included In Part 1 of this report.

Plant Oairations

a. The facility was operated safely and in accordance with regulatory and license
requirements. The Emergency Operations Center and associated equipment were
maintained in a state of readiness. Maintenance work was done In accordance with
radiationwork permit requirements. Housekeeping was adequate to ensure routes of
egress were clear in case Of an emergency and fire hazardswere minimized (Paragraph
2.a).

& Nuclear criticality safety control devices and measures were properly implemented_
(Paragraph2.b).

0 A non-cited violation of NRC requirementswas identifiedwhen a failec letector
resultedJ4nJLof criticality monitoring system coverage to the Lynch65Tichnofogy
Center L The licensee took prompt corrective action to restrict pbrsonnel
access"SiTiiliystemr was restored. Additional administrativecontrols were
implemsntedto prohibitthe introductionof any special nuclear materal into the m
until completion of a nuclear criticality safety evaluation and determination of filr-
corrective action (Paragraph 2.0).

b Modificationof Uranium Recoveryprocessing equipment to support uranlu r
M was performed in accordance with safety evaluation report requirements.

" eareriticality safety controls were propedy Implemented. Operators were cognizant
of the new procedural requirementsand engineering oversightwas effective to ensure
safety of operation (Paragraph 2.d).

Manaaement Orianization and Controls

ion was identified when an operator inadvertei
,d in the operating procedure for shutdown of t
able solution spIll resulted. Although the spill

the items relied on.for safetv
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The corrective action appeared adequate to preclude
recurrenice Ah Inconsistency between operating procedure guidance for emergency
shutdown and timely eIvacbtion oft•ethaarea was identified by the inspector and
corrected by area management (Paragraph3).

Chemical Safety

a Corrective actions for an acid bum to a Uranium Recovery operator appeared effective
to prevent recurrence. Decontamination of the operator was performed appropriately
prior to transport to an offsite medical facility (Paragraph 4).

Environmental Protetilon

* The EnvironmentalMonitoring Programwas implemented, in accordancewith license
requirements and site procedures. Howeverthe inspector Identified a potential
weakness due to a lack of procedural specificity necessary to ensure the consistent
collection of representativeenvirornmental samples (Paragraph 5.a).

a The licenseewas m oni toringthen accordancewith the
License Application requirements'erep6..

Maintenance and Surveillance

* Shutdown maintenancework activities were performed safely. Special nuclear material
was properlystored and radiological postings accurately refle'cted hazardous work
environments. Safety personnel were active in management oversight Of work activities.
A new hard hat policy prevented one possible injury. Unplanned eleotrical i..... on
problemswere properly assessed and safely corrected. No reduction
safety system effectiveness resulted from the electrical distribution pr ms aph
6).

Emeraencv Preoarredness

* Program changes had no Impact on emergency preparedness. The Independent audit
included both performance and compliance based assessments. Corrective actions
were identified but hot fully implementedto ensure that controlled documents were
maintainedcurrent and up to date (Paragraph 7.a).

" The revised procedures in the Emergency Preparedness Manual continue to implement
the Emergency Plan (Paragraph 7.b).
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a Based on Interviews and training documentation, emergency response training was
adequate and all personnelselected For review was trained In accordance with
procedures (Pariagrph 7.6);

a Based on Interviews and records.revlewed, the inspector determined that the offsite
Interface wai pr'6perly maintaihed (P'aragr'aph7;d).

4 The licensee conducted exerclses In accordance with the requirements of the Plan. The
performanceof rills Involving activation of the emergency organization
demonstrated a ment to training and maintainingthe proficiency of the responseorganizration (Peidra 7:e).

A Based on the equipment operability checks and audit documentation, the Inspector
determined that the reliability of selected equipment was good and the equipment was
maintained In a state of operational readiness (7.f).

Attachmnt .-
Partial Listing of. Persons Contacted
List of Items Opened, Closed and Discussed
Inspection Procedures Used
List of Acronyms



Summary of Plant Status

Routi.ne.f.uel.manuct". and mv es. w conducted in the

,odm a~aFn te;n~s:: a activities were conducted I

2. PliantOoeratlons(Temnporarvylistuctlonm) 2600/0061

a. Conduct of Operations. Routine Observations

(1) InsoectionScove

The Inspectortoured the licensee's facilities to.observe various operational and work
activities. Observed activities were assessed to determine If the facility was operated
safely and in accordance with license and regulatory requirements. The inspector
also checked the Emergency Operations Center (EOc) and associated equipmnent
to determine if the facility was maintained In a state of readiness.

