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Inspection Summary
50-374/92009 (DRSS) )

¢ Rcutine, announced inspection »f the LaSalle
Station's annual Emergency Preparedness (EP) exerci!se, including
review of the exercise objectives and scenario (IP 82302),
evaluation of exercise performance (IP 82301), and followup on
previously identified items (IP 82301). Six NRC inspectors
evaluated licensee performance during the exercise.

No violations, deviations or deficiencies were
identified. The licensee's overall response to the simulated
accident was good; however, five concerns were¢ identified during
the course of the inspection. In the Technical Support Center
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preliminary inspection findings during the exit
interview conducted on June 25, 1992. A public
meeting, hosteu by the Federal Emergency Management
Agency (FEMA), was held on June 26, 1992, to discuss
both the onsite and offsite findings. FEMA will issue
a separate report which addresses the offesite findings.

Specific Observations (IP 82301)

a,

Control Room (CR)

The lizensee used the simulator located at their
Production Training Center Facility to drive the
exercise. The facility is located some distance from
the plant and there were scome inconsistencies in data
since the simulator and plant computers are not linked.
However, use of the simulator provided realism to
operators in mitigating the accident.

wWhen the Shift Engineer (SE) was notified that
incorrect oil was used in the diesel generators, he
promptly declared them inoperable. He proceeded to
declare an Unusual Event (UE). However, . . a2diately
after he made this declaration, he discus. the situa~
tion with an operating engineer and they agreed that
since they had satisfied two UE emergency action levels
(EALs), an Alert declaration would be appropriate. The
procedure covering emergency classification allows an
upgrade in classification level when two distinct EALs
at the next lower level are satisfied. The emergency
was upgraded to an Alert before the initial notii{ica-
ticns went out to the state and counties.

The state and counties were promptly notified of the
Alert declaration. The NRC was notified immediately
following the state and counties. Information provided
to each agency was appropriate in detailed and
presented in a clear and concise format.

The SE exerted very good command and control in the ~R.
Procedures were used appropriately, and ercellent
facility briefings were provided frequently.

The exchange of informaticn between the CR and other
emergency response facilities was poor. The CR was not
informed unt.l 0945 hours that a Site Area Emergency
had been declared at 0933 hours. This information was
provided only after being raquested by the CR. At 1116
hours, the shift foreman informed the SE that the
options to recover the reactor water level were very
limited and he recommended upgrading the emergency
classification to the General Emergency (GE). When the
SE relayed this recommendation to the Corporate
Emergency Operations Facility (EOF), it was learned
that the Corporate Manager of Emergency Operations
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(MEO) had declared a GE at 1740 hours. The £E
requested that operators be sent to the remote shutdown
panels to monitor reactor water level; however, no
supplemental reactor water level information was
conveyed back to the SE. Communication of significant
information among facilities will be tracked as an
inspection followup item (no. 373/92009-01).

No violations or deviations were identified.

Technical Support Center (TSC)

The Technical Support Center (TSC) was quickly manned.
The activation of the TSC was accomplished in a timely
and organized manner. As each staff member reported to
the TSC, they quickly assumed their positions. The
station director (SD, properly assigned someone to
assume the control room to TSC communicator position,
where the designated person had not yet reported to the
TSC. The SD promptly took command and control.

Briefings by the SD to the TSC staff were frequent and
thorough. The loud speaker system used to update the
TSC staff was very effective. Personnel were attentive
during these updates. The SD held good table top
discussions with his key staff. During these
discussions, they effectively exchanged information and
prioritized tasks.

The assistants that supported the SD, operations
director, and the technical director provided good
support and enhanced the capapilities of the directors
to handle multiple tasks.

At 0933 houre, the SD declared a Site Area Emergency
(SAE) which was a conservative classification for the
plant conditions presented at this time. The SD did
not use the Emergency Action Levels to classify the
SAE, rather he based his declaration on degrading
radiological conditions in the plant. None of the EALs
pertaining to radiological conditions exceeriing _he
threshold of the SAE had been met at this time. The
use of EALs will be tracked as an inspection followup
item (no. 373/92009-02).

