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APPENDIX B

U.S. NUCLEAR REGULATORY COMMISSION
OFFICE OF INSPECTION AND ENFORCEMENT

REGION IV

Report No. 50-285/81-19

Docket No. 50-285

Licensee: Omaha Public Power District
1623 Harney Street
Omaha, Nebraska 68102

Facility Name: Fort Calhoun Station

Inspection at: Fort Calhoun Station, Blair, Nebraska

Inspection Conduc+ad: July 20-23, 1981

Mr /6//3 /f/Inspector: -

Charles A. Hackney, Emergency Qfordinator, Region IV ' Date

Accompanying Personnel: D. M Rohrer C. Wisner
J. Hickman D. Kelley
T. H. Essig S. C. Hawley
H. M. Hawkins L. A. Yandell
U. Duvernoy J. T. Collins

Approved by: s [ [d/wd /t[J/ f /
;7ohn T. Collins,~ Deputy Director, Region IV 'Date

Summary

Inspection Conducted During Period of July 20-23, 1981 (Repo-t No. 50-285/81-19)

Areas Insoected: This routine, announced inspection of Fort Calhoun Station
involved 286 inspection hours which includes onsite inspector hours for the
emergency exercise and coordinated meetings with the Licensee, and the Federal
Emergency Management Agency, State and local agencies.

Results: During this inspection it was found that certain of your activities
were not conducted in full compliance with NRC requirements.
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1. The licensee shall demonstrate that the State / local officials have the
capability to make public notification promptly on being informed by
the licensee of an emergency condition.

Contrary to the above, on July 22, 1981, during an emergency exercise, the
licensee did not demonstrate a means for prompt notification to the
public in the 10 mile EPZ.

2. The emergency action levels shall be based on in plant conditions and
instrumentation in addition to onsite and offsite monitoring.

'

Contrary to the above, on July 22, 1981, during an emergency exercise, the
offsite monitoring teams did not demonstrate their ability to locate the
plume and perform radiological assessment.
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DETAILS

1. Persons Contacted

Licensee Personnel,

S. C. Stevens, Manager Fort Calhoun Station
B. J. Hickle, Chemistry / Radiation Protection Supervisor
J. J. Fisicaro, Supervisor-Administrative Services and Security
F. Franco, Emergency Coordinator
T. L. Patterson, Licetising Administrator
R. L. Jaworski, Section Manager-Technical Services
R. L. Andrews, Section Manager-0perations
W. Jones, Division Manager-Production Operations
K. Morris, Manager-Administrative Services
F. A. Thurtell, Division Manager-E&RA

2. Other Organizations

H. Pickering, Federai Ersergency Management Agency
F. Laden, Nebraska Civil Defense Haadquarters
E. Binder, Director Nebraska Civil Defense

3. Entrance Interivew

The entrance interview was conducted on July 21, 1981, with the Station
Manager.

4. Exit Interview

The inspection scope and findings were summarized on July 23, 1981.

5. Licensee Action cn Previous Inspection Findings

Not Inspected

6. Unresolved Items

Unresolved items were not identified during this inspection.

7. Violations

Two violations of 10 CFR 50 Appendix E were identified.

8. Operations Support Center (OSC)

The NRC Inspectors noted that the OSC was not activated ano manned during
the exercise.
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9. Control Room

In order to maintain safe operating conditions for the station, an extra srift
of operations personnel was used for this emergency exercise.

The control room personnel, upon notification of the different changes in simu-
lated opecating conditions, responded in a very efficient manner. It was noted
by the NRC Inspectors that there was minor confusion at the beginning of
the exercise. As the scenario progressed, there was a concentrated effort
by the operations personnel to reach a safe shutdown condition. It be-
came obvious to the operations personnel that the licensee referee was going
to block the operators efforts, however, operations personnel continuously
attempted to solve the abnormal conditions.

It was noted by the NRC Inspectors that radiological monitoring equipment
is not available in the control room that would indicate radiological
conditions during an accident; e.g., continuous air monitor with audic
and visual alarm or gamma monitor with audio and visual alarm.

Communications were adequate in the control room for this accident scenario.

It was noted by tne NRC Inspectors that there is no continuity for going
through the operating procedures, to the abnormal operating procedures, to
the Emergency Implementing Procedures.

10. Technical Support Center (TSC)

The Technical Support Center was adequatel3 manned during the emergency
ext cise according to the licensee's ph ,. The TSC staff supported the
control room and enlisted the aid of Combustion Engineering for their ,

support. It was noted by the NRC Inspectors that the television display
system used for displaying plant conditions was not working properly.

The NRC Inspectors noted that the main conference room did not have direct
communications with the control room. During the exercise, TSC personnel
had difficulty in communicating with the control room. It was noted by
the NRC Inspectors that the TSC does not meet the same habitability criteria
as the control raom. It was noted that the TSC did not have gamma and
radioactive air monitors that would indicate increases in radioactivity
anJ would indicate exceeding preset levels with auaio and visual alarms.

