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Omaha Public Power District

ATTN: Kenneth J. Morris, Division Manager
Nuclear Operations

1623 Harney Street

Omaha, Nebraska 68102

Gentlemen:

Thank you for your letter of August 24, 1988, in response to our letter
and Inspection Report 50-285/88-20 dated July 21, 1988. We have reviewed your
reply and find 1t responsive to the concerns raised in our report. We will
review the implementation of your corrective actions during a future inspection

to determine that ful) compliance has been achieved and wi)l be maintained.

Sincerely,
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L. J. Callan, Director
Division of Reactor Projects
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ATTACHMENT 1]
RESPONSE TO THE DEFICIENCIES



Response to Inspection Report 50-285/88-20

In addition to responding to the specific deficiencies cited in the inspection
report, it is important to address the overall programmatic problems and the
resulting corrective actions taken or planned by OPPD to address them.

OPPD recognizes that the Emergency Preparedn:ss Program did not demonstrate
improved capabilities over previous performances. The exercise scenario was
designed to be very difficult so that shortcomings of the proyram could be
identified and corrected. The majority of the deficiencies cited in tne report
were identified by OPPD during the evaluatio» of the drill. In addition, an
internal critique conducted by OPPD has identified some generic weiknesses and
correctiva actions have begun t) address these items. A list of these items
was submitted in a letter to the NRC (LIC-88-575) on July 19, 1988. Several
have already been corrected and successfuliy re*ested.

The causes of the deficiencies can be attributed tu inadequate procedures,
training, or equipment, as presented on the followirg table.

To address these concerns, OPPD has set forth both short term corrective
actions, as presented in response to the specific deficiencies, and the
following longer term actions to address the programmatic concerns:

The Emergency Plannin? department, in coordination with other
plant departments, will identify and initiate a surveillarce
program for equipment used by various departments for emergency
recovery,

Emergency Preparedness training wil' be evaluated and ungraded to
a performance based program. Expec 2d cougletion for this upgrade
is June 30, 1990.

The tmergency Plan Implementing Procecures will be evaluated and
appropriately upgraded. The scheduled completion for this major
task is June 30, 1990.

Along with these program enhancements, an extensive evaluation of emergency
staffing will be conducted to improve the assignment of the emergency duties of
personnel to conforwi more closely to their regular job functions., OPPD
believes that these actions, along with the specifi’ actions taken to address
the deficiencies, will provide a more proficient, effective Emergency
Preparedness Program,
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) FORT CALHOUN STATION
. 1¥88 EXERCISE DEFICIENCIES

NRC 0PPD

DEFICIENCY 1DENTIFIED ROOT_CAUSE
3820-01 X PROCEDURE
8820-02 X TRAINING
8820-03 X EQUIPMENT /DESIGN/HUMAN
8820-04 PROCEDURE
8820-05 X PROCEDURE
8820-06 TRAINING/HUMAN
8820-07 t PROCEDURE/SCENARIO
8820-08 X HUMAN/PROCEDURE
8820-09 A PROCEDURE
8820-10 N PROCEDURE
8820-11 SECONDARY PROCEDURE/TRAINING
8820-12 SECONCARY PROCEDURE
8820-13 SECONDARY EQUIPMENT/TRAINING
8820-14 < PROCEDURE
8820-15 SECONDARY SCENARIO

STAFFING OF

EMERGENCY

FACILITIES X PROCEOURE/TRAINING

RECOVERY MODE

OPERATIRG PROCEDURE X PROCEDURE

DEPOSITION DOSE

PROJECTION PROCEDURE X PROCEDURE

HARRISON COUNTY
ANS INITIATION X EQUIPMENT/PROCEDURE




Item 8820-n1

The site director (SD) (the shift supervisor in the centrol room) did not recog-
nize existing plant conditions demanding an Alert classification existing at

7:15 a.m. until prompted at 7:35 a.m. by a contingency message. This is a defi-
cisncy (285/8820-01).

REASON FOR THE DEFICIENCY:

The Alert Classification was based on a definition for a luss or challenge to
one fission product barrier. However, definitians of fission product barriers
are not clearly definec in Chart 1.1 found in EPIP-0SC-1, used by the Site Dir-
ectors ror classification. The Site Director evaluated the choice between
Notitication of Unusual Event (NOUE) and Alert and in his judgement determ‘ned
the NOUE was the proper classification because of being within *he Limiting
Cond’tion of Operation for the containment purge valves. He reasoned that
siuce the Technical Specifications allowed continued operation, containment
inteqrity had not been breached. The root cause of this deficiency is lack of
clarity and clear direction ia Procedure EP!P-0SC-1.

ACTIONS WHICH HAVE BEEN TAKEN AND RESULTS ACHIEVED:

Since the exercise, additional training has been provided for the Site Direc-
tors in the form of a training workbook with examples requiring ciassification
of several emergency conditions., These workbooks were distributed July 21,
1988. Quarterly Table Top Orills were initiated in January 1988 and will
continue through 1988. The third session is scheduled to begin in September.
This frequency will continue for the remainder of 198& and a retraining
frequency greater than annually will continue for the future training program.
OPPD believed that classification work books were the most effective method to
promptly provide a review and stimulate discussion regarding classification of
accident conditions to responsible Site Directors.

The Site Director who performed during the exercise has reviewed the classifica-
tion criteria and understands the basis for declaring the ALERT unuer the postu-
lated accident conditions. The Emergency Action Level (EAL) Chart 0SC-1.1 was
evaluated again. It was determined that the chart provides correct classifica-
tion criteria, but does not provide sufficient detail for situations requiring
classification based on the three barrier definitions.

Given this weakness, a statement is being added to the procedure statin?, "When-
ever the initiating conditions are not sufficiently defined to absolutely
distinquish between either the Notificat’on of Unusual Event or Alert emergency
classification in a controlled time period, then an Alert classification should
be declared.” A training hot-line was issued August 9, 1988 as an interim
method of training responsible Emergency Managers on the statement recognizing
this situation for a classif.cation higher than the Alert classification that

is already in procedure EPIP-OSC-1.

