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SUMMARY
Inspection on December 17, 1981
Areas Inspected

This routine, announced inspection involved 126 inspector-hours on site in the
area of a radiological emergency exercise,

Results

There were no violations or deviations identified in the area inspected,
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REPORT DETAILS

Persons Contacted
Licensee Employees

*C, C. Mason, Plant Superintendent

*W, T. Cottle, Assistant Plant Superintendent (Operations)

*J. W, Doty, Assistant Plant Superintendent (Maintenance)
J. McGriff, Assistant Plant Superintendent (Health and Safety)
J. T. Crittenden, Chief, Public Safety Service
L. Noble, Operations Supervisor

*W. W, Kinsey, Engineering Supervisor

*R, J. Kitts, Health Physics Supervisor

*C., E. Kent, Jr,, OCH&S Health Physicist

*B, Marks, Project Engineer

*W, J. Milsap, OCH&S Health Physicist
J. A, Thomas, Lt,, Public Safety Service

Other licensee employees contacted included several craftsmen, technicians,
operators and security force members,

NRC Resident Inspector

*E. J. Ford, Senior Resident Inspector
S. L. Butler, Resident Inspector

*Attended exit interview
Exit Interview

The inspection scope and findings were summarized on December 17, 1981 with
those persons indicated in paragraph 1 above,

Licensee Action on Previous Inspection Findings

Not inspected,

Unresolved [tems

Unresolved items were not identified during this inspection,

Exercise Scenario

The scenario for the radiological emergency exercise was reviewed in advance
of the scheduled exercise to verify that the requirements of 10CFR-

50.47(b)(14), 10CFR50, Appendix E, paragraph IV.F, and specific criteria of
NUREG 0654, Section N,3 were met,
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The exercise scenario was developed primarily to cover those functions of
the onsite emergency organization which were not demonstrated during the
exercise conducted July 7 and 8, 1981, The exercise started with the
discovery and activation of an explosive device which caused equipment
damage and personnel injury., This was the basis for the activation of the
accountability and evacuation procedures,

A leak of reactor coolant in Unit 1 caused a liquid and gaseous release in
the containment building, and a subsequent airborne release through the
shield building vent, This exercise escalated to no higher than an ALERT
condition, The scenario for this radiological emergency ectercise when
combined with the exercise conducted July 7 and 8, 1981, appears to meet the
above requirements,

Assignment of Responsibility

This area was observed to determine that primary responsibilities for
emergency response hy the licensee have been specifically established and
that adequate staff is available to respond to an emergency as required by
10CFR50,47(b) (1), 10CFR50, Appendix E, paragraph IV.A, and specific criteria
in NUREG 0654, Section II,A,

The inspectors verified that specific assignments had been made for the
licensee's onsite emergency organization as specified in the TVA Radio-
logical Emergency Plan for the Sequoyah MNuclear Station, The inspectors
verified that there were adequate staff available to fulfill the emergency
functions required by the plan,

Based on the above findings, items 50-327/81-26-01 and 50-328/81-32-01 are
closed,

Onsite Emergency Organization

The licensee's onsite emergency organization was observed to determine that
the responsibilities for emergency response are unambiguously defined, that
adequate staffing is provided to insure initial facility accident response
in key functional areas at all times, and that the interfaces among various
onsite response activities and offsite support activities are specified as
required by 10CFR50,47(b)(2), 10CFRS0, Appendix £, paragraph IV.A, and
specific criteria in NUREG 0654, Section 11.B.

The inspectors noted that the initial and augmented onsite emergency
organization was well defined and that adequate staff was available to fill
key functional positions as described by Section 4 of the Sequoyah
Radiological Emergency Plan, Nffsite participation was limited to
communications 1involving the Operations Duty Specialist at the Central
Emergency Control Center (CECC) in Chattanooga.

Based on the above findings, items 50-327/81-26-02 and 50-222/81-32-02 are
closed,
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Emergency Classification System

This area was observed to determine that a standard emergency classification
and action level scheme is in use by the nuclear facility licensee as
required by 10CFR50,47(b)(4), 10CFRS0, Appendix E, paragraph IV.C, and
specific criteria in NUREG 0654, Section II,D.

