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STIMMARY
Scope:

This was a special team inspection in the area of plant fire protection
operability, fire protection program implementation, adequacy of fire protection
system testing, and veview of root causes for past fire protection system
problems. The inspection focused on the recent history of LERs and other reports
that concerned the fire protection program implementation and material condition
of the existing system.

Results:

The Ticensee has demonstrated increased management awareness in the area of fire
protection since May 1991. The inspection concluded with one apparent viclation
for a programmatic breakdown in the fire protection program that occurred for an
indeterminate time before May 1991. This programmatic breakdown resulted in
multiple violations of the fire protection license condition.
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High Pressure Fire Suppression Water System

The HPFP system provided the raw water for the water spray systems,
preaction sprinkler systems, fire hose ricks, and fire hose connections,
There were several recent licensee documents that chronicled concerns or
inadequacies with HPFP system. The inspectors reviewed the corrective
actions for these items. The inspectors also reviewed the currant HPFP
system configuration.

a.

Evaluation

URI 327, 328/91-08-02, Adequacy of the Backup Fire Suppression
System. NRC Inspection Report 327, 328/91-08 detailed an event
discovered on May 6, 1991. The licenses learned the HPFP system was
inoperable based on a review of completed SI 0-SI-SFT7-026-002.0,
Auxiliary Building Fire Protection System Hydraulic Performance
Verification. The April 2, 1991, SI performance did not meet the
test acceptance criteria. Violation 327, 328/91-08-03 cited the SI
performance by an unqualified test director. This is further
discussed in paragraph 5. Attempting to return the HPFP system to
operable status, the licensee performed the SI twice within the 24
hour period allowed by TS 3.7.11.1. The TS required backup HPFP
system establishment within 24 hours if the normal HPFP system could
not perform its funciion. Partial performance of the second test
yielded unsatisfactory results, despite correct test performance and
pressure adjustment within the HPFP system Timitations. The
licensee did not meet the TS Action Statement time requirements and
erroneously concluded they had established an operable backup HPFP
system although the HPFP system had not been adequately tested.

The inspectors discussed the requirements for an operable backup
HPFP system with licensee management. The inspectors were initially
informed managemert believed the TSs did not require the backup HPFP
system to be the equivalent of the normal HPFP system. The licensee
did not perform any hydraulic calculations to provide «.surance that
the degraded HPFP system would deliver the design flow and pressure.
The licensee initially concluded the original HPFP system was not
significantly dearaded. This was based on the partial results of
the second HPFP system test. The licensee could not determine an
ana’ytical value for the HPFP system’s capability. The inspectors
determined the licensee’s initial decision to use the degraded HPFP
system was not consistent with the TS requirement for establishment
of a backup HPFP system. The licensee did not appropriately add
external water supplies or take other actions to ensure the backup
4PFP system was the equivalent of the normal HPFP system.
Additionally, the licensee’s conclusions of the backup HPFP system’s
adequacy were inappropriately based on partial results of an
unsuccessful SI.

The inspectors reviewed the license2’s subsequent analysi: of the
degraded HPFP system condition. The Tlicensee indicated the
available flow rate and pressure did not meet the established
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4.7.12 had not been completed. The licensee discovered technical
inadequacies in SI1-232.1E, Mechanical Penetration Fire Barrier
Visual Inspection, during their invesiigations of previously
identified FB discrepancies. These included inadequate acceptance
criteria. The root cause of the event was an inadequate SI.
Penetration inaccessibility also contributed to the problem. NRC
Inspection Report 327, 328/92-02 concluded the licensee’s corrective
actions were adequate.

LER 327/91-013, Inoperable Penetration Seals That Were Not Inspected
or Identified as a Result of a Deficient Procedure. On June 13,
1991, the licensee identified a nonfunctional penetration seal
during a walkdown associated with corrective actions to ensure the
wall provided a proper fire barrier. The nonfunctional seal was
located in the wall containing Door (22, separating the Unit 1
auxiliary instrument room from the corridor, above the corridor drop
ceiling. The subject penetration was s2aled on one side of the wall
with ¢ypsum board over the sleeve and around the conduit. This
condition was not a qualified fire barrier penetration seal design.
Upon discovery the licensee, in accordance with their procedures,
initiatec a fire barrier breach permit and took the appropriate
compensatory measures required by the plant TS. The licensee
determined the cause of this event was attributed to inadequate
acceptance guidance provided in SI-233.1E, Fire Barrier/Mechanical
and Conduit Penetration Visual Inspection. The SI stated that seals
found unacceptable could remain functional provided that no air
movement or 1ight through the penetration was detected. This LER
was closed by NRC Inspection Report 327, 328/92-02.

