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Docket: 50-285

Omaha Public Power District
ATTN: W. C. Jones, Division Manager

Production Operations
1623 Harney Street

' Omaha, Nebraska 68102

Gentlemen:

Enclosed is a copy of the Federal Emergency Management Agency state and
local agency " Exercise Evaluation" for the Fort Calhoun Station radiological
emergency. response exercise held December 6-7, 1983.

Please review the report and be prepared to coope-ate with state and local
officials as necessary during their efforts to correct the exercise deficiencies.

Sincerely,
Originx 3y

. E 11. Johnson

E. H. Johnson, Acting Chief
Reactor Project Branch 2
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j a9,i Federal Emergency Managernent Agency
a w

# Washington, D.C. 20472
f; ,i

MAY 3 IS64

MEMORANDUM FOR: Edward L. Jordan
Division of Emergency Preparedness

and Engineering Response
Office of Inspection and Enforcement
U.S. Nuclear Re ulatory Commission

FROM: e ar . r

Assistant Associate Director
Office of Natural and Technological

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 radiological emergency prepared-
ness plans for the Fort Calhrin 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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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

-
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.

, PARTICIPANTS:

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

(All jurisdictions with inhalacion
j pathway responsibilities participated)
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prepared by
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Nebraska State Patrol Mobile Emergency Communications Center r.

BLUEBIRD

CD Civil Defense
Nebraska Civil Defense Portable Operations CenterCRUSH

~

EARO Emergency Assessment and Recovery Operations

ZBS Emergency Broadcast System

EOC Emergency Operations Center

EOF Emergency Operations Facility

EPZ Emergency Planning Zone

FAA Federal Aviation Administration
,.

FCNPS Fort Calhoun Nuclear Power Station

FCP Field Command Post

HCEOC Harrison County Emergency Operations Center

IAC Information Authentication Center

ISEOC Iowa State Emergency Operations Center

KI Potassius Iodide ,

r

LOCA Loss of Coolant Accident
. r

MRC Media Release Center*

'

NUREG-0654 Criteria for Preparation and Evaluation of Radiological
Emergency Response Plans and Preparedness in Support of Nuclear !

Power Plants (NUREG-0654/ FEMA-REP-1, Rev.1)
.

'

003 Office of Disaster Services
OP h Omaha Public Power District ,

PC30C Pottawattamie County Emergency Operations Center

! PIO Public Information Of ficer
!

RAC Regional Assistance Committee

SOP Standard Operating Procedure

TLD Thermoluminescent Dosimeter

I

r

.

.. 7.

:

( V

- -- _ _ - . . - . - - - _ _ _ _ - . _



#

:ss--

)

.

$

e

e

e

b

(

vi



f- e

o

,

EXERCISE SU'iMARY.

.
'

NEBRASKA OPERATIONS

The State EOC was an excellent f acility and activation and staf fing
occurred in a timely manner. Ibe exercise indicated that a need to review the
state plan may be necessary with regard to identification of minimum staf fing
needs and documentation of the State EOC interaction with the Field Command
Post (FCP). Management of the Sta te EOC was good and communications
functioned well. Timely coordination of commnications 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,

Iowa and Nebraska needed to coordinate decision making for iglementing
consistent protective actions on either side of the Missouri River boundary.
Protective action instructions were ef fec tive ly conveyed to the public;
f amiliar geographical boundaries would be more understandable in descriptions
to the public.

The CRUSH mobile unit performed well as a commnication link. Dose

calculations performed at CRUSH were performed acceptably. However, delays in
receipt of data f ros the utility made independent dose calculations too late

,

for useful state decision making. In one ins tanc e, incorrect data was

transmitted to the s ta te by the utility resulting in dose projections that.

were significantly different than the utility's. No apparent attegt 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 reviewe d.
Scenario source term data were not compatibh with the plume measurement
source term data provided to the field teams. Als o, this data was not in the
proper form.

The Bluebird commnications facility functioned as planned and no
comunications or message interpretation problems were identified. Overall,

decision making, message flow, and management. are well demonstrated and no
deficiencies or areas for improvement were ider.tified.

The two field monitoring teams (Nebraska State Team and the Cooper
Nuclear Power Station Team) were activated promptly. Neither team was briefed
on plant or meteorological conditions nor were they kept informed of these
conditions throughou t the exercise. Comunications equipment functioned well
between both the field te ams and CRUSH. The Nebraska team was well-equipped,
however, one counter did not work. The Cooper team was also suitably equipped

y except one raniation monitoring ins trument was not operational. Charcoal

cartridges were not available for air sampling. Technical operations were

generally performed well by both field teams. Additional training will

i improve use of some instruments and sotte field procedures need to be clarified

vii
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in the plan or SOPS. Both teams had adequate dosime try and displayed
'

generally good knowledge in radiological e xposure control procedures.

Overall, it was indicated that the field teams were not used as ef fectivcly 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 s tate health

physics personnel may be needed for extended operations. A full 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 (s imulated)
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.

Nebraska County Operations

Emergency operations management, communications equipment and s taf fing,
7

public alerting and notification, and facilities were good at the Washington
County EOC. Additional training and review of plan procedures are needed in -

the notification of staf f and conveying correct emergency classification level

information. Several special issues regarding school evacuations aad needs of
the mobility-iapaired were identified and need to be resolved. Direct-read

*

dosimeters were availabie in satisfactory numbers. However, permanent record
dos ime ters were not available and a review of procedures for reading
dosimeters is suggested.

Operations in Dodge County consisted of exercising the Count.y 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
ef fectively carried out. The Dodge County relocation center also performed
well in registering, monitoring, decontaminating, and providing congregate
:are 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 exercise.

IOWA OPERATIONS

The Iowa State EOC was well-managed and decis ion-making procedures
folleved those prescribed in the plan. Alert and notification of the EOC
staff ns done premp tly . Ia:eicipation by state and volunteer agencies was
good but three agencies iden died in the plan did not participate. All EOC
sesf^ displayed adequate trainsag and knowledge. Facilities at the EOC were

sati6 factory, althcugh not all of the recommended visual aids were posted.

.

viii



. . _ . _____ - _______ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

.

Fur the r, the s ta te 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 promp t

) - broadcast of EBS messages following siren activation requires improvemen t.
Dose assessment functions were ef fectively 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.

Field monitoring teams were mobilized pro mp tly from Iowa 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 deficienc'es, identified in prior exercises. More training is required
for . members of the field monitoring team in determining the need for,

decontam! nation of eme rgency personnel, s6pplies, 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 field 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,

comcunications to the field, conflicting maps of the loutions of field
monitoring sites, and the lack of an administrative interf ace 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 Cen te r. No medical support activities were observe d.
Hospital personnel were f amiliar with the appropriate procedures, but needed
experience because they have not been exercised. Furthe r, the hospital did
not have adequate radiological monitoring instruments.

Iowa County Operations

The Harrison County EOC was activated p romp tly . However, several
persons with no e nergency responsibility under the current plan were also
called in. In general, the staf f displayed adequate knowledge and training.
Round-the-clock staffing capability was demonstrated. Command and control
functions we re not effectively demonstrated since the Office of Disaster
Services (ODS) representative officially in charge was occupied with
comcunication functions. The EOC f acilities were generally adequate and all
recommended visual aids were posted. All efforts put forth by the EOC to
alert the public was done promp tly and well. Traf fic control points were

ef fectively te:plemented. The county needs to learn the locations of mobility-'

i paired persons and develop procedures for their prompt evacuation.

.
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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 facilities 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. Traf fic 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

pe rf ormance in the field brought out the need for extensive training in the

use of dosimeters and provisions for the use of potassium iodide.

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 EOF staff were very
limited. The room was overcrowded and no displays or maps of required

information were available. Additional training is recommended in management
and decision-making responsibilities, emphasizing familiarization with

procedures in the plan.

Activation of the information authentication center (IAC) was promptly

demonstrated by PI0s from the utility, Nebraska Civil Defense, and the NRC.
The state ot' Iowa was not repecJented at the IAC. The facilities at the IAC
were adequate. The IAC was also well-equipped with communications equipment.
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 instructions contained in the public

information brochure.

The media release center (MRC) was ef fectively activated by representa-

tives from the utility and each of the states. The facilities at the MRC vere
adequate, however, maps and displays to facilitate dissemination of
information were small and generally inadequate. Communications equipment
were sufficient and operated well. Media kits providing 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 kept up to date through continuous interaction with the
MRC staff.

x
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1 INTRODUCTION
.

1.1 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 Iowa 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 of Dodge and Sarpy Counties
(NE). Also evaluated were the Iowa Zeergency Plan, the Harrison County (IA)
Radiological Contingency Plan, and the Pottawattamie County (IA) Radiologic &l
Emergency Plan. The current Harrison and Pottawattamie County plans are not
in cogliance with NUREG-0654 II criteria and therefore are inadequate as
emergency plans. The state of Iowa has assumed responsibility for emergency
management and has adapted the Compensatory Measures Plan to Chapter 12 of the
State Plan. The Compensatery 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 Iowa and Nebraska (and associated local governments). All.

relevant jurisdictions in the States of Iowa and Nebraska participated, except
for two counties with reception and care responsibilities (Crawford County, IA

* and Sarpy County, NE) that were not exercised in those locations. However,
the Sarpy County EOC was activated (for consunications purposes only), and was
not observed during the exercise.

An exit interview was conducted with the participants at 10:00 a.m. ,
December 8. 1983, in 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, Iowa. At this briefing, highlights ;

of the exercise evaluators' findings were presented by both the RAC Chairmen I

and the NRC Tese 1.eade r. State and local officials were invited to I
participate in the briefing.

{This report represents the findings of the evaluators specific to the l
objectives identified in Se c. 1.4 While various problem areas may be I

identified as needing corrective attention, the principal focus of the report )is on the success of the participating agencies in accomplishing these
objectives and in establishing whe ther past deficiencies have been
corrected. Because this was the first exercise conducted under revised state I

and local plans for several jurisdictions in both Iowa and Nebraska, it serves
as a baseline agains t which to determine whether, over the course of time,

*

offsite response organizations will have fulfilled all 35 " core objectives"
identified by FEMA Headquarters.

.
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This report shall be provided to the States of Iowa and Nebraska in ,
*

order they it may act En the. recommendations contained herein to improve the , N

emergency responsa capabilitfsit(of both State and local governments. Sixty

~ days from the date 'of receipt, sf | this document, State and local governments . ,

should submit to the Regional Director, FEMA VII, titeir comments on the report
and any proposal for remedial action concerning the problems' identified in

'

Sec. 3 of this document.
.. ,

*

1.2' EXERCISE EVALUATORS -

Observations aid evaluations of the exercise were performed by members
of the Region VII,' Region'al Assistance Committee, FEMA Regional staff"and

~

qualified Federally, employed and contracted evaluators. The followingris[a
complete list of evaluatbre, theie agency affiliations, and their endInation ,

'

assignments: .
, , , , ,

x
,

"A \
Evaluator Agen$.y ,; Assignment - y ' 11

'

& .% .. ,
;FEMAI' ..s' , Tiows FCP (at Harrison Co. Sheriff's Dept.)-M. Carroll

.^ E.PA2 ',B. Brinck .
Iowa FCP'(Rad Team Ops.) j -. ' s

'

E. Jenkins FEMA - % EOF
"

t
,

3 "
G. Jacobson EDA, " Iowa State EOC"-

K. Waller c.?EMi' Iowa State EOC -

J. Opelka f, j ANL % Blair Rescue Squad /UNMC Radiation Center
R. Honkus \ .INEL Iowa L'ield Team

'

W.-Biedenfeld HMS iowaFieldTeay6 "

.B. Salmonson INEL Iowa Field Team
P. Stahlschmidt._ , FEMA Media Release ' Center a

S. Kinser ' 7 FEMA Pottawattamie Co. Sheriff's Deptc'

7
L. Wilborn a NRC EOF - Iowa Operations (North Omaha Station)

0 '

D. Nevitt USDA Nebraska State EOC
9 *

S. Kouba DOE Nebraska State EOC
R. Leonard ,' FEMA Washington County E0,C s

T. Hogan FEMA Washington Co. EOC a
'-' ' '7EMA Dodge Co. EOC - yB. Scott _-

G. McClure FEMA Nebraska EOF /IAC
M. Browne NDOT{0 Nebraska EOF /IAC
J. Keller :INEL Nebraska State FCP (Accident Assessment)
L. Wilborn MRC Iowa EOF North Omaha Station
J. Meyers " , DOT- ' Nebraska State FCP (Police)
C. Her::enberg ANL Nebraska Field Team- ig

'

N.-Chipman INEL' NPPD Field Team (Ooser NS)vw ,
'''

, . \,

FEMA Federal Ertergency nagement[ Agency ,

'
'I ''

..

