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Inspection Summary

Inspection Conducted November 12-15, 1990 (Report 50-485/90-44. 50-446/90-44)

Areas Inspected: Routine, announced team inspection of the licensee's
performance and capabilities during an annual exercise of the emergency plan
and procedures. The inspection team observed activities in the contro)

room (CR), technical support center (TSC), operationnal support center (0SC),
anu the emergency operations facility (EOF) during the exercise.




Results: Within the areas inspected, no violations or deviations were
identified. Six exercise weaknesses were identified by the inspection team
(paragraphs 5-9).

The performance of the licensee during the 1990 exercise was good. The
licensee demonstrat>’ ability to protect the health and safety of emergency
workers and the public by effectively detecting, identifying, and classifying
accident conditions, making accurate and timely notifications to offsite
officials, taking adequate protective actions onsite, making timely and
conservative protective action recommendations to the states, performing
adequate technical reviews tc mitigate accident consequences, and determining
the magnitude of site releases. Improvements from previous exercises were
noted.

The licensee's response during the course of the exercise was adequate to
protect the health and safety of the public.



DETAILS

1. Persons Contacted

TU Electric

"W,
"A.
*G.
"g.
*D.
*J.
*C.
%J,

Cahill, Jr., Executive Vice President
Scott, Vice President, Nuclear Operations
Bell, Senior Engineer, Licensing

Salsman, Emergency Planning Manager
Pendleton, Assistant Project Manager
Scott, Executive Assistant

Terry, Director, Quality Assurance
Kelley, Plant Manager

*D. Moore, Work Control Manager

*M. Blevins, Manager, Nuclear Operations Support
Others

*W. Johnson, Senior Resident Inspector, NRC

",

Ottney, Project Manager (CASE)

The inspection team also held discussions with other station and corporate
personnel in the areas of security, health physics, operations, training,
and emergency response,.

*Denotes those present at the exit interview.

2. Followup on Previous Inspection Findings (92701)

(Closed) Open Item (445/8958-01): Poor Coordination in the CR = This item
refers to some inc<tances during the 1989 exercise when the proficiency of
emergency responders did not result in a well coordinated and efficient
response. As a result, accident mitigation actions were unnecessarily
delayed. During the 1990 exercise, the inspection team noted that
coordination and direction from the CR was ccordinated and efficient and
tha#fno unnecessary delays were caused by fnadequate performance of the CR
staff,

(Closed) Open Item (445/8958-02): Inadequate Coordination in the TSC =
This item refers to the lack of proper coordination of technical support
of critical emergency repair actions by the TSC which resulted in
unnecessary delays in critical emergency repairs observed during the 1989
exercise. DOuring the 1990 exercise, the technical support staff was
observed to efficiently support the carrying out of critical emergency
repairs,

(Closed) Open Item (445/8958-04): Inadequate Account of Emergency Repair
Personnel = This item refers to poor OSC staff displays and accounting of
emergency repair teams. Quring the 1990 exercise, the inspection team









reactor operator (RO) to secure al) pressurizer heaters according to
Step 17 and incorrectly directed the RO at 10:37 a.m. to secure al)
but one reactor coolant pumps (RCPs) in accordance with Step 19 of
ECA 3.1A. Instead of following orders, the RO questioned the
validity of this directive and indicated that the procedure called
for a transition to Step 25 directly from Step 16. Between

10:37 a.m. and 10:43 a.m., the $S coached the US in the intended use
of ECA 3.1A.

The performance inadequacies described above constitute an exercise
weakness (445/9044-01),

Further observations by the inspection team in the CR determined
information flow discrepancies as follows:

<]

At 9:49 a.m. the CR staff recommended to the TSC staff to declare a
general emergency (GE) based on existing plant conditions such as:
indications of failed tuel, a faulted SG, and a SG tube rupture
greater than 50 gpm. These conditions should have resulted in the
declaration of @ GE. However, the TSC staff incorrectly declared &
site area emergency (SAE) at 9:52 a.m. It was not unti) about

9 minutes later (10:03 a.m.) that the GE was declared by the EOF
staff. From this sequence of events, the inspection team concluded
that there was poor information flow between or within one or more of
the emergency response facilities (ERFs) involved in this
decisionmaking process.

