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315 342-3840

. WMI Radford J. Converse
“ 'v Resident Manage!

February 3, 1992
JAFP~92-0106

United States Nuclear Regulatory Commission
Document Control Desk

Mail Station P1-137

Washington, D.C. 20555

SUBJECT: DOCKET NO. 50-333
LICENSEE EVENT REPORT: 92-001-00 - Missed Fire Watches
Due to Inadequate Training/
Supervision

Dear Sir:

This report is submitted in accordance with 10 CFR 50.73(a)(2) (i) (B).

Questions concerning this report may be addressed to
Mr. W. Verne Childs at (315) 349-6071.

Very truly yours,

-~ J
v

4 g/i”{//{’L,/
DFORD J. CONVERSE

RIC:WVC:lar
Enclosure
cc: USNRC, Region I

USNRC Resident Inspector
INPO Records Center 44_
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While the plant was shutdown and in a ceold condition for maintenance
and refueling, three separate fire watches were not completed as

required by Technical Specification 3.12.F on January 3, and 11, 199%2.

Fire watches were missed for a maximum of 1 hour and were
reestablished within the following hour. The events were caused by
inadeguate training and supervision of temporary personnel.
Corrective actions include the hiring of supervisors to provide
24-hour-a-day supervision. No previous LERs which involve inadequate
training and supervision resulting in a failure to meet Technical
Specification fire watch requirements have been submitted by this
facility.
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At approximately 1800 hours the assigned fire watch
approached the access door to the reactor water
recirculation motor generator room on the 00 foot elevation
with the intention for performing the fire watch duties in
that area and then entering the reactor building via the
airlock on t'e 300 foot elevation to continue the patrol for
the four additional assigned areas within the reactor
building.

As the fire watch approached the reactor water recirculation
system motor generator room access door, he encountered an
operator stationed at that point. The operator informed the
fire watch that reactor bullding access was limited to the
272 foot elevation access airlock. At approximately the
same time a public address system announcement concerning
access to the reactor building was repeated. Based on
interviews (with the fire watch and operator that was
stationed at the access door to the reactor water
recirculation system motor generator room) after the event,
it is apparent that the fire watch misunderstood the public
address announcements and statements made by the operator to
mean that access to the reactor building was denied.

Reactor building leak rate testing was termisated at 1830
for an upcoming shift change by operators conducting the
test., Fire watch personnel also changed shift at
approximate y 1900, At approximately *he same time the
Shift Supervisor became aware that the hourly roving fire
watch of the areas within the reactor water recirculation
system motor generator room and reactor building had not
been completed for the time period between 1800 and 1900.
The Shift Supervisor provided instructions to the fire watch
individual that had just come on duty to perform the patrol
of the areas that had been missed during the previous hour,
These instructions included a discussion which made it clear
that completion of the hourly patrol was also required for
all of the assigned areas during the reactor building leak
rate testing., Testing of the reactor building leak rate was
resumed at approximately 2035 hours and completed without
further problems with completing the required fire watch
activities.

On January 3, 1992 a continuous fire watch stationed .(a the
condensate system demineralizer [S8F) room left his assigned
post prior to proper rel -

The condensate demineralizer room ie an area in which loose
surface contamination (loose radicactive material) is
present on the floor surfaces to an extent that the wearing
of protective clothing is required. The area at which
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acoess to the room is controlled (the "step-off pad" area)
to prevent the spread of the loose surface contamination is
outside the demineralizer room in the turbine building [V4)
near the entrance to the room., When an individual is at the
step-off pad, the area which the fire watch is required to
observe cannot be viewed due to the presence of radiation
shield walls and other equipment and structural components.

At approximately 224% on January 3, 1992 the continuous fire
watch left the condensate demineralizer room and went to the
step~off pad area to change from protective clothing to
"street" clothing in order to leave the area and vieit the
rest room. The fire watch's relief was in the process of
dressing in protective clothing at the same time. However,
no fire watch was present in the condensate demineralizer
room for a period of five minutes or less when a continuous
fire catch was required by Technical Specification 3.12.F.