11. Emergency Operations Facility (EOF)

It was noted by the NRC Inspectors that the dose assessment area did not
have an area map which extends past a four mile radius. The Emergency
Planning Zone (EPZ) is defined in 10 CFR 50.47 (c.)(2.) as, " Generally, the
plume exposure pathway EPZ for nuclear power plants shall consist of an
area about 10 miles (16 km) in radius and the ingestion pathway EPZ shall
consist of an arer about 50 miles (80 km) in radius." The four mile
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radius map is too small for locating geographical areas which may be impacted
due to gaseous releases from the plant past the four mile radius. It was
also noted that there were insufficient visual aids to provide historical
and updated data for dose assessment and projections. It was noted that
the dose assessment calculations were taking considerable time to finalize
and information was coming much faster than calculations could be com-
pleted.

It was noted by the NRC Inspectors that some equipment had been pre-
positioned prior to the exercise which detracts from indicating that the
licensee is always prepared for an emergency.

The EOF was crowded and could not have accommodated additional personnel;
e.g., Federal, State and local. As noted in NUREG-0696 4.1, "When the
EOF is activated, it shall be staffed by licensee, Federal, State, local
and other emergency personnel designated by the emergency plan to perform
these functions." There were no provisions for the news media in the
EOF, however, there was a news center located in Omaha, Nebraska for
coordinating site activities with the news media.

It was noted by the NRC Inspectors that the decontamination shower drain
located in the EOF is not routed to the plants radwaste system, instead,
the water is routed directly to sewage. The sewage is routed to retention
ponds onsite and is not monitored for radioactivity. Consideration should
be given to routing the shower drain to radwaste or routing drain to a
retention tank for disposal in radwaste.

It was noted by the NRC Inspector that following the extraction of a
primary reactor coolant sample, that this sample was brought to the EOF.
The primary coolant sample was reported as going to Cocper Nuclear Station
for analysis.

12. Offsite Environmental Monitoring

The licensee did not collect water, grass, or aquatic samples during L...=

|
exercise.

13. Offsite Radiological Monitoring

i It was noted by the NRC Inspectors that the offsite radiological monitoring
teams had numerous problems associated with equipment:

'

| (a) Particulate filters did not fit the air sampler and had to be

f cut to fit while in the field.

(b) SAM-2 and air sampler could not be operated simultaneously.
;
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(c) Personnel were not aware of warm up requirement for SAM-2,
consequently, erroneous readings were experienced until the
equipment stablized.

(d) The monitoring team had problems with establishing and adjusting
air flow for the air sampler.

It was noted that the monitoring teams did not take readings from the vehicle
ir transit to their initial sampling point, and did not take readings during
the time the team went from the initial sampling point to a new sampling
location. It was noted that the monitoring team did not locate the simu-
lated plume. 10 CFR 50 Appendix E.IV.8. states, "The emergency action
levels shall be based on in plant conditions in addition to onsite and off-
site monitoring."

It was noted by the NRC Inspectors that the offsite monitoring team did not
have any respiratory equipment available. The offsite monitoring team did
not have sufficient supplies to continue radioactive air sampling for offsite
dose assessment and had difficulty in communicating via radio to the EOF due
to otaer company personnel using the same radio frequency. The offsite
monitoring teams must be able to communicate to the EOF without having
to compete with nther outside personnel.

14. Fire and Personnel Rescue

The scenario for this exercise did not include a fire exercise.

The scenario did include an accident burn victim. The scenario called
for a team to be dispatched to manually terminate flow due to excessive
letdown. It was noted by the NRC inspectors that initial entry into the
Auxiliary Building was made by one person. The individual was not carry-
ing any portable radiation monitoring equipment. During abnormal operat-
ing conditions plant procedures must reflect pre-entry health physics
monitoring and must have a health physics representative with emergency
personnel inside the potential radiation areas. The team was dispatched
to Room #13 to shut off a valve. However, they went to Room #12 to shut
off the valve. It was noted that at least one person did not have the air
supply hose connected to the regulator on the self contained air system.

It was noted that the person reporting the burn accident and valve status
to the control room could not talk through air mask on the Gai-Tronics.
The operator finally had to remove his hood and mask in order to converse
with the control room. It was also noted that the operator had difficulty
in finding tools to work with and had to remove his loves to perform
certain tasks.
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15. Scenario

The scenario was not written to fully exercise the response capabilities
of the plant staff or the State and local personnel. The licensee did not
demonstrate the capability existed for alerting and promptly notifying
the public pursuant to 10 CFR 50 Appendix E.D.

It was noted during the observer's critique that several people attending
this meeting were assigned as participants for the exercise.

The scenario compressed many activities into a short time frame. Future
,

scenario developers should consider the logistics involved in getting all
facets of the offsite response organizations together and functioning.

The NRC Inspectors noted that the scenario called for several people to
evacuate the Auxiliary Building with gross body contamination. The NRC
Inspectors noted that this part of the scenario was not completed. No
contaminated personnel were observed evacuating the Auxiliary Building.
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