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2012-006-04, and 2012-006-05

The subject IR contained three NOV's that require response: failure to establish operating
procedures to be used to directly control off-normal operations; failure to determine the specific
generic implications for the event; and failure to determine the cause of the condition and
corrective actions to preclude recurrence.

USEC's response to these NOV's are provided in Enclosure 1, Enclosure 2, and Enclosure 3
respectively. Enclosure 4 contains a list of commitments made within these NOV responses.

Unless specifically noted, the corrective actions apply solely to American Centrifuge Lead
Cascade. If you have any questions regarding this submittal, please contact Terry Sensue at
(740) 897-2412.

Sincerely,

;Daniel W. Rogers
General Manager, American Centrifuge Plant Operations

Enclosures: As Stated

cc: J. Calle - NRC RII
J. Downs - NRC HQ
D. Hartland - NRC RII
T. Hiltz - NRC HQ
V. McCree - NRC RII
L. Pitts - NRC RII
0. Siurano - NRC HQ
B. Smith - NRC HQ
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Reply to NOV 70-7003/2012-006-03

Restatement of Violation

License Condition No 10, in License Number SNM-7003, Amendment 5, dated October
30, 2008, states, in part, that the licensee shall conduct authorized activities in
accordance with the statements, representations and conditions in the License
Application dated February 11, 2006, and subsequent revisions.

Section 11.4.4.2 of the License Application, "Procedure Development, "Revision (Rev.)
42, states, in part, that operating procedures are used to directly control process
operations at the workstation and include, as necessary, direction for off-normal
operations caused by failure of an IROFS or human error.

Contrary to the above, as of June 11, 2011, the licensee failed to establish operating
procedures to be used to directly control process operations at the workstation and
include direction for off-normal operations caused by failure of an IROFS or human
error. Specifically, during the June 11, 2011 centrifuge failure event, there were multiple
examples where operating procedures were not provided for off-normal operations
including restoration of the uninterrupted power supply and guidance to override
Secondary Isolation System logic without affecting Machine Isolation Valves.

USEC Response

I. Reason for Violation

The root cause for this NOV was that management did not recognize the need for a more
robust Off-Normal (ON) procedure development process because a questioning attitude
was not cultivated.

The contributing causes for this NOV were: 1) management did not establish a process to
ensure adequate rigor was incorporated into the development of ON procedures, 2)
management did not incorporate evaluation of human error into the ON scenarios nor into
the procedure development process, 3) and management did not provide adequate tools
for fully exploring and evaluating potential ON scenarios during the procedure
development process.

II. Corrective Actions Taken and Results Achieved

1. To address the incomplete evaluation of ON conditions, extensive additional analysis
on plant systems and human performance was conducted during the Fall of 2011. On
December 28, 2011, plant staff completed a Failure Modes and Effects Analysis on
existing process systems to more thoroughly explore and evaluate ON scenarios.
This resulted in several procedure and training module revisions to include the newly
evaluated ON scenarios.
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2. As part of addressing human performance issues associated with the June 11 event, a
review of human performance training and tool utilization was conducted. On
January 5, 2011, Human Performance Improvement Training was completed for ACP
employees, which provided an overview of human performance topics that were
targeted to promote safe operation of the Lead Cascade. The training explained error
prevention tools and demonstrated how using these tools will lead to plant excellence
in human performance.

3. Several additional corrective actions have been taken as noted by the NRC inspectors.
For example, Inspection Report 70-7003/2012-006, Report Details Section 6.a. on
page 7 states, "The inspectors reviewed the corrective actions the licensee
implemented to address the deficiencies documented in its evaluation. Several
significant corrective actions that had been implemented since that time were: a
review of all applicable procedures, specifically for off-normal and alarm conditions;
a clarification of when cross-disciplined reviews were necessary in procedure
changes; and the flow down of the program enhancements implemented, including
the use of FMEA."