ACTIONS WHICH WILS TAKEN:

The EAL's will be revised into a form outlining Conditions, Emergency Classi-
fication, Criteria, and Related EAL's. The revised method will utilize a
separate page for each emergency condition similar to a method being used by
other utilities. 1his method clarifies the definition and simplifies the
classification process for the Site Director for initial clasiification during
the initial stages of an emergenry,
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. Development of the EAL revisions to CPIP-0SC-1 will be compieted by December
31, 1988, Training of the six shift rotations and follow-up testing on the
procedure will be coroleted by April 30, 1989. Uluring the July 28, 1988,
meeting, a completion date of March 31, 1989 was projected; “owever, upon
further investigation it was determined that additional time would be required.
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[tem _R20-02

There w:re five instances of failure to follow notification procedures as fol-
lows :

The communicator in the control room did not complete the 7:20
a.m. Notification of Unusual Event (NOUE) message form correctly,
i.e., did not indicate in the "Remarks" block that an exercise was
taking place, and did not complete the "Report Received by" for
the state of Nebraska Emergency Operations Center.

The above message did not show wind speed, wind direction,
affected sectors and recommended pretective action recommendations
for the radioactive rel~ase in progress.

wWhile the release of radioactivity to the environment was going on
during the NOUE, the shift supervisor (who was acting as the site
director) instructed the coatrol room communicator to tell
officers of the states of Nebraska and lowa there was 1o current
dose assessment at the time, and did not provide informa.ion about
the current release.

At 7:42 a.m., the control room staff did not prepire a

Notification Message according to written procedures for the Alert
declaration.

The TSC staff, during the 8:10 a.m. update report to offsite
authorities, did not reflect the radioactive release in progress.
At thet time, the stack release rate was more than Technica
Specification requirements.

This is a repeat deficiency (285/8820-02).

REASON FOR THE DEFICIENCY:

Previous training of facility Communicators was classrcom training with little
actua! performance. Individuals were trained on the procedure and then tested
on their comprehension of the procedure. Practical experience is gained during
subsequent drills and exercises. Hands-on experience of performance of these
procedures has been limited., Training was not conducted in the control room to
avoid distracting the operating shift,

[t should be noted that during the exercise, contrary to the Inspection Report,
the stack release never exceeded Technical Specification limits or limits found
in Appendix B of 10 CFR 20. The postulated leak rate from containment was only
18,000 cc/min and the stack dilution flow was 60,000 ft°/min. This did not
result in a significant releases from the Auxiliary Building stack. The data
sheets from the scenario show only a random change in background activity as
would be expected from normal counting statistics. The root cause of this
deficiency is that the annual training provided to facility Communicators 1s
not performance based.



ACTIONS WHICH HAVE CEEN TAKEN AND RESULTS ACHIEVED:

(a) A Parformance Evaluation Checklist (PeC) was developed which requires
gach trainee to physically perform important steps required by the
procedure as part of their recuirements for passing the training. The
7acility Communicator during the exercise was reinstructed on performing
offsite notifications. The PEC was utilized during this training.

(b) A training memo has been issued, as an interim training measure, to
facility communicators reinstructing them to follow EPIP-0SC-2,
‘Notification & Activation for Offsite Notification”, completely until
the communicators have been trained and evaluated against the
requirements of the PEC.

(¢) A duplicate Rolm 240 conference telephone, identical to the unit in the
control room has been procured and used for demonstration training.
This telephone is used as a training tool, so that the control room is
not interrupted during training seisions.

The above measures have been taken to make facility Communicators aware of the
procedure and OPPD believes that more performance based training will improve
their performance. The facility communicator during the exercise can perform
correctly, based on performing steps required by the PEC.

ACT H Wi TAKEN:

The PEC requirements are being incorporated into existing annual training
requirements for control room communicators beginning in August 1988 and should
be completed during normal shift rotation by October 27, 1988. The intent is
to move toward performance based training conforming to the INPO accreditation,
not only for communicators, but all emergency response positions.

The Emergency Preparedness Training Program wili be evaluated and upgraded
accordingly to a performance based program. The scheduled complietion date is
expected to be June 30, 1990.



Item 8820-C3

The reliability of the primary communication link of the Control Room (CR) with
the other Emergency Response Facilities (ERF) was questionable. The telephone
system with conference capabilities was interrupted several times during the
exercise. This interruption was caused by the inadvertent removal of the
handset from its closed position.

This is a deficiency (285/8820-0s).

REASON_FOR THE DEFICIENCY:

1. Four of the eight telephone trunks tving Fort Calhoun Station to the EOF
failed due to a blown fuse, and were taken out of service by the North-
western Bell Telephone Company at approximately 1:45 p.m. for 10-15
minutes. This left only four trunks available for incoming and outgoing
calls between facilities in the early afternoon. The result was an
overloading of the telephone system and reduction of communication
capabilities during this time period.

3 An individual in the Control Room, who was not a communicator, lifted
the hand set to listen and to provide additional information. However,
when the hand set was replaced in the cradle, the circuit was broken,
and the conference in progress was reinitiated.

The cause of this deficiency can be categorized into equipment failures,
poor design and human error.

A HA TA

l. A software change to the Fort Calhoun telephone system was completed on
June 24, 1988. This change auiomatically switches calls to other addi-
tional trunks when they become unavailable. This arrangement utilizes
available trunks through the Huntel [Blair) and OPPD telephone system,
thus increasing the number of trunks available from 8 to 26.

- The individual listening on the hand set has been counseled, realizes
*he poor result of his actions and understands this caused the problem
with conferencing.

The telephone system is better configured to accommodate reliable
communications between emergency response facilities.

ACTIONS WHICH WILL BE TAKEN:

A digital microwave system linking Fort Calhoun, the Electric Building, North
Omaha Power Station, and the EOF is expected to be in operation by September
30, 1988. This will increase the availability and reliability of the OPPD
telephone system.

OPPD will have smal) signs made and placed on conference phones indicating not
to 1ift receiver while in conference. Scheduled completion is September 30,
1988. This is a change from the September 4, 1988, date presented at the
neeting due to this task being larger than originally anticipated.




Item 8820:-04

The control room staff did not follow Procedure AOP-21, "Reactor Coolant System
High Activity," and as a consequence did not start reactor shutdown uniil 7:54
a.m , 12 minutes after the Alert declaration.

This is a deficiency (285/8820-04).
R N T ¥:

Interviews with the exercise operating crew and the OPPD Exercise Controller
indicate the staff did review procedure AOP-21 when the reactor coclant system
high activity condition occurred.

1. They realized at the time the reactor coolant activity exceeded
Technical Specifications.

2 The operators failed to follow the procedure in that they left letdown
flow ot a minimum due to the leak rate being greater than one charging
pump capacity.

3. The plant staff was proceeding with a rapid, but controlled, shutdown,
4. The emergency implementing procedures were already in effect.

The procedure was quickly reviewed by the operating crew and it was decermined
that all the corrective measures were already in place. Technical Specifi-
cations require plant shutdown within 6 hours. The root cause of the
deficiency was lack of clear guidance in the procedure.

