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SCQEE: Announced inspection of the annual, emergency preparedness drill. 1

RESULTS: The licensee's command centers were quickly established and the
response team members organized and responded in a timely manner.
Communications were generally good except for confusion which resulted in two
injury responses being mis-prioritized. Radiation protection practices were
adequate to deal with a contaminated-injured person. The licensee critique
was assessed as a strength in that participants were very candid and self-
critical and identified all of the items identified by the inspectors as well
as others. The inspectors assessed the licensee's overall drill performance
as good. During the preparation for this inspection, the inspectors noted
that for a declared unusual event or alert notification, the licensee's
notification procedure directs personnel to notify an NRC Region I inspector
instead of the NRC Operations Center. In procedures for other notifications
where the NRC Operations Center telephone number was listed, the number was
incorrect. These items were discussed with the licensee personnel who stated
that corrective action would be taken,
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DETAILS

1.0 PERSONS CONTACTED

# Colonel L. Alt, Nuclear Engineer
# Captain E. Kearsley, Director, AFRRI

*# Captain 0. Lessard, Nuclear Research Officer
*# S. Miller, Assistant Reactor Facility Director

# Ensign J. Ventura, Nuclear Research Officer

The inspectors also interviewed and observed other licensee personnel.

Indicates those who attended the November 28, 1995 entrance meeting.*

# Indicates those who attended the November 29, 1995 exit meeting.

2.0 PRE-DRILL ACTIVITIES

On November 28, 1995, the inspectors attended the licensee's controller and
evaluator briefing. A briefing package was provided to the attendees. The i

briefing covered the sequence of events for the scenario and the extent of !

play that was expected and would be permitted to control player and facility
safety. The drill objectives were reviewed and the roles of the controller
and evaluator were explained. Detailed checklists were provided to the
attendees to be used during the drill to ensure that the drill progressed as
expected and to provide guidance in assessing player performance. ,

|3.0 DRILL SCENARIO
!

The scenario consisted of four major elements: 1) a contaminated-injured !
person who had a head injury and was unconscious; 2) a small electrical fire; |
3) a broken leg injury (resulting from the building evacuation); and 4)
searching for an individual who could not be accounted for after evacuation of
the building.

1

4.0 LICENSEE PERFORMANCE

The drill was initiated from the sample preparation area at 9:00 a.m. The
scenario simulated that an experimenter dropped an alcohol-water mixture and a
dysprosium-165 (Dy-165: a radioactive material) container while going to the
laboratory bench. The experimenter slipped and fell and one of the Dy-165
containers broke open. The experimenter was found bleeding from a head wound,
unconscious, and contaminated. The alcohol-water mixture splashed on a wall I

mounted surge suppressor and caused an electrical short and subsequent small
fire.

A reactor staff member who was assisting the experimenter immediately
activated the fire alarm, notified the security desk of the fire and injured |

|

person, extinguished the fire and applied pressure to the wound area while
waiting assistance from an emergency response team (ERT).
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Licensee personnel responded immediately to the fire alarm. Emergency

response personnel reported to their assignments, while others evacuated in a
timely manner except for the individual designed by the scenario to be
unaccounted for and the individual who had broken his leg during the
evacuation.

Several inconsistencies were noted by the inspectors. One search team
commenced searching without knowing the identity of the individual they were
searching for, the licensee did not properly prioritize the response to the
two injured persons by responding to the individual with a broken leg first
instead of the head injury, and the fire was incorrectly assumed to be on-
going. The cause of these problems was incomplete relaying of information.
Once.these discrepancies were recognized, the licensee tcok immediate
corrective action. A subsequent search team was dispatched with complete
information to find and follow the earlier team in looking for the missing
person. Once the ERT was properly informed of the unconscious, injured person
and the fact that the fire was out, it took immediate action to respond to and
evacuate the unconscious individual.

The ERT arrived on the scene of the contaminated-injured person at 9:27 a.m. -
27 minutes after the accident occurred. This was considered somewhat long by
the inspectors because it was the initiating event and due to the seriousness
of the injury. The ERT was immediately given information by the reactor staff
member about what had happened. The ERT medic began to provide emergency
medical care to the experimenter, taking precautions to prevent the spread of
radioactive contamination. However, in trying to prevent the spread of
contamination, the ERT members had to change gloves several times and could
have contaminated themselves in doing so. When handling contaminated
personnel (individuals with hazardous materials contamination) it is a better
practice for the team members to put on.several pairs of rubber gloves before
performing work and then remove gloves as necessary to prevent self-
contamination.

The ERT placed a backboard on clean plastic and then placed the experimenter
on the backboard. The experimenter and the backboard were wrapped in plastic
so they could be transferred from the contaminated area to a clean area and
placed on an ambulance stretcher for removal from the building to a hospital.
This transfer was done in a very professional manner, with requisite <

precautions to prevent the spread of contamination.

The ERT was then surveyed, removed contaminated protective gear, placed it in
the proper containers, checked for further contamination, and was then
released. Full decontamination facilities were available, with waste water
collection drains and holding tanks for the contaminated water, if the ERT
would have had to be decontaminated. j

The drill was terminated at about 9:40 a.m. when all of the scenario
objectives were met. Generally, there was good command and control 1

demonstrated in assessing the various situations, organizing the response |
iteams for the-injured personnel once they were identified, and identifying the

unaccounted person and then searching for him, f
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5.0 POST-DRILL CRITIQUES I
,

j The inspectors attended two drill critiques; one, with only the evaluators and ,

controllers present; and another, with everyone, including the players. As a !-

result of these critiques, the inspectors found that licensee personnel were
extremely candid and critical of their drill ~ performance. All items noted by

'the inspectors, as well as others, were discussed by licensee personnel during
the critiques. The inspectors assessed the licensee's critique process as

3 excellent.
-

| 6.0 PROCEDURE DISCREPANCIES
i

During preparation for the inspection, the inspectors found several
a

discrepancies with the licensee's response procedures that are contained~

within the " Emergency Guide for the Armed Forces Radiobiology Research
Institute and AFRRI Reactor Facility." The inspectors found that the
licensee's notification requiremant for an emergency class declaration directs
personnel to notify the NRC. However, the telephone number that is listed in ,

the procedure is for an NRC Region I inspector. It should be for the NRC I

Operations Center (301-816-5100). There are notification requirements for
various other occurrences (e.g., a bomb threat affecting major radiation
sources) that also direct personnel to notify the NRC. The NRC telephone '

number that'is listed in those procedures is 301-951-0550, for the NRC
Operations Center. However, that number is now used as the backup number.
Contacting the Operations Center, which is staffed 24 hours-a-day seven days-
a-week, ensures proper notification to the NRC.

The inspectors also noted that the licensee uses a " DRAFT" copy of the |
" Emergency Response Guidebook for the Armed Forces Radiobiology Research
Institute and AFRRI Reactor Facility." This issue was brought to the
attention of licensee personnel and they agreed to develop a method to control
the copies of the guidebook. The licensee tentatively plans to use TRIGA ,

'

Tracker (a computer based system) as a method of control.

7.0 CONCLUSIONS

During the exit meeting with licensee personnel listed in Section 1.0, the
inspectors briefed the licensee on the inspection findings. The inspectors
determined that the licensee's overall drill-related performance was good.
Improved communications and layered protective clothing would enhance licensee
performance in an actual event. However, the licensee's critique was thorough
and very critical and identified the same items noted by the inspectors, as
well as several others. Some minor changes need to be made to the licensee's
emergency guide, including how it is controlled. The licensee acknowledged
the findings and stated that they would be reviewed for appropriate corrective
action.
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