Overall accident avLsessment in the TSC was good;
however, the failure of the standby gas treatment
system filter was not identified during the exercise.
Even after the corporate EOF made a sigrificant
protective action recommendation due to high dose rates
encountered by the tield monitoring teams in the
environment, the reason for these high dose rates was
never fully discussed in the TSC.



The SD conducted a very comprehensive briefing to all
the TSC directors after the one Gcay time jump in the
scenario occurred. These discuss =ns were thorough and
action items in all areas were ¢ sidered.

Through discussions with the emergency preparedness
cocordinator after the exercise, i. was le~nrned that
there is no maintenance or testing of the :2mergency
ventilation system in the TSC. Th.re are no procedures
that require surveillance or testing. “he licensee wa.
in the process of determining what testing is
appropriate and develoning a procedure to perform the
test. The inadequate maintenance of the emergency
ventilation system ir the TSU will be tracked as an
inspection followup item (no. 373/92009-03).

No violations or deviations were identified.

Operational Support Center (OSZ)

The Alert declaration was received in the 0OSC at 0841
hours. The 0SC was manned within ten minutes by the
0SC director, OSC communicator, OSC supervisor, and
radiation protection (RP) dosimetry staff. Locations
for status boards were established and crews began to
ass.mble in the 0SC. The facility was fully staffed by
crews from each of the requi:red departments within
“hirty minutes.

The OSC director provided update briefings
approximately every one-half hour conveying current
plant conditions and the status of inplant teams. The
OSC supervisor also provided ftollowup briefings *o the
crews located in a separate waiting area.

The inspectors opserved pre-job briefings for
maintenance, electrical, and RP personnel. All
briefings appeared to be thorough and open discussions
were encouraged to ensure that locations and work to be
performed was specifically understood.

It was observed on many occasions, early in the
exercise, that the dosimetry issue desk backed up
causing a delay in getting inplant teams out to their
job locations. This delay in conjunction with the
status board not providing timely location of the
inplant teams could lead to some confusion as to the
exact locaciuit of a dispatched team,

It was ced that the step-off-pads (SOPs), to provide
contamin. cion control in the 0SC, were not setup until
two hours following the Alert declaration. The 0©SC
supervisor's decision was based on reports that the
radiological conditions in the plant at that time did
not warrant such precautionary acticn. However, in the
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event that radiological conditions would radically
change without informative field data, inadvertent
spread of contamination could have occurred.

After inplant teams reported back to the 0SC, teams
were debriefed on the radiological conditions.
However, radiological surveys performed in the plant
were not documented such that they could be used for
other team briefings. Radiological survevs should be
documented and used for team briefings. They should
also be documented for historical purposes. The
incomplete documentation of radiological surveys will
be tracked as an inspection followup item (no.
3173/92009-04) .

The inspectors accompanied a tean sent to investigate
suspected problems with a Unit 1 Reactor Core Isclation
Cooling (RCIC) system valve in the RCIT corner Loom.
The team briefing conducted by the 0SC superv.sor was
thorough and definitive dose rate level responses were
conveyed and discussed. Protective clothing (PC) for
the team consisted o7 a set of full PCs, plastics, and
Self-contained Brcaching Apparatus (S5CBA) for
respiratory protection. The team gathered the
necessary PCs and obtained SCBAs lccated cutside the
hot lab are« on the 710' el.vation of the Auxiliary
Building. Three SCBA packs were available on the cart;
however, two of the packs had their inspection seal
broken.

All team members dressed out in the PCs and plastics,
and one member actually donned an SCBA briefly to
demonstrate proper wearing of the device. Probleus
were noted with the tape used to secure the dosimetry
packs to the plastics. The packs fell off the crew
members' PCs and required extensive taping and
repositioning to ensure that they would remain affixed
to the suit. The team lead by the RPT headed for the
Unit 1 Reactor Building; however, th2 RPT encountered
dose rates well in excess of the team limits. A call
was placed to the OSC to advise the facility of his
findings, and the LPT awaited furiher instructions.
The team had to wait approximately 25 minutes to get
additional instructions from the 0SC. This time delay
under actual conditions could result in heat fatigue of
the workers and require additional SCBA air supplies.
The team arrived at the valve area and adequately
performed and assessment of the situation. Mechanical
maintenance personnel called the OSC to report the
valve's condition. The RPT provided good coverage of
radiological conditions in the area. Upon exiting the
radiclogically controlled area, the operator was found
to be contaminated. The RPT took appropriate actions
to decontaminate the individual, collected nasal swabs
and blows, and informed the 0SC Supervisor of the
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personnel rontamination event. The Supervisor stated
that due to high radiological ambient conditions, that
the operator would be taken to the licensee's
Production Training Center facility to have a whole
body count performed. The team then returnad to the
08",