A H TA N A

After reviewing procedure AOP-21, it was concluded that Step 3 should provide
the operators more guidance for conditions such as large leak rates in the
reactor coolant system,

ACTIONS WHICH WILL BE TAKEN:

A technical evaluation of Lrocedure AOP-21 will be completed to determine if an
improved abnormal operating procedure is necessary when high reactor coolant
activities are present with reactor coolant leak rates less than those requir-
ing implementation of EOP-3 (Loss of Coolant Accident). This evaluation and
possible revision to the procedure will be compieted by September 30, 1988.
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Item 8820-05

Control room personnel did not advise plant personnel of adverse radiological
conditions in containment. when the Alert was declared, the control room staff
announced it on th2 Gaitronics system without explaining the reasons for the
emergency classification. The NRC inspector noted that the written prccedure
was inadequate because it did not instruct the shitt supervisor on how long to
sound the siren, how to inform personnel of hazards, and how to instruct per-
sonnel to evacuate hazardous areas.

This is a deficiency (285/8820-05).

REASON FOR THE DEFICIENCY:

Procedure EPIP-0SC-2 contained general instructions to be made during plant
evacuation, but did not have a specific standard notification messages for the
various evacuation routes which may be requir~d based on the risk to personnel
and wind directioni. The procedure did not contain a standard message guiding
the control room operators to provide station personnel a warning message pricr
to or while evacuating the hazardous area.

ACTIONS WHICH HAVE BEEN TAKEN AND RESULTS ACHIEVED:

Procedure EPIP-0SC-2 was revised to include standard notification messages to

be read by Control Room Operators over the public address system. When an evac-
uation drill was conducted on July 6, 1988, these standard messages were used.
The announcements made during the July 6, 1988 drill were very effective as
demonstrated by rapid evacuation and the 25 minute accountability completion.
These actions are documented, and were observed by the NRC resident inspector.

ACTIONS WHICH WILL BE TAKEN:

OPPD will conduct evacuation drills every six months until consistent
proficiency 1s demonstrated.

Procedures EPIP-0SC-2 and EPIP-0SC-14 wil)l be revised to include advising
personnel of adverse plant conditions along with any releases in progress.
These procedures will also be revised to include the duration of sounding the
Nuc lear Emergency Alarms. These revisions will be completed by September 30,
198...



ltem 8820-06

Information f low was doficient because critical plant conditions were not
prompt ly communicated to thn [5C. Reactor coolant radiochemistry sample
results showed a large increase in radioactivity at 6 a.m., but the chemist did
not communicate results to the 1SC until 8 a.m. The site director at the T5C
recognized the need for improved communications ind requested at 9:10 a.m.
that an additional communication link be established with the control room,

his repeat deficiency (285/8820-06).
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Item 8820-07

fhe following findings indicated that the TSC staff was not effective in their
evaluation of plant conditions and in providing technical support to
operations:

The Technical Support Staff (7SS} did not promptly differentiate
between the reactor coolant leak rate through the pressurizer to
the containment atmosphere and the primary te secondary leak in
the steam generator. As a consequence, the TSS did not recognize
that it was the steam generator safety valve failure which caused
Room 81 to be filled with steam.

At 9:17 a.m., the 1SS could not determine the location and extent
of the steam generator tube rupture in spite of existing plant
conditions.

AL 9:22 a.m., the 1SS erroneously concluded that there was a steam
generator tube rupture and a steam line break.

At 9:25 a.m., the TSS was unable to give any information to the SD
at the T>C when he asked the status of the steam generator. This
occurred after the SD received a report from the onsite monitoring
team informing him that the facade of the containment had blown
off. The TSS should have been aware that the location of the steam
generator's safety relief valves was such that a steam release
could cause the containment facade to he blown off.

At 9:32 a.m., the TSS confirmed that there was no increase in con-
tainment sump level nor containment pressure. However,6 they did
not notice significant increases in the main steam line radiation
monitor readings while the containment radiation monitors remained
relatively constant. The TSS had not recognized that a large
release of radioactivity to the environment was taking place.

The TSS's lack of understand:ng of plant conditions during the re-
lease delayed input data (e.g., mass flow rate) required to
perform dose assessment calculations. The staff did not complete
the first mass flow caiculation until 9:28 a.m., that is 38
minutes after plant conditions indicated that the steam generator
tube rupture and failure of a safety valve had occurred. At that
time the steam generator was losing ahout 800 gallons per minute.

The above i5 a deficiency (285/8820-07).

REASON FOR THE DEFICIENCY:

OPPD believes an effective technical support function was demonstrated based on
discussions with scenario developers, OPPD TSS observers, and players from
groups supported by the TSS during the exercise, as well as the 7SS and Site
Oirector (SD) log book entries. Throughout the day, the TSS effectively
provided support ty various groups as evidenced by these examples:

R s



Recommendations to the 0SC and SD on EOP utilizat:ion and cperators

actions;

P Evaluaticn of .ooldown rate, natural circulation conitions, fuel
failures; and

Initiatior of procedure changes and safety evaluations for off-normal
conditions,

However, improvement in the performance of the Technical Support Staif is
required, This deficiency is the result of two primary factors:

A, The lack of timeliness of the determinatior of -ejease rates was caused
by a lack of prepared guidance materials which are immediately available
for use during an event. Examples of this are:

1) The releace rate through the failed safety valve was determined
promptly by the TSS after it was requested to do so by the dose
assessment group. However, the leak rate cetermination required
that information be retrieved from piant system files, evaluated
and the leak determined from engineering principles, This process
prevented immediate determination of the safety valve release
rate.

2) The rolease rate through the failed steam generator tube, or
tubes, was also derived from data and engineering principles
during the exercise. This prevented immediate assessment of the
extent of the steam gererator tube rupture.

B. Information provided by the scenario on plant transient conditions was
in some cases incomplete and inconsistent. This resulted in TSS
actions, evaluations, and discussions which were perceived by the
evaluator as ineffective. Examples include:

1) Evaluation of the reactor coolant leak through the pressurizer was
attempted prior to 7:00 a.m.; however, the scenario did not
provide data on pressurizer .afety valve sonic detector or tail
pipe temperature which wuuid be the immediate indications of a
pressurizer leak. Sump levels and quench tank data level or
temperature also showed no change in conditions to allow an
evaluation of leak rate to differentiate between 'eak paths from
the pressurizer.

Further, simultaneous evaluation of three simuitaneous accidents;
a pressurizer leak, a steam generator tube rupture and an
uncontrolled heat extraction, was a difficult situation which
hampered ciear differentiation by the TSS.

