
 

 

 

 

 

 

 

 

Dear , 

Principal Inspector 
 
Tel:  +44  
Fax: +44  

  

Our 
Ref: 

5.1.3.1266.    2012/269847 
4.4.2.6214. 

 
 

Unique 
No: 

SZB76407N 

  

Station Director 
EDF Energy Nuclear Generation Ltd  
Sizewell B Power Station 
Nr Leiston 
Suffolk 
IP16 4UR 

  
6 July 2012    

SIZEWELL B POWER STATION 

LICENCE CONDITION 11 – EMERGENCY ARRANGEMENTS: LEVEL 1 
DEMONSTRATION EXERCISE “TITAN” 

1. On Wednesday 20 June 2012, an ONR team witnessed the nominated 2012 Level 1 
emergency exercise at Sizewell B Power Station, codenamed “TITAN”. 
 
2. Our overall conclusion was that emergency exercise “TITAN” was an adequate 
demonstration of the Sizewell B emergency arrangements. However, there were a number 
of significant learning points that should be explicitly addressed in the Sizewell B 
emergency arrangements improvement plan:   

 Further refinement of the Alternative ACP regarding general radiological 
protection awareness and radiological control on team return routes. 

 The need to improve the standard of exercise rigs for the simulation of 
damaged plant. 

 The need to improve the timeliness of the response, particularly:  

 The timely deployment of damage repair teams. 

 The avoidance of unnecessary delays in providing access to the 
AACP. 

 
3. A written response to this letter is not required, but feedback on any resulting actions 
should be provided at the next Sizewell B Emergency Arrangements Review Meeting in 

HM Chief Inspector of Nuclear Installations and Executive Head of ONR : Dr M Weightman 
 



          

 

 

2013.  Detailed observations made by ONR inspectors during the exercise are presented 
at Attachment 1 to this letter, to assist you further.  
 
4. Would you please convey our appreciation to your staff for their hard work, the 
enthusiasm they put into the event and their cooperation with the Office for Nuclear 
Regulation. 
 
5. Please contact me if you or your staff require any clarification regarding the points 
raised in this letter. 
 
7. I am copying this letter to  the SRD site inspector and to in 
his role as Safety Representative. 
 
 

Yours sincerely, 

 

 
 

 
Principal Inspector 



          

 

 

 

Distribution 
 

Internal (email) 
 

 

 
 
External 

 Sizewell B Power Station 
 Sizewell B Power Station 

 Sizewell B Power Station 
Sizewell B Power Station 

 Sizewell B Power Station 
Sizewell B Power Station 

 Emergency Planning Group, Barnwood 
SRD, Barnwood  

 
 



          

 

 

Attachment to letter SZB76407N 

 

Summary  
 

1. Our overall conclusion is that emergency exercise “TITAN” was an adequate 
demonstration of the Sizewell B emergency arrangements. There are however a 
number of key areas that should be explicitly addressed in the emergency 
arrangements improvement plan:   

 Further refinement of the Alternative ACP regarding general radiological 
protection awareness and radiological control on team return routes. 

 The need to improve the standard of exercise rigs for the simulation of 
damaged plant. 

 The need to improve the timeliness of the response, particularly:  

 The timely deployment of damage repair teams. 

 The avoidance of unnecessary delays in providing access to the 
AACP. 

2. ONR note that a key objective for emergency exercise TITAN was to demonstrate 
the new AACP. Although the scenario was adequate for this purpose, a more 
challenging scenario should be considered for the next Level 1 demonstration 
emergency exercise at Sizewell B.  

3. The security elements of the exercise witnessed by ONR were adequate and 
generally, the correct procedures were adopted.  The security guards and station 
personnel involved demonstrated a positive attitude to the exercise. 

4. The exercise debrief provided by station staff and the IAT was of a high quality. 
There was a significant overlap between the good points and learning points 
identified by EDF ENGL and those identified by the ONR team. 

5. Detailed observations by ONR team members are presented in the following 
sections. 

 

Exercise Simulations  - Improvement Points 
 

6. The fidelity of the mock up for the stuck open SRV fell short of what was reasonably 
expected. The following deviations from actual plant conditions were noted:  

 Failure to represent the valve body and steam line, making make access to 
the gagging bolt more difficult. 

 Incorrect height of gagging bolt off the floor. 

 Incorrect size of gagging bolt and lack of any resistance to engage. 

 Unrepresentative rigidity of the mock-up structure.   

 Lack of representation of the walkway in the steam and feed cell that would 
restrict available space.  

 Lack of reduced visibility. 

 

7. The mock up was located in a seismically controlled room and as such should have 
been assessed against the appropriate station procedure. There was no sign that 



          

 

 

this was the case and it was later confirmed that this requirement had been 
overlooked.  

8. Te umpire outside the steam and feed cell did not appear to fully understand the 
scenario. When asked for clarification of the source of the steam leak into the cell 
he advised the participants that it was from the stuck open SRV rather than the 
PORV. 

 
 
Declarations and Muster – Good Points 
 

9. The declaration of an off-site nuclear emergency was clear and included provision 
of advice to muster, close windows and doors and take simulated KI tablets.  The 
declaration also included provision of advice on areas of the site to avoid. 

10. The muster observed in the MCR (simulator) and restaurant went smoothly. 
Simulated KI tablet and water distribution was well organised. 

 
 
Main Control Room  – Good Points 
 

11. The Shift Manager provided a good demonstration of command and control in the 
Main Control Room (MCR). A conservative decision was made to declare an off site 
nuclear emergency rather than a site incident, based on diverse plant 
measurements, prior to off-site gamma monitors alarming. The Shift Manager also 
made a prompt decision to advise that the AACP rather than the ACP be set up. 

 
 
Emergency Control Centre – Good Points 
 

12. The Emergency Controller (EC) provided a suitable demonstration of strategic 
thinking; for example in the consideration of alternative repair strategies and 
arrangements for relief of staff. The announcements made by the EC over the 
public address system and the briefings given to ECC staff were clear and concise.   

13. The Assistant Emergency Controller (AEC) provided good support to the EC, 
including review of previously identified focus points and good briefings were given 
to representatives of the emergency services. 

14. The ECC team made early use of status, focus and action boards, and utilized a 
designated board monitor. 

 
 

Emergency Control Centre – Improvement Points 
 

15. Although there was an adequate demonstration of command and control in the 
ECC, there were periods where the team lacked urgency and drive. 

16. Some of the focus points on the boards were actually actions (e.g. “Move  
o hospital” and “Recover  to AACP”). 

17. It was not clear that police in the ECC were being regularly briefed regarding off-site 
countermeasure advice. 



          

 

 

18. There was a premature announcement by the EC over the public address system to 
the effect that a repair strategy was available and that a repair team had been 
dispatched; when in fact the damage assessment team had not yet left the AACP. 

 
 
Security SSCR - Good Points   
 

19. On notification of an off-Site Nuclear Emergency, there was a positive response by 
the Security Guards and a clear brief to the Security Guards was given by the 
Security Team Leader (STL) on the actions to be taken. 

20. A prompt decision was taken to evacuate the SSCR owing to the location being 
untenable. 

21. Operational control was transferred to the alternative console in the Security 
Gatehouse in a timely manner.  The SSCR console was logged off and the operator 
confirmed with the Security Gatehouse that they had full control of the alternative 
security console.  The SSCR was then promptly evacuated.  

 
 
Security Gatehouse - Good Points 
 

22. The Security Guard from the SSCR resumed duties at the alternative console in the 
Security Gatehouse, monitoring the alarms and CCTV cameras.  Good use of the 
CCTV cameras was made, ensuring that one monitor was continually displaying 
images of the entrance door to the Radwaste Building.   

23. A telephone call was received from the Shift Manager confirming with the Security 
Guard operating the security console that there had not been any security breaches 
reported. 

 
 
Security Gatehouse – Improvement Points  
 

24. Gatehouse personnel could have commenced taking simulated KI tablets sooner. 

25. A security guard was deployed to unlock the access door to the Radwaste Building 
to facilitate access to the AACP.  The Security Guard took the back-up ISB Security 
Key with him but did not sign the keys out, demonstrating poor key control.   

26. The ISB Back-Up Key Cabinet was left wide open with the cabinet key in the lock, 
resulting with the ISB security keys being insecure with the potential for possible 
access to the keys by unauthorised persons.    

27. The Muster Controller was also the alternative security console operator and 
consequently had to leave the security console ‘unstaffed’ to answer the telephone.  

28. ONR noted that on at least one occasion a security guard employed on ‘Essential 
Operations’ became involved with actions connected with the exercise.  

29. Security guards should be reminded of the requirement to inform the security 
console operator by radio prior to opening ISB security doors.  

30. There were three Security Department personnel carrying out their individual duties 
in the Security Gatehouse but it was not clear who was in charge of the Security 
Gatehouse when it came to making decisions.   



          

 

 

 
 
Security ESLO - Good Points 
 

31. The emergency services were processed promptly by the ESLO.  A clear brief was 
given to all the emergency services including the safe route to follow for access on 
the site.   

32.  The status board was well maintained by the ESLO.  

 
 
Security ESLO Improvement Point 
 

33. When giving briefings the ESLO should be more assertive and make it clear to all 
those located in the Security Gatehouse that a briefing is to be given.         

 
 
Security - Radwaste Building - Good Point 
 

34. Access control to the Radwaste Building at Door No 7232/03 (ISB Key No 86) was 
effective.   

 
 
Security - Radwaste Building – Improvement Point  
 

35. The Emergency Handbook states that access to the AACP is via Door No D7242/03 
(ISB Key No 70).  Although this door was opened initially, control of entry to the 
Radwaste Building was then transferred to Door No 7232/03 (ISB Key No 86), 
which did cause some confusion as to which door to report to. Consideration should 
given to reviewing the access control arrangements to the Radwaste Building for 
gaining access to the AACP.  

36. Security were very slow to provide access to the Radwaste Building for initial entry 
of the AACP team. This caused a significant delay to the response of the 
emergency organization to the event. 

 
 
Alternative Access Control Point – Good Points 
 

37. The AACP team was quick to make the facility operational, once access had been 
gained via the external security door. 

38. Suitable checks were made with handheld instruments to ensure that the AACP 
was viable. 

39. The briefings provided to the teams dispatched from the AACP were consistently 
good. Briefings were generally clear regarding the task, the safe deployment route 
and radiological conditions. 

40. The performance of the Undressers and HP Monitors was generally as good as the 
layout of the area allowed.  Several examples were noted where the team had 
identified and attempted to remedy issues, namely: 



          

 

 

 Undressers were advised to keep further apart to reduce potential for 
cross-contamination. 

 Transit overshoes were transferred from the consumables rack to the EPD 
monitoring tray on the C3/C2 barrier (though this had a knock 
on adverse effect). 

 An HP Monitor was stationed on the C0 side of the C2/C0 barrier during 
returns of later teams. 

 
 
Alternative Access Control Point – Improvement Points 
 

41. Tackymats were pre-fitted at the entrances to the AACP.  The tackymat at door 
7459 had been uncovered before the exercise started, but was not maintained 
during the exercise.  The tackymat at door 7466 was not uncovered during the 
exercise.    

42. The layout of the AACP Radwaste Bridge return route was inadequate for the 
purpose of ensuring contamination control, with the following observations being 
pertinent: 

 There is no active ventilation on the bridge and therefore no mitigation 
against the transfer of airborne contamination across the barriers. 

 An HP Monitor was not wearing necessary RPE. 

 The width of the barrier did not allow 2 undressers to work in parallel.  The 
in series arrangement led to multiple potential contamination transfers, as 
the undresser had to reach past the undressee to reach the clothing bins. 

 Persons were obliged to linger in the C3 area (without RPE) before being 
allowed to cross the barrier. 

 One returning team member partially crossed the C2 area to get transit 
overshoes from the consumables trolley. Another transited the area without 
wearing transit overshoes. 

 Later, transit overshoes were stored on the EPD monitoring tray, at the 
C3/C2 barrier – which led to EPDs being directly deposited on the barrier. 

 There appeared to be no alarming activity in air monitoring equipment at 
the barriers. 

43. An undresser handled an EPD before changing gloves after contamination had 
been detected on them. 

44. During the testing of the Breathing Apparatus (BA) it was apparent that there was 
no system to indicate which sets had been tested and which had not.  This was 
recognised early by staff, who developed a system and put it in place effectively.  
Whilst moving trolleys of equipment around the AACP, it was necessary to move 
furniture to enable these trolleys move freely around the room.  A more complete 
analysis of the room layout would have prevented this. 

