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Inspection Summary

Inspection on March 16-20, 1992 (Report Nos. 50-266/92003(DRSS);

reas inipected: Routine, announced intpection ¢f the Point Beach Plant's
annual emergency preparedness exarcise involving: review of the exercise
scenario (1P B2302); observations by seven NRC representatives of key
functions and locations durfng the exercise (IP 82301), and review of
licensee actiont on previousl, identified items (1P 82301).

Results: No violations, deficiencies, or deviations were identified.
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The licensee's overall response to scenaric events was good, Cha!lcn?in

aspects of the exercise included: the first use of the centrol room simulator i
in an NRC-evaluatea exercise; evacuation of the Technical Support Center (TSC)
and thy Operational Support Center [0SU); and responses to unvelated degrades
in plant equipment which resulted in separite, simulated releases of
radicactivity to the environment.

Although offsite protective action recommendations were appropriate, the
Ticensee's protective measures and reactor safety staffs should have betrer
interfaced on two occasions regarding: tne prioritips for inplant teams to
restore degraded plant equipment to avoid potentially significant offsite
safety impacts; determining best estimates of release duration; and assessing
source term composition, While the evacuation of TSC and 0SC staffs was
successful, procedural guidance is werk regarding: possible onsite
destinaticns for all evacuees from these facilities; identifying all
organizations which should be promptly notified of such an evacuation; and
contamination control provisions for evacuees at their destinations and upon
return to these response facilities,

Two concerns tracked as Open ltems, which were ‘dentified during previous i
exercises, were closed, ]







Closed) Open ltem No. 50-266/91004-01: Ouring the 1991 exercise,
ecisionmakers in the Technical Support Center (TSC) exhibited confusics
regarding the proper event classification, based on the current status of

each of the three fi ."lon product barriers.

As indicated in Section 6.b of this report, key staff in the 15C
maintained a correct understanding of the status of each fission product
barrier as emeryency classification decisions were made. The current
status of each barrier was also posted on a status board within tne TSC,
This item is closed,

General

An announced, daytime exercise of the Point Beach Nuclear Power Plant's
emergency plan was conducted at the Point Beach Plant site on March 17~18,
1997  The exercise tested the capabilities of licensee, State ang local
gove,nments' emergency organizations to respond to an accident srenario
resulting in a simulated major release of radiocactive effluent. The
State of Wisconsin, as well as Mannitowoc and Kewaunee Counties, fully
participscted in the plume phase af the exercise on March 17, 1992. State
personrel conducted a partial scale, ingestion pathway exerciss on the
following date. The attachments to this inspection report summarize tie
licensee's scope of participation, exercise objectives and the exercise
scenario,

Generai Observaticns

a. Procedures

This exercise was condycted in accordance with 10 CFR Part 50,
Appendix E reguirements, using the Point Beach Plant's Emergency
Plan and ralated implementing procedures.

T Courdination

The licensee's response was coordinated, orderiy and timely. If the
scenario events had been real, the actions taken by the licensee
would have been sufficient to mitigate the accideny and permit State
and local autherilies to take appropriate actions to protect the
public's health and safety.

¢, Cbservars

The licensez's controliers and evaluato: s monitored and critigued
thic exercise, as was independently done by seven NRC observérs.

The periormances of State and local governments' vesponders were
evaluated by ropresentatives of the Faderal Emergency Management
Agency (FEMA), who wil? document their findings in & separate report
toc be issued by FEMA,

d. Exercise Critique

The Yicensee held critigues in each facility with the participants
immediately following the exercise. The lirensee conducted a
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suanary eritique on March 13, 1392, ir order to further discuss
observed strengths anc weaknasses, The summary critique was attended
by about 50 controllers and participants, The inspectors presented
the NRC's preliminary findings, whict were developed independently,
during & separate exit interview with the licensee on March 19, 1992,
On March 20, 1992, an inspector was prepirad to summarize the NRC's
preliminavy inspectior findings at a Public Critigue hosied by FEMA
ir. Mannitowoe, Wistonsin, The senior FEMA representative cancelled
the Pubiic Critigue since no media or other members of the publis
were in attendance,

6. Specific Ooservations (IP £2301)

..

Contro} Roon Simulator {CRS)

The CRS was successfully utilized for the first Lime in an eme~gency
preparedness exercise evaluated by NRC., Use of the simulator
provided a very realistic zhallenge to exercise oarticipants and
minimized the 'mpact of exercise activities cn personne)l in the
plant's actyal contro) room.

At the Leginning of the exercise, the Duty Shift Supeivisor (05S)

prudently verified the status of ongoing inplant activitier that had
been rostulated in the scenario’'s initial conditions. He was alse

well aware of which Limiting Conditions for Operations (LCOs) vere

in effect at the beginning of the exercise,

At 7:46 & m., the DSS was informed chat a spent fuel assembly vad

been dropped while bning moved under water in the Spent Fuel Poal
(SFP). The appropriate Abnormal Cperating Procodure was promptly
implemented. Public Address {PA) announcements directad persannel
to evacuate the primary auxiliary building. CRS perscnnel overcame
operability problems with the CRS's plant PA sys.em by repeatiag
this and subsegquent announcements as aecessary.

At 7:55 a m., the D35 correctly declarad an Alert due to the fuel

handling accivent. A Duty and Call Superintendent (0OCS) drafted the
initial notification mess ge to State 2rd county officials, which

was then carried to the Technical Support Center (T5C) by a securily

L)

officer. In accordance with procedures, this notifization was made

using the National Alert and Warning System (NAWAS) telephone, which

was ofly installsd in the TSC, Statc and rounty cfficials were

initially informed of 4ne Alért deciaration in an adequately

cetailed and cimeiy manner,

Meanwhile, a PA announcement was made regarding activation of the
onsite emergency vesponse facilities. The D535 was informed when

these faciiities became operational. He informed his operating
crew of this and other major onsite response activities.