Throughout the steam generator release, the TSS continued
monitoring the status of the pressurizer to containment release as
i prudent measure,




2) When information was received by the TSS that a loud noise was
heard from a direction south of the control room and st2am was
coming from Room 81, the immediate conclusion wis that an
uncontrolled heat extraction and a release due to an unknown
failure was in progress.

There was not immediate information available to eliminate all
other steam piping in Room 81 as a steam source and only focus on
a safety valve failure until observations from Room 8] were
reported to the TSS.

3) Experienced individuals within the TSS, wno had been present in
the plant during previous safety valve actuations, knew the
configuration in relationship of the facade to satety valves, and
Yere aware of potential effects on the facade of safety valve

ifting.

4 Information that the blowout panal pieces were on the floor of
Room 8] was not immediately available to the TSS. Without this
information the T3S was initially lead to conclude that a steam
line break was in progress, which is the design basis for bursting
out the blowout panels. Safety valve tail pipes exhaust through
the roof and would have to be broken or disconnected in order ‘or
the safety valve exhaust to be in Room 81. This was not perceived
by the TSS a. realistic.

EOP response to an uncontrolled heat extraction is the same whether the
heat extraction is a steam line break or a steam generator safety valve
failure. The root causes of this deficiency are:

1) The lack of prepared guidance materials for immediate use to
determine leak rates during emergencies.

2) Scenario information during the transient was sometimes incomplete
and inconsistent.

ACT HA TA

Planning is in progress to develop yuidance materials to determine flow rates
through the various leak pathways for a wide range of plant conditions and
transients. Procedure EPIP-EOF-6 was revised pending approval by the PRC with
flow curves in support of this objective, Calculation of dowrwind doses can be
performed based on maximum steam flow versus steam pressure in the system,

This will provide a method to calculate downwind doses if the relief valves
malfunction and stick open for a period of time.

ACTIONS WHICH WILL BE TAKEN:
The following actions will be completed prior to the 1989 Annual Exercise:
1) Emergency Response Organization positions, as well as 7SS positions and

incumbent experience, will be evaluated and if appropriate restructured
by October 1, 1988 to better utilize OPPD technical experience.




2) Guidance ma. rials will be developed to facilitate determinatior of flow
rates through the various leak pathways for a wide range of plant
conditions and transients by December 31, 1989,

3) Prior to the next exercise, the 1989 scenario will be independently
reviewed for technical details and consistency of information impe~tant
and signiricant to the TSS to allow demonstration of the TSS
effectiveness and capability. These measures will be completed by June

1, 1989.

After its installation, the Fort Calhoun Station training simulator will be
uv.ilized to verify technical consistency of exercise information.
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While the site director was coordinating and directing the emergency organiza-
tion from the TSC, the recovery manager at the EOF made an inadequate
appropriation of responsibilities. The recovery manayer took over Dose Assess-
ment and Offsite Monitoring Team functions. This was a source of confusion for
the TSC dose assessment staff.

This is a deficiency (285/8820-08).

REA FOR TH F Y:

While in the ALERT classification, *he dose assessment team in the TSC had the
official responsibility of radiological measurements and decisions. The dose
assessment team in the EOF was staffed and ready, monitoring the progress of
the measurements and evaluations. When the TSC experienced difficulty with the
dose assessment computer, the Emergency Coordinator suggested to the HP Chemis-
try Supervisor, that the plant revert to manual methods and allow the EOF staff
to operate the EAGLE computer software. Miscommunication between the two
facilities as to who officially had the respunsibility caused confusion and was
contrary to the responsibility transfer in the Emergency Plan which states
complete transfer of all emergercy responsibility from the Site Director to the
Recovery Manager occurs at one specific time. The Emergency Coordinator also
misinterpre ed the Recovery Manager's statement at this time, "let's go with
it" to mean immadiately rather than the projection of 9:00 as the time for
transfer of authority. The root cause of this deficiency is personnel error
and the failure to implement the intent of the procedure.

ACTIONS WHICH HAVE BEEN TAKEN AND RESULTS ACHIEVED:

The three Emergency Coordinators have reviewed their position specific proce-
dure and confirmed dose assessment operation and offsite moi itor team control
by them is not authorized until the responsibility of the emergency has been
transferred to the Recovery Manager. The review was completed July 26, 198S.

The review indicated that the procedure should establish the requiremen® more
firmly. This review has made the supervision of dose assessment and offsite
monitor team control aware of the improper appropriation of responsibility and
informed them that individual responsibi . ities should not be fragmented. These
measures informed them that all dose evaluation responsibilities should be
assumed as one unit when the transfer of authority is officially completed.

ACT AWHICH W TAKEN:

Section B of the Emergency Plan, the Recovery Manager procedure, EPIP-RR-10,
the Emergency Coordinator procedure, EPIP-RR-24, and the Responsibility Transi-
tion procedure, EPIP-EQF-14 will be reviewed and revised to describe the
transition of responsibility more firmly and clearly., It is expected that the
procedures will be reviewed, revised and reissued by October 31, 1988.
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Item 8820-09

The dose assessor in the TSC made several inappropriate entries which resulted
in inaccurate offsite dose projections. The estimated time of release duration
at 9:10 a.m. was about one hour. Instead, the dose assessor entered a release
duration of 8 hours. In addition, he erroneously entered containment stack and
condenser as the release location. The main steawm isolation valves were shut
making the condenser not applicable.

This is a deficiency (285/8820-09).

REASON FOR THE DEFICIENCY:

OPPD believes that some inappropriate entries were made during dose assessment
efforts due to the lTimitations of the EAGLE code for accepting and processing
inputs.

In the exercise scenario, one main steam safety valve malfunctioned and
remained open at pressures where the valve should normally be closed. There
were no emergency proredures in place which addressed this particular situation
and maximum flow rate out of ten steam safety valves had to be assumed. Input
of this meximum flow rate into the EAGLE program resulted in overly conserva-
tive offsite dose projections. However, since the containmert purge valves
were stil] leaking and containment had a leak rate, stack and containment
releases would be appropriate as part of the summation of downwind exposures.
The input menus for the dose assessment program are divided into three main
categories: (1) Auxiliary Building stack, (2) Condenser/Main Steam, and (3)
Containment leak rate. Therefore, using Option (2) Condenser/Main Steam
release condition was aporopriate. This menu is divided into two submenus
containing condenser and main steam reiease points. The final calculation
would result in a summction of downwind exposure from all release paths.

