


DETAILS

NRC Observer= and Areas Observed

H. Simons, Control Room Simulator (CRS), Technical Support
Center (TSC), Emergency Control Center (ECC)

T. Ploski, TSC, ECC

G. Cicotte, 0SC and inplant teams

W. Levis, CRS

Persons Contacted

T. Meyers, Director, Technical Services

B. DeMaison, Emergency Precparedness Manager

B. Cope, Onsite Emergency Preparedness Supervisor

A. Antrassian, Licensing Engineer

D. Gordon, Emergency Planner

T. Reeves, Radiation Analyst, Ohio Emergency Management
Agency

All of the above individuals and approximately 70 others
attended the NRC exit interview held on May 15, 1992,

The inspectors also contacted other licensee personnel
during the course nf the inspection.

Licensee ’ction on Previously Identified Items (IP 82301)

06-01: During the 1991 annual
exercise, documentation of briefings, debriefings, and
radiological surveys in the Operational Support Center (0SC)
was incomplete.

The licensee conducted training walkthroughs in the 0SC on
December 11, 1991, January 29, 1992 and March 4, 1992.
During the 1992 annual exercise, briefing and debriefing
documentation was very good. However, documentation of
radiological surveys still needs improvement. This item is
closed.

A new inspection follow up item will be opened specific to
the documentation of radiological surveys. This item is
discussed in Section 6.c of this report.

(Closeq, Open Item No. 346/91006~-02: The licensee should

evaluate the training of Radiological Control Technicians
(RCTs) and determine if fire response and first aid training
are necessary to completely perform their jobs.

The licensee evaluated the needs for first aid and fire
response training for RCTs and concluded that first aid
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Information was also given regarding the status of the
injured worker.

Before the communicator could notify the NRC of the UE,
a reactor trip occurre’ and the SS upgraded the
emergency classificaticn to an Alert due to reactor
coolant system (RCS) leakage greater than 50 gpm. He
also felt plant conditions warranted the upgrade. The
communicator notifi :d the NRC of the UE, Alert, and
injured worker within 60 minute. of the UE declaration.
The State and counties were ulso notified of the Alert
in a timely manner.

Although the CRS operators' performance was generally
good, the crew never recognized that the no. 1 and no.
2 containment air coolers (CACs) were not functioning.
Consequently, there was no priority placed on repairing
no. 3, which was out of service as an initial condition
in the scenario. The operators did not recognize that
containment pressure was abnormally high given that two
©ACs and a containment spray pump were believed to be
running.

The CRS crew cou.d have been more aggressive in
reducing RCS pressure and containment pressure given
the release path which was an inaccessible valve with
an unknown failure mechanism. More attention was
needed to minimize the energy released to containment
in order to eliminate the driving force from
containment to the auxiliary building.

No violations or deviat.ons were identified.

Technical Support Center (TSC)

Technical Support Center (TSC) activation began
following the *lert declaration. A staff member
simulated activation the Emergency Response Data System
(ERDS) while the TSC was being activated

The Emerjency Plant Manager (EPM) and the Emergency
Director (ED) conducted several teleconferences with
the Emergency Assistant Plant Manager and the 85, who
were located in the CRS, while the TSC and the
Emergency Control Center (ECC) were being staffed. The
EPM and the ED were well briefed on plant status prior
to the ED assuming command and control of the emergency
response about 30 minut~g after the Alert declaration.
The ED also assured that CRS personnel had informed
State, county and simulated NRC officials of the
Unusual event and Alert declarations; and he assuyred
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that onsite assembly had been initiated after the Alert
declaration.

The TSC was declared to be fully operational several
minutes after the ED assumed command and control. TSC
staffing was orderly and efficient.

The TSC staff begar ising status boards while facil)ity
activation was in progress. The overall use of stz us
boards was very good throughout the exercise. Plant
parameter data were updated at 10 to 15 minute
intervals. A key events status board was updated as
reeded. Two "problem analysis" status boards were
effectively used during the exercise to list
information on action items assigned to TSC and 0SC
staffs, respectively. Status board information
included the time goal for responding to each action
item, rather than a numerical priority, as well as the
responses to the action items.