45. There were significant and unexplained delays in the dispatch of the Damage 
Assessment Team and the Damage Repair Team (DRT). The AACP Controller  
demonstrated a strong sense of urgency on a number of occasions, but this did not 
appear to have a significant effect on the response of the teams.  However, during 
the debrief the Shift Manager made an important point by noting that the flow 
through the stuck open SRV (and hence the rate of release of radioactivity) had 



          

 

 

been substantially reduced by the MCR team during the course of the exercise prior 
to the DRT halting the release. 

 
 
Damage and Rescue Teams – Good Points 
 

46. The search for casualties was generally conducted in a coordinated and systematic 
manner. 

47. The handling of casualties within the AACP was generally good.  

48. The casualty at the steam and feed cell door was promptly moved to a lower dose 
rate area. 

49. The DRT paid due cognisance to the potential for elevated radiation levels and 
proceeded with caution, reporting gamma probe readings to the AACP. The number 
of people entering cell mock up for damage repair was minimised along with dwell 
time in light of elevated radiation levels. 

 

 
Damage and Rescue Teams – Improvement Points 
 

50. Team 3 was assigned to look for and retrieve Casualty 1. The team member 
holding the gas bottles and the radiation detector was unable to hold handrails 
whilst on the stairs due to the amount of equipment he was carrying. There was one 
instance where a member of the team entered a small room unaccompanied.   

51. The dummy replica for Casualty 1 was carried by evac-chair up the stairway from 
where the casualty was found, it was then transferred to a stretcher for 
transportation on the flat section, and it was then transferred to the evac-chair again 
for the final section.  This caused delays in removing the casualty from the area. In 
addition, it was not clear that the evac-chair was being used as intended. The 
broken leg of the casualty was being supported by hand when in the chair and 
would, most likely, have caused the casualty significant pain.  Notwithstanding this, 
the lifting and carrying operations used during the evacuation were well coordinated 
and executed.  

52. Casualty 1 was treated using oxygen retrieved from the contaminated ACP area.  
Oxygen was administered to the person and not administered to the dummy, or 
simulated.   

53. Torches used by teams searching the ACP were less illuminating than the (more 
distant) observers’ helmet mounted LEDs. 

 
 
Medical Decontamination – Improvement Points 
 

54. At the medical decontamination centre, the tackymats remained covered and so 
were not operational.   

55. Application of the leg splint to Casualty 1 following decontamination was not 
efficient and required two lifts.   

 

 



Report ONR-BKA-IR-12-007
Revision 0

Trim Ref: 2012/470862

LOCATION AND 
PURPOSE OF 
INTERVENTION: 

Berkeley Site – routine compliance inspection and information exchange 

INSPECTOR(S) 
TAKING PART IN 
INTERVENTION: 

– Nominated Site Inspector  
Superintending Inspector (2.3) 
 – Specialist inspector  

DATE(S) OF 
INTERVENTION: 

6 - 8 November 2012 

 

Report 
Section 

Intervention Details 
IIS 

Code
Plan Name 

Licence 
Condition / Topic 

Rating 
P 
or 
R* 

2.1 Level 1 exercise S5 Berkeley LC11  3 P 

 

1 EXECUTIVE SUMMARY 

1.1 Purpose of intervention 

This report describes an inspection of Magnox Ltd’s Berkeley licensed site, 
undertaken as part of a series of routine interventions set out in the 
Integrated Intervention Strategy document. 

1.2 Interventions carried out by ONR 

This visit included compliance inspections for Licence Condition (LC) 11 – 
emergency arrangements, 

 

1.3 Key findings, Inspector’s opinions and reasons for judgements made 

For the LC11 inspection we observed the annual demonstration of the site’s 
emergency arrangements. This was based on a scenario that was relevant 
to the decommissioning activities on the site, and we considered that the 
site performed at a satisfactory level. 

 

1.4 Conclusion of intervention 

From the evidence gathered during this intervention, I concluded that there 
was an adequate level of compliance with LC11  There are no 
matters that may impact significantly on nuclear safety. The planned 
interventions for Berkeley in the Integrated Intervention Strategy will 
continue. I also envisage that permissioning interventions may be 
necessary as Magnox’s decommissioning plans for the site are developed 
and implemented. 



 

2 REPORT 

2.1 Site Licence Condition 11: Emergency Arrangements – IIS Rating 3 

The site and specialist inspectors observed the annual level 1 
demonstration emergency exercise ‘Oscar’. Magnox corporate emergency 
planning staff and a team of five Magnox independent assurance inspectors 
also observed the exercise. The scenario was realistic in that it was based 
on current decommissioning work, and required the management of 
contaminated casualties (clothing, skin and wounds). I had also asked for 
an additional challenge in the form of a missing person with minor injuries in 
a C2 area in the AETP.  

We concluded that overall the site gave a satisfactory demonstration of its 
arrangements. There were some good aspects to the performance such as 
in the recovery and care for the casualties, and the calm and efficient 
operation of the FCP, ACP and ECC. We considered that areas for 
improvement included contamination monitoring (bit lax in a few places; 
there were some good interventions from site umpires), better anticipation 
of worst case, and time to recover the missing person. At the hot-debrief it 
was clear that the site had reviewed its performance critically and was keen 
to learn lessons.  

Our observations were consistent with those of the assurance inspectors, 
and so we advised site that their report would cover the exercise learning 
points from the ONR perspective also. There was some confusion in the 
AETP over the demarcation of the C2 area and the monitoring of the 
missing person, which site was unable to clarify during the hot-debrief, and 
so I will follow this up. Overall we concluded that the site would have 
certainly coped if this had been a real event, and hence that it was a 
satisfactory demonstration of the on-site arrangements – Rating 3. 

 

 



Report ONR-BWA-IR-12-005
Revision 0

Trim Ref: 2012/268013

LOCATION AND 
PURPOSE OF 
INTERVENTION: 

Bradwell – routine compliance inspection including decommissioning 
project updates and Level 1 demonstration exercise 

INSPECTOR(S) 
TAKING PART IN 
INTERVENTION: 

 – Nominated Site Inspector – all sections (2.2, 2.3 part) 
– Specialist Inspector – all sections (2.4, 2.5 part) 

– Specialist Inspector – Section 2.1  

DATE(S) OF 
INTERVENTION: 

25 - 28 June 2012 

 

Report 
Section 

Intervention Details IIS Code Plan Name 
Licence Condition 

/ Topic 
Rating 

P  
or  
R* 

2.1 Level 1 exercise  S5 Bradwell LC11 3 P 

 

1 EXECUTIVE SUMMARY 

1.1 Purpose of intervention 

This report describes an inspection of Magnox Ltd’s Bradwell licensed site, 
undertaken as part of a series of routine interventions set out in the Integrated 
Intervention Strategy document, and including the Level 1 demonstration emergency 
exercise 

 

1.2 Interventions carried out by ONR 

The visit included compliance inspections in relation to Licence Condition (LC) 11 
Emergency Arrangements 

 

1.3 Key findings, inspector’s opinions and reasons for judgements made 

The LC11 inspection involved the annual Level 1 demonstration exercise. 
Site was considered to have performed to a good standard, although the 
scenario was not particularly challenging. A more difficult scenario is being 
planned for next year’s exercise. 

 

1.4 Conclusion of intervention 

From the evidence gathered during this intervention, there are no matters 
that may impact significantly on nuclear safety. The planned interventions 
for Bradwell in the Integrated Intervention Strategy will continue. It is also 
envisaged that reactive interventions will be necessary as Magnox’s 
decommissioning plans for Bradwell are developed and implemented. 

 



2 REPORT 

2.1 Site Licence Condition 11: Emergency arrangements – IIS Rating 3 

I was supported by two ONR inspectors to observe the annual 
demonstration exercise; there was a team of four Magnox independent site 
inspectors (they were one person down due to a recent family 
bereavement); and two members of Magnox’s central emergency planning 
team also attended. I considered that the preparations for the exercise had 
been well made, and the pre- and post- briefings ran smoothly. These 
aspects were led by the Transition Manager as the EHSS&Q Manager was 
on annual leave. The scenario was less challenging in relation to handling of 
contaminated casualties than I had expected (on the basis of previous 
discussions), I expressed my disappointment to the Site Director and his 
team on this point, and made my expectation clear that next year’s exercise 
must demonstrate the handling of personnel with contaminated wounds and 
with contamination on their person (i.e. not just clothing which can be easily 
removed on plant). During the pre-exercise plant tour, to make this exercise 
more challenging, we asked site to include six potentially contaminated 
persons evacuating from a C2 area. 

We followed the normal procedure on defuelled sites of letting the Magnox 
independent inspection team take the lead in providing feedback on the 
adequacy of the demonstration. The independent inspectors considered that 
the exercise had been a successful demonstration, and we concurred with 
this conclusion. We considered that the arrangements and emergency 
facilities on site are mature, staff are well trained and teams work well. We 
noted a number of improvements since last years exercise (e.g. better but 
not perfect tannoy, additional number of muster points). Overall we 
considered it was a good performance by the site but in view of the relatively 
easy scenario, I consider a rating of 3 to be appropriate. Some more 
detailed comments have been placed in the Bradwell LC11 TRIM folder 
4.4.2.6200.. I indicated to site that I would write formally confirming the 
positive outcome of the demonstration exercise following the issue of the 
independent inspectors’ report. 

 

 

 

 



Report ONR-CXA-IR-12-002
Revision 0A

Trim Ref: 2012/161027

LOCATION AND 
PURPOSE OF 
INTERVENTION: 

Chapelcross 
Site inspection 

INSPECTOR(S) 
TAKING PART IN 
INTERVENTION: 

Nominated Site Inspector 

RP Specialist Inspector 

 Fire Safety Inspector 

DATE(S) OF 
INTERVENTION: 

13-15 March 2012 

 

Report 
Section 

Intervention Details IIS Code Plan Name 
Licence 

Condition / Topic 
Rating 

P  
or  
R* 

2.1 Emergency exercise  Chapelcross  LC11 2 P 

 

1 EXECUTIVE SUMMARY 

 

1.1 Purpose of intervention 

This was a planned visit in pursuance of ONR’s plan of compliance 
inspection for Chapelcross. 

1.2 Interventions carried out by ONR 

Exercise Nina was intended to demonstrate the site’s arrangements for 
dealing with any accident or emergency arising on the site and its effects.  
Having agreed the scenario, an ONR team observed the exercise. 

 

1.3 Key findings, inspector’s opinions and reasons for judgements made 

ONR judged exercise Nina to be an adequate demonstration of the 
licensee’s arrangements.  Aspects that were judged to be good last year 
were once again good, and some aspects that were less good had 
improved. 

1.4 Conclusion of intervention 

I concluded that the licensee’s work in the areas I inspected was 
proceeding satisfactorily.  I did not find anything that may have a significant 
effect on safety or that required regulatory action. 

1.5 Recommendations 

None 

 

 



 

2 REPORT 

 

2.1 Level 1 Emergency Exercise Nina—IIS Rating 2 

An ONR team of two observed and judged this demonstration exercise.  On 
the day before the exercise we took part in a brief for all assessors and a 
visit to the incident scenes, the ACP, and the ECC. 

I had previously negotiated a draft of the scenario.  At the rear of Reactor 4 
a vehicle carrying silo flasks loaded with a variety of ILW collides with 
another vehicle.  As a result, a silo flask is thrown on the ground, with the lid 
displaced, and radioactive graphite debris is strewn about.  Both drivers are 
injured and contaminated.  Sparks from nearby work ignite bags on the 
back of the second vehicle, and the fire engulfs the graphite. 

I observed the exercise in the ECC.  My colleague covered the ACP and the 
incident scene.  As in other recent exercises at Magnox Ltd D&D sites, this 
was a smaller ONR team than previously.  We continue to take account of 
the increased presence of Magnox’s own Corporate Assurance team: in this 
exercise, two corporate emergency staff, the head of profession for nuclear 
safety, and three Magnox site inspectors acted as observers and provided 
the bulk of the evaluation.  I judged that this arrangement worked well once 
again. 

The regulatory verdict remained of course for ONR to give. 

My principal favourable observations were: 

Overall, much of the performance was as good as I have seen anywhere, 
confirming my observations last year. 

I saw the initial receipt of the emergency call in the ECR, the brief to the 
SM, the early decision to declare an off-site emergency, the decision on 
which ACP to use, the discussion on safe routes, the initial set-up of the 
ECC, and the broadcast of the initial PA announcement.  All of this was 
characterised by clear communication and was good. 

There was a good handover to the DEC. 

Though new to the role the DEC demonstrated good control skills. 

The DEC gave a good protocol brief, using the right focus points, and telling 
everyone what he expected of them, reinforcing it later. 

The time taken to begin fighting the fire, though still not low, was 30 minutes 
less than last year. 

Missing persons were quickly identified, and casualties were quickly found 
and recovered. 

Everyone in the ECC seemed to know what their job was, and got on and 
did it.  The AEC was energetic.  The reactor physicist gave good advice and 
periodic reminders of urgency.  No one seemed confused or in need of 
guidance.  Everyone seemed to know how to use the equipment in the 
ECC. 