Housekeeping associated with the storage of equipment and materials throughout the
facility Wasalso'rdeviewed for any signifidnt potenitiai hazards. The Inspector performed
a routine fire safety tour to verify th ...... rds ere minimized especially in locations
containing haza•1ous chemicals so uciear materials.

The inspector reviewed various operational procedures and records, radiationwork
permits (RWP), and nuclear criticality safety (NCS) postings, to determine if operations
were performed safely and in accordance with approved plant procedures and postings.

(2) Observations and Findinas

The inspector observed that specific operations were performed safely and in
accordance with approved plant procedures and postings. Discussionswith operations
personnel confirmed an understandingof the procedural and posting requirements, The
Inspector verified that the EOC and associated equipment were maintained in a state of
readiness.

Outside areas were toured and inspected. No conditions that could create an
undesirable situation or hazard in the event of adverse weather (high winds, cold
weather, or flooding), or blocked evacuation pathways were observed. Duringtours of
the facility, the Insnector noted radiolooicalsians. oostinas. and orocedureswere
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properly posted or readily available. The inspector observed conditions and determined
that equipment and devi ce•. id toc bn•fn4 and contl "i rntamination and
airborne radioactivity i n i and oth erarea
were in prOnerwking p..r.P••erga
dosimetrywere Issued and properlywom. During 'process area tours, the inspector
noted that jfieirgen'cy egress routeswer Fdqieycero ers

RWP 04-80 described the radloicagl controls determined necessaryto protectthe
1 a removing special nuclear material (SNM).samples from the downblending
The inspector rviewed'the RWP and observed the work area noting

al a-riitaapplication of RWP reqtL6remehts. Opei atrs questionedwere cognizant of
the respirator and personnel protection (clothing) requirements. No discrepancieswere
identified.

(3) Conclusions

The facility was operated safely and in accordance with regulatory and license
requirements. The EOC and associated equipment were maintained in a state of
reae•dinss. Maintenance Vork 'was done In accordance'with radIationwork permit
requirements. Housekeepingwas adequateto ensure routes of egress were clear in
caie of aend fire hazards were minimized. ...

b. Imblementation of Process Safety Controls

(1) Insosction Sco

The inspector reviewed nuclear criticalitycontrol devices and measures in effect during
this inspection period in order to assess the effectiveness of the licensee's program for
preventionof an inadvertent criticality.

(2) ___________

The inspector tourredd e .as and observed that
personnel complied t 'approvedWrlten m a n controls, especially in areas
where the licenseewas using administrative controls ratherthan passive or active
engineering controls. The Ins a orve MClimits were.Dosted and available to the
operators. Duringtours of reas of the facility,
the inspector observed proper spacing practices and controls, Use of storage locations,
and identificationof SNM.



(3) Conclusion

NCS control devices and measureswere property Implemented.

c. L•vnchburg Technologv Center (LTC) CrIticalltv Monltorina System (CMS) Fallure

1) IrisbectloscbrSoe.. . . .

On May 27, an LTC hniclannerforming a monthly source check of the LTC CMS,
dls Oteetctrs used to detect an inadvertent criticality
frod Wou•ldnit avTeprovide a highi alair signal. As sidh, the CMS
datectl. - •-iqn alnativation systm was Impaired; The event was-reported to tba
NRC In EVd'I•h ifidat•i 740782.- Teinspector revievwd the event In-rder to evaluate
the safety significance of the detector failure, the edequacyof the liese's root cause
deteýrlnation and corrective actions, and the effectiveness of the LTC CMS.

