m Northem States Power Compary
' 414 Nigoliet Mall

Minneapolis, Minnesota 55 011827
Telophone (612) 330667

December 5, 1990 10 CFR Part 50
Section 50,73

U § Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, DC 20555

PRAIRIE ISLAND NUCLEAR GENERATING PLANT
Docket Nos. 50-282 License Nos. DPR-42
50-306 DPR- 60

Failure to Establish a Continuous Fire Watch Whe Removing a
The Licensee Event Report for this occurrence is attached

Please contact us if you require additional information selated to this event,
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Inehit,

Thomas M Parker
Manager
Nuclear Support Services

¢: Regional Administrator - Region 111, NRC
NRR Project Manager, NRC
Senior Resident Inspector, NRC
MPCA
Attn: Dr J W Ferman
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On November 6, 1990, a routine sprinkler system test was in progress. This
test checks operation of deluge valves, so fire suppression water must be
lsolated to prevent the wetting of equipment. Since the procedure requires
the sprinkler system in the emergency diesel generator rooms to be isolated,
test personnel asked the Shift Supervisor to establish a continuous fire watch
in the rooms. The Shitt Supervisor reviewed Technical Specifications and at
0914 ordered the isolation of the zone and established an hourly fire watch
and backup fire suppression equipment. When the personnel performing the test
entered the zone at 1020 and found no continuous fire watch present, they
called the Shift Supervisor and asked why no continuous fire watch had been
established. The Shift Supervisor made a further review of Technical
Specifications, realized his error, and at 1025 established a continuous fire
watch,

Cause of the event was inadequate procedure. The surveillance procedure does
not specifically require establishment of a continuous fire watch with backup
fire suppression equipment. The Shift Supervisor reviewed Technical
Speciflcation 3.14.C.2 and nisread the fire watch requirement; instead of
establishing a continuous fire watch within one hour, he established an hourly
fire watch,
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ENENT DESCRIPTION

On Novembeir 6, 1990, both units were at 100% power. Surveillance procedure
§P1196, Fire Protection Safety-Related Sprinkler System Test, was in progress,
This test, which is performed every 18 months, checks operation of deluge
valves, so fire suppression water must be isolated to prevent the wetting of
equipment. Siuce the procedure would require the zprinkler system in the
emergency diesel generator rooms to be isolated, personnel performing the test
asked the Shift Supervisor to establish a continuous fire watch in the rooms,
The Shift Supervisor reviewed Technical Specification 3.14.C.2, and at 0914
ordered the isolation of the zone and started an hourly fire watch., Backup
fire suppression equipment had also been made available to compensate for
isolation of the sprinkler system., When the personnel performing the test
~atered the zone at 1020 and found no continuous fire watch present, they
called the Shift Supervisor and asked why no continuous fire watch had been
established., The Shift Supervisor made a further review of Technical
Specification 2.14.C.2, realized his error, and at 1025 established a
continuous fire watch,

CAUSE OF THE_EVENT

The cause of the event was an inadequate procedure. The surveillance
procedure references Technical Specification 3.14, Fire Detec“ion and
Protection Systems, but does not specifically require establishment of a
continuous fire watch with backup fire suppression equipment, The procedure
contains only a note that warns that a continuous fire watch is required if
the sprinkler system is out of service for more than an hour. The Shift
Supervisor reviewed Technical Specification 3.14.C.2 and misread the fire
wateh requirement; instead of establishing a continuous fire watch within one
hour, he established an hourly fire watch,

ANALYSIS OF THE EVENT

Technical Specification 3.14.C.2 requires a continuous fire watch with backup
fire suppression equipment to be established within one hour whenever the
spray and sprinkler system is inoperable. Backup fire suppression equipment
had been established, but a continuous fire watch was not established within
one hour. An hourly fire watch had been established, This event is
reportable under 10CFR50.73(a)(2)(1)(B).
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During the event the fire detection system was operable. Also, sevcral people
working in and near the affected zone were performing fire watch functions,
These included painters in the diesel generator rooms, who were performing a
fire watch funstion in connection with their work under a Hot Work Permit, and
the operator performing the hourly fire watch established by the Shift
Supervisor for this test. In the event of a fire, the Control Room would have
veen alerted immediately and nearby personnel could have responded with the
backup fire suppression equipment. This event had no effect on public health
and safety.

CORRECTIVE ACTION

As noted in the event description, & continuous fire watch was established
upon discovery,

The surveillance procedure will be revised to require a continuous fire watch
and backup fire suppression equipment to be established in the affected area
when the water supply 1s to be isolated. A sign-off verifying that these
requirements have been met will be required prior to isolation of the water
supply.

The Shift Supervisor involved was counseled by management on application of
the Technical Specifications.

Operations personnel will review the event during routine training.

FALLED COMPONENT 1DENTIFICATION

None,

LREYIOUS SIMILAR EVENTS

There have been no previous similar events reported at Prairie Island.
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