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This refers to the inspection conducted from 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 contlusion of the inspection: the findings were discussed with those members of your
staff identified inthe enclosed report,

Areas examined dunngthe inspectlon are idenﬁfed inthe report Within these’ areas the
inspection consisted of selective examinations of procedures and representative records,
interviewswith personnel, and observation of activities in progress.

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 viclations (NCV)
consistentwith Section V1.A.8 of the Enforcement Pohcy The NCVs are described in the
subjectinspection report. If you contest the viglations or significance of these NCVs, you
shouild provide a response within 30 days d the date of this inspection report, with the basisfor
your denial, to the Nuclear RegulatoryCommlssmn ATTN: Document Contro! Desk,
Washington, DC 20555-0001, with copies to the Regional Administrator, Regionil, and the
Director, Office of Enforcement, United States Nucléar Regulatory Commnssnon Washmgmn
DC 20555-0001, and the'NRC Resident Inspectorat your faclllty
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EXE( UTIVE §" UMMARY

« BWX Technologles Inc., Nuclear Products Division

This Inspectlon mcluded pericdic, observatlons conducted by the senior resident lnspector
facili tions. A speciallzed inspection

y regional inspectors in the areas of
Environmental Protection and Emergency Preparedness (June 28 through July 2). The resuilts
o these lnspectionsare included in Part 1 of this report.

PlantQoerations

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

2.a).
® Nuclear cnticahty safety control devices and measures were properly lmplemented
(Paragraph2.b).
® iolation of NRC requirementswas identifiedwhen a- fallechdetector
: of criticality monitoring system coverage to the Lynchburg Technology
| The licenseetook prompt corrective action to restrict| personnel
system was restored. Additional administrativecontrols were ... ...
(o] prohibltthe lntroductlonof any special nuclear material into ﬁwr
- tionof a nuclear criticality safsty evaluation-and determination of fi
corrective action (Paragraph2.0).
] ' Modlﬁcaﬂonof Uranlum Recovery processing equipment to support uraniu

was parformed in accordance with safety evaluation report requirarrients.
gar criticality safety controls were properly implemented. Operators were cognizant
of the new procedural requirementsand engineering oversughtwas effectiveto ensure

safsty of operation (Paragraph 2.4d).
Manaaement Organization and Controls
] A non-cited wolatlon was identifiedwhen an opemtor madvertently faile . 0
valves as specified in the operating procedure for shutdown of thef
ble solution spill resulted. Although the spill could result i N

systom. A flai )
che items relied on for safty were avallable@p




The corrective action’ appeared adequateto preclude
cons n operatlng procedure guidance for emergency
shutdown and timely evacuation: ‘area was Identified by the inspector and
corrected by area management (Paragrapha)

Corrective actions for an acid burn 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).

E.nxlmnmsn!_alﬂmm

The Envlronmental Monitoring Programwas implemen!ed in accordance with ficense
requlrements and site procedures. Howaver, the inspector identifieda potential
weaknéss dus to a lack of procedural specificity necessary to ensure the consistent
collectionof representativeenvironmental samples (Paragraph5.a).

The licensee was monitoring th accordance with the

License Apphcatlon requirement

Maintenance and 3urvelllanc

Shutdown maintenancework activities were performed safely Speclal nuclear material
was properly stored and radiological postings accurately reflected hazardous work
environments. -Safety personngl were active in management ‘oversigh work actnvmes
A new hard hat policy prevented one possible injury. Unplanned elé
problems were properly assessed and safely corrected. No reducti

. safety system effectiveness resulted from the electrical distribution pro ems (Paragraph

6).

Emeraencv Prenaredness

Program changes had no fmpact on emergency preparedness. The fndependentaudlt
included both psrformanceand compliance based assessments. Corrective actions
were identified but ot fully implementedte ensure that controlled documents were
maintained current and up fo date (Paragraph7.a).

The revised procedures in the Emergency Preparedness Manual continue to implement
the Emergency Plan (Paragraph 7.b).




[ Based on Interviews and training documentation, emergency response training was
adequate and all personnelselected For review was trained in accordance with
procedures (Paragraph 7. c)

(] Based on interviews and records reviewed, the Inspector determined that the offsite
Interfacawas proper!y faintained (Paragraph7 dy.