2 EPA- Environmental Protection Agency.. .'- y
.

A e a
N

,

'h - w ,

(
'

s.
,

s
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,
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(
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3', FDA Food and Drug Administration

4ANL Argonne National Laboratory

S
,

INEL Idaho National Engineering Laboratory-

6HHS U.S. Department of Health and Human Services

7NRC Nuclear Regulatory Commission

OUSDA U.S. Department of Agriculture

9DOE U.S. Department of Energy

10DOT U.S. Department of Transportation

1.3 EVALUATION CRITERIA

The exercise evaluations presented in Sec. 2 are based on appl'icable
planning standards and evaluation criteria set forth in Section II of NUREG-
0654/ FEMA-REP-1, Re v. 1 (November, 1980). Following the overview narrative

for each jurisdiction, deficiencies are presented with acco mpanying
recommendations. Deficiencies can be presented in two categories. The first

category includes those deficiencies that would cause a finding that of f-site

emergency preparedness 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 tha t lead to a negative finding. A negative finding mus t 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 f actors indicate that

reasonable assurance could 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 OILTECTIVES

The State of Iowa, 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 f or the Fort
Calhoun Nuclear Station.

.

e
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RELEVANT
NUREG-0654 *

.

OBJECTIVE CRITERIA

"

1) INITIATE AND DEMONSTRATE the notification and E.2, E.5-E.7

warning activities of the appropriate action

levels continuing throughout escalation and

de-escalation, including recovery and reentry
time.-

.

2) INITIATE AND DEMONSTRATE t,he public information/ E.5, E.7, G.3.a, G.4,

education activities at the appropriate emer- (all)

gency action level, continuing throughout

escalation and deescalation.

3) ACTIVATE AND DEMONSTRATE radiological monitoring C.I.b, C.3, 1.8, I.9,

of f-site with proper interface between State and I.11

monitoring teams and readiness to request

federal assistance if necessary.

4) PERFORM one assessment and make subsequent pro- I .10, J.9

tective action guide recommendations.

5) ACTIVATE AND DEMONSTRATE functions of the fixed E.2, E.6, H.3, H.4

Iowa forward control post.

6) ACTIVATE'AND DEMONSTRATE telephone coordination E.7, F (all) -

and implement hardcopy data transmission for

public information and radiological data

purposes during the exercise.

7) ACTIVATE Iowa State EOC with operational and A.l.d, E.2, H.3, H.4

decision-esking functionaries.

8) ACTIVATE AND DEMONSTRATE, as appropriate, bi- A.3, E.5-E.7, F.1.b,

s tate coordination on radiological data G.4 (all), H.12, I.7,

collection and analysis; recommendations and I.10, J.9, J.10 (all)

implementations of protective actions; and

dissemination of warning and public information.

The State of Nebraska, in a communica tion to FEMA VII dated 19
Sep tember 1983, reported the intention of affected state and local govern-
men t(s) in Nebraska to tes t (demons trate) the following support capabilities
at the December 7, 1983 emergency response exercise for the Fort Ca lhoun

Nuclear Station.
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RELEVANT

'

NUREG-0654
STATE RESPONSE CRITERIA

.
'

1) Deployment and operation of the State Field E.2, F.1 (all), H.4

Command Post to include local and long-range
commu nica tions.

2) Notification and follow up contacts with State, A.1 (all) , A.3, E.1,

Federal and private agencies having responsi- F.1 (all)
bilitiec under the Nebraska Plan.

3) Demonstration of reaction times and supporting C. I .b, C. I .c, E .2
resources estimates for key state and selected
federal agencies.

<

4) State field radiological monitoring activities I.8, I.10, I.11,
field health hazard assessment, and coordination J.9, J.10.m
of protective action recommendations with

Governor's Authorized Representative and State
EOC - to include State aerial radiological moni-

coring to roughly define the parameters of the
- airborne plume.

,

5) Assumption of operational status and functioning A.3, E.2, F.1.b, H.4

[ of State EOC as well as coordination with
agencies and field elements, including inter-

state coordination between State EOCs.

6) State EOC coordination of simulated federal C.I.b, C.4, F.1.c

technical and non-technical support under the
National Radiological Emergency Preparedness
Plan (NREPP), including message flow and
simulated support by NRC, DOE and FEMA.

7) State CD support for the jointly operated E.5, E.7, G.3.a. G.4

Information Authentication Center (IAC) and (all)

Media Release Center (MRC).

8) Agricultural agency response, as coordinated A.2.a. A.3, C.I.b,

by the USDA State Emergency Board acting in J.11
conjunction with the State Department of

Agriculture, to support the protective measures

determined by the State Health Department.

.

9
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RELEVANT ,

NUREG-0654 -

LOCAL RESPONSE CRITERIA '

. 1) Initial notification receipt and alerting of E.1, E.2

key people.

2) Comuninications and coordination with all A.I .b, A.3, F (all),
involved agencies. G.4 (all)

3) Activation of local Emergency Operating Cen,ters E.2, E.6, H.3, H.4 |
(EOCs). '

4) Practice of coordinated access control and J.10.j.

security by selected law enforcement agencies. ;

5) Increased readiness measures for potential H.4, J.10.h, J.12

operation of a relocation center, including

possible testing of f acilities and locations ;

at alternate sites.
. t

6) Decontamination s tation operation, including H.4, K.5.b i

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 t

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) Transport and reception of simulated radiation A.2.a, (B.9), L.1, L.4
,

cas.nalties. |

t

1.5 EXERCISE SCENARIO i

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 unaf fected 345 KV transmission line because the ice storm had caused a !

grid emergency. Unknown to anyone, damage to a steam pressure vent valve r

leading from containment had opened a hole in the valve allowing air to pass e

into the vent line. An explosion of the UF6 s torage area subsequent to
receip t of a threatening telephone call initiated a notification of UNUSUAL |
EVENT on the night of December 6. Af ter turning over the investigation of the

*
.

t

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

i
*

At 6:00 a.m. thd following morning, a seized rotor led to a pressure.

" spike" followed by shert-term failure of the steam bypass valves. Although
most valves rescat 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 period, a plant technician sustained a heart attack

while drawing a sample of primary coolant, resulting in his (simulated)
contamination 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 the defective valve, with subsequent downgrading of the event leading to
exercise termination by about 4:30.

Table 1 shows the timeline for notification and receipt of information
'

concerning changes in emergency classification levels at each of the of fsite,

facilities activated for this exercise.

e

e

9
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Table 1 Selected Events, Times, Locations

Nebraska Iowa Weshington Dodge Harrison
State State County, Cou.n ty , County, Po t tawa ttamie
EOC EOC MRC EOF IAC Ne. Ne. Ia. County, Ia.

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 6:53 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

Strens N.O. 9:35 N.O. 9:27 N.O. 9:33 9:42 9:26 9:34

She1ter Message i1:09 9:35 11:25 10:45 N.O. I1:17 N.O. I1:25 11:10
*

Evacuate 2 mi 11:43 11:25 11:25 N.O. N.O. I1:45 N.O. I1:25 11:12

Evacuate 5 mi 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

Cen. Emergency 11:09 11:11 11:09 11:09 11:10 11:10 11:09 11:05 11:12

Strens 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

N.O. - not observed. .

.
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1.6 MILESTONES FOR EXERCISE O&JECTIVES AND CRITIQUES

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

Ac tivity 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 /s tate as
necessary and prepare response

State and licensee scenario developers Oct. 24 Oct. 24 Inadequate
submit exercise scenario to FEMA and scenario
NRC regions for review detail for

emission and
'

met data

- FEMA and NRC regions notify state and Nov. 2 Informally
' licensee of scenario acceptability discussed

FEMA and NRC regions develop specific Nov. 7 Nov. 30 Informally
-

pos t exercise critique sci edule with discussed*

the s tate 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 De c. 6 De c. 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 De c. 7
collate observations. NRC observers
also caucus to collate observations.

RAC chairman and NRC team leader meet, Dec. 8 Dec. 8
as soon af ter their respective
caucuses as practical, to coordinate
federal participation in critique.

,
,

Joint RAC/NRC critique Dec. 8 Dec. 8
.

%
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1.7 STATE AND LOCAL RESOURCES
.

Indicated below is a list of organizations which planned to participate

in the exercise.
,

Omaha Public Power Dis trict

Federal Government

1. Nuclear Regulatory Commission, Region III .

State of Iowa
*

1. Iowa Office of Disaster Services

2. Iowa State Department of Health

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

7. University Hygienic Laboratory
8. Of fice of the Governor, State of Iowa

9. Office of the Attorney General, State of Iowa

10. Iowa Department of Social Services

11. Iowa Department of Agriculture
12. Iowa Commission on Aging
13. Iowa Conservation Commission
14. Iowa Commerce Commission

Counties

1. Harrison /Pottawattamie County Municipal Civil Defense and
Disas ter Services

2. Harrison /Pottawattamie County Health Departments
3. Harrison /Pottawattamie County Sheriff's Departments
4 Harrison /Pottawattamie County Highway Engineering

Depa r tments
5. Harrison /Pottawattamie County Red Cross
6. Harrison /Pottawattamie County Board of Supervisors

State of Nebraska

1. Office of the Governor
2. Civil Defense Agency
3. Department of Health

t
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4. State Patrol
*

,

5. Department of Aeronautics

6. Commission on Aging
*

7. Department of Agriculture-

8. University of Nebraska
9. Department of Economic Development

10. Department of Education

11. Educational Television Commission
12. State Fire Marshall

13. Game and Parks Commission
14. National Guard
15 Commission on Indian Aff airs
16. Department of Insurance

17. Department of Public Institutions
18. Department of Public Welf are
19. Department of Roads

e

20. Department of Veterans Af f airs t

21. Department of Environmental Control
i.

Nebraska Counties

1. Washington County Civil Defense.

2. Washington County Sherif f
3. Washington County Chairman of Commissioners-

4. City of Blair: Mayor and City Administrator-

5. Washington County Chamber of Commerce
6. Douglas and Dodge County REACT
7. Blair Rescue Squad
8. Douglas County Civil Defense
9. Douglas County Fire Department

10. Douglas County Board
11. Douglas County Sheriff

12. Dodge County Civil Defense
13. City of Fremont Police Department
14 City of Fremont Civil Defense

15. City of Fremont Fire Department

Volunteer Agencies

American Red Cross
Salvation Army

.'

o

I
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2 EXERCISE EVALUATION
.

This saction presents the exercise evaluation grouped by State and j
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 Se c. 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 |
1

|

2.1.1 State EOC j
!

!

overview l
:

The State EOC was activated and staffed in a timely manner according to f
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 f
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
coster for two shift operation. These shif ts have been used and found to be ;

adequate during natural disaster emergencies and corrects a previously
[identified deficiency. The exercise indicated that actions taken by the State ;

of Nebraska were adequate to protect the health and safety of the public. J
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 dose 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 involved !

in decision making and this was accomplished in an ef fective manner. Several f
copies of the plan were available. The operations officer informed the co inty f

,

|
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!
*( EOCs of emergency classification status changes immediately upon receipt froe |

the utility. Security esasures were not provided at the entrances to the EOC. I

|
, The facilities at the State EOC were excellent. The EOC can be i

operated on a continuous basis through the use of a backup geuerator, bunks, (
showers, and a kitchen. Displays were adequate and a clearly visible status

fboard was kept up to date. The plume EPZ esp was divided into sectors as f

specified in NUREG-0654 An overlay system was used to identify sheltering !
and evacuation areas and to display meteorological conditions. !

t

Communications consisted of telephone, civil defense national radio
systems, and a high speed telecopier; there were no difficulties with the {communications equipment during the exercise. Han radio operators were also i

available, 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 sonitoring data received from field teams i

dispatched by the State. The esjority 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 espirical !-

graphs and/or equations. In most cases, data provided by the utility, and in
,

-: some cases, existing weather and road conditions, were used to make plume
* pathway protective action decisions. Ingestion pathway decisions were made in i

a similar ennner. f
l

Due to the small amount of radioiodine released, only emergency workers [
{ within the plume EPZ were advised to take KI. I

| {.