The inspectors observed that the emergency classification system was in
effect as stated in Section 5 of the Radiological Emergency Plan and in
Implementing Procedures SON-IP-1 through 5, The system appeared to be
adequate for the classification of the simulated accident and the emergency
procedures provided initial and continuing mitigating actions taken during
the simulated emergency. The inspectors had no further questions in this
area,

Notification Methods and Procedures

This area was observed to determine that procedures had been established for
notification by the licensee of State and local response organizations and
emergency personnel, and that the content of initial and followup messages
to response organizations has been established as required by 10CFR-
50.47(b?(5). 10CFR50, Appendix E, paragraph IV.D, and specific criteria in
NUREG 0654, Section II.E,

The 1inspectors observed that notification methods and procedures have been
established and were used to provide information to the Operations Duty
Specialist, Since only the onsite organization was being exercised, the
Operations Duty Specialist was not actually required to make the notifi-
cations, The inspectors had no further questions in this area.

Emergency Communications

The area was observed to determine that provisions exist for prompt
communications among principal response organizations and emergency
personnel as required by 10CFR50,47(b)(6), 10CFR50, Appendix E, paragraph
IV.E, and specific criteria in NUREG 0654, Section II.F.

Onsite communications were observed and were considered adequate, Offsite
communications to the Operations Duty Specialist at the CECC in Chattanooga
appeared to be adequate, The communications link between the CECC and
offsite agencies was not activated during the exercise, [Under the TVA
concept of operations all communications from the Sequoyah Site are directed
to the CECC, which in turn maintains offsite communications links with the
appropriate State, local and Federal agencies. These offsite communications
links were observed during the previous exercise, The inspectors had no
further questions in this area,
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Emergency Facilities and Equipment

This area was observed to determine that adequate emergency facilities and
equipment to support an emergency response are provided and maintained as
required by 10CFR50.47(b)(8), 10CFR50, Appendix E, paragraph IV,E, and
specific criteria in NUREG 0654, Section II.H.

a,

C.

Technical Support Center (TSC)

The TV camera in the Control Room was not effective in providing
information to the TSC, A licensee representative stated that an
alternate method of providing Control Room parameters to the TSC would
be implemented,

The status boards used in the TSC were inadequate, The licensee
identified this problem during the exercise critique and stated that
the boards would be upgraded.

An NRC representative discussed NRC workspace and equipment with a
licensee representative, The licensee stated that a private room with
a speaker phone and status boards will be provided for NRC personnel,

The above items will be reviewed during a subsequent inspection,

The open item concerning upgrading the TSC from a previous inspection
(50-327/81-26-05; 50-328/81-33-05) remains open, Some improvement in
the TSC has been accomplished; however, the arrangements for NRC space
and equipment noted above have not been completed,

Operations Support Center (0SC)

The individual designated to be in charge of the 0SC operated in the
ECC during the exercise, As a result, OSC accountability was difficult
to determine and maintain, Three different persons were apparently
dispatching teams without coordinating with each other, One individual
in the 0SC needs to be in charge (50-327/81-40-01; 50-328/81-49-01).
Teams being dispatched were not briefed on radiological and other plant
conditions before dispatch (50-327/81-40-02; 50-328/81-49-02)., Bomb
search teams did not appear to be familiar with bomb search techniques.
The licensee identified this problem during the critique and stated
that local police and military expertise would be used in this area.
The inspector noted that the Plant procedures need to be revised to
identify assistance available in this area., These above areas will be
reviewed during a subsequent inspection,

Emergency Control Center (ECC)
There were no status boards or trend displays available in the ECC,

The licensee identified this problem in the critique, A licensee
represenitative stated that because of the location of the ECC, in the
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Control Room area, large status boards could not be used, The licensee
is considering the use of small status and trend displays. This area
will be reviewed durin; a subsequent inspection,

Accident Assessment

This area was observed to determine that adequate methods, systems and
equipment for assessing and monitoring actual or potential offsite
consequences of a radiological emergency condition are in use as required by
10CFR50,47(b)(9), 10CFR50, Appendix E, paragraph IV.B, and specific criteria
in NUREG 0654, Section II.I,

Initial dose assessment by Control Room personnel appeared to be adequate to
classify the emergency. Long term dose assessment was not observed since
the Muscle Shoals Emergency Control Center (MSECC) was not activ:ted, Dose
assessment at MSECC was observed during the previous exercise (OIE Report
No, 50-327/81-26; 50-328/81-33).