The 0SS was soon informes that radiation monitors in the plant's
southern gatehouse were alarming. This was an indication that a%
stmospheric release of radicactivity from the SFP had begun, A
correct deciston was made to simulate the evacuation of this
gatehouse,
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At 8:25 a.m., a simulated NRC duty officer wao inicially potified of
the Alert declaration, The initial notification message was very
well detailed and included the facts that a release had begun and
certain onsite areas - id been evacuated.

By 8:50 a.m., the DSS began voicing his cencerns that water may have
frozen in 2 suction line to the Unit ] Refuel Water Storage Tank
(RWST). He communicated his concerns to TSC staff, including several
detailed equipment checks that he wanted an inplant team to perform.
The 0SS later repeated his concerns when he concluded that he had
not received the detailed answers he had sought.

At 10.19 a.m., & Loss of Uoolant Accident (LOCA) occurred on Unit 1.
The CR3S crew's overall response to the assoc’ateo automatic reactor
stutdown was very good. Their actions were well coordinated, calm and
tdeliperate. The DSS quickly recognized that flc~ was not available
tom the RWST due to uhe postulated ice blockage ia the suction line.
He ensured that appropriate pumps were seqyrcd before Lugy were
tamaged due to the unavaiiability of flow from the RWST.

As the e«ercise progressed, the D55 was observed to be assisting the
Unit 1 control operator on the control boards, rather than azsigniag
the available Duty Operations Supervisor to assist. Me later
requested assistance from TSC staff in interpreting severa
apparently contradictory steps in Core Status Procedure C.1.

No viplations or deviations were identified,
Technical Support Center (TS0)

The T5C staff began arriving twoe minytes after the PA announcement

of the Alert declaration. The Techaf:cal Services Yanager (TSM) and
the Site Manager (SM) immediately focused on the fue! handling
atcidant while fucility activation continued. The TSC activatior was
complesed in a timely, thougn aoizy manver. The 30 minute attivation
tive was considered very good, since mary of the TSC staff were also

developing onsite protective actions due to the fu.l handling accident,

At 8:09 a.m., a security officer arrived in the TS{ to make the
initial notifications regarding the Alert declaration to State and
county officials using the NAWAS. The notificating were completen
in a timely manner. Initial notifications and periodic updates
fssued frem the TSC contained accurate information.

Some problems ir orfsite notifications hecame apparent after the TSC
turned over that responsibility to Emergency Operatinns Facility
(EOF) staff shortl, before 11:00 a.m. Since the EQOF did not have a
NAWAS extension, certain types of messege verificatiun callbacks by
offsite officials should have been made to the TS3C; however, all
offsite verification callpacks were made to the EQOF. This caused
some confusion to T3C and EOF communications staffs. The confusion
did not, however, result in any failures to accomplish message
verifications.
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r The initia) onsite protective action was a limited evacuaticn of
_ the Primary Auxiliary Building due to the fuel handling accident.
- Personne) accountability for this limited evacuation wzs completed :
| in a timely manner. f
)
]

By €:17 a.m,, radiation protection staff made an offsite dose
; projection for the fuel handling accident, The high thyroid doses
! predicted by this projection led the TSM and SM to a decision for
a full evacuation of the Protected Area. A thorough discussion
followed regarding the best rouié for the evacuation. The north
| gatehouse route was correctly chosen instead of the south gatehoute
route, since the south gatehouse was in the path of tne plume.

e R [T

A decision to declare a Site Area tmergency (SAE) was made at the ,
same time due to the increasing radiciodine duses projected and

the fact that a Protected Area evacuation was ar automatic action
following any SAE declaration. ihe evacuation decision and SAL
declaration were postponed until the 7SC became fully cperational at
, 2:21 &.m, At that point, the 75C's lead cortro!ler stopped the SAL
| declaration due to constraints imposed by State and county exercise
f participation,

The PA announcerent tor the Protected Area evacuation was made at
| B:37 a.m. The announcesent incorrectly directed evacuees to
: assumble at the Site Boundary Contral Center (SBCC)., This building
| was 1n the plume's path, as had been recognized bty the TSM and SM,
The SM immediately directed the Security Manager to have security :
officers po.itioneu to prevent personnel from going towards the
down'iind, south gatehouse and the SBCC. Evacuees were corcectly
' di =cted to proceed to the nurth (upwind) gatehouse and to remain
there nending further instructions, All nnsite personnel were
accounted for within the amergency response facilities and at :
the north gatehouse within 30 minutes,

At §:50 a.m,, the “irst meeting of key 7SC staff was held. These i
staff meetings were held periodically to obtain a consensus on '
priorities and to share informatinn., During ike first slaff |
meeting, the highest priority was mitigating the effects of the fuel :
tandling accident, An acceptable evacuatian ronte from the north

getehouse was also determined. An extensive discussinn about the

release from the SFP took place. Initially, the TSM stated that .
the release duration was unknown. A great deal of emphasis was ;
placed on the high thyroid deoses projected offsite. This led to :
decisiuns to place & high priority on sending a team into the SFF .
area to upray the oool with hydrazine and to activate the backup EOF, |
located in Milwaukee, Wisconsin, (The lead controiler ulncked the :
decision to activate the backup EOF in ovrder to adhere tn the

scenario.) The plan to cpray the SFP with hydrazine persisted even

after kev staff were informed that the offsite release from the SFP

was apparently over,
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While the key staff meeting was in progress, the Duty Shift
Supervisor (DSS) reguestid that the TSC's operations support group
investigate the possibility of frozen water in the RWSY pipe *hat
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would provide Safety Injection (S1) suction, His main concern was
to determine if the Tire barrier was intact to prevent cold air from
aftecting the suction line and to measure the pipe's temperature,
The uvperations greup decided to dispatch an inplant team to
determire if the piping insulation on the EWST line was removed or
intact, A report was received at 10:18 a.m. in the TSC that the
piping insulation was in place, Neither the suspected probiem with
the RWST line nor the tecm's findings were noted on a status board,
Later, TSC steff did not place & high priority on the DSS's followup
gquestions regarding the status of the RWST suction line.

