UNITED STATES
NUCLEAR REGULATORY COMMISSION
REGION
801 WARRENVILLE RCAD
USLE, ILLINOIS 50532-4351

August 25, 1994

MEMORANDUM FOR: Donald E. Funk Jr., Office Allegatien Coordinator
FROM: G. C. Wright, Chief, Engineerirg Branch

SUBJECT: ALLEGATION NUMBER RIII1-94 A-0118, FALSIFICATION OF D. C. COOK
FIRE WATCH RECORDS

The Allegation Review Board met on Monday, August 22, 1994, and discussed the
allegation that records of rcquired fire watches had been falsified by a
contractor employee at the D. C. Cook Plart. The individuzi denied that the
records were falsified The employee is no longer employed at D. C. Cook.

An inspector from the Division of Reactor Safety (DRS) reviewed the actions
taken by licersee personnel on this issue. This is documented in Section 3.3
of Inspectiun Report 315/316/94012. In addition, DRS inspectors reviewed
Licenser Event Report 94-005-00 (attached) and the descriptions of the problem
and the actions taken which were included in Condition Report 94-0969
(zctached). Licensee actions appeared to be adequate @nd no further actions
are considered necessary. Allegation Number RIII-94-A-0118 should be closed.

\'/@ :
G™MC. Wright, ief

Engineering Branch

7/

Attachments .
1. Licensee Event Report 94-005-00
2. Condition Report 94-0969
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June 9, 1994

United States Nuclear Regulatory Commission
Document Control Desk
Rockville, Maryland 20852

Operating Licenses DPP-58
bocket No. 50-315

Document Control Manager:

In accordance with the criteria established by

10 CFR 50.73 entitled Licensee Event Report System, ithe
following report is being submitted:

94-005~-00

Sincerely,

A Mo 307

A. A. Blind
Plant Manager

/sb
Attachment

C3 J. B. Martin, Region III
E. E. Fitzpatrick
P. A. Barrett
R. F. Kroeger
M. A. Bailey - Ft. Viayne
NRC Resident Inspector
J. B. Hickman - NRC
J. R. Padgett
G. Charnoff, Esq.
D. Hahn
INPO
5. J. Brewer
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On 6/1/92, the fire protection for multiple areas of the Plant was declared
inoperable due to the uncertainties regarding the fire proofing material used
to protect cuomponents and cabling vithin thoee areas. Compensatory actions
required by the Technical Specifications (TS) were established. On 2/11/94, a
routine review of completed Fire Watch (FW) patrol records identified three
(3) discrepancies ia which an hourly FW patrol on the Essential Service Water
(ESW) pump room was not conducted for a period of 1 hour 29 minutes on
12/28/93, 1 hour 38 minutes on 12/30/93 and 1 hour 29 minutes on 12/31/93.
Additional reviews were conducted and ident'fied one (1) additional
discrepancy in which an hourly FW patrcl wis not conducted on the U-1 CD
Emcigenc; Diesel Generator (EDG) room for 1 hour 22 minutes on 2/24/94.

A rendom monitoring program has been developed to review FW tours. These
events, lessons learned from these evences, and management expectations were
conveyed to Plant Protection personnel. FW patrol training and implementing
procedures are being revised to incorporate the lessons learmed from these
eventes.

NRC FORM 38 580
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RESCRIPTION OF EVENT

On 6/1/92, the fire protection for multiple areas of the Plant was Aeclared
inoperable due to the uncertainties regarding the fire proofing material used
Lo protect components and cabling within those areas.

On 2/11/94, a routine review of completed FW patrol tour records associated
with T5 related Fire Doors (FD) and other non-safety related FD for the monthe
of November and December 1993, and January 1994, was conducted. This review
revealed five discrepancies attributed to a eingle FW individual at the Unit 1
ESW pump room (door designation 1-GT-SCN212A-323).