LER 327/91-016, Operaticns With Unqualified Penetration Seals Caused
by Thermal Movements. The event involved unqualified penetration
sleeve seals due to thermal movement. Piping for four Unit 1 and
five Unit 2 penetrations exceed>d the axial movement criteria. On
July 11, 1991, the Ticensee discovered three penetrations on both
units exceeded the limit for radial movements. By March 28, 1992,
the licensee had installed new seals for Residual Heat Removal
piping. The licensee projects that all plant seals will be
evaluated by December 1, 1994. There was no schedule for tne repair
of any deficiencies detected during the evaluation of the remainder
of the seals. Licensee management said the repairs would be
completed before December 1994. The inspectors concludea that based
on the scope of the work this schedule was reasconable.

LER 307/61-012, Inadvertent Breach of the Main Contrcl Room and
Cable Spreading Room Fire Barrier and Pressurization Boundary During
the Unit 2 Cycle 4 Refueling Outage Because of Inappropriate
Personnel Actions. The event involved licensee identification of
the breach during a periodic surveillance inspection. After
identification of the breach, the licensee took proper actions to
correct the problem. An incident investigation determined the
breach - curred during an electrical modification during the Unit 1
Cycle 4 refueling outage. The licensee concluded the breach
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occurred because of inappropriate personnel actions. The
technicians drilled into the incorrect cabinet during modification
installation and did not properly rep ir/seal the inappropriate
cabinet hole. This event was an example of lack of knowledge of
fire protection and breach requirements at the technician level.
The inspectors monitored licensee corrective actions and determined
they were adequate to prevent recurrence.

LER 327/91-018, Operation With Fire Barriers That Did Not Comply
With Underwriter’s Laboratories Configurations Resulting From
Deterioration of Material, Inappropriate Personnel Actions, or
Initial Installation Inadequacies. This event identified nine
nonfunctional FBs, including seven walls and two doors. The
duration and cause of these conditions could not conclusively be
determined, but three conditions appear to have resulted from
inappropriate personnel action. For example, the Jlicensee
discovered an ice making machine drain line routed through a three
inch hole in a FB using a cloth rag as « seal. The remaining
nonfunctional FBs resulted from deterioration of the material or
initial  1installation not conforming to compartmentation
requirements. The licensee repaired all eight nonfunctional FBs.
The licensee inspected and repaired the remaining masonry walls.
The inspection identified many masonry walls that required cosmetic
repair and six that were breaches. General Employee Training
improved plant personnel awareness of compartmentation requirements
and the importance of reporting damage to the SOUS.

(Special Report 92-03) On February 27, 1992, the licensee identified
fire barrier penetration 4A-2TR2] was nonfunctional for a perioc
greater than seven days. The licensee upon discovery tock the
appropriate compensatory actions as required by the TS and the fire
barrier breach was repaired on the same day of discovery.

The inspectors, on May 6, 1992, during a plant walkdown noted a
minor discrepancy with a boot type penetration seal installad in the
fire barrier wall located in the Auxiliary Building on elevation
714’ , along column line A8 beiween column lines Q and R. This
discrepancy consisted of an improperly installed banding strap which
attaches the fire resistive boot assembly to the pipe penetrating
the fire barrier. The licensee note” the problem and has initiated
Work Request C0134051 to correct the problem. The corrective
actions to restore the seal to an "as-design" configuration were
completed on May 8, 1992.

The licensee’s penetration seal re-evaluation program will follow
the guidance identified in NRC Information Notice (IN) 88-04. The
iicensee’s fire barrier penetration seal re-evaluation program will
b2 conducted in two phases. The first phase will establish the
walkdown procedure and the data necessary to document the "as-built"
conditions of the penetration seals. During this phase the licensee
will develop a procedure for conducting engineering evaluations to
determine fire resistive equivalency of unique "as-built" fire
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face of the wall located under the access platform were missing.
The licensee also identified that portions of the gypsum wall board
were missing behind the kick plate on the platform. This design
configuration is considered to be indeterminate with respect to the
fire resistive rating of the wall assembly. The licensee upon
identifying the noted design discrepancies initiated the appropriate
compensatory measures and established a roving FW for this plant
irea.