At 10:19, TSC staff were informed that the Unit 1 reictor had
autonatically shutdown and that ne S1 flow was avatlable from
the Unit 1 RW3T, The stalf iswmediately {dentfied that a large
break LOCA had ocrurced, based on iniormation from the Plant
Process Computer System (PPCS), The TSC was informed that the
contrcl room operators secured S1 due to the frozen suctiun line
to the RWST,

A General Emergeuncy (GL) was correctly declared av 10:27 based on
a LOCA greater that 1000 ga'lons per minute and the Core [xit
Thermozouples (CETs) reading greater than 700 degrics Fahrenheit,
The TSH reviewed the relevent procedure and recommended that tne
detault Protective Action Recommendation (PAR) for a GE was
sufficient., The SM concurred. State and county officials were
initially notified of the GE and the initial PAR in an adequately
detailed and timely manner,

A major released from the Unit 1 containment was identified at
10:52 a.m, Technical staff coon noted that containment pressure
had peaked und that the release apparently was decreasing. The
decreasing re'ease rate was corsistent with the latest information
from an offsite survey team,

Angther key staff meetiny was held at 11:15 a.m, The highest
priorities were appropriately assigned to tasks thiot would provide
witer to the reactor vessel and to provide containment spray.

Ar open purge line valve was correctly identified as the probable
release path; however high doses cutside of containment made
positive identification difficult, The Health Physics (HP)
Supervisor recommended & hich priority be placed oun verifying the
purge valvo as the release path, so that & team could be sent to
spray down the valve te reduce the amount of radioiodine being
released, Containment pressure was n-ted to have become negative
during this staff meeting. During the meeting, the SM also
concurred in the revised offsite PAR developed by ECF staff,

The open containment purge valve was closed at 12:19 p.m. By 12:25%
p.n,, enough water was avaiiable to initiate S1 and Residual Heat
Removal (EHMR} flow. During a key staff meeting at 1:00 p.m., staff
were informee¢ that reports from offsite radiatiun survey teams
indicated tnat the release had stopped, Key TSC staff were reluctant
to state with certainty that the release had ended since there were
other potential peths from contaioment and radiation monitoring
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svstem data were somewhat uncertain, The HP Supervisor saujgested
process moritoring lire sampling to determine if the abnors. 1ly high
readings were due to containuent shine or to another releasc path
resulting from the containment pressure spike,

The RHR system vas placed in recirculation mode at 2:04 p.w. The
primary concern at the subsequent key staff meeting was that the

RHR system was apparently losing water while or recirculation.

En increate in CET datz was «lsc noted., The root ceuse of these
épparent problems was later determined *% be a erroneous data Trom
the simulator; howevor, voncerrs regarding & leak Tiom the RHR
system and increased CET data may have centributed tu the conserva-
tive decision not to state with certainty that the release had ended.

At 2:40 p.m., & simulited nitrogen gas leak led to a proper decisien
to evacuate the adjacent TSC and 0S7, Personnel appeared uncertain
as to what to do when a confroller antounced the nitroges leak from
laboratory equipment., The ™ initially directed everyone to go the
administrative area in the south seyvice building housing the TSC
and 0SC, After determining that that space was too small for ail
evacyees, the 5M directod them to the lunchkroom of the north seriice
building. The Duty Operations Manager and the Duly Technical
Rdvisor reported to the contrel room [simuletor) in accordance with
the plant evacuation proceaure. Once relocated ir the lunchrovm, the
remainder of the evacuees determived which functions they could still
perform, They also tormed a team to go back to the TSC to determine
its habitabiiity. Upon receiving a veport that the TSC was
habitable, che SM directed a return to the 15C and C.C.

The only procedural guidance for 15C‘05C evacuation was in the plant
evacuition procedure, That precedury only directed the Duty
Operations Manager and Duty Technical Advisor to Lhe conlrol room,
with ne further guidance regarding others assigned to the T5C and
0SC, While the TSL/05C evacuation was successful duriug the
exercise, procegural guidan.e was lacking with respect to the

‘ol lowing: possible velrcatian sites for all TSC and OSC persornel;
which orcanizations shouid be notified of such an evacuetion;
maintaining accountability of all evaciees; and, 2¢< indicated in
Section 6.c of this repcrt, contamination contrel for the evacuers.
The lack of procedural guidance regarding the evacuatior of the VSC
and 05C is an Open Item (50-266/92003-01; 50-301/92003-01),

Upon return to the TSC, the exercise was concluded and o tacility
critigue immediately followed,

During the course of the exercise, the TSC staf( pursved technical
problems aid developed good solutions to individual problems. The
operations support group deveioped twe innovative plans to rcestore
water to the reacter. One method was to use the unaffected unit's
RKWST to backfill the other unit's Boric Acid Storage Tanks, thereby
allewing 5! and RHR flow to Unit 1. The HP Supervisor propesed an
innovative idea to spray the suspected release point with water from
cutside Containment to reduce the radiciodine component of the
release,
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Stetus boards were ?annral1y up to date in the TSC; however, they
were not always well useo. The Trozen RWST cuction line probiem
was not identified on the status poard where nther LCUs were listed,
The approximate locations of the plumes were not claarly displayved
within tho YEC, particularly while thay were within the owner
controlled area, In contrast, & status board was effectively used
to track the integrity of each fission produc: barrier,

Good individual problem solving was generally noted withir the TSC.
However, there weie sever:l inutancer which demoastrated a lapse in
putting together facts to develop a nood understanding of scenerio
events, The first example was the fuel handling sccident, TS50
staff wuickly generated a dose projection showing thyroid doses
appruaching the value associated with ¢ SAE declaration, The dose
projection mocel used a high icdine default value, which the 15C
t+a*f thought appropricte, and an eight hour defuult release
duration which the s{aff never questioned, U[ffsite survey team
and radiation monitoring systen data showed that toth default values
vere overiy conservative., During the same {imeframe, the request
trom the DSS for more inforration on che RWST suction Iine proolem
wa: rot gygressively pursued by TSC st-ff cuce an ipplaunt team
reported that the piping's insulation was intact, TSU staff should
have given higher priority to thoroughly assessing the status of
the BWST suction line. TSC staff should also have given nigher
priority to restering contsinment integrity by closing the cpen
purge line valve. The frozen RMST suction 1ine and the open nurge
Tine vaive nad higner potential offsite safety imoacts onre
conditions in the SFP area had stabilized,