; Protective action recommendations made by Nebraska and Iowa could cause
! confusion between Nebraska and Iowa residences if the two states independently

reconsend different protective actions. This particular problem was ;

demonstrated during the exercise when, at the same time in the exercise, the '

;

; State of Iowa was recommending evacuation of population and the State of
| Nebraska was reconsending only placing livestock on stored feed. This problem

.becomes more significant 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 Iowa would benefit if the two states
would define an equivalent basis and decision chain for asking protective,

actions relative to stren activation, sheltering, evacuation, etc.
.

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 reconsendation initiated actions to notify the.

,

area EBS station. Following the test signal ande by the EBS station, an
announcement was conveyed relating to the Fort Calhoun exercise. The EBS.

4
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message was made in less than 15 minutes atter receiving the initial utility's
,

recommendation. Protective action instructions to the public were prepared as *

a joint venture by the State EOC 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 resideni;s.
[

fThe county has responsibility for evacuation and access control with

assistance from various state agencies. During the exercise, the state patrol j
assisted with access control points and representatives at the EOC were j

available to monitor traffic flow using aircraft. The FAA was notified by the |
'

Department of Aeronautics to restrict 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 be made available. An underground water
{

supply in the involved area precluded any necessity for water supply |

protective actions.

Th*e states' media activities were implemented at the media release [
center (MRC) and the information authentication center (IAC). The IAC was (
located at the EOF and a State PIO was stationed there. Press releases were .1

i telefaxed to the State EOC. |
!

The exercise objectives did not include recovery and reentry
functions. Therefore, Nebraska's demonstration of this activity was extremely i

flimited. Actions taken at the State EOC were made in response to input from
,

state field operations. !

!

|
Deficiencies That Would Idad to a Negative Finding |

i i

No deficiencies that would lead to a negative finding were observed at i

4 the State EOC during this exercise. i

f

Deficiencies and Recommendations !

i

1. Deficiency: The written State plan fails to adequately i
describe the minimum 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.I.b, f
A.2.a). !

Recommendation It would be beneficial if the State plan

was clarified in order to allow aaximum flexibility of
existing conditions and available state resources.

.

_ - --- .
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2. Deficiency: A potential problem between the radiological*

,

health decision makers in Nebraska and Iowa exists in how
protect'.<e actions recommendations are made for sectors

* adj acent to and overlapping the Missouri River..

Recommendation: When the plume travels across the
Missouri River, residents of 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 if
needed.

The dose calculations were performed at CRUSH in an acceptable manner
following procedures recommended by EPA. The calculations were made in a
timely fashion af ter 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
.

e
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utility. No apparent attempt was made to resolve this data discrepancy i

probles. Also, because the projected plume track as not plotted, inefficient *j
use of the field monitoring teams was evident. |

!

The staff at CRUSH and one of the field teams were issued si;aulated

TLDs. The use of simulated TLDs created concerns as to whether a 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

! administer =d 1 to 2 hours earlier and should have been based on a source term
i sufficiently high to warrant such use. j

i

Significant problems were encountered with the scenario data. The !. .

I source terms used during the exercise were not compatible with the plume !

measurement data provided to the field teams. In addition, information,

c

| 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

,

f
field data.

'
.

[
Deficiencies That Would Imad to a Negative Finding

i

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

,

i
?

! Defielencies and Recommendations ;

t

i
1. De ficiency: Delays of up to 45 minutes were encountered i

in the receipt of utility data at CRUSH. On one occasion <

incorrect data was supplied to CRUSH from the utility, f
'

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, I.10). i
)

Recommendation: The cause of the delays in receipt of |' data needs to be identified and a remedy implemented.
,

Additional training and/or a review of procedures in ,

'verifying accuracy of utility data is needed.-

:
i L

2. Deficiency: The lack of sufficient simulated TLDs raises f
concerns as to whether a suf ficient number of TLDs could'

.setually be made available in a real energency (NUREG- '

0654. II, K.3.4).
t

; t

i i

i I

.

I

I
'

'
i

I
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,
Recommendation: The use of simulated TLDs as a means to I

display capability is not recoseended. It is suggested !

that permanent-record dosimetry availability be demon- '

* - strated in future exercises. '

!3. Deficiency: The order for the use of KI occurred late in [*

the exercise; KI should have been administered 1 to 2
i

; hours earlier and should have been based on source terms
sufficiently high to warrant its use (NUREG-0654, II, !

J.10.f).
,

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

i

4. Deficiency: The source terms used during the exercise
were not compatible with the field data provided. Also, j'

field data supplied to the field teams were not in the i

iproper form; the data provided were calculations derived
i

from field data (NUREG-0654, II.I).,

Recommendation: Assure that source terms used during the
__

i"

exercise are compatible with the field data provided and !
,

4 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 acd I
4 .

accuracy at least 45 days prior to the exercise. '

!
!

2.1.3 State Patrol Mobile Consunications 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
1 activities, including refueling patrol autos, the Bluebird bus, and power [
; generators. Twenty-four h'our staffing of the Bluebird bus and patrol officers
; was evident and an individual was being trained during the exercise to add i

future staffing flexibility and depth. Overall, decision making, message flow !
, , - and management were well demonstrated and no deficiencies were identified.

(

i i

i. f

!.
-

i i

|
.

|

:
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2.1.4 Field Monitoring Teama
.

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 Tesa

overview

The early phases of field team mobilization seem to have been conducted
expeditiously. Team member were notified f rom a written 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'

deployaunt 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.

h 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 calibrated in 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
scintillation counter with multichannel analyzer, which was not functional.
Air 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,
writind asterials, 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 aren 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

4 air sample was collected using equipment in the vehicle. The tea.4 also drove
' to 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 in operation of the
instruments occurred. The team had not had an adequate opportunity to become

.
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familiar with their sodium iodide gamma spectrometry system prior to the,,

exercise. i

!
., 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 j

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 for the dosimeters was available. Film badges were -

available but TLDs were simulated. Simulated KI was taken when instructions
from CRUS!! indicated to do so. Additional equipment available included anti- I

contamination suits, boots, gloves, and air tanks with respirators. There was I

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. r

* .

.

Deficiencies That Would Imad to a Negative Finding

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

!
I

>

I (
Deficiencies and Recommendaticas i

i

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

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

i'
Recommendation: Briefing of the field team prior to :

s

deployment would better enable the team to respond to [
radiological conditions as they change.

2. Deficiency: The sodium iodide scintillation counter was
not fully functional and was not used during the [
exercise. The field vehicle experienced an electrical i
starting problem. Also, equipment available to the teaa !,

*

was not consistent with the plan (NUREG-0654,II.H.10). I
!

i.
'

4 i

f

i
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Recommendation: The causes of any instrument aalfunctions

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 semple was placed in a plastic bag
rather than a properly sealed container to prevent its
loss by leakage.

Recommendation: A review of peccedures 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 if 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 is ;

received.

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

'
II.I.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. |

-

,

I

i 2.1.4.2 Cooper Nuclear Power Station Team f
;

;

:
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

i

l
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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 hand-held portable radio was available, but the field team did not
obtain one. Overall, communications were very good with no dead spots
noted. However, t. hen 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 equipment and
was suitable for all expected terrain and weather conditions. Radiation
monitoring instruments were available. All appropriate air sampling equipment
was available except for charcoal cartridges. Plastic bags, writing
materials, and identification labels were available for soil 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 map
clearly indicated color-coded predetermined sampling 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 took 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
3- ':ake a 5 ft air 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. Conver. ion
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 chucoal cartridges. The team members were issued KI,

(simulated), however, it was administered too late in the exereir.e. Only low-'

range (0-1 R) dosimeters were available; mid- to high-rangt. dosimeters were
| not available. Overall, the monitoring team was thoroughly trained in the use
' of dosimetry equipment.

Deficiencies That Would Imad to a Negative Finding

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 Recommendations

I1. Deficiency: 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).
i

I
1

Recommendation: Field teams should be briefed on plant |

conditions prior to deployment and communications should

: be maintained throughout the exercise.
i

2. Deficiency: The Cooper field team did not have charcoal
,

cartridges for air sampling. Equipment was not available j

for water and milk sampling. The team also did not j
'acquire a hand-held portable radio (NUREG-0654, II.

H.7,10). !

!.Recommendation: Monitoring and communication equipment -
,

should be available to accomplish the assigned field
monitoring responsibilities of the Cooper team.

;

3. Deficiency: Conversions from mR/hr to pCi/cc was
accomplished using a chart and interpolating between table

values; this method was not in the plan (NUREG-0654, II.,

I.7). ;

Recommendation: Review the plan or procedures regarding ;

this activity and aske changes and/or revisions as
'

appropriate.

i

| 4. Deficiency: Only low-range (0-1 R) dosimeters were
|. available. Permanent record devices were simulated (NUREG-
( 0654,,II, K.3.a).

'

Recommendation: Provide the field team with mid- and
high-range dosimetry. Availability and use of permanent i

record devices should be demonstrated in a future

exercise.,

5. Deficiency: The monitoring team was not used effectively I
for tracking the plume because only two non-plume ;

nonitoring points were sampled (NUREG-0654, II, 1.8).
I
.

Recommendation: Samples from additional monitoring points [
within the plume need to be taken to effectively track the i

plume. The plan should be reviewed to assure proper use |
c and management of the field teams. l
|

t
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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. Equipment included a multichannel analyzer, a
TLD reader, an alpha and beta counter, a liquid scintillation spectrometer,
and semi-conductor 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 chemis t 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 shif ts 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 monitoring teams could be

relayed through the EOF.*

Procedures for identification and quantitative measurement of gamma--

esitting radioisotopes using the multichannel analyzer were discussed. No.

technical operations were observed at the radiological 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 Negative Finding

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

Deficiencies and Reconsendations

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

Recommendation: One additional trained and experienced
individual would be desirable to provide two shitts 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: Previsions and arrangement for backup
equipment should be made. Sufficient analytical equipment

may be available through the use of backup laboratories.

3. Deficiency: No technical operations were observed at the
radiological laboratory during this exercise (NUREG-0654,
II, N.2.d).

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 14ad to a Negative Finding

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 the decontamination-

~

facility were simulated.

* Recommendation: A demonstration of decontamination center,

capabilities should be carried out in a future exercise.

2.1.7 University of Nebraska Medical Center and the Blair Rescue Squad

Overview

The Blair Rescue Squad provided ambulance service for the transfer of
an injured-contaminated (simulated) individual fross the plant to the
University of Nebraska Medical Center (UNMC). Appropriate radio

communications between the ambulance service and the hospital we re not
evident. The ambulance service personnel were also not provided with
appropriate protective equipment, dosimeters, and radiation monitoring
equipment. The ambulance crew was also not trained in radiological
activities.

.

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 injured-contaminated individuals.

Several medical doctors and health (radiation) physicists we re 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. Overall, 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 University of Nebraska Medical Center.

Deficiencies and Recommendations

1. Deficiency: The Blair Ambulance Crew was not provided
with radiation monitoring equipment, dosimetry, protective
clothing, adequate communications, and radiation training
(NUREG-0654, II, L.).

*
.

O
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,

,

Recommendaticn: All appropriate equipment should be
provided to rescue squads and ambulance services involved L4

in the transport of injured-contaminated individuals. !

Training is also needed in all aspects of radiation
, ,;

control.

!
'

2.2 NEBRASKA COUNTY OPERATIONS

f'

i

2.2.1 Washington County f
I

|
i

Overview,
;

i

' The Washington County ECC had adequate furniture, space, lighting and
|

telephones to carry out the arJsigned 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 available in planning
documents.

The Nebraska State httrol notified the County Sheriff dispatcher of the .

I 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
j appropriate organizations were represented at the EOC. In general all staff

displayed good training and knowledge in their respective energency response
functions. It was indicated that 24-hour staffing would require backup
support for the CD Director and the County PIO.