[ ] The licensee conducted exerclses in accordance with the requlrements of the Plan. The
performancedf: rills involving activation of the emergency organization
demonstrated a.col ment to training and malntalnlngthe proficiency of the response
organization (Paragraph 7.6).

[ ] ‘Based on the equipment operability checks and audit documentation, the inspector
determiried that the refiability of selected equiprment was good and the equipment was
malntained in a state of operational readiness (7.f).

Attachment:. o
Partial Listing of Persons Contacted
List of ltems Opened, Closed and Discussed -
Inspection Procedures Used
List of Acronyms
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Insggctiog §c_ogg

The inspector. toured the licensee'sfacilities to observe various operational and work
activitles. Observed activities were assessed to determins If the facility was operated
safely and in accordance with license and regulatory requlrements The Inspector
also checked the Emergency Opemttons Center (EOC) and associated equipment

to determine if the facility was maintainedin a state of readiness. . .. .

equipment and materials throughout the
jal hazards. The inspactor performed
s were minimized especially in locations
uclear materials.

Housekeepmg assoclated with the sto
facllity was ‘also reviewed for : any s
a routine fire safety tour to verify th:
containing hazardous chemicals

The inspector reviewed various op L onal proce ures 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.

Observations and Findinas

The inspector observed that specific operat:ons were performed safely and in
accordance with approved plant proceduresand postings. Discussionswith operations
personnel confirmed an understandingof the procedural and posting requirements. The
inspector verified that the EOC and associated equipment were maintainedin a state of
readlness

Outside areas were toured and inspected. - No conditions thet could create an
undesirable situation or hazard in the event of adverse weather (high winds, cold
weather, or fiooding), or blocked evacuation pathways were observed. Duringtours of
the facility, the inspector noted radiological signs, postings, and procedures were



()

)

@

. operators. Duringtours of

adthie RWP and observed the work area rioting
Irements. ‘Operators questionedwere cognizant of
or and personnel protection (clothlng) requirements No discrepancieswere

The facllity was operated safely andin acoordance with regulatory and license
requlrements The EQC and associated equipment were maintainedin a state of

re! ess. Mairitenance work was done Iri accordance with radiationwork permit
requirements Housekeepingwas adequate to ensure routes of. egress were clear in
case of an emergency and fire hazards weré minimized.

. o o
The inspector reviewed nuclear criticality control devices and measures in effect during

this inspection period in order to assess the effectlveness of the licensee’s program for
preventionof an inadvertent cntrcality

The inspector toured reas and obsarved that
personnel complied with ¢ nd controls, especially in areas
where the licenseewas using ad cl er than passive or active
engineering controls. The inspe! j ere.posted and available to the
reas of the facility,
the inspector observed proper spacing practices and controls, use of storage locatrons,
and identificationof SNM. -




ey

- detailed NCS evaluation (by December 31, 2004) and évaluate further corrective action

mnchbura Technology Center (LTC) Criticality Monitoring Svetom (CMS) Fall

NRC . The lnspector revue )
. the saf slgniﬁcance of the detector failure, the adequacyof the Ilcensee s root cause

detectorwas repaired (¢

~ Alfhough the monthly s

radiation control (RC) supervi chnicians and concurredwith the licensee's
assessment and immediate corréctive actions. The licenses pianedto complete a

to preclude recurrence.

SNM-42 LlcanseAplecation Section 4.1.5 requires the licenseeto maintalna CMS that
is capable f providing a clearly audible alarm signal if an.accidental criticality occurred.
Sometime betwesn April 11 and May 27, 2004, qdelector failed which resulted
in a loss of CMS coverage for LTc?and a violation of NRC requirements.

This non-repstitive, licensee-identifiedand corrected violation is treated as & non-cited
violation (NCV), consistentwith Section VI.A.8 of the NRC Enforcement Policy (NCV




70-27/2004-05-01, Failureto Maintain the Lynchburg Technology Center Criticality
Monltoﬂng System).

