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representatives of key functions and locations during the exercise. 
Results: No violations of NRC requirements were identified during this 
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1. 

DETAILS 

Persons Contacted 

NRC Observers and Areas Observed 

.T. Ploski, Control Room (CR), Technical Support Center (TSC), Operational 
Support Center (OSC), and Emergency Operations Facility (EOF) 

G. Christoffer, TSC 
J. Patterson, EOF 
J. Jamison, CR, OSC, and Inplant Teams 

Commonwealth Edison 

E. Eenigenburg, Station Manager 
W. Huntington, Assistant Superintendent-Operations (LaSalle Station) 
E. Armstrong, Regulatory Assurance Supervisor 
J. Golden, Supervisor of Emergency Planning 
T. Gilman, Emergency Planning Supervisor 
R. Holman, GSEP Coordinator 
G. 01 Neill, Emergency Planner 
T. Markwalter, Emergency Planner 
T. Lechton, Emergency Planner 
J. Bowman, Emergency Planner 
P. Vitalis, Emergency Planner 
G. Whitman, Quality Assurance Inspector 
W. Morgan, Nuclear Licensing Specialist. 

The above personnel attended the September 3, 1987 exit interview.· 

2.- Licensee Action on Previously Identified Items 

(Closed) Ope~ Item Nos. 237/86009~01 and 249/86011-01: During the 1986 
exercise, excessive time was taken to initiate the assembly and 
accountability of onsite personnel. As indicated in Paragraph Sc of this 
report, the assembly and accountability of onsite personnel was promptly 
ordered after the Site Area Emergency declaration, in accordance with 
procedures. All persons were accounted for within about 30 minutes. 
This item is closed. 

(Closed) Open Item Nos. 237/86009-02 and 249/86011-02: During the 1986 
exercise, poor radiation protection practices were demonstrated reg~rding 
the control of contaminated material and surveying for additional 
contamination around such material. During the 1987 exercise, no 
situations were observed where inplant teams improperly handled simulated 
contaminated material or post accident samples. The teams paid 
appropriate attention to actual posted contaminated areas in the plant. 
This item is closed . 

(Closed) Open Item Nos. 237/86009-03 and 249/86011-03: During the 1986 
exercise, proper dosimetric devices were not issued to emergency response 
team ~embers. · As indicated in Paragraph Sb of this report, the inspectors 
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observed the initial briefings given to a number of inplant teams prior 
to their dispatch from the Operational Support Center (DSC). High range 
pocket dosimeters and self-alarming dosimeters were issued to individuals 
who were assigned to teams whose simulated exposures were expected to 
exceed normal daily limits. This item is closed. 

(Closed) Open Item Nos. 237/8'6009-04 and 249/86011-04: During the 1986 
exercise, improper controller action resulted in advance reporting of 
data and incorrect resolution of an exercise conflict. No instances of 
prompting by the licensee's exercise controllers were observed during the 
1987 exercise. This item is closed. 

3. General 

An announced, daytime exercise of the licensee's Generating Stations 
Emergen~y Plan (GSEP) was conducted at the Dresden Station on 
September 2, 1987. Th~ exercise involved the full participation of 
Grundy County, and the partial participation of the State of Illinois and 
Will County. The exercise tested the licensee's capability to respond to 
a hypothetical accident scenario involving the simulated release of 
radioactive material to the environment. The attachments to this report 
contain the licensee's exercise objectives, scope of participation, and 
the scenario narrative summary and timeline. ·· 

4. General Observations 

a. Procedures 

The exercise was conducted in accordance with 10 CFR 50, Appendix E 
requirements using the GSEP, Dresden Annex to the GSEP, and the 
Station and Corporate organization's Emergency Plan Implementing 
Procedures (EPIPs). -

b. Licensee Response 

The licensee's overall response was coordinated, orderly, and 
timely. Had scenario events been real, actions taken by the 
licensee would have been sufficient to allow State and local 
authorities to take appropriate actions to protect public 
health and safety. 

c. Observers 

d. 

Licensee observers and four NRC observers monitored and 
critiqued the exercise. 