 

 

 



 

Board writing was again excellent.  Early actions had been pre-written on 
the action board, which worked. 

Briefs in the ECC were flagged, sufficiently frequent, and attended by the 
right people.  Each ended with an invitation for questions.  The focus points 
were appropriate, and were well translated into actions. 

The formulation of a recovery plan was unusually measured, and so much 
more realistic than is common in exercises, which tend to do this artificially 
quickly even though the threat has been temporarily halted. 

The DEC gave a very good closing brief, explaining to everyone in the ECC 
what situation had been reached. 

Security threats were properly considered throughout. 

For the first time in a number of years at the Level 1 exercise, Scottish 
Ambulance Service attended, though not with ambulances.  
Representatives went to both the ECC and ACP. 

My concerns were: 

An activity-in-air monitor and alarm was (rightly) switched on as soon as the 
ECC was occupied.  It was so noisy that it threatened to affect the 
performance of the players and I therefore asked for it to be switched off.  
Plainly, that option could not be taken in a real event. 

For lack of space on boards, the Actions board became unavailable for its 
primary purpose after 100 minutes, when it was used to formulate a 
recovery plan.  (I have observed this defect at Hunterston A and 
Trawsfynydd also.) 

The evacuation of the Tech Labs was correctly ordered, with a target time 
of 0950.  But even at 1020 it was uncertain in the ECC whether it had been 
done. 

Poor use was made of the CCTV system, and no attempt was made to take 
still images of the scene that would have greatly helped the responders. 

I should like to have heard more consideration of what the worst case might 
be (eg what else might catch fire), and what resources might need to be 
mobilised to deal with it. 

Two aspects of briefs should be improved.  The DEC sometimes began a 
brief without knowing the state of play eg how the evacuation was 
progressing.  A brief is not the time to be asking for information.  Second, 
the DEC announced he would hold briefs every 15 minutes (though in fact 
they were less frequent and less regular).  Elapsed time is not a good 
criterion. 

I noted that the call-back from ONR came, incorrectly, to the to the Magnox 
Ltd duty officer and not to the emergency controller. 

My colleague’s observations were: 

Introduction 

I observed the site's emergency response from locations within the ACP 
during the emergency exercise, and followed the initial teams to the incident 
location in order to observe casualty recovery. 

 



 

Based on those aspects of the emergency response that I witnessed, I 
consider that it was an adequate demonstration of the site's arrangements 
under LC11. 

Positive aspects 

ACP - General 

ACP was fully operational by the expectation time of T+20 minutes.  
Individual roles were clear, and individuals in those roles appeared to be 
well aware of the duties and responsibilities assigned to them.  Both the 
initial ACP Controller, and the Off-Duty Shift Manager who took over as 
ACP Controller at T+68, demonstrated good command and control skills, 
providing regular and clear briefings, and remaining "on focus" throughout.  
After the changeover, the initial ACP Controller acted as the Assistant ACP 
Controller and I noted effective communication and rapport between the two 
during the latter stages of the exercise.  ACP Boards were, in general, well-
maintained, and when they became somewhat cluttered, the ACP Controller 
intervened by requesting, and advising on, improved clarity.  Site PA 
announcements were clearly audible throughout the ACP, despite the 
numbers present. 

Emergency Teams 

The first Emergency Teams were deployed six minutes before expectation 
time, and were quick to recover the casualties and return them to the ACP.  
I did not observe their arrival at the incident scene, but noted that they were 
equipped with, and using, appropriate radiation monitoring equipment.  
Outgoing Emergency Teams received briefings from both the ACP 
Controller and the Dose Controller.  The Dose Controller gave the team 
members some opportunity to express any concern or request clarification 
of the dose limit assigned to the intervention (initially 15mSv, later 5mSv).  
There was thorough use of 3 part communications between the ACP and 
the deployed Emergency Teams (although radio communications were 
disrupted on occasion - see Improvement Potentials below). 

Medical Triage 

I arrived at Medical approximately 5 minutes after the casualties.  
Monitoring of the casualties appeared to have already been completed, with 
irrigation of a contaminated wound and the removal of contaminated 
clothing having already been undertaken.  Health Physics were requested 
to, and did, monitor Casualty 2 prior to his (simulated) dispatch to hospital. 

Decontamination/Undressing 

Processing of returning Emergency Team personnel was generally of a 
good standard.  Monitoring for contamination within the areas was carried 
out periodically.  Two persons were able to pass through 
decontamination/undressing at the same time, without any apparent 
problems. 

Potential Improvements 

1) D&G Fire & Rescue Service (FRS) were unable to access the ACP via 
the entry door.  At the hot debrief I was informed that the security lock 
(designated persons access via swipe card) should have been disabled by 
Security to allow access. 

 



 

2) After demonstrating adequate water flow, the FRS stopped spraying 
water, and the FRS withdrew from the incident location to the bridgehead.  
The ACP neither received nor asked for confirmation that a (simulated) 
cooling spray had been established after the fire was confirmed out (though 
it was assumed in the ECC that it had).  It was approximately 16 minutes 
before the assistant ACP Controller had confirmation from the bridgehead 
that no cooling spray had been deployed.  In a real incident it is not credible 
that the FRS would fail to deploy a cooling spray, I therefore consider this to 
be a communication error.  I noted that the handover of the ACP Controller 
role occurred at the same time that the fire was extinguished, and consider 
that this may have been a contributory factor.  The site should consider 
whether additional guidance or instruction is required regarding the timing of 
key role handovers during emergencies. 

3) I noted (at T+83) 2 FRS crew passing through the 
decontamination/undressing area in facemasks that did not appear to be 
fitted with filters, which I therefore assumed to be their BA facemasks, with 
the hose disconnected.  These facemasks were not removed and 
exchanged for respirators prior to undressing, in contrast to the procedure 
previously observed during the undressing of Magnox BA personnel.  The 
site should correct or explain this observation. 

4) Radio communications between the ACP and the Emergency Teams 
were observed to be difficult on occasion, and on one occasion, the ACP 
were unable to communicate with Radio Team 4 and resorted to passing 
the instructions on indirectly via contact with Radio Team 5.  The site should 
consider potential improvements to the emergency communications 
systems. 

The ONR team agreed that this had been an adequate demonstration of the 
licensee’s arrangements, a verdict that we gave at the plenary wash-up 
meeting.  This was a good pass in a simple scenario, which I have rated as 
2. 

As previously, ONR will write to the licensee, but limit its observations to 
those that have not been made by in a preceding letter to the site from the 
Corporate Assurance Team. 
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To:    cc TRIM 4.4.2.6527. 2012/284617 
  
 
 

 
From:  
 ONR 1A 
 4S1, Redgrave Court 
 Ext. 4113 
 
Date: 23 July 2012 
 
DUNGENESS B LEVEL 1 EXERCISE CENTURION – 18 JULY 2012 – 
ONR SUMMARY 
 
INTRODUCTION 
 
This summary is based on: 
 
a. The notes compiled from the ONR team by  during the ONR 

debrief for use during the ONR and station management debrief. 
b. Separate notes provided by  and  at the start of the 

ONR debrief. 
c. Addition of final comments by all ONR team members following production of 

the first draft of this summary. 
 
Where possible the notes have been structured around the ONR and station 
management debrief agenda. 
 
The most significant points are highlighted in bold. 
 
ONR OBSERVATIONS 
 
Scenario and Simulation 
 
Good Points 
 The overall scenario was challenging. 
 The fidelity of the GC stationary seal connections and associated control panel 

simulation. 
 Umpire moved the GC stationary seal mock-up to avoid the DRT interfering with 

live plant. 
 
Improvement Points 
 The verification process for the scenario documentation (including the 

scenario document and briefings for umpires) should be reviewed in light of 
the issue related to the actual location vs. scenario identified location of 

 Missing Person 2 (Casualty) and improvements identified and 
implemented. 

  Missing Person 3 (Casualty) was easily located in the EDG 
basement by the fire team due to his location relative to the entry route by 
the fire team.  Given a real fire in the EDG basement, smoke would impair 
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visibility.  In future fire simulations casualties in the area of the fire should 
not be directly visible. 

 Too many guard interactions were simulated (e.g. investigating the security 
breach and closing the Western access road). 

 
Locations of ONR Team During the Exercise 
 

 CCR from T= 0 to T= +30 ECC from T+30 to T+150; ACP from T+150 
to +180 ECC from T+180 to Endex 
 

 Gatehouse from T=0 to T+30.  ACP from T+30 to end of exercise. 
 

  Administration Building canteen (muster point) from T-40 to T+15; ECC 
from T+15 to T+55; CCR from T+60 to T+145; ACP from T+150 to T+175; ECC from 
T+180 to T+190. 
 

  Gatehouse throughout. 
 

  Operations Mess from T=0 to T=9.  ACP from T+12 to T+72.  CCR 
from T+87 to T+171.  ECC T+180 to end of exercise. 
 

CCR from T= 0 to T= +30. ACP from T+30 to T +180. 
 
Muster 
 
Good Point 
 Electronic and manual muster and distribution of potassium iodate tablets in the 

Operations Mess and Administration Building canteen proceeded smoothly. 
 
Improvement Point 
 There was an intermittent fault with the Tannoy in the Operations Mess. 
 People in the Administration Building canteen were prevented from 

mustering until the ECC staff had mustered. 
 
CCR (Simulator) 
 
Good Points 
 Calm and considered. 
 Communications. 
 Behaviours during briefs. 
 Team working. 
 Call for assistance. 
 Forward thinking and consideration of contingencies. 

 
Improvement Points 
 Could not clear fire alarm on EDG22.  This is a simulator issue that needs to 

be fixed to maintain fidelity. 
 Scenario pre-cursor activities could have started earlier so that the OSNE was 

declared closer to the planned time. 
 A significant point was identified relating to the interaction between the ACP, the 

CCR and the ECC.  This has been raised in the Command Chain section. 
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ECC 
 
Good Points 
 Clear protocol brief. 
 Generally calm. 
 Boards regularly updated. 
 Call for assistance early on. 
 Introductory brief to police. 
 Full brief to police with countermeasures advice. 
 Took control early and early notifications. 
 Tracking of the external emergency services once they arrived on site. 

 
Improvement Points 
 There were too many focus points during later stages of the exercise. 
 Some actions were not SMART (i.e. words like “consider” and “ensure” 

were used so that it was not obvious what the action was). 
 Some Tannoy announcements were not clear, with lack of information post loss of 

grid. 
 The time between briefs was variable and up to approximately 45 minutes. 
 A significant point was identified relating to the interaction between the ACP, the 

CCR and the ECC.  This has been raised in the Command Chain section. 
 ECC staff not listening to HP announcement as the exercise wound down (i.e. not 

following the initial protocol brief). 
 The ACP board was not clearly visible from the video image in the ECC 

 
[From the ONR observations during the exercise it was not clear that the 
modification to the damaged GC21 auxiliary connection had been properly approved.  
At the ONR and station management debrief the EC confirmed that he had approved 
this modification]. 
 
[From the ONR observations during the exercise it was apparent that there was 
confusion about the location of Missing Person 2 (Casualty).  This 
caused a delay in his rescue.  At the ONR and station management debrief it 
became apparent that this was due to a problem with the scenario.  An appropriate 
action is raised in the Scenario section]. 
 
Security:  Gatehouse 
 
Good Points 
 ESLO control very effective, reception of emergency services calm and efficient. 
 ESLO regularly checked with his team that nothing was missing from his briefings. 
 Utilised telephone briefings to others (e.g. CCR) as team briefing to avoid 

duplication. 
 Good control of guards as escorts.  Checked that they knew exactly where to go 

and what to do.  Checked radios were working and encouraged dynamic risk 
assessments. 

 Emergency services reception checked that KI tablets were taken and that they 
were signed for. 

 
Improvement Points 
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 The door which was opened in the chiller basement is covered externally by 
a camera which is not networked.  Either the CNC or a security guard should 
have removed the SD card and had it processed.  This would have shown 
the door being opened and an indication of who opened it. 

 The ESLO used a map to brief some emergency services but not others.  
When a map was used no orientation was given to those being briefed (i.e. 
current location and incident location).  A safe route was indicated but an 
escort was then sent with each vehicle. 

 
Security:  Other Locations 
 
Good Points 
 ECC security liaison worked well. 
 Security focus in the CCR was maintained following departure of 

Missing Person 3 (Casualty) from his muster point and the start of the EDG fire. 
 
ACP 
 
Good Points 
 Set up promptly and efficiently. 
 Calm and considered. 
 First team ready for deployment promptly. 
 ACP briefs. 
 Briefs to teams. 
 Situational awareness of the teams. 
 Forward thinking (consideration of future requirements for teams). 