(3)  Conclusions

vhén a fal|ed?etector resultedin a
The licenseetook prompt corrective -
mwas festored. Additional

8))

)

pighly: unllkely The inspector reviewed
S 2004-168 and changes to SAR 15.186;
Operations.” No discrepanmes were identlfied:” -

formed in accordance with
ind Transfer/Sample

and engineers were: present through the Initial processing operation to ensure effective
tachnical overslght and operational safety. The inspector toured the facility with NCS
rified that the analyz. NCS I




implemented. NCS postings were updatedto reflect théf rocess material.
limit restrictions were controlled by NCS postings and operator logs, which the ifispector
verified.

p .

- Modlﬂcatlonof UR processlng equtpment to-support uraniu l
performed in actordance with safety evaluation requiremen

and englneerlng overslghtwas effective to-ensure safety of operatlon

Manaae ent Qraal lzation and Controls 0/0!

The Inspector reviewed the licensee’s root cause and corrective actions to prevent
recurfenceof a solufion spill observed inUR on March 4, 2004. The event was
captured in CA 2004-133.

Organic solution overﬂowed and spllled from a

planned corractive action to instalia high-level switch appeared adequate to prevent
ancther operator-inducedspill. However, the inspector identifieda concernwith the OP
emergency shutdown guidance which specified manlpulation of numerous switches and
. valves and did not allow the operatorto immediately evacuate the area. The inspector
questloneh an operator who indicated that they'were to'shutdown the system, as
. specified by the:OP, before evacuating the area. Inaddition, valve labels were missing
or hard to read. The inspector discussed the issues with the area manager who
plannedto revise the OP to direct the operators to leave the area Immedlately during an




SNM-42, License Application Section 2.7 requires activities involvinglicensed material
be conducted in accordance with written and approved procedures. On March 4, 2004,
an operator failed to-close two valves as specified by procedurewhich resulted.in a spill
ammable solution and a violation of NRC requirements. This non-repetitive,
licensee-identifiedand corrected violation Is treated as an NCV, consistentwith Section
VI.A.8 of the NRC Enforcernent Pollcy (NCV70-27/2004-05—02 Fallureto Follow
Procedure Resulted in a Flammable Solution Spill). :

Conclusions

An NCV was identifiedwhen-an operator.inagvertently failed to close two valves as
specified inthe OP for shutdown of the system. A flammable solution
spill resulted. Atthough the spill could re an intermediate consequence event, the
items'relied on for safety were available t tigate the consequences. The corrective

action appeared adequate to preciude recurrence. An inconsistency betweenOP
guidance for emergency shutdown and timely evacuation of the area was identified by
the inspector and corrected by area management.

ical Safe tions (T1 2600/006

On June 6, a UR operator was transported offsite for medical treatment of a chemical
injury involving radioactive material. The lnspector reviewed the root causs of the event
and cormective actions, and discussed the issue with the injured employee and radiation
protection (RP) personnelin order to assess the effectiveness of the licénses's
radiological and chemical safety programs. The eventwas captured in CA 2004-391,

0 . | Findi

The chemical burn was discovered when the operator was unable to exit the controlled
area because the personnel radiation monitor alarmed indicating contaminationof the
operator’s right hand. Radiological decontamination of the operator's hand by warm
water wash indicated possible exposure to hydrofiouric (HF) acid as the contaminated
area (right middle finger) was infiamed 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 additionaltreatment. The operator returnedto
limited work activities and is expected to make a complete recovery.
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An lnCIdentlnvestlgatlonteam determined that the operator had lnadvedently cut

_possibly by striking a chemical addition fine, whils cleaning
- The outer glove was recoveredand a slit was found'in the
anectedarea. ‘ The two inner gloves had been disposed and could ot be examined.
Although t the operator did not recall striking the chemical addition lins, the, lnsiector

réviewed e : area notlng the' ‘proximity of the chemical addmon lineto the and

determinedthat the cause appeared plausible. i
The corrective actions included: an inspection of the chemical resistant gloves for signs
‘of deterioration;:a.water flush of the chemical addition line following HF addition; an
evaluation d—cleamng enhancements and the use of cut resistant gloves;
refreshertraining for the chemical processing operators, and formation of an
investigationteam to evaluate.actions that could minimize chernical burns site-wide.
The lnspeclor concluded that the corrective actlons appeared comprehensive to
preciude recurrence.

