


Emergercy Operetions Facility (EOF) was fully staffed. Two Exercise
Weaknesses were identified. Oversl) response to an onsite medical emergency
wes Tnadejuate with respect to: initie) medice) end contamination assessments
of the victim; contaminetion control techniques of the onscene responders;
and onvcene command and control., The second weakness related to the Technice)
Support Center's (7SC's) dose essessment staff. They frecequately evelusted
the “ollowing 1tems end did not notify Stete officials of these 1tems in @
time ly manner: initiation of an abrorme) release beyond Technical Specifice-
tior limite; geterination that the release included significant amounts of
radio.vuines and particulates; and that the significant wind direction shift
necessitated adding at lesst several downwind sectors located in Jowe to the
current protective action recommendation, Recently arriving EOF staff did,
however, effectiver, interface with State officials rogordiwg the nature of
the release and the effects of the shifting winds on offsite protective
sctions,

TSC staff were slow to initiate efforts to restore power to the Unit 2
annuncistors; however, control room personnel took proper compensetory
measures until the power supply was restored. TSC steff were alto somewhat
slow to relate increasing drywell radiation levels to loss of cladding,

due, to some extent, to no cladding domcgc being postulated in the scenario's
initial conditions., However, & General Emergency was correctly declared in

a timely manner,

TSC and EOF staffs were effectively challenged by & response cell of
controllers, portraying NRC duty officers, who insisted on open line
communications; however, several fmprovements were suggested regarding better
completion of proceduralized event notification worksheets and better
awareness by control room communicators that the NRC mey require them to
meintain open line communications.










Ticensee's emergency organizetion would have been sufficient to
allow State and local officiels to take appropriate actions to
f.otect public health and safety.

Critigue

The licensee held preliminary critiques following the exercise. The
NRC exit interview was held on December 6, 1990, A public critique
was held in Cordova, 111inois on December 7, 1990, at which time the
NRU Region II1] and FEMA Regions V and V11 evaluators summarized
their preliminary findings regarding the licensee's and offsite
agencies' exercise performances, respectively,

&, Specific Observations IP 82301)

Contrel Room ((R)

Upon receiving a report that a worker had been found unconscious and
bleeding from a head wound, the Shift Engineer (SE) quickly ordered
@ first aid team to the scene and arranged for an ambulance to
respond to the plant site. The security fcrce was notified to
prepare for the ambulance's arrival,

The SE showed continued concern for the victim's medical and
cortamination status. However, almost 25 min tes e apsed before the
SE received & report that the victim was convaminated. In general,
reports from the accident scene were infrequent and not very
informative. /. one point, the SE felt it necessary to page onscene
responders in order to obtain an update on the situation.

Upon learning that the victim was contaminated, the SE promptiy and
correctly declared an Unusua)l Event. Calls were simulated to the
hospita! and to the ambulance service to inform them that the
victim was contaminated, The Shift Control Room Engineer (SCRE)
completed a Nuclear Accident Reporting System (NARS? message
form for the States and an Event Notification Worksheet (ENW) for
the NRC. An onshift communicator then completed the initial
??t:f1cations of the States and the NRC within the regulatory time
mits.

Between roughly 8:20 a.m. and 8:50 a.m., CR personnel adequately
responded to a partial loss of condenser vacuum for Unit 2. An
operator kept the SE adequately informed of the corrective actions
taken in the CR and in the plant in response to this situation. At
9:00 a.m., the SE correctly declared an Alert for a simulated loss
of Unit 2 annunciatiors. Several operators were quick’v sent to
the auxiliary electrical room to investigate this prot - An
associated report of smoke caused the fire brigade to & <« be
dispatched to that room. MWithin about 25 minutes, the cause of the
smoke and the loss of annunciators was correctly determined to be a
burnt cut power supply circuit carc. Meanwhile, CR operators
indicated how they would directly monitor the CR panels until &
reserve annunciator power supply could be energized.