'
i

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 asking. Plans, written

procedures and chacklists were available, logs were kept, and internal message
handling was efficient. Security measures for control of access to the EOC-

were good.1 +

The Washington County EOC was properly equipped and demonstrated good.

communications capabilities. All appropriate primary and backup communica-
tions links were available and used effectively. It was not totally clear as

i to the degree to which the HAM and REACT volunteer organizations would be
utilized in an actual energency.

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 Arou 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 public.

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 identification of noninstitutional-

ized mobility-impaired individuals or provisions for their transportation.
Similarly, 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 mid-range
dosimeters. Permanent record dosimeters were not available. Instructions
were issued 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 Sherif f.

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

,

'

Deficiencies That Would 1.ead to a Negative Finding
,

There were no deficiencies that would lead to a negative finding at the
Washington County EOC.

Deficiencies and Recommendations

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

Recommendation Additional training in notification

procedures and a review of verification procedures is
suggested.

2. Deficiency It was not clear to what extent the HAM and
REACT volunteer radio operators would be available at the

E0C in the event of an actual emergency (NUREG-0654, II,
A.2.a).,

.

.
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! Recommendation: The county plan should include a descrip- .I
tion of the extent that these volunteer organisations will {
participate in an actual emergency. Appropriate lettere {

'

of agreement would help to define the extent of availa-
'

|
bility. [

l !

3. Deficiency: Special issues relating to the evacuation of |

| echools and the mobility-lepaired have not been adequately '

| addressed (IMLEG-0654 II. J.10.c. J.10.d).

Recogeendation: Procedures which need to be defined for
! 3e evacuation of uchools includes the extent to which

buses will be used, coordination and communication between

the IOC and the school superintendente, alerting and
availability of bus drivere, and expectations of parente
picking their children up at the schools. Activities

which need to be; addressed in the evacuation of mobility-
| impaired include a syntes for the identification of

noninetitutionalised individuals. Prov,1eion for their
| ovacuation plus notification of institutions, le needed.

!
4., Deficiency- Low-rasse (0-200'eR)'end permanent record <

- destosters . wore nos available. Oneienters were read on an
j hourly beefs, this is not frequent ~ enunch under certain
| circumstances (IMLEG-0654, 11, K.3.a). .

~ '

Reconnesdations imw-range, utreet-read, and perennent
| record doelenters are needed. The interval between
! readings of the destostere le dependent upon, the does rate
| to which the workers are exposed. An interval of 15

| einutes Joe even more f reywnt , could be required in high
radiation fields (greater than 1 R/h). Ch.eges to

instructione provided with dopfwtere shuute be
considered.- *

, i

'

2.2.2 Dodse county ,a

'

.

' 'Overview -

Dodge County activated the County ROC and a relocation center. These
two operations were performed separatdy, with the relocation / congregate
care / decontamination activittee taking place apart from the E0C and at a site

! alternate to the principal location.

[ The Dodge County EOC had suf ficient furniture, space, and lighting for
' emergency operatione. Portable equipment would be brought in to support
!

_ _ _ - _ _ -_ - _ _ _ _ . - _ _ - _ _ ~
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extended operations. Noise wee controlled and backup power was available and-

*

demonstrated. The emergency classification level was clearly visible and
posted at the status board. The status board was kept up to date and all

*

appropriate espe were posted or available. The consunicatione 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 proept 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 activation and staffing procedures
to performing energency response activities throughout the exercise.

Strens and gBS messages were carried out (simulated) in a timely
manner. Several subsequent Esg messages were provided these were coordinated
with the IAC (simulated) and messages were monitored over the radio.

The Po1 Lee Chief (also the County CD Director) coordinated radiological
esposure control activittee and performed the duties commendably. Low- and
mid-range desteeters were available in eufficient quantities. The
availability of permanent record dosteeters was not observed. -

Activittee at the Dodge County relocation center included registering,'*

sonitorit.g. decontaminating, and congregate care of evacuees. The center was.

opened by 11:00 a.m. with the Red Cross and volunteer personnel handling
registration operations. A police officer and two communication operaturs- *

were also on duty. Police directed incoming automobiles to an area where they.

would be eenitored. No individuate checked evacuees as they entered the
registration building. svacuees were then directed to the registration area
where the registration coordinator and volunteers processed the evacuees. The
individuate performed well, however, registration cards were not forwarded
with evacuees when they proceeded to the congregate care area. This was
corrected immediately 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 ef fectively and accommodations for medical and congregate care
were sufficient.

Proper procedures were used to check evacuees and vehicles for
contamination. The outer clothing, including shoes as well as expused hair
and skin were well checked on each evacues. Two showere were avattable and
additional portable showers were also evallable. Any contaminated clothing or
materials would be placed in a sealed container. All areas of automobiles
potentially in contact with radiation (tires, air filters, pedale, and
enterior surfaces) would be checked and decontaminated if necessary using fire
hoses for enterior surfaces and interior areas would be cleaned. This procese

,- would be repeated if necessary. Wastewater would flow into the sewer systes
and would not be disposed of in stresee or into the groundwater.

.
4
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'

-
Ng,

Overall, accihities were p'erformed;well at'the Dodge County EOC and the
relocation center. Proceduras were generally adequate and equipment appeared *

to be s a tis facto ry. It is suggested 'thet some additional training, in the
form of a ref resher course or an exerciae' review session, be conducted to

<

refine the already acceptable proc'edures dAmonst' rated during the exercise.
,

,

wi '

-- . ..

Deficiencies That Would Lead to a Negative Finding -

_

,
- -

, , , , , N
There were ' no deficiencies th'a t would lead- to a negativo finding

observed at the DodgCCounty EOC.

-

-

2.3 IOWA STATE OPERATIONS
,

.

2.3.1 State EOC s

Overview - -
'

L

Alert and7' notification of the Iowa State EOC (ISEOC)' was done
promptly. The' Fort Calhoun Nuclear Power Station (FCNPS) conta::ted the state
public radio inittsily p who 'in turn notified the ISEOC. 'The com'uanication
network is continuously * monitored. , Notification to activate the ISEOC was

received at 0620 hour,s. Staff mobiliz'ation procedures were'demuristrated using
an up-to-date, wrieten asil lis t. The Alert notification was initiated during

~

the period when some - s taf f members "were enroute to work. As a result,
notification was not complete until 'the participants arrived at work. The
center was s taf f ed and operational within 2 hours of the initial notifica-
tion. A total ofV10 agencies were rep esented at the ISEOC. Three a' gen,::f es
identified in the plan've're not represented during the exercise: the American
Red Cross, the' Iowa Depa'e tmen t of Aging, and the Iowa Department of Water,

'Air, and Was te Manageegnt. ,.

.'
All IS30d'staf f displayed adequate training and knowledge. Round-the-

, .. .

clock staffing was demonstrated using shif t changes forIthe bepartmenta of
Commerce, Agriculture, and Conservation. One rep'res'antative was prepositiioned

'

at the EOF to function as liaison with) the ISEOC 'and co'act as a public~

information officer (PIO).
'ss s

The ISEOC was, well managed and decision-making procedu res followed
those described in ' thel plan. The ISEOC s taf f ~and all agency personnel
f unctioned well as, an Yncegrated unit. '

.<

^ he ISEOC wera satisfactory. With kitchen, sleeping,Facilities at t

shower, and emergency backup power facilities, the ISEOC can function over
extended periods. ,The stitus board was clearly visible to all participante

~

and kept up to date. Other_ displays, includiis maps of the plume EPZ,
'

x

% %.

G
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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 sad state led to some confusion. Maps of population

'

density by evacuation area, and relocation centers were not posted.-

,

,

Installation of speaker phones for the operations staff and
radiological monitoring teams 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 I
were derived from plant release data and field readings. Field data were t
reported promptly. Dose calculations were performed by hand and using i

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
' conditions changed. The recommendations were not well-coordinated between'

*

Iowa and Nebraska. Emergency public instructiocs were developed in the
~

ISEOC. 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 1005. ' :

,

The decision was made to order evacuation of the 2-mile radius at,

I 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 j
special needs persons was known and checked. The highway patrol did an :

excellent job in conducting the evacuation and the control of access points.
L

| No problems were encountered with these activities. *

'Current information was available for dairy farms, food processing
plants, water supply intakes, and detailed crop information. Recommendations,

-
t

t
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were prepared regarding ingestion pathway protective actions. The few cattle
located within the 10-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 agriculturrl play was limited, the representative volunteered
briefings to the observers. He demonstrated accurate and enthusiastic .

responses to alternative situations requiring his involvement. f
I

The decision to order potassium iodide (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 j
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 j
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, Iowa i

delayed reentry and recovery activities until official dose readings were
received confirming that the area was safe to reenter.

.

Deficiencies That Would Lead to a Negative Finding j

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

:

Deficiencies and Recommendations i

!
t

1. Deficiency: All organizations having emergency |
responsibilities and identified in the plan did not
participate in the exercise (NUREG--0654, II, N.1.b).

|
t

Eecommendation: Each organization shall establish
,

procedures for alerting, notifying, and mobilizing |

taergency response personnel.
.

!

2. Deficiency: The siren system was activated at 0935, but '

the EBS sessage broadcast was delayed until 1005 (NUREG-
0654, II, E.5,6). i

:

Recommendation: Procedures need to be developed to ensure
prompt broadcast of EBS messages following siren {
activation. j

l
L

I

-
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3. 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 f acility by evacuation areas, and maps
showing relocation centers in host areas should be

*prepared and posted.

4 Deficiency: The current state plan was discovered to be

in error identifying the number of families residing
within the 2-mile EPZ in Pottawattamie County (NUREG-0654,
II, J.10.b).

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

5. 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.

.

6. 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. -

7. 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 period of the exercice (NUREG-0654,
II, Appendix 3, 2.b).

Recommendation: It is suggested that procedures for
communications checks (e.g., a roll call) be developed to
assure communications operation and receipt of messages.

8. Deficienev: The recommendation to administer KI was not
based on the appropriate guidelines or justified based on

,

the dose projections made by the field team coordinator.*

Further, the recommendation was made too late (NUREG-0654,
II, J.10.e,f).-

.

E
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Recommendation: Closer coordination is required be tween
the ISEOC and the forward command pos t. The ISEOC should *

involve the forward command post in decision making and
recommendations. -

_

2.3.2 Field Monitoring Activities

Overview

Field r.onitoring teams were mobilized from Iowa City and Ames.
Additional staf f were placed on s tandby to provide 24-hour capability. The
team f rom 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 prog tly. The teams were fully equipped and ready for
dispatch upon arrival. The teams were briefed on plant status and meteorology
prior to deployment. However, af ter deployment, no further briefings were
provided.

The teams (designated as Blue and Green) were well-equipped with the
ma terials identified in the plan. Both teams had high- and low-range -

detectors and air sampling equipment. All equipment had been calibrated in
Octobe r. Backup supplies and equipment were adequate. Procedures for
collecting air samples had been modified to correct deficiencies 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

iodine 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 pug 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 dif ferent. If Ames personnel were to be

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

The communication link to the field teams was indirect through the
state police escort accoganying the team. No dead spots were encountered and
the sys tem functioned marginally. A direct cocumsnication link with the ISE0C

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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- Dosimeters, 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 supplie's of protective clothing '.

and equipment we re contained tu 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, equipment, and waste disposal. i

Deficiencies That Would Lead to a Negative Finding
!

There were no deficiencies tha t 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. I.8, N.2.d, 0.4.c) .,

. Re commenda tion: 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

checklis t.

2. Deficiency: The Blue team's air sampling equipment was
non-operable because no power supply for the air pump was

; available (NUREG-0634, II. H.11, I.8).

Recommendation: The plan should specify and identify the

requirement for an air sampler power supply in the

| cheeklist.
.

!

3. Deficiency: Following deployment, the radiological
! monitoring tea ms were not provided with periodic updates
I of plant s tatus and meteorology (NUREG-0654, II. F).

Recommenda tion: The field team coordinator should
transmit periodic updates of the plant s tatus and current

meteorological conditions to the radiological monitoring
i- teams.
l*

I O

l .
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3

4. Deficiency: The radiological monitoring teams we re 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 dif ferent equipment and procedures in use. -

5. Deficiency: All members of the field teams did not
demonstrate adequate proficiency with hand-held field
radios (NUREG-0654, II. F.1.d, N.2.a).

