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On January 31, 1986 and again on February 9, 1986, with Unit 2 in Mode 5 (Cold
Shutdown), a roving fire watch discovered that the cable spreading room CO2 system
had been taken out of service for maintenance activities without the posting of aj

' continuous fire watch as required by Technical Specification 3.7.9.3.

i The cause of the event was personnel error in that a construction worker and a
maintenance worker on two separate occasions failed to comply with the
administrative procedure for fire system impair..ent.?

To prevent recurrence of this event, special training was conducted for
construction personnel to reemphasize the importance of complying with the
administrative procedure for fire system impairment and clearance requirements. A
maintenance tailboard will be held with all applicable personnel. Procedures
relating to the removal of the cable spreading room CO2 system from service will be
reviewed and revised to include additional emphasis on the need to provide a
continuous fire watch when the cable spreading room CO2 system is out of service.
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I. Initial Conditions

The unit was in Mode 5 (Cold Shutdown), with the reactor coolant average
temperature at approximately 133 degrees Fahrenheit and a pressure of
approximately 18 psig.

II. Description of Event

A. Event

On January 31, 1986 and again on February 9, 1986, with Unit 2 in
Mode 5, a roving fire watch discovered that the cable spreading room CO2
system (KQ) had been taken out of service for maintenance activities
without the posting of a continuous fire watch as required by Technical
Specification 3.7.9.3.

The cause of the event was personnel error. During maintenance
activities, a construction worker and a maintenance worker on two
separate occasions failed to corply with the administrative procedure
for fire system impairment, NPAP C-113. " Fire System Impairment." This
procedure requires that a continuous fire watch be posted while the CO2
system is out of service. In both cases, the workers, who also
fulfilled the requirements for fire watch, left the cable spreading room
without restoring the CO2 system to service or establishing a
replacement continuous fire watch.-

B. Inoperable structures, components, or systems that contributed to the
event:

None

| C. Dates and approximate times for major occurrences:
2 1. January 31, 1986 at 0830 PST: Event Date - Date and time cable

spreading room CO2 system was out
of service without a continuous
fire watch.

2. January 31, 1986 at 1100 PST: Discovery Date - Date and time
continuous fire watch was
reestablished in cable spreading
room.

:
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3. February 9, 1986 at 1058 PST: Second Event Date - Date and time
cable spreading room CO2 system
was out of service without a
continuous fire watch.

4. February 9, 1986 at 1415 PST: Discovery Date of Second Event -
Date and time continuous fire
watch was reestablished in cable
spreading room.

D. Other systems or secondary functions affected:

None

E. Method of discovery:

Eoth the January 31, 1986 and February 9, 1986 events were discovered by
a roving fire watch during normal patrol.

F. Operator actions:

None

G. Safety systems responses:

None

III. Cause of Event

A. Immediate cause:

Failure to post a continuous fire watch while the cable spreading room
CO2 system was out of service.

B. Root cause:
'

Inadequate information was provided to personnel regarding recent
changes to fire watch practices. During construction phase activities,
continuous fire watch teams were utilized in certain areas of the
plant. However this practice was discontinued following the completion
of the construction phase activities. Presently, personnel involved
with maintenance activities are required to provide their own continuous
fire watches.
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IV. Analysis of Event

The CO2 system is required to be operable whenever equipment protected by it
is required to be operable. During this event, fire detection instruments
required by Technical Specification 3.3.3.8 were o'perable and capable of
alarming in the control room in case of a fire in the cable spreading room.
The alarm would have allowed the site fire brigade, required by Technical
Specification 6.2.2, to respond in an expeditious manner. Although the cable

| spreading room CO2 system was out of service, it could have been restored
j quickly to provide either a manual or an automatic discharge in the case of a

fire. Thus, no safety consequences or implications would have resulted from'

this event.

V. Corrective Actions

A. Special training was conducted for construction personnel to reemphasize *

the importance of complying with administrative procedure NPAP C-Il3,
" Fire System Impairment," and clearance requirements.

| B. A maintenance tailboard will be held to emphasize to appropriate
'

personnel the need to provide continuous fire watches when the cable
| spreading room CO2, " Fire System Impairment," system is removed from
| service.
\

.

,
C. Information on the fire system impairment requirements will be included

| in general employee training for new personnel.
|
| 0. Procedures relating to the removal of the cable spreading room CO2
| system from service will be reviewed and revised to include additional
! emphasis on the need to provide a continuous fire watch when the cable
; spreading room CO2 system is out of service.
1

l

VI. Additional Information

A. Failed components:

None

B. Previous LERs on similar events:
i

None

f
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PGandE Letter No.: DCL-86-053

Document Control Desk
U.S. Nuclear Regulatory Commission
Washington, D.C. 20555

i

Re: Docket No. 50-323, OL-DPR-82
Diablo Canyon Unit 2
Licensee Event Report 2-86-003-00

Personnel Error Resulted in Failure to Meet Limiting Condition for
Operation of Technical Specification 3.7.9.3 for Cable Spreading Room
CO2 System

Gentlemen:

Pursuant to 10 CFR 50.73(a)(2)(1), PGandE is submitting the enclosed Licensee
Event Report concerning a personnel error that resulted in a failure to meet
the Limiting Condition for Operation of Technical Specification 3.7.9.3 for
the cable spreading room CO2 system.

This event has in no way affected the public's health and safety.

Kindly acknowledge receipt of this material on the enclosed copy of this
letter and return it in the enclosed addressed envelope.

Sincerely,

w fsX
'

-
Enclosure . ,

u

cc: L. J. Chandler
,

R. T. Dodds
J. B. Martin
B. Norton
H. E. Schier11ng
CPUC
Diablo Distribution
INP0.
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