The Oncall Duty Person and future Station Director (SD) reported to
the CR within 10 minutes of the Alert declaration. They were
adequately briefed on previous and ongoing abnormal conditions and
response efforts prior to departing for the Technical Support Center
(TSC). Soon after their departure, the SE was informed of an
apparent filter clogging problem with the operating control rod
drive pump. The SE prudently decided to shut down the pump and to
place the other pump online, rather than to begin a gradual reactor
shutdown with the Unit 2 annunciators still inoperable.

Meanwhile, @ second communicator had arrived in the CR to establish
and maintain open line communicetions with the TSC and Operational
Support Center (0SC), which had hoth been activated following the
Alert declaration. The first communicator had already completed the
initial notificetions vo the States and the NRC for the Alert
declaration within the regulatory time limits, using a NARS form and
an ENW which had again been prepared by the SCRE. The ENW did not,
however, clearly indicate what was Unit 2's operating mode or
whether there had been any other abnormal onsite conditions., A
remotely located response cell of controllers portrayed the NRC
Headquarters Operations Officer receiving the Alert notification.
The communicator exhibited uncertainty when he was asked to maintain
open line communications by the simulated NRC. The SE informed him
that he must do so upon NRC request.

Following @ brief teleconference with the SD, who was now in the
TSC, the SE informed his crew that command and control of onsite
emergency response activities had bevi transferred to the SD at 9:45
a.m. Up to that time, the SE and SCRE had maintained adequately
detailed logs of their actions and decisions to facilitete later
evaluations,

No violations or deviations were identified; however, the following
items should be considered for improvement:

o Persons used as communicators to the NRC should be reminded
of the requirement to maintain open line communications upon
NRC request.

> Persons completing Cve t Notification Worksheets used by
these communicators shruld ensure that all relevant portions of
these forms are completed, so that the communicator is
adequately knowledgeable of onsite conditions.

Onsite Medical Response

The exercise began with a response to a simulated injured electricien,
who had fallen and injured his head. As indicated in the following
paragraphs, the overall response to the oniite injury was inadequate,
with respect to the following: initial assessment of the virtis's
medical and contamination conditions; contamination Zuntrol

techniques demonstrated by the responders; and onscense command and
control. Several unrealistic aspects of the staging of the accident
scene were also evident, and may have initially contributed to
performance inadequacies.



A controiler, who also portrayed the electrician's coworker, called
the CR to report the accident. The victim was supposedly
unconscious &nd bleeding excessively; however, the victim's
protective ¢clothing exhibited only & small area of red. The first
aid team reached the scene abuut eight minutes after the accident
was reported. Meanwhile, & security guard had walked past the
accident scene, which was not ident.fied as being used for exercise
purposes, and mede no effort to assist or to even ask what was
happening.

The responders came very well equipped with a large first aid kit on
a cart and a gurney. Over four minutes elapsed Lefore one of the
Radiation Protecticn Technicians (RPTs) abnlied & pressure pack to
stop the supposed severe blecdina  Although the equipment was
available, no effort w2; mede to take the victim's blood pressure,
or to determine his pulse, eye response, or attempt to cover him with
an available blanket to prevent potential shock effects. Instead,
the victim's vital signs were reported as being "normal" on & slip
of paper accompanying him to a turbine building trackway, where the
first aid team eventually brought him using the gurney. The
scenario had postulated that the victim's pulse was weak and his
breathing was irregular,

Regarding the victim's contamination status, the responders failed
to conduct an adequate survey. The onscene controller finally told
them that the wound area was contaminated. The responders had
removed some of the victim's protective clothing and had taken
several smears of areas of the victim that had been covered by the
protective clothing. The onscene controller's prompting the RPTs to
inform them of the victim's contamination was appropriate so that
the SE would declare the Unusual Event postulated in the scenario.
The controller had given the RPTs ample opportunity to survey the
victim before concluding that their efforts were insufficient.

