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A\reas [nspecte Routine, anncunced inspection of the Prairie [slend Nuclear
Einerafsn FYant's Emergency Preparedness (EP) program, inc1udin¥ the
following: review of actual emergency plen activations (1P &2701) and
operatianal status of the EP program (1P 82701}, The inspection invelved two
inspectors,

Results: No violations or deviations were identified.

Proper classifications were made on the four emergency plan activations &ince
Cctober 1989, The times reguired for event classification and NRC nolification
during the February 1992 Unusual Event were marginally adequate. Procedures
defining communicator assignments weve revised to assure that notificatioos
would be more timely.

Severel enhancements have been made in the emergency recponse facilities,
Public Alert and Notification System's operability has been improved in
response to recent siren equipmert failures, The staffing of the Emergency
Response Orgenization (ERD) remeéins good, FPositions in the Emergency
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Mﬁtimﬁ mm mn iww held by corporate personne! have been
1-” 7 ttgm to si HE momﬂ to uwﬁuk‘!ﬂs activation. The £F treiming
' 1wmnv§n continues to he very well maintained, ’

These ipaccuracies were being sddressed by the the licensee at the
-ﬁnd ﬂ tM iMpecﬁm. R

, mmj !rfm* insccuracies were ﬂsenﬂﬁed during a review of plant safety :




1.

DETAILS

Person; Contacted

E. Watzl, Site General Manager

M, Sellman, Plant Manager

D, Martin, Administrator, Corporate Emergency Planning
M. Agen, Lead Production Engineer, Tmergency Planning
L. Brebm, Quality Assurance

J. McDonald, Supervisor, Site Quality Assurance

The above licensee representatives attended the April 3, 1952 exit
interyiew,

The inspectors alse contacted other licensee personnel during the
inspection,

Actual Emergency Plan Activeticns (IP 62701)

Licensee and NRC records of emergency plan activations since (ctober
1889 were reviewed,

On August 23, 1980, an Unusua! Event was declared in a correct and
timely manner following the loss of some Control Room annunciators for
Unit 1. State, county and NRC officials were initially notified of
this emergency declaration in & timely and adequately detailed manner,

On (ctober 17, 1980, an Unusual Event was declared for a suspected
earthquake fnilow1ng an alarm on the onsite seismic monitoring
equipment. Preliminary analysis of iilm from the seismic monitoring
equipment's recorder indicated that an earthquake had been measured;
however, there were no other indications of an earthgueke, A
conservative decision wes made to declare an bLousua! Event while

walkdowns of onsite equipment were cenducted &nd the Naticral Earthquake

Information Center (NEIC) in Colorade was contacted, The Unusua! Event

was terminated after the following had occurred: further anslysis of the

seismic monitoring equipment indicated that it had falsely 3larmed;
plant walkdowns indicated no damage to structures or equipment; and the
REI® reported no evidence of ar earthquake within the nation during the
time period in cuestion,

On May 14, 1991, an Unusual Event was declared in a correct and timely
manner following the loss of some Contro! Foom annunciators for Unit i.
State, county and NRC officials were initially notified in a timely and
adeguately detailed manner,

The licensee declared an Unusua) Event un February 21, 1992, due tu loss

of shutdown ceoling while in the early stages of a refueling outage for
Unit 2. The following paragrephs summarize the event, the associated
energency plan activation, corrective actiens initiated by the licensee
and the inspectors' assessments. The NEC's evaluation of other onsite
activities associated with the February "1, 1992 Upusuval Event
declaratior is cocumented in Augmented Inspection Team (AIT) Report Mo,
50-306 /92005,
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At 11:11 p.m. on February 20, 1992, the 22 Residual Meat Removal (RHR)
pump was stopped by Control Foom personnel due to cevitation while
draining the Reactor Coolant System (RCS) to the coclant loop
centerline, At 11:13 p.m., the ?]1 rharging pump was started to add
water t0 the reactor vescel, At 11:2¢ p.r., RCS thermocouples indicated
that the RCS temperature exceeded 200 degrees Fahrenheit (F), By 11:30
p.m., onshift personnel had aligned the 21 RHR pump to the Refuel Water
Storage Tank (RWST) and started the 21 RHR pump, At 11:34 p.m.,
thermocouples indicated that the RLS temperature had been reduced below
200 degrees F and R(S leve) was restored to shout 1.5 inches above the
reactor vessel's flange.