Post-accident samples were obtained within a reasonable time; however, the
technicians appeared to be wunfamiliar with the Sampling and Analysis
Procedure (TI-66). The Health Physics Technicians accompanying the Sampling
Team did not appear to be familiar with their responsibilities under the
procedure (TI-66) in providing advice on radiation levels and dose
commitments, There also did not appear to be any one individual in charge
to make decisions for the team, In the lab, the shielding of the hood did
not seem to be adequate for the radiation levels of the simulated sample.
The above problems were identified by the licensee during the critique, A
licensee representative stated that training and familiarization with the
procedure would be provided for applicable personnel,

In-plant radiation monitoring was performed in a satisfactory manner, The
inspectors had no futher questions in this area,

The Offsite Monitoring Team was directed to monitor various locations on
plant property outside the Protected Area. A ten minute delay was
encountered at the security gate due to the need for a radiological
clearance and material pass for the team's equipment, The Tlicensee
identified this problem during the critique and stated that it will be
corrected, Sampling was done in accordance with procedure MSECC [P-9,
Analysis of airborne particulate was also done in accordance with this
procedure, Analysis of airborne iodine concentration was done in accordance
with instructions printed on a worksheet, The iodine analysis should be
made part of a procedure (50-327/81-40-03; 50-328/81-49-03). The weather
was rainy and the monitoring tcam did not have any means of protecting the
air sampler filters and cartridges from the rain, This could have caused
considerable error in the evaluation of airborne radioactivity concentra-
tions, A licensee representative stated that this matter would be looked
into for possible methods of resolution (50-327/81-40-04; 50-328/
81-49-04), The filter cutter used to cut a 2-inch circle out of the 4-inch
particulate filters was unwieldy and difficult to handle., Techniques used
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Medical and Public Health Support

This area was observed to determine that arrangements are made four medical
services for contaminated injured individuals as required by 10CFR-
50,47(b)(12), 10CFR50, Appendix E, paragraph IV.E and specific criteria in
NUREG 0654, Section II.L.

The medical measures used in emergencies are specified in the Emergency
Plan, paragraphs 6.5 and 7.1.7, and in Procedure IP-10, There appears to be
no procedural guidance provided or actions to be taken by Public Safety,
EMT, and Health Physics personnel to expedite the onsite evacuation of
injured personnel, However, even without this ouidance, the ambulance was
able to leave the protected area without delay. The medical team appeared
to be well-trained and effective at their job, The inspectors had no
further questions in this area,

Radiological Emergency Response Training

This area was observed to determine that radiological emergency response
training is provided to those who may be called on to assist in an emergency
as required by 10CFR50,47(b)(15), 10CFR50, Appendix E, paragraph IV.F, and
specific criteria in NUREG 0654, Section II.0,

As discussed in the above paragraphs, there were several instances in which
personnel of the emergency response organization did not appear to have a
good understanding of their functional responsibilities within the
organization., This appeared to be the result of inadequate training and
some procedural deficiencies, primarily in the area of fpost accident
sampling., These problems are discussed in paragraph 12,

Followup on IE Bulletin 79-18

During the exercise, it was noted by the inspectors that the emergency alarm
could not be heard in at least one area of the plant, Audibility of
emergency alarms was discussed with licensee personnel, A licensee
representative stated that since neither Unit was licensed at the time the
Bulletin was issued, it was sent for information only, A survey had been
performed within the plant and some areas were identified where the alarm
could not be heard; however, the survey was conducted prior to full
operation of both units. The licensee committed to perform another survey
to identify and correct any identified problems (50-327/81-40-06;
50-328/81-49-06), This area will be reviewed during a subsequent inspec-
tion.

Exercise Critique

The licensee's critique of the emergency exer ise was observed to determine
that deficiencies identified as a result of the exercise and weaknesses
noted in the Tlicensee's emergency response organization were formally
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presented to licensee management for corrective actions as required by
10CFR50,47(b)(14), 10CFR50, Appendix E, paragraph IV,.F, and specific
criteria in NUREG 0654, Section II,M,

A formal TVA critique of the emergency exercise was held on December 17,
1981 with controllers, key exercise participants, licensee management and
NRC personnel attending, Deficiencies and weaknesses in the emergency
preparedness program, identified as a vresult of this exercise, were
presented by licensee personnel during the critique, Followup of corrective
actions for the TVA identified deficiencies and weaknesses will be
accomplished through subsequent NNC inspections,

Report of Federal Evaluation Team

The report of deficiencies noted by the Federal Evaluation Team (Regional
Assistance Committee and Federal Emergency Management Agency Region IV
staff) concerning the activities of offsite agencies during the exercise
held July 7-8, 1981, is included as an attachment to this report,
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Colonel Lunene . Tenno

stete vircceor

Tennessee weri ey anduviuent /o ency
241 S3acu urive

asiiville lennessee o/206

Dear Lolonel Tanner.