Regarding contamination control, some responders had reached the
victim by passing through the area where he had supposedly ftumbled
before becoming unconscious. While rubber gloves were readily
available, only one of the three RPTs put on gloves. The lead RPT,
who had administered the pressure pack to the wound, did not wear
gloves and was later observed to be rubbing his nose and stroking
his mustache. The RPTs made inadequate efforts to survey the
immediate area and to post any simulated, contaminated portions

of the accident scene, After transporting the victim to the

turbine building trackway, the RPTs did not survey themselves or
describe a plan for surveying their route from the accident scene to
the location where the victim would have been placed in an ambulance.

Although the RPT administering to the victim appeared to be in charge
of the RPTs, several operations personnel were also at the accident
scene, No one demonstrated good overall command at the scene to
better ensure that any additional support was quick'y summoned, or

to ensure that the scene and route to the trackway were surveyed ard
posted as necessary, or to ensure that the CR was kept adequately
informed of activities at the scene. A fire watch individual was



observed to walk through the accident scene several times without
being stopped by any of the participents,

The overall response to the medical emergency was inadequate with
respect to: assessments of the victim's medical and contamination
conditions; contamination control at the scene and the route to
the trackway; personal contamination control techniques; and
onscene command and control. This is an Exercise Weakness [No.
50-254/90018-01).

No violatiuns or deviations were identified; however, one Exercise
Weakness was identified.

Technical Support Center (7SC)

The SD assumed overall command and control of the licensee's
response from the TSC approximately 45 minutes after the Alert
declaration. Key and support personnel had promptly reported to
the facility and were ready to fulfill their duties when the
transfer of command took place. Access control and habitability
surveys were initiated and maintained per procedures, as were
dedicated communications lines with the CR and other emergency
response facilities,

Technical staff were effective in monitoring and tracking procedure
implementation by CR personnel. However, TSC staff were slow to
dispatch an inplant team to restore power to the Unit 2 annunciators
once the cause of the power loss had deen determined to be a failed
power supply circuit card. The team was not dispatched from the

0SC until approximately 30 minutes later. Annunciator power was
finally restored at 10:45 a.m. Implementation of steps in procedure
QOA 6900-4, "Loss of Unit 2 125VDC Supply", should have resulted

in a more timely restoration of the annunciators' power supply.
Meanwhile, CR personnel had to simulate maintaining direct monitoring
of their panels.

The SD promptly and correctly declared a Site Area Emergency for an
Anticipated Transient Without @ SCRAM (ATWS) that occurred at

11:01 a.m. State and NRC officials were initially notified of this
occurrence within the regulatory time limits. TSC technical staff
soon noted that one safety relief valve had apparently failed to
close, providing a release pathway to the primary containment, The
valve's status was soon verified based on further contact with the
CR. Containment radiation levels begarn to increase soon after
11:00 a.m., and reached 500 R/hour by 11:45 a.m., However, the
Technical Director and other technical staff were slow to believe
this indication of clad damage. They apparently did not quickly
relate a recirculation pump vibration alarm to the increasing
containment radiation level. (The scenario had postulated that

the vibration alarm was due to a part breaking off the pump. The
part initiated clad damage as it reached the core.) At the exit
interview, the licensee indicated that its nuclear stat.ons'
Emergency Action Levels (EALs) were already under revision to
better indicate how containment radiation levels can be directly
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evecuations. The MEQ then shared this information with al) EOF
steff during one of his periodic update briefings.

At 1:30 p.m., the MEO, key EOF staff, and the SD conferred on the
best means to terminate the release., It was a?reed that the
containment's control rod drive hatch was still inaccessible and
thet & stuck open safety relief valve could not yet be closed. The
most likely way to significantly reduce the release was to further
decrease reactor pressure by operating the shutdown cooling system.

Operating this system involved sending a volunteer inplant team
into a simulated radiation field of about 10 Rem per hour to
manually open a velve., TSC staff determined the optimum route to
this valve and estimated the teams' exposures, The EOF's TSM and
HP Director ensured that the simulated exposure risks to these
volunteers and their exposure histories were adequately known so
that the MEO could make an informed decision on whether or not to
authorize their simulated exposure beyond normal regulatory limits.
The MEQ properly authorized the mission and the emergency worker
exposure limits, and notified 111inois and lowa officials of the
strategy being implemented to reduce the release. A 48 hour time
Jump in the exercise scenario occurred before this inplant team
could be dispatched.