During the exercise, information flow among key TSC
staff remained very good. 1In addition to timely
updating of status boards, the EPM or the TSC
Engineering Manager conducted good periodi~ briefings
during which each manager was expected to update all
TSC staff on the progress of his group on current
assignments. Current priorities were highlighted. The
status of higher priority tasks assignec to the
Operational Support Center (0SC) was reviewed.

Comments from TSC staff were encouraged during these
briefings. Following the General Emergency (GE)
declaration, the Emergency Offsite Manager (EOM) from
the Emergency Control Center (ECC) contributed to
several of these periodic briefings by informing the
TSC staff of the current protective action
recommendations (PAP=) and the protective actions being
implemented by counti, officials.

The TSC Engineering Manager effectively managed groups
vf operations and systems engineers. As scenario
events progressed, he assigned action items to the
supervisor of either group as was appropriate. He
insured that the Jroups shared information on action
items.

An individual within the operations group closely
monitored the Emergency Action Levels (EALs) throughout
the exercise., Potentially relevant EALs for each
emergency class were posted on a status board in the
operations group's work area. The EPM also
independently monitored the EALSs.



The operatio.s engineers made very good use of a

comp terized display to closely monitor the status of
cont.inment integrity. Large, laminated drawings were
used to display aetailed information on the status of
each containment penetration and the path, which was
even’ -1lly createc, to the environment.

Key 1.. s.aff closely monitored the status of each
fission producy barrier as scenario events progressed.
They quickly recognized that the main steam line break
within containment was associated with the steam
generator which had a primary to secondary leak rate of
about 80 gpu.

As containment radiation levels bugan increasing, the
EPM, TSC Engineering Manager and the Radioclogical
Contreols (RC) Manager quickly ausessed changing plant
conditions and correctly recommended that the ED

dec' ve a Site Area Fmergency (SAE). The ED promptly
made this declaration.

Ke,; TSC stafi recognized that ti..e stearn line break anrd
increasing containmant radiation lev « represented a
loss of two ol three fission procuct barriers.
Increased attention was given to a detailed monitoring
of containment integrity. Containment pressure,
radiation levels and vent stack readings were closely
monitored. Meanwhile, an ejgineer provided the good
estimate ihat containment radiation levels equated to a
gap release of up to 50 percent.

The Security Manage: kept the EPM and ED adequately
informed of the following: the status of the
contaminated, injured worker being transported to a
local hospital; the status of the personnel assembly
«ithin the protected area; ard, after the Site Area
Emergency declaration, the status of accountability for
all persons within the protected area. All personnel
were accounted for withir about 30 minu’ s of the SAL
declaration.

The ED, EPM, EOM and the TSC Engineering Manager
demonstrated proper concern for degrauing plant
conditions by discussing the potential for a GE
declaration based on plant conditions, even thnugh
these conditions included no indications of an abnormal
release and or were not near the specific criteria
fo-yd in several GE EALs.

System engineers evaluated the desirability of
initiating containment spray prior to reaching the
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Safety Features Actuation System (SFAS) setpoint value.
A cal’ to the appropriate vendor war simulated as part
of tihis evolution. The enyg'.eering group soon advised
the EPM that it was acceptable to initiate containment
spray prior to reachinc the setpoint value.

A separate assessment resulted in a conservative
decision to start the two emergency diesel generators
and let them run unloaded unti) sufricient assurance
was obtained that there was no likelihooa that offsite
puwer supplies to the plant would be disrupted. The
' esels were then shutdown.

A post accident ::2actor coolant sample was
requested. The¢ RC Manager correctly questioned
the validicv of a report that a contact dose rate
reading on *“he sample vial was 35 mR/hr. He
recognized that this value was very inconsistent
with containment radiation level measurements
during the period when the sample was collected.
His concerns wore reported to the EPM. The RC
Manager reguested verification of the report and
eventually learned that the contact dose rate
reading was about 1700 mR/hr, which wae considered
reasonable in view of the amount of gap activity
estimated to have been releascvd into containment.