The inspectors accompanied an RPT and an operator to
investigate a bus problem associated with the standby
gas treatment system. Tie briefing was thorough and
dose limits were established for the entry. The teanm
donned full PCs. Upon entering the Unit 1 reactor
bui.ding, the RPT measured dose rates higher than the
established limits. He immediately pulled back to a
low dose area and called the OSC to convey his findings
and await further instructions. Exercise play was then
terminated.

A review of emergency supplies located in the 0SC
indicated that an ample supply of radiation meters,
respirators, filter cartridges, and posting supplies
existed in the storage cabinets. However, the storage
of the respirators was rather haphazard and such
stacking of respirators on top of each other could lead
to deformation of the face piece seal. This
opservation along with other observations of the
storage of respiratory protection devices in the field
and in the TSC will be tracked as an inspection
followup item (no. 373/92009-05).

No violatcions or deviations were identified.

Corporate Emergency Operations Facility (EOF)

The Corporate EOF was activated in a very timely
manner. The security specialist arrived first and set
up access control, unlocked the workspaces, and
unlocked the cabinets which held the necessary
procedures.

Command and Control was transferred to the Corporate
EOF in less than one hour following the Site Area
Emergency declaration. It was apparent that the
corporate manager of emergency operations (MEO) was
certain that his staff was ready to perform their
emergency response duties. The corporate MEO ensured
that the entire staff was cognizant of plant conditcions
before accepting command and control from the TSC.

Briefings were very comprehensive i the facility. The
corporate MEO utilized the public acdress systeuw which
was audible in all of the various a:2as in the
corporate EOF. A formal announcem:rt was made
declaring the facility in command ai:d control.






Overail control of the exercise was adequate. One minor
controller prompt was noted. When the inplant team member
was about to don a self-contained breathing apparatus. The
controller guestioned the player as to whether or not he had
seen the broken seal.

The licensee's controllers and evaluators held critiques
with the participants in each facility immediately following
the exer~ise. Lead controllers met the following day to
discuss observed strengths and weaknesses for each facilit,
and the overall exercise. The licensee presented their
findings to the NRC team., The licensee's findings were in
good overall agreement with the findings developed
independently by the inspectors.

No violations or deviations were identified.

8. Exit Interview

The inspectors held an exit interview on June 25, 1992, with
the licensee representatives denoted in Section 2. The
inspectors discussed the scope and preliminary findings of
the inspection. The team leader stated that the licensee's
overall response to the simulated accident was good;
however, five concerns were identified during the course of
the inspection. In the Technical Support Center (TSC), the
emergency actions levels were not properly used to classify
the Site Area Emergency. In the Operational Support Center,
radiological surveys werc not fully documented.
Communication among facilities was not effective in relaying
significant events such as changes in classification. The
inspectors also had concerns with the storage of respiratory
protection equipment and the maintenance of the emergency
ventilation system in the TSC. These concerns will be
tracked as inspection followup items.

The licensee was also asked if any of the topics discussed
during the exit interview were proprietary. The licensee
responded that none of the matters were proprietary.

Attachments:

LS LaSalle Nuclear Power Station
1992 GSEP Exercise Scope
and Objectives

- LaSalle Nuclear Power Station
1992 GSEP Exercise Scenario Narrative
Summary
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DATE:
g

Attachment 1
LASALLE COUNTY NUCLEAR POWER STATION

1992 GSEP EXERCISE
SCOPE OF PARTICIPATION

June 24, 1992

Daytime, Partial

QFFSITE AGENCY PARTICIPATION

PURPOSE :

State of I1linois (Partial)
Grundy County
LaSaile County

Test the capability of the basic elements within the Commonwealth
Edison Corpany Generating Stations Emergency Plan (GSEP). The.
Exercise will include mobilization of CECo personnel and resources
adequat: to verify their capability to respond to a simulated
emergency.

