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Federal Emergency Management Agency
Washington, D.C. 20472

MAY 3 1984

MEMORANDUM FOR: Edward L. Jordan
Division of Emergency Preparedness
and Engineering Response
Office of Inspection and Enforcement

U.S. Nuclear Regulatory Commission
FROM: gcéars i %rr%”\/

Assistant Associate Director
Office of Natural and Technolegical
Hazards Programs

SUBJECT: Exercise Report of the December 6-7, 1983, Full
Scale Joint Exercise of the Offsite Radiological
Emergency Preparedness Plan for the Fort Calhoun
Nuclear Power Station

Attached are two copies of the Exercise Report of the December 6-7, 1983,
full scale joint exercise of the offsite radioleogical emergency prepared-
ness plans for the Fort Calk-un Nuclear Power Station. The States of
Nebraska and Iowa participated in the exercise along with the Nebraska
Counties of Dodge and Washington, and the Iowa Counties of Harrison

and Pottawattamie. The report dated March 15, 1984, was prepared by
Region VII of the Federal Emergency Management Agency (FEMA). This
exercise report reflects the comments from the Regional Assistance
Committee review.

FEMA Region VII staff furnished a copy of the report to the States of
Nebraska and Iowa and will request a schedule of actions for correction
of deficiencies. As soon as we receive and analyze the States' responses,
we will send you the results.

If you have any questions, please contact Mr. Robert S. Wilkerson,
Chief, Technological Hazards Division, at 287-0200.

Attachment
As Stated
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EVALUATION

December 6-7, 1983, Exercise of the
Radiological Emergency Response Plans of the
State of Nebraska, Dodge and Washington
Counties, and the State of lowa,
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EXERCISE EVALUATION OF THE IMPLEMENTATION OF STATE
AND LOCAL RADIOLOGICAL EMERGENCY RESPONSE PLANS

FOR THE

FORT CALHOUN NUCLEAR STATION

Blair, Washington County, Nebraska
Omaha Public Power District, Licensee

EXERCISE CONDUCTED
December 6-7, 1983

PARTICIPANTS:
State of Iowa State of Nebraska
County of Harrison County of Dodge
County of Pottawattamie County of Washington

(All jurisdictions with inhalation
pathway responsibilities participated)

prepared by

Federal Emergency Management Agency
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EXERCISE SUMMARY

NEBRASKA OPERATIONS

The State EOC was an excellent facility and activation and staffing
occurred in a timely manner. The exercise indicated that a need to review the
state plan may be necessary with regard to identification of minimum staffing
needs and documentation of the State EOC interaction with the Field Command
Post (FCP). Management of the State EOC was good and communications
functioned well. Timely coordination of communications existed between the
State EOC, the FCP and Washington County; this corrected an earlier identified
deficiency. Dose assessment and protective action recommendations were
overall well coordinated between the State EOC, the FCP and CRUSH. However,
lowa and Nebraska needed to coordinate decision making for implementing
consistent protective actions on either gide of the Missouri River boundary.
Protective action instructions were effectively conveyed to the public;
familiar geographical boundaries would be more unders tandable in descriptions
to the public.

The CRUSH mobile unit performed well as a communication link. Dose
calculations performed at CRUSH were performed acceptably. However, delays in
receipt of data from the utility made independent dose calculations too late
for useful state decision making. In one instance, incorrect data was
transmitted to the state by the utility resulting in dose projections that
were significantly different than the utility's. No apparent attempt was made
at CRUSH or the State EOC to resolve this data discrepancy. Radiological
exposure control was good except demonstration of the availability of
permanent record dosimeters was needed. Also, the predetermined conditions
for use of radioprotective drugs by emergency workers need to be reviewed.
Scenario source term data were not compatibie with the plume measurement
source term data provided to the field teams. Also, this data was not in the
proper form.

The Bluebird communications facility functioned as planned and no
communications or message interpretation problems were identified. Overall,
decision making, message flow, and managemen: Jere well demonstrated and no
deficiencies or areas for improvement were idertified.

The two field monitoring teams (Nebraska State Team and the Cooper
Muclear Power Station Team) were activated promptly. Neither team was briefed
on plant or meteorological conditions nor were they kept informed of these
conditions throughout the exercise. Communications equipment functioned well
between bdoth the field t ms and CRUSH. The Nebraska team was well=-equipped,
however, one counter did not work. The Cooper team was also suitably equipped
except one raaiation monitoring instrument was not operational. Charcoal
cartridges were not available for air samling. Technical operations were
generally performed well by both field teams. Additional training will
{mprove use of some instruments and somc fieid procedures need to be clarified

vii




in the plan or SOPs. Both teams had adequate dosimetry and displayed
generally good knowledge in radiological exposure control procedures.
Overall, it was indicated that the field teams were not used as effectivily as
they could have been to track the plume. Samples from additional monitoring
points would be useful to create worthwhile field team exercises.

Activities at the Dana College Coliseum decontamination center were
primarily simulated and considered to be acceptable. Additional state health
physics personnel may be needed for extended operations. A fill demonstration
of decontamination capabilities should be carried out in a future exercise.

The University of Nebraska Medical Center performed professionally and
had excellent facilities to care for the injured-contaminated (simulated)
individual that was brought to the medical center by the Blair Rescue Squad.
On the other hand, adequate communications, protective equipment, and training
are needed for the Blair Rescue Squad.

braska Count erations

Emergency operations management, communications equipment and staffing,
public alerting and notification, and facilities were good at rthe Washington
County EOC. Additional training and review of plan procedures are needed in
the notification of staff and conveying correct emergency classification level
information. Several special issues regarding school evacuations aad needs of
the mobility-impaired were identified and need to be resolved. Direct-read
dosimeters were availab’e in satisfactory numbers. However, permanent record
dosimeters were not available and a review of procedures for reading
dosimeters is suggested.

Operations in Dodge County consisted of ectercising the County EOC and a
decontamination center. The Dodge County EOC was an acceptable facility for
emergency response operations. Emergency operations management, appropriate
public notification activities, and radiological exposure control were all
effectively carried out. The Dodge County relocation center also performed
well in registering, wmonitoring, decontaminating, and providing congregate
care of evacuees. Overall, some review of procedures would help to refine
some of the already acceptable activities demonstrated at the two Dodge County
sites during the exerciss.

[OWA OPERATIONS

The lowa State EOC was wel -managed and deci{sion-making procedures
follcved those prescribed in the p an. Alert and notification of the EOC
staf’ as done primptly. lar-icipation by state and volunteer agencies was
g00< but three agencies {c¢sn: {ed in the plan did not participate. All EOC
stsf displaved adequate train ag and knowledge. Facilities at the EOC were
sati.factory, althcugh not all of the recommended visual aids were posted.




Further, the state and OPPD should agree on a common map designating and
identifying radiological monitoring sites. Protective action recommendations
for the plume and ingestion pathways were made. Provisions for the prompt
broadcast of EBS messages following siren activation requires improvement.
Dose assessment functions were effectively carried out. However, the decision
to administer KI to emergency workers in the field was made late and was not
justified by projected doses made at the forward command post.

Ficld monitoring teams were mobilized promptly from lowa City and
Ames. The teams were well-equipped, however one team had no power supply for
their air sampler. Procedures for collecting air samples had been modified to
correct deflciencles identified in prior exercises. More training is required
for members of the field monitoring teams in determining the need for
decontam!nation of emergency personnel, supplies, and equipment. The Blue
team also requires training in the proper collection procedures for, and
determination of radioiodine concentrations in the field.

Coordination of the fileld radiological monitoring teams was done from
the forward command post located at the Harrison County EOC. The team
coordinator managed the operation well, but was handicapped by inadequate
communications to the field, conflicting maps of the lo.ations of field
monitoring sites, and the lack of an administrative interface with the county

EOC. The latter was most evident in poor message handling and plant condition
briefings.

The Missouri Valley Hospital has recently been added as a resource
hospital for accepting radiologically contaminated persons with injuries. For
this exercise, the simulated injured person was diverted to the University of
Nebraska Medical Center. No medical support activities were observed.
Hospital personnel were familiar with the appropriate procedures, but needed
experience because they have not been exercised. Further, the hospital did
not have adequate radiological monitoring instruments.

I ow. v r on

The Harrison County EOC was activated promptly. However, several
persons with no emergency responsibility under the current plan were also
called in. In general, the staff displaved adequate knowledge and training.
Round-the=-clock staffing capability was demonstrated. Command and control
functions were not effectively demonstrated since the Office of Disaster
Services (ODS) representative officially 1in charge was occupied with
commnication functions. The EOC facilities were generally adequate and all
recommended visual aids were posted. All efforts put forth by the EOC to
alert the public was done promptly and well. Traffic control points were
effectively {mplemented. The county needs to learn the locations of mobility=-
impaired persons and develop nrocedures for their nrompt evacuation.



The Pottawattamie County EOC's primary function was public
notification. As such, the entire EOC was not activated. All key managerial
staff were on duty and were well-trained for their assigned duties. The
director of communications was effectively in charge. The facilitles were
adequate and the center could support extended operations. However, no maps
or displays indicating evacuation routes, relocation centers, access control
points or population distribution were present. Communications equipment
functioned well. The EOC responded to a greater degree than was expected
under the exercise scenario. Traffic control points were activated, route-
alerting was simulated, and an omission in the state plan regarding the number
of residences {in the 2-mile EPZ was {identified. However, this strong
performance in the field brought out the need for extensive training in the
uge of dosimeters and provisions for the use of potassium {odide.

COMBINED STATE FUNCTIONS

The EOF was promptly and adequately staffed with key personnel.
Howe et, no support staff were available to relieve officials of routine
telephone calls and to properly handle messages. The Iowa representatives
need training in their duties. Space and equipment for FOF staff were very
limited. The room was overcrowded and no displays or maps of required
{nformation were available. Additional training (s recommended in management
and deciston-making responsibilities, emphasizing familiarization with
procedures {n the plan,

Activation of the {nformation authentication center (IAC) was promptly
demonstrated by PIOs from the utility, Nebraska Civil Defense, and the NRC,
The state ot lowa was not reprcented at the IAC, The facilities at the TIAC
were adequate., The IAC was also well-equipped with communications eaquipment.
Periodic briefings were held at the IAC throughout the day. On occasion, the
content of emergency messages transmitted to the media release center were
found to be erroneous or in conflict with i{nstructions contained in the public
{nformation bSrochure.

The media release center (MRC) was effectively activated bv representa-
tives from the utility and each of the states, The facilities at the MRC were
adequate, however, maps and displavs to faclilitate dissemination of
information were small and generally {nadequate. Communications eaquipment
were sufficient and operated well, Media kits oproviding reporters with
background information were available. The participants were well-trained and
knowledgable. Media briefing sessions were conducted and a technical liaison
from the utility was present to answer technical questions, The rumor control
lines were activated and the operators were well-trained. Rumor control
operators were also kent up to date through continuous interaction with the
MRC staff.



1 INTRODUCTION

l.1 EXERCISE BACKGROUND

A radiological emergency exercise was conducted on December 7, 1983, to
evaluate the adequacy of state and local emergency plans and response capa-
bilities in States of lowa and Nebraska in the event of an emergency at the
Fort Calhoun Nuclear Station located near Blair, Nebraska. The plans
evaluated included the Radiological Emergency Response Plans for Nuclear Power
Plant Incidents of, respectively, the state of Nebraska and Washington County
(NE), and the Nuclear Incident Reception Plans ot Dodge and Sarpy Counties
(NE). Also evaluated were the lowa Emergency Plan, the Harrison County (IA)
Radiological Contingency Plan, and the Pottawattamie County (IA) Radiological
Emergency Plan. The current Harrison and Pottawattamie County plans are not
in compliance with NUREG=0654, II criteria and therefore are inadequate as
emergency plans. The state of lowa has assumed responsibility for emergency
management and has adapted the Compensatory Measures Plan to Chapter 12 of the
State Plan. The Compensatcry Measures Plan will provide guidance to the
counties until the appropriate county plans are finalized.

The exercise was conducted jointly by the Omaha Public Power District
and the States of lowa and Nebraska (and associated local governments). All
relevant jurisdictions i{n the States of lowa and Nebraska participated, except
for two counties with reception and care responsibilities (Crawford County, IA
and Sarpy County, NE) that were not exercised i{n those locations. However,

the Sarpy County EOC was activated (for commnications purposes on.y), and was
not observed during the exercise.

An exit interview was conducted with the participants at 10:00 a.m.,
December 8, 1983, {n the Douglas County EOC in Omaha, Nebraska. Details of
the evaluators findings were presented at this exit {interview. A public
briefing was conducted following the exit interview at 3:00 p«m. in Room B-14
of the Federal Building in Council Bluffs, lowa. At this briefing, highlights
of the exercise evaluators' findings were presented by both the RAC Chairman
and the NRC Team Leader. State and local officlals were invited to
participate in the briefing.

This report represents the findings of the evaluators specific to the
objectives identified in Sec. 1.4, While various problem areas may be
{dentified as needing corrective attention, the principal focus of the report
is on the success of the participating agencies 1in accomplishing these
objectives and 1in establishing whether past deficiencies have been
corrected. Because this was the first exercise conducted under revised state
and local plans for several jurisdictions in both lowa and Nelraska, it serves
48 a bdaseline against which to determine whether, over the course of time,
offsite response organizations wil!l have fulfilled all 35 “core ohjectives”
{dentified by FEMA lleadquarters.



This report shull be provided to the States of Iowa and Nebraska in
order they it may act on the recommendations contained herein to improve the
emergency responsa capabilitige of both State and local governments. Sixty
days from the date of receipt o€ this document, State and local governments
should submit to the Regional Director, FEMA VII, tleir comments on the report
and any proposal for remedial action concerning c¢he problems identified in
Sec. 3 of this document.

1.2 EXERCISE EVALUATORS

Observations aad evaluations of the exercise were performed by members
of the Region VII, Regional Assistance Committee, FEMA Regional staff and
qualified Federally employed and contracted evaluators. The following is a
complete list of evaluators, thefr agency affiliations, and their evalnation
assignments:

Evaluator Agency Assignment e 4N
M. Carroll FEMA towa FCP (at Harrison Co. Sheriff's Dept.)
3. Brinck coal Towa FCP (Rad Team Ops.)

E. Jenkins FEMA EOF

G. Jacobson F’DA3 lowa State EOC

K. Waller TEMA [owa State EOC

J. Opelka an® Blair Rescue Squad/UNMC Radiation Center
R. Honkus IvEL lowa “ield Team

W, Biledenfeld aus® lowa Field Teawn

B. Salmonson INEL lowa Field Team

P, Stahlschmidt VEMA Media Release Center

S. Kinser FEMA Pottawattamie fo. Sheriff's Dept.

L. Wilborn wre’ EOF - lowa Operations (North Omaha Statfon)
D. Nevitt spad Nebraska State EOC

S. Kouba nog’ Nebraska State EOC

R. Leonard FEMA Washington County EOC

T. Hogan FEMA Washington Co. EOC

8. Scott TEMA Dodge Co. EOC

G. McClure FEMA Nehraska EOF/IAC

M. Browne DOTIO Nebraska EOF/IAC

J. Keller INEL Nebraska State FCP (Accident Assessment)
L. Wilborn NRC lowa EOF North Omaha Station

J. Mevers DOT Nebraska State FCP (Police)

C. Herzenberg ANL Nebraska Field Team

N. Chipman INEL NPPD Field Team (Tonper NS)

lFE!A Federal Emergency Management Ageucy

:EPA Environmental Protection Agency



3PDA Food and Drug Administration

ANL Argonne National Laboratory

SIN!L Idaho National Engineering Laboratory

6HHS U.S. Department of Health and Human Services
7NRC Nuclear Regulatory Commission

8USDA U.S. Department of Agriculture

900! U.S. Department of Energy

10pot U.S. Department of Transportation

1.3 EVALUATION CRITERIA

The exercise evaluations presented in Sec. 2 are based on appficable
planning standards and evaluation criteria set forth in Section II of NUREG-
0654/FEMA-REP-1, Rev. | (November, 1980). Following the overview narrative
for each jurisdiction, deficiencies are presented with accompanying
recommendations. Deficiencies can be presented in two catevories. The first
category includes those deficiencies that would cause a finding that off-site
emergency preparedress was not adequate to provide reasonable assurance that
appropriate measures can and will be taken to protect the health and safety of
the public living near the site in a radiological emergency. These are “Class
A" deficiencies that lead to a negative finding. A negative finding must be
based on at least one deficiency of this type. There were no deficiencies in
this category at this exercise of the Fort Calhoun Nuclear Power Station.