The no. 1 containment .pray pump was aligned and
started by 11:00 am. The slow decrease in containment
pressure was closely monitored. While the TSC staff
noted that this pressure decrease was less than
anticipated, it was not recognized that two CACs were
not operating properly until about 1:30 pm. The
operability of these air coolers should have ueen
evaluated earlier by the TSC and CRS personnel.

At about 11:50 am, key stati in the ECC and the TSC
quickly identified an abnormal release through the
station vent stack which rapidly increased in
magnitude. Operations engineers promptly identified
which containment vacuum breaker valve had failed in
the open position. This valve failure caused activity
within containment to enter the annulus, where it was
filtered before being released through the vent stack.

The ED, in consultation with the EPM, EOM and several
other key staff, promptly and correctly declared a GE
at 11:58 am due to the loss of all three fission
product barriers.

At about 12:30 pm, the No. 1 countainment spray pump
became inoperable. The EPM, TS” Enginz2ering Manager
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environment. 1! was determined that the valve had
closed before an inplant team had opened the associated
circuit breaker. It was decided to open the circuit
break=ar to prevent further unplanned movement of this
valve.

At 1:30 px, exercise -ontrollers issued a cue card to
have participe . te  itiate recovery discussions,
Operations cnuinsers reviewed all relevant EALs and
recommended that the emergency classification could be
downgraded to a SAE based on plant conditions. Tha EPM
accepted this recommendation and forwarded it to the
ED. Since offsite protective actions had been
recommended and implemented, the ED and EOM followed
procedural guidance and requested concurrence from
State and county officials before reclassifying the
emergency.

With the exception of a preliminary discussion of
recovery action items by key participates from the CRS,
TEC, ECC, and 08SC, exercise activities were halted.
Exercise termination was somewhat premature since
insufficient time was allowed for participants to weigh
the merits of downgrading to a SAE versus the
desirability of recommending cancellation of offsite
protective actions. The licensee should reevaluate
emergency classification downgrading guidance in
procedure HS-EP-01500. A decision to downgrade from a
GE should be linked to the decision of whether or not
to cancel offsite protective action recommendations.

No violations or deviations were identified.

Operational Support Center (OSC)

Prior to t e activation of the Operational Support
Center (0OSC), a worker was injured., The first aid team
quickly responded to the accident scene. They were
well equipped with medical kits which were in good
condition and well stocked. A good medical evaluation
was done by the first aid team. Radiclogical Controls
T hnicians (RCTs) als? quickly arrived on the scene

¢ 2 conducted preliminary surveys. A contaminated

“ undary area was established and the victim was
properly monitored ror contamination.

The OSC was activated and maintained in an orderly
manner. Teams were formed immediately and assigned
priorities. The OSC Manager provided informative
briefings to the 0SC staff. Communications with the
teams were very good.

10
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During tihe exercise, approximate'y 40 teams were
dispatched from the OSC. Teams briefings and
debriefings were very well done, as were the associated
forms. All teams were dispatched in a timely manner
and appropriately tracked on the relevant status board.

External exposure control was excellent; however,
radiation protection personnel failed to completely
evaluate the internal exposure hacard to inplant teams,.
Numerous inplant repair teams were tsent into areas
which contained airborne radicactivity without
respiratory protection and without any air samples to
make an informed decision on the necessity of
respirators. Although the decision was made to issue
potassium iodide to an inplant team, it did not appear
that this decision was based on a reasonable estimation
of the potential thyroid dose at the leaking valve.

In most cases, air samples were nct taken. The
following are examples .f teams which were dispatche .
where it would be reasonable for an air sample to be
taken:

- Team 1, sent to investigate the auxiliary
feedwater lines while a release was in
progress;

- Team 15, sent to start the hydrogen analyzer
pumps;

- Team 16, sent to the roof to investigate the

CACs railure;

- Team 30, sent to shut the make up pump room
door; and

- Team 34, sent to check the annulus leak.