After the time jump, EOF and TSC staffs were instructed to
demonstrate planning for the next eight hour shift, Key EOF and TSC
staff teleconferenced to consolidate their thoughts. It was agreed
to remain in a General Emergency classification and to continue
onsite and offsite surveys. Offsite survey activities would be
coordinated with the States and the Department of Energy.
Investigations to determine the root causes of equipment failures
would continue, Additional samples of the reactor cooiant and
containment atmosphere would be taken and analyzed to refine earlier
core damage estimates, The emergency response facilities and the
Joint Public Information Center ?JPIC) would remain continually
staffed. The MEQ concluded exercise activities by providing State
officials with & summary of these reccvery planning decisions.

No violations or deviations were identified,

Joint Public Information Center (JPIC)

The JPIC, located in the same building as the EOF, was activated
following the Site Area Emergency declaration per procedures.

The licensee's corporate, operations, and Health Physics spokes -
persons effectively coordinated with their State counterparts before
and during press briefings. Their presentations were not limited to
the details contained in the press releases issued by licensee
staff. The spokespersons were responsive to questions from the
audience, which included several media roleplayers and at least one
actual media representative. The licensee spokesperzons followed up
on any questions for which they did nct have 'mmediate answers., A
licensee representative remained in the mec*a briefing area between
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scheduled press briefings in the event that the medie had additional
information needs. Scheduled press briefings were adequate in
number and frequency.

The licensee issued five hardcopy press releases, which were
adequat«’, detailed and accurete, based on the informetion known at
the times of issuance. The releases included concise explanations
of sargon, and exhibited good continuity of information. Several
press relesses listed the local Emergency Broadcast Stations'

and frequencies, and appropriately instructed persons to tune to
these stations for detailed information on protective action
decisions that had been made by offsite officials.

No violations or deviations were identified.

Exercise Scenario and Controller Actions (1P 82302)

The exercise objectives and complete scenario menuals were submitted in
accordance with the established schedule.

The scenario was particularly challenging to TSC staff since 1t included
the initiation of a major release, having eleveted and ground level
components, and a substantial wind shift of about 75 degrees within about
a one hour time period. The timing of these significant changes, in
addition to the natures of earlier scenario events, made i1t extremely
unlikely that EOF staff would be prepared to relieve their TSC
counterparts of responsibilities associated with emergency classification
and offsite protective action decision making before these changes
occurred. Instead, EOF staff were in the midst of activating their
facility and were also trying to respond to the States' information

needs while the release was greatly increasing and the wind direction was
significantly shifting., Thus, transfer of command and control fiom the
TSC to the EOF was somewhat delayed by the timing of these changes in

the scenario.

Other challenging aspects of the scenario included the need to dispatch
approximetely 20 teams from the 0SC, including a post accident sampling
team and two field survey teams. The EOF's emergency management center
was demonstrated for the first time in an evaluated exercise. The
Vicensee effectivelv challenged TSC and EOF staffs by utilizing &
response cell of controllers to portray NRC duty officers and to maintain
open 1ine communications with these contrnllers. Several licensee
per:gnnei in the TSC and EOF also roleplayed early arriving NRC Site Team
staff. '

No improper controller actions were observed. The onscene controller at
the medical emergency gave the responders ample time to determine that
the victim was contaminated before informing them of the Couiaminated
wound area in order to preserve the scenario's time iine. EOF controller
properly allowed freeplay to continue so that the MEQ and various TSC and
EOF staffs could demonstrate how tiiey would plan an inplant team's
mission that 1. olved authorization of simulated exposures beyond
administrative and normal regulatory limits. This successful
demonstration was beyond the scenaric's objectives.

14



1Cel
ormanc

beer

formed that personnel complet sdur

ksheets a ) 1cating 1 ( sheet:e
RC Duty Officers should be led ‘ irements
complete informat and to maintain ope ne communicatior

on NRC request




