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Inspection Summary

3 4 -461/94010(DRSS) )
Areas Inspected: Routine, announced inspection of the Clinton Plant’s
emergency preparedness (EP) exercise involving review of the exercise scenario
(IP 82302), observations by five NRC representatives of key functions and
locations during the exercise (IP 82301), and follow-up on licensee actions on
previously identified items (IP 82301). One aspect of the operational status
of the EP program (training) (IP 82701) was reviewed by an inspector.
Results: No violations or deviations were identified. Overall performance
during the exercise was excellent. Performances in each facility and offsite
field monitoring teams were very good to excellent. A previous Inspection
Followup Item regarding usage of checklists in the TSC was closed. An
Inspection Followup Item unrelated to the exercise was issued to track
licensee proposed changes to its key response personnel training program to
include a description of important elements of the NRC and other federal
agencies incident response programs.



DETAILS

NRC Observers and Areas Observed

J. Foster, Control Room Simulator (CRS), Technical Support Center (TSC),
Emergency Operations Facility (ZOF), Operations Support Center (0SC)

R. Jickling, EOF

R. Doornbos, CRS

P. Brochman, TSC

D. Denham, 0SC

T. Reidinger, offsite monitoring teams

Person ntact
[11inois Power Company (IP)

*R. Bedford, Supervisor, NSSS Systems
*M. Black, Administrative Clerk, Emergency Planning
*W. Bousquet, Director - Plant Support Services

*S. Buck, Project Specialist

*J. Cook, Vice President
*M. Dodds, Supervisor, Radiological Operations
*W. Donovan, Staff Specialist
*T. Elwood, Supervisor- Licensing Operations

*K. Evans, Supervisor, Emergency Exercises

*L. Everman, Director, Plant Radiological Protection
*C. Huttes, Principal Assistant

*G. Kephart, Supervisor - Radiological Support

*R. Kerestes, Director - Nuclear Strategic Change
*J. Lewis, Supervising Specialist - NPAG
*M. Lyon, Director - Emergency Response
*J). Miller, Manager - Nuclear Station Engineering Department (NSED)
D. Miller, CPS Chief Radiological Scientist

R. Morgenstern, CPS Plant Manager

*D. Morris, Director, Nuclear Assessment
*J. Palchak, Manager - Nuclear Planning and Support
*B. Paulsen, Media Relations

*R. Phares, Director - Licensing

*E. Rau, Senior Instructor - Requalification
*M. Reandeau, Licensinc Specialist
*T. Roe, Supervisor - Maintenance Services

*E. Schwitzer, Supervisor - Nuclear
*D. Smith, Supervisor, Security

*F. Spangenberg, III, Nuclear Strategic Change leader
*D. Thompson, Manager - Nuclear Training

*E. Turner, Nuclear Program Controlier

D. Waddell, Director - Programs & Administration
*R. Weedon, Assistant Director, Plant Radiological Protection
*J. Wemlinger, Assistant Director Plant Maintenance
*R. Wyatt, Manager - Nuclear Assessment
*W. Yarosz, Supervisor, Emervency Planning
*P. Yocum, Director - Plant Operations
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The inspectors also contacted other licensee and contractor
personnel during the course of this inspection.

* Denotes those present during the exit interview on May 6, 1994.
i revious]

(Closed) Inspection Followup Item No. 50-461/93008-01: During the 1993
exercise, a performance weakness was identified when checklists were
poorly uti]ized in the TSC. The use of checklists by TSC personnel was
considerably improved from that previous exercise and the Inspection
Followup Item from the previous exercise is closed.

General (IP 82302)

An announced, daytime exercise of the licensee’s emergency plan was
conducted at the Clinton Plant on May 4, 1994. This plume phase
exercise included the partial scale participation of the State of
I11inois, and Clinton and DeWitt counties. The exercise tested the
capabilities of the licensee and offsite agencies to respond to an
accident scenario resulting in a simulated release of radioactive
effluent. The exercise demonstrated that the onsite emergency pians
are adequate and that the licensee is capable of implementing them.