Interviews with the exercise TSC dose assessors indicate an 8 hour release
period was initially passed to them frow the control room, The eight hour
release duration was used in one assessment with the 0845 monitor data (28 cpm
for RM-064). This entry resulted in only background exposures downwind, This
assessment was never officially issued since exposures were only background.
Sub.equent to this one data entry, either one hour or four hour duration were
used for the rema:ning a.sessments. The root cause of this deficiency is that
procedures EPIP-EOF-6 and O1-PAP-8 did not contain provisions for determining
mass steam flows if valves open or remain open after steam pressure falls below
the pressure setpoi-t.

ACTIONS WKICH HAVE BEEN TAKEN AND RESULTS ACHIEVED:

A procedure change to Emergency Plan Implementing Procedure EOF-6, "On-
site/0Offsite Dose Assessment,” Section C, and Operating Instruction Ol-PAP-8
have been submitted for PRC approval. ihese procedure changes provide a method
to calculate a flow rate to the environment in the event a main steam safety is
opened beluw i1ts particular set pressure,

Inputting a more accurate flow rate into the EAGLE program will result in more
acrurate and realistic dose projections and Protective Action Recommendations
for offsite locations.



ACT WHICH W TAKEN:

Procedure EPIP-EQF-H will be revised directing the TSC Dose Assessment
Operators to obtain the estimated duration of release from the Technical
Support Supervisor. This revision will be completed by November 30, 1988.

Instructions will be revised in the Technical Support Supervisor procedure,

EPIP-RR-14, to provide estimatea duration of reiease information to the Dose
Assessment Operator. The revision will be completed Ly November 30, 1988.
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Item 8820-10

The Recovery Manager did not classify the General Emergency until about 44 min-
utes after the conditions warranting the classification were in place, and 33
minutes after dose assessment results supported a General Emergency classifi-
cation.

This is a deficiency (285/8820-.0).

REASON FOR THE DEFICIENCY:

The first indication of the steam generator tube rupture occurred at 9:01 a.m,
The NRC team had recently arrived and the Recovory Manager was presenting a
facility briefing and did not immediately receive the plant data. However, the
asse.sment of plant events was completed and allowed the correct upgrade to
Site Area Emergercy at 9:15 a.m. Dose assessment results for site boundary
exposure, the important guide to a General Emergency, were not available at
this time. Dose assessment personnel collected radiological data at 9:10 a.m.
for a 9:15 a.m. analysis. Oue to an unmeasured releasc path, the release flow
rate was not readily available. A prolonged evaluation concerning use of the
procedure default value and a calculated value occurred with the decision
finally made to use the default number. At 9:29 a.m. the dose assessment
results were printad and presented to the Recovery Manager. After discussion
with the Site Director, the Recovery Manager upgraded to a General Emergency at
9:44 a.m. The dose assessment results were available to the Recovery Manager
for 15 minutes when the discussion was completed. Basic reasons for the delay
were that (1) the doce assessment computer was in use for a previous assessment
at 9:00 a.m. and not cleared to assess this important data increase, (2) the
procedure did not provide clear direction to determine a precise flow rate when
the release flow rate is from an unmeasured path, and (3) participants did not
place sufficient emphasis on completing this -~ quirement within the allowed
time restriction. The root cause of this deficiency is procedural weaknesses.

A procedure change to Section B of EPIP-EQF-6, "Onsite/Offsite Dose
Assessment," was submitted on July 75, 1988, for PRC approval. This change
directs dose assessment personnel to abort insignificant dose assessment data
bcin? processed on the computer when new data indicating rapid increases are
available for more timely and valuable dose assessment information. This will
eliminate delays caused by automatic 15 minute data processing.

Procedure changes have also been submitted to the Plant Review Committee to
improve the method for obtaining release flow rates from unmeasured paths., The
method is discussed in deficiency 8820-09.

Dose assessment personnel have been reinstructed by memorandum to emphasize
completing dose assessment as quickly as possible to allow issuance of protec-
tive action recommendations within 15 minutes of the recognized event.

The measures discussed above have been taken to make dose assessment and the
recponsible emergency managers aware that emergency classifications, dose
assessments and protective action recommendations are required within 15
minutes of the recognized event, The effectiveness will Le measured at future
drills,



& ACTIONS WHICH WILL BE TAKEN:

The actions in progress are believed to be sufficient to correct the problen,
The revised procedures will be approved and issued by October 31, 1988,

In addition, EPIP-EQF-6 will be reevaluated in its entirety to ensure the
procedure provides consistent and accurate dose assessment instructions. The
procedure will he revised by March 31, 1989 if appropriate.




Item 8820-11

Briefings and debriefing of in-plant repair teams dispatched from the OSC were
inadequate. The radiation protection technic.ans did not provide in-plant
teams with informalion mandated by Procedure EPIP-0SC-9, "Emergency Repairs,
Corrective Actions, and Damage Control.” Briefers did not provide repair teams
with diagrams, procedures, floor plans, nor give specific instructions on how
to perform complex tasks.

This is a repeat deficiency (285/8820-11).

REASON FOR THE DEFICIENCY:

The procedures for Monitor Cocrdinators - Basic Responsibilities are not
specific for providing briefings of teams re-entering evacuated plant areas.
There was a lack of coordination between the Monitor Coordinator and the
Maintenance Supervisor in preparing maintenance for emercency repair. The root
causes of this deficiency are (1) the lack of a single governing procedure
providing guidance and reference to applicable requirements for certain situa-
tions; (2) lack of performance based training for Monitor Coordinator, Repair/
Re-entry, and rescue teams with regard to emergency conditions, and (3) failure
to identify the deficiency and initiate corrective action during previous
damage control drills.

ACTIONS WHICH HAVE BEEN TAKEN AND RESULTS ACHIEVED:

A review of procedures EPIP-0SC-9, "Emergency Repairs, Corrective Actions and
Damage Control," and EPIP-RR-3, "Re-entry into Evacuated Ar: ., " was conducted
with the present personnel assigned to the Monitor Coordinator position. The
importance of ensuring the requirements of these procedures are met prior to
dispatching repair/rescue crews was stressed. A new draft procedure
EPIP-0SC-20, "Radiation Protection Guidelines - Emergency Condition,” was also
reviewed with the Monitor Coordinators. This procedure provides them with a
single procedure for developing pre-job briefings and referencing of other
applicable procedures. These measures have been taken to make the Monitor

Coordinators more aware of these procedures and their use durirn an emergency
situation,

ACTIONS WHICH WILL BE TAKEN:

A new procedure, EPIP-0SC-20, "Radiation Protection Guidelines - Emergency Con-
ditions, " is currently bein? deve loped to provide instruction to appropriate
emergency personnel and will be issued by August 31, 1988. Individual specific
procedures will reference EPIP-0SC-20 for guidelines to consider during
Emergency Conditions. In addition, a specific Monitor Coordinator procedure
will be developed with an operational checklist., The Maintenance Supervisor
procedure, EPIP-RR-21, will also be revised to contain a checklist, Both
procedures will direct use of EPIP-0OSC-9 and EPIP-0SC-20, The revision to
procedure EPIP-RR-2] will be completed by December 31, 1988. A new Monitor
Coordinator procedure will be compieted by December 31, 1988.