Exercise Critiques 

The licensee held critique~ following the exercise on 
September 2, 1987. The NRC exit interview was conducted 
on September 3rd. A public critique, during which 
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representatives of NRC and FEMA were to present their 
preliminary exercise findings to members of the public; 
was scheduled for September 4th at the Dresden Station's 
Visitors Center. However, since no members of the general 
public were in attendance, the FEMA and NRC representatives 
did not make their presentations to those attending State, 

· county, and 1 i censee representatives who were al ready aware 
of their organizations' evaluations .. 

5. Specific Observations 

a. Control Room 

The Shift Engineei (SE) quickly and correctly classified the Unusual 
Event. At 8:55 a.m., a contingency message was issued to have the 
SE declare an Alert for an Emergency Action Level (EAL) which 
stated that the transformer fire was of a nature such that: "In the 
Shift Supervisor's opinion, safety systems are potentially 
affected. 11 Prior to 8:55 a.m., the SE and St~tion Control Room . 
Engineer (SCRE - licensee's STA) adequately discussed plant systems 
status and the applicability of the aforementioned and another 
potentially applicable Alert EAL. The SE then described to exercise 
controllers and the NRC observers why he felt that neither EAL 
condition was satisfied by simulated plant conditions. The 
inspectors concluded that an Alert declaration was not necessary 
prior to the issuance of the contingency message, based on the 
scenario events prior to 9:00 a~m. 

Initial notification calls to the State and the NRC were verbally 
completed in a timely and adequately detailed manner following the 
Unusual Event and Alert declarations. The SE made those notification 
.calls. The dedicated Nuclear Accident Reporting System (NARS) was 
utilized· to contact appropriate State agencies, with the 
notification messages being documented on NARS forms. Several 
omissions wer~ noted in th~ completion of the forms associated with 
the Unusual Event and Alert declarations. · The times that the State 
agencies were contacted were not recorded on either form. The 
recommended offsite actions and persons contacted were not 
documented on the form associated with the Alert. Also, while the 
NRC Operations Center was adequately informed of plant conditions 
associated with the Unusual Event, the notification message itself 
was not documented. The SE essentially composed the message while 
on the ENS phone by glancing at the NARS form and speaking 
extemporaneously about relevant Technical Specification requirements 
and plant systems status. The ENS call for the Alert declaration 
was simulated. 

Several errors were noted in the Control Room 11 GSEPLog11 maintained 
by the SE. The time that reactor shutdown commenced and the times 
that the State and a corporate duty officer were informed of the 
Unusual Event declaration were all listed as about 15 to 20 minutes 
prior to when these actions were taken by Control Room personnel. 

4 



•• 

b. 

• 

• 

' -:--:.--:;-:--:::-::---;~;:-;-::;- .-:... .. ·.,-;, ;~ ....... :;.·, .:..·.···: .. ··--·-,:.. ..... .-........ -·-.-.-.. ~ __ . .: ........... --~-·-· .... ··"· ... ••' .· - .. 

Control Room exercise participants demonstrated good familiarity 
with relevant EPIPs, Technical Specifications, and abnormal 
operating procedures. The Operations Duty Supervisor reported to the 
Control Room after the Unusual Event, and was adequately briefed by 
the SE. He also provided valuable assistance to the SE by 
participating in several discussions on plant systems status and 
ongoing equipment investigations, keeping the corporate duty officer 
informed of onsite activities, and by initiating the onsite emergency 
organization callout procedure following the Alert declaration. 

Based on the above findings, this portion of the licensee's program 
is acceptable; however, the following items should be considered for 
improvement: 

• Logs and message forms should be complete and accurately 
maintained in the Control Room to improve recoristruction of 
activities and decisions made by onshift personnel. 

• A copy of the NRC's Event Notification Worksheet should be 
utilized by onshift personnel to facilitate communications with 
the NRC Duty Officer, and also to serve as a means of 
documenting the information given to the Duty Officer. 

Operational Support Center (OSC) and Inplant Teams 

The OSC was adequately staffed in a timely manner following the 
Alert declaration. Status boards were effectively utilized to 
record inplant team assignments and task completion status; 
simulated exposure data; and significant scenario events 
information. A Public Address (PA) system was operable to enable 
DSC supervisory personnel to hear PA announcements made in the nearby 
Technical Support Center (TSC). However, some announcements were 
irrelevant to the OSC staff, such as the Station Director's (SD 1 s) 
occasional announcements requesting that certain of his key TSC 
directors come to his workstation to discuss some unspecified 
issues. The OSC was not informed by the TSC that the release had 
been terminated about 25 minutes prior to a two week time jump in 
the scenario. 

