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April 4, 1991

U.S. Nuclear Regulatory Commission
ATTN: Document Control Desk
Washington, D.C., 2053535

Cent lemen:
TENNESSEE VALLEY AUTHORITY - SEQUOYAH NUCLEAR PLANT UNIT 1 -~ DOCKET

NO, 30-327 = FACILITY OPERATING LICENSE DPR-77 ~ LICENSEE EVENT REPORT
(LER) 50-327/91005

The enclosed LER provides detail= concerning the discovery that portions
of the carbon dioxide fire protection system had been inoperable without

romplying with the corresponding technical specification action
provisions. This event is being reported in accordance with

10 CFR 50.73(a)(2)(i)(B) as an operation prohibited by technical
specifications.

Very truly yours,
TENNESSEE VALLEY AUTHORITY

Ms m_

f;LJ . Bynum

Enclosure
cet See page 2
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LICENSEE EVENT REPORT (LER)
FACILITY NAME (1) T |DOCKE! NUMBER (2) | _PAGE (31
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TITLE (4) Diesel qenerator room fire yretecl‘on systen inoperable because of an incorrectly terminated wire

~abich was the resyll of ioapsropriate pecsencel actions.
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ABSTRACT (Limit to 1400 spaces, 1.e.. approximataly fifteen single~space typewritten lines) (1n)

On Mrreh 5, 1991, at approximacely 1315 Eastern standard time (EST), with Units | and 2
in Mode i, while performing a regularly schedvie! fire protection surveillance
instruction, it was discovered that the ir .rface wiring between panel 0-L-619 and the
1B~B diesel generator (D/G) room carbon dicxkide (COp) system had been incorrectly
terminated. This was the result of inappropriate personnel actions. At this time, the
COg and tire protection systems were inoperative (because of the on-going performance
of surveillance *esting) and compensatory measures were in place, Supervision and
engineering were notified at this time. Their review concurred that a wiring
discrepancy existed. The shift operations supervisor (S508) was notified at
approximately 1400 EST, The D/G building fire protection and suppression was placed
back in-service, except the LB-B D/C room CO system where {ire watches remained
in-place until the problem was corrected. Work orders were also initiated to inspect
the other diesel bullding and plant fire protection panels for similar situations, The
problem on fire protection panel 0-L-619 was corrected aid the system was declared
operable at 1100 EST on March &, L991.
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LICENSEE EVENT REPORT [LER)

TEXT CONTINUATION

FACILITY NAME (1) [DOCKET NUMBER (2) | LER NUMBER (61 | | PAGE (3)
| | | |SEQUENTIAL | [REVISION| | | | |
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TEXT (if more space s required, use additional NRC Form 366A's) (17)
QESCRIPTION OF EVENT (Continued)

same time, the system engineer went back to his desk to initiate a Problem Evaluation
Report (PER). The fire watchas were notified to stay in place until the panel wiring

, ¢ould be corrected and declared cperable., At this point, the D/C fire protection was
put back in service except, for the 1B~B D/G room C0s. The decision was made %o

delay return of the 1B-B COs system to service until the next day to ensure that all
appropriate evaluations were performed. The fire watches remained on duty until the
next morning when the panel wiring was corrected and the system declared operable. The
panel was declared operable at 1100 EST on March 6, 1991,

CAUSE OF EVENT

The cavie of this event is attributed to inuppropriate personnel actions, The main
contributing factor to this event is considered to be failure of the second party
verification to identify the incorrectly terminated wire., In this case, one wire was
ve-terminaced one terminal down on the terminal block and this action was
inappropriately verified by a second employee. Although it cannot be conclusively
determined when this error was made, the last documented case of anyone working in this
section of panel O-L~619, based on a review of equipment history, was on April 13, 1960
during the performance of SI-234,3. It is&, therefore, concluded that the lB~B D/G

COs system was inoperable from April 13, 1990, to March 6, 1991,

Because of the elapsed time between the incorrect wire termination and {ts discovery,
the factors leading to the event cannot be determined exactly, Discussions with
personnel involved in the April 1990 performance of S$I1-234.3, and a review of §I1-234.3,
indicate that it was not clearly understood, nor clearly defined as ta what the second
signoff in the procedure actually reflected. Similarl!y, the overall requiremenis for
verification as discussed in Administrative I[nstruction =37, "Independent Verification"
were considered to be unclear and not well understood.

