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(about 8 feet wide, 10 feet high and 12 feet long) of thick framed
wooden pallets stored in an intervening location between the drums
and NCDs. The Ticensee's storage yard is also utilized for the
general storage of waste drums and large boxes of waste which are
stacked to various heights and depths throughout yard area and
subject to relocation within the yard area.

The inspector noted that the NCDs in the carpenters shoE also
rovided criticality detection coverage for the nearby Lagoon
ranium Recovery (LUR) facility. The distance betw~en the LUR
facility and the NCDs also seemed questionable afi¢+ observing the
measurements obtained of the ash drum storage area. The measurement
of the distance from the center of the LUR Tiquid processing vessels
to the NCDs was observed to be about 348 feet.

The Ticensee's evaluation, "Criticality Alarm Detector Location and
Coverage," dated September 6, 1983, for the LUR facility was
reviewed. The evaluation concluded that the NCDs in the carpenters
shop provided adequate criticality monitoring coverage for the LUR
facility. The evaluation was primarilﬁ based on an attached scaled
drawing which depicted a distance of 300 feet between the outer wall
of carpenters shop and the ent=ance iate to LUR facility. The
inspector also noted that the evziuation appeared not to consider
the distance (about 18 feet as measured) from the LUR fac111t§'s
entrance gate to the prucess vessels nor the distance (about 30 feet
as measured) from the outer wall of the carpenters shop to the
location of the NCDs within,

The licensee does not operate the LUR facility during the winter
months since it is not an enclosed facility, and was shut down
during this inspection.

Based on conversations with cognizant licensee reRresentatives and
review of licensee records, the inspector noted that (1) no
evaluation had been performed to demonstrate that the ash drum
storage was being adequately monitored by NCDs, and (2) the licensee
did not have a program to 1imit the the storage of intervening
shielding materials between the NCDs and areas they monitored.

The inspector noted that the calculation used for the 350 mrem/hr at
300 feet license requirement was contained in a licensee document
“Criteria for Criticality Alarm Systems", dated May 7, 1970. The
calculation was based on a criticality accident having a burst of
1.0E14 fissions delivered in one second which has been considered
the minimum accident for & plutonium system. The minimum
criticality accident for uranium systems has been considered to be
about 1.0E1S fissions, The licensee had previously been involved in
operations using Pu=239, however current operations are only
conducted with low enriched uranium.

The inspector's observations were discussed with cognizant licensee
representatives during the inspection and at the exit interview on

December 7, 1990, and were acknowled?ed by licensee. The inspector
also acknowledged comments from the lTicensee regarding conservatism






of active service from each drum. The inspector determined that the
tests were bein? conducted in accordance with the requirements
outlined in Part 1, Section 4.2.4 of the License,

No violations or deviations were identified.

Operations Review (88020)

This ares was reviewed to determine if operations were being conducted in
accordance with the requirements of the License, licensee procedures, and
recommendations outlined in various industry standards. The inspection
of this area was primarily based on observations made during facility
tours,

There had been no significant chan?es in operations since the previous
inspection. Both chemical conversion l1ines were in full operation, and
all three ?owdor Tines and pellet presses as demanded. The SWUR Facility
wes in full operation, and the Neutron Absorber Facility was operating.

In the areas toured, the inspector observed that (1) the exhaust
ventilation systems appeared to be fully functional, (2) pressure drops
across the main filters were within the limits spec{fied in the license,
(3) current air flow measurements were posted on exhaust hoods, and (4)
housekeeping appeared good,

Utilizing licensee procedure “Progaring and Removing UF. Cylinder"
in=hand, the ingpector observed the preparation of uranfum hexafluoride
(UFg) cvlinder for vaporization on Line 2 and portions of the same
ope?atwon on Line 1 simultaneously. The procedure adequately listed the
equipment used for the task, personnel and equipment safet¥ precautions,
cold cylinder valve checks, cylindar vacuum checks, and cylinder valve
leak checks and heating temperatices, Due te problems encountered on
each line, the inspector was unable to observe operations throughout the
heating process. The cylinder at Line 2 indicated no vacuum (to be

reater than 10 inches g) during the initial checks and preparations had
0 be made for pumping it down to complete the remaining checks prior to
C{]*nder heating. On Line 1, the operator encountered a plugged pigtail
(line from the cylinder to the UF. header), In each case the operators
appeared 1o be knowledgeable of the tasks bein? performed and followed
the steps detailed in the procedure, which included notifying the
operations supervisor when the probfems were encountered. No significant
safety concerns were identified by the inspector. Observations of minor
procedural administrative inconsistencies were discussed with the
operations supervisor.