Contamination control provisions were inadequately demonstrated 
within the OSC. The two-room facility has multiple doorways to the 
adjacent corridors. While a portal monitor was available for .use 

. near one entrance to the OSC, several returning inplant teams were 
observed to use different entrances to the OSC or to otherwise 
bypass this device. No swipe surveys or air samples were taken or 
simulated within the OSC during facility operation. Had scenario 
events been real, the OSC would likely have become contaminated 
due to the inadequate contamination control provisions demonstrated 
during the exercise. This is an Open Item. (237/87027-01 
and 249/87026-01) 
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Prior to their dispatch, inplant teams were adequately briefed on 
radiation hazards they might encounter while on their missions and 
on exposure limits that had been approved for them. Team members 
were provided with adequate high range dosimetry, including 
self-alarming dosimetry, prior to dispatch and when appropriate to 
their assignments. However, briefings to inplant teams generally 
did not address protective clothing and respiratory protection needs 
that would have been appropriate had scenario events been real. 
Departures and arrivals of inplant teams were not delayed to 
simulate the times personnel would have needed to obtain, don or 
remove protective clothing. Team briefings could have been enhanced 
by the more consistent use of plant layout maps. On one occasion, a 
technician was sent to perform a survey around the Unit 2/3 diesel 
generator room. The technician had difficulty in finding his 
destination, even though he had been briefed on its location 
relative to the OSC. A controller eventually furnished the 
technician with a map, with the concurrence of the NRC observer, so 
that the survey task could be demonstrated at the desired location. 

An inspector accompanied a team which actually collected, 
transported, and analyzed a reactor coolant sample. The team 
consisted of a procedure reader, a sample panel operator, and two 
technicians for sµrveying tasks. The results of the sample analyses 
were available to TSC staff within an acceptable thre~ hours of the 
team's dispatch from the OSC. 

The team demonstrated good health physics practices to minimize 
their exposures while collecting the sample. The sample panel 
operator exhibited good knowledge of the sample collection 
procedure. On one occasion, the procedure reader had failed to read 
the procedure step requiring that the sample vial first be raised 
out of its cask before an attempt was made to inject the sample 
through the septum and into the vial. The operator realized the 
omission and halted his work while the procedure reader corrected 
his error. Had the operator not recognized the omission, 
performance of subsequent procedure steps could have resulted in a 
spill of reactor coolant onto the sample cask and floor of the 
room. 

Inplant maintenance teams were accompanied by RCTs with appropriate 
survey instruments. However, the RCTs did not consistently lead the 
teams while enroute to and from their work locations. As a result, 
too many team members could have received unnecessary exposures had 
the teams entered unexpected high radiation fields. 

In addition to the Open Item, the following items should be 
considered for improvement: 

• The TSC Station Director should ensure that OSC personnel 
receive only relevant information regarding major scenario 
events, including release status. 
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• Briefings to inplant teams should address protective clothing 
and respiratory protection needs, and should more consistently 
incorporate -the use of plant layout maps. 

• Survey technicians accompanying inplant teams should lead the 
teams while going to and from the job site so that total team 
exposure would be reduced, should the team encounter unexpected 
high radiation fields. 

c. Technical Support Center (TSC) 

The TSC was fully operational within about 40 minutes of the Alert 
declaration. Adequate communications were established and 
maintained with the Control Room and later with the EOF. 

Status boards were utilized to trend key plant parameters at 
frequent intervals, display a chronology of major scenario events 
and decisions, and to list the tasks assigned to inplant teams. 
However, status board placement posed a problem to a dedicated 
communicator relaying their contents to the EOF, as TSC staff 
often blocked the communicator's view of one or more boards. Some 
status boards were flip charts, while others were erasable. No 
attempts were made to make a permanent record of information that 
had been posted on the erasable status boards, to enhance the later 
reconstruction of information that had been gerierated in the TSC and 
was available to TSC decisionmakers during the emergency response. 
Also, the status board listing the tasks assigned to inplant teams 
did not indicate the status of the work on the assigned tasks or 
whether a team's efforts had been successful. 