The lnspector reviswedthe results of the personnie! decontamination activities
performed prior to transport to the hospital. The contaminated area was flushed with
water and the contaminationwas consideredfixed when subsequent surveys showad no
further reduction iri the radioactivityfollowing several flushes. The final survey was
approximately 3400 disintegrations per minuté and properly documentad on RP 02-08,
Fori 1. The inspector discussed the decontamination treatment with the assigned RC
technicians and RP managerand 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 affectiveto prevent

recurrence. Decontamination of the operator was performed appropriately prior to
transport to an offsite medical facility.

5. Environmental Protection (Inspection Procadure (IP) 88045) R2
a. . Environmental Monitorina Proaram
() InspectionScope
The inspector re\)iéwed the Environrﬁenfﬂ 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

v
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(3)

data and selected prpcédur_es to ensure that changes did not reduce the effectiveness
of the environmental program requirements.

ot . | Findin

The inspector reviewed gross alpha and beta results for solil, 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 previously contaminated areas. The inspector reviewed the annual ground
water well monltonng results for CY 2003 for NPD and LTC. The inspector noted that
gross alpha and gross beta activity levéls were below the licensee's action levels and rio
findings of significance were.identified.

The inspector reviewed the following procedures:

L Collection Analysis d 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 technicianwas knowledgeable in the collection of environmental media.
However, the inspector noted that the guidance in RP- 08-01 regardingthe collection of
an environmental sample did not have sufficient detail to ensure that a technician less

“familiar with the process could obtain a representativesample. The licensee planned to
review the procedure and evaluate any necessary changes. No fi ndlngs of significance
were identified.

The inspector observed the RC and LTC: laboratorﬁacilities 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 thermoluminescencedosimeters
(TLDs). Nofindings of significance were identified.

Conclusions

The Environmental Monitoring Program was implemenied in accoréance with license
requirementsand site procedures. However, the inspector identiﬂed‘a potential



)

M

)

(3

6.

9

weakness due to a lack of proceduralspecificity necessaryto ensure the consistent
collectionof representative environmental samples. :

LT N onitorina Re

The inspector reviswed documénts related to the LTC ”o determine if the
licensee was in compliance with the requirements of Chapter 5 of the License

Application.
o fionsand Eingi

monitoring and maintainingthe water level of the ‘within the range required by
the License Application. The inspector verified tha enseawas compliant with
‘Section5.4:10 of the License Application which.required biennial visual inspection of the
by a structural engineer to eris ntegrity. By letter dated November 26,
( 'cracks or degradations of the were observed. No findings of
“significance were identified. I o

The inspéctor feviewed the raw data for the groundwater w'ellP
~and thePdaily checklist. The inspector veriﬁed-iiatt icenseewas

Conclusions

The licenseewas monitoringthe -n accordance with the License Application
requirements. -

Maintenance and Surveiliance (T] 2600/00€)
InspectionScope

The inspector observed plant maintenance activities during the annual shutdown week
July 3through 11,2004. The inspector toured the facility focusing on proper storage of

SNM and radiological controls implemented to protect the workers.

o . | Findi
Shutdown maintenance activities observed were properly performed. SNM was .stored ’
in advance of the maintenance work 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 managementalso implementeda
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 ene 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| he electrical lnsulatron on an
electrica né'supplylng a high mastlight. ‘No Squipment was. | as the
elgctrical line was properly removed from service and repalred—

— The excavation had been evaluated prior to the work starting and the

ation depth specified was sufficient to avoid contact; however, in one area, the

rical cable ran closer to the surface than expected Power supply to the

Intethational Atornic Energy Agenicy (JAEA) monltorlng equipment had to be isolated to

repairthe cable. The proper.notificationswere.made in advance to inform the JAEA and
no IAEA equlpment problems resulted The facﬂlty alarm system _actlvated due'to the

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

Emeraengy Preparedness(IP 88050)

Review of Program Changes (F3.01)

Inspection Scone

Changes to the Emergency Plan (EP) organlzaho.n facilities, and equlpment were

reviewed to assess the impact on the effectivenessof the program. The adequacy of the
emergency preparednessaudlt required by Sectlon 4.5 of the Plan was also evaluated.

ot ) | Findi

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
inspector determine that the referenced change should not impact ¢ emergency
preparednessin that management oversight responsibility for emergency preparedness

“remaiiied as previously assigned. In addition, based on an inteiview with the former

EPO, a transition document containing the various program commitments ahd the
frequency for demonstrating such commitments was provided to the newly assigned
EPOto assist with the transition.