(Special Report 90-11) On May 31, 1990, as a result of the
licensee’s fire protection program improvement efforts, additional
discrepancies associated with fire walls were identified. The
licensee identified the wall panels above fire doors C53 and (23
were not acceptable fire resistive configurations. The licensee
also identified the fire barrier wall on elevation 714’ of the
Auxiliary Building, at column line A8 between columns Q and R, is
restrained and does not allow for thermal expansion. In addition,
the licensee has identified the fire barrier walls surrounding fire
doors C57 and (63 are constructed of wood fiber and gypsum sand
mixture. The fire resistance of this wall configuration is
indeterminate. The licensee, upon identifying these conditions,
took the appropriate corrective actions and modifications to correct
these fire barrier deficiencies.

The above Special reports are considered examples where the Ticensee
failed to establish and maintain a functional fire barrier and are
violations of the Unit 2 license DPR-79, condition 2.C.(13).a.

Fire Doors

(Special Report 91-02) On March 8, 1991, the licensee ideniified
Auxiliary Building fire door A44 as inoperable. The grout above the
door frame was observed to be cracked and loose. The licensee
initiated a work request to repair the door. In addition, the
appropriate compensatory measures in accordance with the TSs were
initiated. Scheduling problems associated with the work request and
the implementation of the request resulted in the door being
inoperable for greater that than the LCO seven day period.

(Special Report 92-01) On February 6, 1992, the licensee determined
that fire door A-111, an oversized fire door connecting the
radioactive waste packaging area on elevation 706’ of the Auxiliary
Building to the railroad bay was nonfunctional and could not pe~ “orm
its design function as a fire door. The door was determined , be
inoperable as a result of physical damage resulting from the carts
which transport radioactive waste to the packaging area. The
licensee upon discovery took the appropriate compensatory measures
and established a roving FW for this area. Currently, this door
remains inoperable due to the unavailability of a new fire door.
The door has been ordered and is expected to be delivered and
installed by October 1, 1992.
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The above Special Reports are considered examples where the licensee
failed to establish and maintain a functional fire barriers and are
violations of the Unit 2 license DPR-79, condition 2.C.(13).a.

Backup HPFP system

On May 4, 1992. a portion of the underground HPFP system main piping
was repaired. A pressure fit joint in a section of underground HPFP
piping feeding fire hydrants 0-26-883 and 0-26-884 failed. The post
indicator isolation valve which isolates the line feeding the
affected hydrants had to be replaced because of residi ~ leakage.
To replace this valve and make the necessary joint re.iirs, the
licensee had to isolate a 14-inch feed to the underground HPFP
system main/raw water loop around the power block and the feed to
the condensate circulation water, cooling tower makeup, and HPFP
system pump intake structure. The 1inspectors reviewed the
licensee’s actions to establish compensatory fire suppression
measures for the intake structure and the backup measures to
supplement the HPFP system with an on-site fire engine. The actions
taken to establish HPFP water to the intake structure’s standpipe
and hose stations consisted of routing three supply lines from fire
hydrant 0-26-2052 to the intake structure’s internal standpipe
system. In addition, the licensee routed a preconnected manual fire
attack line from this hydrant to the entrance of the intake
structure. The inspectors reviewed this alternate fire water supply
configuration to the intake structure and found it adequate with
respect to supplying water for manual fire fighting purposes.

Since the underground HPFP system was in a degraded mode, the
licensee established a backup HPFP supply using the site fire
engine. The inspectors after reviewing this pumping configuratien
had concerns about the suction 1ift associated with this pump
drafting operation. On May 6, 1992, the licensee demonstrated the
fire engine could develop sufficient 1ift and pump at a capacity in
excess of 1,000 gpm at 135 psi. The inspectors reviewed this
compensatory alternative fire water supply configuration and based
on the level of system degradation, found this configuration
adequate with regard to providing improved pressure and flow to fire
protection systems supplied by the underground system.