The second category includes "Class B"” deficiencies where demonstrated
(and observed) performance during the exercise was considered faulty and
corrective actions are considered necessary, but other factors indicate that
reasonable assurance cculd be given that, in the event of a real radiological
emergency, appropriate measures can and will be taken to protect the health
and safety of the public.

1.4 EXERCISE OBJECTIVES

The State of lowa, in a communication to FEMA Region VII dated August
19, 1983, identified the following formal objectives for the state, to be

accomplished at the December 7, 1983 emergency response exercise for the Forc
Calhoun Nuclear Station.



1)

2)

3)

4)

5)

6)

7

8)

September 1987,

OBJECTIVE

INITIATE AND DEMONSTRATE the notification and
warning activities of the appropriate action
levels continuing throughout escalation and
de-escalation, including recovery and reentry
time.

INITIATE AND DEMONSTRATE the public information/
education activities at the appropriate emer-
gency action level, continuing throughout
escalation and deescalation.

ACTIVATE AND DEMONSTRATE radiological monitoring
off-site with proper interface between State and
monitoring teams and readiness to request
federal assistance if necessary.

PERFORM one assessment and make subsequent pro-
tective action guide recommendations.

ACTIVATE AND DEMONSTRATE functions of the fixed
Iowa forward control post.

ACTIVATE AND DEMONSTRATE telephone coordination
and implement hardcopy data transmission for
public information and radiological data
purposes during the exercise.

ACTIVATE Iowa State EOC with operational and
decision-making functionaries.

ACTIVATE AND DEMONSTRATE, as appropriate, bi-
state coordination on radiological data
collection and analysis; recommendation. and
implementations of protective actions; and
dissemination of warning and public information.

The State of Nebraska,

in a communication
reported the intention of affected state and local govern-

RELEVANT
NUREG-0654

CRITERIA

E-Z. E.S-ED7

E-S, Eo7, 6030‘, Coa.
(all)

C.l.b, C.3, 1.8, L.9,
I.11

I.10, J.9

E.2, E.6, H.3, H.4

E.7, F (all)

A.l.d, £.2, #.3, H.4

A.3, EoS-Eo7' Folob,
G.4 (all), H.12, 1.7,
.10, J.9, J.10 (all)

to FEMA VII dated 19

ment(s) in Nebraska to test (demonstrate) the following support capabilities

at the December 7,
Nuclear Station.

1983 emergency response exercise for the Fort Calhoun




1)

2)

3)

4)

5)

6)

7)

8)

STATE RESPONSE

Deployment and operation of the State Field
Command Post to include local and long-range
communications.

Notification and follow-up contacts with State,
Federal and private agencies having responsi-
bilities under the Nebraska Plan.

Demonstration of reaction times and supporting
resources estimates for key state and selected
federal agencies.

State field radiological monitoring activities
field health hazard assessment, and coordination
of protective action recommendations with
Governor's Authorized Representative and State
EOC = to include State aerial radiological moni-
toring to roughly define the parameters of the
airborne plume.

Assumption of operational status and functioning
of State EOC as well as coordination with
agencies and field elements, including inter=-
state coordination between State EOCs.

State EOC coordination of simulated federal
technical and non~technical support under the
National Radiological Emergency Preparedness
Plan (NREPP), including message flow and
simulated support by NRC, DOE and FEMA.

State CD support for the joiutly operated
Information Authentication Center (IAC) and
Media Release Center (MRC).

Agricultural agency response, as coordinated

by the USDA State Emergency Board acting in
conjunction with the State Department of
Agriculture, to support the protective measures
determined bv the State Health Department.

RELEVANT
NUREG-0654
CRITERIA

E.2, F.l (all), H.4

A.l (all), A.3, E.l,

1
F.l (all)

Celed, Coloc, EW2
[.8, 1.10, I.11,

J.9, Jl0em

A.3, E.2, F.l.b, H.4

Colob, Co“, Foloc

EQS' Eo?, Go:‘oa. Goa
(all)

A.Z.a. Ao]. Colnb'
Jell



RELEVANT
NUREG-0654
LOCAL RESPONSE CRITERIA
1) 1Initial notification receipt and alerting of g.1, B2
key people.
2) Communications and coordination with all A.l.b, A.3, F (all),
involved agencies. G.4 (all)

3) Activation of local Emergency Operating Centers E.2, E.6, H.3, H.4
(EOCs).

4) Practice of coordinated access control and Je10.3
security by selected law enforcement agencies.

5) Increased readiness measures for potential Hed, Juo10.h, J.12
operation of a relocation center, including
possible testing of facilities and locations
at alternate sites.

6) Decontamination station operation, including H.4, K.5.b
evaluation of facilities and locations to be
considered as alternate sites.

7) Coordination of public information activities, E.5-E.7, G.3.a, G.4
including preparations for notification of the (all)
public with actual notification being simulated.

8) Provision of fire and rescue support as required A.2.a, A.3, (B.9)
by plant.

9) Traneport and reception of simulated radiation A2.a, (B.9), L.l, L.&
casaialties.

1.5 EXERCISE SCENARIO

Initial conditions included a severe ice storm in progress in the EPZ,
which knocked out power in two major transmission lines. There was a major
power outage in the Blair area. The plant was operating at full power along a
third unaffected J45 KV transmission line because the ice storm had caused a
grid emergencv. Unknown to anvone, damage to a steam pressure vent valve
leading from containment had opened a hole in the valve allowing air to pass
into cthe vent line. An explosion of the UFy storage area subsequent to
receipt of a threatening telephone call initiated a notification of UNUSUAL
EVENT on the night of December 6. After turning over the investigation of the



incident to the Washington County Sheriff's Department, the UNUSUAL EVENT was
to have been terminated.

At 6:00 a.m. the following morning, a seized rotor led to a pressure
"spike” followed by shert-term failure of the steam bypass valves. Although
most valves reseat properly, the still unknown leak in the damaged vent valve
resulted in {Increasing radiation activity in containment. This led to a
"puff” release sometime after 6:30 a.m., causing declaration of an ALERT.
Following failure of offsite power to the plant, radioactive leakage continued
increasing, and led to declaration of SITE AREA EMERGENCY sometime after 9:10
a.m. During this time perfod, a plant technician sustained a heart attack
while drawing a sample of primary coolant, resulting in his (simulated)
contaminatiou and need for offsite decontamination/ambulance transport. Also,
the plant sustained a small break LOCA which, coupled with failure of all
onsite a.c. power due to a piston seizure in the diesel generator,
precipitated declaration of a GENERAL EMERGENCY at approximately 11:00 a.m. on
December 7. Release of radioactive gases to the environment terminated at
about 2:00 p.m. following discovery and plugging of a steam line leak upstream
of cthe defective valve, with subsequent downgrading of the event leading to
exercise termination by about 4:30.

Table | shows the timeline for notification and receipt of information

concerning changes in emergency classification levels at each of the offsite
facilities activated for this exercise.




Table 1 Selected Events, Times, Locatlions

Nebraska lowa Weshington Dodge Harrison
State State County, County, County, Pottawattamie
EOC EOC MRC EOF TAC Ne. Ne. la. County, la.

Alert 6:24 6:20 6:27 N.O. 6:20 6:47 N.O, 7:26 7:45
Notification N.O. 6:20 N.O. 6:30 6:55 5:53 6:24 7:29 8:41
EOC Activated N.O. 8.00 8:05 9:20 N.O. N.O. N.O. 11:10 not activated
EOC Staffed 8:49 8:30 10:02 9:00 8:36 8:10 9:42 11:08 8:00
Site Area Emergency 9:25 9:26 9:27 9:27 9:27 9:28 9:32 9:26 9:31
Sirens N.O. 9:35 N.O. 9:27 N.O. 9:33 9:42 9:26 9:34
Shelter Message 11:09 9:35 11:25 10:45 N.O, 11:17 N.O. 11:25 11:10
Evacuate 2 mi 11:43 11:25  11:25 N.O. N.O. 11:45 N.O. 13:25 11:12
Evacuate 5 =i 12:45 N.O. 1:21 12:45 N.O. N.O. N.O. 12:59 12:42
Evacuate 10 mi 1:05 12:38 N.O. 1:33 N.O. N.O. N.O. 2:08 12:59
Gen. Emergency 11:09 11:11 11:09 11:09 11:10 11:10 11:09 11:05 11:12
Slrens N.O. 11:12 N.O. N.O. N.O. N.O. N.O. 11:09 9:34
EBS Broadcast N.O. 10:05 N.O. N.O. N.O. N.O. N.O. N.O. N.O.
Downgrade N.O. N.O. 4:55 4:20 N.O. N.O. N.O. N.O. 4:29

- not observed.

N.O.



l.6 MILESTONES FOR EXERCISE OBJECTIVES AND CRITIQUES

Indicated below are milestones for exercise observations and critiques
with scheduled and actual completion dates.

Activity Scheduled Actual Comment

State and licensee jointly submit Sept. 23 Sept. 19 IA, NE
exercise objectives to FEMA and NRC
regional offices

FEMA and NRC regional offices discuss Oct. 7 Oct. 18
and meet with licensee/state as

necessary and prepare response

State and licensee scenario developers Oct. 24 Oct. 24 Inadequate
suomit exercise scenario to FEMA and scenario
NEC regions for review detail for
emission and
met data
FEMA and NRC regions no.ify state and Nov. 2 Informally
licensee of scenario acceptability discussed
FEMA and NRC regions develop specific Nov. 7 Nov. 30 Informally
post exercise critique scledule with discussed
the state and advise FEMA and NRC earlier;
headquarters letter sent
(11/30)
RAC chairman and NRC team leader meet Nov. 22 Informally
to develop observer action plan discussed
Meeting in the exercise area, of all Dec. 6 Dec. 6

federal observers both onsite and
offsite to finalize assignments, and
give instructions

Exercise Dec. 6 & 7 Dec. 6 & 7

FEMA and RAC observers caucus to Dec. 7 Dec. 7
collate observations. NRC observers
also caucus to collate observations.

RAC chairman and NRC team leader meet, Dec. 8 Dec. 8
as soon after their respective

caucuses as practical, to coordinate
federal participation {n critique

Joint RAC/NRC critique Dec. 8 Dec. 8




1.7 STATE AND LOCAL RESOURCES

Indicated below is a list of organizations which planned to participate
in the exercise.

Omaha Public Power District

Federal Government

l. Nuclear Regulatory Commission, Region III

State of Iowa

l. Towa Office of Disaster Services

2. Ilowa State Department of Health

3. lowa National Guard

4. Tlowa Department of Public Safety (Iowa Highway Patrol)
5. Iowa Department of Water, Air & Waste Management
6. lowa Department of Transportation

7. University Hygienic Laboratory

8. Office of the Governor, State of lowa

9. Office of the Attorney General, State of lowa
10. Iowa Department of Social Services

l1. Towa Department of Agriculture

12, lowa Commission on Aging

13. Iowa Conservation Commission

14, Towa Commerce Commission

Counties

l. Harrison/Pottawattamie County Municipal Civil Defense and
Disaster Services

2. Harrison/Pottawattamie County Health Departments

3. Harrison/Pottawattamie County Sheriff's Departments

4, Harrison/Pottawattamie County Highway Engineering
Departments

5. Harrison/Pottawattamie County Red Cross

6. Harrison/Pottawattamie County Board of Supervisors

State of Nebraska
l. Offfice of the Governor

2. Civil Defense Agency
3. Department of Health



5.

6.

7.

8.

9.
10.
1.
12,
13.
14,
1%
16,
17.
18.
19.
20.
21.

l.
2.
3.
4.
5.
6.
70
8.
9.
10,
11.
12.
13,
14,
15,

State Patrol
Department of Aeronautics
Commission on Aging

Department of Agriculture
University of Nebraska

Department of Economic Development
Department of Education

Educatfional Television Commission
State Fire Marshall

Game and Parks Commission

National Guard

Commission on Indian Affairs
Department of Insurance

Department of Public Institutions
Department of Public Welfare
Department of Roads

Department of Veterans Affairs
Department of Environmental Control

Nebraska Cousities

Washington County Civil Defense

Washington County Sheriff

Washington County Chairman of Commissioners
City of Blair: Mayor and City Administrator
Washington County Chamber of Commerce
Douglas and Dodge County REACT

Blair Rescue Squad

Douglas County Civil Defense

Douglas County Fire Department

Douglas County Board

Douglas County Sheriff

Dodge County Civil Defense

City of Fremont Police Department

City of Fremont Civil Defense

City of Fremont Fire Department

Volunteer Agencies

American Red Cross
Salvation Armv
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2 EXERCISE EVALUATION

This section presents the exercise evaluation grouped by State and
county. For each jurisdiction, there is an overview section, a list of
deficiencies, and NUREG-0654 Criteria Element-by-Element (Planning Standard)
review., Planning standards are designated by letters, correeponding to the
NUREG-0654 letter designations., The evaluation includes only those planning

standards which are appropriate for off-site emergency response activities.
The evaluation criteria are fully described in Sec. 1.3 of this report.
However, it si.ould be reiterated that there were no deficiencies that would
lead to a negative finding at this exercise of the Fort Calhoun Nuclear Power
Station. All deficiencies observed are in the second category. This category
includes deficiencies, with accompanying recommendations, where demonstrated
(and observed) performance during the exercise was considered faulty and
corrective actions are considered necessary, but other factors indicate that
reasonable assurance could be given that, in a real radiological emergency,
appropriate measures can and will be taken to protect the health and safety of
the public.

2.1 NEBRASKA OPERATIONS

2.1.1 State EOC

Overview

The State EOC was activated and staffed in a timely manner according to
established internal procedures. However, in a few cases the written call up
list was not up to date. A representative of the State Police, Department of
Games and Parks, Department of Agriculture, Department of Health, Civil
Defense, and the American Red Cross were present as well as a logging clerk,
A capability for 24~hour staffing was demonstrated by the presentation of a
roster for two shift operation. These shifts have been used and found to be
adequate during natural disaster emergencies and corrects a previously
{dentified deficiency. The exercise indicated that actions taken by the State
of Nebraska were adequate to protect the health and safety of the public.
However, the State plan fails to adequately describe the minimum staff
necessary to operate the EOC, Also, the state plan does not indicate how the
State EOC interacts with the field command post (FCP) in making dcse assess-
ment calculations and protective action recommendations.

Management of the State EOC was good. The operations officer utilized
the public address system to keep EOC staff informed. The staff was i{nvolved
in decision making and this was accomplished in an effective manner, Several
coples of the plan were available. The operations officer informed the conty



13

EOCs of emergency classification status changes immediately upon receipt from
the utility. Security measures were not provided at the entrances to the EOC.

The facilities at the State EOC were excellent. The EOC can be
operated on a continuous basis through the use of a backup generator, bunks,
showers, and a kitchen. Displays were adequate and a clearly visible status
board was kept up to date, The plume EPZ map was divided into sectors as
specified in NUREG-0654. An overlay system was used to identify sheltering
and evacuation areas and to display meteorological conditions.

Communications consisted of telephone, civil defense nationai radio
systems, and a high speed telecopiler; there were no difficulties with the
communications equipment during the exercise. Ham radio operators were also
avallable, if required. Conferencing was also available between the EOCs in
Nebraska and Iowa, the media release center and the EOF, There was timely
coordination between the State EOC, the FCP, and the Washington County EOC,
This demonstration corrects a previously identified deficiency.

Dose assessment and protective action recommendations were coordinated
between EOC, the FCP, and CRUSH, The FCP served as the central point for the
receipt and analysis of radiological monitoring data received from field teams
dispatched by the State. The majority of all detailed calculations related to
dose assessment were performed in the FCP, The radiological health
representative in the State EOC checked calculations using simple empirical
graphs and/or equations., In most cases, data provided by the veility, and in
some cases, existing weather and road conditions, were used to make plume
pathway protective action decisions, Ingestion pathway decisions were made in
a similar manner.

Due to the smail amount of radiolodine released, only emergency workers
within the plume EPZ were advised to take KI,

Protective act‘on recommendations made by Nebraska and lowa could cause
confusion between Nebraska and lowa residences 1f the two states independently
recommend different protective actions. This particular problem was
demonstrated during the exercise when, at the same time in the exercise, the
State of lowa was recommending evacuation of population and the State of
Nebraska was recommending only placing livestock on stored feed. This problem
becomes more significaat when the population on both sides of the Missouri
River are listening to the same Emergency Broadcast Station (EBS) for
instructions., Residences of Nebraska and lowa would benefit {f the two states
would define an equivalent basis and decision chain for making protective
actions relat.ve to siren activation, sheltering, evacuation, etec.