The second example was associaied with the LOVA.  Wnen the LOCA
occurred, contaiwment pressure rapidly increased and then gradually
decreased during the releaze. Containrent pressaro was less than or
equal to atmospheric pressure by about 11:00 a.m,, indicating a lack
of driving torce for the release, 0Off-ite survey teams were ilso
reporting data which indicated that the release had probably stopped.
Containment pressure was known toc be consistent with the evente in
progress; however, it was not continuous ly tracked during the
release so that the duration of the release was nover accurataly
determined, Although TSC staff were counservative in assuming that
other reiease paths from containment could exist, neither tne TST
nor the EOF s staff yuestioned ihe appropristeness of continuing to
assume an eight hour default release duraiion.

In both of the afersmentioned axamnles, the licensee's offsite
protective measures and reactor safety staffs did not adequately
interface with respect tu #5sessing the potential offsite satety
significance of degraded onsite cquipment, The offsite PARs were
cengervative, 50 that the public's health and safety were not
jeopardirad by coverly conservative defauit assumptions regarding
release duration and/or the scurce terms from the SFF release and
the release from containment, The lack of adenuate interface
between the protective measures and reactor safety staffs to
adequately interface on matters related to éssessing the offsite
safety significance of degraded plant equipment, release duration
gssumptions and source term assumptiuns 15 an Upen [tem
(8C~26€ 192003-02; 50-301/920U3-02),
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Ho viglations or deviations were ijuentified,

Erergency Operation- Facility (OF)

A conservative decision wos tade shortly after 9:00 #.m, to activate
the nearsite €07 located in the Site Boundary Centrol Center SBCC)
building., The m~jority of personnel scafting this facility came from
the plant. They were \uter augmented by four persons dispatched from
thy Ticenzee's corpovate office in I'i)waulee, Wisconsin,

By 10-00 a.m., plant personnel were on standby in the EOF and were
ready to perform their duties if onsite conditions worseneu, The
ierin Emergency Support Manager (SSM) provided a good initial
briefing and updates t: his FOF starf,

At 10:27 a.m,, the {ute im Radiolog!cal Cortrols Waste Manager (RUWM)
informed the ESM that date available on ¢ PPCY terminal indicated
that a LOCA ha¢ just occurred on Unit 1 The interim RCwM

promptly telsphoned hi- ViU counterpavi in order tc assure that 7SC
perscnnel were aware of this degrade in plant conditions., Several
EOF staff correctly speculated that an open purge line valve
constituted & potentiy) releace path for radipactivity in the
containment to resch the environment,

The interim ESM soon informed his staff that the 7SC's SM had
declared a GE. The interim WM telephoned his TSC counterpa. ts
tu verify that they were formulating the required offsite PAR,
The interim ESH end RCWM satisfied themselves that the initial
FAR was adegquite, Hised on their current understanding of onsite
conditions.

Corpurate staff replaced the interim oSM and RCWM between 10:40

snd 11:00 a.m. The interim ESM ana BLWM became their curporate
replacenents' depuiies for the duration of the exercisc, Corporate
staff effectively utilized cellular telephones to cbtain upda.ed
information on plant conditions while enroute to the ENF, as
eviderced by their abilities te assume their duties within a few
minutes of thueir arrivals in the facility,

Ay 11:0C a.m., «ey EOF staff determined that the initinl offsite

PAR should be reviced, based on the latest dose projections
intorporating the current release rate, current meteorological
conditions and « default release duration of eight hours, The
revised cecomrencation was te evacuate persons in a five mile radius
of the nlant site and in fi.e downwind sectors to a distance ot 10
miles from the site. In view of the uncertain extent ot core
degradatinn and possible damage to other containment penetrations
following the rapid increasc in containment oressure, this revised
PAY was consecvative and appropriate,

Only the T5M was equipped with a NAWAS telcphnue line, which was
the primary meuns of informing Stale and county officials of any
eme gency reclassificstion or PAR revision, Even though the EOF
staff included dedicated comunicators to *he State Emergency
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Operations Cente~ (EOC) and to each couniy's TOC, procedures
reguired that the PAR revisior be transmitted via the TSC's LAWAS
telephone circuit to these locations, This and suhsequent PAR
revisions were transmitted to State and county officials 1n o timely
manner,

The potential Tor deliys or corfusion exists when offsite officials
attempt to make velification ¢° ‘vacks to either the 15C ur the
EQF, depending or whether the 11, nsee's message 1S an emergency
reclassification, a PAR revision, or a perisdic update inciuding
ovher types of information. Once the EOF and FOCs are fully
cperatioral, the licensee shoula have only EOF communicators
perform notifications to State and county officials in order ‘o
relieve the TSC staff of this task and to reduce possible deleys
or confusion during mestage verification callbacks to the licensee.