At 00:2% a.m, on February 21, 1992, the Shift Manager declared an
Unusual Event after a reviev of potentially relevant Emevgency Action
Levels (EALs) found in Emergency Plan laplementing Procedure (EPIP) F3-
2, “Classifications of Emergercies”. State and county officials were
initially notified of the emergency declaration within the 15 minute
regulatory time 1imit; however, the NRC's Meadgcuarters Operations
Dfficer was not initially rotified urtil a marginally accepta. e €]
minutes after the Unusual Lvent declaration, Although the NRC was Civen
a detailed chronological description of conditions associated with the
emergency declaration, the initial event description given to State and
county officials was inzdequately detailed.

The emergency classification guidance, contained in the revision of EPIP
F3«2 in effect on February 20-21, 1592, did not contain sufficiently
¢lear guidince to determine whether and when an Alert declaratinn was
appropriate. The lack of clear procedural guidance resu'ted in a
relatively untimely Unusual Event declaratiom.

Condition 12 EALs relate to plant shutdown functiont., While in & cold
shutdown condition, an Alert declaration would heve heen warranted for
the "complete loss" of any function needed tc waintain cold shutdown, as
indiceted by either uf the following: incperability of the RHR system
and RCS temperature above 200 degrees F; or the Site Manager's (SM's)
epinion that functions required to meintain cold shutdown were not
available. The SM concluded that neither of these indicators was met,
cinte there was not & "complete loss” of the BUR system. The 21 RUR
pump was considered to be available for core ceoling, initially by
Tineup to the RWST and later in the rormal shutdown cooling mode.

The tinysual Event declaratiun was based on the LAL for & plant condition
that had occurred "which met & classification, but rapidly deescelated
to current plert conditions which do not meet any classification”. The
plant condition, which was considerer to have been met earlier, was
genevically stated in procedure F3-2 as "conditions that warrent
increased awareness on the part of plant operations staff or state
and/or local offsite authorities”. Based ¢n the procedura] guidance in
place on February 20-21, 1992, the Unusua) Event declaration was
adequate; however, it should have been declared soorer, such as shortly
after BCS tenperatures hed decreased below 200 degrees F.
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In resporse to concerns regarding the quality of the EALs associated
with & loss of the capability to naintain cold shutdown, the licentee
issued Temporary Memo 97-26 on February 22, 1997, This dccument revised
the £ALs as follows., An Unusual Event would be declared for ¢ partial
loss of the RHR system, as indicated by entry into procedure E-&, "Lore
Cooling Following Loss of RHE Flow". An Alert would be declered if the
following two senditions were satisfied: loss of core cooling, resulting
in 8 RCS temperature exceeding £00U degrees ¥, and the SM's opinion the
"lost function required to return to plant cold shutdown is not
available". Although the Unusual Event EAL provided straightforward
guidance for that emergency declaration, the revised wording of the
Alert EAL was not considered optimally objective by the licensee,
Subsequently, the inspectors discyssed with the licensee another draft
reyision to the cold shutduwn EALS,