Plan changes were submltted by letter in'accordance with 10 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 regardrng the acceptability of the
changes. A significantfacility change (Juné 2004) since the last inspection involved the
relocation of the Alternate Emergency Operations Center (AEOC) from the Emergency
Team training trailer. The relocation of the AEOC had no lmpact on emergency
preparedness.

The independent audit rncluded both performance and compliance based assessments.
The audit was a detailed assessment of program compliance with NRC requirements.
THE ifnspector niotéd that the licensée and NRC audits had idéntified outdated )
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 doduments. The inspector noted a superceded
copy of the Initial Emergency Assessment Flow Chart was located with the Emergency
Preparedness Manual at the offsite EOC. The document was immediately removed from
inventory arid replaced with the current révision number. in response to the inspector's
observations, the licensee ‘provided documentationto show that the corrective actions
for the previous deficiencies and to preventa recurrence had been identified during May
2004; but full implementation was not planned until July 31, 2004, The inspector )
discussed with the licenseethis 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 controlied documents.

Conclusions

Program cnanges had no impact on emergency preparedness. The independentaudit
included both performance and compliance based assessments. Corrective actions -

_ - were identified but not fully implemented to ensure that controlled documentswere

maintained current and up to date.
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Inspection Scope
Changes to the Emergency Preparedness Manual (EPM)were reviewed for adequacy
and to ensure that the revised procedures continue to implementthe Emergency Plan.

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

The revised procedures in the Emergency Preparedness Manual continue to implement
the Emergency Plan.

Training and Staffina of EmeraencvOrganization (F3.03)

Emergency responsetraining 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
managementorganization (EMO), and members of the emergency team (ET).

The inspector reviewed the training outline and observed training provided to

personnel assigned responsibility as the interim ED on back shifts, holidays: and - -~
weekends. No problemswere noted. The training appearedto provide position-specific
details to assist in executingthe responsibilitiesof the ED. Documentation in support of
emergency response training for other key members of the emergency organizationwas’
reviewed and no deficiencies were noted. Training provided adequate information
regarding roles, responsibilities, and recent changes to the Plan and EPM.

Conclusion
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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InspectionScope

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

0 6 Findi

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 was.providedto offsite fire support personnel and the Campbell
County Dirgctor of Public' Safety. Training for offsité response pérsonneélwas provided
during March 2003 (hospital) and October 2003 (fire and rescue). Although training was
offered, no training 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,

Conclusions

Based on interviews and records reviewed, the inspector determiiied that the offsite’
interface was properly maintained.

Drills and Exercises (F3.05)

Section 4.3 of the Emergency Plan requiredthat an emergency exercise be conducted
biennially. This areawas 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.

Observations and Findinas

The last biennial exercise was observed by NRC on June 4,2003, and included
participation by State and local support agencies. In additionto a biennial exercise, the
licensee conducted rills involving activation of the emergency organization.
The licensee’s drill frequen nd the accident scenarios that were

enges t0 maintain the proficiency of response

postulated posed sufficient cl
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.inspector observedthe licensee’ Hnnounced evacuation drill conducted on
”durlng normal shift operations. Warkers promptly evacuated and reported

assembly locations for-accountability | purposes The evacuation drill was adequate for
reviewing effectiveness of procedures, evacuation routes, and plant personnel
knowledge regarding the alarm for criticality and assembly location. The crltlcallty alarm
was clearly audible.

Conclusrons

The Ilcensee conducted exercises in accordance with the requirementsof the Plan. The
performance ofﬂ!nlls involving activation of the emergency organization
demonstrated a commitment to training and maintainingthe proficiency of the response
organization.

Emer ency Equipment and Facilities (F3.06)

Inspection Scope

Emérgency response equipmeﬁt, instrumentation, and supplies used to evaluate and
assess radiological conditions were examined to determine if maintainedin a state of
operational readiness.