The RCWM and his deputy closely monitored current meteoroloaics)
conditions; which were simulated as being measured at the onsite
meteoralogical monitoring station, and release rate data, The
meteorological data, nlus reports from the Ticentee's offsite
radiologice) survey tears, led key EOF personnel to correctly
crnclude that the simulated plume wis initially moving uver Lake
Michigan rather than over land in the Emergency Planning Zone (EPZ),

Between 11:15 a.m, and noon, EOF staff corvectly identified a gradual
wing direction shift of about €0 degrees, such that the wind was from
ihe northeast rather than from the no) thwest, The RCWM personally
contacted a State counterpart to better ensure that data regarding
Lthe wind shift were being received. This wind shift necessitated a
second revision to the offsite PAR, As the exercice progressed,

key EOF staff remained adequately aware uf which protective actions
were reing implemented by offsite officials in response to the
initial and revised PARs,

8y about 11:00 a.m,, containment pressure had decreased to
approximately atmospheric pressure, thus elinipating the driving
force far the radicactive release., Howeve', closure of the cpen
containment purge valve did not occur until approximately 12:20 p.m,
Closure of this valve, an associated increase in containment
pressure, and no repor.s of a release from an offsite survey team
rear the site provided some assurance that the release had probably
beer terminated. However, the possibility of damage to other
containment penetrations remained pending further inspectines,

ECF staff alsv became corncerned avout & rapid increase in incore
therrocouple readings, which leter proveg to be erroncous. Key CJF
sta f exhitited an understandable reluctance tu state with certainty
that the release had been terminated, The reason(s) for their
reluctance should have been better communicated *5 State counterparts
during a conference call,

By aocut 1:00 p.m., the RCUM and his deputy correctly concluded that
the wind shift would blow the simulated piume back aver land some
milos to the south of ths EPZ, They shared this conclusion with a
Ste*e agesncy counterpart, They were later informed when a State
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survey team reported that the plume had ueen detected on land near
the sputhern border of Mannitowoc County, The RCWM and his State
counterpart then formulated a reasonable plan to have State teams
collect samples of Lake Michigan water near Two Rivers and
Mannitowoc, Wisconsin, while a license2 survey team would collect
similar samples within severa] miles of the plant. Such samples
would give initial indications of any radicactive contamisation of
the water, so that the desirability of continued use of lake water
could be evaluated by offsite officials.

Pending further inspections of the Unit 1 containment penetrations,
key EOF staff conservatively and correctly made no effort to relax
the offsite PAR or to consider revising the emergency classification.
However, key EOF staff made no apparent etfort to discuss the
appropriatenass of the default release duraticn (efght hours) used

in offsite dose projections wit!, TSC counterparts.

In general, periodic wpdate messages transmittec by EOF communicators
Lo State ond county officisls were adequately detailed and timely.

Messages ware revioswed for accuracy and cowpletenass before transmittal.

With several minor exceptions, ¢he EOF's status boards weva well
maintainad with accurate {nformation. Although key cOF staff knew
the reason for the Genera) Emergency declaration, this infaormation
was nav posted on a space provided on a status boare for the bepefit
of other personnel in the facility. Although current meteorological
dats were freguently updated on a status board, cenflicting
information was posted regarding the atmospheric stability value,
which 15 one input to 3ffsite dosc calculations. The value can be
gxpressed as an alphabetic stab’lity class or as a number., The
stahility class Tetter wus correctly posted as it varied 1rom
extremely stahle (.cability class G) to slightly unstable (class C).
However, the corvesponding numerical value of atmospheric stability
prsted on the status board remained zero during the exercise.
Fortunately, the correct alphabetic stability clas” values were used
by £07 staff {n their offsite dose calculations.

After 1:00 p.m,, ~he ESM instrucied nis <ta®f to prepa.e a racovery
action item Vit reiative to their areas of responsib*lity, as was
being dene by T5C staff. These 1ists were priesfly reviewed ana
forwardea to the Corporate Emergency Center for further consic.ration.
The £3M also became involved {n the designation of key members of

ithe licensee's lang-term recovery organization and in the plananing

for a reliuf shift of EOF staff,

Late in the exercise, the ESM informed his staff that the TSC and
0SC were being evacuated, fullowing reports of smoke due to a
simulated fire or 8 chemical spiil  This announcement had little
apnarent impact on EOF parsounel, who were later informed when
personnel had safely returned to these response facilities,

No vioiations or deviation: were identified
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Offsite Radiological Survey Teams

When the PA announcemeént was made that the primary auxiliary
building was being ovacuated, HP personnel asserbled at the access
station to the plant's radivingically controlled area, They were
being given an initial briefiny wien the PA announcement regarding
the Alert declaration was heard, The HP Supervisor then assigned
available personne) either to twe 0O5C or to the Offsite HP Fagility
located at the SBCC.

At the SBCC, persons assigned to cffsite radiolugical survey teams
inventoried their equipment while others set up the portable sample
analysis equipment that sad been brought from the TSC's lsboratory,
when the Offsite KP Director was informed that a minor release had
been detected from the 5FP, efforts were made to dizpatch a survey
teem to » downwird location, However, this team «id not leave the
SBCC for almost 30 minutes, since personne) were perfarming
operability checks on survey enuipment and assessing the SBCC's
habitability, Contamination controi points were adequately
established and maintaiued at the SRCC,

Since the simulated plume was being blown offshore, the survey team
was unable t¢ obtain many measurements ta characlterize it. Several
air samples were taker and cuickly a2nalyzed in the Offsite oP
Facility. A1l but one of the samplies were properly collected. The
fiiter cartridge on one of the early samples was improperly nounted
on the air sampler's nead. No presence of radiolodines was indicated
“rom the analyses of air semples associated with the release from the
SFP,

An inspector sccompanied both of the licensec's offsite survey teams
during the exercise, Both teams received adequate initial briefings
and were adequately updated on changing plant cunditions, Overall
commyunicalions petwein the teams and those in the SECC controlling
their mcvements were good, Operability protlems with both teams'
radios were largely overcome through the use of backup cellular
telephones, At the exit interview, ihe licensee indicated that the
radio nperability problems were being investigated,

The teams demonstrated geed contamination contrul practices and
perjodically checked their nersonal donimetry. Following the
simulated release from the Uni. 1 containment. & conservative
decision was implemented to have the teams simulate the taking of
putassium jodide,

A syurvey team encountered a guard within the Uwner Contiolled Area
who was downwind of the plant after the simulated major releate
had begun, Since the guard was within the simulated plume's high
radirtion field, the team assured that rhe guard promptly moved

to a safer position,

FOF decisionmakers were uncertain whether the release from
containment had been fully terminated following the closure of a
purge Tine valve, By that time, the wind nad shifted ind was from
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the northeast. As » result, any release frorm containment was likely
to be over land rather thau over Lake Michigan, One offsite survey
team was appropriately instructed to sedrch fnr & plume along o

roed near and downwind from the plint, The other team was instructed
te search for the plume along a roadway rougnly four to efght miles
downwind, wnich .as relatively inappropriate in view of the
postulated wind speeds., Nn further relesses from containment were
detectsd by efther team,

As the exe:cise progressed, some persons in the SBCC'c Offsite HP
Farility axhibited frustration over the rability of the teams

to identifv a plume which was almost inmediately moying offshore,
Some persons becams inatteutive to PA suncuncements made by key ECF
staff, When informed that Staie survey teams had detected the major
plume well beyong the EPZ's horder, some laboratory staff voiced
ppinions that the scenario's dala must be erroneous, rather than
accepting the RTWM's correct conclusion that the plune was being
olown bazk orshore ani adjusting their actions accordingly.