CECo FACILITIES ACTIVATED:

Control Room

1SC

0SC

CEOF

JPIC (Highland Park)

CECO FACILITIES NOT ACTIVATED:

e EOF

The "Exercise" Nuclear Duty Person will be notified of simulated
events as appropriate on a real-time basis. The "Exercise"
Nuclear Duty Person and the balance of the Corporate Emergency
Response Organization will be prepositioned close to the CEOF to
permit use of personnel from distant locations.

Commonwealth Edison will demonstrate the capability to wake
contact with contractors whose assistance would be requirad by the
simulated accident situation, but will not actually incur the
expense of usirg contractor services to simulate emergency
response except as prearranged specifically for the Exercise.

Commonwealth Edison will arrange to provide actual transportation
and communication support in accordance with existing agreements
to the extent specifically prearranged for the Exercise.
Commonwealth tdison will provide unforeseen actual assistance only
to the extent that the resources are available and do not hinder
normal operation of the Cumpany.

ZLASALLE/64/1



LASALLE COUNTY NUCLEAR POWER STATION
1992 GSEP EXERCISE
JUNE 24, 1992
OBJECTIVFES LIST

OBJECTIVES TO BE DEMONSTRATED ANNUALLY

1. Assessment and Classification

Objectives

Demonstrate the acility to assess, within fifteen
(15) minutes, conditions which warrant initiating a
GSEP classification. (CR, TSC, CEOF)

Demonstrate the ability to determine applicable
Emergency Action Levels (EALs) within fifteen (15)
minutes of initiating classification. (CR, TSC, CEOF) -

2. Notification and Communication

ZLASALLE/43/1

Objectives

Demonstrate the ability to correctly fill out a NARS
form. (CR, TSC, CEOF)

Demonstrate the ability to notify appropriate State

end local organizations within fifteen (15) minutes

of an Emergency classification or significant change
in NARS information.

Demonstrate the ability to correctly fill out NRC
Event Worksheets. (CR, TSC, CEOF)

Demonstrate the ability to notify the NRC immediately
following State notification and within one (1) hour
after making an Emergency classification. (CR, TSC, CEOF)

Demonstrate the ability to provide hourly information
updates to the States and within thirty (30) minutes
of changes in latest reported conditions on the State
Agency Update Checklist. (CR, TSC, CEOF)

Demonstrate the ability to maintain an open-line of
communication with the NRC or the ENS upon request.
(CR, TSC, CEOF)

Demonstrate the ability to provide hourly information
updates to the NRC within thirty (30) minutes of
changes in reportable conditions whem an open-line of
communication is not maintained. (ENS and HPN)

(CR, TSC, CEOF)

Demonstrate the ability to provide adequate
informational announcement (e.g. assembly
instructions, changes in plant conditions) over the
plant public address system. (CR)
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LASALLE COUNTY NUCLEAR POWER STATION
1992 GSEP EXERCISE
JUNE 24, 1992

3. Radiological Assessment and Protective Actions

ILASALLE/43/2

Objectives

Demonstrate the ability to collect and document
radiological surveys taken for conditions presented
in the scenario., (T7SC, OSC, CEOF)

Demonstrate the ability to trend radiologicai
information for conditions presented in the scenario.
(1SC, 0SC, CEOF)

Demonstrate the ability to take appropriate
protective actions for onsite personnel in accordance
with Station procedures. (e.g. respiratory
protection, protective clothing, KI) (TSC, 0SC)

Demonstrate the ability to adequately prepare and
brief personnel for entry into High Radiation Areas
in accordance with Station procedures and policies.
(CR, TSC, 0SC)

Demonstrate the ability to issue and administracively
control dosimetry issued to teams dispatched from the
0SC in accordance with Station procedures. (05C)

Demonstrate the ability to establish radiological
control in accordance with Health Physics
procedures. (TSC, 0OSC, CEOF)

Demonstrate the ability to monitor, track and document
radiation exposure for inplant operations and maintanance
teams in accordance with plant procedures. (T7SC, 0SC)

Demonstrate the ability to identify appropriate
Protective Aztion Recommendations (PARs) within
fifteen (15) minut2s of obtaining an Offsite Dose
Projection or using a Protectivo Action
Flowcha,t. (TSC, CEOF)