The failure to complietely evaluate the internal
radiation exposure hazards to some inplant teams is an
exercise weakness (No. 346/92004-01).

Radiation surveys were not fully documented., oOut of
the 40 teams that were dispatched from the 0SC,
approximately 16 would have been expected to perform
radiological surveys; however, only & of these teams
documented surveys which were performed. Summary
results were reported to the 08C. The incomplete
documentation of radiclogical surveys will be tracked
as an inspector follow-up item (No. 346/92004-02).

11
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No violations or deviations were identified; however,
one weakness and one inspector follow-up item were
identficd.

Emergency Control Center (ECC)

The Emergency Control Center (ECC) was activated
following the Alert declaration and was fully
operational within about 30 minutes. The ECC staff
prepared to assume their duties in an organized,
efficient manner.

Communications within the ECC were gocd. Briefings
were held freguently and were enhanced by having the
EPM from the 78C give a plant status update at these
briefings. Communications among facilities was also
good. Each facility was aware of the other facilities'
priorities and najor tasks.

Interface between the licensee and the State and county
liaisons was very gooa. The ED ané EOM discussed major
changes in classification and protective action
recommendations (PARs) prior to making the formal
declarations or recommendations.

Event classification from the ECC was conservative and
timely. The PAR issued with the GE declaration was
appropriate and was revised when necessary. The
official periodic update form transmitting the revised
PAR was a bit slow. However, the ED had fully
discussed the revised PAR with both the Stat~. and
counties prior to formally issuing it.

Status board maintenance was adequate. At tines, the
radiological status board was only partially updated
and the time on the board was changed. This could lead
one to believe some of the data on the board wa aore
current than it actually was. The plant statuc board
did not have a time posted on it at one point during
the exercise.

Dose assessment and direction of the field teams were
well done. The dose assessment staff quickly
recognized the increased release rate and promptly
performed dose projections.

Recovery discussions occurred following the exercise.
These discussions were thorough. A well detailed
action plan was developed.

No violations or deviations were identified.

1¢
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Exercise Obiectives and Scepario Review (IP 82302)

The exercise scope and objectives and the exercise scenario
were submitted to NRC within the proper timeframes. The
licensee adequately responded tc the NRC inspector's
questions pertaining to the scenario.

The scenario was adequately challenging and included
multiple equipment failures, an injured, contaminated
vorker, and assembly and accountability. The licensee used
the CRS to dr.ive this scenario and 11 the safety parameter
display systems in the TSC and ECC. The simulator's
performance was good.

No violations or deviations were identified.

Exercise Control

Exercise control was good. There were adeguate controllers
to centrol the exercise. No instances of controller
prompting were observed.

No violations or deviations were identified.
Exit Ir* yview

The inspectors held an exit interview on May 15, 1992, with
the representatives denoted in Section 2. The NRC Team
Leader discursed the preliminary findings of the inspection
team.

The licersee demonstrated a good response to a hypothetical
scenario inveolving equipment failures; an injured,
contaminated worker: and a radiological release. Although
exercise performance was generally gocd, one exercise
weakness was identified due to the failure to completely
evaluate the internal exposure hazard to personnel assigned
to some inplant teanms. In addition, one concern was
identified regarding the documentation of rad.ological
surveys. This concern will be tracked as an inspection
follow=up item.

The licensee was asked if any of the informatiecn discussed
during the exit interview was proprietary. The license:
responded that none of the information was proprietary.

Attachments:

Davis-Besse 1992 Exercise Scope and Objectives
Davis~-Besse 1992 Exercise Scenario Outline
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REF.
¥ FACILITIES

D.3 All

D.a Control Room,
ECC

D.5 Control Room,
ECC

D.6 Control Ronm,
TSC, ECC

D.12 0S8C, SEC

E.1 ECC

E.2 ECC

E.3 .ECC

E.4 0SC, ECC

E.5 0SC, ECC

E.9 RTL, RMT

E.10 RTL, RMT

£.14 RTL, RNMT

E.15 08, SEC

®.17 0SC

1-3 1997 Evaluated Exercise

OBJECTIVE

DEMONSTRATE THE CAPABILITY TO NOTIFY AND/OR ACTIVATE
EMERGENCY PERSONNEL IN EACH RESPONSE ORGANIZATION.