(2) Observatigns and Findinaa

The licensee promptly Isolated personnel access to th 1 tiLH Uh

detector was repaired '6 Ma'2) and the CMVS was orI an ppe'Fat!iai status.
Although the. Monithly so-u ack w ,as last -1pe.a-rfo..rmea..d Ion ",April 11, no SNM had Ibee. n
Stored in any of the LTC slince February20,:2001 and therefor.e, tIe risk of an
Inadvertent criticality dUrFq~js, hteivening period of potential CMS inoperability was
low. The licensee determined thatia~falled resistor.caused thelioss t alarm function
and decided to pohlibltthe introduidtn of ahySNM Into theAýintil a detailed
system assessmentof the LTC C completed....The .dm.illt..tlvecontrols
developed to prohibit SNM in the .in ere C-5,
"Transfer d" SNM and SO M Ithin the and NCS
posting PLANT-0021 ,Na tariruappa 1V!efrt ive0. Theinspector
asb-viewed th root ~!~s -and corrective-ctlon-(CA) 2004-363 With-the LTC
radiation control (RC) supervisor and technicians and concurredwith the licensee's
assessment and immediate correctiveactions. The licensee planed to complete a
detailed NCS evaluation (by December 31, 2004) and evaluate further corrective action
to preclude recurrence.

SNM-42, License Application Section 4.1.5 requires the licenseeto maintain a CMS that
Is capable do providing a clearly audible alarm signal if an accIdental criticality occurred.
soietime betweenIApril and May2 , etector failed which resulted
in a loss of CMS coverage for LTCwand a viOration of NRC requirements.
This non-repetitive, licensee-Identi an corrected violation is treated as a non-cited
violation (NCV), consistentwith Section VI.A. of the NRC Enforcement Policy (NCV
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70-2712004-O5-01, Failure to Maintain the Lynchburg Technology Center Criticality
Monitoring System).

(3) Conclusion

An NCV of NRC requirements wa-wideflwhen a faledi ,letector resulted In a
loss of CMS c6verage to the LTCdThe I censeet mpt corrective
action to restrlct personrel acceS tsystem was restored. Additional
administrativecontrols were Impleieed to prohibitthe introductionof any special
nuclear t•terirl Into th•. hot cell unitil completion of:a nuclear criticality safety
evaluation ndideterriiniah 'offinaiilcorrecti•výe.tion.

di.

The l'p.totdr'edleweid modlfications •lto a in order to
facdiitate procshslg a different form o6Rre vw I ncludedan
evaluationr'd Ie-cha'hg'es and rleq-u~iro'ýemits de -fatd in theaSafety Evaluation
Re~u@t (BER),.NOBAnalysisl, and: SafetyAalysiRpo•rt (SAR).

(2) Observations Eind Flndlhin

SER 04-03described the modifications necessary to
supp aort ue ex5a n nu The ddlfications Included the
add itio n of, tersaninlines to transfer the

uc ig an oreNCSFEviluatlon 2004-108
1!,Wtlbd the NCS requirements necessary. to suppor theia terlal process
devices to t,'6 • nd ~ lnes+ draii n s

gle (rather than Isa a. gvaves. a egeome
storage •an filter housings contributed to ensure an
inadVert n:c ighly unlikely. The inspector reviewed th a ýAd
accidents a.ai Ii 2004168 and changesto SAR 15.16i
Process 1n Operations." No discrepancies were denf "

The.inspector 6bbse ve perationswhich we ormed In accordancewith
O •ecratinglraedure (0 --1016133, n d Transfer/Sample

f i olntin," UR operatorsawere cognizait cf the procedural requirements
and engrneers were present through the Initial processing operation to ensure effective
technical oversight and operational safety. The inspector toured the facility with NCS
anninana' and verified that theenalv'zed NNrJCShRmn rnulrements hd heAn
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Implemented. NCS postings were updated to reflect theyrocess material.
limit restrictions were controlled by NCS postings and opieror logs, which the !tii-pbtor
verified.

(3) (Conclusions

Modification of UR processing equipment to support uranlu ias
performed in accordance with safety evaluation requiremenA-ntr lS~were
properly implemented. Operatorswere cognizant of the new procedural requirements
and engineering ovbrsight was effective to• ensure safety of operation.

3. Manaaement Organizatlon and Controls TI 26001006)

a. Irisiectio Scoe

The inspector reviewed the licensee's root cause and corrective actionsto prevent
recurtenceof a solution spill observed in UR on March 4, 2004. The event was
captured in CA 2004-133.