The procedure EPIP-0SC-20 includes guidance for pre-job briefings as well as
guidance for personnel monitoring, Contamination and Air-Sampling surveys,
Respiratory Protection, Radiation, and for the Control Point Determination and
Shielding Calculations,



OPPD believes the general health physics deficiency is correct, and has
initiated an extensive Radiation Protection Improvement Program for 211 station
health physics personnel. Specific areas i.entified in past exercises have
been corrected, showing a positive improvement towards a total resoiution of
the inadequate station health physics practices deficiency.

OPPD will continue Semi-Annual Health Physics drills and include scenarios
which increase the use of re-entry teams as part of the drill. Oamage control
drill frequency will be increased to quarterly until sufficient proficiency is
demonstrated. These drills will contain more difficult radiological/ mainte-
nance problems and involve larger teams. Procedure EPIP-0SC-20 will be
completed by August 31, 1988, and issued with subsequent training of all
appropriate personnel by March 31, 1989. This new procedure will also include
an official Operation Support Center Log to better document HP activities
within the plant.



Item 8820-12

The 0SC staff did not have a method to maintain continuous personnel account-
ability of in-plant teams.

This is a deficiency (285/8820-12).

R N FOR TH Y :

This deficiency is related to item 8820-11. The procedure for recording and
tracking emergency worker exposures, EPIP-EQF-11, Dosimetry & Records, provides
general instruction to emergency team members but does not specifically
describe the method for maintaining continuous acccuntability. The root cause
of the deficiency is inadequate emergency health physics procedures.

ACTIONS WHICH HAVE BEEN TAKEN AND RESULTS ACHIEVED:

A section of new draft procedure EPIP-0SC-20, "Radiation Protection Guidelines
- Emergency Conditions,” is devoted exclusively to personnel dosimetry and
exposure control, Monitor Coordinators have teen briefed on the draft of
EPIP-0SC-20 and the revised Operations Support Center Log.

The Monitor Coordinators were briefed as outlined in [tem 8820-11 of the
'mportance and proposed method for documenting exposure histories and ensuring
accountability of Re-entry Teams.

The revised 0SC log provides a methodology for tracking and maintaining
Re-entry Team exposure and work locations.

ACT AHICH W KEN:

Procedure EPIP-0SC-20 will be submitted to the Plant Review Committee by August
31, 1988, Training will be provided to appropriate personnel by March 31,
1699, The ability to account for and maintain exposure histories for In-plant
Team personne! will be demonstrated and tested during subsequent drilis and the
1989 Annual Exercise.

OPPD will evaluate the Radiological Emergancy Response Plan and the Emergency
Implementing Procedures ard upgrade as needed. The completion date is expected
to be June 30, 1990. Ouring the upgrade of these procedures, Emergency Health
Physics related procedures will be consolidated together for easier reference.




Item 8820-13

The rescue team was not well equipped and their practices were poor in the
areas of radiation protection and first-aid (e.g., cross-contaminated accident
victim, areas adjacent to Room 81, and waited ahout 5 minutes before taken
vital signs or giving shock treatment). In addition, a member of the medical
team was not trained in First-Aid Multi-Media nor decontamination practices.

Only one steam suit was availabie and the internal face shield was damaged.
The other rescue team member entered the room where a steam leak was going on
without a steam suit. The licensee did not have a communication device to be
used while wearing the steam suit.

This is a deficiency (285/8820-13).

N FOR TH F Y:

1« The rescue team members were joorly prepared and did not have adequate
supplies to cope with this emergency in a steam atmosphere.

~

Voice amplification equipment for Self Contained Breathing Apparatus
(SCBA) is judged by the OPPD Health Physics program to be ineffective
and is currently not part of the respiratory protection program at fort
Calhoun Station. The root causes of this deficiency are (1? lack of
adequate rescue equipment which subsequently caused personnel errors and
(2) inadequate training being demonstrated by the individual not
officially assigned rescue team duties.

ACTIONS WHICH MAVE BEEN TAKEN AND RESULTS ACHIEVED:

l. Additional first-aid equipment and 4 steam suits are being procured. A
member of the health physics staff with EMT qualifications is coordin-
ating its implementation.

The formal first-aid training program is being transferred to the
Nuclear Operations Division and will include dedicated staff personnel.

Communicat® . equipment while wearing a SCBA and steam suit is being
investigated.

The Emergency Planning and Radiation Protection departments have
contacted the manufacturer of our respiratory equipment for samples and
demonstration of voice amplification equirment, OPPD is currently
evaluating state-of-the-art amplification for use with our SCBA,

N

3. Additional rescue equipment is being evaluated and procured.

ACTIONS WHICH WILL BE TAKEN:

1. The Emergency Planning Department will add basic contamination control
practices and frisking techniques to the rescue squad monitor and
re-entry team training modules by March 31, 1989.

OPPD will implement and practice improved first-aid abilities during
d4rills and demonstrate for the 1989 Emergency Exercise,




. \
. 2. OPPD wil]l complete evaluation of equipment and procure, if acceptable,
v01ce communication equipment for SCBA's by December 31, 1988,
3. OPPD will evaluate a method for surveillance of personnel protective
equipment necessary for responding to radiological emergencies by June
30, 1989.




The licensee did not perform personnel accountability during the site
evacuation within the 30-minute guidelines of NUREG-0654. The evacuation alarm
sounded at 7:39 a.m. The licensee could not complete accountability until 8:18
al..

The above is a deficiency (285/8820-14).

R FOR TH Y1

Personnel on site failed to evacuate immediately when the Nuclear Emergency
Alarm was sounded. The initial sounding of the alarm was terminated by the
Control Room ‘n one minute, rather than the normal two minutes. The announce-
ment following the sounding of the alarm was not clear in content nor distinct
in tone, and personnel were unsure what they should do and where they should
go. When the Site Director realized the evacuation process was not proceeding
as planned, he reinitiated the alarm. However, 10 minutes had already passed,
and oniy 20 minutes remained to complete the accountability. The root cause of
this deficiency was a lack of clear and complete guidance in Procedure
EP1P-0SC-2, regarding announcements to station personnel.

