APPENDIX

U.S. NUCLEAR REGULATORY COMMISSION
REGION IV

Inspection Report: 50-482/%92-14
Operating License: NPF-42
Licensee: Wolf Creszk Nuclear Operating Corporation (WCNOC)
P.0. Box 411
Burlington, Kansas 66339
Facility Name: Wolf Creek Generating Station (WCGS)
Inspection At: Burlington, Kansas
Inspection Conducted: August 31 through September 3, 1992
Inspectors: Edwin F. Fox, Jr (Team Leader), NRR
Ramon Azua, Resident Inspector, Ft. Calhoun, RIV

Mark Good, Comex Corporation
George Cicotte, Battelle

woproves: 3\ dine ity 1/72
Blaine Murray, Chieﬁryfécilities Inspection Date
Programs Secticn

Inspection Summary

Areas Inspected: Routine, announrced inspection of the lizensee's performance
and capabilities during an annual exercise of the emergency plan and
implementing procedures. The team observed activities in the Control Room,
Technical Support Center, Operational Support Center, and the Emergency
Operations Facility.

Results:

. Generally, the licensee's response during the course of the exercise was
adequate to protect the health and safely of the public.

. Control room personnel detected and classified emergency events
properly. A delay in making the initial notifications to the State and
county and the subsequent delay in activating the group pagers system to
activate the Technical Support Cent{'r and Operational Support Center was
identified as an exercise weakness. The shift crew's performance
obtaining and following the correct procedures in attempting to mitigate
the simulated accident was considered to be a strength (paragraph 2).
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Activation of the Technical Support Center was delayed because of the
delay in activation of the group pagers system, Some areas recommended
for improvement were identified (paragraph 3).

Activation of the Operational Support Center was delayed because of the
delay in activating the group pagers system. Two areas recommended for
improvement were identified (paragraph 4).

Emergency direction from the Emergency Operations Facility was strong.
Personnel performed their assigned tasks and interfaced well
(paragraph 5).

In general, the scenario provided for a reasonable evaluation of the
licensee's ability to im- =2ment its emergency plan and implementing
procedures (paragraph 6

During the self-critique, the licensee properly identified and
characterized areas needing corrective action (paragraph 7).

Summary of Inspection Findings:

An exercise Weakness 482/9214-01 was identified (paragraph 2).

@

. Exercise Weaknesses 482/9029-01, 482/9029-02, 482/9119-01, 482/9119-02,
482/9119-03, and 482/9119-04 were closed (paragraph 8).

Attachments:

® Attachment 1 - Persons Contacted and Exit Meeting









2.2 Conclusions

Control Room personnel detected and classified properly ewergency events;
however, tha delays in making the initial not‘fications to the State and
county and in activating the oroup pagers system to activate the Techrical
Support Center and Operational Support Center was identified as an exercise
weakniss. The shift crew's per: nrmance obtaining and following the correct
procedures in attempting to mitigate the simulated accident was considered to
be a strength.

3 TECHNICAL SUPPORT CENTER (82301-03.02.b.2)

The inspectors observed the operation of the Technical Support Center °
activation through termination of the exercise. The inspectors evaluat .
staffing, command and control, technical assessment and support of oper * . as,
classifications and notifications, dose assessment, formulation of prec.ec'ive
action recommendations, and adherence to the emergency plan and implementiny
procedures.

3.1 Discussion

The Technical Support Center was not activated within 60 minutes of an
emergency classification of an Alert or greater as required by EPP 01-4.1,
“Technical Support Center Activation," Revision §, paragraph 4.1.2. Durinc
the exercise, the Alert was declared at about 8:38 p.m. and the Technical
Support Center was declared activated at about 10:04 p.m., approximately

1 1/2 hours later. The delay in activating the group pagers system to recall
personnel as discussed in paragraph 2 of this report appeared to have caused
the delay in activating the Technical Support Center. Therefore, the delay in
activat ng the Technical Support Center is included in Exercise

Weakness 482/9214-01.

Habitability was established and, except as noted below, maintained throughout
the exercise. Personnel reported to their stations and established
communications with their counterparts at other Emergency Response Facilities.
sctivation w 5 performed with a minimum of noise and confusion. The
i1spectors observed that procedures were used, and status boards were filled-
i1 and updated periodically or as changes occurred.

Tracking of data and information flow in the Technical Support Center was
detonstrated to be adcquate. The Technical Support Center staff demonstrated
their ability to detect, classify, and conduct operational assessments of
events. Technical Support Center management applied a conservative and
anticipatory approach to important technical assessments performed by the
Technical Support Center staff.

The following areas recommended for improvement were identified in the
Technical Support Center:

. The inspectors reviewed the NRC, State, and local notification forms as
designated in Procedure EP 01-3.1-2, Revision 0; Procedure EP 01-3.1.1,
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4 OPERATIONAL SUPPORT CENTER (82301-03.02.b.4)

The inspection team evaluated the performance of the Operational Support
Center staff as they performed tasks in response tu the exercise to determine
whether the Operational Support Center would be effective in providing
emergency support to operations.