Recommendation: Fur the r training in the use of field
i

radio equipment is recommended for radiological monitoring
team members. *

'

6. Deficienev: 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 tha t dosimeters are
read at appropriate frequencies and dose records are
maintained should be established. ~

7. Deficiency: Radiological field monitoring teams were not i
proficient in determining the need and means for
decontamination of emergency personnel, supplies,

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

Recommendation: Field teams require additional training
in the areas of de termining 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

i Coordination of the radiological field monitoring teams was done from
the forward command post located at the Harrison County COC (HCEOC). Respons e
time of the team coordinator and the field teams was excellent. The field

j teams were dispatched f rom Iowa City and Ames. Additional s taf f were placed
on s tandby. The field team coordinator, identified in the plan, managed his
teams well. However, aside f rom a briefing upon deployment of the teams ta
the field. no other briefings were ,rovided. The required self-reading and

,

|

L '
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permanent record dosimeters were available and provided to the field teams and-

r^ o ther emergency response personnel. Records were made of the dos ime te r
readings. An adequate supply of potassium iodide (KI) was on hand. The team

coordinator had a current copy of the plan and written procedures and
*

,

checklists were ef fectively 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 room 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 i

the coordinator had to continually monitor the telephone. Le s tatus 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 we re on a '

map used by the team coordinator and prepared by the s ta t e . Another map
prepared by the utility indicated a different set of points. Some confusion

,

- arose because both maps used stailar numbering systems, but points with the
' ;

same designations were as far as nine miles apart. It is s trongly recommended

that a single map be prepared indicating and identifying all necessary points
'

in a consistent manner.
.

The team coordinator received informa tion from the utility and the
ISEOC by telephone. Comnunications to the field teams was indirect and clumsy
via telephone intercom to the sherif f's dispatcher, then to the s tate patrol

'radio system to a patrol car with a team member in it. A monitor (receive
only) was dif ficult to underscand and was located some distance from the team

leader's position. This system is inadequate since it is vulnerable to the
propogation of error and precludes lengthy briefings and updates. Overall,

comnunication equipment and procedures for field team coordination requires
upgrading.

Dose assessment was performed using plant release data and field
readings. Field monitoring teams were prouptly directed to the various field
monitoring locations. The plume was correctly defined and all infqrmation 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 between the
states at this location. Potassium iodide (KI) was recommended for emergency
workers in the field, but not based on the appropriate guidelines. The use of,

1

,

_ _ _ _ . _ _- _ -
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KI was not justified based on the dose projections made by the team
coordinato r. 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 coordina tor had arranged for the necessary .

monitoring and sampling to provide data upon 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 -

1. Def iciency: Message handling and dis tribu tion were

inadequate, resulting in the team coordinator not being
current on the latest developments (NUREG-0654. II, A.3).

Recommendation: The inportance and function of the field

team coordinator should be clearly defined in the plan.
Although the coordination of field teams is a s tate 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 ) .

Re connenda tion: The necessary visual aids and maps should
be developed and pos ted in the dose assessment area.
Fu r the r, the states nad the utility should agree on a
common map of radiological monitoring sites and
identifiers for those sites.

3. Deficienev: Commnication with the radiological

monitoring teams was not adequate (NUREG-0654 II, F.1.d,

I.8).

Re com aenda tion: A direct form of commnication be tween
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 injuries. Fo r
this exercise, a radiologically contaminated and injured person was to be sent
to Missouri Valley Hospital. However, this person was diverted instead to the
University of Nebraska Medical Center. As such, no medical support activities
were observed. It was apparent that the hospital lacked survey equipmen t. A
member of the radiological monitoring field team brought necessary equipment ,

to the hospital.

-Hospital personnel were interested in participating in the exercise and i

discussed procedures and injuries with the obs e rve r. Personnel appeared
f amiliar with the appropriate procedures, but lacked experienca because they
have not been exercised.

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

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

*
transported by ambulance.

I
'

'

Deficiencies and Recommendations
1

'

1. Deficienev: The Missouri Valley Hospital did not have

adequate radiological monitoring ins truments (NUREG-0654,
II, L.1,3).

Re commenda tion: Missouri Valley Hospital should acquire
appropriate instruments to be able to radiologically
monitor contaminated persons. !

c

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

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

Re commenda tion: Procedu res should be developed and
demonstrated for the trea tmen t of radiologically

,

contaminated victims at the Missouri Valley Hospital. '

Additional training of hospital staff may be necessary. '

Me rcy Hospital in Ce dar Rapids has a videotape of,
*

proce dures which might prove useful. The s taging of a
medical drill would test procedures currently described.

.

__ __
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2.4 IOWA COUNTY OPERATIONS

t2.4.1 Harrison County EOC J

Overview

iThe Harrison County EOC (HCEOC) was activated promp tly . The call i

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 staf f members at any {
hour of the day. Notification of key staf f 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 resul te< when individuals with no '-

current emergency responsibilities were notified and reported to the HCEOC. r

The HCEOC was fully s taf fed by approximately 1110 when the radiological !
monitoring teams arrived f rom Ames and Iowa City. In general, the staff r

displayed adequate knowledge and training for this exercise. Round-the-clock !

staf fing capability was demonstrated through the presentation of a duty roster f
and double staffing. !

'

The Civil Defense Director and the deputy sherif f were in charge of the -

HCEOC, initially. When the county commissioners arrived, they were fully !
briefed.' Representatives from the Iowa Department of Transportation, S ta te

;Police, and National Guard were briefed upon arrival and performed their ;

assigned du ties well. The CD Director and deputy sheriff relinquished their |

responsibilities to the state representatives, but leadership at the HCEOC was
}

never clearly demonstrated. The Iowa ODS representative was officially in
'
,

charge, but was primsrily occupied with communica tion functions. The CD '

Director remained available for information concerning county matters, but his
function was constrained by the plan. L

|

The deputy sheriff kept everyone briefed with periodic updates. f
Message logs were maintained, but no distribution of messages was observe d.
Changes in emergency classification levels were announced and pos ted on the

!s tatus board. The status board, in this case, was a blackboard. When it was

filled, upda tes written on legal-s ized sheets were a ttached to it. Of ten f

f
i 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 i
messages. An inproved status board and message handling procedures would be i

desirable at the HCEOC. I
!

The HCE0C 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 f acilities located downs tairs. ;

Backup power was available for the jail f acilities and radio room, only. Maps |
and displays of the plume EPZ , evacuation routes, relocation centers, access

|
,

i

)

I
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- control points, radiological monitoring points, and population by evacuation
'

area were all posted.

., Prima ry and backup communica tions with the ISEOC, PCEOC, con tiguous
s ta tes , 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 sys tem. The
siren was sounded promptly, but in addition individual families were contacted

by telephone. Fu r ther, 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 population was af fected. But, if an

additional sector had been affected, greater reliance would have been placed
on the siren systems and EBS broadcasts.

Activation of traffic control points were p romp tly ordered and
es timates 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 s taf f , the plan
resources are adequate to handle all traffic and access control functions,

s inultaneous ly. 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 s ituation arose to
evacuate such persons. Harrison County should cogile a list of mobility-
igaired 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 issued with the dosimeters, but the only person
to use one was the sherif f '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 of fer their
services in fu ture exercises or actual events to assist with radiological
monitoring. They have sufficient equipment and trained s taf f. 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 s ta tus board and other maps

; -
*

!
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and displays were also explained. The individual was informed of the location
of the MRC in Omaha and indicated tha t it was being activated. Training is

'

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

.

Deficiencies That IJould Lead to a Negative Finding

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

Deficiencies and Reco_mmendations

1. De ficiency: Command and control of the HCEOC was not
effectively demonstrated. The ODS representative
officially in charge was occupied with communication
functions (NUREG-0654, II, A.2.a).

Re commenda tion: 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 in compliance with the plan.
Fur the r, a spokesperson should be designated and trained
to interact with the media.

3. Deficionev: The HCEOC staff were not aware of the
locations of mobility-impaired and special needs persons
(NUREG-0654, II, J.10.d).

Re commenda tion: The HCEOC should compile a lis t of
mobility-impaired and special needs persons. Provisions'

should be developed for the protection or evacuation of
these persons during a radiological emergency.

4 Deficienev: Only high-range (0-200 R) dosime te rs we re
available for emergency workers (NUREG-0654, II, K.3.a).

Recommendation: Low-range (0-200 mR) pocket dos ime ters *

and TLDs should be available for emergency workers who
enter radiation fields.

k
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5. Deficiency: A copy of the current state plan was not-

~

available. Confusion in personnel and responsibility
resulted (NUREG-0654 II, A.2.a).

*
.

Recommendation: A copy of the current state plan should
be maintained in the HCEOC. Key s taf f members should be

thoroughly familiar with their respective responsibili-
ties.

6. Deficiency: The HCEOC s tatus board was not adequate. The
'

board was too small to post the necessary plant s tatus
inf orma tion.

Recommendation: The HCEOC should design a s ta tus 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.a).,

Re commenda tion: An up-to-date call list identifying.

persons with emergency responsibilities consistent with.

the current plan should be prepared.
i

8. Deficiency: Hard copies of the content of ZBS messages,
press releases, and protective action recomrendations were

not available at the HCEOC because there was no teleiax
machine.

! Re commenda tion: The procuremec t of a telefax link with
'

the MRC and the ISEOC would enhance the consis ten t
dissemination of emergency-rela ted inf orma tior. to the
HCEOC scaff.

2.4.2 Pottawa ttamie County EOC

I

|

| 0rerview

The Pottawattamie County EOC (PCEOC) was located at the Pottawattamie
,. County sheriff's depa r tme n t. The PCEOC was not fully activated for this

exercise. The primary functions of the PCEOC were (1) notification and

alerting of key staff and (2) public notification and warning activities. The,

:-

|

<
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organizations present at the PCEOC included the county CD Director,
commnications director, sheriff's department, and the Iowa State Police.

"

Except for the Iowa State Police, all participan ts were on duty by 0800
hours. The PCEOC has a direct commnication link with the utility which is -

monitored round-the-clock. A sheriff's dispatcher has a call-up lis t and
procedures to notify PCEOC s taf f at any hour of the day. Except for the CD

Director and comm nications director, a 24-hour staffing capability was
demons tra ted. All participants demonstrated adequate training and knowledge

of their assigned duties.

The director of commnications was in 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 commnications area. Comple te

message logs were maintained. A copy of the current plan was available for
reference, but the s taf f did not have written procedures or checklists.

Facilities at the PCEOC were adequate and the center could support
extended operations with existing sleeping, showe r, and kitchen facilities.

The emergency classification level was posted on the status board and a map of

the plume EPZ and associated sectors was displayed. However, no maps or
displays were posted indicating evacuation routes, relocation centers, access

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

Commnication equipment included landlines to the ISEOC, MRC, licensee,

contiguous s tates, 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 commnications checks be developed. Othe r

comunications equipment included the sherif f'a department radio network. No

direct commnication's capability with the EOF were observed.

Existing agreements require only that the Pottawattamie County sheriff

activate the siren warning system. This was accomplished promp tly 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 tha t four
families would be involved, identifying an error in the plan. The PCE0C
followed up with simlated telephone notification of the af fected f amilies.

When notified to evacuate to five miles, actual calls to five of f-du ty
sheriff's deputies were promptly made, simlating dispatch to the field. The
PCEOC staf f was aware of the location of mobility impaired persons, should
their evacurtion be necessary.

The PCEOC pronp tly activated traf fic control points when ordered to do

so. The county dispatched eight sheriff's deputies to help with the
evacuation. This response was apparently under existing county procedures,
separate from the radiological 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 s talled or wrecked vehicles.
*
.

Further announcements received over the ISEOC open line extended the
evacuation to the 10-1 mile EPZ and indicated that KI was being distributed to
the state patrol officers working in the field. The sherif f 's department had
no information regarding the adminis tra tion 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

- 1. Deficiency: The director of comiminications was in charge
*

of the PCEOC, but this role was not clearly in the plan
(NUREG-0654, II. A.2.a).

.

