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Inspection Summary

Inspection Conducted During Period of May 18-20, 1982
(Report No. 50-313/82-11 and 50-368/87- )

Areas Inspected: This routine, announced inspection of the licensee's per-
formance and capabilities during a full-scale exercise of their emergency
plans and procedures involved approximately 400 inspection hours. This
included: review of the a?propriate licensee documents; observation of the
actual performance of the licensee during the exercise; observation of the
licensee's internal self-critique; and the conduct of meetings and briefings
with the licensee, the Federal Emergency Management Agency, State, and local
agencies.

*PNL Pacific Northwest Laboratory
*XHARC Human Affairs Research Center
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Results: Within the areas inspected, no violations or deviations were identi-
fied. However, throughout this report, sgecxfic open items are identified
where expeditious corrective actions by the licensee siould be implemented or

where the licensee should consider corrective actions in the normal course of
improvements to their emergency plan procedures. The Ticensee is expected to
respond in writing to each of these open items.
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DETAILS

Persons Contacted

Licensee Personnel

Cavanaugh III, Senior Vice President, Energ% Supply
Griffin, Assistant Vice President, Nuclear Operations
Levine, General Manager, ANO :
Rueter, Director, Technical and Environmental Services
Sikes, Director, Fossil Operations

Cogburn, Duty Emergency Coordinator

Purpose of Inspection

The purpose of this inspection was to observe the licensee's onsite and
corporate emergency organizations, emergency response facilities, and the
licensee's interface with other emergency response organizations nursuant
to 10 CFR 50, Appendix E.

Entrance Interview

The entrance interview was conducted on May 18, 1982.

Exit Interview

The exit meeting was held on May 20, 1982, at the Arkansas Nuclear One
Station near-site Emergency Operations Facility auditorium. The meetina
was conducted by Mr. David M. Rohrer, Emergency Preparedness Analyst, NRC
Headguarters Office of Inspection and Enforcement, representing
Mr. Jehn T. éollins, Regional Administrator of NRC, Region IV. Mr. Rohrer
was assisted by Mr. Charles A. Hackney, Emergency ﬁreparedness Analyst,
NRC, Region IV, and by the inspection team of which Mr. Rohrer was the
team leader. The licensee was represented by Mr. William Cavanaugh III,
Senior Vice President for Energy Supply, and his staff. The licensee was
?iven a summary of the inspection team's observations and comments on the
icensee's conduct during the emergency exercise.

Licensee Action on Previous Inspection Findings

Not inspected.
Violation
No violations were identified during the exercise.

General Observations and Comments

The irspection team noted that a great amount of work had been expended by
the licensee in developing and coor“inatinﬁ the scenario used for the
exercise. While tha scope and intent of the scenario were both generally
adequate, the inspectors did observe specific areas where the level of
detailed information provided by the controllers to the participating
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There was too much prompting of the players by the licensee
controllers. (313/8211-18; 368/8209-18)
There was not adequate and real-time radiation dosimetry coverage
for either the TSC facility or the people in it. The Continuous
Air Monitor (CAM) was moved away from the TSC because it was too
noisy. Some TSC staffs were not provided with adequate dosimeters
(e.g., some received no dosimetry and no TLD dosimetry was
provided). (313/8211-19; 368/8209-19)
The TSC personnel were not adequately trained in the use of the
communication equipment in the TSC. (313/8211-20: 368/8209-20)

Meteorological i:f rma t*’ was not available for the TSC person-
nel to use in their dose calculations. (313/8211-21: 368/8209-21)
The plant status boards were maintained current, however, they
were not located such as to be visible to all TSC personnel and
there was no trending of plant data in either the TSC or the
EOF. (313/8211-22; 368/8209-22)
There were no dose assessment, release plume tracking, or plant
radiological survey status boards in the TSC. This contributed
to the "E! not being aware of available field monitoring data
(313/8211-23; 368/8209-23)
The NRC HPN and ENS telephones were not immediately accessible
to the TSC perscnnel because they were in the radio room and not
the TSC work area. (213/8211-24; 368/8209-24%) :
nformation developed by the various small groups working on
different aspects of the emergency response in the TSC was not
idegui’ei; shared with other groups and there were no periodic
briefings uf the TSC staff by the TSC management. (313/8211-25:
;[,"\7- )
Only dose rates were calculated in the TSC, not integrated
doses which were needed to adequately determine necessary
protective actions. (313/8211-26; 368/8209-26)
Coordination between the licensee and the
warning to the public, did not appear to be
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The habitability of the TSC did not meet the criteria of
NUREC -LE}% in that ventilation, filtration. and isolation
capability was not provided. (313/8211-29: 368/8209-29)
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The inspectors did not observe a forma’ transfer of command from
the TSC to the EOF, or from the IRD to his alternate, when the
IRD left to perform media briefings. (313/8211-48; 368/8209-48)