ACTIONS WHICH HAVE BEEN TAKEN AND RESULTS ACHIEVED:

A standard notification message was added to EP[P-0SC-2 which is used by the
Site Director to inform personnel of proper evacuation routes.

An evacuation/accountability drill was conducted on July 6, 1988 using the
revised EPIP-0SC-2 procedure. Accountability was completed in 25 minutes.
This accountability drill was observed by the NRC Resident Inspector.

ACT WH W TAKEN:

A modification to the Plant Nuclear Emergency Alarm System is currently in the
preliminary design stage. This change will increase the coverage area of the
plant and ensure plant areas meet the requirements of ANSI-N2.3, 1979,
‘Immediate Evacuation Signal Used in Industrial Installation.” This
modification will also improve evacuation notification to those persons outside
of the Security area, such as the temporary trailers,

OPPD will increase drill frequency and conduct evacuation/accountability drills
every tix months, The next drill will be held in December 1988.



The NRC inspector noted that since the last exercise, the licensee has devoted
substantial resources to the development of an adequate scenario. For the most
part, the scenario developed for the observed annual exercise was technically
sound and challenging to the players; however, the NRC inspector found some
scenario incongruences during the exercise which detracted from the realism and
free play of the exercise. Some examples follow:

Some controllers prompted players and did not provide data that
wou ld normally be accessible to the players under actual accident
conditions.

At 8:50 a.m. (10 minutes before the scemario major event of a
steam generator tube rupture), the controller in the control room
noted that the initial conditions of the scenario did not include
a slight ‘ncrease in radioactivity in the B steam generator. He
gave this information directly to the players, prompting them to
vital scenario informatien that would not have been readily
ac~essible to them at that time,

The scenario did not provide information to the TSC staff that
would be accessible to them during normal operations. for

examp l€, the maintenance nanager was not tcld by the scenario or
by the controllers that maintenance work was being pianned on
lcaking containment purge valves. As a consequence, he was forced
to dispatch a team to lean about the valve status.

The scenario did not anticipate plant conditions that would result
from contrel room operators' actions under Emergencv Operations
Procedures ard Recovery Procedures. For example, the TSS directed
isolation of the steam generator in question. After this
isolation, there should be no pressure differential within the
primary system. Scenario data, however, showed a large pressure
differential betwgen the primary system and the steam generator.

Data on instrument readings presented co the TSC staff was
ambiguous because various range could be implied. This caused
artificial delays and hesitations that would not have existed
under more realistic conditions.

The above is a repeat deficiercy (285/8820-15).

REASON FOR THE DEFICIENCY:

Initia! conditions contained in the narrative summary were omitted from the
initia) conditions cue card passed to the Site Director in the Control Room.
This error resulted in the prompt by the Controller,

After evaluating the source code used to mode! the accident, it was determined
the cause of steam generator pressures remaining higher than expected, was the
wdy the mode! was developed. A requirement of the Emergency Jperating
Procedure EQOP-4 1s to drain the «dditional ccolant to the radioactive waste
system. “owever, the mode! utilized did not have the ability to route the

e



additional volume to waste. Therefore, the scenario developers elected to
reduce the volume by opening an additional safety valve., The model only
considered this u.s a loss of energy and, therefore, the energy and mass
equation did not balance and the steam generato~ pressures did not respond as
exnected. In retrospect, steam generator pressures should have been an input
parameter to force the mode! to create data more apprup-iate for this scenario.

The Scenario Cevelupment Group placed emph2sis on preparing detailed radiolog-
ical and operator parameters, so previovs deficiencies could be eliminated.
However, by focusing on these areas, they failed to provide a sufficicnt
evaluation of important parameters used by the Technical Support Staf?.

The root cause of the deficiency was that the algo~ithm used to model the
accident was not adequate for the postulated conditions. The developer failed
to include all of *he initial conditions necessary to brief plant starf. The
techrical raview of the final scenario was inadequate,

ACTIONS WHICH HAVE BEEN TAKEN AND 3ESULTS ACHIEVED:

It has been identified that insufficient resources were devoted to scenario
deve lopment and testing. Corrective 3ctions will he taken prior to develormen®
of the next exercise scenarin, Results of actions taken will be demonstrated
for *he 1989 Annual Exercise,

A T T $

OPPD i1l organize the Scenario Developmeny Group earliar than previous years
and #ssure that some members of the organization are dedicated to scenario
deveiopment, For 1989 additional contractor support will be used to assist the
group. Scenario development will ve assigned by September 1, 1988 and he
completed by June 1, 1989.

OPPD will use the CE simulator to verify the scenario, especially technicai
data, prior to using it for the 1989 arnual exercise. The Emergency Exercise
Deve lopment/Execution proceduras EPT-10 will be reviewed and upgraded as needed
by January 31, 1989.
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Opening Remarks - 5. K. cambhir

Let ne first go through the agenda.

Fred Franco will be making most of the presentations. About 435 people parti-
cipated in tnis axercise. Ouring the 1388 Fort Calnoun Station Emergency

axercise Fred was not a player, but served as Chairman of Scenario development
group.

For this exercise we had establiched some very high standards and the Scenario
was developed to fully challenge and exercise our staff. [ believe we suc-

.eaded n pointing out the weak areas. Results of your inspection and our own
critique has gointed out several deficiencies and some programmatic weaknesses.

Over the last few weeks we have carefully evaluated these deficiencies,
analyzed root causes and generic implications.

As you will rotice from Fred's presentation, we have already initiated several
short term corrective actions and plan to carry wut some major programmatic
improvements. It 1s our goal to demonstrate to you that the program with short
term corrective actions is adequate to ensure proper response in case of an
emergency and we are confident that the changes that we are proposing will
bring some lasting improvements.

Without turther ado I will turn this over to fred.




: -
13gussion - fred franco

Today | intend to address three topics:

The Preparation of the Scenario before the Annual E£xercise.

The Reasons for and Corrective Actions which will occur to coriect and
prevent recurrence of the deficiencies identified ty the NRC during the
exercise,

Summarize those root causes which have been identified in the analyses
of individual deficiencies and corrective actions to their generic
aspects.