b. Observations and Findinas

CA2004-13 accurately described the evient and determined the root causem The
planned corrective i Ion to install a high-level switch appeared adequate to prevent
another operator-induced spill. However, the Inspector Identified a concern with the OP
emergency shutdown guidance which specified manipulation of numerous switches and
valves and did not allow the operatorto immediately evacuate the area. The inspector
questioned an Operator who IndicatId that tI heywere to shutdown the system, as
specified by theOP, before evacuating the area. In addition, valve labels were missing
or hard to read. The inspector discussed the issues with the area managerwho
planned to revise the OP to direct the operators to leave the area immediately during an
evacuation.
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SNM-42, License Application Section 2.7 requires activities involving licensed material
be conducted in accordance with written and approved procedures. On March 4, 2004,
an o " failed to close two valves as specified by procedurewhich resulted in a spill
on arTmable solution and a violation of NRC requirements. This non-repetitive,
licensee-identified and corrected violation is treated as an NCV, consistentwith Section
VI.A.8 of the NRC Enforcement Policy (NCV 70,27/2004-05-02, Failure to Follow
Procedure Resulted in a Flammable Solution Spill).

c. Conclusions

An NCVwas identifiedwhen an operatorIna vertentl failed to close two valves as
specified in the OP for shutdown of th esystem. A flammable solution
spill resulted. Although the spill could r an in ermediate consequence event, the
items relied on for safety were available tdmitigate the consequences. The corrective
action appeared adequate topreclude recurrence. An inconsistency between OP
guidance for emergency shutdown and timely evacuation of the area was identified by
the inspector and corrected by area management.

4. Chemical Safety Operatlons m 26001006•

a. Insbectidrn S•obe

On June 6, a UR operator was transported offsite for medical treatment of a chemical
injury involving radioactive material. The inspector reviewed the root cause of the event
and corrective actions, and discussed the issuewith the Injured employee and radiation
protection (RP) personnel in order to assess the effectiveness of the licensee's
radiological and chemical safety programs. The event was captured in CA 2004-391.

b. Observations and Findinas

The chemical bum was discovered when the operator was unable to exit the controlled
area because the personnel radiation monitor alarmed indicating contamination of the
operator's right hand. Radiological decontamination of the operator's hand by warm
water wash indicated possible exposure to hydroflouric (HF) acid as the contaminated
area (right middle finger) was inflamed and some of the operator's skin had begun to
blister and peel. The operator was treated by the emergency team with sodium
bicarbonate and calcium gluconate gel priorto transport to Lynchburg General Hospital
and the University of Virginia Hospital for additional treatment. The operator returned to
limited work activities and is expected to make a complete recovery.
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An incident investigation team determined that the operator had inadvertently cut
thr ssibly by striking a chemical addition line, while cleaning=

I The outer glove Was recovered and a slit was found in the
a ected area. hetW inner gloves had been disposed and could not be examined.
Although the operator did not recall striking the chemical addition line, the inspector
reviewed tti area noting the proximityof the chemical addition line to the ý and
determined that the cause appeared plausible. .

The corrective actions included: an inspection of the chemical resistant gloves for signs
of deterioration;*awater flush of the chemical addition line following HF addition; an
evaluation -d cleaning enhancements and the use of cut resistant gloves;
refreshertraining o the chemical processing operators, and formation of an
investigation team to evaluateactions that could minimize chemical bums site-wide.
The inspector concluded th-at the corrective actions appeared compfiehensive to
preclude recurrence.

The inspector reviewed the results of the personnel decontamination activities
performed pror to transport to the hospital. The contaminated area was flushed with
water and the contaminationwas consideredflxed when subsequent surveys showed no
further reduction in the radioactivityfollowing several flushes. The final survey was
appirbiniately3400 disintegi-ati6nisi-iinUtead properly documfented on RP 02-06,
Form 1. The inspector discussed the decontamination treatment with the assigned RC
technicians and RP manager and concluded that the proper radiation protection
practices were employed prior to transporting the operator offsite.

c. Conclusions

Corrective actions for a HF acid burn to a UR operator appeared affective to prevent
recurrence. Decontamination of the operator was performed appropriately prior to
transport to an offsite medical facility.

5. Environmental Protection (Insvection Procedure IIPI 88045) R2

a. Environmental Monitorina Proaram

(1) Inspection Scoo

The inspector reviewed the Environmental Monitoring Program at the Nuclear Products
Division (NPD) in order to assess the licensee's compliance with requirements of
Chapter 5 d'.the License Application and to evaluate the radiological environmental
effects of plant operations. The inspector also reviewed LTC environmental sampling
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data and selected procedures to ensure that changes did not reduce the effectiveness
of the environmental program requirements.