The Station Director (SD) correctly classified a Site Area 
Emergency at about 9:50 a.m. Initial offsite notifications were 
completed in a timely manner. The decision to assemble and account 
for all onsite personnel was promptly made following this 
declaration. Accountability was finalized within an acceptable 
30 minutes. Prior to the simulated evacuation of nonessential onsite 
personnel, the SD and several aides made a good decision to retain 
onsite some additional technicians and supervisory personnel, who had 
not previously staffed an emergency response facility, to further 
augment the onsite emergency organization. The simulated evacuation 
of nonessentials, along an appropriate route, was then ordered and 
would have been completed prior to the radioactive release. 

TSC staff did a good job in interfacing with their EOF counterparts 
in monitoring the gradually increasing containment radiation 
levels. Given the likelihood that plant systems status would not 
improve in the near future while containment radiation levels would 
increase, a conservative decision was made by the EOF's Manager of 
Emergency Operations (MEO), with the SD 1 s concurrence, to declare a 
General Emergency at about 11:10 a.m.-rather than to wait until 
noontime when containment radiation levels were projected to reach 
the EAL setpoint for a General Emergency. 
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Between the Site Area and General Emergency declarations, TSC staff 
composed and transmitted an adequately detailed foilowup message to 
State officials. The message was adequately documente_d. Subsequent 
transfer of offsite notiftcation responsibilities to EOF staff was 
smooth, and certain TSC_staff retained a sufficient awareness of 
initial notification messages to the State that originated in the 
EOF. 

Two offsite survey teams were formed following the Alert 
declaration. The teams were adequately briefed on their roles and 
on scenario events in the TSC by the Onsite Environs Director prior 
to their obtaining and checking survey equipment. The subsequent 
transfer of field team control from the TSC to the EOF environs 
staff was smoothly accomplished by radio. The teams were ready to 
perfor~ field survey tasks prior to the release. 

Based on the above findings, this portion of the licensee 1 s program 
is acceptable; however, the following items should be considered for 
improvement: 

• TSC status boards should be readily visible to dedicated 
communicators and decisionmakers. 

• Permanent records should be made of information plotted on 
erasable- status boards so that a more complete record of TSC 
activities and internal information will be available for later 
evaluation. 

• The status board listing inplant team task assignments should 
also indicate a team 1 s status and whether or not the team was 
successful in completing its task. 

d. Emergency Operations Facility (EDF) 

The EDF was fully operational in slightly less than one hour after 
its activation began. During his initial briefing, the Manager of 
Emergency Operations (MEO) announced that, whenever he was absent 
from the room, the Advisory Support Manager would be in charge of 
the EDF staff. Briefings by the MEO and his support managers were 
timely and meaningful. Several caucuses were held at various times 
to get input from the support managers on plant conditions, 
including the potential for a release to the environment. Some of 
these meetings included conference calls with State and NRC 
officials, who were being simulated by controllers located at the 
licensee 1 s corporate office. These conference calls were well done, 
with appropriate questions being posed by the simulated offsite 
officials. 

Offsite dose assessments were efficiently generated before and after 
the radioactive release. Protective action recommendations were 
correctly formulat~d in accordance with procedures, and included 
consideration of current and forecast weather information and 
evacuation time estimates. The recommendation was appropriately 
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revised soon after a change in scenario wind direction data in order 
to include a new affected sector downwind beyond two miles from the 
plant. · 

The Health Physics Director interacted well with the TSC's Rad/Chem 
Director on such issues as the need to provid~ KI to certain inplant 
teams; the issuance of proper dosimetry to onsite emergency response 
personnel; and the need to begin contacting other licensee plants to 
provide additional RCTs to the emergency response efforts. The 
SPDS/Point History Specialist did a good job in trending appropriate 
plant parameters and in promptly identifying the release path. 