E The location and configuration of the panels was also evaluated to {dentify possible

| contributing factors. Lighting in the area of the panels was not a factor. Though the

| orientation of the panels makes the wire terminations somewhat difficult, it is
reagonably expected that these tasks should be correctly performed under the given
conditions.

L NRC 7arm 366(6-89)
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ANALYSIS OF EVENT (Continued)

Routing ingpections are made in the D/G building as part of the 05LA-~99 outside
assistant unit operator (AUQ) routine. These inspections, performed on & shiftly
basis, provide routine checks of cleanliness of the 1B~B D/G room, minimizing the
potential for fires in the room,

In summary, though the COg system for the LB«~B D/G room had been technicall®
inoperable since April 13, 1990, adequate fire detection and suppression equipment
remained available and functional. Consequently, this event did not adversely impact
the health and safety of the polic or plant personnel,

CORRECTIVE ACTION

When the incorrect wire termination was discovered, technical specification
compensatory measures were already in place because of the fire protection testing
(81-234.3) that was in progress. These compensatory measures remained in place until
the problem was corrected and the system was declared .perable.

Work orders were initiated on March 5, 1991, to correct the incorrect wiring. The wire
was rolled to *he correct poaition and the panel was tested on March 6, 1981, The
other end of this wiring (that goes to the (0; panel) was also checked on

March o, 1991 to eusure no other problems existed, Panel 0-L-619 was returned to
service at 1100 EST on March 6.

Jecause this event is attributed to inappropriate personnel actions, the event has been
reviewed with the personnel i-volved in the April 1990 5I1-234.3 performance. This
review emphasized the intent and importance ot self-verificatisn and verification
signatures. The event ig also being reviewed with other Electrical Maintenance
personnel during regularly sch~duled electrical shop meetings. Additionally, a Site
Dispatch will be prepared an. “istributed to Sequoyah personnel emphasizing the intent
and importance of self-verification and verification signatures.

To ensure clear guldance is provided concerning verifications, AlI-37 will be reviewed
for clarity, consistency, and scope. Procedure revigions will be scheduled and made as
necessary following this review,

A work order was written to check the interface wiring of the remaining fire protection
panels at the diesel building. This ddentified cne additional wiring discrepancy
relative to the corresponding wiring diagrams. This discrepancy did not affect system
performance, as the ''correct' and 'incorrect” terminals are electrically connected by a
jumper. This discrepancy was concluded to have existed since construction because the
wire is not lifted as part of periodic testing, and "torque paint' was still present on
the terminal screws.

Additionally, another work order was written to check the interface wiring of the
remaining plant fire protection panels. This work i{s currently scheduled to be
completed May 3, 1991, The result of this wiring check will indicate if the panel
0-L-619 error is an isolated event, or an indication of a broader problem.

NRC Form 366(6-89)
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TEXT CONTINUATION
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ADDITIONAL INFORMATION

Three Licensee Event Reports (327/84023, 327/8B4041, and 228/B8026, Revision 1) were
idertified that described events involving incorrectly terminated wiring., The causes
of and corrective actions for these events involved incorrectly or inadequately labeled
wires, As descrived previously, proper identification of the wiring, both physically
and in the procedures, was not a factor.

COMMITMENTS

1. A Site Dispatch will be prepared and distributed to Sequoyah personnel emphasizing
the intent and importance of self-verification and verification signatures. This
will be completed by May 3, 1891,

2. AI-37 will be reviewed for clarity, consistency, and scope. This rev'ew will be
completed by May 3, 1991.

3. An inspection to check the wiring of the remaining fire protection panels will be
performed. This inspection will be completed by May 3, 1991.
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