 
Improvement Point 
 Radio communications with several teams were problematic. 

 
IRT (Team 1) 
 
Good Points 
 Use of umpire cards. 
 Umpire briefs. 
 Debrief provided to the ACP Controller on return to the ACP. 
 Dose control/ situational awareness. 
 Tenability checks. 

 
Improvement Point 
 No evidence of potentially high temperatures in the vicinity of the breach 

being simulated (the effects of high temperatures could have been more 
limiting than the effects of CO2 or radiation). 

 
EDG Fire Team (Team 4) 
 
Good Point 
 Good communications between DNB fire team and KFRS. 

 
Improvement Point 



 

 
Page 5 

 The fire team had access to a thermal imaging camera which was not used 
during the exercise to assist with location of Missing Person 3 
(Casualty). 

 There appeared to be a significant delay following discovery of the casualty to his 
recovery from the area. 

 There was no formal search pattern put in place by the fire team to look for the 
possible casualty. In a real event of the type simulated the EDG basement would 
be likely to be full of smoke.  

 
DRT (Team 3 and Team 5) 
 
Good Points 
 Briefs, and returning team de-briefs. 
 Performance under difficult conditions. 
 Good use of low-dose refuges and “operator quiet room” near GC motors 

(however see comment above about radios). 
 
Improvement Point 
 
 Delay of ~45 minutes before sending team 5 out seemed excessive 
 

Command Chain 
 
Improvement Point 
 A significant feature of this exercise was that a loss of grid and a fire in the 

EDG basement occurred after the ECC had taken control of the emergency.  
Alarms from these events were presented in the CCR (and not in the ACP or 
the ECC) where they initiated urgent actions.  These included the SM 
directly contacting the ACP Controller to despatch teams.  These factors 
contributed to the ECC loosing some control of the emergency, some 
differences in focus between the ACP, the CCR and the ECC and some lack 
of knowledge about team deployment in the ECC.  The later factor was 
exacerbated by the fact that the ACP boards were not visible in the ECC.  
The following action is suggested. 

 
“DNB to review its Emergency Plan to identify improvements that can be 
made to ensure that once the ECC takes control of an emergency it 
remains in control at all times, particularly when subsequent events first 
become apparent either in the ACP or the CCR.  The review should 
include identification of improvements that can be made so that the 
ACP, the CCR and the ECC always maintain shared up-to-date 
information on plant status and team deployment together with 
consistent and compatible focus points and actions.  An improvement 
plan based on the review should be produced and sent to ONR”. 

 
DEBRIEFS 
 
Station and IAT Debrief 
 

 observed the station and IAT debrief.  This followed capture of 
observations of the exercise so that ONR’s conclusions about this 

exercise remained independent of the station and IAT debrief. 
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The station and IAT debrief was conducted in a clear, structured and open style, with 
plenty of feedback from all involved.   
 
ONR and Station Management Debrief 
 
NGL demonstrated active challenge and were open and transparent at the ONR 
and station management debrief. 
 
INTERNAL REGULATION OF EMERGENCY PREPAREDNESS PILOT 
 
At the pre-briefing, SRD provided a presentation on their “internal regulation of 
emergency preparedness pilot” that had been ongoing throughout the year.  In 
addition, two SRD managers observed the exercise and the performance of the IAT 
and attended the ONR and station management debrief. 
 
The insights provided by the pilot study were useful and it was considered that it met its 
primary aim of providing broader oversight of the DNB emergency organisation than that 
which can be achieved by observing a single Level 1 emergency exercise undertaken by a 
defined subset of personnel on a single day.  For example, SRD raised an AFI from their 
through year surveillances that would address “Competence of staff trained in emergency 
scheme role”.  DNB’s Emergency Preparedness Health Report has identified this as RED 
throughout 2011 (see page 36 of DNB/R/5090/TNS Revision 001 “2011 ONR ANNUAL 
REVIEW MEETING INFORMATION PACK”). 
 
Since the SRD work is a pilot, the results from this work were not included as a factor in 
ONR’s judgment about the adequacy of this emergency exercise. 
 
It is recommended that a formal ONR/ SRD lessons learnt review should be undertaken to 
help move this pilot to normal business.  This will ensure that ONR and SRD activities and 
information in this area are actively communicated and coordinated to secure the protection 
of people and society from the hazards of the nuclear industry. 
 
CONCLUSION AND RECOMMENDATION 
 
ONR concluded that the exercise provided an adequate demonstration of DNB’s 
emergency arrangements. 
 
A formal ONR/ SRD lessons learnt review should be undertaken to help move the internal 
regulation of emergency preparedness pilot to normal business. 
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Abbreviations 
ACP Access Control Point 
CCR Central Control Room 
CNC Civil Nuclear Constabulary 
DNB Dungeness B 
DRT Damage Repair Team 
EC Emergency Controller 
ECC Emergency Control Centre 
EDG Essential Diesel Generator 
ESLO Emergency Services Liaison Officer 
GC Gas Circulator 
HP Health Physics 
IAT Independent Assessment Team 
IRT Incident Response Team 
KFRS Kent Fire and Rescue Service 
NGL EDF Energy Nuclear Generation Ltd 
ONR Office for Nuclear Regulation 
OSNE Off Site Nuclear Emergency 
SD Secure Digital 
SM Shift Manager (CCR) 
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HM  Principal Inspector 
 
Tel:   
Fax:  

 
  
Our 
Ref: 

2012/79445 
5.1.3.1340. 

Unique 
No: 

TOR71357N 

  
Your 
Ref: 

  

Unique 
No: 

 

Station Director 
EDF Energy Nuclear Generation Ltd 
Torness Power Station 
Dunbar 
East Lothian 
EH42 1QS 
 
 
 
 
 
 
For the attention of TSSM 
 

  
16 February 2012   
 
 
 
Dear 
 
 

LC 11 - Emergency Arrangements - 2012 Annual Level 1 Demonstration Exercise 
“WOOLER” –  8th February 2012. 

 
 
On 8th February 2012, a team of ONR inspectors observed annual level 1 demonstration 
exercise “WOOLER” at Torness power station.  
 
Overall, the ONR team judged that exercise “WOOLER” provided an adequate 
demonstration of the station emergency arrangements.  A number of opportunities for 
improvement were identified by ONR and these are listed at Appendix 1 to this letter. 
 
ONR note that the joint debrief meeting provided an open exchange of information 
regarding the performance during the demonstration.  The discussion was informed by 
critical reviews and feedback from station staff and members of the NGL Internal 
Assessment Team (IAT) and this contributed to the identification of opportunities for 
improvement in respect of the Torness emergency arrangements. 
 
Please confirm what actions you propose to take to address the ONR points, together with 
those raised by your own staff and the NGL IAT, in the form of a plan that can be 
discussed and agreed at the annual review of safety meeting on 8th March 2012. 



 

 
HM Chief Inspector of Nuclear Installations and Executive Head of ONR: Dr M Weightman 

 

If you wish to discuss any aspect of this letter, I may be contacted at Bootle on the direct 
dial number given above or alternatively during my site visits. 
 
Would you please ensure that the Torness safety representatives are provided with a 
copy of this letter and note that I am copying it to  SRD,  NGL 
EPG and  Torness NIO site inspector. 
 
Yours sincerely, 
 
 
 
 

HM Principal Inspector 
ONR Civil Nuclear Reactor Programmes 



 

 
HM Chief Inspector of Nuclear Installations and Executive Head of ONR: Dr M Weightman 

 

Distribution 
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APPENDIX 1 to TOR71357N 
 
OVERALL 
  
Overall, exercise WOOLER was judged by the ONR team to be an adequate 
demonstration of the Torness Emergency arrangements and it was the team's view that 
the station would have coped with such an event on the day.  However, at the post 
exercise joint debrief the ONR team, station and NGL IAT agreed that there were a 
significant number of learning opportunities.  It was agreed that a plan to address these 
learning opportunities would be generated by the station, in conjunction with IAT, and 
agreed at the annual review of safety  meeting on 8th March 2012. 
 
 
GATEHOUSE 
  
Good Points 
  

 Several good quality status briefs were given. 
 Briefing of emergency services personnel on arrival was prompt and 

comprehensive. 
 Escorts and safe routes for the emergency services were provided quickly. 
 Good delegation and teamwork was evident leading to efficient working. 

  
Opportunities for Improvement 
  

 The outer area of the Lodge (i.e. beyond the counter with open access to the 
public) was used for the status board and as an area to brief emergency services 
personnel. The outer door was left fully open at all times, contrary to the instruction 
to close all doors and windows.  

 Consideration should be given as to whether this area is fit for the purposes for 
which it was used, and if it is to be used, the need to ensure that the doors and 
windows are kept closed. 

 
CCR (Simulator) 
  
Good points 

 Declarations were prompt and appropriate. 
 Notifications were efficiently carried out. 
 PA announcements were adequately frequent, accurate and informative. 
 Command and control - There was a good protocol brief, use of the boards was 

adequate.   
 Team communications were clear and effective with good use of allocation of 

actions and checking that messages had been understood.  Communications with 
other areas such as the ECC, ACP and Gatehouse was good. 

 Control of plant was good. 
  
Opportunities for Improvement 

 There was little evidence of consideration or challenge in relation to the possibility 
that the plant conditions could have originated from a security event.   
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 The fact that the Gatehouse had no evidence that intruders had recently entered 
the site caused the SM to fail to consider that insiders or pre-planted IEDs could 
have been responsible and at that stage there were still 5 persons unaccounted 
for. 

  
 The R2 Desk engineer was responsible for undertaking CCR checks with a 

portable VISA instrument.  She performed two checks of the CCR but during these 
check she did not switch the instrument on or look at its display.  It is not clear 
whether this was because she wasn't trained in its use or whether she thought it 
wasn't necessary during an exercise. 

  
 An exercise issue is that the current method of mustering observers and umpires 

involves them all visiting the simulator muster reader which is in the CCR area.  
This distracts the exercise players and disrupts the work of the observers and 
umpires.  At other stations all the observers/umpires passes are collected by one 
person for use in the muster - this is much more efficient and sensible and should 
be adopted at Torness.  

  
ECC 
  
Good points 
 

 The ECC team closed up and set up the room in an efficient and timely manner. 

 The EC gave a good protocol brief, checking for understanding and inviting 
feedback/comment from the team. 

 The EC stated that he would operate at the strategic/focus level, and he delegated 
the running of the ECC team to the Assistant EC. 

 Briefings, time-outs and use of boards were all good. 
 Generally, PA announcements were frequent and informative.   
 Liaison with the emergency services was effective and the allocation of actions and 

testing of understanding was also good.   
 Discussions with the SM and others about the possible repair were good. 
 Overall the room was calm and well managed. 

  
 
Opportunities for improvement 

 The PA announcements should have contained more reassurance to staff at 
muster-points. 

 The focus of the EC was predominantly on the present and short term - there were 
few glimpses of longer terms strategies and not many "what if?" questions. 

 The PA in the ECC wasn't always easy to hear. 
 There was apparently little consideration of the Police and Fire-Brigade desire to 

get off site so that they could  clean and reopen the main roads. 
 The police were not consulted regarding the possibility of getting non-essential staff 

off the site. 
 When the CCR became untenable, the EC actioned the Assistant EC to act as a 

link for information with the ACP.  The Assistant EC acknowledged this action, but 
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then spent the next 10 minutes briefing the police and then the fire and rescue 
officers. 

  
ACP/TEAMS 
Good Points 

 The ACP was set up in a controlled manner. 

 The Access Controller delivered a protocol brief which covered roles, 
responsibilities and the main operational areas of the ACP. 

 
Opportunities for Improvement 

 The general demeanour within the ACP was calm, but lacked an appropriate sense 
of urgency. 

 The ACP controller briefed the teams, but he was interrupted and challenged at 
times by the Assistant Controller.   

 Team briefings within the ACP should include an ALARP briefing, given preferably 
by the HP Controller. 

 There did not appear to be an effective systematic approach to planning and 
detailing which areas individual teams should search for the missing casualties.  

 The ACP Controller was unsure at times where some of the teams that had been 
sent out were searching, or had searched. This meant that he was unable to 
specify, in an informed way, where the next team that he was briefing should 
search.  This could lead to some areas being searched more than once, or not at 
all. 

 Some teams were held up from being deployed from the ACP due to a lack of 
available HP monitors.  Station should proactively plan to make sufficient HP 
monitors available to support the deployment of multiple teams. 

 There was little evidence of three way communications between the controller and 
the teams to test the understanding of the team briefs. 

 The employment of a small (30Kg) dummy to represent a male casualty is 
considered unrealistic.  Station should consider making casualty handling and 
recovery realistic with respect to dummy size and weight. 