From this review, the FW tour records generated by this individual for the
time period November 17 through December 31, 1993 were examined to determine
the extent of the problem. Twenty-two (22) total discrepancies w2re
identified for this individual. Of the 22 discrepancies, three (3) were
determined to have exceeded the requirements of TS 3.7.10. The other nireteen
(19) were determined to have violated procedurai reguirements. No
compensatory actions were taken as this review waé of past events.

Based on these two reviews, a review was conducted of an additional 10% of the
IS related FW patrols/tours and ciher non-safety related FW and FD tours for
the period December 1993 through February 1994. This review identified 8ix
(6) additional procedural violations and one (1) discrepancy that had exceeded
the requirements of TS 3.7.10. The discrepancy involved the U-1 CD EDG room.

CAUSE OF EVENT

For the documentation reviewed, it appears the cause waes the faillure of the
individual(s) to perform their assigned duties. A contributing cause to these
events was that management follow-up/monitoring of activiti s did not identify
the discrepancies.

ANALYSIS OF EVENT

The TS 3.7.10 action statement for an inoperable fire rated assembly requires
that "...within 1 hour: 1) verify that the fire detectors and/or fire
fuppression system on at least one side of the inoperadle &ssembly are
OPERABLE and eetablish an hourly fire watch patrol, or 2) establish a
continuous fire watch patrol on one side of the »enetration...".

Fallure to maintain an hourly FW patrol was a violaticn of TS 3.7.10 and is
reportable under 10 CFR 50.73(a)(2)(4)(B).

The U-" ESW pump room (Fire fone 29-G) and U-1 CD EDG room (Fire Zone 15) was
being toured because it contains fire protective coating material which the
Flant declared ‘noperable on 6/1/92. The hourly FW patrol was not conducted
for a period of 1 hour 29 minutes on 12/28/93, 1 hour 38 minutee on 12/30/93
and 1 hour 29 m‘nutes on 12/31/93 in the ESW pump room. The hourly FW patro:
was not conducted for a period of 1 hour 22 minutes on 2/24/94 in the U-1 CD
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ANALYSIS OF EVENT (cont‘d)

EDG room. The analysis of this event concludes that in the unlikely event of
4 fire, personnel would have been promptly aware of its presence and would
have extinguished the fire without significant epreading of the fire or
equipment damage. This conclusion is based on the following:

The detection for FZ 29-G and FZ-15 wae in wn operable state, in the
event of a fire, the detectors would have alarmed in the U-1 Control
Room, which is manned 24 hours a day. This alarm condition wou’'d have
been investigated and the appropriate Fire Brigade resources would have
been dispatched to mitigate the fire.

Manual fire protection equipment was readily available for Fire Brigade
use if they deemed necessary.

Although an hourly FW patrol was not conducted for 1 hour 29 minutes, 1 hour
38 minutes, 1 hour 29 minutes and 1 hour 22 minutes respectively, it is
concluded that the alarms/detection associated with the affected FZ would have
allowed timely identification of a fire. Therefore, these events are not
considered to have created a significant safety concern, nor did it create a
significant hazard to the health and safety of the general public.

CORRECTIVE ACTION

A random monitoring program was developed to review fire watch tours.

These events, lessons learned and management expectations were conveyed
to Plant Protection personnel during meetinys held during the month of
May 1994.

Fire Watch patrol training and implementing procedures are being revised
to incorporate the lessons learned from these events.

EREVIOUS SIMILAR EVENTS
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Investigation

During a routine review of tour records, ten percent of Technical
Specification Fire Doorse, Appendix A Fire Doorse and Fire watch (FW)
tour recorde were reviewed for the monthe of November and December
1993, and January 1994. The review consisted of a comparison of
the completed logs against the security computer door transaction
records. (The review was restricted to locations egquipped with
cardreaders.) The review found five discrepancies attributed to
four security officers and five discrepancies attributed to a
single FW person. Four of the security officer diecrepancies were
attributed to a misunderstanding of the room to be toured. There
was no intentional faleification of tour records. The officers
gimply toured the wrong area. e fifth discrepancy was » .tributed
to a security officer touring the required area ten minutee prior
te the required start time. The five remaining discrepancies were
at .riputed to the FW at the Unit 1 Essential Service Water pump
room (FDB door designation 1-GT-SCN212A-323) and could not be

mitigated.