Raceway Fire Barriers

The inspectors reviewed the adequacy of the raceway fire barriers
installed at the Sequoyah facility. The raceway fire barriers used,
were a l1-hour Thermo-Lag 330-1 system. The licensee’s raceway fire
barrier systems are installed on conduit and junction boxes. There
are no cable tray assemblies at the Seguoyah facility protected by
fire barrier enclosures. The inspectors, during their walkdown of
these barriers, noted the high quality of craft workmanship
associa.ed with the various barrier instaliation configurations.
The inspectors did note that some of the Thermo-Lag material was
leaching as a result of water damage. The root cause of this damage






12

The adequacy of the Thermo-lLag 330-1 raceway fire barrier systems
installed at Sequuyah is considered to be indeterminate. The
inspectors could not verify the design basis for these systeins and
could not link them to qualified fire tested configuraticns. In
addition, the ampacity derating factors used for cabling enclosed by
Thermo-Lag 330-1 may be in question. Currently, these is:-ues are
being evaluated by NUMARC and the NRC and the implementation of the
resolution of these issues by the licensee will be reviewed during
a subsequent NRC inspection.

Fire Dampers

The inspectors, on May 6, 1992, during a walkdown of selected plant
areas, noted that fire damper 1-XFD-31C-904 located in shutdown
board room 1Bl was not operable. The inspectors observed that one
of the coil springs required to close the damper was broken. AL the
time of discovery, the licensee’'s staff notified the control room
and verified that the area was covered by a FW. The licensee
promptly noted the problem and initiated Work Request C052219. The
corrective actions to restore the fire damper to an "as-design"
configuration were taken on May 8, 1992.

Fire Retardant Cable Coatings

In a letter to the NRC dated January 24, 1977, the licensee
committed to coat all cables in the control building cable spreading
room, auxiliary contrel room, and reactor building annulus with a
fire retardant coating. In addition, the licensee committed to
provide fire retardant cable coatings at all divisional
interactions. By letter dated September 1, 1978, the NRC requested
additional information concerning these commitments. The licensee,
in response to the NRC concerns, committed in a March 15, 1979,
letter to coat all exposed surfaces of cables installed in areas
outside of primary containmeat with a flame retardant coating. The
licensee has applied the coating; however, they do not periodically
inspect or maintain the fire retardant cable coating:. The
inspectors during their plant walkdowns noted several cases where
this mater‘al was damaged or missing on previously coated cables.

Missing or damaged fire retardant coating is considered another
example where the licensee failed to establish and maintain the
fire protection program in accordance with the Unit 2 license DPR-
79, condition 2.C.(13).a.

Conclusion

Operating License DPR-79, Section 2.C.(13)a, for Unit 2, requires
that TVA shall maintain in effect all provisions of the approved
FPPs and the NRC staff’s Fire Protection Review in the Sequoyah
Safety Evaluation Report and Supplements. The approved FPPs
delineated in Sequoyah Fire Protection Safety Evaluation Report,
dated February 1980 required passive fire prutection through fire
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cell design. The licensee used fire resistive assemblies, such as
fire doors, fire dampers, and building construction to confine fire
hazards witnin a fire cell.

The fire resistive assemblies; such as, fire doors, fire dampers,

and building construction vsed to confine fire hazards within a fire

cell; were incapable of performing their intended functions. These

examples are combined with the examples in HPFP System (paragraph

2), FW (paragraph 4), Training (paragraph 5), and TCs (Paragraph 6).

gollectively these examples are identified as Violation 328/92-14-
3

4, Fire Watches

Evaluation

LER 327/91-014, Fire Watch Patrols Were Not Performed Because of
Radiological Conditions and a Failure of Administrative Controls.
This event involved the licensee’s failure to have FWs in the
Auxiliary Building and Additional Equipment Building as required by
TS LCO 3.7.12. The licensee did not perform FW rounds due to an
airborne radiological condition and a failure of administrative FW
requirement controls. Licensee corrective actions included
returning area fire detectors to service and strengthening of
administrative controls to improve accountability and ownership of
FWs. The inspectors reviewed the licensee’s corrective actions
including revision tn seiected parts of SSP 12.15, Fire Protection
Plan, revision 0. The inspectors considered the licensee corrective
action adequate.