 The second casualty was recovered at T+170.  This time delay is considered 
excessive when compared to the scenario target of T+80.  

 The second casualty was found to be conscious, whereas the scenario stated that 
he was unconscious. Station should ensure that exercise umpires and roll players 
inject information that is consistent with the agreed scenario.  

 There was much traffic in and out of the technical undressing area by both 
returning team members and other staff which could potentially have lead to 
unnecessary spread of contamination. 

 Information from the scene of the event, including any plant damage, should be 
made available to the ECC + SERT as quickly as possible. 

 All kit from teams returning to the ACP should be monitored before further 
deployment. 
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 Umpires should only give information on request or where there is a scripted 
umpire inject of information. 

 Station should ensure that repair teams are deployed with adequate/correct kit and 
tools to effect the repair. To facilitate this all available information should be used 
including plant drawings. 

 The repair mock up should be physically trialled/tested before the exercise to 
ensure that the repair teams can demonstrate an acceptable plant repair during the 
exercise. 

 Three members of the repair team made a re-entry into the circulator hall to collect 
their tool bag after they had reported to the ACP that they had completed the 
repair.  This is not considered to be in line with the ALARP principle. 

MDC 
Good Points 
  

 The team was well prepared for arrival of the casualties, and were clearly well 
drilled and professional. 

 Hand over to the ambulance service was good. 
  
Opportunities for Improvement 
  

 The exercise contamination was unrealistic in that the high levels of skin 
contamination were not reflected in the contamination levels on clothing and 
footwear. Decontamination, and contamination / waste control was therefore 
implausibly easy. By way of example, the first casualty left with his helmet still on. 

  
 

General exercise issues (in addition to those mentioned above) 
  

 The scenario was not particularly challenging and may have been over-practised, 
leading to a blinkered approach by staff. 

 All areas were operating at "full strength" rather than more representative staffing 
levels - for example the CCR (Simulator) had 5 staff including the SM at the start of 
the exercise. 

 
 

 
 
 

 
 



          

 

 

 
 

 
  

Our Ref: 4.4.2.6173.2012/0147126 
Unique No: HYB 70861R 
  

 
Station Director 
Heysham 2 Power Station 
Heysham 
Morecambe  
Lancashire 
LA3 2XN 
 

Date:   3 April 2012     
 

Dear  

Licence Condition 11 – Emergency Arrangements - Heysham 2 Power Station - 
Level 1 Demonstration Exercise “Pearl” – 22 February 2012 

On 22 February 2011, a team of ONR inspectors observed annual level 1 exercise “Pearl” 
at Heysham 2 power station. This letter confirms our findings, which were discussed 
during the joint debrief session on completion of the demonstration. 

The ONR team deemed that exercise “Pearl” provided an adequate demonstration of the 
station emergency arrangements for the current year, and we commend your staff for 
responding well to a challenging scenario. Please convey our thanks to all personnel 
involved in the planning, support, execution and assessment of the exercise, and for their 
creditable rehearsal on the day. 

During the course of the exercise a number of opportunities for improvement were 
identified by ONR, and these are listed in Appendix 1. Please confirm what action you 
propose, or have taken, to address the ONR points, together with those raised by your 
own staff and the EDFE NGL independent assessment team. 

We welcomed the fact that the joint debrief meeting provided a comprehensive exchange 
of information on the outcome from the exercise, which made a valuable contribution to the 
identification of potential improvement opportunities in respect of your emergency 
arrangements.  

If you wish to discuss any aspect of this letter, I may be contacted at Bootle on the direct 
dial number given above or alternatively during my site visits. 

I look forward to receiving your response on these matters, and when replying will you 
please mark your letter for my attention. 

Would you please provide a copy of this letter to the Heysham 2 safety representatives, 
and note that I am copying it to , SRD, , NGL EPG and  

Heysham 2 SRD site inspector. 

Yours sincerely 

 

 

HM Principal Inspector – Nuclear Safety 
 

HM Chief Inspector of Nuclear Installations and Executive Head of ONR : Dr M Weightman 
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CC: 
 
External 

 SRD Inspector, Heysham 2 Power Station 
SRD, Barnwood 

EDFE NGL, EP Group Head 
 
Internal 
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APPENDIX 1 

 

Potential Areas for Improvement from Heysham 2 Level 1 Demonstration Exercise 
“Pearl” on 22 February 2012 

 

CCR (Simulation & EIC) 

ONR deemed that overall this was a competent performance by staff in the CCR/EIC, with 
the following opportunities for improvement identified. 

1. Station should ensure that CCR staff are trained appropriately in the use of BA 
equipment, should it be necessary.   

2. Station should ensure that CCR/EIC record sheets are available and completed in 
full, to provide an appropriate record of actions taken. 

3. Station should review and revise as necessary arrangements for contamination 
control at the EIC. 

ECC   

The ECC performance overall was deemed satisfactory by ONR, with the following specific 
areas for improvement noted.  

1. Station should ensure that the information boards contain necessary information, 
and are kept current with back-up records of previous entries retained, particularly 
when staff changeover is necessary.  

2. Station to investigate possible delays to progressing key focus points in the ECC, 
including casualty recovery and damage repair, and seek to respond without delay 
where possible. 

3. Station should ensure that PA announcements are made at appropriate intervals 
throughout the event, including reassurance messages as necessary.  

4. Station to ensure issues affecting the safety of damaged plant have appropriate 
priority, and that identification and authorisation of a repair option is not unduly 
delayed.  

5. Station should ensure that staff entering the ECC during an event are properly 
screened to prevent spread of contamination.  

6. Station should consider options to reduce noise levels in the ECC.  

7. Station should ensure that ECC staff remains silent during PA announcements, 
when directed to do so. 

8. Station should ensure that the location air-sampler is deployed promptly, and 
monitored during ECC operations. 

9. Station should ensure that the ONR position in the ECC is a dedicated facility, with 
an identified telephone number available for ONR use in an emergency.  

Medical Decontamination Centre (MDC)  

ONR considered that facilities within the MDC, and the performance of staff, had 
improved, although the following areas for potential improvement of the MDC were 
recorded. 

HM Chief Inspector of Nuclear Installations and Executive Head of ONR : Dr M Weightman 
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1. Station should ensure that use of print-off sheets from the casualty condition boards 
are completed in full, with a copy sent with the casualty, and a further copy retained 
for station records. 

2. MDC staff should reinforce the requirements for contamination control when 
handing over casualties to emergency services staff.  

3. Station should review the use of triage methods, and ensure station arrangements 
are followed.  

4. Station should ensure that RPE is used in a precautionary way, and consistently, by 
staff in the MDC.  

ACP 

ONR deemed that staff at the ACP gave a strong performance. However, action to ensure 
safety of personnel and plant may have awaited direction from the ECC; Station should 
review this, and take corrective action as necessary. ONR also identified the following 
opportunities for improvement which station should address. 

1. Station should ensure that BA equipment is maintained systematically and checked 
regularly to ensure that it remains suitable for use in an emergency. 

2. Station should consider the need to record actions to complete focus points, on the 
ACP information boards.  

3. Station should ensure that information entered on the record boards is timely, 
accurate, and consistent with other locations.    

4. Station should ensure that key activities including casualty recovery and damage 
repair, are not subject to delay, and that decisions taken on action priority are 
recorded and promulgated to staff as necessary.  

5. Station should ensure that pre-briefing to teams contains all essential information 
for the team activity.  

6. Station should ensure that appropriate contamination control is exercised when 
handling emergency equipment, including cameras. 

7. Station should ensure that doses received by team members are recorded with 
appropriate units.  

8. Station should review the arrangements to admit returning teams to the disrobing 
room, to permit better contamination control. 

9. Station should review the use of area plans used during the systematic search 
process, to ensure the areas covered are recorded to inform preparation for 
subsequent searches.  

10. Station should ensure that PA speakers at the ACP and 4.5m level function 
correctly. 

11. Station should review the arrangements for access to the RCA using the by-pass 
gate, and use made of the information recorded on the entry record sheet, including 
recording taking KIO3 tablets. 

12. Station should ensure that sufficient numbers of BA sets are available for use in an 
emergency. 

HM Chief Inspector of Nuclear Installations and Executive Head of ONR : Dr M Weightman 
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13. Staff in the ACP should provide support as necessary to the ACP controller and his 
assistant, to allow them to concentrate on essential actions.  

Teams 

Overall, the performance of the teams deployed to take action in the interests of safety 
was deemed to be good by ONR, with the following opportunities for improvement to be 
considered by station. 

1. Teams should provide information on progress with actions promptly to the ACP, to 
ensure that the controller is kept aware of developments to inform decision making. 

2. Teams returning to the holding area should ensure they have monitored correctly to 
reduce the likelihood of contamination spread.   

3. Teams should employ a cautious approach to dose control when undertaking 
actions in response to an emergency.  

 

Security/Gatehouse/Muster 

 Overall, these aspects of the demonstration were deemed creditable by ONR, with the 
following opportunities for improvement to be considered by station. 

1. Station should review the role of a single security guard in the SSCR during an 
emergency, including emergency exercises, when he is obliged to perform 
emergency and operational roles and is extremely busy.  

2. Station should ensure that information from both the A and B stations recorded on 
the focus board in the gatehouse is clearly distinguished.  

3. Station should ensure that the A station PA announcements are audible within the 
gatehouse.  

General 

The following general opportunities for improvement were identified by ONR, without 
detracting from the overall adequacy of the demonstration.  

1. Station should ensure that information provided by umpires during an exercise is 
correct and consistent, particularly regarding conditions identified as hazardous 
within the scenario, and contamination levels for intervention staff.  

2. Station should consider making better use of persons held at muster stations during 
response to an emergency. 
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Hinkley Point A – routine inspection  

INSPECTOR(S) 
TAKING PART IN 
INTERVENTION: 

 - Nominated Site Inspector  
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2 

EXECUTIVE SUMMARY 

 

1.1 Purpose of intervention 

This report describes an inspection of Magnox Ltd’s Hinkley Point A 
licensed site, undertaken as part of a series of routine interventions set out 
in the Integrated Intervention Strategy document. 

1.2 Interventions carried out by ONR 

This visit included compliance inspections for Licence Condition (LC) 11 - emergency 
arrangements; 

1.3 Key findings, inspector’s opinions and reasons for judgements made 

For the LC11 inspection we observed the annual demonstration of the site’s 
emergency arrangements. This was based on a challenging and relevant 
scenario, and we considered that the site performed at a good level. 

1.4 Conclusion of intervention 

From the evidence gathered during this intervention, I consider that there 
are no matters that may impact significantly on nuclear safety; the planned 
interventions for Hinkley Point A in the Integrated Intervention Strategy will 
continue. As the decommissioning projects develop, I plan to arrange 
additional interventions by ONR specialist inspectors. 

1.5 Recommendations 

I raised no significant issues during this intervention. I have agreed a 
number of actions with site, recorded in Section 3 of this report, which will 
be followed up as part of routine inspections at Hinkley Point A. 

REPORT 

2.1 Site Licence Condition 11: Emergency Arrangements – IIS Rating 2 

We observed the annual demonstration exercise of the on-site emergency 
arrangements – Exercise Exmoor. The scenario was based around an 
accident in the ponds leading to a loss of atmospheric containment, a 
contaminated casualty, and a trapped person. The exercise objectives 
included the normal requirements but also went considerably further and 
demonstrated the evacuation of the site, and the deployment of relief teams 
for key personnel using the alternative access route. The exercise started in 
the morning (nominally 8:30) but was played as if the incident had 
happened in the afternoon (14:00). The evacuation of the site was 



demonstrated as far as allocating mustered staff to hypothetical buses and 
confirming that all had left site – in reality staff were allowed to return to 
their desks and offices. The relief teams were played for real and brought in 
from the nearby location; the exercise was continued until the handover had 
been completed. Police, fire and ambulance services participated. 

We considered that all aspects of the arrangements were adequately 
demonstrated, and that there was overall a good level of performance. We 
were particular pleased by the initiative of the site to go further than the 
normal type of scenario, and also develop one that is relevant to Hinkley in 
relation to the alternative access route as C-site construction traffic, or the 
presence of protestors, could make this necessary. A team of five of 
Magnox’s assurance inspectors also observed the exercise, and will be 
producing a report; we were content that they had captured all the 
significant learning points. Rating 2. 
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Our Ref: 2012/0277687 
Unique No: HPB71709R 

Station Director 
Hinkley Point B Power Station  
British Energy Generation Ltd 
Near Bridgwater 
Somerset 
TA5 1UD 
 

  
12th July 2012   
 

Dear Sir, 

LEVEL 1 EMERGENCY DEMONSTRATION EXERCISE BARBEL, 18th APRIL 2012 

On 18th April 2012 a team of ONR safety and security inspectors observed emergency 
demonstration exercise “Barbel”.  ONR considered exercise “Barbel” to be a satisfactory 
demonstration of the Hinkley Point B emergency arrangements.  Please convey our thanks to all 
the personnel involved in the planning execution and support for the exercise.   