By about 12: 30 p. m., TSC and EOF staffs had re·ceived the analytical 
results. of the reactor coolant and containment air samples. However, 
EOF staff did not attempt to make a preliminary estimate of core 
damage prior to the scenario time jump at 2:00 p.m. Following this 
break in the scenario, the need to estimate the extent of core damage 
was appropriately assigned a high priority during the recovery 
planning discussion. Other appropriate topics that were adequately 
addressed during the recovery discussion included: working with 
Federal and State officials to define the extent of offsite 
contamination and to estimate the integrated radiation exposures at 
various downwind distances; complete detailed onsite surveys; 
investigate the root causes for all equipment failure, and to 
cooperate with NRC personnel performing similar functions; and 
develop plans for drywell entry and cleanup plus reactor coolant 
cleanup. · 

Based on the above findings, this portion of the licensee's program 
is acceptable; however; the following item should be considered for 
improvement: 

• Completion of a preliminary core damage assessment should be an 
objective for EDF staff in the next exercise. 

6. Exercise Scenario and Controller Techniques 

The exercise objectives and entire scenario package were submitted for 
NRC review in a timely manner. The licensee was sufficiently responsive 
to the staff's comments on the detailed scenario. 

The inspectors did not observe any instances where controllers prompted 
players to take actions which they might not otherwise have taken. 
However, there were several cases where Control Room controllers took 
an unnecessarily long six to eight minutes to change reasonable player 
decisions 11 for purposes of preserving the scenario. 11 This caused some 
unnecessary confusion to the players. For example, following the Unusual 
Event declaration the SE ordered a Unit 2 shutdown at a rate of 
200 MWe per hour. A controller eventually revised this to a rate of 
100 MWe per hour to conform to future scenario data. The SE had also 
ordered that the affected i.solation condenser be isolated in accordance 
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with procedures. About eight minutes elapsed before the SE was informed 
that this action had not been successful, with several possible reasons 
being suggested by a controller. 

One of the functions of the controllers accompanying inplant teams was to 
provide them with current radiation level data upon request. In general, 
the controllers made little attempt to inject more realism in the 
transistion from one dose rate area to an adjacent area having a 
significantly different dose rate. Instead, teams were usually given 
changing dose rate information as unrealistic step changes. For example, 
a team within a walkway were told that the dose rates had changed from 
about 5 mR per hour to about 85 mR per hour upon their exiting through a 
glass door. On another occasion, ~ team that was in a simulated 
10 mR per hour field on one side of adoor was told that they were in a 
simulated 5000 mR per hour field just after they had passed through the 
doorway. 

To improve the realism of the scenario, the licensee effectively utilized 
several offsite controllers as a 11 response cel1 11 to simulate information 
requests to the TSC and EOF from the NRC Headquarters Operations Center, 
Region III Incident Response Center, or the appropriate State agencies' 
headquarters. In general, these calls were satisfactorily handled by 
exercise participants, and the desired impact of such calls was 
achieved. 

Based on the above findings, the portion of the licensee's program is 
acceptable; however, the following items should be considered for 
improvement: 

• Controllers should promptly recognize player decisions and actions 
that differ from those anticipated in the scenario, and should be 
ready to offer plausible explanations why the player response should 
be altered. 

• Controllers accompanying inplant teams should be ready to provide 
information on dose rate trends as teams approach or leave inplant 
regions where does rates are expected to change significantly. 

• Controllers simulating Federal and State agency decisionmakers 
should carefully word their information requests such that players 
are not prompted into taking actions they might not otherwise have 
initiated. 

7. Exit Interview 

On September 3, 1987, the inspectors met with the licensee representatives 
listed in Paragraph 1 to present their preliminary findings. The licensee 
agreed to consider the items discussed, and indicated that none of the 
matters discussed were proprietary in nature. 
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September 2, 1987 

OBJECTIVES 
PRIMARY OBJECTIVE: 

Demonstrate the capability to implement the Commonwealth Edison 
Generating Stations Emergency Plan (GSEP) in cooperation with the Illinois 
Plan for Radiological Accidents (IPRA) to protect the public in the event of a 
major accident at the Dresden Nuclear Power Station. 
Demonstrate this capability during the hours to qualify as a daytime Exercise 
in accordance with NRC guidance. 

SUPPORTING OBJECTIVES: 

(3064A) 

1) Incident Assessment and Classification 

a. Demonstrate the capability to assess the accident 
conditions, to determine which Emergency Action Level (EAL) 
has been reached, and to classify the accident level 
correctly in accordance with GSEP. 