(2) Observations and Findinas

The inspector reviewed gross alpha and beta results for soil, vegetation, surface water,
groundwater, sediment, and the site boundary air samples for calendar year (CY) 2003.
As noted in previous inspections, the licensee continued to monitor sediment sample
results from previouslycontaminated areas. The inspector reviewed the annual ground
water well monitoring results for CY 2003 for NPD and LTC. The inspector noted that
gross alpha and gross beta activity levels were below the licensee's action levels and no
findings of significance were identified.

The inspector reviewed the following procedures:

* Collection Analysis cF Environmental Soil, Surface Water, Sediment, Vegetation,
and Fallout Samples, RP-08-01, Revision 11, dated April 19, 2004.

* Environmental Air Sample Collection and Analysis, RP-08-02, Revision 10, dated
December 15,2003.

* Ground Water Sampling, RP-08-22, Revision 5, dated September 2, 2002.

The inspector observed air sampling equipment noting that they were calibrated and
adequately maintained. The inspector observed the collection of selected environmental
media samples (soil, vegetation, sediment, and surface water) upstream and
downstream of the plant, and the site boundary air samples. The inspector determined
that the RC technician was knowledgeable in the collection of environmental media.
However, the inspector noted that the guidance in RP-08-01 regarding the collection of
an environmental sample did not have sufficient detail to ensure that a technician less
familiar with the process c6uld obtain a representative sample. The licensee planned to
review the procedure and evaluate any necessary changes. No findings of significance
were identified.

The inspector observed the RC and LTC laboratory facilities and verified that a sample
chain of custody procedure was in place and adequate. Also, the inspector reviewed
raw data for the hillside survey and the environmental thermoluminescence dosimeters
(TLDs). No findings of significancewere identified.

(3) Conclusionj

The Environmental Monitoring Program was implemented in accordance with license
requirementsand site procedures. However, the inspector identified a potential
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weakness due to a lack of procedural specificity necessaryto ensure the consistent
collection of representative environmental samples.

b, iT C M ont onitorna Requirements

(1) Insoectionscoae

The inspector reviewed documents related to the LTC o determine if the
licenseewas in compliancewith the requirementsof C apeof the License
Application.

(2) Observationsnd Finding

The inspe•tor reviewed the raw data for the groundwater wells
and the alaily checklist. The inspectr attineewas
monitorTigand maintainingthe water level of thea within the range required by
the LicenseApplication. The inspectorverified that the-icenseewas compliant with
Section 5.4.10 of the License Application which required biennial visual inspection of the

b bya structural engineer to en . tegrity. By letter dated November 26,
"2003,: no cracks or degradations of thew- were observed. No findings of
sighifi~a~e wiereb identified.

(3) Conclusions

The licenseewas monitonngthe th n accordancewith the LicenseApplication
requirements.

6. Maintenance and Surveillance (TM 26001006)

a. InsoectionScooe

The inspector observed plant maintenance activities during the annual shutdown week
July 3 through 11, 2004. The inspector toured the facility focusing on proper storage of
S N M and radiological controls implemented to protect the workers.

b. Observations and Findinas

Shutdown maintenance activities observed were properly performed. SNM was stored
in advance of the maintenancework and radiological postings observed were consistent
with the work activities and potential hazards. The inspector noted safety managers
were active in their oversight of work activities. Safety management also implemented a
new requirement for workers to wear hard hats 2nd safety glasses throughout the facility
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during the work week. This decision proved fortunate to at least one worker who
avoided injury when struck on the hard hat by a falling object.

The emergency power system was challenged twice during the shutdown week. On
July 3, 2004, asphalt removal contractors skin e electrical insulation on an
electrical line supplying a high mast light: Nc iquipment.Was. impaired as the
electrical linewas properly removed from service and repaired

The excavation had been evaluated prior to the work starting andthe
excavation depth specified was sufficientto avoid contact; however, In one area, the
electrical cable ran closer to the surface than expected. Power supply to the
InteMational Atomic Energy Agency (IAEA) monito rinrg equipment had to be isolated to
repair the cable. The proper notificationswere made in advance to inform the IAEA and
no lAEA equipment problems resulted; The facility alarm system activated due to the
power supply problemriS: however, all gases had alieady beenisoldted and the event
was properly~captuired in CA22004-481. On July 10, 2004, a fuse failed
en circuit rendering indoor lighting out of service

Again, a.safety work order was issued to replace-ha-use and no
a uipment was affected.