The station is commended for attempting a difficult scenario with multiple reactor faults 
simultaneously with a station blackout.  The scenario provided a strong challenge to the 
emergency response organisation and uncovered a number of improvement areas (Appendix A) 
which we expect BEGL to consider before the next exercise review meeting.  Key areas for 
consideration on a company/station level are highlighted below. 

 It would improve spontaneity if the level 1 demonstration did not contain significant 
elements of the shift exercises.  

 The scenario threw up a need to consider loss of lighting and power in respect of the 
emergency response across the fleet. 

On the Hinkley Point C Site, advised that Exercise Barbel had provided a 
satisfactory demonstration of HPC’s arrangements for responding to HPB declaring an Off-Site 
Nuclear Emergency.  ONR observations with regard to learning opportunities raised at the 
previous exercise (Pike) had clearly been addressed and demonstrated. further 
advised that the exercise had not identified any issues that challenged compliance with Hinkley 
Point B’s nuclear site licence (See Appendix B).   

Could you please ensure that copies of this letter are sent to Hinkley Point B Safety 
Representatives and (SRD)?  I am copying this letter to  HPC Construction 
Director, and , Emergency Planning Group Barnwood.  

I should be grateful if  would arrange for the contents of this letter to be shared with HPC’s 
Site Safety Representatives. 

 

Yours sincerely, 

 
 
 

HM Principal Inspector (Nuclear Installations) 
 



Distribution 
 

Hinkley Point C Construction Director 
NNB Generation Company 
Wigmore Road 
Near Bridgewater 
Somerset 
TA5 1UD 
 

 
Emergency Planning Group Head 
EDF Energy Ltd 
Barnett Way 
GL4 3RS 
 
Internal 
 

 

 



APPENDIX A 

 

Detailed ONR comments on Emergency Level 1 Exercise BARBEL   

 
General 
  

 The scenario was interesting and challenging and pushed the participants to think 
dynamically.   

 The exercise participants met the challenge well, controlling the hazards appropriately and 
bringing the station to a position where recovery options were being evaluated.  

 It would improve spontaneity if the level 1 demonstration did not contain significant 
elements of the shift exercises.  

 ONR were surprised that the occupancy of the 400Kv sub-station was not monitored by the 
station.  

 The scenario threw up a need to consider loss of lighting and power in respect of the 
emergency response across the fleet. 

 
CCR (Simulator) 
  
Good points: 
  

 The command and control in the CCR was generally good with good focus briefs.  Plant 
actions were appropriate.  General communications, ie, callouts, tannoy messages and 
interactions with ACP, ECC and HPC were good.  Good clear 3-way communications 
practices were followed both within the room and with the ECC and ACP.    

  
Improvement Points 
 

 The declaration could have been given earlier.  It was not necessary to wait until the 
EPGMS had alarmed as a gas relief valves had already lifted, therefore contaminated gas 
must have already been discharged.  

 ONR commented that sufficient focus on monitoring reactor pressure and temperatures 
was not apparent despite a reactor depressurisation having commenced which implied a 
significant threat to post-trip cooling. The Shift Manager appeared to spend a 
disproportionate of time making and repeating tannoy announcements in the early stages 
of the event.  

 The station should consider putting (or simulating) a working muster reader in the 
simulator. 

  
ECC (Emergency Control Centre) 
  
Good points: 
  

 This is a good sized facility.  
 Police were well briefed on arrival and contributed throughout.  
 It was generally quiet and efficient.  
 All personnel seemed to know what they should be doing and got on with it.  
 Briefings were reasonable (but left actions unallocated in many cases). 

  
Improvement Points 
  

 Early focus points did not directly include protecting the public (ie. fixing the leak and 
providing countermeasures advice).  These areas were not reflected in the actions.  
(Fortunately, the CCR was progressing the leak).  

 The emergency controller didn't appear to be driving the operation of the room.  
 Action times changed regularly but some time was taken to complete tasks and they were 

not overtly followed up or challenged.  
 Some tannoy messages were too long and dwelled on history.  



 The emergency controller spent too much time on phone.  
 No refreshments were provided to ECC staff . 
 The information contained on focus and action boards was erased before it was printed, 

catalogued and retained. This destroys evidence which would be needed in any 
subsequent investigation and/or inquiry. 
 

ACP (Access Control Point) 
 
Good Points 
 

 Briefings given to teams were clear. The task was clearly identified; safe routes were given 
and dose limits and rates were set.  

 Good 3 way-comms by ACP radio operator.  
 Good technical discussions concerning relief valve isolation.  
 Good hand-over between returning team 1 and outgoing team 2.  
 The ACP was set up in a controlled and timely manner. Participants hit the ground running 

with respect to making the ACP operational.  
 The ACP controller gave a comprehensive protocol brief. This clearly identified the roles 

and responsibilities within the ACP and established the rules of engagement.  
 The ACP controller maintained regular and clear communications with other command 

centres.  
 There was a clear focus established early on in the ACP which was to close the GRV 

isolating valve “Echo” in order to protect the public.  
 The AP controller showed good anticipation and tried to predict requirements as the event 

developed.  
 Full tenability checks were carried out in the ACP following the loss of electric supplies to 

the site.  
 Following the loss of electrical supplied to the site, contact was made with other command 

centres to re-establish and confirm the focus areas and priorities.  
 Some of the access controller’s briefs were given at the same time as the emergency 

controller’s tannoy messages.  
 Searching for missing personnel was systematic and logged.  
 Good use was made of information from both plant CCTV and returning teams. 

 
Improvement Points 
 

 There was a delay in releasing team 2 due to inability to update dose-rate and dose alarms 
on electronic personal dosimeters (EPDs) as power failure had shutdown the EPD issue 
computer.  Whilst the ACP controlled did eventually send the team out (without reset dose 
alarms) the delay was unnecessary.  

 Battery backup for the EPD computer should be considered.  
 Station should review the availability of emergency lighting and other power supplies 

across the station wrt this scenario.    
 Safe-routes were communicated well, although there could have been more use of maps.  
 The briefings given to teams did not contain a specific, separate ALARP briefing.  
 The access controller should avoid briefing teams whilst the emergency controller is 

making a tannoy announcement.  
 The team was not deployed to rescue  until one hour after his whereabouts was 

known.  This was at a time when the number of teams deployed was very low and 
adequate resource was available.  

 An object representing the castel key needed to operate the relief valves would have 
helped the scenario.  The acquisition and control of the key was an important element of 
the scenario which was not modelled. 

 
TEAMS 
 
Good Points 
 



 Teams generally performed well, making correct decisions and successfully isolating the 
relief valve, guiding the fire brigade and rescuing the casualties.  

 Returning teams showered and were adequately monitored.  
 Good use was made of 3-way radio communications with teams whilst they were deployed. 
 

Improvement Points 
 

 At the scene of the event, teams all had a dose minimisation strategy.  In some cases this 
was more systematic than others.  

 was collected outside the reactor hall opposite the Aux Boiler House.  Once on 
the trolley there was an unexplained delay before he was transferred back to the ACP.  

 In a real event, Team 6 may not have been able to see in the electrical switch-room without 
a torch (which they didn’t have).  

 The casualties were bumped around and no consideration was taken of the broken leg.  
 Contamination control in the medical decontamination centre was slow and not carried out 

in a confident manner.  
 The length of time the casualty spent in the medical decontamination centre was too long.  

The priority must be to process casualties through the decontamination centre as quickly as 
possible and hand them over to the medical professionals as soon as possible. 

 
Mustering 

 
Good Points 
 

 There was no pooling of people in the admin building around the muster points before the 
muster-alarm sounded.  

 The muster was organised, calm and quickly completed.  
 The muster officer ensured that the fire doors kept closed.  
 Early thought given to possible intervention doses under REPPIR was good. 

 
Improvement Points 
 

 The station should consider the use of a fold-down table in the admin building (or other 
suitable means) to reduce the risk of falling over KI tablets and water, which, in the 
exercise, was on the floor.  (This was raised last year).  

 As there is a CO2 and gamma alarm on each floor in the admin building, it would seem 
sensible to hold people close to these?  This was not done following muster.  

 In the ACP people commenced the muster before the muster official arrived. No checks 
were carried out to determine who had or had not mustered.  

 In the early stages of ACP occupation, the distribution of KI tablets was not carried out in a 
systematic manner. No checks were carried out as to who had taken KI tablets or not. 

 



Security Lodge 
 
Good Points 
 

 The response to the Site alarm was very good. A check to make sure Security Lodge doors 
and windows were closed, Lower Road Guard dispatched promptly to close the main gates, 
orderly & controlled muster.  

 The Lower Road Guard acted as the emergency services liaison officer (ESLO) at the Main 
Gate. He set up his monitoring instruments on arrival and was seen to be checking them 
throughout the exercise.  

 The ESLO's briefings to the Fire & Ambulance services were much better than that for the 
Police. Maps were utilised and the taking of KI tablets was simulated.  

 The Security Shift Leader's response to the loss of electrical supplies was very good. 
Additional guards were deployed to monitor fence lines, having been well briefed on the 
danger areas, and the Off-site CNC were recalled to assist.  

 
Improvement points. 
 

 Security Essential Ops staff became involved in the exercise unnecessarily.  Also the 
Essential Ops Security Shift Leader started answering the phone in the Security Lodge 
when the exercise started.  

 The initial briefing to the police by the Emergency Services Liaison Officer (ESLO) lacked 
clarity.  Although there was a site map on the Grab Pack, the ESLO gave directions without 
referring to it. This may have been because the policeman driving knew the site but in that 
case a simple "Do you know where to go and how to get there?" would have sufficed. 

 The police were told to take KI tablets with water "before going onto site". The ESLO should 
have had them simulate this while they were with him to ensure that it happened. 

  
 



APPENDIX B  

 

Detailed ONR comments on Emergency Level 1 Exercise BARBEL 

Hinkley Point C   

 

Safety 
 
Good Points 
 

 No safety concerns were identified during the exercise. 
 ONR observed that there was appropriate consideration of safety, driven from the EC, 

throughout the exercise. 
 

Equipment 
 
Good Points 
 

 The use of equipment in the EC, specifically the CCTV and GPS locators within personal 
radios, was seen to be effective and well managed. 

 The clarity and amplitude of the HPB tannoy system at HPC was good. 
 

Improvement Points 
 

 The lack of a clock, any display of time, in the EC did at times cause some minor confusion. 
 

Muster 
 
Good Points 
 

 The electronic muster was reconciled down to two people identified as missing within 10 
minutes. 

 Two real events (persons not swiping out/signing out on previous shifts) challenged the 
muster but were dealt with quickly and effectively 

 Personnel mustered in orderly manner. 
 The relocation of 30 people from one muster station to another for welfare reasons was 

implemented and controlled very well. 
 The decision by the EC to use site managers to brief the muster points at periods 

throughout the exercise worked well (see related Learning Opportunity). 
 
Improvement Points 
 

 Initially the control and recording of taking of KIO3 tablets at one of the muster points was 
lacking due to the absence of a helper. 

 Overall conduct/behaviour at muster points was good, however water was observed on the 
tables at one muster station, although no-one was seen to drink. This does however re-
enforce the need for the senior persons to be very clear about standards and expectations 
at muster points early in the exercise. 

 It was apparent that the background of senior persons may be such that they would find it 
difficult and uncomfortable when briefing the muster stations of technical information as the 
exercise continues, in particular dealing with any challenges/questions. HPC should give 
some thought as to how best to communicate such information, by using the most effective 
personnel who are present in any event at the muster stations (see related Good Practice). 

 

Security 
 
Good Points 



 
 There was very good and effective support from a well resourced security team, both within 

the EC and at muster stations. 
 Search of buildings was well executed and systematic, with positive confirmation of 

evacuation 
 

Improvement Points 
 

 Following initial declaration of the muster, the security team carries out a sweep of the 
offices and compound. It was observed that this took place in the absence of the searchers 
taking KIO3 tablets and with a decision to undertake this in the absence of a confirmed 
wind direction. 

 

Search Team deployed to search and rescue missing person/casualty 
 
Good Points 
 

 Search teams were made up of security personnel and first aider, with clear instructions 
that ambulance and occupational health were on standby if required. 

 Briefing of Search Teams provided satisfactory task and safety brief supported by marked 
up site plans, safe routes explained, communications etc.  

 Search Team located missing person and dealt with him in an appropriate manner. 
 Search Team maintained good radio communications with EC throughout search and 

rescue and arrival back at the medical centre. 
 Clear use of aide-memoires for briefing and debriefing was observed. 