Per 10 CFR 50,72 (&){3), & power reactor license¢ is required to
initially nctify the NRC of any emergency declaration “immediately afte
notification of the appropriste State or Tocal agencies and not later
than one hour after the time the licensee declares one of the emergency
classes". On February 21, 1992 the licensee did not initially notify
the KFC Headquarters Operations Dfficer unti] a marginally acceptable 61
minutes after the Unusual Event declaretion. The licersee’s thorough
evaluation of its EP-related actions indicated that procedural guidarce
was unclear re?arding whecther the Shifi Cmergency Communicator (SEC).
who is onsite for a Z4-hour consecutive period, was responsible for
inftially notifying BRC of any emergency plan activation in addition to
other clearly assigned duties. This lack of procedura) direction
delayed the initial notification of the KRC. Following the event,
records indicated that appropriate EPJPs, associated message forms and
Administrative Control Directive SACD 3.6 were adequetely revised to
clearly indicate that the SET will not be tashed with initially
rotifying the NRC Headquarters Cperations O0fficer of any emergency
geclaration. The revisiors specified that the SM and Shift Supervisor
were currently responsiple for ensuring that the NBC is initially
rotified by a knowledgeahle individusl in the Control Room,

Records review indicaied that State and county officials were given an
inadequately detailed description of the reascr for the Unusual tvent
declaration of Februery 21, 1992, The initia) messege indicated that a
plant event had occurred which met an emergency classification; however,
the situation had rapidly deescalated to current plant conditions which
did not meet any emergency vlassificetion criterion, The physical

event whicn Ted to the emergency declaratior was not described, The
Vicensee's evaluation, which included interviews with Minnesota and
Wisconsin officials, correctly identified the need for the SEC to
provide a more detailed event descr. .ion for such “pass through"
emergency duclarations., Records indicated that applicatie EFiPs,
regarding notificaiions to State and local agencies, had been revised to
better ensure that these agencies will be given an adequately detailed
event description durirg the imitiel rotification and/or the first
periodic followup message.

Mo violations or deviatiors were identified.
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3. Operational :

a,

tatus of the Frergency Preparedness Program (1P €2701)

tmeirgercy Plar and Implementing Procedures

Current copies of the Emergency Plan and Emergency “lan
Implementing Frocedures (SPIPs) were meintained ynd readily
aveilable in the Cnovgenc: Response Facilitiec (ERFe) and the
Control Room (CR).

The irspecters revieved proredurss Foey “"Personne! Accountabilivy”
anc F1-10 “Emergercy fvecuating' ., A outlined in the procedures,
accountability would be atiained via plant evacuation. At an
Alert, Site Aree Emergency, or ceneral Emergency, plant persunnel
would be directed by a plant public address announcement to exit
the security guard house and procevd to the designated agssembly
point cutside of the protected area. As personnel exit, security
personne! would collect identificetion badges and insert them into
security card readers to determine accountability. Card readers
would have been already eclivated in the Technical Support Center
{TSC) to account for 7SC statf, Aaditionally, security would
perform tours of the owner cortrolled areds to ensure that
personne] outside of the prote. ed area would also proceed to

the assembly points for further instructions., Assembhly point
coordinators, assigred Lo assembly areas, were reguired to
segregate possibly contaminated persont, perform decontamination
procedures, and aid security if additional information is reeded
for accountabiiity. The assembly point coordinators would be
notified by the Emevgency Director &s to whether an owrer
controlied evacuation would be implemented or whether some
personnel wuuld be needed to sugment TSC or 0SC staffs. These
procedures adequately address concern for porsormel both in the
protectec area and putside of the protected area in theé owner
controlled area,

Selected changes te the EFIPs were reviewed. Precedure F3-6,
"Activation snd Operation of the TSC", was revised in Janyary 1992
to indicate that the TS0 workspace also included a portion of the
cond fleor of the old administration building's annex, which was
within the TSC's emergency ventilation system's envelope., The
procedure inditated that the location of the TSC's contamination
contrel point had been revised due to this TSC workspace
expansion, Procedure F3-7, "Rctivation and Operation of the OSC",
wes revised to include guidance for OSC relocation in the event
that specific abnormal radioiogical conditions existed in the 0SC,