Local Civil Defense personnel actions to activate the siren systems
were initiated by a utility recommendation that was relayed to the local level
by the State EOC, This same recommendation initiated actions to notify the
area EBS station, Following the test signal made by the EBS station, an
announcement was conveyed relating to the Fort Calhoun exercise. The EBS
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message was made in less than 15 minutes aiter receiving the initial utility's
recommendation. Protective action instructions to the public were prepared as
a joint venture by the State Z0C and the FCP, Instructions made by the state,
in most cases, used NUREG-0654 sector designations rather than geographical
boundaries which would be more familiar to lccal residents,

The county has responsibility for evacuation and access control with
assistance from various state agencies. During the exercise, the state patrol
assisted with access control points and representatives at the EOC were
available to monitor traffic flow using aircraft., The FAA was notified by the
Department of Aeronautics to rescrict air space and the Coast Guard was
notified to blockade water traffic on the Missouri River,

Dairy farms were instructed to go on stored feed at the Alert stage as
a precautionary measure. Listings and maps of dairy farms, food processing
plants, and produce crop farms were available. In addition, updated
statistical data on crops could bhe made available. An underground water
supply in the 1involved area precluded any necessity for water supply
protective actions.

The states' media activities were implemented at the media release
center (MRC) and the information authentication center (IAC)., The I[AC was
located at the EOF and a State PIO was stationed there, Press releases were
telefaxed to the State EOC,

The exercise objectives did not 1include recovery and reentry
functions, Therefore, Nebraska's demonstration of this activity was extremely
limited., Actions taken at the State EOC were made in response to input from
state flield operations.

Deficiencies That Would lead to a Negative Finding

No deficiencies that would lead to a negative finding were observed at
the State EOC during this exercise.

Deficiencies and Recommendatious

l. Deficiency: The written State plan fails to adequately
describe the nminimum number of personnel to operate the
EOC and how the State EOC interacts with the Field Command
Post personnel in making dose assessment calculations and
protective action decisions (NUREG~0654, II, A.l.b,
A.2.a),

Recommendation: It would be beneficial {f the State plan

was clarifiled in order to allow maximum flexibility of
existing conditions and available state resources.
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p 38 leicuucz: A potential problem between the radiological
health decision makers in Nebraska and lowa exists in how
protec® ve actions recommendations are made for sectors
adjacent to and overlapping the Missouri River.

Recommendation: When the plume travels across the
Missouri River, residents >f Iowa and Nebraska would
benefit if the two states would define an equivalent basis
and decision chain for making protective actions relative
to siren activation, sheltering, evacuation, etc.

3. Deficiency: Protective action instructions to the public
were provided using NUREG-0654 sector designations rather
than familiar geographical boundaries.

Recommendation: Use of familiar geographical boundaries
in describing areas affected by protective actions and

recommendations would be more clearly understandable to
local residents,

2.1.2 State Civil Defense Portable Operations Center - CRUSH

Overview

The CRUSH is a mobile van that primarily performs a communication
function for the various response organizations, It provides the main
communications link between the field command post and the state EOC, CRUSH
has capability for communications with local governments and the EOF, The
mobile unit also provides an operational area for the Governor's representa-
tives and an area for staff to perform dose assessment calculations.

The communications equipment was excellent and well-trained personnel
performed all of the necessary communication activities. Telephone
connections and AC power were provided and a backup power generator was
available. The radio equipment included several frequencies. A repeater was
available on the frequency used by the field monitoring teams, thus “dead”

spots were eliminated. Additional hand-held radios were also available {f
needed,

The dose calculations were performed at CRUSH in an acceptable manner
following procedures recommended by EPA, The calculations were made i(n a
timely fashion after the data was received from the utility by CRUSH., Delays
of up to 45 minutes In receiving the utility data were encountered, Thus,
independent dose calculations by the state were too late for useful decision
making. On one occasion, incorrect data was supplied to CRUSH from the
utility, thus state dose projections were significantly different from the
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utiiticy. No apparent attempt was made to resolve this data discrepancy
problem. Also, because the projected plume track as not plotted, inefficient
use of the field monitoring teams was evident.

The staff at CRUSH and one of the field teams were issued sf.ulated
TLDs. The use of simulateu I[LDe crearted concerns as to whethe. a4 sufficient
number of TLDs were actually available when clearly an insufficient number of
simulated TLDs were distributed. Direct-read dosimeters were available and KI
was administered to the field monitoring teams. The order for the use of KI
came late in the emergency phase. If KI was to be used, it should have been
administered | to 2 hours earlier and should have been based on a source term
sufficiently high to warrant such use.

Significant problems were encountered with the scenario data. The
source terms used during the exercise were not compatible with the plume
measurement data provided to the field teams. In addition, information
provided to the field teams was not in the proper form; the information
provided was not field data, the data consisted of calculations derived from
field data.

Deficiencies That Would lead to a .'h.nuvc Mndlrm

No deficiencies that would lead to a negative were observed at CRUSH
during this exercise.

Deficiencies and Recommendations

l. Deficiency: Delays of up to 45 minutes were encountered
in the receipt of utility data at CRUSH. On one occasion
incorrect data was supplied to CRUSH from the utility,
resulting in state dose projections that were
significantly different from the utility's. No apparent
attempt was made by the state to resolve this data
discrepancy (NUREG-0654, II, I.8, 1.10).

Recommendation: The cause of the delays in receipt of
data needs to be ldentified and a remedy {mplemenced.
Additional training and/or a review of procedures in
verifying accuracy of utility data is needed.

8 Dcftctoncz: The lack of sufficient simulated TLDs raises
concerns as to whether a sufficient number of TLDs could
dctually be made available in a real emergency (NUREG-
0654, II, K.l.a).
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Recommendation: The use of simulated TLDs as a means to
display capability is not recommended. It is suggested
that permanent-record dosimetry availability be demon-
strated in future exercises.

3 Dcﬁ.clcucz: The order for the use of XI occurred late in
the exercise; KI should have been administered | to 2
hours earlier and should have been based on source terms
sufficiently high to warrant its use (NUREG-0654, II,
J.10.£).

Recommendation: The predetermined conditions under which
decisions are made to administer radioprotective drugs to
off-site emergency workers should be reviewed.

4. Deficiency: The source terms used during the exercise
were not compatible with the field data provided. Also,
field data supplied to the field teams were not in the
proper form; the data provided were calculations derived
from field data (NUREG-0654, II.I).

Recommendation: Assure that source terms used during the
exercise are compatible with the field data provided and
make provisions to ensure that field data supplied to
field teams are in the proper form. The final scenario
should be provided to FEMA to review for completeness ard
accuracy at least 45 days prior to the exercise.

2.1.3 State Patrol Mobile Communications Facility - Bluebird

Overview

The Bluebird unit is part of the State Field Command Post complex and
provides alternate communications for CRUSH as well as support for law
enforcement operations in the plume EPZ., Bluebird maintains radio or mobile
telephone contact with CRUSH., This operation was performed as planned and no
communications or message interpretation problems were identified. All
appropriate maps and SOPs were available and the Bluebird team demonstrated
effective knowledge of operating procedures. The Bluebird team simulated many
activities, including refueling patrol autos, the Bluebird bus, and power
generators, Twenty-four hour staffing of the Bluebird bus and patrol officers
was evident and an {ndividual was being trained during the exercise to add
future staffing flexidbility and depth., Overall, decision making, message flow
and management were well demonstrated and no deficiencies were identified.
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2.1.4 Field Moni toring Teams

Two teams were involved in field monitoring in Nebraska. An overview
and deficiencies and recommendations are provided below for each team from the
state of Nebraska and from the Cooper Nuclear Power Station.

2.1.4,1 Nebraska Team

Overview

The early phases of field team mobilization seem to have been conducted
expeditiously. Team member were notified from a writtem call list, which
included home and work telephone numbers and a listing of backup personnel.
Team members arrived at the EOF from Lincoln in 1.5 hours. A &4-wheel drive
vehicle with equipment packed was ready for rapid deployment. However, before
deployment the team was not briefed on current plant or meteorological
conditions. Communications between the Nebraska field team and CRUSH were
established immediately by use of UHF and VHF radios. This communications
link was maintained throughout the exercise and generally functioned well.

The Nebraska field team was well-equipped. The four-wheel drive was
suitable for most terrain but experienced an electrical problem which required
that it be jump started whenever the engine was turned off, The field team
had a checklist for equipment which was contained in the vehicle. According
to team members the equipment had been calibraired i{n March or April, 1983,
Radiation monitoring equipment included a hand-held 0-2000 mR/hr survey meter,
a 0-50R/hr full range ionization chamber instrument, and a sodium iodide
scint{llation counter with multichannel analyzer, which was not functional.
Alr sampling equipment operated on power from the vehicle and both charcoal
and silver zeolite cartridges were available, Additional sampling equipment
included a soil or snow sampling shovel, plastic collection bags, containers,
writing materials, identification labels, and plastic jugs for water and =milk
samples.

Field team technical operations were performed reasonably well. The
team did not perform calculations in the field. Instrument readings were
transmitted by radio to the health physicist at CRUSH who was to perform the
calculations, The team was generally familiar with the area being
monitored. The team had their G-M counter activated and the battery checked,
but did not use a radioactive source for on-the-spot calibration. Team
members used the instruments correctly to obtain ground and air readings, An
air sample was collected using equipment in the vehicle, The teaas also drove
Lo a stationary air sampler near the plant and simulated a cartridge change.
A snow sample was collected and placed in a plastic bag rather than in a
leakproof container, Overall, the team members were reasonably well
acquainted with their equipment, but some minor confusion ir operation of the
{nstruments occurred. The team had not had an adequate oppurtunity to become
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familiar with their sodium iodide gamma spectrometry system prior to the
exercise.

Radiological exposure control equipment was good. Each team member had
both a mid-range (0-20 R) and a high range (0-100 R) dosimeter; these
dosimeters were read and recorded with acceptable frequency. A survey meter
was kept operating in the vehicle to provide a continuous indication of
counting rate, thus providing an indication if they were moving into the
plume. A charger fur the dosimeters was available. Film badges were
available but TLDs were simulated. Simulated KI was taken when instructions
from CRUSH indicated to do so. Additional equipment available included anti-
contamination suits, boots, gloves, and air tanks with respirators. There was
indication of a need to familiarize the team members with maximum dose allowed
without authorization and what procedures should be carried out if an excess
dose was received.

Overall, the scenario did not well utilize or effectively test the
Nebraska field team. Instrument readings were taken from only one monitoring
point, This was not a field team inadequacy, the team performed well as
directed. However, the field team was not directed properly to obtain useful
plume information. Furthermore, a controller with cue cards was not assigned
to the field team, thus, the only source of exercise data was an incomplete

listing of whole body dose rate and iodine concentration that was available to
the federal observer,

Deficiencies That Would Lead tc a §!gat1ve Find{ga

No deficiencies that would lead to a negarive finding were observed for
the Nebraska field radiological monitoring team.

Deficiencies and Recommendatic.s

1. Deficiency: Before deployment, the field team was not

briefed on current plant or meteorological conditions
(NUREG-0654,11.F.).

Recommendation: Briefing of the field team prior to
deployment would better enable the team to respond to
radiological conditions as they change.

2

2e Doficioncz: The sodium {odide scintillation counter was
not fully functional and was not used during the
exercise, The fleld vehicle experienced an electrical
starting problem. Also, equipment available to the team
was not consistent with the plan (NUREG-0654,I1.H.10),
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Recommendation: The causes of any instrument malfunctions
should be identified and remedial actions taken to ensure
that this {instrument and all equipment, including
vehicles, are working properly; field teams should have
adequate opportunity to become fully familiar with new
equipment prior to an exercise. The plan or equipment
available needs to be adjusted to reflect consistency.

3. Deficiency: A snow ssmple was placed in a plastic bag
rather than a properly sealed container to prevent its
loss by leakage.

Recommendation: A review of prccedures and equipment
needs for snow sampling is suggested.

4. Deficiency: Low range dosimeters were not available and
familiarization was not evident with regard to maximum
dose allowed without authorization, and what procedures
should be <Implemented 1f an excess dose was received
(NUREG-0654, II, K.3.a, K.5.a). .

Recommendation: Low-range dosimeters are needed for field
team members. Also, additional training is needed on
understanding maximum doses allowed without authorization
and procedures to be implemented if an excess dose 1is
received.

5. Deficiency: The Nebraska field team was not directed
properly to obtain useful plume information (NUREG-0654,
11.1.8).

Recommendation: Samples from additional monitoring points
are needed to obtain useful information on the plume. A
controller needs to be assigned to the field teams to
input essential data that will allow complete and
worthwhile field team exercising.

2.1.4.2 Cooper Nuclear Power Station Team

Overview

The field monitoring team consisted of professional staff from the
Cooper Nuclear Power Station. The team was notified at about 7:30 a.m., was
dispatched from the Cooper Station at approximately 8:00 a.m. and arrived at
the EOF at 9:40 a.m. Prior to their deployment the field team was not briefed
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on plant or meteorological conditions nor were they kept informed of these
conditions throughout the exercise,

The Cooper field team communicated with CRUSH by radio. The radio and
antenna were installed in their vehicle upon their arrival at their deployment
point. A har’~held portable radic was available, but the field team did not
obtain one. Overall, communications were very good with no dead spots
noted. However, vhen the field team went to the decontamination center they
were not in communication with CRUSH for about 20 minutes.

The field vehicle was adequate for the team members and equinrment and
was suitable for all expected terrain and weather conditions. Radiation
monitoring instruments were available. All appropriate air sampling equipment
was avallable except for charcoal cartridges. Plastic bags, writing
materials, and identification labels were available for soll and water
sampling. Equipment was not available for taking water or milk samples.

The field team completed an operational check of the equipment;
batteries were installed and instruments were source-checked. A large wmap
clearly indicated color-coded predetermined sawpiing points. Access to the
sample locations was good. However, because sampling occurred at only two
monitoring points and these were not in the plume, the monitoring team was not
used effectively for tracking the plume. The team tock ground readings at the
two monitoring points and recorded them on a form. An air sample was taken
and the calibration curve on the air pump was used to determine the time to
rake a 5 fto atir sample. Silver zeolite cartridges were available in the kit;
a blank cartridge was used for the exercise. Counting (simulated) outside the
plume was done with an Eberline E-140 with an HP210 pancake head. Conversion
from mR/hr to uCi/cc was accomplished using a chart and interpolating between
table values. This method was not described in the plan.

The Cooper monitoring team had anti-contamination clothing and full-
face respirators with chavcoal cartridges., The ceam members were issued KI
(simulated), however, it was administered too late in the exercice. Only low-
range (0=l R) dosimeters were available; mid-~ to high-range dosimeters were
not available. Overall, the monitoring team was thoroughly trained in the use
of dosimetry equipment.

Deficiencies That Would Lead to a Negative Flndiqn

No deficiencies that would lead to a negative finding were observed for
the field radiological monitoring team from the Cooper Nuclear Power Station.
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Deficiencies and Eocon.tndafion:

l.

2.

3.

4.

5.

D.ﬁcicncz: Prior to field team deployment, the Cooper
team was not briefed on plant or meteorological conditions
nor was the team kept informed of these conditions
throughout the exercise, The team also was not in
communication with CRUSH while it was at the
decontamination center (NUREG~0654, II.F).

Recommendation: Field teams should be briefed on plant
conditions prior to deplovment and communications should
be maintained throughout the exercise.

Deficiency: The Cooper field team did not have charcoal
cartridges for air sampling. Equipment was not available
for water and milk sampling. The team also did not
acquire a hand~held portable radio (NUREG-0654, II.
H.7,10).

Recommendation: Monitoring and communication equipment
should be available to accompiish the assigned field
monitoring responsibilities of the Cooper team.

Deficiency: Conversions from wmR/hr to uCi/cc was
accomplished using a chart and interpolating between table
values; this method was not in the plan (NUREG-0654, II.
1.7)s

Recommendation: Review the plan or procedures regarding
this activity and make changes and/or revisions as
appropriate,

Deficiency: Only low-range (0=l R) dosimeters were
available. Permanent record devices were simulated (NUREG-
0654, 1I, K.3.a).

Recommendation: Provide the field team with mid- and
high-range dosimetry. Availability and use of permanent
record devices should be dewonstrated in a future
exercise.

Deficiency: The monitoring team was not used effectively
for tracking the plume because only two non=plume
monitoring points were sampled (NUREG-0654, II, I.8).