4.1 Discussion

The Operational Support Center was well organized, and recordkeeping appeared
to be complete. Personnel began arriving at the Operational Support Center
within 5 minutes of the Alert. Most of the assigned personnel had staffed,
completed activation duties, and started to function as the Operational
Support Center within @ hour. However, activation was delayed apparently
because of the lack of necessary personnel to complete certain activation
tasks which could have beer performed by other persons present in the
Operational Support Center. Consequently, the Operational Support Center was
not officially declared activated until %5 minutes after the declaration of
the Alert., This delay in activating the Operational Support center was
partially attribited to the same reasons as discussed in paragraph 3 above for
the Technica! %uoport Center. However, staffing of certain Operational
Support Center positions as prescribed by Operational Support Center
procedures and waiting for the completion of tasks which other Operational
Support Center persons could have completed appeared to delay the activation
of the Operational Support Center further. The delay in activating the
Operational Support Center was considered to be a part of Exercise

Weakness 482/9214-01. The designated persons and tasks required for the
official activation of the Operational Support Center did not appear to be
appropriate. This was identifiea as an area recommended for improvement.

Another area recommended for improvement was that despite the relatively few
and uncomplicated tasks assigned to the Operational Support Center, the
Operational Support Center staff did not appear to prioritize or show
initiative in attacking several potentially complicating prob'ems known to the
Operationai Support Center staff. Only those tasks assigned by the Technical
Support Center or needed for the activation of the Operational Support Center
such as establishment and maintenance of habitability were accomplished.

4.2 Conclusions

The delay in activating the Operational Support Center was attributed to the
delay in activating the group pagers system. No strengths or weaknesses were
identified in the Operational Support Center. Twe Areas Recommended for
Improvement were noted by the inspection team.

5 EMERGENCY OPERATIONS FACILITY (82301-03.02.b.3)

The inspection team observed the Emergency Operations Facility staff as they
performed tasks in response to the exercise. These tasks included activation
of the Emergency Operations Facility accident assessment and classificaticn,
offsite dose assessment, protective action decisionmaking, notifications, and
interactions with field monitoring teams.
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5.1 Discussion

The Emergency Operations Facility was staffed and activated in accordance with
procedures. Habitability was established and maintained throughout the
exercise. Emergency management in tne Emergency Operations Facility was
positive as demonstrated by the clear understandings of plant conditions
within two scenarios by decisionmakers, Protective action recommendations
wére not needed under one scenario; however, they would be needed under the
mini-scenario. This was understood by the decisionmakers and a statement to
that effect was made, Working groups within the Emergency Operations Faciiity
appeared to work well 4s teams and interacted frequently and appropriately
between each other,

A mi i-scenario was provided to achieve objectives to use and control licensee
field monitoring teams. These teams were initially deployed and later
maneuvered so as to locate and define the plume. They had the necessary
ratiological protective equipment in preinventoried kits to allow them to
continue the monitoring and reporting effort throughout the exercise.

5.2 Conclusions

Emergency direction from the Emergency Operations Facility was strong and
appropriate. Personnel performed their assigned tasks and interfaced well
with each other and be‘weer teams. The mini-scenario allowed for the
demonstration of the control and coordination of field teams. It also alluwed
for the development of alternative Protective Action Recommendations.

€& SCENARIO AND EXERCISE CONDUCT(82301)
6.1 Di ssfon

Prior to the exercise, NRC Region [V representatives held discussions with
licensee representatives to discuss objectives, scope, and content of the
exercise, As a result, changes were made in order to clarify certain
objectives, revise certain portiuns of the scenario, ass.ve that the scenario
provided the opportunity for the licensee to demonstrate the stated objectives
as wel) as those areas previously identified by the NRC in need of corrective
action. On July 22, 1992, the NRC determined that the scenario should support
a reasonable demonstration of the licensees emergency response capabilities.

NRC observers attended a licensee briefing on August 31, 1992, and
participated in the discussion of emer?.'cy response actions expected during
various phases of the scenario. The licensee stated that controllers would
intercede in exercise activities to prevent scenario deviation or disruption
of normal plant operations.

The inspection team found that the scenario provided for the evaluation of
previously identified exercise weaknesses. The exercise control problems
noted during the last exercise were not repeated. However, other scenario
control problems were observed during this exercise.
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- Although provisions had been made to hook-up the plant gaitronics system
to the Control Room simulator, the plant gaitronics could not be
accessed from the Control Room simulator. This caused a delay in the
initiation of the exercise. In addition, the problem of accessing the
plant gaitronics from the Control Room simulator and plant announcements
that were made in the Control Room simulator confused the Control Room
shift throughout the exercise.

. Nuclear Station Operators designi‘ed for the exercise were located
within the plant and could not be reached by the exercise Shift
Supervisor. They could not be paged by the plant gaitronics system for
the reasons discussed above. This detracted the Shift Supervisor when
he attempted to determine how best to contact them and delayed the
initiating of some corrective actions. The licensee may want to
consider the issuance of beeper or some other means of maintaining
communications with the Nuclear Station Operators.