The Ticensee's program appeared adequate to the accomplishment of its
safety objectives. No violations or deviations were identified.

Radiation Protection (83822)

Inspection Report Nos. 70-1257/90-02 and 03 documented previous reviews
of the licensee's radiation protection program. This inspection was
primarily focused on the review of licensee events, observations made
during facility tours and discussions with licensee representatives



Personal Clothing Contamination Incident (RV=90-A-0070)

Condition 9 of the License No. SNM-1227 suthorizes, in part, the use
of lTicensed materials in accordance with statements

representations and conditions contained in Part 1 o* the License
Application.

Part 1, Section 3.2.6.2, item 1.a. of the License Application
requires that all personnel leaving & contaminated area to survey
themselves for contamination with survey instruments located at
respective step-off areas after removing protective clothing, and
prior to leaving the step-off area. Item 1.b of this Section
requires that personnel are not to eat or leave the respective
facility, except with the approval of the Radiological and .
Industrial Safety Supervisor and the Respective facility manager, if
thg their personal clothing is contaminated in excess of 200 dpm/100
cmy ga}phas direct, or skin is contaminated in exczss of 200 dpm/100
cm® (alpha).

On November 27, 1990, prior to the inspection, the inspector became
aware of an incident involving an employee that had apparently left
the licensee's facility with a contaminated shoe. The contaminated
shoe was discovered at a nearby facility during the individual's
exit survey, subsequent to a ?roup tour on November 15,1990. The
vis.ted facility verbally notified ANF of the incident on November
16, 1990, with written notification to follow,

Survey results and other information provided to the NRC Region V
office from the visited facility indicated 13,000 disintegrations
per minute (dpm) beta/gamma and 1,500 dpm alpha fixed contamination
on the shoe. The shoe was confiscated after decontamination efforts
were unsuccessful. An isotopic analysis of the contamination
determined the that the source of alpha contamination was U-235,
which was known not to be present in the areas toured by the
individual, Surveys, by the visited facility, of the areas toured
by the individual did not detect any contamination.

On November 29, 1990 the inspector contacted the licensee b
telephone and discussed the incident. This matter was further
reviewed during the onsite inspection, which included discussions
with the individual who had the contaminated shoe. In addition to
the information noted above, the inspector made the following
observations:

(1) On November 15, 1990, the individual (a qualified HP .
technician) informed the SS of the matter shortly after arrival
to work a scheduled p.m. shift. Shortly after informing the S$
of the matter, the individual obtained a portable survey meter,
equipped with a thin window pancake probe, and conducted a
direct survey of selected areas of his residence where the shoe
the may have had contact. The individual's vehicle was not
surveyed. No contamination was detected during the survey of
the residence.




(2)

(4)

On December 3, 1890, the licensee acknowledged that the
contamination on the individuals shoe had apparently came from
ANF . Accoro1n? to the individual, the contamination (fixed)
involved a small area near the top outside surface of the shoe,
where the top of a protective rubber shoe cover contacts the
shoe. The individual also stated that he had surveyed the
bottom of his shoes when he exited contaminated areas before
the incident, however, he did not survey the tog portion of his
shoes. Alpha survey meters are the primary instruments used
for personnel surveys at the exits of contaminated areas. The
individual suspected that the contaminated shoe may have
resulted from wearing a contaminated reusable rubber shoe
cover. Ty?ica11y. routine tasks are ?erform without wearing a
cloth or plastic boot between personal shoes and rubber shoe
covers. fuhber shoe covers are also reused at the facility,

The 1icensee's corrective actions regarding this matter
included the S$ stressing, to the individual involved, the
importance of performing a more thorough personal survey when
exiting contaminated areas. The S5 informed the inspector that
ANF was waiting for receipt of written official notification of
the incident from the visited facility before taking any
further action, which would have included notifying Region V.
The 55 also informed the inspector that ANF (1) was in the
process of phasing out the normally used standard rubber shoe
covers for high=top shoe covers which should 1imit the
potential for such occurrences in the future, and (2? their
pro?osed budget had included the purchase of an Eberline PCM-1B
whole body personnel contamination monitor that would be placed
at a strategic location for use by personnel who had been
working in contaminated areas, providing the budget gets
approved. The §5 also informed the inspector that no
contamination has ever been detection on personal clothin?
through their routine program of Rerforming surveys on selected
groups of workers at the end of the work day.