teveral Plant Safety Procedures werve reviewed with respect to
their emergency preparedness aspects. Frocedure Fé, "Medical
Support and Casualty Care", would be implemented in the cvent of
an onsite fnjury wnich may or may not involve contamination of the
victim{s), This procedure clearly incicated which personne! were
resporsible for the following responge functions: onscene medical
care by qualified plant personnel; onscene coordination with
fontrol Room and security force personrel; evpediting site access
for offsite medical support personn2l; emergency classification,
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if & victim was contaminated and required transport to an offsite
medical facility; end initial notifications to State, county and
NRC officiels if a contsminated/injured victm was transported to
én offsite medical facility, The procedure also listed primary
and bxckugihospita3s and ampulance services, which were verified

with the licensee's letters of agreement with offsite support
grganizations,

Revision 16 of plant safety procecure F5, "Firve Fighting®, was
reviewed, It clearly indicated which personnel were responsible
for emergenty ciassification, offsite agencies' notifications and
activation ¢f the oncire emergency orgenization, However,
revision 16 was found to have seveéral inaccurate stetements. The
main body of the procedure corvectly “ndicated that the Unit 1
Rssistant Plant Equipment Operater (APEQ) would be the onshift
fire brigade chief, but Appendix £ to the procedure incorrectly
stated that the Unit ® Shift Supervisor would be the fire brigade
chief in the event of a Control Room evacuation due to a fire,
Appendiz B 2l1so contained several incorrect “assumptions"
regarding the activetion of the emergency plan following a Tire-
related, Control Room evecuation, The procedure indicated that
onshift personnel should assuine thoet the TSC and OSC would become
steffed within two hours, while the emergency plan indicated that
these facilities would become staffed within about one hour,
Appendix B alsc contained an incorrect assumption that a Control
Room evacuation warranted only an Alert declaration. The
licensee’s approved FALs indicated that an Alert declaration was
appropriate if onshift personnel could regain cortrol of reactor
eperations within 15 minutes of a Control Room evacuation;
however, if control would take longer to reestablish, a Site Area
Emergency declaration wés warranted,

The licensee's actions to revise Plart Safety Procedure F5 te
correct inaccuracies regarding the identity of the fire brigade
chief, the appropriate emergency clesc¢ification for a Control Roow
evacuation and the timeliness of TSL and OSC staffing will be
tracked as an Open Item {50-Z82/92007-01 and 50-306/92007-01).

No violations or deviations were identified; however, one Open
Ttem was identifiec.

Emergency Respurse Facilities (ERFs), Fguipment, Instrumentation
ana guggjfas ’ ' '

A tour was conducted through the Technical Support Center (T5C),
Operational Support Center (0SC), Emergency Operations Facility
(EOF ), Assembly Points, Offsite Monitoring Vehicles, and the
Control Room [CR). The facilities were as described in the
Emergency Plan. An inspector alsc toured the Headguarters
Emergency Center (HOEC), whi~h was recently relocated within
downtown Minneapolis, Minm ota.
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Several enkancements have been added to the facilities since the
previous inepection. A pajor remodeling project was cowple’ed in
the EOF which resulted in @ larger central working space. (his
w5 a4 great improvesent trom the former EOF layoul, The TSC was
expanced to inglude the fluor above *he previously designated TSC
area. EBotp floors were contained in the same ventilaticon
envelope. There have also been notable nuise reduttion design
chenges made to the T$C, including new carpeting with added
peﬂdin%, added ventilation system vents to reduce noise from high
air velocities, and other engineered features. FRemodeling was
2ls0 completed in the 0SC, Storage cabinets were relocated from
the center of the 05C to the perimeter, This modification should
make the layout less inmtrusive to OSC personnel. These facility
enharcements should inrrease the response ebilities of persuns
functioning within these facilities.

The HOEC was the Backup ECGF (BEDF) for the Pruirie Tsland and
HeaticeTio Nuclear Generating Plants in the event that the
affected plant's nearsite EOF would be evacuated., By letter doted
February 14, 1882, the licensee notified the NRC and the Federa!l
tmergency Mavagement Aggn;y (FEMA) that the HOEC would be
relocated on February 1992, The facility was moved tu the
Renaissance Square byilding, which was about vne-half wile frow
the HOEC's previous location in the International Centre buildin
in downtown Minneapolis, Movement of the HJEC was necessitated
the expiration of the Yicensee's leacg at the Irternationsl Centre
building,

Records indicated that Mimmesota and Wisconsin officials were
aware of and had no cbjection tn the HOEC's relocation. The
licensee inforred holders of its emergency telephone divectory of
the relocation and planned to gescribe the new HOEC in the 18592
revision to the Corporate Fmergency Plan.