The performances of State and local response organizations were
evaluated by representatives of the Federal Emergency Management
Agency (FEMA), which will document its findings in a separate report.

The licensee conducted preliminary critiques immediately following the
exercise. The inspectors presented their preliminary findings at an
exit interview conducted on May 6, 1994. NRC and FEMA representatives
summarized their organizations’ preliminary findings at a public
critique hosted by FEMA at the Dewitt County Emergency Operations Center
on May 6, 1994,

The attachments to this inspection report describe the licensee’s scope
of participation and the 1994 exercise scenario.

General ervati P

The licensee responded to the accident scenario in an orderly and timely
manner in accordance with its emergency plan and related procedures. If
scenario events had been real, the actions taken by the licensee would

have been sufficient to mitigate the accident and permit State and local

authorities to take appropriate actions to protect public health and
safety.



specific Observations (1P 82301)
a. Control Room Simulator (CRS)
Overall operator performance in the simulator was very good.

The Unusual Event (UE) and Alert notifications were correct and
timely. The Shift Supervisor (SS) correctly declared an Unusual
Event (UE) and an Alert in a timely manner and in accordance with
the plant’s emergency action levels (EALs). State, county, and
simulated NRC officials were initially notified of both
declarations within the regulatory time limits. The simulated NRC
duty officer was also given additional information.

The plant’s public address (PA) system was used to inform onsite
personnel of the emergency declarations, their bases, and any
onsite protective actions.

Crew communications were good, repeat backs and three part
communications were consistent throughout the exercise.

Crew briefings were never completed, as the Senior Reactor

Operator (SRO) did not take command and require everyone’s

attention during briefings (i.e., plant pages and telephone
communications were going on during crew briefings).

Overall plant procedure usage was effective and correctly
implemented. Control room personnel demonstrated excellent
teamwork and knowledge of technical specification requirements and
emergency operating procedures associated with reactor coolant
system leakage.

Crew members actively pursued alternative methods of water
injection into the vessel throughout the drill (They did not give
up on operating a system after it did not work correctly the first
time.)

Phones in the simulator (behind the control panels) were loud
(rings) and caused unnecessary distractions to the SRO.

Telephones to be used for Operations and maintenance communica-
tions were unusable for maintenance and sometimes usable for
operations only if operations personnel called in. Calling out
rarely worked on the operations telephone.

The simulator had two failures during the drill.

(1) The input/output overrides on the simulator failed, which
resulted in the loss of reaiism itv ine CRS operators, as
valve and pump indications did not reflect the required
valve/pump conditions following the failures.



(2) The simulator "went out of bounds." The reason for it going
"out of bounds" was known prior to the drill but software
changes to correct this problem were not put into the
training load for the simulator prior to the drill.

No violations or deviations were identified.
Technical Support Center (TSC)

The performance in the TSC was very good. The TSC was fully
staffed and activated within 41 minutes of the Alert declaration.
The transfer of command and control from the Shift Supervisor in
the CRS to the Station Emergency Director (SED), in the TSC was
very good. The SED ensured he was adequately briefed and that TSC
and 0SC personnel understood the current plant status and were
ready to take control.

Declarations of the Site Area Emergency (SAE) and General
Emergency (GE) were timely and based on a proper evaluation of
plant conditions. Notifications to State and federal agencies
were made within the required time limits. Protective action
recommendations for the GE were appropriate.

Site accountability was porformed at the Alert level rather than
the SAE due to concerns that personnel might have been injured in
the generator explosion. This was a prudent decision.
Accountahility was simulated in this exercise. Communications
within the various groups in the TSC and between the TSC and 0SC
was very jood. Communications between the TSC and the CRS were
acceptablz. Some confusion existed between simulator indications
and repe'ts from the field teams that equipment had been repaired.

The use of status boards was generally very good; however, some
problems were noted with the Critical Plant Information and Major
Problem status boards. Problems such as water level reaching TAF
(top of active fuel) or core damage occurring were not annotated
on the Major Problem board until after the inspector asked a
question.