Recommendation: Samples from additional monitoring points
within the plume need to be taken to effectively track the
plume. The plan should be reviewed to assure proper use

and management of the field teams,
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2.1.5 Radiological Laboratory

Overview

The radiological laboratory did not actually participate in the
exercise, but laboratory operations were reviewed prior to the exercise at the
request of the state., The radiological laboratory equipment was sufficient to
perform the sample analyses. Equipmeant included a multichannel analyzer, a
TLD reader, an alpha and beta counter, a liquid scintillation spectrometer,
and semi-conducter detectors., The TLD system was not operational. Except for
a liquid scintillation system, no other backup equipment were present.
Equipment was calibrated using EPA quality control standards.

The staff consists of one part-time chemist plus a consultant on
call. Two additional chemists are available with minimal radiochemistry
training for back up. One additional trained and experienced individual would
be desirable to provide two shifts of two persons each. The staff training

was adequate, but participation in drills or exercises would provide needed
experience,

A commercial telephone was available to communicate with the EOF,
Communication between the laboratory and the field monitcring teams could be
relayed through the EOF,

Procedures for identification and quantitative measurement of gamma-
emitting radioisotopes using the multichannel analyzer were discussed. No
technical operations were observed at the radiologics laboratory during this
exercise so that performance was not demonstrated. Overall, considerable
improvements have been aade since the previous observation.

Deficiencies That Would Lead to a Nc‘ative Finding

There were no deficlencies that would lead to a negative finding
observed at the radiological laboratory during this exercise.

Deficiencies and Recommendations

l. Deficiency: The radiological laboratory should be able to
demonstrate a capab’ ity to function over a prolonged
period (NUREG-0654, (I, A.4).

Recommendation: One additional trained and experienced
individual would be desirable to provide two shifts of two
persons each.
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2. Deficiency: Backup equipment for analyzing media samples
were not present (NUREG-0654, II, H.10).

Recommendation: Prcvisions and arrangement for backup
equipment should be made. Sufficient analytical equipment
may be available through the use of backup laboratories.

3. Dcfichncz: No technical operations were observed at the
radiological laboratory during this exercise (NUREG-0654,
II, N.2.4d).

Recommendation: The exercise should include analysis of
sample media and a demonstration of communications and
record keeping.

2.1.6 Dana College Coliseum Decontamination Center

Overview

The Dana College Coliseum was used as the decontamination center
because the primary site, the Blair High School, was not available for use.
The operation of the center was simulated. Evacuee monitoring points were
identified, sufficient monitoring equipment was available and pathways for
contaminated and non-contaminated persons were shown., Methods were described
for decontamination and shower facilities were available. Provisions for
disposing of contaminated waste and for temporary replacement clothing were
evident., Decontamination of vehicles was not demonstrated. It was indicated
that in warm weather, a parking lot would be used for decontamination and that
an indoor bay at the fire station would be used in winter.

Deficiencies That Would lead to a Negative Pindinl

No deficiencies were observed at the decontamination center that would
lead to a negative finding.

Deficiencies and Recommendations

1. Deficiency: The availability of State health physics
personnel over an extended period of time was not demon=
strated (NUREG-0654, II, K.3.a).

Recommendation: State health physics personnel should be
assigned to provide 24~hour capability.
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2. Deficiency: Activities presented at thte decontamination
facility were simulated.

Recommendation: A demonstration of deccntamination center
capabilities should be carried out in a future exercise.

2.1.7 University of Nebraska Medical Center and tte Blair Rescue Squad

Overview

The Blair Rescue Squad provided ambulance service for the transfer of
an injured-contaminated (simulated) individual fron the plant to the
University of Nebraska Medical Center (UNMC). Appropriate radio
communications between the ambulance service and the hospital were not
evident, The ambulance service personnel were also not provided with
appropriate protective equipment, dosimeters, and radiation monitoring
equipment, The ambuiance crew was also not trained in radiological
activicies,

The utility informed the UNMC that the Blair Rescue Squad would be
transporting an individual to the hospital. The hospital was fully prepared
and facilities were excellent to handle ianjured-contaminated individuals.
Several medical doctors and health (radiation) physicists were present and
properly attired. Procedures for dealing with injured-contaminated persons
were thoroughly demonstrated. Contaminated areas were isolated from non-
contaminated areas and equipment was available for analysis of smears, whole
body (internal) measurements, and thyroid scans. Overal., the health
activities and professional performance at the hospital were excellent.

Deficiencies That Would Lead to a Negative Finding

There were no deficiencies that would lead to a negative finding
observed at the Univereity of Nebraska Medical Center.

Deficiencies and Recommendations

l. Deficiency: The Blair Ambulance Crew was not provided
with radiation monitoring equipment, dosimetry, protective
clothing, adequate communications, and radiation training
(NUREG-0654, II, L.).
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Recommendaticn: All appropriate equipment should be
provided to rescue squads and ambulance services involved
in the transport of {njured-contaminated individuals.
Training {is also needed in all aspects of radiation
control.

2.2 NEBRASKA COUNTY OPERATIONS

2.2.1 MWashington County

Overview

The Washington County ECC had adequate furniture, space, lighting and
telephones to carry out the arsigned emergency response functions. Backup
power was available and is tested monthly. The emergency classification level
was posted and a status board was available; however, the status board was not
kept updated. Appropriate maps were either posted or av.ilable in planning
documents.

The Nebraska State F:trol notified the County Sheriff dispatcher of the
Alert classification. The dispatcher conveyed this information to the County
CD Director. The CD Director understood the message to be an Unusual Event
rather than an Alert. Thus, a delay in staff activation occurred. All
appropriate organizations were represented st the EOC. In general all staff
displayed good training and knowledge in their respective emergency response
functions. It was indicated that 24~hour staffing would require backup
support for the CD Director and the County PIO.

Emergency operations management was effectively carried out by the CD
Director with coordination with the state liaison to the EOC and the County
Sheriff. Appropriate staff were involved in decision making. Plans, written
procedures and chacklists were available, logs were kept, and internal message
handling was efficlent. Security measures for control of access to the EOC
were good.

The Washington County EOC was properly equipped and demonstrated good
communications capabilities., All appropriate primary and backup communica=-
tions .inks were available and used effectively. It was no: totally clear as
to the degree to which the HAM and REACT volunteer organ!/zations would be
utilized in an actual emergency.

The EOC staff, in coordination with the county communications center
(County Sheriff Dispatch) demonstrated good capability to alert the public on
a timely basis., Public alerting included siren activation and transmission of
an initial message to the EBS station, and overall activation of the system
within 15 minutes of the recefpt of the Site Are. Emergency declaration,
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Further instructions in response to the need for protective actions following
the General Emergency declaration were formulated and released by the
information authentication center and the media release center. The County
EOC provided descriptions of areas affected by protective actions by landmarks
that were understandable to the publiec,

Special evacuation issues were identified and related to the availabil~
ity of buses for school evacuations, communications between the school
superintendent and the EOC, the alerting and availability of bus drivers, and
expectations of evacuation of school children by parents rather than by
buses, A system was not inplace for the Lldentification of noninstitutional-
f{zed mobility-impaired individuals or provisions for their transportation.
Similacly, procedures have not been established for notifying institutions and
acquiring necessary means of transportation for individuals included therein,

The County appeared to have an adequate supply of amid-range
dosimeters, Permanent record dosimeters were not available. Instructions
were lssued along with the self-reading dosimeters that indicated reading and
reporting of dosimeters by the field personnel on an hourly basis, These
readings were reported to the Blair Police Chief or the County Sheriff,

Reentry activities were adequately addressed following receipt of
recommendations and directions from the State.

Deficiencies That Would Lead to a Negative Finding

There were no deficlencies that would lead to a negative finding at the
Washington County EOC,

Deficlencies and Recommendations

l. Deficiency: A misunderstanding of the emergency classifi-
cation existed between the County Sheriff Dispatcher and
the CD Director. This caused a delay {n staff notifica~-
tion and activation (NUREG-0654, II, D,3,4).

Recommendation: Additional training 1in notification
procedures and a review of verification procedures (s
suggested,

Do!tctancz: It was not clear to what extent the YAM and
REACT volunteer radio operators would be available at the
EOC in the event of an actual emergency (NUREG=0654, II,
As2.8),
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Recommendation: The county plan should include a descrip-
tion of the extent that these volunteer organizations will
participate in an actual emergency. Appropriate letters
of agreement would help to define the extent of avalla-
bility.

3. Deficlency: Special issues relating to the evacuation of
schools and the mobility~impaired have not been adequately
addressed (NUREG~0654, II, J.10.e, J.10.d).

tion: Procedures which need to be defined for
the avacuation of uchools include: the exteant to which
buses will be used, coordination and communication between
the EOC and the sachool superintendents, alerting and
availability of bus drivers, and expectations of parents
picking their children up at the uchools. Activities
which need to be uddressed i(n the evacuation of mobility~
fmpaired include a system for the I{dentification of
aoninstitutionalized {ndividuals, Provision for their
svacuation plus notification of tnst.tutions, is needed.

4. Deficlency low-range (0-200 aR) «nd permanent record
dosimetears were no. avallable. Dosimeters were read on an
hourly basts, this (s not frequent envueh under certain
circumstances (NUREG-0654, (1, K, ).a).

' Lov=range, Jirect~read and permanent
record dosimmters are needed, The (nterval between
readings of the dosimeters (s dependent upon the dose rate
to which the workers ars exposed. An incerval of 1S
ainutes of even more freguent could be required (n high
radiation flelds (greater than | ®R/n), Chunges to
{nstruetions provided with  dosiugtars shouid e
considered,

2.2.2 Dodge County

Overview

Dodge County activated the County KOC and a relocation center, These
two operations were performed separatelv, with the relocation/congregate
care /decontamination activities taking pla .+ apart from the EOC and at a site
alternate to the principal location.

The Dodge County EOC had sufficlent furnicture, space, and lighting for
emergency operations, Portable aquipment would be brought i(n to support
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extended operations, Noilse was controlled and backup power was avaliable and
demonstrated. The esergency classification level was clearly visible and
posted at the status board., The status board was kept up to date and all
appropriate maps were posted or available, The communications system was
exceptional with at least one person on duty at all times.

Emergency operations management was handled by the emergency
coordinator. All messages received prompt responses. Staff briefings were
held periodically and appropriate staff were involved in decision making.
Security provisions were also evident, Overall, the staff displayed excellent
training and knowledge from demonstrating activetion and staffing procedures
to performing emergency response activities throughout the exercise.

Sirens and EBS messages were carried out (simulated) in a timely
manner. Several suosequent EBS messages were provided; these were coordinated
wvith the [AC (simulated) and messages were monitored over the radio.

The Police Chief (also the County CD Director) coordinated radiological
exposure control activities and performed the duties commendably, Low- and
aid-range dosimeters were avallable {n sufficlent quantities, The
avallability of permanent record dosimeters was not observed.

Activities at the Dodge County relocation center included registering,
monitoriig, decontaminating, and congregate care of evacuees, The center was
opaned by 11:00 a.m, with the Red Cross and volunteer personnel handling
registration operations. A police officer and two communication operators
were also on duty. Police directed incoming automobiles to an area where they
vould be monitored, Two i(ndividuals checked evacuees as they entered the
registration building., Evacuees were then directed to the registration area
vhere the registration coordinator and volunteers processed the evacuees, The
individuals performed well, however, registration cards were not forwarded
with evacuees when they proceeded to the congregate care area. This was
corrected lmmediately when evacuees arrived at the congregate care area. A
call back to the registration area confirmed that evacuees had been
registered, Overall, the registration and congregate care functions were
carried out effectively and accommodations for medical and congregace care
vere suffictlent,

Proper procedures were used to check evacuees and vehicles for
contamination, The outer clothing, tncluding shoes as well as sxpused hatr
and skin were well checked on each evacuee, Two showers were available and
additional portable showers were also available, Any contaminated clothing or
materials would be placed in a sealed contatner, All areas of asutomobiles
potentially (n contact with radiation (tires, air filters, pedals, and
extecior surfaces) would be checked and decontaminated Lf necessary using fire
hoses for exterior surfaces and (nterior areas would be cleaned, This process
would be repeated (f necessary, Wastevater would flow into the sewer aysten
and would not be disposed of (n streams or into the groundwater,
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Overall, activities were performed well at the Dodge County EOT and the
relocation center. Procedurss were generally adequate and equipment appeared
to be satisfactory. It is suggested that some additional training, in the
form of a refresher course or an exercise review session, be conducted to
refine the already acceptable prccedures demonstrated during the exercise.

Deficiencies That Would Lead to a Nezative Finding

There were uno deficiencles that would lead to a negative finding
observed at the Dodge County EOC.

2.3 [IOWA STATE OPERATIONMS

2.3.1 State EOC

Overview

Alert and notification of the Iowa State EOC (ISEOC) was done
promptly. The Fort Calhoun Nuclear Power Station (FCNPS) contasted the state
public radio inirfally, who in turn notified the ISEOC. The commnication
network i{s continuously monitored. Notification to acrivate the I[SEOC was
received at 0620 hours. Staff mouilization procedures were demunstrated using
an up-to-date, wrirten call list. The Alert notification was initiated during
the period when some asraff members were enroute to work. As a resulrt,
notification was not complete until the participants arrived at work. The
center was staffed and operational within 2 hours of the initia! notifica-
tion. A total of 10 agencies were rep-esented at the ISEOC. Three agencies
identiiied in the plan were not represented during the exercise: fthe American
Red Cross, the Iowa Department of Aging, and the Iowa Departmenr of Water,
Air, and Waste Management.

All ISSOC staff displayed adequate training and knowledge. Round=-the-
clock staffing was demonstrated using shift changes Ffnr the Departments of
Commerce, Agriculture, and Conservation. One rencrescntative was prepositioned
at the EOF to function as liaison with the ISEOC and (o act as a public
information officer (PIO).

The [SEOC was well-managed and decision-making procedures followed
those described in the plan. The ISEOC staff and all agency personnel
functioned well as an integrated unit.

Facilities at the ISEOC wer2 satisfactory. With kitchen, sleeping,
shower, and emeryency backup power facilities, the ISEOC can function over
extended periods. The scatus board was clearly visible to all participanga
and kept up to date. Ather displays, including maps of the plume EPZ,
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evacuation routes, access control points, and radiological monitoring sites,
were posted. However, different identification of radiological monitoring
sites by the utility and state led to some confusion. Maps of population
density by evacuation area, and relocation centers were not posted.

Installation of speake: phones for the operations staff and
radiological monitoring tvams greatly enhanced the telephone communications
and overall coordination. In general, all communications systems identified
in the plan were operational and functioned well. A telefax linking the media
release center (MRC) and the ISEOC was slow. However, the utility installed a
dedicated telefax line from the EOF to the ISEOC which produced timely and
high quality copies.

Dose assessment functions were effectively carried out. Expected doses
were derived from plant release data and field readings. Field data were
reported promptly. Dose calculations were performed by hand and using
simulation models. The plume was correctly defined and plotted on a map.
Periodic estimates of total population exposure were made.

Protective action recommendations for the plume and ingestion pathways
were made, All pertinent factors were considered {in making these
recommendations including plant status, evacuation times, and meteorology.
The protective action recommendations were promptly reviewed and updated as
cenditions changed. The recommendations were not well-coordinated between
Iowa and Nebraska. Emergency public 1instructions were developed in the
[SEOC. Prescripted Emergency Broadcast System (EBS) messages were clear and
appropriate to the situation, To avoid confusion, Iowa issued protective
action orders using well-known, local landmarks rather than just sectors.

The ISEOC played a primary role in public alerting when the Site Area
Emergency was declared at 0926. Formal and informal briefings were conducted
regarding the appropriate protective action recommendations. Iowa also
discussed current developments with Nebraska officials. Iowa elected to
recommend via EBS in-house sheltering. The siren system was activated at
0935, but the EBS message broadcast was delayed until 100S.

The decision was made to order evacuation of the 2-mile radius at
1112. The highway patrol notified all families individually by dispatching a
patrol car to conduct the house-to-house notification. Only 26 people were
affected within the 2-mile EPZ and everyone was contacted within 20 minutes.
An EBS message was also prepared. At 1238, evacuation was ordered for the 10-
mile EPZ. This increased the number of affected residents to 384, requiring
evacuation to the relocation center. The location of mobility-impaired and
special needs persons was known and checked. The highway patrol did an
excellent job in conducting the evacuation and the control of access points.
No problems were encountered with these activities.