The licensee performed a simulated shift change on paper but did
not demonstrate the actual capability to perform for protected
geriods of “.me during emergency situations. (313/8211-49;
68/8209-49)

The lTicensee did not demonstrate the capability to formulate
specific plans for the recovery of the site and its environs
following an emergency. (313/8211-50; 368/8209-50)

There were not adequate briefings of the EOF staff to keep them
abreast of the events of the emergency and planned actions.
(313/8211-51; 368/8209-51)

Coordination of the decision  downgrade th~» emergency and the
process by which that decision was implemented was not adequate.
(313/8211-52; 368/8209-52)

Piping and Instrumentation Drawings (P&IDs) used in the EOF were
of poor quality and there was not adequate space provided to lay
them out for work. (313/8211-53; 368/8209-53)

The licensee should, when time permits, confer with the NRC when
making decisions to allow selected individuals to receive
radiation exposures during emergency situations, which exceed
the 1imit established for exposure during normal operations as
specified in 10 CFR Part 20. (313/8211-54; 368/8209-54)

Corporate Office Support

The inspectors briefly toured and observed operations of the licen-
see's corporate response facility located in Little Rock, Arkansas,
and noted the following open items:

The onshift duty officer in the Little Rock Control Center

(LRCC) did not have adequate background or training to enable

him to understand the technical jaagon used during the notifi-
cation of the emergency from the ANO Control Roem. Further, the
duty officer was not familiar with the ogeration of the recording
equipment in the LRCC. (313/8211-55; 368/8209-55)

The corporate Environmental Monitoring teams were dispatched to
the ANO site prematurely in anticipation of upcoming events of
the emergency. (313/8211-56; 368/8209-56)
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9. Specific Important Areas Observed and Comments

9.1 Plant Walkarcunds

A.

Plant Walkaround (Nonradiological Controlled Areas,

This task was initiated by the Shift Supervisor after the
simulated earthquake. The controller unnecessarily prompted the
Shift Supervisor (SS) such that the SS was not allowed latitude
to exercise his judgement on the extent (number of personnel and
areas to be surveyed) of the walkthrough. The SS made an
attempt to initiate a thorough walkthrough but the controller
interceded.

The auxiliary operator and two trainees were requested to survey
for damaEe to structures and equipment. All simulated damage
was quickly found and the nature and location of damage was
relayed to the control room. The survey teams did not have
health physics coverage anc the controller felt that the
radiation Tevels (from the radioactivity in the letdown s¥stgm)
would not have significantly increased the radiation levels in
the areas surveyed.

The control room controller told the SS that all area radiation
monitors s iwed normal levels, and although the SS thought this
information was unrealistic, this condition may have prevented
the SS from assigning HP coverage.

Overall, and especially the performance of the auxiliary opera-
tors, this portion of the exercise was adequate.

Plant Walkaround (Radiological Controlled Areas)

This task, initiated by plant engineers, was not in the scenario.
Two teams of two engineers, each with a health physics techni-
cian, were to survey the auxiliary building. At this time,

there were simulated elevated radiation levels from the letdown
system in portions of the auxiliary building but no known
airborne radioactivity. However, one HP team technician recom-
mended respirators (in addition to protective clothing), and
these were worn by all team members. Communication (face-to-
face and telephone) asong the team while wearing respirators was
adequate. The health physics coverage (air sampling, smears,
instrument selection, and use) was a e?uate. The sample disposi-
tion and recordkeeping was adequate. The engineers made a
thorough survey of their assi?ned portion (i.e., bottom half) of
the auxiliary building. Simulation was essentially nonexistent
and the team found some minor items that were in need of (actual)
repair.



9.3

Fire Bridgade

At 0915, a fire started in an electrical penetration duct due to an
electrical short. At 0924, the first fire team members began arriving
at the scene. By 0932, the fire had been extingulshed and smoke
removal had begun. At 0934, the team leader ca!led for health

physics support to survey the area for radiological hazards.