An inspector toured the HOEC, which was & dedicated workspace of
approximetely 1400 square ‘eet un the tenth floar of the
Penaissance Souare building, The HOLC was in an operational state
of readiness. It was equipped with a Meteorclogical Informaticn
and Dose Assesspent System (MIDAS) computer terming) for acquiring
either nlant's onsite meteorological data and for performing offsite
dose ca.culations, Other =amputer terminals were l.nked to each
plant's Safety Parameter Ditnlay System (SPDS), Status boards and
Emercency Planning Zone (EP7) maps were wall-mounted or otherwise
readily available, Onsite and offsite emergency plans and vther
appropriste veference documents were stured in the HOEC and were
mainrteined by corperate staff,

Good numbers of telephones, including six for NRU Site Tean
representatives, and two ielecopier machines were operable in the
HOEC. Cemmunicaljons equipment was also installed to allow HOEC
statf to monitor, but not to direct, the activities of the
licensee's offsite radiological survey teans. Work stations were
well oroanized for the following furctions: management; reactio
safety; protective messures; public information; and
administratin support,




The ERFs have been maintained in @ very good state of cperational
readiness, Pecords indicated that al) supply inventories and
communicaticns eguipment tests were completed in accordance with
procedural requiriments, Corrective actions were taken as needed
on any problems identified during these activities,

The TSC ana EOF were equipped with emergency ventilation systems
and Continucus Ajr Monitors (CAMs). The TSU was also equipped
with a permarent Areq Radistion Monitor (ARM), Records indicated
that the TEC's ventilation system had undergone semi-annual
gperebility tests since the last inspection, while the EOF's
ventilation system had undercone quarterly operational tests and
annual inspections and testing of its high efficiency particulate
filters. Both facilities' CAMs and the TSC's ARM had been
functionally tested and calibrated per procedural requirements,
However, the particulate monitoring component of the TSC's CAM
was out of service for maintenance during this ingpection.

Rerords also indicated that periodic calibrations and more
frecuent surveillances of the onsite meteorclogical monitoring
systems were completed per procedural reguirements.

The imspectors also reviewed the status of the licensee's Public
Alert and Notifization System (PANS) with members of the Corporate
Emergency Preparedness Staff, The operability of the sirens had

been assessed through the use of Light Verification Units {LVUs),

Rs an indicetion that the siren had functicned, the LVU illuminated
when a siren recefved electrica) power and made an audible response.
These units were to remain illuminated for three days following &
siren test, After a test, the vendor conducted a visual survey and
recorded which LYUs were illuminated, Reports from the public and
plant personnel in December 1991 and Junuary 1992 indicated that scme
of the LV, remained on for extended periods of duration and, likely,
into the rext testing cycle. Testing of mew sirens to be added to
the PANS ~ystem also reconfirmed the LVU concerns,

The licen:ee began extensive testing of the PANS system in

Fehruary end March of 1992. During the larch 1992 test, each

siren in “he Emergency Planning Zone was ohserved by site personnel.
Twelve out of 7¢ sirens were not functional during this test, and 20
percent of the LVUs failed to operate correctly, Accordingly,
corrective maintenance was corpleted on the malfunctioning sirens
following the test. The vendor aiso develuped & new LVU design which
should have eliminated the electronic problems in the aging LVUs.