Current {nformation was available for dairy farms, food processing
plants, water supply intakes, and derailed crop information. Recommendations



32

were prepared regarding ingestion pathway protective actions. The few cattle
located within the [0O-mile EPZ were to be sheltered and placed on stored
feed. Representatives from the state Department of Agriculture were
knowledgable of the plan and were well-integrated into the EOC staff,
Although agriculturcl play was limited, the representative volunteered
briefings to the observers. He demonstrated accurate and enthusiastic
responses to alternative situations requiring his involvement.

The decision to order potassium 1iodide (KI) for the radiological
monitoring team was based on projected radioiodine releases and consistent
with the plan. There was not an adequate supply of KI for other emergency
workers, however. The EOF was contacted for additional KI for members of the
highway patrol. The utility did not know if they had sufficient amounts at
first, but quickly located and made available the amount requested. Personnel
were adequately protected, but sufficient KI should be on hand according to
the plan, The Iowa National Guard prepositioned KI nearby in the event troops
were required to go into the area later. The state health official did an
excellent job in decision making regarding reentry. The ISEOC thoroughly
discussed the FCNPS recommendation to conduct recovery operations, despite no
downgrade from the General Emergency classification level. As a result, lowa
delayed reertry aud recovery activities until official dose readings were
received confirming that the area was safe to reenter.

Deficiencies That Would Lead to a Ng;ptive Ftnding

There were no deficiencies that would lead to a negative finding
observed at the ISEOC.

Deficiencies and Recommendations

I. Deficiency: All organizations having emecgency
responsibilities and i{dentified in the plan did not
participate in the exercise (NUREG-0654, II, N.l.b).

Facommendation: Each organization shall establish
procedures for alerting,  notifying, and wmobilizing
cmergency response personnel.

2s D.flciencz: The siren system was activated at 0935, but
the EBS message broadcast was delayed until 1005 (NUREG-
0654, I1, K.5,6).

Recommendation: Procedures need to be developed to ensure

prompt  broadcast of EBS messages following siren
activation.
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Deficiency: Maps or displays of population density by

evacuation area, and relocation centers were not posted
(NUREG~-0654, II, J.10,a,b).

Recommendation: Maps showing population distribution
around the nuclear facility by evacuation areas, and maps
showing relocation centers 1{in host areas should be
prepared and posted.

Deficiency: The current state plan was discovered to be
in error {dentifying the number of families residing
within the 2-mile EPZ in Pottawattamie County (NUREG-0654,
11, J.10.%).

Recommendation: The plan should be updated to {ndicate
the correct number of families residing within each
emergency planning zone.

Deficiency: Designations for the same radiological
monitoring site differed between the utility and the
state. The difference apparently created some confusion
(NUREG-0654, II, J.10.a).

Recommendation: The utility and the state should use a
common designater for radiological monitoring sites.

Deficiency: An adequate supply of KI was not present for
all emergency workers (NUREG-0654, II, J.10.e).

Recommendation: Provisions for the use of radioprotective
drugs, including adequate quantities, storage, and means

of distribution, particularly for emergency workers must
be made.

Deficiency: No direct contact was made with the PCEOC
after 1248 hours on the open line. The line remained
operational, but no one confirmed the county's presence

during this critical perfod of the exercice (NUREG-0654,
II, Appendix 3, 2.4).

Recommendation: It 1is suggested that procedures for

communications checks (e.g., a roll call) be developed to
assure communications overation and receipt of messages.

Deficiency: The recommendation to administer XI was not
based on the appropriate guidelines or justified based on
the dose profections made by the field team coordinator.

Further, the recommendation was made too late (NUREG-0654,
Ik, J«10.0.2)s
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Recommendation: Closer coordination is required between
the [SEOC and the forward command post. The ISEOC should
involve the forward command post in decision making and
recommendations.

2.3.2 Field Monitoring Activities

Overview

Fleld ronitoring teams were mobilized from Iowa City and Ames.
Additional staff were placed on standby to provide 24-hour capability. The
team from Iowa City had traveled part way the previous day, but the Ames team
traveled in real time. Upon notification each team mobilized and arrived at
the Harrison County EOC promptly. The teams were fully equipped and ready for
dispatch upon arrival. The teams were briefed on plant status and meteorology

prior to deployment. However, after deployment, no further briefings were
provided.

The teams (designated as Blue and Green) were well-equipped with the
materials identified in the plan. Both teams had high- and low-range
detectors and air sampling equipment. All equipment had been calibrated in
October. Backup suppllies and equipment were adequate. Procedures for

collecting air samples had been modified to correct deficierncies identified in
prior exercises.

The Blue team needed more training in emergency response and monitoring
procedures. The Blue team members were not certain as to proper collection
procedures and calculation of radioiodine concentrations in the field. Their
fodine monitoring procedures had inadvertently been left with the Green
team. Further, their air sampler operated only on AC, rendering it

unavailable for use. A power supply for the AC-driven air pump needs to be
procured.

The Green team was well-trained in their responsibilities and functions
and performed them well. It is {important to note that equipment and
procedures used by the two teams are different. If Ames personnel were to be

used on the Iowa City team, or vice-versa, cross training on equipment and
procedures would be necessarv.

The communication link to the field teams was indirect through the
state police escort accompanying the team. No dead spotes were encountered and
the svstem functioned marginallv. A direct communication link with the ISEOC
would have been more convenient and effective. It was apparent that not all
the team members were equally trained in the use of the hand-held field
radios.
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Dosimerters, including direct-reading and permanent record, were worn by
all team members. Team members were aware of the procedures and adhered to
them. However, additional emphasis should be placed on the regular reading
and recording of dosimeter values. Adequate supplies of protective clothing
and equipment were contained {u the team kits, Team members knew the
procedures for administering KI when directed to do so by the ISEOC. It was
apparent during the exercise that the teams require more training in
procedures for determining the need and means for decontamination of emergency
personnel, supplies, equipmernt, and waste disposal.

Deficiencies That Would Lead to a Negative Finding

There were no deficiencies that would lead to a negative finding
observed during the field monitoring activities.

Deficiencies and Recommendations

1. Deficiency: The Blue team was not certain of the proper
collection procedures for, and calculations of radioiodine
concentrations in the field. The written procedures had
been misplaced (NUREG-0654, II. 1.8, N.2.d, 0.4.c).

Recommendation: The Blue team requires more training in

emergency response and radiological monitoring
procedures. A check, prior to deployment, for all
equipment and procedural manuals should be verified on a
checklist.

2. Deficiency: The Blue team's air sampling equipment was
non-operable because no power supply for the air pump was
available (NUREG-0654, II. H.il, I.8).

Recommendation: The plan should specify and identify the
requirement for an air sampler power supply in the
checklist.

3 Deficiency: Following deployment, the radiological
monitoring teams were not provided with periodic updates
of plant status and meteorology (NUREG-0654, II. F).

Recommendation: The field team coordinator should

transmit periodic updates of the plant status and current
meteorological conditions to the radiological monitoring
teams .
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4. Deficiency: The radiological monitoring teams were not
familiar with the equipment or procedures used by the
other teams (NUREG-0654, II. I.8, 9, 11).

Recommendation: Additional training is recommended to
familiarize radiological field monitoring team members
with the different equipment and procedures in use. =

. Deficiency: All members of the field teams did not
demonstrate adequate proficiency with hand-held field
radios (NUREG-0654, II. F.l.d, N.2.a).

Recommendation: Further training in the use of field

radio equipment is recommended for radiological monitoring
team members. E

6. Dmficiency: Radiological field monitoring team personnel
did not regularly read and record dose values from their
personal dosimeters (NUREG-0654, II. K.3.b).

Recommendation: Procedures to ensure that dosimeters are
read at appropriate frequencies and dose records are
maintained should be established.

{8 Deficiency: Radiological field monitoring teams were not
proficient 1{in determining the need and means for
decontamination of emergency personnel, supplies,

equipment, and contaminated waste disposal (NUREG-0654,
II. K.5.a,b).

Recommendation: Field teams require additional training
in the areas of determining the need and means for
decontamination of emergency personnel, supplies, and
equipment, and for disposal of contaminated wastes.

2.3.3 Forward Command Post-Radiation Team Operations

Overview

Coordination of the radiological field monitoring teams was done from
the forward command post located at the Harrison County ZOC (HCEOC). Response
time of the team coordinator and the field teams was excellent. The field
teams were dispatched from Iowa City and Ames. Additional staff were placed
on standbv. The field team coordinator, identified in the plan, managed his
teams well. However, aside from a briefing upon deployment of the teams t»>
the field, no other briefings were -~rovided. The required self-reading and
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permanent record dosimeters were available and provided to the field teams and
other emergency response personnel. Records were made of the dosimeter
readings. An adequate supply of potassium iodide (XI) was on hand. The team
coordinator had a current copy of the plan and written procedures and
checklists were effectively used. Messages were loosely recorded and were not
generally distributed. Clerical support for the team coordinator would be
desirable.

The team coordinator occupied a small roem adjacent to, but separate
from the HCEOC. Overall, the facilities for the team coordinator were
minimal, but adequate. Interaction with the rest of the HCEOC was limited as
the coordinator had to continually monitor the telephone. The status board
and emergency classification level in the HCEOC were not visible to the
coordinator. Information was generally received late as the team coordinator
did not appear to be part of the flow of information within the HCEOC. The
coordinator's role in the overall management structure may not be well-enough
defined to provide a smooth interface with the rest of the operation.

Visual aids were lacking except for maps identifying the plume EPZ and
the radiological monitoring points. Prelocated monitoring points were on a
map used by the team coordinator and prepared by the state. Another map
prepared by the utility indicated a different set of points. Some confusion
arose because both maps used sZailar numbering systems, but points with the
same designations were as far as nine miles apart. It is strongly recommended
that a single map be prepared indicating and identifying all necessary points
in a consistent manner.

The team coordinator received information from the utility and the
[SEOC by telephone. Communications to the field teams was indirect and clumsy
via telephone intercom to the sheriff's dispatcher, then to the state patrol
radio system to a patrol car with a team member in it. A monitor (receive
only) was difficult to understand and was located some distance from the team
leader's position. This system is inadequate since it is wulnerable to the
propogation of error and precludes lengthy briefings and updates. Overall,
communication equipment and procecdures for field team coordination requires
upgrading.

Dose assessment was performed using plant release data and field
readings. Field monitoring teams were promptly directed to the various field
monitoring locations. The plume was correctly defined and all information was
transmitted to the ISEOC. Calculations were made rapidly and checked using
both hand calculations and programmable calculators. However, it was not
obvious that the data were used in decision making.

Protective action recommendations were made for plume and ingestion
pathway hazards at the ISEOC. The recommendations were reviewed and updated
as conditions changed. The recommendations were not coordinated hetween :he
states at this location. Potassium iodide (XI) was recommended for emergency
workers in the field, but not based on the appropriate guidelines. The use of
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KI was not justified based on the dose projections made by the team
coordinator. Further, the recommendation was made late and plant releases and
air concentrations had declined by the time the radioprotective drug would
have been used. The team coordinator had arranged for the necessary
monitoriag and sampling to provide data pon which recommendations could be
based.

Deficiencies That Would Lead to a Negative Finding

No deficiencies that would lead to a negative finding were observed in
field team coordination or dose assessment functions during this exercise.

Deficiencies and Recommendations

l. Deficiency: Message handling and distribution were
inadequate, resulting in the team coordinator not being
current on the latest developments (NUREG-0654, II, A.3).

Recommendation: The importance and function of the field
team coordinator should be clearly defined in the plan.
Although the coordination of field teams is a state func-
tion, the interface with the HCEOC should be clarified.
The field team coordinator should have adequate
administrative authority to perform his function.
Clerical support for the team coordinator would be
desirable.

2. Deficiency: Visual aids were lacking except for maps of
the plume EPZ and radiological monitoring sites. Maps of
radiological monitoring sites were inconsistent in the
location and identification of the sites (NUREG-0654, II,
J.10.a).

Recomm.ndation: The necessary visual aids and maps should
be developed and posted in the dose assessment area.
Further, the states nad the utility should agree on a
common map of radiological monitoring sites and
identifiers for those sites.

3. Deficiency: Communication with the radiological
monitoring teams was not adequate (NUREG-0654, II, F.l.d,
1.8).

Re cormendation: A direct form of communication bhetween

the field coordinator and the field monitoring teams
should be established through upgraded equipment.
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2.3.4 Medical Support

Overview

The Missouri Valley Hospital has recently been added as a resource
hospital for accepting radiologically contaminated persons with in juries. For
this exercise, a radiologically contaminated and injured person was to be sent
to Missouri Valley Hospital. However, this person was diverted instesd to the
University of Nebhraska Medical Center. As such, no medical support activities
were observed. It was apparent that the hospital lacked survey equipment. A
member of the radiological monitoring field team brought necessary equipment
to the hospital.

Hospital personnel were interested in participating in the exercise and
discussed procedures and injuries with the observer. Personnel appeared

familiar with the appropriate procedures, but lacked experienc~ because they
have not been exercised.

It i{s recommended that the state of lowa consider developing some form
of triage methodology based on the level of contamination (if measurable) for
contaminated individuals. In addition, a specific communication channel or

system could be identified for use when contaminated individuals are not being
transported by ambulance.

Deficiencies and Recommendations

l. Deficiency: The Missouri Valley Hospital did not have
adequate radiological monitoring instruments (NUREG-0654,
21 8l 3)s

Recommendation: Missouri{ Valley Hospital should acquire
appropriate instruments to be able to radiologically
monitor contaminated persons.

2. Deficiencv: A practiced procedure for admitting
radiologically contaminated, injured persons was not

evident at the Missouri Valley Hospital (NUREG-0654, IT,
N.2.c).

Re commendation: Procedures should be developed and
demons trated for the treatment of radiologically
contaminated victims at the Missouri Valley Hospital.
Additional training of hospital staff mav be necessarv.
Mercy Hospital in Cedar Rapids has a videotape of
procedures which might prove useful. The staging of a
medical drill would test procedures currently described.
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2.4 TIOWA COUNTY OPERATIONS

2,4,1 Harrison County EOC

Overview

The Harrison Count, EOC (HCEOC) was activated promptly. The call
initiating activation was received from the utility at approximately 0730.
The notification was verified and staff mobilization procedures were
demonstrated. A call-up system was in place to contact staff members at any
hour of the day. Notification of key staff members was actually conducted in
Des Moines for this exercise. An up-to-date version of the state plan was not
present at the HCEOC. Some confusion resulte: when individuals with no
current emergency responsibilities were notified and repcrted to the HCEOC.
The HCEOC was fully staffed by approximately 1110 when the radiological
monitoring teams arrived from Ames and Iowa City. In general, the staff
displayed adequate knowledge and training for this exercise. Round-the-clock

staffing capability was demonstrated through the presentation of a duty roster
and double staffing.

The Civil Defense Director and the deputy sheriff were in charge of the
HCEOC, initially. When the county commissioners arrived, they were fully
briefed. Representatives from the Iowa Department of Transportation, State
Police, and National Guard were briefed upon arrival and performed their
assigned duties well. The CD Director and deputy sheriff relinquished *heir
responsibilities to the state representatives, but leadership at the HCEOC was
never clearly demonstrated. The Iowa ODS representative was officially in
charge, but was primarily occupied with communication fuactions. The CD
Director remained available for information concerning county matters, but his
function was constrained by the plan.

The deputy sheriff kept everyone briefed with periodic updates.
Message logs were maintained, but no distribution of messages was observed.
Changes in emergency classification levels were announced and posted on the
status board. The status board, in this case, was a blackboard. When it was
filled, updates written on legal-sized sheets were attached to it. Often
information was received out of sequence and back-fitted onto the board. As a
result, confusion arose regarding the effective time versus time of receipt of
messages. An improved status board and message handling procedures would be
desirable at the HCEOC.

The HCEOC facilities were generally adequate, although space could be
more efficiently used. The center could support extended operations by
utilizing the jail's bunk, shower, and kitchen facilities located downstairs.
Backup power was available for the jail facilities and radio room, onlv. Maps
and displavs of the plume EPZ, evacuation routes, relocation centers, access
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contrul points, radiological monitoring points, and population by evacuation
area were all posted.

Primary and backup communications with the ISEOC, PCEOC, contiguous
states, licensee, and EOF were all operational and functioned well. Due to
the lack of a telefax device, no hard copies of EBS messages, press releases,
or other protective action messages were available. Although the HCEOC was
informed of the content of current messages, a telefax would ensure
consistency of content and enhance broader dissemination of information.

The HCEOC was responsible for sounding the siren alert system. The
siren was sounded promptly, but in addition individual families were contacted
by telephone. Further, a police officer was dispatched to perform route-
alerting. All efforts put forth by the HCEOC to alert the public were well
done. For this exercise, a very small pspulation was affected. But, if an
additional sector had been affected, greater reliance would have been placed
on the siren svstems and EBS broadcasts.