' ~
Re commenda tion: The PCEOC should specify the function and

! responsibility for key individuals by title for command
and control.

!

2. Deficienev: The PCE0C staff did not have specific written

procedures or checklis t for their respective assigned
dutics (NUREG-0654, II. A.I.b).

Re commenda tion: The PCEOC should develop written

procedures or checklists to aid the emergency response
k taf f in ef fectively performing their duties.

3. Deficiency: No maps or displays were posted indicating
i evacuation routes, reloca tion centers, access control

points, radiological monitoring points, or population
density by evacuation area (NUREG-0654, II. J.10.a,b).

Recommendation: The PCEOC should develop maps or displays
identifying evacuation, preselected radiological sampling
and monitoring points, relocation centers in host a reas ,

'*

and population distribution around the nuclear f acility by
evacuation area.

j .'
|
|

L_
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4. Deficiency: No direct comnunications capability with the
EOF was observed (NUREG-0654, II. F.1.d). '

Recommendation: Provision for comnunications be tween the .

licensee's near-site EOF and tbe PCEOC should be made. <

5. Deficiency: The Pottawattamie County Sheriff's Department a

had no knowledge or procedures regarding the -

adminis tration 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, s torage, means of dis tribution, and
the predetermined conditions under which such drugs may be
used by emergency workers.

6. Deficienev: 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 tha t 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 ac tiva te the emergency operations facility (EOF) was

received at approximately 0630 hours via the Nebraska Highway Patrol
dispatcher. Nebrasha personnel, the mobile s ta te civil defense operations
center (CRUSH), and the state patrol mobile comannications center (BLUEBIRD)
all arrived at the EOF within two hours. Nebraska personnel tes ted their

radio and telephone equipment, made necessary adjus tmen ts , and activated
BLUEBIRD. The EOF was declared fully operational by 0920. Overall, the
activation of the EOF was consis ten t with the plan, ahead of schedule, and
professionally accomplished.

Nebraska provided adequate s taf fing at the EOF for the functions of

operations, cocarnications, information authentication, and health physics. A
governor's representative was als o present. Each s taf f member was well-
trained and knowledgeable of their respective functions. However, the lack of

clerical support to record and handle messages created a variety of
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problems. The message log was poorly maintained and replies to requests for*

~

information were some times overlooked, or lacked sufficient con ten t. Each
s taf f membe r was forced to record and handle messages in addition to their ;'. regular duties.

The command and control functions of decision making and providing !
protective action recommendations were sometimes inconsis tent with the plan.
Such inconsis tencies in decision making were observed on at least two !

occasions when: (1) the order to issue KI to emergency workers was made at
approximately 1330 hrs, and (2) an order was given to reduce pro tective
actions while the emergency classification level of the plant remained at
General Emergency (between 1415 and 1510 hrs). In the firs t 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 pro tec tive 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.

.

i

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 of fice and

did not have adequate wall space for maps. As a result, the staff procured a
[ map and spread it on the floor. Comaunications f acilities were adequate and

,

functioned well. The utility provided telephones and the s ta te activa ted f
,

radio equipment to communicate the s tate and local EOCs , and with BLUEBIRD and j
CRUSH. A dedicated line was provided to comannicate with the state radiation i

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) f

room and at CRUSH. The dose assessment procedures were not observed in the

EOF. The health physicist was required to comante 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 I
protective actions. CRUSH duplicated the wea of the EOF staf f. The use of [
CRUSH s trained the limited s taff resources at the EOF and generated additional ;

message traffic. $

Iowa me t exercise objectives by demonstrating the capability 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 exercise two were present. Iowa maintains a file of
individuals that may be contacted at any hour of the day to staf f the EOF.-

t.

[

!

I
t

. - - -. -- _. - - - _ . ___ - _ . _ _ _ . - _ - _ _ _ _ - . - - - - - - _ , _ - - - _ _ _ _
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The Iowa staf f did not display or demonstrate adequate knowledge or
training in the functions they were to perform at the EOF. Messages were not

,

cons is tently 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 comf ortable with low noise levels. The only
comrunications equipment for the Iowa representa tive was a commercial.

telephone. No backup comnunications 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

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

Recommendation: Additional training is necessary in
,

management and decision making responsibilities.

Familiarization with the procedures in the plan should be

enphas ized.

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

Re commendation: Adequate eme rgency facilities and
equipment to support the emergency should be p rovide d.
The single of fice 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).

Re commenda tion: Maps or displays indicating evacuation
routes, evacuation areas, radiological sampling and
monitoring poin ts , relocation centers, and population
distributions should be developed and posted.

4 Deficiency: No support scaf f were available to assise the

eme rgency response personnel with message receipt or
handling (NUREG-0654, II. A.4).
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9

. Re commenda tion: Arrangemen ts should be made to have
sufficient support staf f at the EOF to relieve of ficials

. . of routine telephone calls ,and to properly handle
messages.

5. Deficiency: The Iowa representatives we re not

sufficiently trained to perform their function well.
Message logging and handling was inconplete and telephones
were some times left unanswered (NUREG-0654, II., A.2.a.
0.5).

Re commenda tion: Additional training should be provided
for the EOF representatives to ensure they are
knowledgeable in their duties.

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

Recommenda tion: The Iowa representatives should be
provided with reliable primary and backup means of
communication between the EOF and state and local EOCs and

. radiological monitoring teams.
.,

~

2.5.2 Information Authentication Center
.

Overview

Public information officers (PI0s ) from the utility, Nebraska Civil

Defense, and the NRC were located at the EOF and operated the information
au thentication center (IAC). The s tate of Iowa was not represented at the
IAC. The IAC 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 we re contacted through telephone pagers. When alerted, these
individuals con tac t the rest of the s taf f. The IAC can be contacted at any
hour of the day, and demonstrated a 24-hour s taf fing capability using double
shifts. A full staf fing 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 commnications equipment. Acoustics within the IAC were good.
Maps and displays were available for reference. Only one manual typewrite r
was available in the I AC f or utility s taf f. Nebraska representatives prepared*

,

and disseminated messages in longhand. The NRC brough t portable word
processing and telefax equipment for their use.

,

.

- 2
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Commercial telephones were the primary communication links between the
IAC 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 comnunicate with ;

CRUSH. Overall, the IAC was well-equipped for connunications functions. *|

Five maj or briefings were provided by the IAC. The briefings were
accurate, coglete, and unders tandable. The PIOS ef fectively exchanged and

;

coordinated information to be released. I
i

The Nebraska Civil Defense used prescripted emergency public messages >

bu t the PIO of the utility and the NRC representative draf ted their own
messages as situations arose. The messages were generally clear and junderstandable. Howeve r, 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 o ther cases, information in the !

messages was inconsistent with information contained in the public information )
fbrochure. 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, f
indicating a breakdown in coordination.

.t
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 f
i

4 1. Deficiency: On occasion, the content of messages released i

by the IAC vere found to be erroneous or confusing (NUREG- [
0654, II, E.4.1, E.5-7) .

fRecommendation: Provisions should be made for more
careful authentication of the content of messages released

'

to the media and the public.
{
t

2. Deficiency: The content of some messages released to the
[

media was not clear and cons is ten t with information !

contained in the public inf orma tion brochure. Fu r the r,
che brochure was not indicated as a source of information i

(NUREG-0654, II, E.6,7 ; G.1) . .

;

i

'

!

t
|

||
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i

Re commenda tion: Provisions should be made to ensure,

7protective action recommendations provided in the public
information brochure and media releases are consistent. !.

*

When pro tec tive action recommendations include EPZ

identifiers, the message should (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 - geographic landmarks , in 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 Iowa, was promptly activated by
.

representatives from the utility and each of the s tates. Each organization !

provided two PIOS. The MRC was fully operational by 0805 hrs. A regular
notification sys tem to activate the MRC at any hour of the day was
demonstrated. The call up list identifies first and second shif t personnel. ,

,

The utility demonstrated a shift change while Nebraska provide a two-shif t-

roster. Iowa's capability for demonstrating a shif t change was limited since
,' only two persons are available. In general, the PIOS demons trated adequate
.

* training and knowledge of their assigned duties.
i

}

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. I

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 Iowa. The PI0s 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.

!

Commanications 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 s tate and local

EOCs and the EOF. Secondary communication links in the form of a telefa.c 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 !

i 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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!

conduc ted, bu t no media representatives we re 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 f
of the source or location of the release was made (refer to Sec. 2.5.2) . The j
media briefings were gene rally accurate and coglete. A technical liaison i
from the utility was present to clarify technical matters. Hard copies of
media briefings would have been posted and made available had any media
representatives a t tended . 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
sys tem was identified to rectify errors in informa tion received by the
public.

*

Public instructions were draf ted 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 on several occasions. Protective action areas were
accurately described in terms of f amiliar 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 illus tra tes the sectors. Instructions provided for sheltering in
Nebraska inadvertently and incorrectively gave evacuation measures ins tead.

This error was never caught or corrected. The public information brochure was

never referenced in the briefings, and no instructions for its use or
acquisition were made. ,

f

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 s inul taneously . 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 briafings. Two calls were received by rumor control providing valuable
exercise feedback. These calls indicated tha t the sirens were weak in one
area, however, this information was never passed on to the s ta tes 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.

t
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*

Deficiencies and Recommendations,

1. Deficiency: Maps and displays to f acilitate dissemination,

* of information at the MRC were small and generally
inadequate. 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).

Re commenda tion: The new visual aids for the MRC should
depict the entire planning area surrounding the Fort
Calhoun f acility, including affected portions of Iowa.

2. 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.,

.

3. Deficiency: Overall, the quality of public ins truc tion
* and news releases was inadequate (see also Se c. 2.5.2)

* (NUREG-0654, II, E.5,7, G.4.b).

Recommendation: More training in the authentication and

quality of public information is sugges te.d. Procedures
for coordinating and reviewing the contents of public
instructions are needed.

i 4. Deficiency: The timing of public ins truction was delayed
j and not well-coordinated with the public alerting process

(s ee also Sec. 2.3.1) (NUREG-0654, II, E.6; Appendix 3,
B.2.a. B.3).

:

Re commenda tion: Procedures to expedite the broadcast of
l the EBS messages, closely following the activation of the

alerting signal are needed.

4

.

a
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3 SCHEDULE FOR CORRECTING DEFICIENCIES: Decembe r 6-7, 1983, EXERCISE
-

'

Section 2 of this report lists deficiencies based on the findings and o

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. 1

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

The Regional Director of FEMA is responsible f or certifying to the FEMA
Associate Direc to r, State and Local Programs and Support, Washingto n, 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 bo th the s ta te 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
cogletion for scheduling and implementing recommenda tions , 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 of f-s ite 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.

--r a w - - - - - - _ - - - . _ - - _ _ _ _ _ - - _ ~ _
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"#" EMOM

A.I.b. Nebrauha,, State EOC |
A.2.s

1. The written State plan falls to
uadequately descrthe the ni nlese *

nuate r of personnel to operate the
EOC and how the State EOC Interacts
with the Field Comunand Post person-
nel in making dose assessment
ralcesl at ions and protective action
dcctolone. It would be benettetal
if the St at e plan was clartfled in
order to allow ma s t mse flexibility
of entsting conditions and avall-
able state resources.

NR 2. A pntential problem between the
redlological health dectaton makers
in Nebraska and Iowa entsts in how
protertive actions recommendations
are made for sectors ad jacent to
and overlapping the Missourt River.
When the plume travels across the
Missourt R i ve r, residents of Iowa
and Nebraska would benefit if the
two states wou ld def i ne an equiva-
lent basis and dectston chain for
making protective actions relative
to stren activation, sheltering,
ev.scuation, etc.
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UO$ FEMA Evaluation of State / County Response :42 3023
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rd gAc gecuse endatlon Corrective Act ton State (S)/ County (C) Response (ACTinN)j """ sIMOM

ha 1. Prot ect i ve action Instructions to
the public were provided using
IIIIRAC-0654 seetor deefanatione
rather than famillar geographical y
houndaries. Use of f eelllar gea-

\graphical bounderles in describing
areas affected by protective

actions and recommendations would ,

be more clearly understandable to
local residents. + .