Periodic briefings by the SED to TSC, 0SC, and EOF personnel were
comprehensive and discussed current plant status and priorities
for repair activities. A1l of the briefings were performed by the
SED. Control of personnel noise levels was quite good.
Communications on establishment of habitability an! =tnitoring
personnel exposure were Tood.

The transfer of command and control to the EOF occurred as the GE
was being declared. This caused some confusion with approving the
notification to State agencies. Discussions between the SFD and
emergency manager (EM) in the EOF were thorough. Once the
decision to declare a GE was made, it might have been more



effective had the TSC retained command and control until
notifications and associated actions were completed.

During the reflood phase of the scenario, operations and
engineering discussed deviating from the emergency operating
procedures (EOP) on how high to reflood the reactor vessel, to try
and limit the spread of core debris from the reactor vessel.

Based on the decision to deviate from the EOPs, 10 CFR 50.54(x)
was invoked. The use of 50.54(x) was conservative.

The use of procedures and technical information by the TSC staff
was very good. Evaluation of core damage conditions and
communication of this condition to the SED was very good.
Discussions of conditions necess2ry to obtain a representative
Post Accident Sampling System (PasS) sample were thorough. The
engineering table’s evaluation of plant data was generally very
good; however, the inspectors believed that further questioning
should have been done concerning the hydrogen concentrations in
the containment, as well as the loss of suppression pool level.
The use of checklists by TSC personnel improved considerably from
the previous sxercise.

A limited discussion of the items which would be considered during
the Recovery phase was conducted at the end of the exercise. This
discussion of recovery actions was generally thorough. The best
discussions were in the radiological protection (RP) and
administrative support areas. Efforts in the engineering area
during recovery discussions were adequate but seemed to focus on
actions to restore the plant to operation. Given the level of
core damage, questions on subcriticality and coclable core
configuration, and long term decay heat removal from the core were
not discussed very thoroughly. Discussions of what equipment
could be quarantined (due to multiple equipment failures) and what
equipment would have to be repaired immediately did not occur.

No violations or deviatinons were identified.
r r nter (0 T

The OSC was activated and staffed with krowledgeable individuals
in a timely manner. The OSC Supervisor ook command and control
early, reporting to the facility by 0845; a full contingent of
support staff were in place by shortly after US00 when the 0SC
supervisor held the first OSC briefing.

Habitability within the OSC was initially checked by the health
physics organization (air and smear sampling as well as ambient
surveys) and checked on a regular (approximately houriy) basis
throughout the exercise.

The assembly, briefing, dispatch, tracking, and debriefing of
Emergency Teams was well done. The OSC staff effectively used
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status boards to track the assignments and status of deployed
inplant teams. Team briefings emphasized the need for personal
safety, the use of proper protective equipment, the expected
routes of travel and activities, as well as the need for frequent
radioing back cf activities accomplished and the reporting of any
unusual findincs. In addition, some teams were rerouted to
accomplish add’'tional tasks while in the forward area. Status
boards were used effectively and were in sight of the 0SC
management team so that they could track teams and the personnel
availability of others should the need arise. The use of ~olored
name tags greatly aided in the identification of team composition
and in the availability of personnel for teams not yet assembled
or requested.

The OSC Supervisor and his assistants maintained good
communications with the dispatched teams and in frequent face-to-
face communications with the TSC Assistant SED.

Weak lighting conditions (i.e., burned-out fluorescent tubes in a
number of overhead fixtures) were noted wiihin the 0S(, especially
in the Briefing/Debriefing area, and the absence of fixed
emergency lights in the OSC was also noted. Portavle battery
operated lamps were placed on each of the workirg tables within
the OSC by the Status Board Operator during activation, and
specifically used in the Briefing Area during the exercise. All
other equipment for the various teams (¢.g., fire brigade, rad
protection, etc.) was available in sufficiest quantities and in
good working order.

The use of dose and dose rate terminology during the briefing
session discussions was lax. Turn-around dose rates and doses
were expressed in units of R, rather than in Rem/hr or mrem/hr for
dose rates, and in R (Roentgens) rather than in the more
applicable units of rem for dose.