URI 327, 328/90-32-01, FW Program Deficiencies Including Log
Discrepancies and Stationary FWs Less than Fully Alert. This URI
addressed two concerns with the FW program. The first example
involved an on-duty FW that was less than fully attentive. The
second example involved an hourly FW making at least one log entry
for the previous hour and at least one entry for the next hour. The
inspectors reviewed SSP 12.15, Appendix J, Control of Compensatory
and Hot Work Fire Watihes and Section Instruction Letter FDSIL-010,
Fire Watches, revision 7. The inspectors determined that adequate
instruction existed to preclude recurrent events.

LER 327/91-015, Fire Watch Patrol Was Not Performed Because of
Inadequate Shift Turnover. Inadequate shift turnover resulted in a
missed FW. Recent FW turnover process changes had not been
adequately explained to all appropriate FPU personnel. To prevent
recurrence the licensee reviewed the turnover process with all FWs
and modified PI O-PI-FPU-000-299.0, Operations Fire Protect<on
Foreman Shift Relief and Status Check Sheets. This procedure
modification included a FW tracking sheet that was part of the
turnover process. Additionally, the procedure provided the
requirements for the FW relief or turnover of the FPU Foreman
position. It followed the LER commitment and provided guidance for



14

the turnover of other FPU personnel. The inspectors concurred with
the licensee’s corrective actions. The licensee cGocumented a
similar occurrence in LER 327/91-014. The inspectors concluded the
licensee had not yet had sufficient time for the corrective action
to be implemented and prevent LER 327/91-015 from occurring.
However, s:bsequent corrective actions have been effective.

IIS 91-053 dated May 30, 1991, documented that FWs were not
established while panel 605 zones 112 and 113 were out of service.
This was due to miscommuriication between two different organizations
that supervised FWs. The corrective actions taken for LER 327/91-
014 should resolve these problems.

Observations

During a plant tour, the inspectors noted several FW discrepancies
which were cContrary to FPU managements expectations for the FW
pregram. The inspectors observed a FW enter an area designated on
the route sheet, sign the log, and exit the area without inspecting
the area. The inspectors also observed that FWs were not carrying
their route books. The route books cor*a.ned the normal route,
special inspection areas, and an update. TC loa_ sheet. The
inspectors reviewed the area Ing and noted the FW hau not occurred
within required time. This was observed on logs in other areas.
The inspectors reviewed the log sheets for an upcoming FW and
discovered that the route sheets had already been annotated as
complete. These route sheets are not the official record to
indicate accomplishment of the FW. The official records, located in
each room, were being signed appropriately. Rather, the route
sheets are an aid to the FW to assure the proper route is taken and
were not being used as intended. The discrepancies were also
contrary to FPU managements expectations for the FW program. The
inspectors discussed these concerns with Ticensee management. The
licensee was investigating these problems and stated they would
develop a corrective action plan when the investigation was
complete. The inspector pointed out that the FW program was
compensatory action for both the TS and a license condition. The
FPU management stated they would ensure that the persons performing
the FWs understood their importance.

Conclusion

Operating License DPR-79, Section 2.C.(13)a, for Umit 2, requires
that TVA shall maintain in effect all provisions of the approved
fire protection plan and the NRC staff’s Fire Protection Review in
the Sequoyah Safety Evaluation Report and Supplements. The approved
FPPs delineated in Sequoyah Fire Protection Safety Evaluation
Report, dated February 1980. established the administrative controls
for FWs.

The FWs and the FW program did not provide adequate compensatory
measures for TS or license condition requiring Fire Watches. These



15

examples are combined with the examples in HPFP System (paragraph
2), Fire Barriers (Paragraph 3), Training (paragraph 5), and
Transient Combustibles (Paragraph 6). Cellectively these examples
are identified as Violation 328/92-14-01.

5. Training

a.

Fire Brigade

The inspectors reviewed the fire brigade eligibility requirements
and the administrative methods used to track eligibility. The
required training hours for fire brigade members exceed the minimum
requirements for the positions for a one year period. The FPU fire
brigade qualification tracking program was adequate. The system was
well executed and provided sufficient lead time to schedule fire
brigade training.