Prior to reglacing all of the remaining old LVUs, the licensee has
begun surveillances to investigete the reliability of the new LVU
design, In the interim, the licensee has conducted verifications
prigr to siren testing, ensuring that the LVls are not pre-
illuminated before @ test. They had also taken responsibility
fram the verdor for conducting the siren tour following an
initiation, They have positioned plant personnel at siven
stations which the LVlle indicated were incperable but did not
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appear to require mechanicel adjustments, This action was taken
to better determine the cause of the failure., Through these
changes, the licensee should be better able to verify and maintain
siren operability and detect vandalism at siren stations. These
corrective actions were aggressively pursued and should deter
further problems,

No viglations or deviations were identified,

Organization and Management Control

The inspectors reviewad the station's organizational structure
with the Emergency Planning (EP) Coordinator. The overall
organization and control of the Emergency Preparedness function
had not changed since the ‘ast report. The Lead froduction
Engineer [EP Coordinator) reported to the Genera) Superintendent
of Radiation Frotection and Chemistry, who reported directly to
the Plart Mansger, The Plant Manager remained functionally
responsible to the Station Manager, This management structure was
effective in gaining support for the Emergency Flanning program,

The EP Cocrdinator was assigned exclusively Emergency Freparedness
ducies, The EP Coordinator wes very experienced, having occupied
this position for three years. Frior to this position, the EP
Coordinator was responsible fer training of the Emergency plan,
both at the corperate center and at the Prairie Island site. The
EP Coordinator was assisted by a Senicr Radiation Protection
Specialist whose respensibilities were primarily EP duties with
the exception of Radiation Protection duties during outages.

The inspectors reviewed the licensee's EP tracking system. This
system consisted of the major items tracked by the corpurate
tracking system and items of miror concern which the EP
Coordinator fdentified through drill and exercise critiques,
training evaluations, audits. NRC inspections, and cther Lmergency
Plan activities, This redundancy ensured tnat the proper
attention was given to these concerns, The EP Coordinator
prepured for his supervisor & quarterly status update of the
outstanding items. Items in this tracking system appeared to be
adequately resolved within an appropriate amount of time,

The Emergency Recponse Organizetion {ERO) renained staffed by at
least four persons in each sopport and supervisery position,

Since the last report, the staffing of the Emergency Cperations
Facility (EOF) had been revised to require that the plant's

staff occupy all EOF positions. Prior to this revision, the EOF's
supervisory positions were filled by personne! from the corporate
of fice in Minnespolis, Minnescta. This enhancement was expected
to expedite the activation of this facility. Since other onsite
staffed facilities, i.e. the Technical Support Center and the
Operational Support Center, are activated in one hour or less, the
licensee agreed to ve-evaluate the two hour EOF activation goal to
reflect the above staffing change.
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The augmentation list for the [R0 was updated guarterly by the EP
Coordinator, The training status of the ERO had been controlled
through quarterly and monthly £RO training status memorandums from
the training department to the EP Coordinator and the Plant

Manager, respectively. The EF Coordinater updated the ERO roster
based on the status of thoce individuals listed in these memorandums,

This method was an effective too) in controlling the current ERO,
The inspectors noted the excellent response that plant perscnnel
gave to ERD traiming,

The inspectors reviewed the interfaces between the Frairie Je¢land
Plant staff, Prairie !sland Training Center staff, and Northern
States Power Corporate EP staff. Several committees and programs
were developed to ensure that communications between these
organizaticons were effective., These programs included the
Programs Advisory Committee and the Emergency Plan Review
Comniittee, which met on & quarterly and monthly basis,
respectively, and reviewed (P concerns., The committees and
additiona)l programs pruvided very good interactions Fetween the
three staffs,

Letters of agreement with offsite support erqanizations were
reviewed and were found to be current,

Mo violations or deviations were identified,

Iraining

The inspectors reviewed the onsite ERC's annual training program,
including records of individuals' EF training, a sampling of
lessor plans, and controls that were inpl  to ensure lesson
plars were updated. Overal), the training .regram was very well
maintained.