DEMONSTRATE THE ABILITY TO DEVELOP AND SEND AN INITIAL
EMERGENCY MESSAGE FOR OFFSITE NOTIFICATION.

DEMONSTRAIC THE ABILITY TO DEVELOP AND SEND FOLLOV-UP
MESSAGES FOR INFORMATION FOR OFFSITE AUTHORITIES.

DEMONSTRATE THE COMMUNICATIONS CAPABILITY AMONG THE
CONTROL ROOM, TSC AND ECC, AND AMONG DBNPS, THE STATE OF
OH10, OTTAVA COUNTY, AND LUCAS COUNTY EMERGENCY
OPERATIONS CENTERS AND THE FIELD ASSESSMENT TEAMS, TO
INCLUDE EVALUATION OF THE ABILITY TO UNDERSTAND MESSAGE
CONTENT (COMMUNICATIONS DRILL REQUIREMENT).

DEMONSTRATE THE COMMUNICATIONS CAPABILITY VITH FIXED AND
MOBILE MEDICAL SUPPORT FACILITIES (MEDICAL DRILL
REQUIREMENT) .

DEMONSTRATE THE METHODS AND TECHNIQUES FOR DETERMINING
THE SOURCE TERM OF REI.EASES OR POTENTIAL RELEASES OF
RADIOACTIVE MATERLIAL VITHIN PLANT SYSTEMS.

DEMONSTRATE THE METHODS AND TECHNIQUES FOR DETERMINING
THE MAGNITUDE O THE RELEASES OF RADIOACTIVE MATERIALS
BASED ON PLANT SYSTEM PARAMETERS AND EFFLUENT MONITORS.

DEMONSTRATE THFE ABILITY TO ESTIMATE INTEGRATED DOSE FROM
PROJECTED AND ACTUAL DOSE RATES AND TO COM™ARE THESE
ESTIMATES VITH TEE PAG'S.

DEMONSTRATE THE ABILITY TO IMPLEMENT EXPOSURE GUIDELINES.

DEMUHSTRATE THE ABILITY TO CONTINUOUSLY MONITOR AND
CONTROL EMERGENCY WORKER EXPOSURE.

DEMONSTRATE THE CAPABILITY FOR RADIOLOGICAL MONITORING OF
PERSONNEL EVACUATED FROM THE SITE.

DEMONSTRATE THE CAPABILITY FOR DECONTAMINATION OF
EVACUATED NON-ESSENTIAL PERSONNEL.

DEMONSTRATE THE ABILITY TO DECONTAMINATE RELOCATED ONSITE
PERSONNEL.

DEMONSTRATE THE CAPABILITY FOR TRANSPORTATION OF A
RANIOLOGICAL ACCIDENT VICTIM (MEDICAL DRILL REQUIREMENT).

DEMONSTRATE THE RESPONSE TO, AND ANALYSIS OF, SIMULATED
ELEVATED ATRPORNE AND LIQUID SAMPLES AND DIRECT RAPIATION
MEASUREMENTS IN THE ENVIRONMENT.



REF,
v FACILITIES

E.18 0SC

F.1 ECC

F.2  JPIC

F.3  JPIC

F.5  SEC

F.6 SEC

F.7  ECC, SEC

F.11  9sC

yi1} 0SsC

c.1 Al

G.3 ECC

1-4 1992 Evaluated Exercise

OBJECTIVE (”“

DEMONSTRATE THE CAPABILITY TO ANALYZE AN ACTUAL SAMPLE
OBTAINED FROM A PLANT SYSTEM INCLUDING USE OF THE POST-
ACCIDENT SAMPLING SYSTEM VITHIN 3 HOURS.

DEMONSTRATE THE ABILITY TO RECOMMEND PROTECTIVE ACTIONS
TO APPROPRIATE OFFSITE AUTHORITIES; BASES OF
RECOMMENDATIONS TO INCLUDE CONSIDERATION OF PROTECTION
AFFORDED BY SHELTERING, AS VELL AS EVACUATION TIME

ESTIMATES.