(EOF, TSC, CR) 

2) Notification and Communication 

a. Demonstrate the capability to notify the principal offsite 
organizations within .fifteen (15) minutes of declaring an 
accident classification. 

b. 

- (EOF, TSC, CR) 

Demonstrate the capability to notify the NRC within one (1) 
hour of the initial incident • 
- (CR) 

c. Demonstrate the capability to contact_orgat:tizations that 
would normally assist in an emergency, but are not 

·participating in this exercise (e.g., IRPO, M~rray & 
Trettel, General Electric, etc.) 
~ (CR, EOF, TSC) 

d. Demonstrate the ability to provide accurate and timely 
information so that reports may be made to the Emergency 
News Center for Press releases. 
- (EOF, TSC) 

e. Demonstrate the ability to provide follow-up information to 
the State in a timely manner. 
- (EOF, TSC) 

- (Groups that are primarily concerned) 

(Page 1 of 3) 
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DRESDEN 1987 GSEP EXERCISE 
September 2, 1987. 

OBJECTIVES 

Radiological Assessment 

a. Demonstrate the capability to calculate offsite dose 
projections. 
(EOF, TSC) 

b. Demonstrate the capability of Environmental Field Teams to 
conduct field radiation surveys and collect air, liquid, 
vegetation and soil samples, when neeced. 
- (TSC, EOF) . 

c. Demonstrate the capability to conduct in-plant radiation 
protection activities. 
- (OSC) 

d. Demonstrate the ability to perform calculations with 
radiological survey information, trend this information, 
and make appropriate recommendations concerning protective 
actions. 
- (EOF, TSC) 

4) Emergency Facilities 

a. Demonstrate the capability to activate the emergency 
organization and staff the nuclear station emergency 
response facilities in ~ccordance with procedures during 
the daytime. 
- (EOF, TS.C, CR, OSC, and JPIC) 

b. Demonstrate the capability of the Operations Support Center 
to implement proper contamination control, Health Physics 
practices and dosimetry issuance for OSC personnel and 
Maintenance Teams dispatched from the OSC. 
- (OSC) 

c. Demonstrate the capability to provide timely and accurate 
on-site personnel accountability in accordance with 
procedures. 
- (TSC) 

5) Emergency Direction and Control 

a. Demonstrate the ability of the new GSEP Revision 6 
organization to manage and direct a simulated emergency 
Exercise. 
- (EOF, TSC, OSC, JPIC) 

b. Demonstrate the ability of the Directors to manage the 
emergency organizations in the implementation of the GSEP. 
- (EOF, OSC, TSC, JPIC, CR) 

(Page 2 of 3) 
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DRESDEN 1987 GSEP EXERCISE 
September Z, 1987 

OBJECTIVES 

Recovery and Reentry 

a. Demonstrate the capability of the Emergency Response 
personnel to identify requirements, programs, policies 
governing damage assessments and implementation of 
procedures for recovery and reentry. 
- (TSC and EOF) 

(Page 3 of 3) 
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DRESDEN NUCLEAR POWER STATION 
GSEP EXERCISE 

September 2, 1987 

SCOPE OF PARTICIPATION 

The September 2, 1987 Dresden GSEP Exercise is a daytime event to test the 
capability of the basic elements within the Commonwealth Edison Company GSEP. 
The Exercise will include mobilization of CECo personnel and resources 
adequate to verify their capability to respond to a simulated emergency. 

Commonwealth Edison will participate in the Dresden Station. Exercise by 
activating the on-site emergency response organization and the offsite 
e::.ergency response organization, as appropriate, subject to limitations that 
may become necessary to provide for safe, efficient operation of the Dresden 
Station and other CECo nuclear ·generating stations. The Corporate Command 
Center at the General Office in Chicago will not be activated for this . 
Exercise. 

Personnel for the TSC and other on-site participants will be prepositioned 
close to Dresden. The Exercise shift will receive the initial scenario 
information and respond accordingly. 

The Nuclear Duty Person and the balance of the Recovery Group will be 
prepositioned close to Dresden to permit use of Recovery Group personnel from 
distant locations. 