Observations and Findinas

The inspector observed an inventory and operability check of equipment at several
locations and noted that survey instrumentswere operational;-and the responseto a
radiation check 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
response to 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. Documentationin support of the equipment audits and operability .
checks wera reviewed covering the psriod July 2003 to April 2004, No problems noted.’
Inthe event deficiencies were found cormective actions were taken to resoive
deficiencies. In addition, as a followup to NRC event reporting involving criticality
detector failure (Event No. 40782), the inspector reviewed the operability test and
calibration fecordsfor the neutron detectors at the LTC. No problems were 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.

Conclusions

. Based on the equipment operability checks and audit documentation, the inspector

determined that the reliability of selected equipment was good and the equipment was
maintainedin a state of operational readiness.

Eolioy | {1ssues (T1 2600
Revnew of Correctwe Actions Assoc:ated W|th Failureto Immediatelv Notlfv the Nﬂg
di k :

The inspector reviewed the corrective actions delineated inthe Reply to Notice of
Violation letter dated May 11,2004, in responseto violation (V10) 70-27/2004-02-02.
The violation occurred when an immediate NRC notification was not performed following
receipt of radioactive material package in excess  éxternal radiation limits. An
inadequate understandmgof the requirement of implementing procedure, RP- 09-19,
was the main contributor to the notificationdelay. As such, the licensee's corrective
actions included a revision of RP-09-19 which further emphasized the immediate NRC
notificationsfor various radioactive package discrepancies. Personnelwere trained to
understandthe requirementsand recognize the enhanced guidance in the revised
procedure. The inspector reviewed the procedure and discussed the changes with the

'responslble personnelwho were cognizant of the requirements. The inspector

concluded that the correctlve actions appeared adequate fo preclude another late
notificationevent. .

" Exit Meeting

The inspection scope and results were summarized on July 2, 2004, with D. Ward,
Manager of Environmental, Health, Safety and Safeguards, and on July 28, 2004, with
W. Nash, Vice Presidentand General Manager, and other members of the licensee's
staff. Although proprietary documents and processes were occasionally reviewed

- during this inspection, the proprietary nature of these documents or processeswas

deleted from Part 1 of this report. No dissenting comments were received from the
licensee.



LIST OF PERSONS CONTACTED
Licensee

C. Abemathy, Supervisor, Nuclear Material Control
W. Baker, Supervisor, Nuclear Materials Control
T. Brown, 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, Vicé Presidentand Gereral Manager
S. Niedzialek, Manager, CRF Operations and Maintenance
C. Reed, Manager, Uranium Process Services
S. Schiltheim, Manager, Safety and ticensing
D. Spangler, Manager, Radiation Protection
M. Suwala, Manager, Nuclear Materials Control
D. Ward, Manager, Environment, Safety, Health and Safeguards
D. Wilson, Supervisor, Radiation Control

Other licensee employees contacted included englneers technlc:ans production staff,
security, and office personnel.

LIST OF ITEMS OPENED AND CLOSED
ltem Number Statusg Desgription
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 Maintainthe bynchburg

Technology Center Criticality Monitoring
System (Paragraph2.c)

i‘\ttach_ment



70-27/2004-05-02 Opehed/Closed NCV - Failure to Follow Procedure Results
" ina Flammable Solution Spill (Paragraph 3)

- -T12600/006 Resident inspection Programfor Category | Fuel Cycle Facilities:
IF' 88045 Environmental Protection
iP 88050 Emergency Preparedness
4 | '

AEOC Alf_emate Emergéncy Operations Center
CorrectiveiAgtion .

riticality Mornitoring System

cy Calendar Year
ED Emergency Director :
EMO Emergency Management Organization
EQOC Emergency Operations Center
EPC ~ Emergency Preparedness Committee
EPM Emergency Preparedness Manual
EPO Emergency Preparedness Officer
HF Hydroflouric ’
IAEA international Atomic Energy Agency
1P ‘Inspection Procedure
IROFS Item Relied On For Safety
C ynchburg Technology Center
MAA Materials Access Area
NCS Nuclear Criticality Safety
NCV Non-cited Violation
NPD Nuclear Products Division
‘OoP Operating Procedure
RC Radiation Control
_RP Radiation j
RWP Radiation Work Permit
SAR Safety Analysis Report '



SER
SNM

UR
vio

3

Safety Evaluation Request
Special Nuclear Material
Temporary Instruction
Uranium Recovery
Violation