Tne inspectors reviewed a se'ection of lesson plans to assess
their content and to ensure they were revised with Emergency Plan
revisions, A1l lesson plans reviewed were consistent w%th the
current revision of the Emergency Plan and EPIPs, The inspectors
found the lesscn plans to be approprizte in content for each
pasition,

The inspectors reviewed the training department's program which
ensured that lesson plans are reviewed subsequent to Emergency
Plan revisions, After Emergency Plan revisions are made, a copy
of the current revision is directed tu the apprepriate training
supervisor for review, [f the revision appears to have an effect
on lesson plans, a Request for Training Material Review (RTMR)
would be issued by the above determined tra‘nirg superviser to the
appropriate training staff. These RTMRs were tracked by the
training department until the appropriate lesson plan change or
revision had been completed. The training supervisor reviewed the
outstinding RTHRs quarterly and was reguired to approve completed
RTMEs., This method was a very good means of assuring lesson plans
were updated in & timely manney.
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The inspectors reviewed the training records of the ERD, A review
of over 50 CRD members' records verified that all were current in
training. The ERD training rerords were compared with the
training matrix, The inspectors verified that all LR positions
received the required initial and continual training as specificd
in the ERO training matrix.

The inspectors conducted walkthroughs with two persons who were
assigned to perform offsite dose calculations using MIDAS,

Both persons adequately demenstrated their capabilities., An :
inspector also cbserved a trainir  walkthrough in the ECF. The
training was well corducted, Participents showed good interest
and responsiveness 1o the instructions,

Ne viglations or deviations were identified.

€. Independent Reviews Audits

The inspectors reviewed audits conducted by the Quality Assurance
(OA) staff during 1990, 1991 and 1992 which satisfied the anrua!
requirements of 10 CFR 50,84(t), These audits included
interviews with Minnesota and Wisconsin officials as part of the
required assessment of the adequacy of the licensee's interface
with offsite support orgenizations. The 1992 sudit included
several refinements. In response to recent concerns regarding the
operational readiness of the LPZ's Public Alert and Notification
System (PANS), the 1897 audit's scope was expanded to include
aspects of the periodic testing of the PANS., The 1992 sudit also
included such “performance based" activities as the observation of
several £P training sessions and an off-hours avgmentation drill,
The 1890 through 1992 audits' records were complete and indicated
that appropriate followup had occurred on previcusly identified
cencerns,

In addition to the annual audits, QA staff conducted several
surveillances of specific aspects of the licensee's EP program,
For example, & surveillance was conducted on contract auditors'
recommengations following their review of the interfaces between
the plant's £F staff, corporate fP staff and training ceater staff i
fovolved in EP trainming. A 1990 surveillance addressed the
maintenance, procedures and training on the post accident sampling
system. A surveillance of the functions, staffing and equipment
of the nearsite EOF and the HOEC was also conducted in late 19%0,
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Ko violations or deviations were identified,

Opern _ltems

Oper ltems arc matters which have been discussed with the licensee,
which will be reviewed further by the inspectors, and which involve
some “ction on the pert of the NRC or licensee, or both. An open
item fdentified during the inspection is discissed in Section 3,a,
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Exit Interview

On April 3, 1592, the inspectors met with those licensee
representatives jdentified in Paragraph 1 to present and discuss
the preliminary inspection tindings., The licensee indicated that
none of the items discussed were proprietary 1o nature.

The inspectors discussed the areas of inspection with the licensee's
management. The iospectors noted the agpropriate corrective actions
resulting from the Fobruary 1992 Unusual Event, The licensee revised
~the procedures for offsite agency notifications to improve the
timeliness and quality of nofifications.

The inspectors also reviewed plant safety procedures, Minor
inaccuracies were found in procedure F5, "Fire Fighting", including
assigrnment of the position of fire brigade chief and assunptions related
to the activatior time of the TSC, The licersee was taking action to
#ddress these issues at the end ¢f the ingpection,

The inspectors discussed the severa) modifications made to the emergency
response facilities. The inspectors conmented on the agyressive actiony
taken *0 pursve operability problems associated with the Public Alert
and Notification System, The very gnod trainming and staffing of the
Emergency Response Organization wes also noted.
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