. During the scenario briefing on August 31, 1992, the licensee stated
that notifications to the State, county, and NRC would be simulated.
The inspection team indicated to the licensee that notifications should
actually be made. The licensee had arranged for the simulation of
notifications with the State and county and, therefure, actual
notifications could not be made, However, the licensee was requested
not to simulate the calls to the NRC but *o notify the NRC Headquarters
Operations Officer in Bethesda, Maryland, of the start and termination
of the exercise. During the exercise, the licensee called a contiol
cell designated for the NRC and did not notify the NRC Headguarters
Operations Off‘cer of the start and end of the exercise.

6.2 Conclusions

Although scenario control concerns were identified as discussed above, the
scenario provided for the observation and evaluation of the licensee ability
to implement its emergency plan and implementing procedures.

7 LICENSEE SELF-CRITIQUE (82301-03.02.b.12)

The inspectors observed and evaluated the licensee's exercise seif-critique on
September 3, 1992, to determine whether the process would identify and
characteriz: weak or deficient areas needing correction properly. During the
critique, ‘'t was noted that the licensee focused on key decisionmaking
activitier, the meeting of exercise objectives, closing out of prior exercise
findings. and the proper characterization of critique findings. Additionally,
the lice see noted some of the weak areas which the NRC also identified.

8 FOLIOWUP (82701)

‘Ziosed) Exercise Weakness (482/9029-01): This weakness was identified when
the shift supervisor was renuired to manipulate controls during a plant
transient and a significant emergency event sequence, because the balance of
plant operator had been called away to act as fire brigade leader. To
demonstrate the correction of this weakness, the licensee simulated that a
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control room Reactor Operator became sick. The Senior Reactor Operator
determined that the Reactor Operator was unfit for duty. The Senior Reactor
Operator informed the Shift Supervisor and a replacement for the Reactor
Operator was obtained within about 20 minutes. The Skift Supervisor duties
were not impaired.

(Closed) Exercise Weakness (482/9029-02): This weakness was identified when
inspectors determined that Control Room logs were not sufficient tn
reconstruct major events and activities during the emergency. During this
exercise, the Senior Reactor Operator and Shift Supervisor maintained logs of
major events and significant activities such as the transition from one
procedure to another. Upon review of these logs, it was determined that they
were maintained adequately, accurate, and could be used to reconstruct
successfully the major events and activities of this event,

(Closed) Exercise Weakness (482/9119-01): This weakness involved the
transmission and tracking of event data. In response to the weakness, the
licensee revised selected procedures and performed additional training for
status board keepers and other Emergency Response Organization members for
recording and tracking data. 1In addition, the licensee implenented a Nuclear
Plant Information System which provides for automatic display of plant
information in the Control Room, Technica! Support Center, ard Emergency
Operations Facility. To demonstrate adequate manual tracking and transmission
of data, the licensee simulated that the Nuclear Plant Information System
computer was out of commission for about an hour during this exercise. The
transmission and tracking of data, both manually and by Nuclear Plant
Informaticn System was observed during the exercise and no deficiencies were
noted,

(Closed) Exercise Weakness (4B2/9.19-02): This weakness resulted when
Technical Support Center personnel did not take anticipatory and conservative
actions based on existing plant conditions. A review of revised procedures
and ohservation of the Technical Support Center performance during this
exercise indicated accident assessment, for this exercise scenario, was
adequate and actions were both anticipatory and conservative.

(Open) Exercise Weakness (482/9119-03): (his weakness resulted when
habitability was not established and maintained in the Cont' ol Room, Technical
Support Center, and the Operational Support Center. The inspectors reviewed
the revisions made to selected procedures to correct this weakness. The
revisions provided for use of lead-brick shielding to facilitate counting
samples when background radiation is high, adding steps tr assure the
Technical Support Center airlock deors are closed during an emergency, and
adding provisions for the periodic inspections of the Technical Support Center
a‘ iock door seals for damage. The damaged seals, noted during the 1991
exercise, had been replaced. The establishment and maintenance of
habitability in the Control Room and uperational Support Center was observed
during this exercise and no deficiencies were noted. A problem with
mairtaining the Technical Support Center door closed is discussed in
paragraph 3.1. This portion of the weakness remains open pending further
review of the Techrical Support Center habitability procedure.
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(Closed) Exercise Weakness (482/9119-04): This weakness involved the
covrdination and control of licensee field teams. To demonstrate the
correction of this weakness. the licensee included a mini-scenario in the
exercise which reauired the deployment of two field teams to locate the
radiological release, to obtain and provide radiological readings back to the
tmergency Operations Facility, and to take radiological protective measures,
i.e,, use Self-Contained-Breathing-Apparatus, ingest Potassium lodine (KI),
etc. The inspectors reviewed procedures which had been revised to provide for
the proper contro! of field teams and to include additional protective
equipment in field team kits. During the exercise, it was noted that both
teams were properly controlled and located to find the plume. They reported
radiological readings back to the Emergency Operations Facility. The
activities of the field teams were controlled appropriately from the Technical
Support Center and the Emergency Operations Facility., The field teams were
directed to use Self-Contained-Breathing-Apparatus to ingest KI and to take
other actions to maintain field team doses as low as reasonably achievable.