 
Emergency Co-ordinator Station 
 
Good Points 
 

 The team within the EC worked extremely well together, and there was a clear command 
and control structure in place. 

 The Emergency Co-ordinator gave regular and appropriate briefs to the EC and arranged 
for the same at muster stations. 

 Status board were populated and maintained. 
 The ECS satisfactorily reconciled the electronic and manual musters, despite some real 

event challenges. 
 There was an appropriate level of communications with HPB at all times throughout the 

exercise.  
 Throughout the exercise there was a good balance of short, medium and long term foci. 

The use of the five major focus areas was observed throughout. 
 

Improvement Points 
 

 The ECS would benefit from a clock displaying an accurate record of the time. 
 



 
 
 
 
 
 
 

 
Station Director 
EDF Energy 
Hartlepool Power Station 
Tees Road 
Hartlepool 
Cleveland 
TS25 2BZ 
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HM Principle Inspector 
Nuclear Safety 
 
Tel:  
Fax:

 
Our Ref: 2012/494538 
Unique No: HRA 71238R 
 
18 December 2012 

 
 
Dear
 
 
Hartlepool Power Station 
Emergency Exercise “Gaia” – 28 November 2012  
 
 
Thank you for the arrangements made by the station to put on the demonstration Level 1 
Emergency Exercise “Gaia” on 28 November 2012. I should like to thank all your staff that took 
part in the exercise and Cleveland Fire Brigade, the North East Ambulance Service and Cleveland 
Police for their enthusiasm and commitment to the exercise. I should also like to thank the team 
that developed and executed what was a very good scenario which provided a good challenge to 
all three command centres. 
 
At the debrief held on 28 November 2012 we informed you that the ONR team felt that this was an 
adequate demonstration of your Emergency Arrangements under LC 11. There were a number of 
areas for improvement that the stations own debriefing identified and a number from the ONR 
team. I have attached the areas for improvement identified by the NII team in an annex to this 
letter. I expect the actions to be placed into your CAP process and to review them at our next 
Exercise Review Meeting which should be held well in advance of the next level 1 emergency 
exercise. 
 
At our joint debrief it was noted that the key area for improvement was the command and control 
within the Emergency Control Centre during the middle part of the scenario, in particular the team 
were acting tactically rather than strategically. We would like you to provide us with the corrective 
actions that you consider are needed to rectify this issue along with time scales by the end of 
January 2013.  
 
Finally, I would like to commend you on an open and honest debrief which gives us confidence 
that you are willing to learn and improve and that your internal regulation is working. 
 
 

 

 
HM Chief Inspector of Nuclear Installations and Executive Head of ONR: Dr M Weightman 

 



 

 
HM Chief Inspector of Nuclear Installations and Executive Head of ONR: Dr M Weightman 

 

 
 
 
 
 
 
 
If you have any questions about the areas for improvement please discuss them with me at a 
routine visit. 
 
I am copying this letter to  EPG,  SRD, , SRD Site 
Inspector and  in his role as Safety Representative. 
 
 
 
 
Yours sincerely 
 
 
 
 
 

 
HM Principle Inspector 
Nuclear Safety 
 
 

 
 
 

 



 

 
HM Chief Inspector of Nuclear Installations and Executive Head of ONR: Dr M Weightman 

 

 
 
 
 
 
 
Annex to UN HRA 71238R 
 
The following were areas where ONR felt that useful improvements could be made to your 
detailed arrangements for dealing with a nuclear emergency. 

 
 

Central Control Room 
 
This was a good professional performance by the control room team in response to a scenario 
which gave them plenty to address over the whole period of the scenario. However it was felt 
that the unaffected desk engineer spent too long away from his desk making the notifications. 
The additional resource of the physics support and logger should be considered for this task to 
allow the desk engineer to return to his normal duties. 
 
The Shift Manager should consider delegating more tasks to allow more time to think 
strategically. 
 
Emergency Control Centre 

 
The initial set up of the ECC and taking control of the event went well however the middle period 
did not go so well. There was little follow through from the focus points to the actions on the 
actions board. The priority kept changing without changing the focus and supporting actions. 
Command and control within the ECC team needs to be improved to ensure a strategic 
approach is adopted and the Emergency Controller is not sucked into the detail.  
 
The ECC team need to understand the focus points and take responsibility for setting and 
delivering the correct actions. Some actions were not SMART. There was little evidence of 
contingency planning in case cooling was not established and a radiological release occurred 
(most of the contingency planning was focused on engineering). 
 
Resource Control Centre 
 
The set up of the RCC and the muster went well were an improvement on last year. The facility 
is now to a good standard. There was an issue with the chain of command and protocols in 
calling forward teams to the ACP this also included the control of the fire brigade teams. It might 
help if the communications within the RCC made it clear when a team was being assembled and 
sent forward. 

 
Access Control Point  
 
The ACP was set up promptly and generally well run by the Controller and his team and showed 
acceptable command and control. One team came back under the BA “whistle” indicating that 
the control of the teams’ welfare could be improved. Some team briefings could have been more 
focused.   
 
 
 



 

 
HM Chief Inspector of Nuclear Installations and Executive Head of ONR: Dr M Weightman 

 

Teams 
 
There is a need to ensure familiarity with assembling and using stretchers, including handling 
casualties on the stair well. This was a point made at last years exercise. Teams need to 
recognise that handing over the casualty to the medical centre requires a proper briefing of their 
medical condition and any additional information that might assist with their treatment e.g. CO2, 
contamination and dose levels etc. 
 
Muster 
 
There were issues with the speed of the electronic muster due primarily to the operations team 
not mustering. The expectation that all staff except missing persons must muster needs 
reinforcing. 
 
The reconciliation of the manual muster was not demonstrated during this exercise so I would 
request that this is demonstrated to NIO (and ORN if present on site) during the pre outage 
muster due to be held in January 2013. 
 
Gatehouse/Security 
 
The arrangements for secure entry to site by emergency services need to be addressed to 
ensure a speedy access on to site.  
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Hunterston B Power Station, Planned interventions 

(Nominated site inspector), (2.1 & 2.2) 

(2.4) 

 (2.3) 

 (2.1) 

19 – 22 March 2012 

 

1 EXECUTIVE SUMMARY 

1.1 Purpose of intervention 

This report covers an inspection of EDF Energy Nuclear Generation Ltd.’s 
Hunterston B Power Station licensed site, undertaken as part of a series of 
planned interventions, highlighted in the Integrated Intervention Strategy for 
that site.   

1.2 Interventions carried out by ONR 

 As part of this intervention, the station’s annual demonstration to ONR 
of its emergency arrangements was witnessed by a team of ONR inspectors. 
Exercise ‘Sandpiper’ provided an adequate demonstration of the station’s 
emergency arrangements. 

 

1.3 Key findings, inspector’s opinions and reasons for judgements 
made 

The annual review of safety meeting was held with the station. The station 
has performed well over the previous period in all areas. In order to promote 
excellence with respect to standards, the station has identified some 
improvements which it intends to implement during the next period. No 
actions were identified from this review. 

The annual level 1 demonstration emergency exercise ‘Sandpiper’ was held 
and was witnessed by an assessment team of ONR inspectors. The exercise 
was deemed to be an adequate demonstration of Hunterston B’s emergency 
arrangements made under Licence Condition 11. However, some areas for 
improvement were identified and these were discussed with the station and 
will be communicated formally by letter. 



2 REPORT 
 

2.1 LC11: Emergency arrangements. Annual level 1 demonstration 
exercise ‘Sandpiper’ 

 

On 20 March 2012 Hunterston B carried out the annual demonstration of its 
emergency arrangements required under Licence Condition 11. 

 

The scenario for exercise ‘Sandpiper’ involved: 

 

 An in-hours real time event 
 A maintenance induced defect that results in a breach of the primary circuit 
 A small fire within the RCA near the breach site 
 Use of the new Access Control Point (ACP)2. 
 A seriously injured person. 
 A change in the wind direction in the early stages of the exercise which 

resulted in the Emergency Control Centre (ECC), medical facility and 
muster stations becoming untenable. 

 Injured person in R4 circulator hall, unaffected area. 
 

The scenario was designed to demonstrate effective emergency 
arrangements and as detailed in the Hunterston B Power Station’s 
Emergency Plan to protect the public, personnel on site, environment and 
plant. The aim of the demonstration was to safely demonstrate agreed 
elements of the station’s emergency arrangements by: 
 Presenting a situation which requires assessment of conditions, tenability 

and appropriate measures to be taken to minimise risk to personnel on 
site, and 

 Present a scenario which challenges the whole command chain and 
requires effective prioritisation and management of the event by the 
Emergency Controller. 

 
 

The demonstration shift was E shift and the key participants were as follows: 

 

Emergency Controller    

Assistant Emergency Controller  

Emergency Health Physicist  

Emergency Admin Officer    

Emergency Reactor Physicist   

ECC Comms Coordinator    

ECC Support Officer     
  

ECC Security Officer   



Shift Manager     

CCR Supervisor     

Access Controller     

Assistant Access Controller   

IRT Leader      

SERT Leader     

 

The NII considered the exercise to be an adequate demonstration of Hunterston B’s 
emergency arrangements. Feedback was given to the station by ONR at the exercise 
debrief and this will be formally communicated in writing to the station by the ONR 
site inspector. 

 

      Rating of arrangements  
 3 
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Tel:  

 
  
Our Ref: 2012/486361 
Unique No: HYA 71038 N 
  
  
  

Station Director 
Heysham 1 Power Station 
Heysham 
Morecambe 
Lancashire 
LA3 2XQ 

  
12 December 2012   

 

Dear

 

Subject: Level 1 Exercise ‘KEA’ – 14 November 2012 

Thank you for the arrangements made by the station staff to put on the demonstration Level 1 
emergency exercise ‘KEA’ on 14th November 2012.  I would like to thank everyone involved on 
site, and the emergency services, for their enthusiasm and commitment to the exercise.  I would 
also like to thank you for the open and honest debrief held after the exercise. 

At the end of the debrief we informed you that the ONR team had concluded that the exercise had 
given an adequate demonstration of your arrangements for dealing with an accident or emergency, 
that are made under Licence Condition 11 of your Nuclear Site Licence.  As usual, a number of 
areas for improvement were identified during the debrief process.  I attach the areas for 
improvement identified by ONR inspectors during their observation of the exercise.  If you have 
any questions regarding the ONR comments then please discuss them with me during a routine 
visit or at the next Exercise Review meeting. 

I am copying this letter to EPG, Heysham 1 SRD Site Inspector and the 
Heysham 1 Safety Representatives. 

 

Yours sincerely, 

 

 

 
 

HM Principal Inspector 
Nuclear Safety ONR 
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Areas for Improvement Noted by ONR during Exercise ‘KEA’ 
 
MUSTER 
 
Gatehouse – the manual muster form used was headed “Heysham 2 Muster Form”; this could 
cause confusion if the manual muster was processed on Heysham 1. 
OCC – There are still problems here.  Nobody appeared to be in charge of the large number of 
people that mustered at this location.  Signage is confusing.  Electronic and Manual muster were 
delayed because there was no orderly queue in the tight space. 
 
CCR 
 
The Shift Manager could have made more use of the team in order to give himself more thinking 
time.  There appeared to be a lack of focus in terms of communications concerning the state of 
casualties and how to handle a casualty with no sign of life.  
 
ECC 
 
The controller was inclined to get into detail rather that stand back and think strategically.  There 
was some evidence of delayed reaction to significant information, for example, the need to 
evacuate the welfare block and to upgrade to an off site nuclear emergency.  At one point, both the 
Emergency Controller and the Assistant Emergency Controller were not in the ECC – who was in 
charge?  It was noted once again that the facility is too small and can be too noisy (although it is 
recognised that modifications that commenced immediately following the exercise may improve the 
situation).  The Tannoy may not be in the best position within the room. 
 
ACP 
 
It was not always clear what constraints, including dose levels, were being applied to the teams.  
The ACP did not appear to be keeping adequate control over deployed teams - they were out of 
contact at times.  Returning teams were not told to prioritise casualty transfer to the medical 
centre.  It was not clear that the medical centre team was being made ready to receive casualties 
and ambulance support.  Finally, what happened to the undresser that should have been in the 
ACP return route? 
 
TEAMS 
 
One of the teams that rescued a casualty could have gained a lot of information if they had taken 
the time to listen to what the casualty was trying to tell them.  One team arrived at the pile cap and 
did not appear to have a clear task to complete; they did not appear to communicate information 
with the ACP.  When teams returned to the ACP with casualties they should have prioritised 
processing of the casualty to the medical centre rather that hold routine discussions with the ACP 
controller at the return side window/intercom/white board. 
 