Commonwealth . Edison will demonstrate the capability to make contact with 
----------contractors whose .. assistance would be required by the simulated accident 

situation, but will not actually incur the expense of using contractor 
services to simulate emergency response except as prearranged specifically for 
the Exercise. 

Commonwealth Edison will arrange to provide actual transportation and 
communication support in accordance with existing agreements to the extent 
specifically prearranged for the Exercise. Commonwealth Edison will provide 
unforeseen actual assistance only to the extent that the resources are 
available and do not hinder normal operation of the Company. 

(3166A/l) 
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DRESDEN GSEP EXERCISE 
September 2, 1987 

NARRATIVE SUMMARY 

Initial Conditions [Prior to T = O (0730)) 

The Unit 2/3 Diesel Generator is Out of Service for its' annual inspection 
and due to be returned to service in approximately twelve (12) hours. The 
Unit 2 "B" Operator has reported that the Unit 2 Isolation Condenser water 
level is higher than usual and that banging noises are coming from the 
area. Surveillances on U-2 LPCI, Core Spray, and Containment Cooling 
Service Water pumps are in progress due to the 2/3 Diesel Generator 
outage. Both Units 2 and 3 are operating steady state at approximately 
750 MWe each. For the past several days, nitrogen addition to the Unit 2 
Drywell has been higher than normal. Containment vent or purge valve 
leakage is suspected and investigation is on-going. 

UNUSUAL EVENT [T = 0 to T = 45 (0730 to 0815)) 

While performing the Unit 2 CCSW Pump operability test, a large 
non-repairable leak developes in the core of the "C" CCSW Pump Room 
cooler. Per Technical Specification 3.5.B, this condition defines the ·"C" 
CCSW Pump to be inoperable. This situation requires Unit 2 Reactor to be 
in hot shutdown within twelve (12) hours and cold shutdown within the 
following twenty-four (24) hours per Technical Specification 3.0. An 
orderly Unit 2 Reactor shutdown is initiated. These conditions constitute 
an Unusual Event per EAL #3)(a). 

ALERT CT = 45 to T = 150 (0815 to 1000)] 

_During the reactor shutdown and load reduction, Transformer 22 "B" phase 
bushing fails. This mechanical failure results in a transformer fire and 
subsequent trip. When Transformer 22 trips, all auxiliary power to the 
Unit 2 plant is transferred automatically to Transformer 21. This 
condition· qualifies as an Alert per EAL l/6(B). In addition, the 
transformer fire will be severe enough to require offsi te assistance. 
This is an Unusual Event classification under EAL tl6)(a). Forty-five 
minutes later, at T = 90 (0900), the .following events occur. A damaged 
cable from Transformer 22 falls on the Unit 2 main transformer. The 

. result is a Transformer 2 phase to phase fault and immediate trip. 
Additionally, Unit 2 Turbine and Generator trips and Unit 2 Reactor 
automatically scrams. All normal auxiliary power to Unit 2 is now lost. 
The Unit 2 Emergency Diesel Generator immediately starts due to 
undervoltage on its' emergency bus and closes into the bus. 

At the time of the reactor scram, T = 90 (0900), a hydraulic lock in the 
CRD System prevents all the control rods from fully inserting. Attempts 
to manually scram the reactor from the Control Room are not successful. 
The APRMS indicate reactor power to be > 40%. The failure to scram, 
(ATWS) is an Alert per EAL #3)(C). 

(3142A/l/) 
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DRESDEN GSEP EXERCISE 
September 1 2, 1987 

NARRATIVE SUMMARY 

SITE EMERGENCY [T = 150 to T = 230 (1000 to 1120)) 