Fire Watch Training

The inspectors included review of Fire Protection Training Procedure
FPT-213, revision 3. The procedure detailed the curriculum for FW
training. The revised procedure was comprehensive and provided a
good blend of general fire protection/prevention information and
site specific fire protection information. The inspectors and FW
supervisors discussed techniques used to provide management’s
expectations of FWs and their role in fulfilling compensatory
measures. The inspectors noted the licensee had increased efforts
to monitor the per’ormance of the FWs in the field. The additional
interaction between FPU supervision and FWs has improved the FW
program. Review of FW round sheets, revealed they identified FB
breaches, alarmed panels, and TC loads. The inspectors also
reviewed FDSIL 010, revision 7, which contained other guidance for
the FWs. Althougn not a formal part of the FW training program, it
provided detailed information in a context beneficial to those not
familiar with the responsibilities of a fire watch. The inspectors
concluded that improved FW training should provide a good threshold
for identifying potential fire hazards.

Test Director Training

Previous problems were identified with unqualified test directors
performing fire protection system testing. Due to these problems,
the inspectors reviewed the training and qualifications of fire
protection system test directors. The Fire Protection Unit now
provides qualification card for each potential test director. To
become qualified on a specific test, the individual must assure
their immediate supervision of their acceptable knowiedge of the
test. In addition, the requirements must be met as detailed in SSP-
8.1, Conduct of Testing. The qualifications of the individuals on
specific test basis was an improvement,
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Evaluation

LER 228/91-002, Failure to Comply with TS Action Statement and
Establish the Appropriate Compensatory Measures. This event
involved the cperation of Unit 2 in a condition prohibited by TS
3.3.3.8. The TS required the establishment of a FW within an hour
upon entering the LCO. The licensee removed fire protection panel
0-L-630 from service to support maintenance activities on

February 11, 1991. When the panel was removed, the licensee entered
TS 3.3.3.8 LCO Action Statement but did nol establish a FW because
they e Jected a short duration project. Operations later stopped
the work due to an unexpected start of all four HPFP pumps. The
licensee then exited the TS LCO Action Statement. The licensee
later determined they exited the LCO prematurely. This was due to
communications problems between operations and maintenance
personnel. The licensee later determinad the work in progress did
not start the fire pump. Following several alarm trouble
investigatiuns and other probiems with incorrect operability
determinations the appropriate PMT was successfully completed. The
licensee then declared the panel operable. The FW was not
established for about six hours. The licensee identified multiple
causes for the event that included inadequate procedures, poor
communications, inadequate training, and failure to follow
procedures. The Tlicensee also identified weaknesses in the
administrative controls for removing HPFP equipment from service.
The inspectors determined the corrective actions were adequate. The
licensee improved PHYSI-13, Fire, by more clearly defining the
process and responsibilities of the Fire Operations Supervisor,
This also included the establishment of the SOS as the individual
responsible for authorization cof fire protection related work
documents. Before this revision, the procedure specified the Fire
Operations Supervisor would/could authorize the removal of TS fire
protection equipment from service. Notification of the SOS did not
assure SOS cognizance and control over the fire protection system.

In addition, the inspectors evaluated fire protection operator aids.
This review showed that twenty-eight panel aids were inadequate,
inappropriate, or confusing. The licensee either corrected or
removed the aids. Improvements in this area included the issuance
of training procedure PPT201.004, TSs and Technical Training on Fire
Protection Equipment. The FPU, modification group, and the
electrical maintenance group were provided training on the TSs
associated with HPFP., Additional training was provided on the
requirements for declaring equipment operable, and PHYSI-13,
Appendix C. The inspectors considered the corrective actions for
the LER complete.

LER 327/91-024, Inoperable Fire Detector Circuit Supervision Due to
Inadequate Understanding and Review. The event involved the
discovery of a fire detection alarm that masked all subsequent
trouble alarms on the detection panel. The detector supervisory
circuitry was functionally inoperable, because of a continuously
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energized alarm circuit. The possibility existed that a trouble
condition could occur between S's that would result in an
unidentified inoperable detecter. Immediate corrective actions
included disablement of the alarm conditions. Additionally, the
operators received training to evaluate inoperable suspect alarm
conditions more conservatively. The Jlicensee’s root cause
evaluation concluded th ovent resulted from a lack of fire
detection system features knowledge and an finsensitivity for
operation with existing alarm conditions. Long term corrective
actions included detection system operating instruction revisions to
provide guidance for operation with masking alarms. The licensee
also revised the system logic diagrams and developed integrated
detection system operational training. Lizensee actions included
efforts to reduce the number of continuously energized fire
protection annunciators. The inspectors con~luded the corrective
actions were adequate to address the root cause of the issue.