' -

Lar

Juring the 1988 Fort Calhoun Station Emergency Exercise | was not a player, but
served as Chairman of the Scenario Development Group. The Group established
specific goals such as providing an opportunity to demonstrate response to pre-
vious weaknesses. Another gnal was to present a difficult, but accurate and
reasonably realistic scenario to seriously challenge CPPD response personnel,
[, as Manager, want a strong Emor?ency Responseé program so we set out and pre-
pared a difficult scenario to really test our paople and sort out weaknesses to
correct as a means to strengthen the program. As part of the verification of
the scenario, it wae tested at the CE simulator where licensed operations per-
sonnel are annually trained and reviewed by control room operators who were not
participants for the exercise. Several changes and improvements were made in
the scenario as a resul* of these checks, and it was concluded that the scenmar-
10 would satisfy the intended goal.

Ouring the preface remarks ty ihe NRC inspectinn team during the exercise brief-
ing on June 21, 1988, the day before the eercise, several interesting and pro-
phetic observations were made to them.

It was reported to them that the primary objective of the State of Nebraska was
to demonstrate the six year plume ingestion oathway actions. !n order to pro-
vide a realistic setting for this, the plant and utility malfunctions would be
compressed into the morning so that the State would have the full afternocon to
properly perform for FEMA evaluators. Ouring the briefing it was pointed out
that two prompt contin?ency messages were incorporated into the cue cards be-
cause timing the two classifications desired in Lhe morning action to get the
needed responses and time jump, which weve critical to the time line, were very
difficult to determine. This difficulty had been identified during the simy-
lator and operator review,

The scena~io writers and | accepted the very difficult classification and dose
assessment problem presented to the participants as a trade off to allow suffi.
cient time for the State plume exposure pathway demonstration, As a result we
identified more deficient actions from the responders than we expected based on
observing previous drills. However, we really beliave this exercise experience
was very beneficial for our Emergency Planning Program by emphasizing to us a
better realization that problems 40 exist in the program and we will initiate
the necessary improvements. There were also many very good performances by the
435 OPPD participants. Twenty-three of the twenty-six planned objectives were
met and it was satisfying to have Mr. Martin, your Directar of Site Operations,
recognize the difficulty of the scenario.

| would next like to discuss each deficiency. Rather than analyzing eacn one
in numerical sequence. | intend, with your concurrence, tn present the deficien-
Cids Dy grouping of subjects.



This grouping of subjects is by my definition and has no other basis.

1. Classification and Notification/Assessment
2. Classification and Notification/Assessment
3, Communication

4. Technical Actions

] Evacuation and Accountability

6. Communication

7. Technical Actions

8, Classification and Motification/Assessment
9. Classirication and Notification/Assessment
10, Classification and Notification/Assessment
11. HP/Rescue Practices

12. HP/Rescue Practices

13.  HP, Rescue Practices

14.  Evacuation Accountability

15. Technical Actiong

Slide Presentation

Classification 8§ Assessments: Nos. 1, 2, 8, 9, 410
Communicatign: Neos. 3 & 6

Technical Actions: Neos. &, 7, & 15

i A jlity: Nos. 5 & 14

HP/Rescye Practices: MNeos. 11, 12, 13
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8820-13 SECONDARY EQUIPMENT/TRAINING
8820-14 X PROCEDURE
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STAFFING OF
EMERGENCY
FACILITIES X PROCEDURE/TRAINING
ggggxgt=ﬁngg§C[DUR[ X PROCEDURE
2:83:%:%8: 23:EEDUR£ X PROCEDURE

HARRISON COUNTY
ANS INITIATION X EQUIPMENT /PROCEDURE
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OPPD agrees with the NRC that the Fort Calhoun Station Emergency Preparedness
program did not demonstrate improved capabilities from previous performances.
The deficiencies here identified either have been corrected in a short term fix
or will be improved by actions requiring additicnal effort.

Qur internal critique identified approximately 75 weaknesses and corrective
actions have begun on these items as well, One item from the exercise review is
that OPPD has made improving the method and procedures for coordinating with the
NRC during the recovery operations mode an important improvement task. These
qeficiencies identified by OPPD during its internal critigue will receive
attention comparable to the NRC identified deficiencies.

We believe the number of deficiencies resulted because there were some generic
weaknesses within the program which we had not fully recognized, and that the
very difficult situations designed into the exercise test served its purpose Dy
identifying them. With this basic knowledge we are scrutinizing the total
program and plan to strengthen our emergency response effectiveness accordingly.

Therefore, in order to accomplish this improvement whiie resolving the specific
deficiency corrections, OPPD will review the individual components of Emergency
Planning to identify generic weaknesses.

First, prior to reassignment of personnel tc emergency positions or October 1,
1988, an extensive evaluation of emergency staffing will be conducted to improve
the assignment of emergency duties of personnel to more closely reflect their
regular functions, The basis is established in the new 0PPD organization which
was effective July 1, 1988,

The following iuprovement is a na{or task commitment. The Emergency Preparedness
Training pro?ral does not presently conform in structure with all other training
programs at Fort Calhoun Station., The District will evaluate Emergency
Preparedness Training and upgrade to a performance based program. Completion
date is expected to be June 30, 1990.

Next, the Emergency Plan Imolementin? Procedures (EPIP‘'s) wil)l be evaluated and
improved as needed, OQur schedule will be submitted in our formal response to the
inspection report,

To address equipment, K the El.rgon:y Planning Department will evaluate and
coordinate a project to identify and place into a surveillance program important
personnel protective equipment for responding to radiological emergencies. A
schedule will be submitted in our formal response to the inspection report.

In closing, OPPD believes that the present program is able to perform sufficient
onsite and offsite emergency functions, It 15 our commitment to correct the
identified problems, We will also evaluate and initiate nther improvements as
needed to prevent degradation, to demonstrate proficiency and to maintain
effective responsibilities of our emergency preparedness program.




Closing Remarks - S. K. Cambhir

In your opening remarks you asked us to address the following four items:
I. Individual items and responses
2. Look at the collective nature of these deficiencies
3. Kind of conclusions we have drawn
4. Reason for repeat deficiencies

In our presentations so far, we have addressed each of the above items except
item 4. We have discussed this at length and we believe the reason is the
band-aid approach that we were using earlier. The commitments that we have
made today are aimed at fixing root cause of the problems. Some of you might
know Lhat we are in the process of implementing recommendations from Stone and
Webster’'s appraisal. The objective is to improve our overall performance. The
emergency preparedness goes beyord one department and the improved performance
in other areas is bound to improve cur performance in this area,.

Our goal 13 to achieve a SALP ratin? of one in the very near future and we will
be working hard to achieve this goal.

We will continue to monitor the program through drills and plan to provide you
with a status report prior to the next exercise.

[ thank you for your time and we will be glad to answer any questions.




