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SUMMARY

Scope: This routine, unannounced inspection enta led 19 inspector-hours onsite
in the areas of radiation control, environmental protection, transportation and
follow=up of licensee action on previous enforcement matters.

Results: One violation was identified - Failure to establish and adhere to
radiation control procedures. A deviation from a commitment to the NRC to

replace a survey instrument with an audible rate indicating survey meter was
fdentified.
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REPORT DETAILS

) Persons Contacted
Licensee Employees

R. U. Mulder, Director, Reactor Facility

. Copcutt, Radiatiorn Safety Officer

. Allen, Chairman, Radiation Safety Committee

Henderson, Reactor Health Physicist

Farrar, Reactor Supervisor

Benneche, Senior Reactor Operator/Research Engineer
. Gilchrist, Radiation Safety Specialist

Turley, Health Physics Technician

PG OO
>POMOUM

g, Exit Interview

The inspection scope and findings were summarized on July 24, 1985, with
those persons indicated in paragraph 1 above. An apparent violation for
failure to establish and adhere to radiation control procedures
(paragraph 4.b) and an unresolved item* (URI) concerning calibration of
instrumentation used to perform surveys (paragraph 4.g) were discussed in
detail. The inspector described the areas inspected and discussed in detail
the inspection findings. Licensee management acknowledged the inspection
findings, taking exception only with the URI to which the licensee expressed
the opinion that their instrument calibration techniques were consistent
with applicable codes and standards. The licensee did not identify as
proprietary any of the materials provided to or reviewed by the inspectors
during this inspection.

Licensee management was notified in a telephone conversation on July 26,
1985, between D. M. Collins of the NRC Region Il staff and R. U. Mulder,
Director of the University of Virginia Reactor Facility that the URI would
be considered closed. The licensee was also informed that their calibration
practices were contrary to accepted industry practices and did not encompass
the parameters described by ANSI N323-1978.

During the above conversation the licensee was informed that failure to
fulfill their commitment 1in response to Violation 50-62/84-01-01
(paragraphs 3 and 4.a) would be considered a deviation from a written
commitment made to the NRC.

*An Unresolved Item is a matter about which more information is required to
determine whether it is acceptable or may involve a violation or deviation.



Licensee Action on Previous Enforcement Matters

(Closed) Violation 84-01-01 Radiation surveys. The inspector reviewed the
licensee's response dated February 20, 1985, and verified that the
corrective action specified in the response had been taken with the
exception of replacing the previous survey meter with an audible rate
indicating survey meter. This will be considered a deviation from a written
commitment to the NRC (paragraph 4.a).

(Closed) Violation 84-01-02 Placarding yellow label III shipments. The
inspector reviewed the licensee's response dated February 20, 1985, and
verified that the corrective action specified had been implemented.

(Closed) Violation 84-01-03 Adherence t- procedures. The inspector reviewed
the licensee's response dated February 20, 1985, and verified that the
corrective actions had been implemented.

(Closed) Violation 84-01-04 Posting of radioactive material areas. The
inspector reviewed the licensee's response dated Feburary 20, 1985, and
verified that the corrective actions had been implemented.

(Closed) Deviation 84-01-05 Maintenance of records. The inspector reviewed
the licensee's response dated February 20, 1985, and verified that the
corrective actions had been implemented.

Radiation Control (83743)

a. 10 CFR 20.201(b) required that the licensee perform such surveys as may
be necessary and are reasonable under the circumstances to evaluate the
extent of radiation hazards that may be present.

The inspector reviewed the following records of licensee surveys for
the periods indicated:

Daily Contamination Survey, January 1 through June 30, 1985

Weekly Contamination and Radiation Survey, January 1 through
June 30, 1985

The inspector accompanied the facility health physics (HP) technician
on a weekly raufation and contamination survey. The inspector
performed independent radiation surveys and compared readings using NRC
equipment with readings obtained by the licensee. No significant
difference between the licensee and the inspector results were noted.

The i1icensee had committed in a letter to Region Il on February 20,
1985, in response to Notice of Violation issued with Inspection Report
50-62/85-01 that an audible rate indicating survey meter would be
purchased to repluce the original instrument used for performing
surveys. Examination of survey records revealed that the original
survey finstrument was still in wuse. Although an audible rate




indicating meter had been purchased, it had not be placed in service.