There were good initial discussions of in-plant priority issues
during the brief (approximately 30-minute) recovery phase
discussions. These focused on the ability to do damage assessment
and radiological protection, with radiation protection issues
focussing on staff ingress and egress and the need to maintain
doses As-lLow-As-Reasonably-Achievable (ALARA).

No violations or deviations were identified.

Emergency Operations Facility (EOF)

Personnel efficiently set up their respective functional areas.
Al1 responding EOF personnel signed in on the magnetic staffing
status board. Minimum staffing was achieved within approximately
22 minutes of the Alert PA announcement.



The ECF took command and control of emerg-ncy response
approximately 34 minutes after declaration uf a SAE. Good
discussions were held regarding whether the Turbine Building
explosion could be a security situation or not, the potential for
an unmonitored radiological release through the Turbine Building
smoke vents, and the response to the State’s over conservative
protective action order.

There was overall excellent use of the EOF status boards. Status
b i keepers began updating their boards immediately after
siyning in on the status boards. During the emergency exercise
the status boards were continually and promptly updated.

Meteorological data and other important information was displayed
on the status boards very early in the activation of the EOF.

This helped to inform responding personnel of emergency conditions
as they arvived at the facility.

The EOF speaker system was used very well during the exercise.
The briefings from the Emergency Director in the TSC were
broadcast throughout the EOF. These TSC briefings were detailed
and periodic; however, occasionally the Emergency Director (ED)
did]?ot start or end his broadcast briefings with "This is a
drill®.

Approximately four minutes after taking command and control of the
emergency response and approximately ten minutes after the General
Emergency (GE) declaration, the EM notified the EOF ED he was
leaving the EOF to brief the NRC Site Team. The EM was out of the
facility for approximately eight minutes during a very critical
time of the emergency. Delegating the NRC briefing to the EOF ED
or postponing the briefing for a few minutes until the emergency
stabilized might have been more effeclive.

The first facility briefing by ~he EOF Emergency Manager (EM) was
approximately 58 mini. . es after tie announcement for the Alert
declaration. The EM relied heavil ' on the TSC broadcast
announcements. When the EM did fecility briefings, they were
short and did not provide much additional information on plant
conditions or emergency activities. This did not appear to
adversely affect the operations of the EOF.

A problem with the mobile continuous air monitor was noted
regarding the chart paper not moving. This was corrected by an
I&C Technician when identified by the inspectors.

Dose assessment using the computerized dose projection program
MESOREM Jr. was very good. Prior to the radiological release,
dose assessors proactively calculated "what ifs" and dose
speculations. After the radiological release, dose assessment
calculations were periodically performed.



Good discussions regarding protective action changes were
observed. The State over conservatively evacuated out to five
miles downwind after the protective action recommendation (PAR)
from the licensee was to evacuate out to two miles and shelter up
to five miles downwind. There was a discussion concerning whether
to upgrade the PAR (to be consistent with the State actions) or
not, with the appropriate decision to follow procedures and retain
the protective actions already recommended.

There was a good communication interface with the offsite
authorities. Questions from offsite authorities were rapidly and
efficiently answered. There was some confusion regarding early
State indications of a radiological release and reactor water
levels (where did the water go or come from).

Status board keepers used 1R and 4R instead of IR/hr and 4R/hr.
This could be confusing to offsite officials and could cause
ucoblems in situations such as “turn back" doses or dose rates.
The habitability of the EOF was not updated on the status board
after the initial survey early in the scenario.

Initial recovery planning discussions began late in the exercise.
The incident response roles of NRC and the Department of Energy
were discussed by the Team Leader. Correct decisions were made
not to reclassify the GE and not to relax offsite protective ‘
actions.

No violations or deviations were identified.
i itor T
The overall performance of the field teams was excellent.

Upon the Alert declaration, the field teams responded promptly in
reporting to the EOF. Field team personnel were proactive in
obtaining their emergency response equipment. The Field Team
Coordinator conducted a good initial briefing explaining plant
priorities to the field teams.