State Ct vil Def ense Portable nyerations

Center - CRifSet
-

,
s

1.0, 4 Delays of up to 45 minutes were '

l.10 sncountered la the receipt of
utility data at CRUS 01 On one
occasion incorrect data was sup-
plied to CRtiSat from the utility, ,

resulting in state dose projections
that were signtitcantly different
free the utility's. IIe appa rent

attempt was made by the state to
renalve this data discrepancy. The
cause of the delays la receipt of
data needs to be Identified and a
remedy implemented. Additional
training and/or a review of proced-
ures la verifying accuracy of
ut t it ty stata is needed.
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W.1.a S. The lack of sufficient sInslated
TBDe rafses concerns as to whether
a sufficient number of Tt.be could
act esally he made swallable in a vi
real carraency. N sese of sima- N

lated TIAs as a means to display
capability is not recommended. It

is nestgested t hat permanent-record
dostmetry avai labi li t y he demon-
strated in future emerrises.

3.10.f 6 The order for the esse of KI
occurred late in the esercise; KI |
ahoosid have been administered I to
2 hours cattler and shoes td have
been hosed on source terms sufft-
ciently himle to warrant its use.
The predetermined conditions esader
which dectstons are made to admin-
toter radioprotect ive drenge to of f--
site emergency workers shoestd he
revicese.l .
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1 7. .The source, terms used during the -- i y

' '
,

'

eserclae were ,. not compatthie with (' ,4

# y< -the field . data provided. Also, ,
'

field data supplied to the field
teams were not in Gee proper form; .

'

ttm data provided were calculations
i "

derivad from field date. . Assure , ., ,- ,i '

that u9urce terms used durf.ng the ps -
'"

.,r,

compet t hle,. iat th theexercise are ,**'

field data provided ami- make guv1-

stans to ensure that <'Iteld . data a

suppiled to field temas are in the

.

proper form. The ' f f.ialized scen- ' Y
' '

' arlo should be provided to FEMA for -

''
review with re'.pect' te, completeness

.,and accuracy at least,45 days prior
' #

> to the exercise. - /
-

, ,

/Nebraska Radiolo g al Monitoring Team y , ,
'

/ , e

F 8 Before deployment, the field team
was not briefed on current plane or ,

meteorological conditions. ' Sr ief - t
Ing of t ivt fleId team prior t o '-
deployment ,would better enable the
team to respond to radiological

*
contitions as they changeg
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H.10 9. The sodium todide nelntillation
countur was not fully functional
and was not used during the exer-

Un
eine. The field vehicle experi- e
enced an electrical starting

problem. Also, equipment avall-
able to the team was not consist- .

ent with the plan. The causes of
any Instrument estfunctions should
he Identified and remedial actions
taken to ensure that this Instru-
ment and all e. qui pment , faciuding
vehicice, are working properly;
and field teams should have
adequate opportunity to become
fully f amillar with new equipment
prior to an exercise. The plan or
equipment availabic neeila to he
adjusted to reflect consistency.

NR 10 A snow sample was placed in a
plastic hag rather than a properly
sealed container to prevent its;.

I loss by leakage. A review of g
procedures and equipment needs for
snow sampling la suggested.

!
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K.1.a. Bl. l.ow range dostmeters were not
K.S.a available and famillarisation was

not evident with regard to maximse
dose allowed without authoriz-
atton, and what procedures should $
he implemented if an excesa dose
was received. l.ow-range' dssi-

auters a re needed for field team
meshers. Also, additional train-
Ing is needed on understanding
maximum doses allowed without
authurlaat ton and procedures to be
implemented if an excess dose is
received.

.

I.8 12. The Nebraska field team was not
directed properly to obtain useful
plume information. Samples from
Additional monitoring points are
needed to obtain useful Informa-
tion on the plume. A controller
needs to be assigned to the field
teams to input essential elata that
will allow complete and worthwhile
field team exercising.

.

6

*
. , . , 5 8



'Te .
. . e. *

= . ;:. , s. ,

e,

e,

FT. CAI.HollN NHCI.E4R POWER STATION EXENCISE-REMElll Al. ACTIONS
liecembe r 6-7, 1981

Page 7 of 29

C e

Q* ona
m3 Se**

u it **: .4-

83 2c;2
g & ~W e.

'y' d
sem nonGo

r PAC Necusemendation Corrective Ad ion State (S)/ County (C) Response (Af'Titel) gI* O $ FEMA Evaluation of State / County Response j E {}{h,

j as < u e-o

Cooper NPS Radfological Nonttoring l ey -

F 1. Prior to field team deploymen ,

,
the Cooper team v.as not briefed en
plant or meteorological conill t f ors $
nor was the team kept luformed cf
these conditions throughoe:t the
exerclae. The team also was not
in commanication with CRtlSil while
it was at the decontamination
center. Fleid teams should he
briefed on plant conditions prior
to deployment and cosumini cat i ons
maintained throughout the exer-
ci e.

H.7,10 14. The Cooper field team did not have
charcoal cartridges for att samp-
Ifng. Equipment was not available ,

f or water and milk nampling. The
team also did not acquire a hand-
held portable radio. Honitoring -

and commsnication equipment should
he available to accomplish the
msglgne.1 field monitoring respon-
nihilities of the Cooper team.

I.7 15. Conversions from mR/h r to pCl/cc
was accomplished using a chart an.1
Interpolating between table val-
ues; this nethod was not in the
plan. Review the plan or proce l-
eeres regarding thia activity and
make changes and/or revisions as
appropriate.

|
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N.1.s I fs. Only. Iow-range (0-1 R) dostmeters
were available. Permanent record
stevices were simulated. Provide
the field team with mid- and high- $
range dostmetry. Availaht itty and
use of permanent record devices
should be demonstrated in a future

*
exercise.

I.A li. The monitoring team was not used -

effectively for tricking the plume
because only two non plume mont-
toring points were sampled.
Samples from additional monitoring
points within the plume need to he
taken to effectively track the
plume. The plan should he
reviewed to assure proper use and
management of the field teams.

Radioingical laboratog

A.4 18. The radiological laboratory should
tw= able to demonstrate a capabil -
ity to function ove r a prolonged
period. One additional tralneJ
and expertenced Individual would

-

he desirable to provide two shifts
of two persons each.

.

.
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Ifniversity of Nebraska Medical Center

.an.d the R1str Rescue S<piad ,
* k

L 21. The Riatr Ashulance crew was not
provided with radiation onnitoring
equipment, doelmetry, protective
clothing, adequate communications, *

and radiation training. All

appropriate equipment should .he
provided to rescue squads and
anhulance services Involved in etw
transport of injured-contaminated
individuals. Training ta also
needed in all aspects of radiation

control.

Wyhingt on Count y

13.1. . 24. A misunderstanding of the emer- ,

gency classification existed

between the County Sheriff

Dispatcher and the CD Director.
This caissed a delay in staff
nottftcation and activation.
Additional training in nottft-
cation procedures and a review of
verification procedures is

sugg*sted.

.

4

,
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a.c.e n. at was not clear to what e xt ent
the HAM and REACT volunteer radio
operators would be available at
the EOC in the event of an actual
emergency. The county plan should $
include a description of the
extent that these volunteer .

organtrations will participate in
an actual emergency. Appropriate
letters of agreement would help to
define the extent of availability.

1.10.c. 2 fi . Special issues relating to the
1.10.4 evacuatinn of schools and the

muhility-tapatreit have not been
adequately addressed. Procedures
which nee.1 to be defined for the
evacuation of schools includes
the extent to which tusses will he
uned, coordination and consnuni ca-
tinn be t ween the EOC and the
school superinten.lents, alerting
and availability of Inns drivers,
an<t expectations of parents
pirking their children up at the
schools. Activities which need to
be aJJressed in the evacuation of
enhility-lapaired includo a system
for the identifIcatinn of nonin-
stltutionallred Individuals.
Prowlston for their evacuation
plus nottlication of institutions.
Is nee.ted.

I
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K.1.a 27. I.ow-range (0-200 mR) and permanent
record doelmeters were not swall-
able. Dostmeters were read on an $h<narly basis, this is not frequent
enough under certain circum-

stances. l.ow-range, direct-read
and permanent record dastneters
are needed. The Interval between
readings of the dostmetern is
dependent upon the done rate to
which the workers are esposed. An
Interval of 15 minutes or even
more frequent could be required in
high radiation fields (greater

-

than i R/h). Changes to instruc-
tions provided with dostmeters
shoisld he considered.

.

Ir_ews St at e EOC

C.I.b 28. All organizations having emergency
responst ht it t les and identified in

the plan did not participate in
the exercise. Each organization
shall establish procedures for
alerting, nottfying, and mobilta-
Ing emergency response personnel.

.

w

.

.
a o .
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r. . h 4 27 une stren system was activated at
0915, b.it the EBS arssage broad-
cast was delayed until 8005. Pro-
ceilia res need to be developed to

eensure prompt broadcast of ESS
messages following stren activa-
tion.

.I.10.a. 10 Haps or digplays of population

.l.IO.h density by evacuation area, and
relocatton centers were not

posted. Maps showing population
distrthution around the nuclear
facility by evacuation areas, and
maps showing relocation centers in
host areas shonald he prepared and
posted.

.l.10.h 11. The current state plan was discow-
c re.t to be in error identifying
the number of fantlies residing
within the 2-mile EPZ in Potta-
wattante County. The plan should
he up.tated to indicate the correct
number of familles restding within
each emergency planning zone.

J.10.a 12. Designations for the same radlo-
logical monitoring site differed
between the utility and the state.
The difference apparently created

confusion. The utility and
abmet state should use a comeni
eles ignat e r for radlological mont-
turing mites.
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.l.10 c 11. An adeq. sate supply of El was not0

present for all emergency workers.
Provisions for the use of radio- m
protective drugs, inclinding "
adequate genantitles, storage, and
means of distrilustion, particular-

ly for emergency workers mast he
made.

App.1, 14. No direct contact was made with
2.h the PCEfC af ter 1248 hours on the

open iIne. The Iine remstned
operational, best no one confirmed
the cement y 's presence during this
critical period of the czercine.
It is suggested that procehsres
f or communicatione checks (e.g., a
roll call) he developed to assure
coaumani ca:lons operation and
receipt of messages.

l.10.e, 15 The recommendation to administer
.l .10. f El was not based on the appro-

priate guidelines or justifled
based no the dose projections made

by the field team coordinator. *

Fea r t he r, the recommendation was
made too late. Closer coordina-
tton is regist red between the ISEOC
and the forward command post. The

.

ISEfM: should involve the farward
commend post in dectston making .

and recome.ndatians.
.

.
" ,
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Field toonttoring Activities

1.5 M. The Blue team was not certain of ,

18.2.4, the proper collection procedures e
f8.4.c for, and calculations of radio-

ladine concentrations to the
field. The written procedenres had
heen etsplaced. The Blue tesa
requires more training in emer-
gency response and radiological
erueltering procedures. A check,
priser to deployment, for all
equipment an.1 procedural manuals
shoesed be verfiled on a checklist.

II.ll, 17 The R!ae team's air sampling
I.R equipment was nonoperable because

no power supply for the att pump
was available. The plan should
specify and identify the require-
ment for an att sampler power
supply in the check list.

F 18 Folloutng deployment. the radio-
logical moni t or t net teams were not
provided with periodie updites of
plant s t ating and meteorology. The

field team coordinatar should
p r ow l .b. periodic upklates of plant
status and arteorology to field

teams.

_ _ _ . _ _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ . _ _ . ____ _ . _ . . _ _ _ . _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ . _ _ . _ _
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8.0, 19 The radf otost eel maat toringt teaset
8.9, were not f antilar with the equip-

I.88 ment or procedures used by the ,

M
other temes. Additional tratatng O
ie recommended ta famtitatIse

redtelostical field anatterlast team
members with the different equip-
meet and procedures in use.

1

F.I.4, 40 All arebers of the ffeld teams did I

83.2.s not demonstrate adequate preft-
cteecy with hand * 14 flete

radios. Further trainian in the
mee of field radio equipment to
r* commended ior radIofogIcaI
maattering teme amreewrs.

E.1.h 48. Radiological field monitoring team
personnet did not regetarly read
and recer4 dame values fren theIr
personal desteeters. Procedures
to essere that dostmeters are read
at appropriate frequencies and
dose recorde are antatained should
be established.