Demonstrate the ability to calculate Offsite Dose
Projections in accordance with appropriate
procedures. (TSC, CEOF)

Demonstrate the ability to perform contamination
control onsite in accordance with plant procedures.
(e.g. area access control, drinking, water, food
supplies, returr to normal use criteria) (TSC, 0SC)

Demonstrate the ability to perform Core Damage
Assessments in accordance with the EPIPs. (TSC. CEOF)
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LASALLE COUNTY NUCLEAR POWER STATION
1992 GSEP EXERCISE
JUNE 24, 1992

5. Emergency Direction and Control
Objectives

a. Demonstrate the ability of tiie Directors and
Managers to exert command and contrel in their
respective area of responsibility as specified in
procedures. (CR, TSC, OSC, CEOF)

b. Demonstrate the ability to coordinate and expedite
Operations and Maintenance activities during
abnormal an’ emergency situations. (TSC, OSC, CEOF)

c. Demonstrate the ability to prio.itize resources for
Operations and Maintenance activities during
abnormal and emergency situations. (TSC, OSC CEOF)

d. Demonstrate the ability te acquire and transport
emergency equipment and supplies necessary to
mitigate or control unsafe or abnormal plant
conditicons. (TSC, OSC, CEOF)

e¢. Demonstrate the ability of the Shift Engineer,
Station Director, OSC Director and MED to provide
briefings and updates concerning plant status, even
classifications, and activities in prggress at least
every sixty (60) minutes. (CR, TSC, OSC, CEOF)

f. Demonstrate the ability to provide access for the
NRC Site Team in accordance with Access Control
procedures. (7SC, CEOF)

g. Demonstrate the ability to interface the NRC Site
Team. (TSC, CECQF)

h. Demonstrate the ability to identify and designate
non-essential personnel within thirty (30) minutes
after deciding to evacuate the site. (TSC, CEOF)

t. Demonstrate the ability of individuals in the Emergency
Response Organization to perform their assigned ¢’ 1es
and recponsibilitiesc as specified in the Generic GSEP.
(CR, TSC, OSC, CEOF)

ZLASALLE/43/4
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(" At approximately 0950 the Operator investigating the steam line feak
will become contaminated. The Radiation Protection Department will be
notified and take actions to decontaminate the Operator.

The Unit 1 SAT will fail at approximately 0955 resulting in a temporary
loss of A/C power. The "1A" and "1B" diesel generators will
autcmatically start to restore A/C power to divisions 2 and 3. The
Control Room Operators will take actions to verify the ‘oss of A/C
pow:r and take actions to restore normal A/C power. These actions will
involve cross tying to Unit 2 and back feeding Unit 1 throvgh th~ Unit
1 UAT. The Unit 2 Division 1 cross tie (ACB 2414) is Q0S. The
Division 2 cross tie to Unit 2 will fail when closing is ittempted.

At approximately 1010, SBGT which had started automaticaliy, wi'i begin
to fail resulting in a elevated release.

(" 4pproximately 1 hour after the "1A" and “1B" diesel gunerators auto.
'\ started, they will experience governor problems, sim.lar to those

experienced by the "0" diesel generator earlier, ard they will trip.
This will result in a total loss of A/C power to unit 1.

GENERAL EMERGENCY
(1115 - 13304+)

At approximately 1115, reac. evel will drop below -129".

EXPECTED ACIONS
Reactor level dropping below -123" with drywell pressure > 1.69 PSIG,

results in the “loss" of gps taird Fission Product Barr per the
EALs. The MEQ ShouTd upgrad. to a General Emeryency based on EAL 2.P
(loss of or challenge to tw© of the three Fission Product Barriers with
nrobahle loss of the third Fission Product Barrier.)

At approximat2ly 1130, Reactor Leve! will drop below the Top of Active
Fuel (TAF), and fuel .amage, and thus the release will increase.

At approximately 1745, some makeup capability to the reactor will be
restored. The system(s) »-turned will be a function of the
prioritiza*tion sot by the participants for the repair of the degraded
electrical equipment.

ZLASALLE/65/3



time jump will be
terminate The o

v, | =

and all A/LC power
| € ['\}

EXPL