!
i
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No viciaticns or deviations were identif ied.

f, Joint Public Informatior Center (JFIC)
The JPIC's jocation has been cranged to the Holidey Inn in
Mannitowoc, Wiscorsin, The performance of licensee statt in this
facility was nof observed during the exercise.
No vivlations or deviations were identified,

7. Exercise Objectives and Scenariv Review (1P 82302)

The licensee submitted its proposed scepe Of exercice participation,
ghjectives and cupfes of the scenario within the established deadlines,
The licensee was responsive tu several concerns identified during NRC
staff's review of the nbjectives and the -cenario,

challcnging aspects of the exercise included: the first use of the
Control Roow Simulator during an RRC-evaluated exercise; response to

two simulated radicactive releases resulting from unvelated accidents
involviag the plant's spent fuel anc cne operating reactor; evacuation of
T8¢ and OSC persornel to alternate Jucations following a simulated release
of nitrogen gas from nearby laboratory eguipment; significant changes in
the postulated wind divection warranting several revisions to the offsite
protective uction recommendation; the assembly and accounting of all
onsite personnel; deployment of several offsite radiation survey teams;
and activation of the JPIC,

No viclatinns or deviatiuis were identified.

8. Exercise Control {IP #2301)

The overall performance of exercise controliers was good, Several ming
instances of impcoper controlier performance were noted; however, these
did aot result in participants taking actions ‘which they might nct
ptherwise have initiated.







Two performance conceins were identified, which will be tracked as

Open Items. Although offsite PARs were cogservative. the licensee's

T orotective measures and reactor safeyy statfs should have better

, interfaced regarding: the priorities for inplant teams to restore

5 degraded plant equipment, pased on the jotencial offsite safety

t sfgnificance of these degrades; determining best estimates of release

[ duration for offsite dose projections; and 2ssessing source term

gin composition, While the evacuation of the TSC and 0SC was successful,
I procedural guidance is lacking regarding: possible onsite destinations
| for 411 evacuees; identifying organizations which should be notified of
such an evacuation; and costamingticn control provisions for evacuees
at their destinations and upon thei» return to the response faciiities.

a Two concerns from previous exercises, which were tracked as Unen [tems,
; were closed,
Attachments:

1. Licousee's Scope of Participastion and Exercise Objectives
2. Exercise Scenario Qutline
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SCOPE AND ORJECTIVES

The scope of the exercise is defined 1n Section 1.1, Wisconsin Electric Power
Company (WE) Point Beach Nuciear Plant exercise objectives are provided in
Section 1.2, State and county ohjectives are listed in Secucn 1.3,

‘Ol

Scope

The 1992 Point Leach Nuclear Plant (PBNP) emergency exercise to be
conducrted on March 17 and I8 wiil be a full-scale, partial ingestion pathway
exervise. The scennric will test the capabilities of the plant emergency
respunse organization 10 respond to an ermergency and test the effectiveness
of the PBNP Umergency Frepamedness Program.  State and county
participation will also be tested; the exercise will require the mobilization of
significant portions of their resources.

Wisconsin Electric Power Company Objectives

The major WE objective of this exercise is to demonstrate the effectiveness
of the osganization, plan and procedures in deal'ng with the ¢mergency events
postulaied in this scenario. Within this overail objective, individus! objectives
are specitied in this section

The objectives are divided into subsections as follows:

1.2.1  Assessment and Classification

1.2.2  Notification and Communicanons
1.2.3  Radiological Asscssment and Protective Actions

124 Emergency Facilities

1.2.58  Emergency Direction and Contra!
1.2.6  Public Information

127 Reentry and Recovery

128 Offsite Agency Coordination
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Assessment and Classification

Demonstrate the ability 1o assess plant condidnns which warrant
an emergency ¢lassification.

Demonstrate  the ability of the Emergency Response
Organization (ERQ) staff to correctly classify an emergency
event using the EPIPs.

Notification and Communication

De nonstrate  the abdility to aotify onsite personnel of
emergency classification(s) using the plant Gal-tronics system.

Deinonstrate the ability to make notification to offsite state and
county emergency governments, using EPIP 2.1, within hifteen
{15) minutes of declaring an emergency.

Demonstrate the ability to make notifications to the NRC
within ore (1) hour of the emergency classification using
EPIP 22.

Demaonstrate the ability of Emergency Response Facility (ERF)
management to provide Priefings and updates congerming plant
status, event classification., activities, and assumption of
responsibilities approximately every hour.

Demonstrate the ability to direct a plant evacuation, unlizing
the Gai-rronics system, in accordance with EPIP 6.2

Demonstrate the ability to provide informaticn updates to the
state and counties at least hourly and within thirty (30) minutes
of changes in monitored conditions using the appropriaie EPIP
forms,

Demonstrate the ability to provide information updates to the
NRC at least hourly and within thirtv (30) minuies of changes
in monitored conditions using the appropriaie EPIP forms.

Demonstrate the abiliiy to provide the state with irequent,
periodic dose projection updates.

Demonstrate the ability to notify and keep corporate officer:
and organizations informed of the status of the emergency.

e

Pemonstrate the ability to communicate effectively with near .

and on-site emergency facilities.

