
























































































































AGENDA

PORTSMOUTH AUGMENTED INSPECTION TEAM (AIT)

EXIT MEETING

February 5, 1999

• OPENING REMARKS

PAT HILAND, CHIEF, FUEL CYCLE BRANCH,

DIVISION OF NUCLEAR MATERIALS SAFETY, REGION III

• INSPECTION TEAM RESULTS

KENNETH O’BRIEN, AIT TEAM LEADER

FUEL CYCLE BRANCH, REGION III

• USEC COMMENTS

• CLOSING REMARKS

CINDY PEDERSON, DIRECTOR

DIVISION OF NUCLEAR MATERIALS SAFETY

JIM CALDWELL, DEPUTY REGIONAL ADMINISTRATOR, REGION III



EVENT SUMMARY

• NO OFFSITE CONSEQUENCES OR IMPACTS TO THE GENERAL
PUBLIC

• NO SIGNIFICANT PERSONNEL INJURIES

• FIRE WAS AN ANALYZED EVENT

• HOT METAL - URANIUM HEXAFLUORIDE FIRE

• FIRE IMPACT CONFINED TO IMMEDIATE AREA

• UNAFFECTED PORTIONS OF THE PLANT CONTINUED TO
OPERATE

SUMMARY OF FINDINGS

• EMERGENCY RESPONSE TO THE FIRE WAS ADEQUATE

• FIRE RESULTED IN MINIMAL IMMEDIATE SAFETY
CONSEQUENCES

• PROBLEMS WERE IDENTIFIED RELATED TO:

• OPERATIONS, FIRE, AND MANAGEMENT TRAINING

• PRE-FIRE PLANNING, AND EMERGENCY PACKETS

• OPERATIONS, FIRE, AND EMERGENCY PLAN PROCEDURES

• IMPLEMENTATION OF SOME COMPENSATORY AND CORRECTIVE
MEASURES

• INITIAL ROOT CAUSE EFFORTS APPEARED COMPREHENSIVE



AUGMENTED INSPECTION TEAM CHARTER

• CHRONOLOGY OF EVENTS

• ACTIONS DURING AND FOLLOWING EVENT

• ANALYSIS OF INITIAL COMPENSATORY ACTIONS AND ROOT
CAUSE EVALUATION ACTIVITIES

• HEALTH AND SAFETY PRECAUTIONS AND CONSEQUENCES

• CONSEQUENCES OF THE FIRE TO EQUIPMENT

• POTENTIAL FOR SIMILAR OR PRECURSOR EVENTS

• TECHNICAL SAFETY REQUIREMENT 1.6.4

• EVALUATION OF FIRE SUPPRESSION SYSTEM

• EVENT NOTIFICATION PROCESS

CHRONOLOGY OF EVENTS

6:05 a.m. Process equipment automatically shuts down

6:09 a.m. Fire department receives sprinkler system flow alarm from
building X326

6:21 a.m. Operations staff isolated equipment

6:31 a.m. Active firefighting activities begin

7:30 a.m. Flames extinguished, holes in equipment identified

7:50 a.m. Cool down of equipment reinitiated

8:17 a.m. Fire declared out
2:41 p.m. “All-Clear” declared on the emergency response; recovery



manager appointed

December 10, 1998

5:00 p.m. A continuous fire watch initiated for equipment

December 12, 1998

3:00 a.m. Holes in process equipment closed

ACTIONS DURING AND FOLLOWING EVENT

• Operation personnel’s response was not guided by specifc response
procedures

• Personnel evacuation hindered by a lack of respiratory protection
equipment

• Emergency response activities effective in confining the fire and limiting
safety consequiences

• Problems identified with pre-fire plans, emergency packets, and some
staff training

• Management’s initial response was inconsistent with the Emergency
Plan and was hampered by communication problems

ANALYSIS OF INITIAL COMPENSATORY ACTIONS AND 
ROOT CAUSE EVALUATION ACTIVITIES

• Process and nearby equipment promptly shut down 

• An initial fire protection compensatory measure non-conservative

• Some nuclear criticality safety controls not reestablished for an
extended period of time

• Immediate compensatory training was provided on abnormal conditions



and the Emergency Plan

• Ongoing root cause evaluation activities were properly focused and
included an appropriate level of technical expertise

HEALTH AND SAFETY PRECAUTIONS AND CONSEQUENCES

• No impact to the public as a result of the event

• Only minor injuries to onsite personnel

• Emergency response personnel were appropriately attired for potential
radiological and chemical hazards

• Inadequate pre-staging of respiratory protection equipment

• Problems were noted with the content of some pre-fire plan and
emergency packets

CONSEQUENCES OF THE FIRE TO SAFETY-RELATED 
AND OTHER PLANT EQUIPMENT

• Safety-related plant process equipment, associated with Cell 25-7-2,
sustained significant damage

• Seventy-six safety-related fire protection sprinkler heads affected by the
fire and replaced

• Minor external heat damage to a safety-related criticality accident alarm
system

• Significant damage sustained by the nonsafety-related insulated
housing surrounding Cell 25-7-2



POTENTIAL FOR SIMILAR OR PRECURSOR EVENTS

• Probability for similar events highest for the centrifugal compressors

• Consequence of a similar event increases with size of the equipment

• A single maximum risk is assumed in the Safety Analysis Report

• Similar events have occurred previously at Paducah and Portsmouth

• Some current operational, maintenance, and failure analysis practices
may not identify precursors to an impending event or indications of a
near miss

TECHNICAL SAFETY REQUIREMENT 1.6.4

• An evaluation of the need to enter Technical Safety Requirement 1.6.4,
“Conditions Outside the Technical Safety Requirements,” performed

• Current Technical Safety Requirements facility manning limits allowed
an area control room to be evacuated during an emergency

• A pro-active post event review of other Technical Safety Requirements
was conducted

EVALUATION OF FIRE SUPPRESSION SYSTEM

• The current sprinkler system design basis is adequate

• The fire protection sprinkler system responded as designed

• The fire department attached and extinguished the fire in an appropriate
manner

• Some fire department equipment, procedure, and training problems
were identified

EVENT NOTIFICATION PROCESS



• Emergency Plan and implementing procedures inconsistent

• Actual event not properly classified as an “Alert”

• Two non-emergency issues were properly reported to the NRC

• One non-emergency issue was incorrectly reported to the NRC on two
occasions

SUMMARY OF FINDINGS

• EMERGENCY RESPONSE TO THE FIRE WAS ADEQUATE

• FIRE RESULTED IN MINIMAL IMMEDIATE SAFETY
CONSEQUENCES

• PROBLEMS WERE IDENTIFIED RELATED TO:

• OPERATIONS, FIRE, AND MANAGEMENT TRAINING

• PRE-FIRE PLANNING, AND EMERGENCY PACKETS

• OPERATIONS, FIRE, AND EMERGENCY PLAN PROCEDURES

• IMPLEMENTATION OF SOME COMPENSATORY AND CORRECTIVE
MEASURES

• INITIAL ROOT CAUSE EFFORTS APPEARED COMPREHENSIVE

• NO OFFSITE CONSEQUENCIES OR IMPACTS TO THE GENERAL
PUBLIC

• NO SIGNIFICANT PERSONNEL INJURIES