III. Corrective Actions to be Taken

1. Develop, implement training, and reinforce the subject of exhibiting a questioning
attitude. This will be accomplished by implementing best management practices
from industry standards such as: 1) Institute of Nuclear Power Operations (INPO)
Significant Operating Experience Report (SOER) 10-2, Engaged, Thinking
Organizations; 2) INPO Managing By Experience; and 3) NRC Safety Culture Policy.
This action will be completed by December 14, 2012.

IV. Date of Full Compliance

Full compliance will be achieved by December 14, 2012 upon completion of training to
promote questioning attitudes.
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Reply to NOV 70-7003/2012-006-04

Restatement of Violation

License Condition No 10, in License Number SNM-7003, Amendment 5, dated October
30, 2008, states, in part, that the licensee shall conduct authorized activities in
accordance with the statements, representations and conditions in the License
Application dated February 11, 2006, and subsequent revisions.

Section 11.6. 4 of the License Application, "Conduct of Incident Investigations," Rev. 42,
states, in part, that a reasonable, systematic, structured approach is used to determine
the specific or generic root causes and generic implications of abnormal events.

Contrary to the above, during the root cause investigation for the June 2011 abnormal
event, as documented in Special Inspection Report, SIR-2101-0002, "June 11, 2011 Event
at the American Centrifuge Demonstration Facility (Lead Cascade)," Rev. 0, dated July
18, 2011, Rev. 1, dated January 11, 2012, and Rev. 2, dated March 21, 2012, the licensee
did not determine the generic implications, specifically extent of cause reviews, for the
root causes identified.

USEC Response

I. Reason for Violation

The root cause for this NOV was management's narrow focus on initial causal evaluation
of centrifuge machine failures and an inadequate proficiency in understanding an
effective root cause process since the initial root cause did not probe deeper into the
fundamental cause of why the operational anomalies occurred.

A contributing cause was inadequate flowdown of the term "generic implications" from
the License Application to the investigatory method described in Attachment C of ACD2-
RG-004, Corrective Action Process.

II. Corrective Actions Taken and Results Achieved

1. On April 16, 2012, an independent team requested by the Vice President of
Enrichment Operations conducted a Root Cause analysis to include generic
implications for the June 11 event. This Root Cause Analysis determined why the
initial root cause investigation was inadequate and determined appropriate generic
implications.

III. Corrective Actions to be Taken

1. Identify a select group of personnel to be the primary leads in performing root cause
investigations. This action will be completed by July 31, 2012.
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2. Establish and complete additional training for selected personnel who are expected to
perform and review root cause evaluations. The training will include basics on
implementation of an effective root cause process and also the evaluation of "generic
implications." This action will be completed by September 28, 2012.

3. Revise ACD2-RG-004 to ensure an effective evaluation of "generic implications" in

the root cause process. This action will be completed by August 30, 2012.

IV. Date of Full Compliance

Full compliance will be achieved by September 28, 2012 upon completion of the revision
to ACD2-RG-004 and the completion of the additional training for selected personnel
who are expected to perform and review root cause evaluations.
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Reply to NOV 70-7003/2012-006-05

Restatement of Violation

License Condition No 10, in License Number SNM-7003, Amendment 5, dated October
30, 2008, states, in part, that the licensee shall conduct authorized activities in
accordance with the statements, representations and conditions in the Quality Assurance
Program Description dated June 30, 2006, and subsequent revisions.

Section 16.0 of the Quality Assurance Program Description, "Corrective Action," Rev.
14, states, in part, that for a Significant Condition Adverse to Quality, the cause of the
condition is determined, and corrective action is taken to preclude recurrence.