During a discussion with the S§ on December 3, 1990, he
acknowledged that it may be prudent to conduct an independent
surveg by someone other than involved individual. On December
3, 1890, the inyependent survey was performed using the same
instrument previously used. In addition to a direct scan
sur v, the survey included large area wipe tests, small area
wipe w *s counted in a Tab counter, and direct scans and wipe
ée:ts oé he individuals vehicle. No contamination was
etected.

On Decembe 4, 1990, the licensee received a letter dated
Novemoer o/, 1990, from the facility that had identified the
contamination shoe. The letter primari]n confirmed the verbal
informatian provided to the licensee on November 16, 1990, and
did not alter any previous information the inspector or
licensee were knowledgeable of.



Based on review of the above observations, failure to perform an
adequate survey that resulted in a worker exiting the facility with
contaminated fersonal clothing was identified as an apparent
violation of License Condition No. 9. However, based on the safety
significance of this problem, the corrective actions taken by the
licensee and there have been no recent similar violations, this
violation is not bein? cited because the criteria in Sections V. A,
of the Enforcement Policy were satisfied (NCV 70-1257/90-04-03).

L. Control of Radioactive Materials

In 1988 the licensee established a program and schedule to test
underground contaminated liquid transfer lines for leakage. Durwng
the review of monthly HSC meetin? minutes, the inspector noted tha
on August 16, 1990, the HPS had initiated a Health Physics Action
Request since the testing of the floor drain system associated with
the tank ?allery and Miscellaneous Uranium Recovery System in the

U0, Building had not been completed during the licensee's July 1990,
outage as scheduled. The HPS recommended that the drains system not
be used until it had been ?ressuro tested. On August 17, 1390, the
subject drain system was plugged and tagged out to suspend its use.

By letter dated September 5, 1990, the manager in charge of this
project responded to the KPS regarding this matter. As noted from
the letter, on August 27, 1990, the underground drain line from the
North and South Tank Galleries'was pressure tested. The pressure
test indicated a leakage rate of about 0.3 gallons per hour under 4
feet of water head pressure. The drain opening (floor) in each room
and associated sump in the North room were plugged and sealed. The
letter also stated that separate sumps would be set up in each tank
gallery but no underground piping would be used, and that the
existing 1ine was permanently abandoned and should be included in
the ANF decommissioning files.

The inspector discussed the drain line leakage with the manager in
charge of the project and the HPS. during this discussion the
inspector was informed that other than being used as a floor drain
system, the drain 1ine had occasionally been used as a transfer line
between the two rooms. The inspector questioned these individuvals
as to the uranium concentration of liquids normally encountered in
this area and if any evaluation had been performed to determine the
quantity of radioactive material that may have leaked into the
ground area. Accord1ng to these individuals, no such evaliation had
een performed and although the uranium concentration was believed
to be Tow, no specifics could be provided at this time.

This matter of performing an evaluation of the potential leakage of
radioactive material from the drain was also discussed with SS&L
management and at the exit interview. The licensee agreed to
perform an evaluation, which will be reviewed during a subsequent
inspection. The inspector considers this matter as an open item
(70-1257/90-04-04).

One apparent NCV was identified.
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Followup on 1E Information Notiges (72701)

The inspector verified that the licensee had received and reviewed IE
Information Notices Nos. 90-63 and 80-70.

Exit Interview (30703)
The inspector met with the licensee reprosontat1ves, denoted in Section

1, at the conclusion of the inspection on December 7, 1990. The scope
and findings of the inspection were summarized.

he observations described in the report were acknow1edecd by the
licensee. The Iicensee was informed of the apparent NCV described in
Section 5.8, of this report,