C. Conclusions

Shutdown maintenance work activities were performed safely. SNM was properly stored
and radiological postings accurately reflected work hazards. Safety management
oversightwas active in ensuring safe work activities. A new hard hat policy prevented
one possible injury. Unplanned electricaldistribution problemswere properly assessed
and safely corrected. No reduction w safety system effectiveness resulted
from the electrical distribution problems.

7. Emeraencv Prenaredness(IP 88050•

a. Review of Prooram Chanaes (F3.01)

(1) Inspection Scope

Changes to the Emergency Plan (EP), organization, facilities, and equipment were
reviewed to assess the impact on the effectivenessof the program. The adequacy of the
emergency preparednessaudit required by Section 4.5 of the Plan was also evaluated.

(2) Observations and Findinas

Since the last inspection, the Emergency Preparedness Officer (EPO) position was
reassigned during October 2003, and most recently during June 2004. The referenced
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position is assigned the day to day responsibilityfor emergency preparednesswith
support provided from other groups (Industrial Health and Safety and Radiation
Protection) to maintain the readiness of the emergency equipment and facilities. The
inspectorcdeterminethat the referencel change should not impact emergency
preparedness in that management oversight responsibility for emergency preparedness

-remained asp reviously assigned. in addition, based ori an interview with the former
EPO, a transition document containingthe Various program commitments and the
frequency for demonstrating such commitments was provided to the newly assigned
EPOto assist with the transition.

Plan changes were submitted by letter in accordance with I0 CFR 70.32(I). The most
recent revisionswere submitted by letter dated January 8,2004.. During the period of
the inspection, no decision had been made by NRC regarding the acceptabilityof the
chanigeS6 A significafitfacility change (Jundi2004) since the last in-sff-tien involved the
relocation of the Alternate Emergency Operations Center (AEOC) from the Emergency
Team training trailer. The relocation of the AEOC had no impact on emergency
preparedness.

The independent audit included both performance and compliance based assessments.
The audit was a detailed assessment of program compliance with NRC requirements.
The iispector h-t6dd that the licisdee anhd NRC aiudits had identified 6utd5te-d "
documents in both the primary EOC and AEOC. Consequently, during the tour of onsite
and offsite facilities maintained by the licensee, the inspector reviewed the status.of
emergency preparedness controlled dodaments. The inspector noted a superceded
copy of the Initial Emergency Assessment Flow Chart was located with the Emergency
PreparedhessManual at the offsite .EOC. The document was immediatelyremoved from
inventory and replacedwith thecurrent revision number. in response to the inspector's
observations, the licensee provided documentation to show that the corrective actions
for the previous deficiencies and to prevent a recurrence had been identified during May
2004; but full Implementation was not planned until July 31, 2004. The inspector
discussed with the licensee this finding and the importance of taking a very detailed and
critical review of the planned corrective actions to assure the adequacy of corrective
actions in preventing any further examples of superceded controlled documents.

(3) Conclusion

Program changes had no impact on emergency preparedness. The independentaudit
included both performance and compliance based assessments. Corrective actions*
were identified but not fully implementedto ensure that controlled documentswere
maintained current and up to date.
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b. Implementina Procedures (F3.02)

(1) Inspection Scope

Changes to the Emergency Preparedness Manual (EPM)were reviewed for adequacy
and to ensure that the revised OIrocedures continue to implement the Emergency Plan.

(2) Observations and Findinas

Randomly selected procedure changes were considered procedure updates or
enhancements and continue to implement the Plan requirements.

(3) Cocuon

The revised procedures In the Emergency Preparedness Manual continue to implement

the Emergency Plan.

c. Training and Staffina of EmeraencvOrganlzatlon (F3,03•

(1) Insoection Scope

Emergency response training was reviewed to determine if the licensee had provided
adequate training to all personnel designated as the primary and/or alternate
Emergency Director (ED), to other key personnel assigned to the emergency
management organization (EMO), and members of the emergency team (ET).

(2) Observations and Findines

The inspector reviewed the training outline and observed training provided tom
personnel assigned responsibility as the interim ED on back shifts, holidays: and
weekends. No problems were noted. The training appeared to provide position-specific
details to assist in executing the responsibilitiesof the ED. Documentation in support of
emergency response training for other key members of the emergency organizationwas
reviewed and no deficiencieswere noted. Training provided adequate information
regarding roles, responsibilities, and recent changes to the Plan and EPM.