PROTECTION OF EMERGENCY SERVICE PERSONNEL 
 
In order to get access to the medical centre the ambulance crew has to pass through a C2 area 
and therefore they should be wearing a dose-measuring device.  It appeared that the people taking 
part during this exercise were not wearing EPDs. 
The fire service command unit is parked at the back of the workshops where it is not visible to any 
station staff.  It is ‘out of sight and out of mind’ and ONR are concerned about the welfare of people 
in the command unit.  It needs better visibility to the site’s emergency command centres (change 
location or ensure constant communication?). 



 

||||||| || |||||||||||| 
HM Inspector – Nuclear Safety ONR 
 
Tel:  ||||||| |||||||||||| ||||||| ||||||||| 
Email: ||||||||||||||||||||||||||||||||||||||||||||||||| 
  
Our Ref: 2012/353288 
Unique No: SUL 70023 
  
Your Ref:  
Unique No:  

||||| ||| |||||||||||  
Studsvik UK Limited 
Unit 14, Princes Park, 4th Avenue 
Team Valley Trading Estate 
Gateshead 
Tyne and Wear 
NE11 0NF 

  
10 September 2012   
 

||||||||| ||||| |||||||||||, 

ONR OBSERVATIONS OF THE LEVEL ONE EMERGENCY EXERCISE ‘DUST CLOUD’, HELD ON 6 
SEPTEMBER 2012. 

I am writing to confirm the conclusions and observations made following attendance at the emergency 
exercise ‘DUST CLOUD’ on 6 September 2012. 

Overall, the exercise was considered to have helped provide confidence to ONR that Studsvik UK Ltd could 
meet its statutory obligations for dealing with real accidents and emergencies under Licence Condition 11.  
As well as performance on the day, ONR’s judgment is based on Studsvik UK Ltd’s track record in this area, 
and attitude to learning and continuous improvement, all of which are considered to be adequate.  

However, although Studsvik UK Ltd is judged to comply with the requirements of Licence Condition 11, there 
are areas where ONR believes that improvements can be made to bring compliance to a standard that 
compares with best practice.  In summary, improvement is required in the Emergency Control Centre to 
allow the Duty Emergency Controller to think more strategically and consider the worst case scenarios, 
applying dynamic risk assessment when necessary.  Details of ONR’s observations are set out in Annex A.   

I recognise that Studsvik UK Ltd’s views on the success of the demonstration exercise are consistent with 
ONR. I expect no change to the current periodicity for rehearsal of Studsvik UK Ltd’s emergency 
arrangements.    

I am copying this letter to ||||| ||| |||||||||||||||||||||||, for distribution to the safety representatives and to ||||| ||| 
|||||||||||||||| of the Environment Agency. 

 

Yours sincerely, 

 

 
 
 
||||||| || |||||||||||| 
HM Inspector – Nuclear Safety ONR 
 



 

1 Annex A to ONR letter SUL 70023 dated 10 September 2012 

1.1 AT THE SCENE AND MUSTER 

1.2 Good Points: 

 Good First aid response, quick assessment of casualties to ascertain condition prior to evacuation. 

 Prompt and controlled evacuation from the area, and good support given to remove the walking 
wounded casualty. 

 Operator closed roller shutter door quickly to achieve building containment. 

 First aider following initial evacuation returned wearing a respirator to treat the unconscious casualty, 
fitted a respirator to the casualty and placed them into the recovery position. Then proceeded to move 
the casualty from the danger zone. 

 Good communication between Fire and Rescue team and First Aider to support casualty recovery.  

 Muster completed prompting, slightly chaotic but worked 

1.3 Learning Points: 

 First Aider was moving the MEWP to remove casualty from danger as Fire and Rescue team entered 
the area. There appeared to be initial confusion on what was happening but this was quickly resolved. 
Might be worth considering how you can communicate to the first aider in the building to notify him on 
estimated times for recovery. 

 

1.4 ACCESS CONTROL POINT 

1.5 Good Points: 

 Set up quickly and good use of barriers to cordon off the affected area and to control access. 

 Communication between ECC, ACP and Fire and Rescue teams effective. 

 Access and egress to the plant was controlled, tally sheets used to record entries (Names – Times – 
Dose) 

 Health physics monitoring observed and adequate barrier procedures used. 

1.6 Learning Points: 

 Status board at ACP was a list of actions and key events, conditions such as contamination levels etc 
were recorded but the current status of the site / plant was not easy to ascertain from the boards. It 
would be worth considering whether there is any benefit in structuring the boards to allow a section for 
record site incident / plant conditions. 

 

1.7 EMERGENCY CONTROL CENTRE 

1.8 Good Points: 

 ECC set up quickly, good administrative support, in particular with regards to prompts to the DEC. 

 Transfer of information to status boards was effective and timely and the boards were kept up to date.  

 Good communications between ACP, Fire & Rescue, Gateshead, Gatehouse and ONR. 

1.9 Learning Points: 

 The process for driving the emergency response by generating strategic aims, focus points and then 
actions would have been better if these elements of the command and control process had been better 
linked together. It was not clear that actions were derived from this process or were just driven by events 
as they occurred. The impression gained was that the emergency response was being driven more by 
events and ACP actions than by a considered view of what had to be done to bring matters back to a 
stable condition. It is accepted that this was partly an exercise artificiality driven by the compressed 
timescale but it is suggested that it is important to stick to these command and control principles, 
especially as a real event may take much longer to control and have to take into account more 
complicated factors.    



 

 Duty Emergency Controller was overloaded and distracted by the detail. The limited number of phones 
in the ECC may have compounded this issue.  

 No evidence of dynamic risk assessment, e.g. went ahead with recovery of the casualty without 
considering the potential impact of entry and breaching containment. 

 Status boards could be improved so that they provided better prompts to the DEC on key points to be 
addressed throughout any emergency. It is suggested that these could be reviewed and improved, 
examples of typical categories being; Plant / People/ Environment/ Security/ Public / Media-Comms. It is 
suggested that security should be a standard ECC prompt in any event response and also that the 
prompting process within the ECC should include consideration of the ‘worst case’. 
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|||| ||| |||||||||||| 
HM Principal Inspector – Nuclear Safety ONR 
 
Tel:  ||||||| |||||||||||| ||||||| ||||||||| 
Email: |||||||||||||||||||||||||||||||||||||||||||||||||||||||| 
  
Our Ref: 2012/410364 
Unique No: IMC 70014 
  
Your Ref: - 
Unique No: - 

||||| ||| |||||||||||||||||| 
Reactor Centre 
Imperial College London 
Silwood Park Campus 
Buckhurst Road 
Ascot 
Berkshire 
SL5 7TE 

  
22 October 2012   
 

Dear ||||| ||||||||||||||||||, 

ONR OBSERVATIONS OF THE LEVEL ONE EMERGENCY EXERCISE ‘NOVA’ HELD ON 26 
SEPTEMBER 2012. 

This letter sets out the conclusions and observations made following ONR’s attendance at the emergency 
demonstration exercise ‘NOVA’ on 25 September 2012. 

Overall, the exercise was effective in providing an important element of ONR’s judgement that it is confident 
that ICRC Ascot can meet its statutory obligations under Licence Condition 11 for dealing with real accidents 
and emergencies at the site.  As well as performance on the day, ONR’s judgment is based on ICRC’s track 
record in this area and attitude to learning and continuous improvement, all of which are considered to be 
adequate.  

Recognising that improvements were identified following last years Level 1 emergency exercise 
demonstration, it is reassuring that improvements in casualty handling and in ECC command and control 
were observed.  It was also noted that adequate communications and interfaces between emergency 
services and the licensee were apparent.  

Although ICRC Ascot is judged to comply with the requirements of Licence Condition 11, there are areas 
where ONR believes that improvements are necessary in order to bring compliance to a standard that 
compares with good practice, and to provide increased resilience in the event of a more onerous emergency 
situation.  Details of ONR’s observations are set out in Annex A.  I look forward to receiving your proposals 
and a prioritised and resourced programme by 30 November 2012, for addressing the identified learning 
points/improvements in proportionate and appropriate manner. 

I expect ICRC Ascot to continue to undertake Level 1 demonstration exercises on an annual basis for the 
time being.   

Finally, I would be grateful if you will convey my thanks to your staff for the arrangements made on behalf of 
ONR. 

Yours sincerely, 

 
 
 
|||| ||| |||||||||||| 
HM Principal Inspector – Nuclear Safety ONR 
 



 

1 Annex A to ONR letter IMC 70014 dated 22 OCTOBER 2012 

 

Anticipation - Good Practice 

 ECC was closed up and activated quickly and calmly; good early evacuation and muster of 
personnel. 

 Persons involved at the scene responded quickly and made a good assessment of the situation and 
casualty.   

 First aid and casualty reassurance was promptly provided; initial contamination and dose monitoring 
of the casualty and areas around the incident point was carried out and followed up by some repeat 
monitoring. 

Anticipation – Learning Points/Improvements 

 It is not clear if any consideration was given to the potential worse case.  In a real situation ‘worse 
case scenario’ is something that would need careful and possibly repeated consideration.   

 Need for additional support for contamination monitoring/control was not anticipated.  Given the size 
of the site, resources are likely to be a limiting factor in response management.  It is suggested that 
ICRC considers if protocols need to be established for assistance in potentially key areas, e.g. with 
AWE, GEHC Amersham.   

 Security implications were raised but it was not clear whether these were in relation to security of the 
site, or in relation to whether a malicious act had occurred.  ECC response should include a prompt 
to consider whether malicious action may be involved. 

 More caution needs to be taken regarding the potential for contamination spread around (and off the 
site).   

 Consideration needs to be given to maximising use of all sources of data and indications to allow 
responders to gain better situational awareness and anticipate likely developments.  For example, at 
the incident point repeated cues were given that EPD’s were alarming, yet no request for readings 
were made by the FC.  If this data was utilised, it would have indicated that external dose to the 
casualty was increasing, which may have better focussed strategic direction and priorities. 

 It is important regular re-assessment of the incident takes place.  Shortly after commencement of the 
exercise, another unexpected casualty occurred, however, this did not appear to be recognised at 
the ECC. 

 There did not appear to be any anticipation by ECC or FC of the method for casualty removal; this 
was left to the fire and rescue service on their arrival. 

 There was no realistic planning for decontaminating fire and rescue service personnel. 

 
Communication, Command and Control - Good Practice 

 The use of the Emergency Services Liaison function appeared to work well. 

 Communications between individuals in the ECC were effective; time out discipline and control were 
good. 

 Site Tannoy announcements were clear and re-assuring. 

 Efforts were made to use the information boards as well as possible, with good transfer of 
information from focus points to actions (but see learning points). 

Command, Control and Communication – Learning Points/Improvements 
 

 Layout of the information boards could be changed in a way that would help improve the likelihood 
that the emergency response is driven in the right way.  For example, there are fairly standard 
categories for status boards that help prompt the ECC controller's strategic thinking.  The ECC had 
some categories but other areas appeared to be absent.  Display of relevant information ensures all 
in the ECC are aligned to the overall strategic intent for incident response, can prompt themselves 
on their own contribution and query things that may have been forgotten.  The licensee was informed 
that it would be worth benchmarking with other sites and ONR would also be willing to assist with 
this.   



 

 FCP command, control and communication appeared ineffective.  This is judged to be the result of a 
combination of issues such as overall strategic direction, location and staffing of the FCP, lack of 
FCP mobility and use of boards.  

 No time-outs were observed at the FCP.   

Delegation – Good Practice 

 A good hierarchy of control within the ECC was demonstrated. 
 Control was delegated to the emergency services at the forward control/incident points, recognising 

their expertise in handing and rescuing casualties. 

Delegation – Learning Points/Improvements 

 Although the response team is small, it is suggested that there is scope for giving the ECC Controller 
more thinking 'space' by having a stronger ECC/Deputy ECC demarcation. 

 
Concurrent Activity - Good Practice 

 External emergency response teams worked effectively together, using their own initiative and 
addressing emergent issues as they arose.   

Concurrent Activity - Learning Points/Improvements 
 During casualty rescue by the emergency services it was inevitable that emergency response 

personnel would pick up contamination.  Contamination spread was not identified for the significant 
difficulty it could have been.  Contamination control at this point deteriorated and appeared to be 
overlooked by the FCP and ECC.  It would not have been unreasonable for the ECC to order a 
'freeze' while control was brought to bear on the situation.  Safe/clean routes for access and egress 
to the incident point/FCP and decontamination areas should be established and demarcated and 
areas repeatedly monitored.  FC, F&R team, casualties and others continued with free access to and 
from the scene.   

 Consideration should be given to using shielded blankets to reduce dose to casualties and rescuers. 

Flexibility 

 The resilience of the licensee’s emergency arrangements and own organisation to flex and manage 
an extended or more complex emergency scenario is likely to be challenged based on the 
observations from this exercise.  Adoption of the learning points/improvements should however 
address this matter.  
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