1.2
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Radiological Assessment and Protective Actions

a,

©

h

m.

Liemonstrate the ability to make approprigte protective acaon
recomunendations (PARs) prompily after completing an offsite
dose projection or completion of a PAR determination segment
of any EPIP,

Demonstrate the ability to monitor and control exposure of all
response personnel.

Demonstrate the ability to establish radiological monitoring and
controls of assembly areas in accordance with established
policies and plant procedures

Demonstrate the ability to align, or verify alignment of the
ventilation systems in accordance with the EPIP ERF activation
procedures.

Demonstrate the ability to start up, or verify alignment of, the
ERF radiological monitoring systems in accordance with the
ERF acuvation procedures.

Demonstrate the ability to compare estimated doses to the
appropriate Protective Action Guidelines (PAGs) 1o determine
Protective Action Recommendations (PARs).

Demonstrate the ability to caleulate offsite dose projections in
accordance with apprepnate procedures, orograms, and
guidance.

Demonstrate the ability .0 issue respirgtory protection
equipment to emergency personnel,

Demaonstrate the ability 10 properly use respiratory equipment,

Demonstrate the ability to employ protective clothing as part of
CiNergency response,

Demonsirate the ability of the onsite monitoring team to
accurately provide survey information.

Demonstrate the ability to periodically monitor personnel dose
levels 1o promaote ALARA.

if exercise response dictatus, demonstrate the abiliiy 10 brief
personnel for entry into a high radiation area in accordance

with plam policies and EFPIP 10.1

~
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Demonstrate the ability to 2ugment the TSC within 3U minctes
of the Alert classification and activate within one hour of the
Alert classification or direction 1o activate by competent
authority, in accordance with the EPIPs.

Demonstrate the ability to staff and activate the OSC within
nne hour of the Alert classification or direct'on 1o activiate by
comp. ¢nt autiority, in accordance with the EPIPs,

Demonstrate the ability to maintain plant parameters and
fission product barrier status boards with ~urrent dat: (e.g., not
more than 30 minuces old).

Demonstrate the ability to sot up and maintain reenfry $atas
boards,

Demonstrate the ability to muintain meteorological status
boards with recent daia (e.g., »0' more than 30 minutes old).

Demonstrate the ability to staff and activate the EOF with sive
personnel within one hour o the Sive Emergency classification
ar direction to activate by compeent authority, ana within two
hours with corporate peisonnel i accordancs with the EPIPs.

Demonstrate the abilit 1o evacuaie an ¢mergency response
facility aad reloeate smereency response personnel to a backup
facility.

Emergency Direction and Contral

o,

d.

Demonstrate the ahility to augment the coutrol room staff
within 30 minutes of an approvriate emergency clessification 1a
accordance with the Emcrgency Plan,

Demonstrate the ability to contact and s¢cure gssistance from
offsite emergency response resources.

Demonstrate the abil’ty to opergte the OSC in accordance with
applicatne EPIPs,

Demonstrate the ability of TSC personnel to maintain the
persannel status board up to date,

Demonstrate the ability (o prioritize  Operations  ang
Mainienance activities during abnormal and  emergencs
SHUaLOns,

aie e
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Public

Demonstrate the ability to determine if site evacuation of non-
essential personnel is reguired in accordance with EPIP 6.2 or
EPIP 6.7

[emonstrate the ahility to evacuate contractor personnel to the
Site Boundary Control Center (SBCC) in accordance with EPIP
A2,

Deninstrate the ability to accomplish personnel accountability
within 30 minutes of announcemen. of plant evacuatiou

Demorstrate the ability to assess in-plamt  radiological
conditions using available inforraation.

Demanstrate ;he ability to dev~lop reentry routes 1o erisure it
reentry doses are consistent w,. ALARA principles.

Demonstrate the ability to orgenize. dispatch, »nd minage
reenty teams in accordance with applicable ' TS

Demonstrate the shility of the ERF staff 1o develop and
maintain 24-hour staffing.

Demonstrate the ability 1o provide a haison to the corporate
emergency response public information center and/ot the state
EOC if requested

Information

Demanstrate the ability to staff the Corporate Emerpency
Response Public Infarmation Center (CERPIC ) within ore (1)
hour of notification of the classification

Pemonstrate the ability to brief the media in & Gear, accate,
and timely maaner.

Demoastrate the ability to statf the JUIC with site personnel
within one hour of the Site Emergency classification or
direction to activate by competent authority, unJ activate within
two bours with corporate personnel n accordance with the
EPIPs. (Limitation: WE JPIC personne! will be pre-staged.)

Denionstrate the ability 1o establish and effectively operate a
atitity ramor control program at the JPIC.

Demonstrate the ability to coordinate and share information
amony federal, state, county, and utility spokespersons

1.6
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1.2.7 Reentry and Recovery

a wemonstrate the ability for staif to provide technical support
for planning and recovery/reentry operations.

b. Demonstrate the ability to analyze conditions for entering the
reeovery mode.

¢ Demonstrate  the ability to utilize the appropriate
recovery/roentry procedures to allow reentrv and recovery of 1
evacuated area.

. Demonstrate the ability to perform core damage assessment
when necessary,

1.2.8  Offsite Agency Coordination

a Demoustrate the ability to augment the staff 1o provide
management level interface with government authorities,

b. Demonstrate the ability to support federal, state, and county
agencies with ingestion pathway activities.

Offsite Objectives

There will be full oftsite (state and local) participation for the 1992 PBNP
evaluated exercise. Federal participation is voluntary, consequently, there are
no federal objectives,

The objectives for the state of Wiscorsin, Kewaunge County, Maoitowog
County, and the ingestion counties are included in the state objectives letie!
sent to the Federal Emergency Management Agency (FEMA). A copy of that
lettar follows.
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POINT BEACH NUCLEAR PLANT
1992 INGESTION PATHWAY EXERCISE

Initial Conditons
Unitl

Unit 1 is operating at full power; the unit bas been operating continuously since
returning from its refueling outage last May.