As a follcw up to the initial record review, FW tour records
generated by the FW responsible for the five discrepanciee noted
above for November 17 through December 31, 1293 were examined to
determine the extent of the problem. Twerty-three total
discrepancies were identified which are attriputed to this
individual. Of the 23 discrepancies three were determined to be
Technical Specification 2.7.10 violations which occurred on
12/28/93 (one violation 0330 - 0130), 12/30/93 (cne violation 0030
. 0130) ané 12/31/94 (cne violation 0030 - 0130).

Compurer transaction records indicate that the FW was aware of the
location of the tour points. The tour pointe identified as having
peer. missed were visited by the FW during tour rounds completed
prior to or on the dates of the diecrepancies. FW training was
completed. During an investigative interview, the FW accurately
described the reguirements for conducting a FA tour. There were no
conflicting assignments which would have prevented visiting all of
the required tour points during the scheduled rounds. The FW also
stated during the interview, that all required tour points were
checked. Tne FW to which thepe events are attributed is no longer

at Cook Plant.
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Investigation

During a routine review of tour recorde, ten percent of Technical
gpecification Fire Doors, appendix A Fire Doors and Fire wWatch (FW)
tour records were reviewed for the monthe of Novembur and December
1993, and January 1994. The review consisted of a comparison of
the completed loge against the security computer door traneaction
records. (The review wae restricted to locations equipped with
cardreaders.) The review found five discrepancies attributed to
four security officers and five digcrepancies attributed to a
gingle FW person. Four of the security officex discrepancies were
attributed to a misunderstanding of the room to be toured. There
wae no intentional falsification of tour records. The officers
gimply toured the wrong area. The fifth discrepancy was attributed
to a pecuricy officer touring the required area ten minutes prior
to the required start time. The five remaining discrepancies were
attriputed to the FW at the Unit 1 Espential Service Water pump
room (FDB door designation 1.GT-SCN212A-223) and could not be
mitigated.

Ae a follcw up to the initial record review, FW tour records
generated by the FW responsible for the five discrerancies noted
above for November 17 through December 31, 1593 were examined to
determine the extent of the problem. Twenty-three total
discrepancies wexe identified which are attributed to this
individual. Of the 23 discrepancies three were determined to be
Technical Specification 3.7.10 violaticne which occurred on
12/28/93 (one violation 0030 - 0130), 12/30/93 (one vielation 0030
. 0130) ané 12/31/94 (one violation 0030 - 0130) .

Computer transaction records indicate that the FW was aware of the
location of the tour pointse. The tour points identified as having
beer. missed were visited by the FW during tour rounds completed
prior to or on the dates of the discrepancies. FW training wase
completed. During an investigative interview, the FW accurately
described the requirements for conducting & FW tour. There were no
conflicting aseignments which would have prevented visiting all of
the required tour points during the scheduled rounds. The FW also
stated during the interview, that all reguired tour points were
checked. The FW to which these events are attributed is no longer
at Cook Plant.
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Two of the viclations initially documented on the Condition Report
were resolved because personnel trained as FW had entered the area
within the reguired time frame based upon Technical Specification
pages 3/4.0 paragraph 4.0.2 which allows a maximum extensicn not to
exceed 25% of the specified surveillance interval. The areas
resolved in this way are the Unit 1 Essentizl Service FeedWaterx
Pump Room (ESW FDB door designation 1-GT-8CN212A-323) on 12/30/93
berween 0630 and 0730 and on 12/31/93 betweer. 0430 and 0530. One
additional viclation attributed to the FW was identifi.d during
thie investigaticn. That violation was the ESW pv./p room on
12/31/93 form 0030 to 0130. This additicnal viclatior _s reference
in the text above.

