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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES (1C)
/0/2/ /_On November 5, 1982, with Unit 1 in Mode 5, it was discovered that the Fuel 0il /
/0/3/ /_Pump House Heat Detectors (both rooms 1 and 2) had not been functionally tested /
/0/4/ |/ within the past 6 months, a requirement of T.S. 4.3.3.7.1. Wnhile testing the /
/

/0/5/ /| heat d:tectors, the High Pressure C02 System automatic actuated valves failed

/0/6/ /_to operate. Since a fire watch was immediately posted and fire protection in the/

/0/7/ /_in the area has not been needed the public health and safety were not affected. /

/0/8/ | These events are reportable pursuant to T.S. 6.9.1.9.b and c. /
SYSTEM CAUSE CAUSE COMP. VALVE
CODE CODE SUBCODE COMPONENT CODE SUBCODE SUBCODE
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X/ (18)  /z/ (19) /zZ/ (20) [z/ (21) /0/0/0/0/ (22) /Y/ (23) [N/ (24) /A/ (25) /c/1/2/5/
(25) - T

CAUSE DESCRIPTION AND CORRECTIVE ACTIONS (27)

/1/0/ /_The reason the heat detectors were not functionally tested was personnel error. /

/1/1/ /_The pneumatic actuation devices failed because they were mechanically bound. The/
/1/2/ /_scheduling error was corrected on the periodic test schedule and the C02 actuat- /
/1/3/ /_ion release devices were disassemi.led, cleaned, reassembled and satisfactorily /

[1/4/ | _retested. gk, . e /
FACILITY METHOD OF
STATUS ZPOYER OTHER STATUS (30) DISCOVERY DISCOVERY DESCRIPTION (32)
/[1/5/ /Gl (28)  /0/0/0/ (29) / NA / /B/ (31) / Surveillance Testing /

ACTIVITY CONTENT

RELEASED OF RELEASE  AMOUNT OF ACTIVITY (35) LOCATION OF RELEASE (36)
[1/6/ 1zl (33)  [z/ (34) | HA /1 NA /
PERSONNEL EXPOS!'RES
NUMBER TIvE DESCRIPTION (39)
/1/7/ [0/0/0/ (37) jz/ (38) / NA /
PERSONNEL INJURIES
NUMBER DESCRIPTION (41)
/[1/8/ [0/0/0/ (403 / NA /
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TYPE DESCRIPTION W ggﬁ‘azgggcoa‘oggéggée
19/ /2] (42) [ NA S PDR /

PUBLICITY

ISSUED DESCRIPTION (45) NRC USE ONLY

/2/0/ [N/ (44) / NA INENRENESNNNNN
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Description of Event

On November 5, 1982, with Unit 1 in Mode 5 and Unit 2 at 100%
power, it was discovered that heat detectors for both rooms of the Yard
Fuel 0il Pump House had not been functionally tested since July 1981.
T.S. 4.3.3.7.1 requires such testing every six months.

While attempting the periodic test associated with the testing of
the above mentioned heat detectors the High Pressure CO2 System failed
to automatically actuate.

Probable Consequences of Occurrence

Since the previous Periodic Test was completed on the affected Fire
Protection System no chal.enges to the system have been made. Had there
been a fire in either room of the Fuel 0il Pump House the CO, could
have been manually actuated with backup CO release meéﬁanism.
Therefore, the public health and safety were not g%fected.

Cause of Event

The reason for the missed surveillance was porsonnel error.
Previously, the surveillance had been scheduled every six months because
it contained voth six and eighteen month surveillance requirements.
However, after completing a review of all required surveillances this
time interval was changed to 18 months on the test schedule (change made
between July 1981 and January 1982). This action occurred because the
reason for completing the periodic test on a six month basis had
initially been overlooked. This oversight was corrected before the test
was revised but the test schedule, which had been updated with the new
time interval, was not corrected.

The pneumatic actuators associated with dumping the High Pressure
CO, into the Fuel O0il Pump louse were mechanically bound. The
Technical Representative attributed this condition to the length of time
the automatic actuators were not utilized.

Immediate Corrective Action

Upon discovering the missed surveillance tesi, the test was
immediately scheduled and performed. After the initial test failed
(because of the failed CO, automatic release actuators) a fire watch
was immediately posted and a Technical Representative rontacted to
repair the system. The representative disassembled, cleaned and reas-
sembled the High Pressure CO, Actuators for both sets of bottles for
both rooms of the Fuel 0il Pump House.
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Scheduled Corrective A:.:ion

No corrective action is scheduled.

Actions Tak«n to Prevent Recurrence

The Per’odic Test surveillance schedule has been changed to reflect
the proper time frame for performing the Periodic Test associated with
this event.

Gerieric Tmplicaticns

There are no generic implications from this event.