3, On January 10, 1992 an hourly roving fire watch patrol was
not conducted between 2300 and 2400 in twelve (12)
interconnected or adjacent areas in the electric bay cable
tunnels, electric bays, emergency diesel generator (EDG)
switchgear rooms, EDG rooms, and diesel engine driven fire
pump rooms. These areas contain portions of non-safety~-
related and safety-related Class IE medium and low voltage
switchgear, load centers, motor control centers and cables
[EA, EB, EC, ED), as well as all four EDGe [EK]) and two fire
pumps [(KP).

The roving fire watch personnel for the above areas normally
change shifts at 0700, 1500, and 2300 hours. At 2300 hours
the fire watch for the areas discussed above had completed
the shift, left the post, and left the plant site. Earlier
in the shift the fire watch had reviewed the work schedule
and determined that he was not scheduled to work overtinme
(from 2300 on January 10, 1992 to 0300 on January 11, 1992).
The fire watch did not determine that a relief was present
prior to leaving the plant site,

fhortly after 0000 hours on January 11, 1992 other fire
watch personnel noted that no one had logged completion of a
patrol of the areas discussed for the one~hour time period
between 2300 and 2400 on January 10, 1992. Another
individual wvas immediately assigned to perform the required
fire watch patrol and subseguent patrols were completed as
required,
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Cause

«n each case, the cause was a failure of plant management and
supervisory personnel to provide adequate training and supervision of
the fire watch personnel.

Most of the fire watch personnel are temporary employees hired
specifically to perform fire watch duties. Most of the individuals
have limited experience or knowledge of the day-to-day activities
involved with operating and maintaining a power plant. 1In addition,
most of the fire watch personnel have never previously worked in
situations where the concepts of "watchstanding", obtaining proper
relief prior to leaving a watch post, or conducting watch turnover
(shift relief) could be expected to be well understood. While all of
the fire watch personnel received training for the specific fire watch
duties to which they are assigned, in addition to radiation protection
and general employee training, no training in watch relief or
watchstanding in general was provided.

In addition to the training deficiencies, supervigion of the fire
watches was inadeguate. Only general supervision was provided by the
Shift Supervisor, Assistant Shift Supervisor, the Fire Protection
Supervisor, and/or a Contract Services Supervisor. No specific
direction was given to this group of supervisors to provide assurance
that some consistent, minimum level of supervision existed. Most of
the supervisors assumed the supervision of the fire watches in
addition to numercus other responsibilities.

Analysis

Tt « events require reporting under 10 CFR 50.73(a)(2)(i)(B) as
operations prohibited by the plant Technical Specifications.
Specifically, the fire watch requirements of 3.12.F were not met for
the short time periods noted.

None of the three (2) failures resulted in significant safety concerns
by themselves due to the short time intervals, the existence of
operable automatic fire detection and suppression equipment, and/or a
low combustible locading in the area of concern.

The potentinl for other more serious lapses in providing the required
fire watches as a result of the inadequate training and supervision
was potentially the most significant aspect of these events. The
corrective actions noted below have corrected this deficiency.
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1. In each case the required fire watches were reestablished (for
the continuous fire watch) or performed during the next one<hour
period (for the hour.y roving fire watch).

2. The individual continuous fire watch tours are limited to a
maximum of €0 minutes to reduce the probability that a fire watch
will require unscheduled relief for personal reasons. Conmpleted
on January 17, 1992,

3. Fire watches were counseled concerning the duties of fire watches
and the requirements for assuring that proper relief takes place.
Completed on January 17, 1992,

4. Fire watch supervisors were hired and received appropriate
training to provide 24-hour-a-day direct supervision. The
supervisors also provide a specific individual to which fire
watch personnel may bring questions, concerns, or schedule
difficulties for prompt resolution. Completed on
January 31, 1992.

Additional Information

Failed Components: None

Similar Events: Nr previous LERe which involve inadeguate training
and supervision resuviting in a failure to meet Technical Specification
fire wat~h requirements have been ‘wubmitted by this facility,
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