(3) Conclusions

Based on interviews and training documentation, emergency response training was
adequate and all personnel selected for review was trained in accordance with
procedures.
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d. Offslte Suport (M3.04)

(1) InsoectionScore

Licensee activities in the areas of training, agreements, and exercises were reviewed to
determine if the licensee was periodically involving offsite support groups.

(2) Observations and Findineg

All agreements with offsite support groups were maintained current in accordance with
Section7.7 of the Plan. Regarding offsite support training, annual training was offered
in accordance with the Plan and procedures. On November 3,2003, a site
familiarizationtour wasprovided to offsite fire support personnel and the Campbell
County Director of Public Safety. Training for 6ffsite responsepersonnelwas provided
during March 2003 (hospital)and October 2003 (fire and rescue). Although training was
offered, notraining had been conducted thus far in CY 2004. The licensee invited offsite
authorities to participate in the last biennial exercise conducted on June 4, 2003.

(3) Conclusions

Based on Interviews and records reviewed, the inspector determined that the offsite
interface was properly maintained.

e. Drills and Exercises (F3.05)

(1) Inspectlon Scooe

Section 4.3 of the Emergency Plan requiredthat an emergency exercise be conducted
biennially. This area was reviewed for adequacy in testing both onsite and offsite
emergency response capability. The effectiveness of the licensee's critique to self
identify areas of improvement was also reviewed.

(2) Observations and Findinas

The last biennial exercise was observed by NRC on June 4,2003, and included
participation by State nl:•d 1 al support agencies. In addition to a biennial exercise, the
licensee conducted il Is lnvolving activation of the emergency organization.
The licensee's drill frequenii;nd the accident scenarios that were
postulated posed sufficient ctIffi"s8 o maintain the proficiency of response
personnel.
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Critique items resulting from the drills and/or exercises were reviewed by the Emergency
Preparedness Committee (EPC) and, if needed, tracked for corrective actions until
completion.

The Ins ctor observed the licensee' fnnounced evacuation drill conducted on
iuring normal shift operall Workers promptly evacuated and reported
•a*s'-im y locationsfor accountability purposes. The evacuation drill was adequatefor
reviewing effectiveness of procedures, evacuation routes, and plant personnel
knowledge regarding the alarm for criticality and assembly location. The criticality alarm
was clearly audible.

(3) Conclusions

The licensee conducte xercises in accordance with the requirementsof the Plan. The
performance of rills involving activation of the emergency organization
demonstrated a com"mitment to training and maintainingthe proficlencyof the response
organization.

f. Emeraency Equipment and Facilities (F3.06)

(1) Inspection Scope

Emergency response equipment, instrumentation, and supplies used to evaluate and
assess radiological conditions were examined to determine if maintained in a state of
operational readiness.

(2) Observations and Findinag

The inspector observed an inventory and operabilitycheck of equipment at several
locations and noted that survey instrumentswere operationaliand the response to a
radiationcheck source was within the expected range based on'calculated source
activity. The remaining equipment (respiratory protection, air samplers, etc.) and
supplies were checked for shelf-life, reliabilityand quantity, and found to be maintained
in a state of readiness. As stated above in Paragraph2.a, the licenseetook actions in
responseto the inspector's observations.regarding a superceded copy of the Initial
Emergency Assessment Flow Chart located with the Emergency Preparedness Manual
at the offsite EOC. Documentation in support of the equipment audits and operability
checks were reviewed covering the psriod July 2003 to April 2004. No problems noted.
In the event deficiencies were found corrective actions were taken to resolve
deficiencies. In addition, as a followup to NRC event reporting involving criticality
detectorfailure (Event No. 40782), the inspector reviewed the operability test and
calibration recordsfor the neutron detectors at the LTC. Noproblemswere noted.
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Based on interviews, the monthly test, and annual calibration results, the detectors
appeared to be reliable and rarely required any adjustments. The detectors were found
within the tolerance range and performed the intended function as designed.