The above examples of poor information flow observed in the CR are
considered to be an exercise weakness (445/9044-02).

It was noted in the CR that Form EPP-203-8, "Notification Message Form,"
was not complete at times in that the names of individuals contacted from
the offsite agencies were not recorded on the form at the time of
notification. This was observed to occur on three different occasions.

In addition, the inspection team noted that the communicator in the CR was
not always accurate in sending the message as written. When message No. 2
was generated, the statement "No fue)l damage exists," was added to Block 6
of the notification form. However, the communicator told offsite agencies
that there was no change from Message 1. Finally, the clock of the
telefax machine indicated daylight savings time instead of standard time.

The above inaccuracies in notification procedures are considered to be an
exercise weakness (445/9044-03).

No violations or deviations were identified in this program area.

Technical Support Center (82301)

The inspection team observed and evaluated the TSC staff as they performed
tasks in response to the exercise. These tasks included activation of the



TSC, accident assessment and classification, dose assessment, protective
action decisionmaking, notifications, and technical support to the CR.

The inspectors noted that the staff performed well during the exercise.
However, i1he NRC team observed some instances of {nadequate information
flow within and between ERFs. In particular, information flow
inadequacies were identified within the TSC which resul’ad in delays 1n
classification, uncertain interpretation of plant con tions, and
uncertainties pertaining to the significance and extent of core damage.
Other information flow inadequacies between the CR and the TSC resulted in
unnecessary delay of repair activities. The following are examples of
inadequate information flow:

* Different emergency responders in the TSC showed a different
understanding of certain events indicating poor information flow
within the TSC. For example, during the 9 a.m. briefing in the TSC a
staff member stated that a source range channe)l calibration was in
progress, The TSC advisor stated that it was only a verification of
a prior calibration, but at 9:15 a.m, the meintenance coordinator
indicated that an actual calibration of the source range channel was
taking place. This points to #n apparent ‘ack of proper information
flow between the TSC, CR staffs, and the repair groups.

\d At 10:39 a.m. the TSC staff refused to support the CR reguest to
sample the ruptured SG. Apparently, the TSC staff was not aware that
sampling the SG was required by Step 28 of Procaedure ECA 3.1A as part
of the shutdown margin determination,

° The 25 percent clad damage assessment was not correlated to a
specific RCS sample. As a consequence, the core damage assessment
could not be related to a particular set of plant conditions at a
specified time, and the TSC staff was unable to determine when the
25 percent core damage first occurred.

® The emergency coordinator (EC) requested an RCS sample prior to
leaving the CR at approximately 8:40 a.m. due to a reactor power
decrease. However, at 9:10 a.m. the or ite radiation assessment
coordinator (ONRAC) in the TSC believed that instead, a post accident
sample (PASS) had been requested by the EC.

® At 9:23 a.m. the CR reported a steam leak to the TSC staff but did
not identify the exact location of the leak. At 9:28 a.m. the TSC
staff received a report that the steam leak was in the feedwater
{solation valve (FWIV) inside the safeguards building. At 9:29 a.m.
the CR room announced tha* there was & steam leak in main steam line
No. 1 on the roof of the electrical and control building. At
9:53 a.m. the EC in the TSC was stil]l uncertain about the actual
location of the leak. It was not until 9:58 a.m. when the TSC staff
called the CR to confirm the exact location of the steam leak



® At 9:49 a.m. the CR and TSC staffs krnew that plant conditions existed
that warranted the declaration of a GE. However, this information
was not conveyad at that time to the TSC manager or to the EC in the
EOF. At 9:53 a.m. the EC in the EOF announced an 3AE. This ceused
the CR to alert the TSC manager to the fact that a GE was warranted.
At 9:54 a.m. the TSC manager, in turn, passed on the information to
the EC staff in the EOF. A GE was declared by the EC ¢* 10:02 a.m.
Although this situation did not ~esult in a major delay, it shows
anotheér instance when poor information flow resulted in an
u?necessary delay of 9 minutes in deciaring the appropriate emergency
class.