VIO 327,328/91-08-03, Failure to Follow Procedure With Two Exampies,
Inadequate TS Survrillance Cycle Time Review and Failure of
Supervisor to Assure 1est Director Qualifications When Perforaing TS
Required Surveillances. The first example was Inadequate TS
Surveillance Cycle time review. This resulted from the responsible
FPU foreman rotating off-shift before forwarding the completed SI to
the Technical Sugport Group for review. Following receipt of the SI
by the Technical Support Group competing priorities caused more
delays. The licensee restructured the plan of the day meeting to
include increased emphasis on SI performance and review cycle
completion. The second example was the failure of a supervisor to
assure test director qualifications for a TS required surveillance.
This was identified by the licensee and resulted from poor
communication between the FPU management and FPU Foremen. The FPU
Foreman was not knowledgeable of program changes and subsequently
failed to ensure the qualifications of the test director. This test
director performed 0-SI-SFT-026.002.0. As corrective action the
licensee provided additional training to ensure the test directors
understand their responsibilities and management's expectations. A
fire protection improvement task force addressed various issues
including organization responsibilities, training, procedures, trend
analysis and hardware condition. The licensee impiemented the Fire
Protection Improvement Plan to resolve the .sues. The task force
established an interim FPU orga ization that will remain in place
until the completion of the fire protection improvement plan.

Conclusion

Operating License DPR-79, Section 2.C.(13)a, for Unit 2, requires
that TVA shall maintain in effect all provisions of the approved
fire protection plan and the NRC staff’s Fire Protection Review in
the Sequoyah Safety Evaluation Report and Supplements. The approved
FPPs delineated in Sequoyah Fire Protection Safety Evaluation
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keport, dated Feoruary 1980, as amended by TVA letter to Mr.
Rubenstein, established the requirements for the fire protection
program. This program delineated the training requirements.

The fire protection training program did not provide assurance the
fire protection program would be adequately implemented. These
examples are combined with the examples in HPFP system
(paragraph 2), Fire Barriers (Paragraph 3), Fire Watches
(paragraph 4), and Transient Combustibles (Paragraph 6).
Collectively these examplas are identified as Violation 328/92-14-
01.

Transient Combustible Loads

The inspectors reviewed several previous events related to problems with
the control of TC loads in safety-related areas. The events included two
NRC identified violations which indicated a lack of concern or awareness
of TC load conirol requirements. There were several other licensee
identified problems with related root causes. Corrective actions for the
events were initially effective. The inspectors observed TC load
requirements were understood at the FW, maintenance foreman, and operator
level. Enhanced GET-10 was another example of management effort to
improve TC load awareness. Due to increased management involvement, the
licensee has better control of TC loads in the safety-re.ated areas.

a. Evaluation

Violation 327,328/90-34-01, Failure to Control Trensient Fire Loads
in Safety-related Areas. This violation, identified on October 11,
1990, involved an NRC identification of a large quantity of wood
without a fire rating left unattended in the Auxiliary Building from
October 1 through 11, 1990. The wood was an empty shipping crate
and associated wooden supports for a replacement Residual Heat
Removal pump motor. The licensee’s event investigation concluded an
electrical maintenance supervisor violated the TC Jloading
requirements by allowing the TC load to remain in the Auxiliary
Building for te~ '~vs without the appropriate TC load permit. FPU
personnel twice ' the problem; however, their efforts to correct
the situation wer. ~r»ccessful, The licensee’s corrective actions
for the event includs. Jisciplinary action and TC load training for
maintenance personnel. During review of the corrective actions, the
inspectors noted that roving fire watches did not identify the
transient fire load in the area as a problem. This was a weakness
in the FW program. Review of the current training of FWs indicated
that this specific problem was being been corrected. A review of
specific training aspects of the fire watches is discussed in
paragraph 5. The corrective actions for the violation were
adequate.