Conversation with licensee representatives revealed that the audible

rate instrument had been found difficult to use and its suitability for
performing surveys questioned. Consequently, the instrument had never
been put into use. The licensee committed to the inspector to have the
audible rate instrument operational and in use by September 1, 1985.

In a telephone conversation (paragraph 2) the licensee was informed
that failure to use the audible rate indicating survey meter would be
considered a deviation from a written commitment to the NRC
(50-62/85-01-01).

Nc violations or deviations were identified.

Technical Specification 6.3 required that radiation control procedures
be maintained.

(1) University of Virginia Reactor (UVAR) Standard Operating Procedure
(SCP), "Radiation Control Procedure," paragraph 10.4.B.3 stated
that due to the possibility of the spread of contamination, the
uncontrolled areas in the UVAR Room shall be surveyed daily by the
Reactor Health Physicist or his designee to determine the
contamination and exposure levels present.

The inspector was informed by the Reactor Health Physicist that
while daily contamination surveys had been performed as required,
daily radiation surveys to determine exposure levels had not been
performed. A review of survey records from January to June 30,
1985, confirmed the Reactor Health Physicist's statement. Failure
to perform radiation surveys in the uncontrolled areas of the UVAR
Room was fidentified as an apparent violation of Technical
Specification 6.3. (50-62/85-01-02).

(2) On a tour of the facility, the inspector observed that a portion
of the UVAR Room was maintained as a contamination controlled
area. The method used to evaluate the release of materials and
personnel from the controlled UVAR Room was discussed with
licensee representatives.

The licensee informed the inspector that the Reactor Facility
informally endorsed the release criteria elaborated by the
Radfation Safety Guide, 1971, a manual promulgated by the
University Radfation Safety Committee. ihe Reactor Facility is
exempt from the requirements of this guide. The inspector
observed the monitoring equipment used for release of material and
personnel from the UVAR Room and informed licensee representatives
that detection of personnel release values stated in the Radiation
Safety Guide would not be probable, i.e., the personnelfrisker at
the exit point would not pe capable of detecting 500
disintegrations per minute (dpm) in a general background of
approximately 1000 counts per minute (cpm) for the frisker. The




inspector stated that present SOPs had not addressed criteria for
release of material and equipment from controlled areas and that
failure to establish a procedure for the release of material and
personnel from the controlled area would be considered a second
example of an apparent violation of Technical Specification 6.3
(50-62/85-01-02).

(3) UVAR (SP) SOP 10.5.A.1 dealing with radicactive w>.te required
that each area in the Facility in which radfoac*ive wastes are
routinely generated shall have a dry waste corcainer which shall
be conspicuously marked as “"Radioactive Wa-ce" and shall have an
attached report form on which depositionc above minimum Tevels (as
specified on the form) are recorded.

On tours of the UVAR Room, the inspector noted that three of four
waste containers did not have an attached report form. Failure to
attach a form for recording the deposition of material on the
waste containers as required by SOP 10.5.A.1 was identified as a
third example of an apparent violation of Technical Specification
6.3 (50-62/85-01-02).

10 CFR 20.202 required that appropriate personnel monitoring devices be
worn by personnel likely to receive exposures in excess of 25 percent

of the Timits specified in 10 CFR 20.101 or who enter a high radiation

area.

During tours of the facility, the inspector observed personnel
monitoring devices being worn.

No violations or deviations were identified.

10 CFR 20.101 stated the quarterly radiation exposure limits to the
whole body, skin of the whole body and extremities.

The inspector verified by examination of selected exposure records from
Jaruary 1 to May 31, 1985, and through discussion's with licensee
representatives that exposures were being maintained below applicable
Timits. For 1984, the highest whole body exposure was 420 mrem and for
1985, the highest whole body exposure through the month of May was 300
mrem.

No violations or deviations were identified.

10 CFR 19.12 requires that each employee who works in or frequents the
Ticensee restricted area be given instruction in radiation protection
commensu-ate with their duties and potential hazara.

The inspector reviewed the radiation worker course outline and lesson
plan. Selected reccrds of personnel training were also reviewed.

No violations or deviations were identified.