pased upon the results of the initial review an additional ten
percent of Technical Epecification Doors, Appendix A Doors and FW
rour records for the monthe of December 1893, and January and
February 1994 were reviewed (increaeing the original 10% to 20% for
the monthe of December, 1993 and January, 19%). The results of
~ne second review are contained in Attachment A of this
investigation. The expanded revievw jdentified an additional
~echnical Specification 3.7.10 violation which occurred on 2/23/9¢
for the Unit 1 CD Diesel Generator Room between 2230 and 2330.
This FW is no ionger working at Cook Plant. No additicnal
‘nvestigation ie warranted.

No additional investigation is warranted in that, the reviews
conducted have identified the programmatic ccncerns and adequate
corrective/preventative actions wers identified. Further, the
.cems identified verse the pample size reviewed are not considered
ineffective per Military Standard 105d.




Page ‘7" N

Condition Report 94-0969

Background

PMI 2270 Eire Pxotection implements the requirement for FW tours to
compensate for:

inoperaple fire barriers or ¢ire barrier sealing devices
inoperable fire doors

inoperable Tech Spec related fire doors
inoperable fire dampers

non-functiocnal cable tray oOr conduit

material
. non-functional gap seals

The organization controlling the FW contractor ie responsible for

training contractor personnel in requirements of PMI 2270 or
ensuring that the contractor hae implemented a training program.

fire protective

12 SHP 2270 FIRE.O011l "E;zg_ﬂ;;;h_Ag;ixigigg“, provides for control
and qualification of W activities and establishes controls for

mechnical Specificaticn compensatory measures and welding, burning,
grinding Fire watches.

The 12 SHP FIRE.O01: is implemented by an ongite contractor
specifically hired to provide onsite FW services The SHP provides

guidance on FW requirements.
The SHP assigns responsibility to the contractor to:

a. Perform training in accordance with attachments € and 7
of the procedure.

b. Assure all contractor Fire Watches are properly trained
in their duties in conformance wizh an approved training

program.

c. Maintain documented evidence of the training.

d. Ensure the prompt and timely posting of all required Fire
Watches.

Ensure only gualified Teca Spec Fire Watches are posted.

£. Assure poeted Fire Watches properly discharge duties.

Fire Watches discharge duties.

g. Conduct at least one surveillance per shift to assure
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h. Coordinate mulciple Jiv Watches in an area te assure
proper coverage 1S5 Ma.. ‘ned.

Fill out Fire Watch log f{» each posting.

[

Review all completed Fir “ch logs.

Review and approve all Fire Watch logs.

- N

Transmit completed Fire Watch logs tO plant Fire
Protection Coordinator.

m. Resolve questions OY problema reported oy Fire Watch
personnel.

n. Be responeible for proper operation of Fire watch
systems.

‘ior monitoring of contractor FW activicies is
initiated by SASO .018 El ign. The SASC
requires a quarterly vandom check of FW activities to verify that
FW toure and posts are being conducted as required. The SASC
allows the random checks to be accomplished by a review cf security
door transaction records or in-plant observations to verify the FW
had arrived at the reguired area within the specified time.

Management direction

Conocerns

The investigation icentified several areas of concerr with the
management of the FW tour activicies, as £cllows:

1. 12 SHP 2270 FIRE.011 is unclear as to what constitutes an
approved FW training program. There are no stated
responsibilities for review and approval ¢ rtraining progran
materials. At the time of this event the was no periodic
1&M monitoring of the training provided >y e contractor te

FW pcr-onnol.

2. The FW qualification process appears to be weak., There was nc
required supervisory monitoring of the On-The-Job Training to
ensure training was adequate for it's intended purpose.