Drywell pressure increases due to the loss of the dryWell coolers. At 
2 psi. drywell pressure, the LPCI and Core Spray pumps start but do not 
inject. Shortly after the Unit 2 Die~el Generator has picked up the LPCI 
and Core Spray pumps, a Unit 2 Diesel Generator Hi Coolant temperature 
alarm is received. The cause of the coolant high temperature cannot be 
readily corrected. The continued operation of the Unit 2 Diesel Generator 
in this condition, forces it to be shutdown to prevent its total failure. 
When the drywell pressure had reached 2 psi, HPCI had attempted to inject 
water into the reactor, however, it tripped at 800 RPM. Low oil pressure 
on the HPCI Auxiliary Oil Pump will prevent HPCI's operation. The reactor 
water level will continue to decrease due to no make · up water being 
available. At -59" reactor water level, a Group I Isolation will occur. 
The relief valves will then cycle to control the reactor's pressure. The 
"B" electomatic relief valve will stick open and in addition will have a 
leak in its discharge tailpipe. This condition wi · 1 accelerate the rises 
in drywell pressure and radiation levels. By l = 150 (1000), drywell 
radiation will have increased to 400 R/hour. This is a Site Emergency 
classification per EAL #ll)(b). 

During this time frame, with reactor power >6% and torus water temperature 
approaching 110°F, procedures will require that Stand-By Liquid. Control 
i~ to be injected. SBLC is initiated, however, it fails to inject because 
the squib valves will not fire. 

GENERAL EMERGENCY [T = 230 to 390 (1120 to 1400)) 

Containment radiation levels continue to increase. At T = 230 (1120), the 
Reactor Operator notices that DW Vent Valve 2-1601-23 is showing a dual 
indication and that the drywell radiation level has reached 2000 R/hour. 
A General Emergency is declared based on EAL #ll)(b). At T = 290 (1220), 
the Reactor Operator notices that vent valve 2-1601-24 is also showing a 
dual indication. Drywell pressure, causing leakage past the vent valves 
initiates the open release pathway to the environment through the Standby 
Gas Treatment System. During this time frame, HPCI is eventually 
succ -'Ssfully injected and Control Rods are inserted thus shutting the 
reac~or down. By T = 365 (1335), drywell pre3sure has decreased 
significantly, allowing· the "Vent valves to reseat, thus terminating the 
rele·se pathway. 

RECO\i"ERY [T = .:90 .to T = :;20 (lt,QO to 1430)] 

At T = 390 · (1400), a two (2) week time jump occurs. The Reactor is in 
Cold ':'-hutdown with all rods fully inserted. Containment radiaton ).evels 
have substantia~ly decayed off. Repair work is still underway on 
Transformer 22 and adequate temporary auxiliary power has been established 
on Unit 2. The Unit 2/3 Diesel Generator has been successfully returned 
tc service and the Unit 2 Diesel Generator cooling problems have been 
found and corrected. The "C" CCSW Room cooler is replaced. A through 
investigation for the ~RD System hydraulic lock is ongoing. 

(3142A/2/) 
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DRESDEN GSEP EXERCISE 
September 2, 1987 
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T = 45 (0815) 

T = 55 (0825) 

T = 90 (0900) 

T = 95 (0905) 

T = 110 (0920) 

T = 150 ( 1000) 

T = 230 ( 1120) 
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T = 365 \ 1335) 

T = 390 (1400) 
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SUMMARY OF MAJOR EVENTS 

Exercise Ground Rules 

Initial Conditions • 2/3 D/Generator Out Of Service 
• U-2 LPCI, C/S, CCSW Surv. in progress 
• N2 addition > nonna 1 
•!sol. Condenser tube leak 

11 C11 CCSW Room Cooler leak/Reactor SID required (U.E. per EAL. #3)(a) 

TR-22 Fire/Offsite assistance required (U.E. per EAL #6)(a) 

TR-22 Trips/Aux. Power X-fers to TR-21 (ALERT per EAL #6)(b) 

TR-2 Trips/Reactor ATWS/HPCI fails to inject (ALERT /per EA'.. #3)(c} 

GRP I Isolation/Isol. Cond. must be isolated/U-2 DIG will fail 

11 811 ERV sticks open, has tailpipe leak/No Reactor water make-up avail. 

OW Radiation > 400 R/hr (S.E. per EAL #ll)(b) 

OW Radiation > 2000 R/hr (G.E. per EAL #ll(b} 

All rods inserted 

HPCI repaired and restoring Reactor water level 

Release starts/OW Pressure causes leakage past vent valves 

Release pathway terminated/OW pre sure decreased significa·tly 

Two week time jump occurs 

TERMINATE THE EXERCISE 

RECOVERY 

I 
T=390 T=42;) 
( 1400) ( 1.1:: = 