Activation of traffic control points were promptly ordered and
estimates of expected traffic volume were made. Appropriate resources for
removing stalled or wrecked cars were available, as well as supplies of salt
and sand for potentially icy roads. According to EOC staff, the plan
resources are adequate to handle all traffic and access control functions
simultaneously. Since DOT, the National Guard, and state police are all
involved in maintaining access control points and roadblocks, it is important
that each is aware of consistent protective action decisions.

The HCEOC staff were not aware of the locations of mobility-impaired
and special needs persons. A house-to-house search was discussed and it was
suggested that the Harrison County van be used if the situation arose to
evacuate such persons. Harrison County should compile a list of mobility-

impaired and special needs persons. A letter of agreement might also be
needed to use the county van.

Only high-range (0-200 R) dosimeters were available at the HCEOC. The
supply of dosimeters, chargers, and record cards was more than adequate.
Appropriate instructions were i{ssued with the dosimeters, but the only person
to use one was the sheriff's deputy who was to perform the house-to~house
search. According to the plan, local equipment would not be used. The
radiological monitoring team leader was aware of proper procedures concerning
the use of KI and decontamination. The National Guard wanted to offer their
services in future exercises or actual events to assist with radiological
monitoring. They have sufficient equipment and trained staff. The National
Guard could also provide a valuable backup to enhance extended operations and
to reduce extended, personal exposure.

Only one press inquiry was received before the MRC was activated. The
CD Director briefed the individual on the exercise, the emergency classifi-
cation levels, and HCEOC responsibilities. The status board and other maps
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and displays were also explained. The individual was informed of the location
of the MRC {n Omaha and indicated that it was being activated. Training is

advised for the HCEOC spokesperson since some erroneous statements regarding
agency responsibilities were made.

Deficiencies That Would Lead to a Negative Finding

There were no deficiencies that would lead to a negative finding
observed at the HCEOC.

Deficiencies and Recommendations

l. Deficiency: Command and control of the HCEOC was not
effectively demonstrated. The ODS representative

officially in charge was occupied with communication
functions (NUREG-O().'M, [I, A.2.a).

Re commendation: The HCEOC should designate a deputy to
manage the EOC during times when he is unavailable.

2. Deficiency: The HCEOC provided a press briefing during
the exercise. The spokesperson was not adequately trained

regarding contact with the press and specific agency
responsibilities (NUREG-0654, II, G.3.a, 4.a).

Recommendation: The HCEOC should designate the points of
contact and physical locations for use by the news media
during an emergency and 1in compliance with the plan.
Further, a spokesperson should be designated and trained
to interact with the media.

3. Deficiency: The HCEOC staff were not aware of the
locations of mobility-impaired and special needs persons
(NUREG-0654, II, J.10.4).

Recommendation: The HCEOC should compile a Jist of
mobility-impaired and special needs persons. Provisions
should be developed for the protection or evacuation of
these persons dvring a radiological emergency.

4s Deficiency: Only high-range (0-200 R) dosimeters were
available for emergency workers (NUREG-0654, II, K.3.a).

Recommendation: Low-range (0-200 mR) pocket dosimeters
and TLDs shoulid be availadle for emergency workers who
enter radiation fields.
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5. Deficiency: A copy of the current state plan was not
available. Confusion in personnel and responsibility
resul ted (NUREG-0654, II, A.2.a).

Recommendation: A copy of the current state plan should
be maintained in the HCEOC. Key staff members should be
thoroughly familiar with their respective responsibili-
ties.

6. Deficiency: The HCEOC status board was not adequate. The
board was too small to post the necessary plant status
information.

Recommendation: The HCEOC should design a status board
which will identify the current emergency classification
level; include effective times for protective action
decisions; and a brief description of protective actions
in effect.

7. Deficiency: Some personnel reported to the HCEOC when
they had no emergency responsibilities. Apparently the

call list in use is no longer up to date (NUREG-0654, II,
A.2 o.)n

Re commendation: An up-to-date call list 1identifying

persons with emergency responsibilities consistent with
the current plan should be prepared.

8. Deficiency: Hard copies of the content of IBS messages,
press releases, and protective action recomendations were
not available at the HCEOC because there was no telefax
machine.

Recommendation: The procuremert of a telefax link with
the MRC and the ISEOC would enhance the consistent

dissemination of emergency-related informatior to the
HCEOC sctaff.

2.4.2 Pottawattamie County Z0C

Overview

The Pottawattamie County EOC (PCEOC) was located at the Pottawattamie
County sheriff's department. The PCEOC was not fully activated for this
exercise. The orimary functions of the PCEOC were (1) notification and
alerting of key staff and (2) public notification and warning activities. The



organizations present at the PCEOC 1included the county CD Director,
communications director, sheriff's department, and the Iowa State Police.
Except for the Iowa State Police, all participants were on duty by 0800
hours. The PCEOC has a direct communication link with the utilicty which is
monitored round-the-clock. A sheriff's dispatcher has a call=-up list and
procedures to notify PCEOC staff at any hour of the day. Except for the CD
Director and communications director, a 24-hour staffing capability was

demonstrated. All participants demonstrated adequate training and knowledge
of their assigned duties.

The director of communications was 1in charge of the PCEOC, however,
this is not clearly indicated in the plan. Appropriate staff were involved in
decision making. Access was controlled to the comminications area. Complete
message logs were maintained. A copy of the current plan was available for
reference, but the staff did not have written procedures or checklists.

Facilities at the PCEOC were adequate and the center could support
extended operations with existing sleeping, shower, and kitchen facilities.
The emergency classification level was posted on the status board and a map of
the plume EPZ and associated sectors was displavyed. However, no maps or
displays were posted indicating evacuation routes, relocation centers, access

control points, radiological monitoring points, or population density by
evacuation area.

Communication equipment included landlines to the ISEGC, MRC, licensee,
contiguous states, and local EOCs. An open conference line linked the PCEOC
with the ISEOC, MRC, and HCEOC. No direct contact was made with the PCEOC
after 1248 hrs on the open line. The line remained operational, but no one
confirmed the county's presence during this critical period of the exercise.
It is suggested that procedures for communications checks be developed. Other
commnications equipment included the sheriff';, department radio network. No
direct communication's capability with the EOF were observed.

Existing agreements require only that the Pottawattamie County sheriff
activate the siren warning system. This was accomplished promptly when
directed by the ISEOC. When the decision ordering the evacuation of the 2-

mile EPZ was given, the PCEOC brought to the ISEOC's attention that four
families would bhe involved, identifving an error in the plan. The PCEOC

followed up with similated telephone notification of the affected families.

When notified to evacuate to five miles, actual calls to five off-dutv

sheriff's deputies were promptly made, simulating dispatch to the field. The

PCEOC staff was aware of the location of mobilitvy impaired persons, should
their avacur2ion be necessarv.

The PCEOC promptlv activated tra®fic control points when ordered to do

$0. The county dispatched eight sheriff's deputies to help with the

evacuation. This response was apparentlvy under existing county procedures,

separate from the radioclogical emergency plan. According to PCEOC staff,

sufficient personnel and vehicles were available to cover all traffic and
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access control functions simultaneously. In addition, necessary materials and
equipment were available to keep evacuation routes clear in the event of bad
weather or to remove stalled or wrecked vehicles.

Further announcements received over the ISEOC open line extended the
evacuation to the lO-mile EPZ and indicated that KI was being distributed to
the state patrol officers working in the field. The sheriff's department had
no information regarding the administration of KI. The sheriff's deputies
were equipped with personal dosimeters, but apparently were not trained to
read them. Observer inquiries revealed that dosimeter readings were to be
made and recorded when the deputies returned from the field. No periodic
readings were taken and no apparent knowledge of KI usage was demonstrated.

Deficiencies that would Lead to a Negative Finding

No deficiencies that would lead to a negative finding were observed at
the PCEOC.

Deficiencies and Recommendations

l. Deficiency: The director of commnications was in charge
of the PCEOC, but this role was not clearly in the plan
(NUREG~0654, Il1. A.2.a).

Recommendation: The PCEOC should specify the function and

responsibility for key individuals by title for command
and control.

S Deficiency: The PCEOC staff did not have specific written
procedures or checklist for their respective assigned
duties (NUREG-0654, II. A.l.b).

Recommendation: The PCEOC should develop written
procedures or checklists to aid the emergency response
statf In effectivelv performing their duties.

3. Deficiency: No maps or displays were posted indicating
evacuation routes, relocation centers, access control
points, radiological monitoring points, or population
density by evacuation area (NUREG-0654, II. J.10.a,bh).

Recommendation: The PCEOC should develop maps or displavs
identifving evacuation, preselected radiological sampling
and monitoring points, relocation centers in host areas,
and population distribution around the nuclear facility by
evacuation area.




4. Deficiency: No direct comminications capability with the
EOF was observed (NUREG-0654, TI, F.l.d).

Recommendation: Provision for communications between the
licensee's near-site EOF and tte PCEOC should be made.

5. Deficiency: The Pottawattamie County Sheriff's Department
had no knowledge or procedures regarding the
administration of KI (NUREG-0654, II. J.10.e, f).

Recommendation: Provisions for the use of radioprotective
drugs, particularly for emergency workers should be made,
including quantities, storage, means of distribution, and
the predetermined conditions under which such drugs may be
used by emergency workers.

6. Deficiency: The Pottawattamie County Sheriff's deputies
-ere not trained in the use or periodic reading and
recording of personal dosimeters (NUREG-0654, II. K.3.b).

Recommendation: The PCEOC should ensure that dosimeters
are read at appropriate frequencies and provide for
maintaining dose records for emergency workers.

2.5 COMBINED STATE OPERATIONS

2.5.1 Emergency Operations Facility

Overview

The notice to activate the emergency operations facility (EOF) was
received at approximately 0630 hours via the Nebraska Highway Patrol
dispatcher. Nebras'.a perscnnel, the mobile state civil defense operations
center (CRUSH), and the state patrol mobile communications center (BLUEBIRD)
all arrived at tle EOF within two hours. Nebraska personnel tested their
radio and tel:phone equipment, made necessary adjustments, and activated
BLUEBIRD. The EOF was declared fullv operational by 0920. Overall, the
activation of the EOF was consistent with the plan, ahead of schedule, and
professionally accomplished.

Nehraska provided adequate staffing at the EOF for the functions of
operations, coopmunications, {nformation authentication, and health physics. A
governor's representative was also present. Each staff member was well-
trained and knowledgeable of their respective functions. However, the lack of
clerical support to record and handle messages created a varietv of




problems. The message log was poorly maintained and replies to requests for
information were some:imes overlooked, or lacked sufficient content. Each
staff member was forced to record and handle messages in addition to their
regular duties.

The command and control funcrions of decision making and providing
protective action recommendations were sometimes inconsistent with the plan.
Such {inconsistencies 1in decision making were observed on at least two
occasions when: (1) the order to issue KI to emergency workerc was made at
approximately 1330 hrs, and (2) an order was given to reduce protective
actions while the emergency classification level of the plant remained at
General Emergency (between l415 and 1510 hrs). In the first case, it was not
clear whether the decision was made at the EOF or the EOC, since there had
been no such discussion observed at the EOF prior to the decision. In the
second case, the decision was overridden and delayed. In each case, the
decision making and protective action recommendations were not made according
to the procedures specified in the plan. The record of protective action
recommendations indicates nine actions were recommended or implemented. Some
were implemented prior to EOF recommendation. The remainder were recommended
in compliance with the plan.

Space and equipment for EOF personnel were set aside, but were
limited. No visual aids were displayed and maps identifying EPZ sectors and
evacuation routes were not present. The facility was normally an office and
did not have adequate wall space for maps. As a result, the staff procured a
map and spread it on the floor. Communications facilities were adequate and
functioned well. The utility provided telephones and the state activated
radio equipment to communicate the state and local EOCs, and with BLUEBIRD and
CRUSH. A dedicated line was provided to communicate with the state radiation
health team. Capability for conference calls was possible on the dedicated
line and a telephone line between the EOF, Lincoln, and the Nebraska Civil
Defense.

Dose assessment calculations and some protective action recommendations
were made in the utility's emergency assessment and recovery operations (EARO)
room and at CRUSH. The dose assessment procedures were not observed in the
EOF. The health physicist was required to commute constantly between EARO and
the EOF in performing his duties. During much of the exercise, the health
physicist was in EARO, coordinating with the utility monitoring teams. In the
EOF, he coordinated with the state and local governments and recommended
protective actions. CRUSH duplicated the wo.x of the EOF staff. The use of
CRUSH strained the limited staff resources at the EOF and generated additional
mescayge traffic.

[owa met exercise objectives bv demonstrating the capabiliety to
mobilize representatives to coordinate and support emergency response efforts
at the EOF. Generally, one Iowa representative would be dispatched to the
EOF, but for this exer-ise two were present. Iowa maintains a file of
individuals that may be contacted at anv hour of the dav to staff the EOF,
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The Towa staff did not display or demonstrate adequate knowledge or
training in the functions they were to perform at the EOF. Messages were not
consistently logged and frequently no one was available to respond to the
phone. As a result, the representatives were not well-informed of information
applicable to directing and controlling response functions.

The space available in the EOF for Iowa operations appeared adequate.
Accommodations were reasonably comfortable with low noise levels. The only
communications equipment for the Iowa representative was a commercial
telephone. No backup communications were available.

Deficiencies That Would Lead to a Negative Finding

No deficiencies that would lead to a negative finding were observed at
the EOF during this exercise.

Deficiencies and Recommendations

l. Deficiency: Decision making and recommendations for
proteciive actions were not always made according to the
procedures specified in the plan (NUREG-0654, II. A.2.a).

Recommendation: Additional training 18 necessary in
management and decision making responsibilities.
Familiarization with the procedures in the plan should be
emphas{zed.

2. Deficiency: The EOF was too small to be used effectively
(NUREG-0654, II, H).

Recommendation: Adequate emergency facilities and
equipment to support the emergency should be provided.
The siugle office should be expanded.

3. Deficiency: Maps or displays indicating population
distribution, sampling points, EPZ sectors, and relocation
centers were absent (NUREG-0654, II, J.10.a,b).

Recommendation: Maps or displays indicating evacuation
routes, evacuation areas, radiological sampling and
monitoring points, relocation centers, and population
disctributions should be developed and posted.

4., Deficiency: No support staff were available to assist the
emergency response personnel with message receipt or
handling (NUREG-0654, II. A.4).
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Recommendation: Arrangements should be made to have
sufficient support staff at the EOF to relieve officials
of routine telephone <calls and to properly handle
messages.

5. Deficiency: The Towa representatives were not
sufficiently trained to perform their function well.
Message logging and handling was incomplete and telephones
were sometimes left unanswered (NUREG-0654, II., A.2.a,
0.5).

Recommendation: Additional training should be provided
for the FROF representatives to ensure they are
knowledgeable in their duties.

6. Deficiency: Communications equipment was not adequate for
the Iowa representatives (NUREG-0654, 1I., F.l.d).

Recommendation: The 1Iowa representatives should be
provided with reliable primary and backup means of
communication between the EOF and state and local EOCs and
radiological menitoring teams.

2.5.2 Information Authentication Center

Overview

Public information officers (Pl0s) from the utility, Nebraska Civil
Defense, and the NRC were located at the EOF and operated the information
authentication center (IAC). The state of Iowa was not represented at the
IAC. The I[AC has no direct contact with the media and releases information
directly to the media release center (MRC) in accordance with the plan.

Activation of the IAC was promptly and effectively demonstrated. Key
personnel were contacted through telephone pagers. When alerted, these
individuals contact the rest of the staff. The IAC can be contacted at any
hour of the day, and demonstrated a 24-hour staffing capability using double
shifts. A full staffing capability was demonstrated at this exercise. The
PI0s were all competent technically, and worked well as a unit.

The facilities at the IAC were adequate in terms of space, furniture,
lighting, and communications equipment. A.oustics within the IAC were good.
Maps and displavs were availavle for reference. Only one manual tvpewriter
was available in the IAC for utility staff. Nebraska representatives prepared
and disseminated messages in longhand. The NRC brought portable word
processing and telefax equipment for their use.
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Commercial telephones were the primary communication links between the
I[AC and the state and local EOCs and the EOF. A telefax was used to transmit
releases to the MRC. In addition, a 2-way radio was used to communicate with
CRUSH. Overall, the IAC was well-equipped for communications functions.

Five major briefings were provided by the IAC. The briefings were
accurate, complete, and understandable. The PIOs effectively exchanged and
zoordinated information to be released.