Contrary to the above, as of March 30, 2012, the licensee failed to determine the cause of
the condition and take corrective action to preclude recurrence for a Significant
Condition Adverse to Quality. Specifically, the licensee did not effectively determine the
cause and take corrective action to prevent recurrence for the June 11, 2011 centrifuge
failure event as documented in Special Inspection Report, SIR-2101-0002, "June 11,
2011 Event at the American Centrifuge Demonstration Facility (Lead Cascade), " Rev. 0,
dated July 18, 2011, Rev. 1, dated January 11, 2012, and Rev. 2, dated March 21, 2012.

USEC Response

I. Reason for Violation

The root cause for this NOV is that management failed to provide unbiased oversight of
the original root cause investigation which narrowly focused on the causes of the June 11
machine failures to determine if the machine design was at fault.

A contributing cause was inadequate use of Attachment C of ACD2-RG-004, Corrective
Action Process, in that the initial root cause did not probe deeper into the fundamental
cause of why the operational anomalies occurred.

II. Corrective Actions Taken and Results Achieved

1. On April 16, 2012, an independent team requested by the Vice President of
Enrichment Operations conducted a Root Cause analysis to include generic
implications for the June 11 event. This Root Cause Analysis determined why the
initial root cause investigation was inadequate, established root causes, and
determined appropriate generic implications. The team evaluated additional potential
root causes that may have been missed by the original analysis team, and
systematically evaluated each cause for safety and security impact. The team found
that none of the potential additional root causes was viable.
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III. Corrective Actions to be Taken

1. Establish a formal method to perform management oversight of root cause
investigations which will include a review to ensure regulatory commitments and
corporate issues are considered. This action will be completed by June 30, 2012.

2. Establish expectation of use of ACD2-RG-004 for root cause evaluations and issue a
lessons-learned to root cause evaluators regarding this NOV and the established
expectation. This action will be completed by July 31, 2012.

3. Establish and complete additional training for selected personnel who are expected to
perform and review root cause evaluations. The training will include basics on
implementation of an effective root cause process and the evaluation of "generic
implications." This action will be completed by September 28, 2012.

IV. Date of Full Compliance

Full compliance will be achieved by September 28, 2012 upon completion of the
establishment of a formal method to perform management oversight of root cause
investigations and completion of additional training for selected personnel who are
expected to perform and review root cause evaluations.
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List of Commitments*

NOV 70-7003/2012-006-03

1. Develop, implement training, and reinforce the subject of exhibiting a questioning
attitude. This will be accomplished by implementing best management practices from
industry standards such as: 1) Institute of Nuclear Power Operations (INPO) Significant
Operating Experience Report (SOER) 10-2, Engaged, Thinking Organizations; 2) INPO
Managing By Experience; and 3) NRC Safety Culture Policy. This action will be
completed by December 14, 2012.

NOV 70-7003/2012-006-04

1. Identify a select group of personnel to be the primary leads in performing root cause
investigations. This action will be completed by July 31, 2012.

2. Establish and complete additional training for selected personnel who are expected to
perform and review root cause evaluations. The training will include basics on
implementation of an effective root cause process and also the evaluation of "generic
implications." This action will be completed by September 28, 2012.

3. Revise ACD2-RG-004 to ensure an effective evaluation of "generic implications" in the

root cause process. This action will be completed by August 30, 2012.

NOV 70-7003/2012-006-05

1. Establish a formal method to perform management oversight of root cause investigations
which will include a review to ensure regulatory commitments and corporate issues are
considered. This action will be completed by June 30, 2012.

2. Establish expectation of use of ACD2-RG-004 for root cause evaluations and issue a
lessons-learned to root cause evaluators regarding this NOV and the established
expectation. This action will be completed by July 31, 2012.

3. Establish and complete additional training for selected personnel who are expected to
perform and review root cause evaluations. The training will include basics on
implementation of an effective root cause process and the evaluation of "generic
implications." This action will be completed by September 28, 2012.

Regulatory commitments contained in this document are listed here. Other corrective actions listed in
this submittal are not considered regulatory commitments in that they are either statements of actions
completed, or they are considered enhancements to USEC's investigation, procedures, programs, or
operations.