(3) Conclusion

Based on the equipment operability checks and audit documentation, the inspector
determined that the reliabilityof selected equipment was good and the equipment was
maintained in a state of operational readiness.

a. Followu, on Previously Identified Issues M 2600/0061

Review of Corrective Actions Associated with Failureto Immediately Notify the NRC
Followino Recelct of a Radioactive Packaae in Excess of External Radiation Limits

The inspector reviewed the corrective actions delineated in the Reply to Notice of
Violation letter dated May 11,2004, in response to violation (VIO) 70-27/2004-02-02.
The violation occurred when an immediate NRC notification was not performed following
receipt of radioactive material package in excess cF external radiation limits. An
inadequate understandingof the requirement of implementing procedure, RP- 09-19,
was the main contributorto the notification delay. As such; the licensee's corrective
actions included a revision of RP- 09-19 which further emphasized the immediate NRC
notifications for various radioactive package discrepancies. Personnel were trained to
understand the requirementsand recognize the enhanced guidance in the revised
procedure. The inspector reviewed the procedure and discussed the changes With the
responsible personnelwho were cognizant of the requirements. The inspector
concluded that the corrective actions appeared adequate to preclude another late
notification event.

9. Exit Meetina

The inspection scope and resultswere summarized on.July 2, 2004, with D. Ward,
Manager of Environmental, Health, Safety and Safeguards, and on July 28, 2004, with
W. Nash, Vice President and General Manager, and other members of the licensee's
staff. Although proprietary documents and processeswere occasionally reviewed
during this inspection, the proprietary nature of these documents or processes was
deleted from Part 1 of this report. No dissenting comments were received from the
licensee.



1. LIST OF PERSONS CONTACTED

C. Abernathy, Supervisor, Nuclear Material Control
W. Baker, Supervisor, Nuclear Materials Control
T. Birwn, Manager, Operations
J. Calvert, Manager, Industrial Health and Safety -
C. Carr, Manager, Administration and Security
J. Creasey, Manager, Uranium Processing Services
R. Coats, Manager, Environmental Protection
L. Duncan, Manager, Nuclear Criticality Safety
L. Morrell, Licensing & Safety Analysis
J. Myrick-Jenkins, Industrial Health & Safety
W. Nash, Vice Presidentand GeneralIManager
S. Niedzialek, Manager, CRF Operations and Maintenance
C. Reed, Manager, L)ranlum Process Services
S. Schilthelm, Manager, Safety and Licensing
D. Spangler, Manager, Radiation Protection
M. Suwala, Manager, Nuclear Materials Control
D. Ward, Manager, Environment, Safety, Health and Safeguards
D. Wilson, Supervisor, RadiationControl

Other licensee employees contacted included engineers, technicians, production staff,
security, and office personnel.

2. LIST OF ITEMS OPENED AND CLOSED

Item Number Status

70-27/2004-02-02 Closed VIO - Failure to Immediately Notify the NRC
Following Receipt of a Radioactive Material
Package in Excess of External Radiation
Limits (Paragraph 8)

70-27/2004-05-01 Opened NCV - Failure to Maintain the bynchburg
Technology Center Criticality Monitoring
System (Paragraph 2.c)

Attachment
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70-27/2004-05-02 Opened/Closed NCV - Failure to Follow Procedure Results
in a Flammable Solution Spill (Paragraph 3)

3. INSPECTION PROCEDURES USED

TI 2600/006 Resident Inspection Programfor Category I Fuel Cycle Facilities
IF' 88045 Environmental Protection
IP 88050 Emergency Preparedness

4. LIST OF ACRONYMS USED

AEOC Alternate Emergency Operations Center
CA

ii~ty Monitoring System
CY Calendar Year
ED Emergency Director
EMO Emergency Management Organization
EOC Emergency Operations Center
EPC Emergency Preparedness Committee
EPM Emergency Preparedness Manual
EPO Emergency PreparednessOfficer
HF Hydroflouric
IAEA International Atomic Energy Agency
IP Inspection Procedure
IROFS Itemn Relied On For Safety

S ynurg Technology Center
MAA Materials Access Area
NCS Nuclear Criticality Safety
NCV Non-cited Violation
NPD Nuclear Products Division
OP Operating Procedure
RC Radiation Control
RP Radiation Prnt " ...

RWP Radiation Wdrk Permit
SAR Safety Analysis Report



3

SER Safety Evaluation Request
SNM Special Nuclear Material
T1 Temporary Instruction
UR Uranium Recovery
VIO Violation