.

.

.

*
. . _ _ _ _ _ - _ . - _ _ _ _ _ _ . _ _ - - _ _ - - - _ _ . _ _ _ _ _ _ _ . _ _ - - . _ _ - . _ - - _ _ - _ - _ . _ _ . .-_ __. _ _ -__- _- - ___-_-____-Q__
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W.%.e. 42, medlelestical field analterlast
E.5.h teams were not proftclent in

det erelat est the need and means for
decant aet aat les of emergency y

>-*
persannet. supplies, e w Ipaent.
and cont aelmated weete disposal.
Field teams resgui re addit t amal

t ralalnet to the areas of deter-
et ainet tI e need and means for .

.Gecentaminetten of emergency
per= - l. supplies, and estest p-

eeat, and for disposal of

rentanteated westes.

Fernserd CM Post-Radiatten Team

I f*EI***

A.1 41. teresaste handIIng and diserthestion
were 8madeeleate, resulting in the
aese roardIsator not heIog current
en time lat est developerats. The
iapertance and i.anct ion of ahe
fteld team coordinator shoisld he
clearly &;lmed in the plan.

Althnesah the coordinattan of field
teams Is a state fisaca t om. the
laterf ace wt th the IOCDC shaistd he
clartiteJ. The fletJ team coordt-
mater shameld have adeNgesat e

adotalstratise met hori t y to
perfere his fonction. Clerical
support ior tlie tease coorAinator
w meld he desirable.



_ _ - . - - _ - - _ - . - _. .- ._

.

.

.

FT. CAfJerMIN IR8CI.RAR pf1WER 5T475088 EMERCISE-REE DIAL ACTIONS

December 6-7. 1981)
Page 18 of 29

A e

Q* C 1a
.3 S.

'~*

E : **: .-
*23: c"2** 3 & ~k u.No o nam vone

MU RAC RecommenJ.sttua CorrectIwe Acttum State (S)/ County (C) Response (ACTI(at) U0$ FEMA Evaluat ton of Stats / County Nesponse j$E IUk ,

#" 550? j
1

f.14.a 44. Visinal aids were lacking escept '

for maps of the plume.EPZ and I

Iradiological annitoring sites.
Maps of radiological monitoring 4

N
sites were inconsistent in the
locatton and Identification of the j

sites. The necessary visual aide
'

and maps aboiald he developed and
,

posted in the dose assessment
area. Further, the states and the |
wtllity shonald agree ca a commen
map of radiological monitoring
sites and Identifiers for those
sites.

F.l.d. 45. f - ntcation with the radiolog-
t.3 Ical monttoring teams was not

adequate. A direct form of
rosament rat ion between the fteld
coordinator and the field
monttoring t eaams should he
established t hroisch aspgraded i

equei ps sent .

MedIcol Simp g t

I l.3 46 The Missoisti Valley Hospital did
not have adeqisate radfological |
mtwit t at I ng inatruments. NiscourI |
Valley Hospital should acquire ;

appropriate instruments to be able |
to radiologicallF monitor contae- .'

teated persons.
,

*
1
i

-
,

_ J. . .
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2.2.c 41 A prarttred procedure for admi t-
ting radiologically contaminated.

l talured persons was not evident at y
the Mi ssosert Valley Hospital. L.a

j Proced.sres should he developed and
demonst rat ed for the treatment of
radiologtrally contaminated
victims at the Mi ssoeiri Valley;

" Hospital. Additional training of
hospital staff may he necessary.
Mercy llospital in Cedar kapids has
a videotape of procedures which

j afght prove useful. The staging
of a medical drill would test pro-

i

! cedures currently described.

I
i Harrison Co.auty EOC

A.2.a 48. Command and control of the llCEfE
was not effectively dennnstrated.
The ODS representative officially ,

in charge was occispted with
commeni cat ion functions. The
HCEOC shosid designate a deputy to
manage elw EOC during times when

j he is u available.

l

I

!
4
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C.I.e. 49 The 14CEOC provided a press

C.4.s brlefing during the esercise. The
spokesperson was not adequately

y
trained regarding contact with the e
press and spectfIe agency respon-
eIh1Iities. The HCEOC shout 4
deeisaate the potata of centact
and physical Incatione for use by
the news media during an emergency
and In compliance with the plan.
Further, a spokesperson shmaid he
designated and t ralned to interact

with the media.

.l.14.4 $0. The HCEOC staf f were not aware of
the locations of mohtitty-impatred
and special needs persons. The
HCEOC shoesl4 compile a list of '
moh'lity-tapatred and special

need persons. Provisions should
he developed for the protection or
evacesation of these persons during
a radiological emergency.

K.1.e 51. Only high-range (0-200 R)
dostmeters we re available for *

emergency workers. Im -range (0-
200 mm) pocket dostmeters and 71.ps

,shosl4 tw- avallable for emergency .

woriters who enter radiatton

fIctds.
.

4

.

.
n . ,
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4.2.4 52. A copy of the cier rent state plan
was not available. Confusion in
personnel and responsiblitty y
;.seelted. A copy of the . current vi
plan shoes t d he metntnined in the
HCEOC. Rey staff membe rs should
t.e thoroughly f ast ilar with their
respective responsIbt!Itles.

NR 51. The HCEOC statess board was not
a.lequate. 1he board was too small
t o pos t the necessary p; ant status
information. The HCEOC shoestd
design a status board which will
identify the current emergency
classification level; include
effective times for protective
action dectstone; and a hrtef
description r.f protective actinns
in effect.

4.2.c 54 Some personnel reported to the
HCEOC when they had no emergency
responsibilities. Apparently the
call llat in eene is no longer up
to date. An esp-t o-da t e call list

identifying persons with emergency
responsibilfttes consistent with
the current plan should he pre-
pa rcel .
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Nr M. Hard copies of the content of ERS
messages, press releases, and
pretcetive action recommendatfone
were not ovattable at the HCEOC y*

because there was no telefas ,

anchine. The procurearnt of a
telefas link with the feC and tie
ISEOC weasld enhance the consistent
disseetnation of carrgency-related

inintentlan to the HCEOC staff.

Pot t awat t met e Co.snt y EOC

A.2.s %. The director of communications was
in charge of the PCEOC, but this
role was not clearly in the plan.
The PCEOC should speelfy the
function and responsibility for
ley individuals by title for
commend and control.

A.S.h 57 The PCEOC staff did not have
speelfte written procedures or
checkIIet for theIr respective
assigned duties. The PCEOC should
develop written procedures or
check l i st s to aid the emergency

response staff in effectively
i

performinst their d.et tes.
i
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I.84.a. M. No n. ape or Jlsplays were posted
8.10.b Indtrating evacuation routes,

relaration centers, access control
potate, raJfological munit oring y

pot et e , or poputatIon density by w

evarwatina aree. The PCEOC shoulJ
develop maps or displays tJentify-
In,t evarw4tinn, preselected rad |o-
lactical sampling and monitoring
points, relocat tan centers in ha.st
a re.n e . and gwg= elation dist rilmtion
arouet the neoclear factllty by
evacuatIan area. .

F.B.4 59 No direct cosanunicat ione capa-

bility wt tle the Er* was observeJ.
Prowl slose for cannointrations

between the Itrensee's near-site
F3tf anit the POJC sho ald be ma le.

5.10.e. 60 The Pot t avat t ant e Count y Sherii f 's
f.54.9 Depart ernt had no knowledge or

i proce kres reg.a r.it ag the a.inints-

I t ratlews of KI. Prootstons far the
wee of ra.itoprotective Jrugs,

|
parttrularly f or ewrgency workers
abo el.1 he me.le , incl.edi ng ag.sant i -

tles. storage, means of distrihu-
Elon, anJ t he pre let e rni ncJ c.wa.II-
t i ewis under which suela Jr:gs n.s y

be used by emergesacy workers.
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C.1.b 61. The Pat t awat t met e Comet y Sheriff's

deretten were not tralmed to the
ese oc periodic reading and ,s

Nrecording of personal dostmeters.
The PCmc should ensure that
doeleters are read at appropriate
f requenrice and provide for male-
totalag done recorde for emergency
wrathers.

Fwrtery prat tone Far s it t y

C.7.o M. becIeIen makiog and recommenda-
tiene for protectlee actions were
not always made according to the .

precedure1s spectited le the plan.
*

AddIttomal t ralming is accessary
Ia management and decIeion makIag .

reopenst bl iI t les. FastIIatlaattoe
wItb the procedurea in the plan
slee14 he emphast ed.

|
.

O 61. The EnF was too small to be used
effectively. Adequate caergency
factittles and equipment to
suppert ahe enerReacy shoisId he

T' e single officeprowlJed. a

should he es W .
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I.19.a. 64 Mape or displays indicating popu-
f.80.b lettom distribistion, sampling

potats. EFZ sectors, and reloca-
Ntion centers were absent. Maps or *

displays indicating evacination
re stee, evacuattaa areas, radio-
logical sampling and monitortag
palats, retoretten centers, and
pop station distet hestions shonald be

deweIoped amt poete4.

A.4 6%. No support staf f were available to
mesist the emergency response
personnel with smesage receipt or
handitag. Arrangements should be
made to have sufficient support
staff at the Er8F to retteve
offsetals of roast ine telephone
calle amit to properly handle
messages.

4.2.e. 64 The Iowa represcatatives were not
0.% settletently trained to perform

their fi.nct too well. Message
Ingging amt hanJIIng was Incoe-
plete and telephones were same-
times left unanswered. Additional
training stwwel.t he provt.bf for
the Ett representatives to ensure
they are keens tedgeable to their
dettee.
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F.I.4 M. Comumenications egsaf pment was not
adequate for the towa representa- , |

tives. The Icesa representatives o |
should be provided with reliable i

'

primary and backup seans of |
communicat t an between the EnF and
neste and Incal FJICs and radio-
logical annitoring teams.

Information Aesthent ication Center

E.4.1, MI. On occanton, the content of

E.5-7 ocenages released by the I AC were
found to be erronenus or
confusing. Provtsions should be
made for enre careful authentlen-
tion of the content of messages
release.1 to the media and tlee
public.
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E.6, 69. The content of some messages
E.7 released to the media was not
C.I clear and consistent with informa- -

tion contained in the puhlte y
Information brochure. Further,
the broe bere was not indicated as
a armarce of Information. Prowl-
stons should be made to ensure
protective action recommendations
provided in the pubtle information
brarbare and me.ita releases are
consistent. idhen protecttwe
action recommundations include EPZ
Identifiers, the message should
(1) refer the pubile to a source
where the sector lumandaries are
defined (a.g., the brocksre), or
(2) Include the sector hrman.laries,
identified clearly by geographic
l an.ima r k s. In time messages, or (1)

bot te.

.
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Ms dia Release Center

C 70 Maps and displays to facilitate

$disseelmation of Information at
the MRC were small and generally

i nadestesat e. Agreements have been
reached with Mebraska to upgrade
the PMtc wIsual eiAs. It was not
clear if the new visuals would

'

f ac t ende the affected port ions of

fowa. The new visesat aide for the
MRC sho.ald Jeplet the entire
planning area sestroesnding the Fort
Calhoun facility, inciendtag

af fected port ions of Iowa. ,

E.4.1, FI. ERS broadcaste shoestd be monitored
C.2.c in the MRC to evaluate the accura-

ry of the information the public
is recei vi ng. Procedesres to cor-
rect errencesas Information were
not developed. Installation of an
antenna sansl4 enhance radio recep-
tion and allow for the monitoring
of ERS me-seages. Procedures shoisld
be eleveloped to correct erroneoes
broadcasts.
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E.S.7 72. Overall, the quality of public
C.4.h fantruction and news releases was

inadequate (see also Sec. 2.5.2)
00peore training to the anthentica- .

"
tion and quality of peebile infoc-
metten le suggested. Procedures
for coordinating and reviewing the
ennteate of publte f not resctIone

*
a re- needed.

.

E.4; 71. The tintag af pashtte Inst react ion
App.), w.en deIayed and and weiI-

4.2.a. cuerdinated with the penhlte
5.1 alerttag process (see also Sec.

2.1.5). Procedures to espedite
f lee broadcast of the EBS messages,
closely following the activattee
of the alertinst stanal are needed.
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