Violation 327,328/91-22-01, Failure to Maintain Adequate Controls of
Transient Fire Loads in a Safety-related Area. The NRC identified
this event on September 18, 1991. It involved several TC loads
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QA Auvdits
a, Eraluation

Tk~ inspectors reviewed the annuz1, biennial, and triennial QA
audits to determine audit depth and the abi\lity to identify
pro$~,an|tic problems. The following licensee QA audits were
reviewed

Audit No. SQAB9915, Fire Protection and Loss Prevention
(annual/triennial), audit conducted August 2 - 11, 1989;

Audit No. SQAS0016, Fire Protection - Annual and Biennial,
audit conducted August 20-21, 1990; and

Audit No. SQA91106, Fire Protection Program - Annual, audit
conducted August 12-23, 1391.

Rased on the inspectors review of these audits, the depth of the
triennial audit was not sufficient to identify potential
programmatic problems. The licensee used a fire protection engineer
from their insurance carrier as the outside consultant. The scope
of the audit was more centered on loss prevention. It did not focus
on programmatic aspects and the design basis of the fire
protection/safe shutdown fe *ures. The inspectors considered this

audit weak in QA probl - entification associated with fire
protection program conf’ . n control. In additior, this audit
was weak in assessing . - jant fire protection equipment and
program implementation . audit was of the depth necessary to

verify continued compl. .i..e with NRC requirements, FSAR commitments,
NRC Fire Protection Program Safety Evaluation Reports and plant
specific license conditions. The inspectors in reviewing all three
audits found minimal QA investigations inte verifying compliance
with Appendix R, Sections III.G. I1I1.J, I11.L, and II1.0.

b. Conclusion

In accordance with plant 75 6.5.2.8.h und 6.5.2.8.1 the licensee is
performing the required fire protection QA audits. In reviewing
these audits, against the guidance provided in Generic Letter 82-21,
Tachaical Specifications for Fire Protection Audits, the inspectors
conciuded the licensee was not nerforming an in depth assessment of
the €ire protection program implementation against the fire
pre » tion licensing and design basis. Therefore, the licensee’s
abil.ity to identify potential programmatic preblems associated with
the design, installation,and long term configurztion control uf
plant fire protection features has been limited. In addition, thesc
audits have not focused on long term compliance with the applicable
requirements of Appenaix R,
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fully alert. Based on the discussion in paragraph 4 this UR! is
closed.

b. (Clnsed) VIO 327, 328/90-34-01, Fatlure to Control iransient Fire
Loads in Safety-related Areas. Based on the discussion in paragraph
6 this VIO is closed.

A (Closed) URI 327, 328/91-08-02, Adequacy of the Backup Fire
Supp;oss;on System. Based on the discussion in paragraph 2 this URI
is closed.

d. (Closed) VIO 327, 328/91-08-03, Failure to Follow Procedures With
Two Examples - Inadequate TS Surveillance Cycle Time Review and
Failure of Supervisor to Assure Test Director Qualifications for TS
Sgrve;llancc. Based on the discussion in paragraph 5 this VIO is
closed.

e. ‘Closed) URI 327, 328/91-08-04, Inadequate Corrective Action
ssulted in Fire Protection System Becoming Inoperable. Based on
the discussion in paragraph 12 this URI is closed.

f. (Closed) VIO 327, 328/81-22-01, Failure to Maintain Adequate
Controls of Transient Fire Loads in a Safety-related Area. Based on
the discussion in paragraph 6 this VIO is closed.

No violations were identified.
Root Cause

While there were many individual root causes for each area inspected, the
rudimentary root cause for the fire protection deficiencies detailed in
this report is finappropriate management attention. Inappropriate
attention directly precipitated the inadequrte material conditions a.a
fostered the attitudes that led to many personnel errors. Management’s
attention has been more appropriately focused on the fire protection
program since May 1991. The more clearly focused attention is directly
responsible for the identification of many fire protection discrepancies.
Many of these deficiencies existed since the original design and
construction of the fire protection system.

Conclusions

Licensee managemznt did not have positive control over the fire protection
system as recently as May 1991, Prior to May 1991 many problems exisied
with the fire protection equipment and the management of the fire
protection resources. These problems deveioped into a fire protection

rogrammatic breakdown that had existed feor an indeterminate time, but
ecame apparent in May 199]1. This was coincident with an extensive fire
protection system failure. Since then, the licensee’s attitude towards
fire protection and the fire protection system has clearly changed. Their
altered pc ture has demonstrated a more proactive approach that is
identifying and correcting deficiencies.