The Nebraska Civil Defense used prescripted emergency public messages
but the PIO of the utility and the NRC representative drafted their own
messages as situvations arose. The messages were generally clear and
understandable. However, on several occasions the content of the messages
were found by the MRC to be erroneous or confusing. For example, in one
message instructions for evacuation were provided when in fact, sheltering was

the recommended protective action. In other cases, information in the
messages was inconsistent with information contained in the public information
brochure. In Nebraska releases, sectors for protective actions were

identified, as illustrated in the brochure, but referral to the brochure was
not made. At least two releases made by the NRC were not expected by the MRC,
indicating a breakdown in coordination.

Deficiencies That Would Lead to a Negative Finding

No deficiencies that would lead to a negative finding were observed at
the IAC during this exercise.

Deficiencies and Recommendations

l. Deficienmcy: On occasion, the content of messages released
by the I[AC were found to be erroneous or confusing (NUREG-
0656. II. 8-4.1. E.S"?)-

Recommendation: Provisions should be made for more
careful authentication of the content of messages released
to the media and the public.

2. Deficiencv: The content of some messages released to the
media was not clear and consistent with information
contained in the public information brochure. Further,
the brochure was not indicated as a source of information
(NUREG=0654, 1I, E.6,7;: G.1).
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Recommendation: Provisions should be made to ensure
protective action recommendations provided in the public
information brochure and media releases are consistent.
When protective action recommendations include EPZ
identifiers, the message shoul¢ (1) refer the public to a
source where the sector boundaries are defined (e.g., the
brochure), or (2) include the sector boundaries,
identified clearly by gengraphic landmarks, 1in the
messages, or (3) both.

2.5.3 Media Release Center

Overview

The media release center (MRC), located in the Omaha/Douglas County
Civic Center was serving both Nebraska and lowa, was promptly activated by
representatives from the utility and each of the states. Each organization
provided two PIOs. The MRC was fully operational by 0805 hrs. A regular
notification system to activate the MRC at any hour of the day was
demonstrated. The call up list identifies first and second shift personnel.
The utility demonstrated a shift change while Nebraska provide a two-shift
roster. lowa's capability for demonstrating a shift change was limited since
only two persons are available. In general, the PIOs demonstrated adequate
training and knowledge of their assigned duties.

The MRC had adequate space, furniture, lighting, and typewriters.
Additional equipment included a telefax (linked to the IAC) and a photocopy
machine. Backup power was available at the MRC. Maps and displays to
facilitate dissemination of information were small and generally inadequate.
However, a letter of agreement with Nebraska indicates larger maps and wall
charts will be installed in the near future. It was not known if the new
visual aids will also cover the appropriate areas in lowa. The PIOs were
provided with a private conference area. Approximately 25-30 reporters could
be accommodated in the MRC, but an additional capacity of 300 could be handled
in the legislative chambers on another floor.

Communications equipment at the MRC were adequate and operated well.
The utility had a dedicated line to the EOF., Iowa and Nebraska each used
commercial telephones. Iowa maintained an open line to the state and local
EOCs and the EOF. Secondary communication links in the form of a telefax were
demonstrated to each state EOC and the EOF,. Conferencing capability was
possible between the MRC and the state and local EOCs and the EOF. Telephone
lines and jacks were provided for reporters. Reporters would have been
required to bring their own telephone unit to use the lines.

Media kits were available containing general background information on
nuclear plants, the utility and the local area. These briefings were
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conducted, but no media representat.ves were present. The PIOs held pre-
briefing meetings to ensure coordinating. However, the NRC issued two news
releases with no advance notice or coordination with the MRC. No indication
of the source or location of the release was made (refer to Sec. 2.5.2). The
medis briefings were generally accurate and complete. A technical liaison
from the utility was present to clar ' fy technical matters. Hard copies of
mediz briefings would have been posted and made available had any media
representatives atcended. Radio broadcasts were not monitored in the MRC
because radio reception was poor within the building. As a result, the MRC
was unable to keep track of information the public was actually receiving. No
system was 1identified to rectify errors in {information received by the
public.

Public instructions were drafted at the IAC and transmitted to the MRC
(refer to Sec. 2.5.2). Overall, the quality of public instruction and news
releases was not adequate. The messages were generally too brief and
contained errors oa several occasions. Protective action areas were
accurately described in terms of familiar boundaries and landmarks for Iowa,
but only by EPZ sectors for Nebraska. Nowhere were the boundaries of the
sectors defined, and no retarence was made to the public information brochure
which {illustrates the sectors. Instructions provided for sheltering in
Nebraska inadvertently and incorrectively gave evacuation measures {instead.
This error was never caught or corrected. The public information brochure was
never referenced in the briefings, and no {instructions for 1its use or
acquisition were made.

The Emergency Broadcast System (EBS) and other electronic media were
notified to broadcast the emergency instructions. The timing of public
instruction was delayed and not well-coordinated with the public alerting
process (refer to Sec. 2.3.1).

Two operators and four telephone lines were activated for rumor control
functions during the exercise. Rumor control has the capability to handle 10
telephone lines simultaneously. The operators were well-prepared to answer
questions as they were kept continually up to date through briefings. The
rumor control number was publicized only once in an EBS message prepared by
the utility. The states and the utility neglected to mention rumor control in
their briefings. Two calls were received by rumor control providing valuable
exercise feedback. These calls indicated that the sirens were weak in one
area, however, this {nformation was never passed on to the states or the
EOF.

Deficiencies That Would Lead to a Negative Finding

No deficiencies that would lead to a negative finding were observed at
the MRC during this exercise.




Deficiencies and Recommendations

1.

2.

Deficiency: Maps and displays to facilitate dissemination
of information at the MRC were small and generally
{nadequate. Agreements have been reached with Nebraska to
upgrade the MRC visual aids. It was not clear if the new
visuals would include the affected portions of Iowa
(NUREG-0654, II, G).

Recommendation: The new visual aids for the MRC should
depict the entire planning area surrounding the Fort
Calhoun facility, including affected portions of lowa.

Deficiency: EBS broadcasts should be monitored in the MRC
to evaluate the accuracy of the information the public is
receiving. Procedures to correct erroneous information
were not developed (NUREG-0654, II, E.4.1, G.2.c).

Recommendation: Installation of an antenna would enhance
radio reception and allow for the monitoring of EBS
messages. Procedures should be developed to correct
erroneous broadcasts.

Deficiency: Overall, the quality of public instruction
and news releases was inadequate (see also Sec. 2.5.2)
(NUREG-0654, II, E.S5,7, G.4.b).

Recommendation: More training in the authentication and
quality of public information is suggested. Procedures
for coordinating and reviewing the contents of public
instructions are needed.

Deficiency: The timing of public instruction was delayed
and not well-coordinated with the public alerting process
(see also Sec. 2.3.1) (NUREG-0654, II, E.6; Appendix 3,
B.2.a, B.3).

Re commendation: Procedures to expedite the hroadcast of
the EBS messages, closely following the activation of the
alerting signal are needed.
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3 SCHEDULE FOR CORRECTING DEFICIENCIES: December 6-7, 1983, EXERCISE

Section 2 of this report lists deficiencies based on the findings and
recommendations of federal observers at the radiological emergency
preparedness exercise for the Fort Calhoun Nuclear Power Station held on
December 6-7, 1983, These evaluations are based on the applicable planning
standards and evaluation criteria set forth in (NUREG-0654-FEMA-1, Rev. |

(Nov. 1980) and objectives for the exercise agreed upon by the state, FEMA,
and the RAC.

The Regional Director of FEMA is responsible for certifying to the FEMA
Associate Director, State and Local Programs and Support, Washington, D.C.,
that any deficiencies that require corrective actions have been corrected and
that such corrections have been incorporated into the plans as appropriate.

\ FEMA requests that both the state and local jurisdictions submit a

schedule of actions they have taken or intend to take to correct these
deficiencies. FEMA recommends that a detailed plan, including dates of
completion for scheduling and implementing recommendations, be provided if
corrective actions cannot be instituted immediately.

No deficiencies were observed at the state or county level that would
cause a finding that off-site emergency preparedness was not adequate to
provide reasonable assurance that appropriate measures can be taken to protect
the health and safety of the public living in the vicinity of the site in the
event of a radiological emergency.

Other deficiencies observed at the December 6-7, 1983, exercise for the
FCNPS require that a schedule of corrective actions be developed. These other
deficiencies are summarized in the following table.
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Nebraska State FOC |

I. The written State plan falls to
adequately describe the alnimum
oumber of personnel to operate the
EOC and how the State EOC Interacts
with the Fileld Command Post person-
nel in making dose assessment
calenlattions and protective action
dectislons. It would be bheneficial
1t the State plan was clartified In
order to allow maximum flexiblility
of existing conditions and avall-
ahle state resources.

2. A potential problem hetween the
radlological health dectiston makers
in Nebraska and lowa exists In how
protective actfons recommendacions
are wade for sectors adjacent to
and overlapping the Missouri River.
When the plume travels across the
Migssour! River, restdents of lTowa
and Nehraska would benefit 1f the
two states would define an equiva-
lent bhasis and deciston chain for
maklng protective actions relative
to slren activation, sheltering,
evacunation, etr,

€S
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Nk 3. Protective action (Instructions to

the public were provided usiog
NUREC -06 54 sector designations
rather than famillar geographical
houndaries. Uge of famlltar geo—
praphical boundaries In describliog
Arean affected by protect lve
actions and recommendations wvould
be wmore clearly uwnderstandable to
local restdents.

9s

State Clvil Defense Portable Operatiomns
Comtas - ONSN

1.5, &, Delays of up to 45 weinutes were
1.0 encountered In  the recelipt of
atilfty data at CRUSH, On  one
occaslon Incorrect data was sup-
plied to CRUSH from the wtility,
resulting In state dose projections
that were significantly different
from the wtility's. No apparen?
attempt was made by the state to
resolve this data discrepancy. The
cause of the delays In recelipt of
data needs to he (deatifled and a
reme-dy  implemented. Additional
tralalng and/or a review of proced-
wres in verlfying accuracy of
utiltity data s aceded.
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Proposed
Completion
Date
Response
Adeguate (A)
Inadequate (1)

NUREC
Liement

KA Rec o endat fon Corrective Actlon State (S)/County (C) Response (ACTION)

[FEMA Evaluatfon of State/County Response

Complete (C)
Incomplete (1)

Remedial
Action

5. The lack of suffictent slmulated
Tihs ratses concerns as to whether
a sufficleat auaber of Tihs could
actualiy bhe made avallable tn a
real emergency. The wuse of stma-
iated TiDs an a means to display
capabl ity s not rcecommended. It
s suggested that permanent -record
dosimetry avallabllitty be demon-
strated in future exercises.

The ocder for the use of KIi
accurred late fn the exercise; Ki
should have heen aduinistered | to
2 hours ecarller and should have
been based on source terms suffi-
clently hgh to warrant Its wuse.
The predetermined conditions under
which decisfons are made to admin-
tster radtoprotective drugs to off-
site emerpgency workers should he
reviewed.
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7. The source terms used AMuring the
exercise wer: naot compatinie with
the fleld data provided. Also,
fleld data supplied to the fleld
teams were not in “oe proper form;
the data provided were Talculations
derived from fleld daia. ASSUre
that «ource terw: used durfag the
exerclfe are compatible «iith the
fleld data provided an' wake Liovi-
sfons to ensure that iteld data
supplied to fleld teaas are in the
proper form., The filaallzed scen-
arlo should be provided to FEMA for
review with re peci (G completeness
and accuracy at least 45 days prlor
to the exerclse. '

Nebraska Radliological Monftoring Team

8. bBefare deployment, the fleld team
was not hriefed on currert plan® or
meteorological conditions. Srief~
Ing of the field team prior to
deployment would bhetter enable the
team to  respond to radlological
condittons as thiey change.

BS
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Completion
Date

Proposed

-

|FEMA Evaluation of State/County Response

Response
Adeguate (A)
Inadequate (1)

RAC Recor wndatlon Corrective Action State (S)/County () Response (ACTION)

o

Remedial

Incomplete (1)

Complete (C)

Action

H.i0 9. The sodium fodide wacintilliation
count:r was not fully funct!ona)
and was not used during the exer-
clue. The fleld vehicle experi-
enced an electrical starting
problem, Also, equipment avall-
able to the team was not consist- .
ent with the plan. The causes of
any Instrument wmalfunctions should
be tdentifled and remedial actions
taken to ensure that this fastru-
ment and &'l cquipment, lacluding
vehticles, are working properly;
and fleld teams should have
adequate  opportunity to become
fully famtllar with new equipment
prior to an exercise, The olan or
equipment avallabie needs to be
adjusted to reflect consistency.

NR 10, A snow sample was placed tn a
plastic bag rather than a properly
scaled contalner to preveat It
loss by leakage. A review of
procedures and equipment nesds for
snow sampling 1s suggested.

6S
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K.d.a, |11, Low range dosimeters were not
K.5%.a avallable and famillarization was
not evident with regard to maximum
dose allowed withouwt authoriz-
ation, and what procedures should
he implemented (F an excess dose
was recelved. Low-range dos!-
meters are needed for fleld team
members., Also, addittonail train-
ftng 18 needed on understanding
maximum  doses allowed without
authorization and procedures to he
fmplemented {f an excess dose Is
recelved,

1.8 12. The Nebraska fleld team was not
directed properly to obtaln useful
plume information. Samples from
Addittonal monltoring polnts are
nerded to obtaln useful taforma-
tton on the plume. A controller
needs to be assigned to the fleld
teams to Input essential data that
will allow complete and worthwhile
fleld team exercising.

09
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Completion
Adequate (A)
Inadequate (1)

Proposed
Date

|FEMA Evaluatton of State/County Response

RAC Kecommendat fon Corrective ac’ ion State (S)/County (€) Response (ACTION)

Complete (C)
Incomplete (1)

l NUREC
Llement

Remedial

Action

Cooper NPS Radiological Monitoring Teaw

: Prior to fleld team deploymen
the Cooper team was not hriefed ¢
plant or meteorologlcal conditio
nor was the team kept tuformed
these conditions throughovt the
exercise. The team also was not
in communication with CRUSH while
ft was at the decontamination
center. Fleld teams should be
briefed on plant conditions prior
to deployment and commnlcations
malntatned throughout the exer-
clse,.

B.7,10 The Cooper fleld team d1d not have
charcoal cartridges for alr samp-
ling. Equipment was not avallable
for water and milk sampling. The
team also did not acquire a hand-
held portable radio. Monltoring
and communication equipment should
he avallable to accomplish the
asaigned fleld monttoring respon-
sihilities of the Cooper team.

Converstons from mR/hr to uCi/ee
was accomplished using a chart and
foterpolating hetween tahle wval-
wes; this method was not In the
plan. Review the plan or proced-
ures regardiopg this activity and
make changes and/or revisions as
appropriate,
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¥.%.a 16, Only low-range (0-1 R) dosimeters
were avallable. Permanent record
devices were slaulated. Provide
the fleld team with mid- and high-
range dosimetry. Availability and
use of permanent record devices
should be demonstrated In a future
exerclae,

29

.8 17. The monitoring team was not used
effectively for *racklng the plume
hecanse only two non-plume moni -
toring polnts were sampled.
Samples from additiona)l monftoring
polnts within the plume need to be
taken to effectively track the
plume . The plan should bhe
reviewed to assure proper use and
management of the field teams.

A4 I8. The radlological laboratory should
be able to demonstrate a capabll -
fty to function over a gprolonged
period. One additional tralned
and experienced Individual would =
be destrable to provide two shifts
of two persons each.
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Remedial
Action

Complete (C)
Incomplete (I)

tintversity of Nebraska Medical Center
and_the 8leir Rescue Squad

L 23. The Blalir Ambulance Crew was not
provided with radiatton monitoring
equipment , dosimetry, protective
clothing, adequate commsunications, §
and radiation tralning. Al
appropriate equipment should be
provided to rescue squads and
ambulance services Involved In the
transport of Injured-contaminated

Indlvidnals. Training s also
needed In all aspects of radlation
control.

Washiagtoa County

N3, « 124, A misunderstanding of the emer-
gency classtficatlion existed
hetween the County Shertff
Dispatcher and the CD Director.
This caused a delay In staff
notification and activattion.
Addittonal training fn  notifi-
catlon procedures and a review of
vertflication procedures is
suppested.