I ne 1bll;u;L, gcifciencies were notcd during RAC IV/FE W staff particioetion
in enu eveluwation ot the Sequoyah ‘wuclear Power Plant exercise July 7-¢, 16G:].

General (oiv.ents.

1. Tiwe (COT vs. EOUT) caused problens thrcushout the exercise.

€. There vas coniusion on wind direction as it affects uluiwe travel. fir
decision should te nade on usin, wind direction “frow” or "to' in future
cxrercises.

specific Coinents

b. Lotirfcation and 7lerting of Staff

Auequate.

2. totification and Alertin; of the Fublic

The wernin, systes utflizec in this exercise aid not meet the requirenents of
94,

3. External Coiwmunications Capability Zetween Sites

Lamunications break-cowns with Bradley County auring the exercisc caused
Jelays in nessaye transiission.

Therc were scveral instances where nessages were garbled in transiission
causiny figures to be reported in error and unit terms to be confused.
Trainin, shoulc be conductec to famfliarize both operations and comwunica-
tions personnel with the appropriate terminologies used in these operations.

4. LtuC Facility

The vradley County LUC needs fuprovesents in space, ventilation, and
conunicetions.
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115 on S¢.€ phiongs were Cisconnected in the FLC causing calls to 18s7u
vhen flashin, 11_nts were not noticed.
The FUC status bourds were not updated to reflect the current sftuation as
5.03 A, 7/6 when the exercise resuned,
THe .luie was not nlotted on the FCC waps.

goausty of Statft
£Cusiehv @ review of staffing over a sustained period.
/. Facility s zcess/uontrol
The functions of security and dosimetry should be separatec.
S. oupport by nesponsible Elected or Appointed Officials
.’u(;'iuill.(_.
S. uJirection and Control
v webers ot the tripartite o erated rroc the CECC which liodtew their
ebility to Tunction by reoving the. tTro. lunediate end airect contact with
their support starf and thus hampered the Cirection and Control function of
tiie State tuC.
There was a lack of infonuation exchange between Hamilton and Bracley County
LOC's ana the State £OC in nashville. Coordination between the State EOC
anc the FLC was Tackin: at times. Delays were experiencec in fuplesenting
decisions because of liwited information.
uirection and control of monftoring tears needs improverent in these areas:
. Pre-assiyment briefinys were not complete in that expected exposure
rates, tyres of release, plant conditions, wissfon exposure 1inits and
recoanended protective neasures were not discussed.
b. lonitore Jdid not refer to nor follow SUP's.

¢. backup wonitoring teams were not assigned to assist teaus following the
pluae.

d. Assiyned monitorin, team identification numbers ai< not follow the SOP.
10. Coordination

The State LUC/TCC relationship and functions should be better defined. At

tines inforuation by-passed the FCC as {1t went from State to lo.al covernuents.
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The FCL dlu not rocetive pross releases froe the CECC or thc State LOC.
There vere no arrsn o ents cude for rress briefings at the FCC.

13. sccfaent /ssessient

| Radiclogical tea o were not instructec nor did any teams conduct monitoring
! en route W opre-desionates vonitoring points.

Tew. wenbars vwere not 2tkec for personal exposures durin, uissions.
VA anu Rad healtn usea dirferent population dose projection models which

created @ significent uirference in projected exposures offsite. Field
monftoring data was not uyseu for verification of projections.

Use of Public Lervice Co ission personnel as menbers of wionftorinc tears
was juod. 1nis ce,ciility anu trained resource can be frziediately utilfzed
wnen needed anu snoulu be further explored.

14. Protective sctiors

reosons for evecuation ana sheltering cecisions were not iace clear to
field locations.

Shelter personnel should Le aware of decontamination procedures. Plans
should Le developed for fuplementation of decontamination as a protective
action for snelterees.

Evacuation was ordered for sone areas where monitoring teams were reporting
background reacings only.

15. Exposure Control

The decision to auwsinister potassium fodide was not explained satisfactorily
at a1l field locations.

becontauination stations and procedures to be followed for personnel and
ejeryency vehicle decontanination were not established during the exercise.

16. Recovery ana Re-entry

Auch work ang plannin, raiains to be done in the areas of recovery and re-
| entry.

17. Adequacy of the scenario to Test the Plan

Deviation fron the senario caused much confusion for exercise observers and
staff altke.
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