While the fire brigade members generally performed adequately, the
inspector did note the following open items:

The licensee's plant public address system was not loud or clear
enough, in high background noise areas, to be understood by the
members of the fire team o, others required to resgond to an
emergency announcement. (3.3/8211-57; 368/8209-57

The members of the fire team did not have radios or sound
equi?ment or self-contained breathing apparatus (SCBA) masks to
enable them to maintain communications with each other and the
control room. The only report made to the control room on the
status of the fire was made by telephone, well after the fire
was out. (313/8211-58; 368/8209-58?

Medical Emergency

At 1000, during a plant walkdown, one of the plant maintenance crew
fell and in{ured himself. The accident was simulated to occur inside
the controlled access area. Area radiation readings were 2 to 3
mrem/hr, and she individual had,surface contamination ranging frem
10,000 DPM/cm® to 25,000 DPM/cm®. The individual was conscious, with

a compound fracture of the leg and was comolaining of neck pains.

The inspectors noted that there were numerous problems associated
with the licensee's response to the medical emergency, and these are
summarized in the following open items:

The Ticensee's response to the medical emergency contained too
much simulation of events and actions. (313/8211-59; 368/8209-59)

The first-aid team did not demonstrate adeguate triage for
injury on the victim. (313/8211-60; 368/8209-60)

The first-aid treatment did not begin until approximately
10 minutes after the medical team arrived on the scene.
(313/8211-61; 368/8209-61)

Vital signs were not taken. (313/8211-62; 368/8209-62)
Treatment for shock did not begin until 20 minutes after the

medical team arrived. Treatment was ineffective and minimal.
(313/8211-63; 368/8209-63)
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The medical kit did not cortain adequate supplies (i.e., neck
collar, inflatable splint, flashlight, forms for recording
data). (312/8211-64, 368/8209-64)

The team leader was not decisive and did not give clear assign-
ments to team members resulting in a lack of organization an
ineffective treatment to the patient. (313,8211-65; 368/8209-65)

No preliminary decontamination was performed, and anti-Cs should
have been removed grior to transport to the hospital.
(313/8211-66; 368/8209-66)

Dosimetry was removed from ambulance personnel and the patient
at the control goint and no new dosimetry was issued.
(313/8211-67; 368/8209-67)

Too much information was given by the controller to the team
during prestaging and briefing. (313/8211-68; 368/8209-68)

The patient's pocket dosimeter was read by the HP technician, but
no record or report of readings were made. (313/8211-69;
368/8209-69)

No form(s) was used to record patient's vital signs, injuries,
contamination levels and areas dosimetrﬁ information, or
personal data. (313/8211-70; 368/8209-7 )

Repair and Corrective Actions

The following open items were noted:

A1l repair and corrective actions were simulated and thus, the
licensee did not take the opportunity to demonstrate capabiii-
ties in these areas. The inspectors did note that a good
discussion was held to determine methods to keeg the doses for
one corrective action reentry as low as reasonably achievable
(ALARA), but tie actual reentry wz- not done. Further. no
discussion of the use of potassium io4ide (KI) for the emergency
workers was observed. (313/8211-71; 368/8209-71)

It is strongly recommended that actual entry and operations be
performed in areas where actual levels and conditions permit, to
demonstrate team interaction, dose record keeping, communication
ability while wearing SCBAs, and effectiveness and briefings.
(313/8211-72; 368/8209-72)

Site Evacuation & Personnel Accountability

At 1215, a plant evacuation was announced over the public address
system and the plant warning horn sounded. Plant personnel were
evacuated to the parking areas and an accountability was initiated
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Offsite Radiological Monitoring

The inspectors observed the operations of the licensee's offsite
monitoring teams and noted the following open items:

The offsite monitoring team emergency equipment kits did not
contain adequate sets of necessary procedures. (313/8211-78;
368/8209-78)

The field teams had access to the controllers plume maps for the
entire day and thus, did not adequately demonstrate their
capability to project where the plume could move during the
exercise and to accurately determine the size and shape of the
plume. (313/8211-79; 368/8209-79)

The field teams did move out of the center of the plume where
the air samples were taken to get to an area of low background
radiation levels to Serform counts of the air samples.
(313/8211-80; 368/8209-80)