79
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R.7.a 175, T¥ was not clear to what extent

the HAM and REACT volunteer radlio
aperators would be availahle at
the EOC in the event of an actual
emergency. The county plan should
faclude a description of the
extent that these volunteer
organtzations will participate in
an actual emergency. Appropriate
letters of agreemeat would help to
define the exteat of avallabiifry.

s9

oifh,e, ) 26, Special  Issues relating to the
L1n.4 ecvacuatlon of achools and the
mobility-fmpatred have not been
adequately addressed. Procedures
which need to be defined for the
evacuation of achools Include:
the extent to which buses will he
uged, coordination and comsanica-
tlon  between the EOC and the
schoal  superintendents, alerting
and avalltability of bus drivers,
and expectat lons of parents
pleking thefr children up at the
schoals. Activities which need to
be addressed in the evacuatlon of
wobi 1ttty tmpalred Include a system
for the f(dentification of aonin-
stitutionalized Indtviduals,
Proviston ftor thelr evacuattion

Tus notitication of instlitutions,
s neecded.
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K.V.a 27. Low-range (0-200 mR) and permanent
record doslmeters were not avall-
able. Dostmeters were read on an
hoaurly basis, this 1s not frequent
enough under certaln clrecum-
stances. Low-range, direct-read
and permanent record dosimeters
are needed. The faterval between
readings of the dosimeters |Is
dependent upon the dose rate to
which the workers are exposed. An
Interval of 15 minutes or even
more frequent conld be required iIn
high radlation flelds (greater
than | R/h). Changes to Instruc-
tlons provided with dosimeters
should he considered.

99

lows State FOC .
N.l.h 28, All organizations having emergency
responsihilities and tdentifled In
the plan did not participate in
the exercise. Fach organtzation
shall establish procedures for
alerting, notifylng, and mobiliz-
ing emergency response personnel.




FT. CALHOUN NUCLEAR POMER STATION EXERCISE -REMEDIAL ACTIONS
December 6-7, 1983

Page 13 of 29

S ——— "

el -~

P -

£ T o~

o o @ ° Ly :

.- = ‘: : - g - v e

o § £4 §38 |23

88 of 2 1ls 1353}

,S RAL Kecor wendat lon Corrective Action State (S)/County (€) Response (ACTION) a3 in.m Evaluation of State/County Response 3 E ‘!‘Egg
.Y, R 129, Theé airen aystem was actlTvated at

0935, but the EBS message hroad-
cant was delayed watil 1005, Pro-
cedures need to be developed to
ensure prompt broadcast of EBS
wmesnagen following slren activa-
tion.

J.00.a, | 30, Maps or displays of population
1.10.h denalty by evacuatlon area, and
relocation centers were not
posted. Maps showing population
distribution around the nuclear
factlity by evacuatlon areas, and
maps showing relocation centers In
host arcas should be prepared and
posted.

1.10.6 |31, The current state plan was discov-
vred to be In error fdentifying
the number of families residing
within the 2-mile EPZ in Potta-
wattamte County, The plan should
he updated to Indicate the correct
numher of families restdiag within
ecach emergency planning zone.

1.10.a |32. Destgnattons for the same radio-
loglea! monitoring site differed
hetween the wtility and the state.
The difference apparently created

s mfusiaon. The utlilifty and
:ﬂ:' “rl-“.:u 3'-’-».:4 usc'“ 4 c'a.un
destgnater for cadiological moal-
toriag sites.

L9
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Complete (C)
Incomplete (1)

Action

1.10.¢ | 33. An adequate supply of KI was not
present for all ecmergency workers.
Provisions for the use of radio-
protect|ve drugs, tncluding
adequate quantities, storage, and
means of distribution, particular-
ly for emergency workers mist be

made .
App.), |34, No direct contact was made with
2.h the PCEOC after 1248 hours on the
open line. The line remalned

operational, but no one confirmed
the cownty's presence durtag this
crittcal pertod of the exercise.
It s suggested that procedures
for communications checks (e.g., a
toll call) be developed to assure
communlcaZ lons operation and
recelpt of messages.

1.10.e, |5 The recommendation to admintster
.00 Ki was not hased on the appro-
priate guidelines or justified
based on the dose projections made
by the fleld team coordinator.
Further, the recommendation was N
made too late. Closer coordina-
tien is required between the [SEOC
and the forward command post. The
ISEOC should Invalve the forward .
command post In decliston making

and recommendat lons.

89
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Fleld Monttoring Activitics
1.8, 36, The Blue team was not certaln of >
N.2.4, the proper collectlon procedures o
0.4, ¢ for, asad calculations of radio-

todine concentrations in the
fleld. The written procedures had
been alsplaced. The Rlue teanm
requires more tralning In emer-
gency response and radlological
monitoriag procedures. A check,
prine  to  deployment, for all
equipment and procedura! manuals
shoutd b verifled on a checklist.

Wb, V. The Blue team's alr  sampliog
1.5 cqulpment was nonoperahle because
no power supply for the alr pump
was avallable. The plan should
specify and tdentify the require-
ment four an alr saspler power
supply In the checkilst.

¥ W, Followlag deploysent, the radlo-
togtcal monltoriag teams were not
provided with perlodic uwpdites of
plant status and sereorology. The
fleld team  coordinator  shoald
provtde perfodlic apdates of plant
status and wmeteorology te fleld
Teams .
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N, ¥9. The radialogicel msonltoriag teams
.9, were not famtliiar with the equip-
.n meat or procedures wused by the

other teams. Additional training
in recommended to ftamillarize
radtalogical fleld moaltoring team
meabers with the different equip-
mseat and procedures in use.

F.l.4, (&0, ALl seabers of the fleld teams did
N.2.a ot demcastrate adequate profi-
clency with hand-he ld fleld
radlos. Further tralatng in the
wne of fleld radlo equipment 1s
o ¢ e ncbee 4 for radiologlical
wonitoring tean secabers.

L 9 TR 41, %adiological fileld monitoring team
persannel Ald nol regularly read
and record dose values from thelr
personasl dostemeters. Procedures
to ensere that dosiseters are read
at  appropriate frequencles and
dose recards are salnatalned should
he cstablished.

oL
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. %, 142, madicloglical fleld saltoring
.50 teams were aot proficteat in
determlalag the need and mcans for
Aecont aal nat lon of et gracy
personne b supplies, equl peent |
and contaminated waste disposal.
Fleld teams rtequire additional
tealnlng In the areas of deter-
wintag the naeed and means for
Avcont ami aat lon of cargency
persanae!, supplles, and equip-
-nt, and for Atsposal of
cont aninat»d wastes.

Forward Command Post-Radlation Team
Operations
ALY 4. Message handliog and distribution

were inadeqeate, resaltiog fo the
team conrdinator not being cwrrent
on the latest developments. The
taportance and function of the
fleld team coordiaator should be
clearly de.loed ita the plan.
Although the coordination of fleld
teams Is & state function, the
taterface with the HCENC shoauld he
clartfled. The fleld team coordl-
nat or showtd have adequate
adatalsteative aathority to
perform his fasction. Clerteal
support for the team coordisator
would b destirable.,

| ¥4
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1108 |44, Visuwal atds were lacklag except
for maps of the pluse EPZ and
radiologlical monlitoring sites.
Maps of radlological monitoring
I sites were laconslistent In the
j lacatlon and tdentification of the
| sttes. The necessary visual aids
; and maps should he developed and
posted In  the dose assessment
area. Further, the states and the
utility should agree on a comsson
map of radtolegical monltoring
sites and identiflers for those

44

sltes.
¥.l.d, |45 Communication with the radlolog-
1.5 feal wmonitoring teams was aot

adequate. A digect form of
commnication betwern the Ffleld
coordinator and the fleld
monttorlng Leams should he
established throagh upgraded |
equipwnar.,

Medical Support

et 4h, The Missouri Valley Hospital d4id
ant have adequate radtological
monltoring instruments. Missourt
Valley Hospital should acquire
appropriate lastroments to be able
to radlologically monltor contam- .
inated persons.
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N.2.¢ 47. A practiced procedure for admitc-
ting radlologically coataminated,
fnjured persons was not evident at -
the Missour! Valley Hospltal. w

Procedures should be developed and
demonstrated for the treatment of
radlologically cont aml nated
victims at the Missourt Valley
Hosplital. Addittonal trainlag of
hospltal staff may he oaecessary.
Mercy Nospital In Cedar Rapids has
a videotape of procedures which
afght prove usefal, The stagling
of a medical drti! would test pro-
cedures curreat ly described.

Harrisnon County FOC

A.2.a 48, Command and coatrol of the HCEOC
was ant effectively demonstrated.
The OBS representative officlally
in charge was occupled  with
comminicatlion functions. The
HCEOC should deslignate a deputy to
manage the EOC during times when
he 18 wwavallahle,
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C.ha, |49, The WCENC provided a press
G.h.a briefing during the exercise. The
spokesperson was not adequately
tralned regarding contact with the
preas and speclific ageancy respon-
sihilittes. The HCEOC should
designate the polnts of contact
and physical locatlons for use by
the anews media during an emergency
and in compliance with the plan.
Further, a spokesperson should be
destignated and tratned to interact
with the medla.

1.10.4 |50, The HCEONC staff were not aware of
the locations of mobllity-tmpalred
and speclal needs persons. The
HCENC  ghonid compfle a llist of
mob ity lapalred and special
need. persoas. Provistons should
he developed for the protection or
evacuatlon of these persons durlng
a radiologlical emergency.

K.%.a 51, Mmly high-range (0-200 R)
dosimeters were avatlable for
emergency workers. lLow-range (0-
200 mR) pocket dosimeters and TLDs

should be avallable for emergency .
workers who enter radlation
flelds.

9L
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Complete (C)
Ircomplete (I)

Remedial
Action

A copy of the current state plan
was not avallable. Confuston in
personne | and responsibi ity
.anlted. A copy of the current
plan should bhe maintalned in the
HCEOC, Key staff members should
be thoroughly familiar with thelr
respective responsibilities.

The HCEOC status bhoard was not
adeguate. The hoard was too small
to post the necessary ) .ant status
Information. The HCEOC ghould
Adesign a status board which will
fdentify the curreat emergency
classificatton level; 1ac lude
effective times for protective
action decistons; and a  hrief
description of protective actions
in effect.

Some personnel reported to the
HCENC when they had no emergency
responsibilitles, Apparently the
call 1tut In wuse 1s no loager up
to date. An wp-to-date call list
Identifylng persons with emergency
responsibilittes consisteat with
the current plan should he pre-
pared.,
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Nr 5%. Hard coples of the conteat of EBS
meanARes press relecases, and
protective actlion recommendations
were mot avatlable at the HCEOC ¢ o
because there was no telefax =

machine. The procurement of a
telefax iink with the MRC and the
ISENC would enhance the conslistent
disseaination of emergency -related
Information to the WCENC staff.,

Pottawattamie County EOC

A.2.a 5%. The director of communications was
ta charge of the PCEOC, but this
tole was not clearly in the plan.
The PCEOC  should specify the
function and responsiblilty for
key fndividaals by title for
command and cosntrol.

AJlh 57. The PCEOC graff did not have
speciflic written procedures or
checklist for thelr respective
ansigned dutles. The PCEOC should
develop written procedures or
checkiists to ald the emergency
response  staff in effectively
performing thelr duties.




F.l.4

L LN
1.

. Recwn wndat lon Corrective Action

No maps or displays were posted
indtcating evacuat fon routes,
relacatlon centers, access contral
polats, radtologlcal asomitoriog
polats, or population density by
cvacuat ton area. The PCEOC shocld
Aevelop maps or displays tdentify-
tag evacuatlon, preselected radio
logical sampitog and wsosnitoriog
polats, relocation centers In host
arvas, awnd population distclbuttoa
arcend the auclear Ffactlity by
vvacuat lan arva.

No  Alrect  communlcatioas capa-
Bitty with the EOF was observed.
Proviston for comminl cad lons
betwren the llceasee's near-site
EF and the POCROEC should be made.

The Pottawattamle County Shertiff's
Departaeat had no kaowledge or
procedutes regarding the adalnls-
tratton of Ki. Provisioss for the
wse of radtoprotective  drugs,
partlicularly for emergeacy warkers
shonid b aade, fncluding quanti-
thes, stourage, wmeans of disteiba-
tton, and the predetermioed condi-
tlons ander which sach drgs msay
he ased by emergeacy workers.
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. 0h [6i. The Pottawattamlie County Sheriff's
deput len werte not tralned fn the
wse or perfodic reading and
recording of personal dosimeters.
The PCENC  ghould enasere that
donimters are read at appropriate
frequencles and provide for mata-
talnlog dose records for emerpeacy
b ers.

Fmergeacy Operations Facility

A.2.0 62, Beclstlon wmaking and recommenda-
tlans for protective actlions were
aot always made accordiag te the .
procedures specified ta the plan.
Addittonal tralalag Is necessary
in sanagement and deciston making
responsihtitties. Famitlarization
with the procedure: 'n the plan
shauld be caphasized.

- 6. The EOF was too small to be used
etfectively. Adequate rcarTgeacy
factittles and equl pment te
support the emergency should be
provided. Toe siagle office
should b cxpanded.

8.
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.10, a |6, Maps or displays Indicating popu-
L LN N latlon distribution, sampllog
polnts, EFZ sectors, and reloca-

tlon ceoters were ahsent. Maps or <

Alsplays indicatiang evacuwat lon
restes, evacuatlion areas, cadio-
logical saspling and monitoring
polats, relocatlon ceaters, and
population distribattons should be
deve loped and posted.

LY 45, No support staff were avallable to
anslsr e e rRency response
personne |l with message recelpt or
handlfag. Arrangescats should be
made to have sufficieat sapport
stafi at the EW o relleve
offictals of routline telephone
calls and te properly handle

A SaRes .
AZ.a, |86, The lowa representatives were not
0.5 sutficlently trained to perfarm

thelr function well. Message

loggling and handling was (ncom-
plete  and telephones were some-
times left unanswered. Additional
tralning should be provided for
the FIFW representatives Lo ensare
they are kawwledgeable in thelr
dat les.
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F.l.4 67, Commmnicatlions equipment was not
adequate for the lowa representa-
tives., The lowa representatives
should be provided with rellable
primary and backup weans of
commnication betweea the EOF and
state and Jocal ENCs and radlo-
foglcal monitoring teams.

08

Information Authentication Center

E.4 1, |68, On occaslon, the content of
®.%7 wesnages released by the [AC were
found to be erroneons or

confusing. Provistons should be
wmade for more careful authentlica-
tion of the content of messages
released to the media and the
pablic.
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69. The coateat of some oessages
released to the media was not
clear and consistent with Informa-
tion contatned Ia the public
taformat lon  brochare., Further,
the brochure was not Indicated as
a source of Iaformation. Provi -
slons  should be made to ensure
protective action recommendations
provided In the public tnformation
hrochure and media releases are
conslatent. When protective
action recommendations foclude EPZ
tdentiflers, the message should
(1) refer the public to a source
where the sector boundarles are
defined (e.g., the brochure), or
(2) tactade the sector houndaries,
tdentified clearly by geographic
landmarks, In the messages, or (1)
hoth.

18
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Media Releane Ceater
[N . Maps and displays to facllitate

Alssemination of Iaforsation at
the MRC were smal! and generally
Inadequate. Agreements have heen
reached with HNebraska to upgrade
the MRC visual alds. Tt was aot
clear 1f the new visuwals would
Iaclude the affected portions of
lowa. The new viswal alds for the
MRC  ghould deplct  rhe entire
planning area sarrounding the Fort
Calhoun factlity, Includiag
affected portions of lowa.

K41, (71, ER. broadcasts should be monitored
€C.2.¢ In the MRC o evaluvate the accura-
cy of the Information the public
is recelving. Procedures to cor-
rect  ervoncous Informatlon were
not developed. Instailatfon of an
anteana would enhance radlo recep-
tlon and allow for the monitoring
of EBS mwssages. Procedures shoauld
be developed to correct erroncous
broadcasts.
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fOwerall, the gquality of public
fostraction and aews releases wan
tnadequate (see also Sec. 2.5.2)
More tralning In the anthentica-
tton and quality of public iInfor-
mation 1s sugpested. Procedures
for coordinating and reviewing the
contents of public lastractions
are weded.

The ttalag of public Instructlion
wan de layed and not well-
coordinated with the public
alerting process (see also Sec.
2.%.1). Procedures to expedite
the broadcast of the ERS sessageos,
closely following the activation
of the alecting signal are aceded.

Completion

Proposed
Date

State (S)/County (C) Response (ACTLON)

Tmadervate (1)

Adequate (A)

Response

umu Evaluat fon of State/County Response

Complete (C)
Incomplete (1)

Action

Remedial
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