Team dispatch was excellent. Teams dispatched from the EOF were
given briefings regarding plant conditions and were dispatched in
a timely manner to determine any potential release plume. Five
offsite radiological monitoring teams (OMTs) were dispatched
during the exercise.

Four OMTs consisting of a health physics technician (HPT) and a
driver were observed. In each case, the technician properly took
direct radiation level readings and air samples. Survey results
were adequately documented and reported.



Field ieams conducted beta/gamma exposure rate measurements in the
field to locate and determine the direction and magnitude of the
plume. Radiological air sample surveys were documented and
analyzed (simulated) upon return to the EOF Environmental
Laboratory.

The field team coordinator provided frequent briefings to the
field teams. These briefings were generally thorough. However,
the briefings could have included more information regarding the
reactor coolant system status, or protective action
recommendations.

Communications with the field teams were excellent. Field teams
promptly informed the field team coordinator when radiclogical
conditions changed significantly. The EOF staff directed the
field teams to applicable area sectors without any noticeable
delays. Radiological data from the field teams was properly
plotted by the EOF environmental staff.

Teams were observed to make optimum use of field survey maps to
assess plume direction and magnitude. Field team tasks were
prioritized and recommendations were made to appropriate teams
upon completion of their progress.

No violations or deviations were identified.
rci iv nd Scen i P

The exercise’s scope and objectives and complete scenario manuals were
submitted for NRC review within the proper timeframes.

Challenging aspects of the scenario included: use of the (kZ, which was
electronically linked to computer terminals in the TSC and EOr to
provide greater realism to the licensee’s protective measures and
reactor safety staffs; deployment of offsite monitoring *teams; and the
use of the Joint Public Information Center.

No violations or deviations were identified.
xercise Co 1 and Criti

There were sufficient numbers of personnel to control the exercise. No
significant exampies of controllers prompting participarts to initiate
actions, which might not otherwise have been taken, were identified.

Information being provided to CRS operators from field teams, 0SC, and
TSC was not provided in a timely manner to the simulator operators.
This caused the CRS operators to expect valves and/or pumps to be
operational before the simulator operator had any knowledge of the
required valve/pump condition.
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A smooth, rapi¢' transition from simulator information to the paper
backup was obscrved after the loss or ths simulator.

The licensee's controllers held initial ciritique. in each facility with
participants following the exercise. The licensee provided a summary of
its strengths and weaknesses, which were in excellent overall agreement
with the inspectors’ findings, preceding the exit interview.

9.  Operational Status of the Emergency Preparedness (EP) Program (IP 82701)
Iraining

Discussion with licensee personnel indicated that training for key
decisionmakers in the EOF and TSC did not include training on the
NRC/other federal agencies incident response programs. A review of the
licensee’s actions to resolve this issue will be tracked as Inspection
Followup Item (50-461/94010-01(DRSS)).

No violations or deviations were identified.

10. Inspection Followup Items

Inspection Followup Items are matters which have been discussed with
I11inois Power Company management, will be reviewed further by the
inspectors, and involve some action on the part of the NRC, I1linois
Power Company or both. Followup Items disclosed during the inspection
are discussed in paragraph 9.

11. i rvi

The inspectors held an exit interview on May 6, 1994, with those
licensee representatives identified in Section 2 to present and discuss
the preliminary inspection findings. Specific items discussed during
the exit meeting are discussed below. The licensee indicated that none
nf the matters discussed were proprietary in nature.

Overall exercise performance was considered as excellent.

Performances in each facility and the offsite teams were briefly
discussed.

The previous Inspection Followup Item regarding usage of
checklists in the TSC was closed.

An Inspection Followup Item unrelated to the exercise was utilized
to track licensee proposed changes to its key response personnel
training program to include a description of important elements of
the NRC and other federal agencies’ incident response programs.

Attachments:
1. 1994 Clinton Exercise Scope and Objectives
2. 1994 Clinton Exercise Scenario Summary
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