3. At the time of this event, interviews indicate shift tour
gurveillances were being conducted py contract supervisior,
Howeveyr, .icensee oversight was not conducted.
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The insetruction (SAS0.018) {mplementing the quarterly
monitoring of FW tours does not state requirements for sample
gize or acceptance criteria to ensure the FW tours are being

properly implemented.

The current practice cf generating tour log data eheets by
hand increasee the opportunity for tranecription and

legibility errors.

The method of {dentifying inoperable seals i® inadequate.
presently, the seal numbex is written on masking or duct tape
and placed on the floor. Normal foot traffic and cleaning
activities degrade the tape and number over time.

No guidance/standarde exist as (O the purpose for reviewing
and approving FW logs. There is no stated purpose for the
review of FW tour logs or the criteria used for approving

logs.

FW supervisor responsibilities relative to FW systems
operation are not orated. It is unclear as to the intent of
this responsibility &e currently scated im 12 SHP 2270

FIRE.O11.

The investigation ident fied eiruatione where FW personnel did
not have appropriate security cardreader access to areas to be

toured.

The -eam believes there have been cases where FW personnel
were confused over the difference vetween the Technical
Support Center (TSC) and the TSC Computer Room. There also
appears to have been cenfusion between the UPS Battery Room
and the UPS Battery Invertexr Room based upon FW interviews and

computer transaction iogs.

There was an accepted practice of gigning off an area toured
by another FW or Securicty Officer.
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Root Cause

Baced upon the existing evidence noted during this investigation
and the concerrs identified, the primary root cause for the three
Technical Specification 3.7.10 violatione is $0.01, a failure of a
Pire Watch to perform the required task. A secondary cauee is
13.20 Management follow-up O monitoring of activities did not
identify problems. No pecurity computer problems were identified
which would hnave caused the door transaction records to be

incomplete.

No hardware or muintenance activities could Dbe identified which
would have caused the security computer door transaction records to

be incomplete.

Corrective Actions Taken

d -

F?.004 Admipisira :
Tour/Surveillance was developed to estadlish a ten percent
random monitoring program for FW tours.

(S

L)

The Security Cardreader access stat'if for all Fire watches hae
reen changed to allow entry inte all areag on the FW tours.

3 ~he FW contractor has issued a memo =9 all FW personnel
éirecting them to contact security immediztely if the specurity
cardreader will not grant entry into a lecation to be toured.

4. ieeringe were held during May 1994 with FW and Security
personnel to outline expectations and the pignificance of

talgification of tour activities.
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Preventive Actiocus

~he following actions address the concerns identified during thie
investigation and if implemented should prevent reacurrence.

1.

&

w

Delineate in an appropriate procedure, the responsibilities of
1 & M personnel for the review and approval of the FW training
program, to include lesson plan content, format and the FW

gualification process.

Develop and implement & formalized OJT process (for each of
the responsibilities of & FW) to address specific lant layout
and terminology. Included in this proczes should be a clear
understanding of management expectations for W duties,
standardized minimum plant knowledge, plant layout, and
terminology which ie to be demonstrated by all potential Fire

Watches.

Develop and implement a method of generating the tour log
sheete to ensure clarity and consistency of the entries.

Evaluate the adeguacy of the method currently used to identify
inoperable eeals.

Revise the department procedure which controle FW activitiee
to!

. Define what is meant by the review/approval of FW logs.

. Define the parametere the supervisor must verify to
indicate proper performance of the tour.

. Reference the FW tour log in the procedure text.
- Require a printed name and initiale on tour log sheets.

- 8+ate the specific FW supervisor respeongibilities
relative co FW systems operation.

. pefine how tour points are to be added and subtracted
during a shifct.

- Revise the tour sheet to include:

* Tour Point and location
. Reason for tour (incperable Gap Seal ...... )
. Requirement for proper tour ( enter area, check for

emoke and fire, ensure entry/exit cardreader
transactions are obtained)