DEMONSTRATE THE OPERATION OF THE JOINT PUBLIC INFORMATION
CENTER AND THE AVAILABILITY OF SPACE FOR THE MEDIA.

DEMONSTRATE THE ABILITY TO BRIEF THE MEDIA IN A CLEAR,
ACCURATE AND TIMELY MANNER.

DEMONSTRATE THE ABILITY TO WARN OR ADVIEE INDIVIDUALS
ONSITE OR IN OVNER CONTROLLED AREAS

DEMONSTRATE THE CAPABILITY TO EVACUATE NON-ESSENTIAL
PERSONNEL.

DEMONSTRATE THE ABILITY OF ALTERNATIVE EVACUATION ROUTES
AND/OR OFFSITE RELOCATION CENTER DUE TO WEATHER, ,
RADIOLOGICAL CONDITIONS, ETC. wa

DEMONSTRATE THE CAPABILITY FOR ONSITE FIRST AID (MEDICAL
DRILL REQUIREMENT).

DEMONSTRATE THAT PROVISIONS ARE AVATLABLE FOR THE
EVALUATION OF RADIATION EXPOSURE OF, AND RADIATION UPTAKE
IN A RADIOLOGICAl ACCIDENT VICTIM (MEDICAL DRILL
REQUIREMENT).

DEMONSTRATE PRELIMINARY DISCUSSIONS OF REENTRY AND
RE  VERY CAPABILITIES AND AVAILABILITY OF PROCEDURES.

DEMONSTRATE THE AVAILABILITY OF CORPORATE TEZCHNICAL
SUPPORT FOR PLANNING AND REENTRY/RECOVERY OPERATIONS.



6-1 1992 Evaluated Exercise

6?7 6.0 EXERCISE SCENARIO

6.1 NARRATIVE SUMMARY

Initial conditions are established with the plant runining in automatic
at 100X pover vith Containment Spray Pump #1 out of service. The
first event involves a minor tube leak in Once Through Steim Cenerato.
(OTSG) #2, vhich requires the plant to be shut down and can be
classified as an UNUSUAL EVENT. Operators begin a controlled shutdown
of the plant.

Twvo Maintunance personnel are replacing a piping flange gasket on an
inlet valve to the High Temperature Demineralizer when the flange
gives vay, sprays high temperature vater on one of the vorkers,
causing a serious burn/contamination injury. This forms the basis for
the annual medical drill and will involve respo se from the Carroll
Township EMS and a demonstration by Magruder Hospital.

A Main Steam line from #2 OTSG breaks inside Containment and, in
combination with the tube leak, can be classified as an ALERT. An
SFAS Level 2 activation occurs on low primary system pressure.
Containment pressure increases, however, Containment Spray Pump #2
will fail to start if the Operators attempt to use it. The excessive
primery system cooldown causes crud bursts and several fuel rods to
release gap activity into the primary coolant. A primary system
sample is taken using the Post Accident Sampling System (PASS).

Shortly thereafter, the build-up of Containment radiation upgrades the
classification to a SITE AREA EMERGENCY.

Because of the increasing Containment pressure, a Containment vacuum
breaker fails, releasing radioactivity into the Containment annulus.
Emergency ventilation subsequently passes the radioactivity into the
environment through the station vent. This situation can be
classified as a GENERAL EMERGENCY.

Offsite assembly of non-essential station personnel (i.e., a
representative sample) will be demonstrated. This will include the
capability to perform personnel/vehicle monitoring and decontamination
at the assembly area.

Players will be given time to determine offsite protective actions,
simulate use of the public alerting system, and demonstrate the
ability to prepare news releases and tu brief the nevs media at the
alternate Joint Public Information Center.

Eventually Containment pressure starts to come down, the breach point
is closed, terminating the release, and the plant is subsequently
cooled down and depressurized.

Reentry and recovery discussions are performed and the Evaluated
Exercise is then terminated.
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