“Contaminated" samples were handled by ware hands and there was
confusion as to the proper disposition of the samples when they
were delivered back to the EOF. (313/8211-81; 368/8209-81)

There were breakdowns of the air sampling equipment and the
transport vehicle. (313/8211-82; 368/8209-82)

There was confusion during the transfer of offsite monitoring
responsibilities from the site teams to the corporate teams from
Little Rock. (313/8211-83; 368/8209-83)

Dose Assessment and Protective Action Recommendations

The inspectors observed the operation of the dose assessment groups
in both the TSC and EOF and noted the following open items:

No projected doses or integrated doses were calculated. Only
the dose rates were calculated as the State used only dose rates
to determine protective actions. This was inadequate because,
if the release was of short duration, even though the dose rates
may be high, the individual members of the gub11c would receive
a dose which would be significantly lower than the lower ranges
of the Environmental Protection Agency Protective Action Guide
values. This would lead the State to declaring unnecessary
evacuations. Thus, not only was the integrated dose not con-
sidered, the concept of release duration was not factored intc
the decisionmaking for offsite protective actions. (313/8211-84;
368/8209-84)

The inspectors did not observe the licensee making any recommen-
dations to the State regarding the need for evacuation. The
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ning of the exercise. This permitted the players to have
advanced knowledge of the changes in wina _pepd and dire
and therefore, facilitate the p ‘i'1nr:ﬂ“ f
toring teams and dose rate calcul

been provided point-by-point

In the f
differen
Th
i

rst set of calculations, the onsite TSC provided

ose rates than the Dose Assessment Coordinator i
resu ‘tpu in a nv”“‘-nt emergency level b»1ng lec
he ( screpancy was qu'”k Y resolved. (313/8211-8

irs
tda

EOF. S
initially.

se
e
T

368/8209-87)
The Offsite Monitoring C * was indicating the time the data
was given to them by > [0S ssmer ‘t i:\'.u'« inator (‘DAL) while
the UAC was using the he dat: s collected. This situa-
tion was eventuaily : 3/82] )

Offsite monitoring data from State teams was not used by the
licensee for their overall dose assessment because there were
large delay times before the State transmitted the data to the
licensee. The data did not include the time when the measure-
ments were made. (313/8211-89; 268/8209-89)

There was confusion as to the exact time when the

started. Approximately 30 minutes elapsed before

assessment people were aware that the release had
(313/8211-90; 368/8209-90)

The Ticensee did not inc udn consideratio f the evacuation
time estimates along with the projections for dos in their
decisionmaking for r ‘1vs:ﬂ3iﬂq offsite ' 10N
(313/8211-91; 368 ’ ‘

Protection for EmerHenr;

nspectors reviewed the licen

the emergency workers and noted the

The Ticensee employed a pregnant female worker durin
emerJency to cperate a computer terminal in the EOF.
licensee needs to be more aware of the condition of
prrsgvrpl and 1im on theWr use during emergencies.
(313/8211-92; 368/8209-92




The licensee thould consider the stocking of special supplies of
“fresh” thermoluminescent dosimeters (TLD's) for use during

emergencies to provide a better tool for the evaluation of doses
received by their emergency workers. (313/8211-93; 368/8209-92)

The Ticensee should make specific consideration of the use of KI
a part of their emergency preparecness implementing procedures.
(313/8211-94; 368/8209-94)

The inspectors were concerned by the lack of a visible and well
or?anized system to monitor and control rad1qlo?1ca1 exposure of
all emergency workers. “u~h a system would include adequate
active radiological surveys, air sampling and gount1ng, monitor-
ing of personnel for contamination, and a reading of dosimetry
devices. (313/8211-95; 368/8209-95)

10.  Summary

While the NRC inspectors did note a number of areas where the licensee
could improve their response capabilities, the inspectors concluded that
the AP&L emergency response organization demonstrated that they have the
capability to pretect the health and safety of the public should a radio-
logical emergency take place at the ANO site. However, the inspectors
were concerned with the excessive use of simulated action by the licensee
during this exercise. Due to over simulation, the licensee did not take
the opportunity tc adequately demonstrate their emergency response capa-
bilities in a number of crucial areas. The actions simulated in this
exercise should be fully demonstrated during the next full-scale exercise.

Also of concern were the many open items identified in this inspection
report. The licensee will be expected to respond in writing to these open
items and resolve all probiems which have been identified.