Charging punp 1P-2A is out of service for Vari-Drive 1epairs.
EINg P I

In-Service Inspection (181) work on the Refueling Water Storage Tank (RWST) line
penetration area continues [Unknown 1o participaats: the facade neat trucing fails
overnight; cold outside air continues 1o be sucked into the Awaliary building due to poor
thermal protection. As a result, the RWST watcr is frozen at that point in the pipe; flon
is hlacked].

Outer containment purge sunply valve 1VNPSE-3244 cleaning 1s underway. The
removable inspection port on the intake line is off and the valve is blocked open.
This action puts the unit into 2 &%—hmlr Limiting Condition for Operation (LCO).

‘i ravelling sereen 1Z 27-2 is out of service for lower shaft replacement. The stop logs
are in place. The mechanism has been out for repairs since Dec. 19.

Fue! oil transfer pump PTOA developed a small gasket leak and was removed from
service at 0637. A Maintenance Work Request (MWR) 1l be written and entered
into CHAMPS this morning.

Containment Recirculation Fan 1W-1A1 was, declared out of service at (413 due 10
a fziled overload calibration surveillance. A"-hour LCO is in effect. Containment

Cooling Fan 'W-1A2, which shares a cubicle with 1W-1A1, was also tagged out of
service,

All other unit conditions and systems are normal.

{Continued)
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POINT BEACH NUCLEAR PLANT
1992 INGESTION PATHWAY EXERCISE

Initial Conditions (Continued)

Unit 2
Unit 2 is in Hot Shutdown. The unit had just returned from a refuclling outage,
During startup, a packing gland steam ledk on the bonnet of steam line non-return
valve developed, causing the unit to remain in hoi shutdown.

Both reactor coolant pumps are ruining; operators are still blowing down the stear
generators,

Repuirs on several security doors will continue today.

Techuical Services will be doing Ultrasonic Testing (UT) inspections of spent fuel
assembiies today,

All ather unit conditions and systems are normal.
Comnon:
Fuel handling will be done today in preparation for discharge fuel Ultrasoric Testing

(UT) inspections.

‘The arew is ‘n its third straight day of 15°F weuther; lake temperature is 33°F. Full
Unit ! ice meli mode is in operation,

Plats for a summer "Safety Celebration” to recognize individuals and departments
are underway. An organizational meeting is scheduled for today at 1400 in the Front
Office Conference Room.

Refueling water circulating pump P33 is out of service for suction line modification.
Valve 804A is out of service for diaphragm replacement.

43



POINT BEACH NUCLEAR PLANT
1992 INGESTION PATHWAY EXERCISE

LW, Sequence of Events Summary

Approximate

Time Day 1 Key Event

0700 Commence Exercise; initial conditions are established

0744 While handling fuel in the Spent Fuel Pool, operators accidentally drop a

recently discharged fuel bundle; a minor release of radianon occurs.
Operators should implement RMSASRB Cl RE-108 and AOP-8C. A limited
plant evacuation of the Primary Auxiliary Building may be initiated.

0800 An ALERT should be dectared in accordance with EPIP 1.2, Category 11
"Fuel Handling Accident.” The TSC and OSC should be directed to be
activated. Offsite radiation monitoring teams should be dispatched.

0900 Auxiliary Building radiation levels are at background.

0955 The internal linkage on Unit 1 charging systemn butterfly valve CV-268 fails,
causing the valve to close. Several Control Room alarms indicate no charging
flow. Operators may secure B and C charging pumps and send Auxiliary
Operators to investigate. Operators may begin a power reduction.

1020 A cold leg Loss of Coolant Accident occurs when the cover of Accumulaton
1-T34B check valve 1-867B blows off,

1020+ The reactor trips. Steam driven auxiliary feedwater pump 1P-29 fails when it
trips on overspeed. Electrical suxiliary feedwater pumps operate properly.

1021 Reactor vessel pressure decreases as reactor coolant is released into the
containment. Accumulator 1-T34A does not inject into the reactor vessel
because check valve 1-867A sticks closed. At 1735 psig pressurizer pressure,
Safety Injection (SI) pumps stait and inject the contents of the Boric Acid
Storage Tank into the Reactor Coolant System (RCS).

Containment temperature, pressure and radiation levels begin to increase.
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Approximate
. Time
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Day 1 key Event

1021+

1022

1028

1030

. 1031

1036

1100

1130 to
1600

Containment Accident Recirculation Fan 1W-1C1 trips due 10 & misadjusted
overcurrent trip device.

When Safety Injection (S1) automatically switches to sucticn from the boric
Acid Storage Tank to the RWST, both SI pump breakers trip on overcurrent
because the pumps seize for lack of water due to the frozen RWST line.

Containment pressure is approximatelv 30 psig; containment radiation levels
are about 10,000 R /hr and core exit thermocouples are reading over 1803071,

A release to the environment from the Unit 1 containment is initiated when
the inner containment purge valve 1IVNPSE-3245 opens. The plume heads
south east, over ihe lake

A GENERAL EMERGENCY should be declared per EPIP 1.2, Category 1
"Abnormal Primary Leak Rate” or Category 3 "Core Fuel Damuge.” A plant
evacuation will be initiated.

If not secured, containment spray pump A seizes due 1o lack of suction flow,
If not secured, containment spray pump B seizes due to lack of suction flow,

Containment pressure decreases below 14.7 psia (i.e., a vacuum develops in
the containment); the inner containment purge valve closes; the release to the
environment is terminated. Note: Containment pressure becomes negative due
to the condensation of steam.

Participant options to restore coeling water to core include:

« repairing charging pump butterfly vaive CV-268 to restore charging flow;
+ establishing flow from the RWST via manual valve CV-3358 through the
chareing system;

+ establishing flow via the reactor make-up water system or the emergency
boration syster;

« repairing charging pump A,

« tracking down the frozen RWST line and re-establishing SI or RHR flow,

Operators may establish core cooling via containment sump recirculation,

A failure of the security computer occurs.

4.5
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