¢ At 10:10 a.m. the last entry on the radiological status board
indicated that it was made at 9:09 a.m. This information indicated
that a potential for radicactive release was present but was not
taking place and that no protective action recommendations were in
effect. In contradiction, the status board also indicated that
sheltering was required in Sector 2. A, At 9:47 a.m. a release was
actually in progress due to the combined effects of the fuel failure,
steam leak, and the failure of the MSIV to shut. The status board
was not updated again until 10:15 a.m.

At approximately 1:10 p.m., the operations status board indicated
that the temperature in RCS Ccld Loop 1 was higher than the
temperature in the hot leg. However, RCS Loops 2 through 4 were
indicating hot leg temperatures higher than the respective cold leg
temperatures. The TSC staff apparently did not question the validity
of the data nor demanded an explanation for this discrepancy. When
prompted by the observer, the TSC staff could provide no explanation
for this indication.

The above instances of poor information flow observed in the TSC
constitute a2 weakness (445/9044-04),

No violations or deviations were identified in this program area.

Emergency Operations Facility (82301)

The inspection team observed and evaluated the EOF staff as they performed
tasks in response to the exercise. These tasks included activation of the
EOF, accident assessment and classification, offsite dose assessment,
protective action decisionmaking, notifications, implementation of
protective actions, preparations for entering the recovery phase, and
interaction with state and local officials.

The EOF staff performed well during the exercise, No weaknesses were
identified.

No violations or deviations were identified in this program area.






However, several obsery ‘ons made in different ERFs indicated that
convrollers' actions we ot always appropriate to the cuifuct of the
exercise and that more vra ning of controllers may be needs. prior to the
next annual exercise. Some of the controllers' actions could possibly be
remedied by more careful planning and anticipation by scenaric developers.
For example, controilers were not observed to be adequately sensitized to
prevent actions on their part that could result in inadvertent or
involuntary prompting of players. Simulation announcement messages were
rot prepared beforehand to prevent confusion and delays. In addition, in
some instances exercise controllers fed emergency responders incorrect
date or incomplete information such as: expected radiation readings in
plant areas like the residua) heat removal (RHR) pump room, and lack of
written initiating conditions for control rcom players. The following are
some specific examples:

. At 9:57 a.m. the T5C manager was observed to lack & simulated message
fnstructing him on how to make an announcement to evacuate
nonessential ,orsonnel without causing at the same time the unwanted
evacuation of workers who were performing needed repairs within the
protected area. This situation could have been avoided by better
planning of scenarfo simulated messages.

® A TSC controller inadvertently kept interfering with the 1ine of
vision of the TSC manager forcing the TSC manager to walk away from
his normal location in the TSC in order to keep himself abreast of
information updates posted in the status boards. Prior to the
emergency exercise, “iatrollers could be sensitized in order to
prevent interferenc: th emergency responder's actions,

d The inspection team noted that =t 1:05 p.m. the RMR pump was running
in the refreling water storage tank _RWST) recirculation mode. This,
* fact, would preclude any significan., radiation increase in the RHR
_ump room. MHowever, contrary to any reas~nable expectation, at
1:05 p.m. the TSC staff received information indicating that the area
radiation monitor in the RHR pump room indi:ated 41 R/hr.

® The CR staff, and in particular, the 5§ were not given written
messages indicating that there were minur Vndirziions of failed fuel
when initial conditions were given to them. As & consequence, the §§
did not take into consideration failed fuel indications.

o The scenario did not anticipate the CR staff would stop the
an-unciator maintenance work once the plant shutdown began. At
7:25 a.m. the LS directed the RO to tell the electrician to stop
pulling fuses for annunciator maintenance.

The above examples of scenario-related problems constitute an exercise
weakness (445/9044-06).






