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' TENNESSEE VALLEY AUTHORITY,s

''

' , ' . Browns. Ferry Nuclear Plant-*

Post Office' Box ~2000'

Decatur, ' Alabama - 35609-2000

SEP 0 61989

:.

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

; Dear Sir:

TVA - BROWNS FERRY NUCLEAR PLANT UNIT 1 - DOCKET NO. 50-259 - FACILITY
OPERATING LICENSE DPR-33 - REPORTABLE OCCURRENCE REPORT BFRO-50-259/89021

The enclosed reportLprovides details concerning the failure to establish the
correct' fire watch due to personnel error which results in a condition

_

prohibited by technical specifications. This report is submitted in
accordance with 10 CFR 50.73 (a)(2)(i). As discussed with W. S. Little, NRC
Region II, on September 6, 1989, this report is submitted 31 days after the
event.

Very truly yours,

TENNESSEE VALLEY AUTHORITY ,

,

. R. Bynum
Vice President'

Nuclear Power Production

Enclosures-
cc (Enclosures):

Regional Administration INP0 Records Center
U.S. Nuclear Regulatory Commission Suite 1500
Office of Inspection and Enforcement 1100 Circle 75 Parkway
Region II Atlanta, Georgia 30339
101 Marietta Street, Suite 2900
Atlanta, Georgia 30303

NRC Resident Inspector, Browns Ferry Nuclear Plant
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FAILURE TO ESTABLISH CORRECT FIRE WATCH DUE TO PERSONNEL ERROR RESULTS IN
CONDITION PROHIBITED BY TECHNICAL SPECIFICATIONS
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On August 7, 1989, fire protection personnel identified that a continuous |

fire watch was not established for two blocked-open fire doors as required
by technical specifications. The Emergency Services Technician (EST)
foreman, who issued the permit at 2000 hours on August 5, 1989,
inappropriately relied upon the existing hourly fire watch patrol in the
area as the compensatory measure. The Shift Operations Supervisor was
immediately notified and a continuous fire watch was established to
monitor both fire doors at 0900 hours on August 7,1989. Failure to
establish the required fire watch is a violation of technical
specifications and is reportable in accordance with 10 CFR 50.73(a)(2)
(i)(B).

During the event, the unit 2 reactor was in the Cold Shutdown Condition
with irradiated fuel in the reactor. Units 1 and 3 were defueled.

The cause of the event is attributed to personnel error, in that personnel
failed to follow procedures in determining the correct fire watch
requirements. The EST foreman was counseled on the content of the
applicable fire protection procedures and the need to consult with the
duty fire protection engineer regarding compensatory procedures for
inoperable fire protection equipment. Fire protection personnel will
review this event. A memorandum was issued to require EST foremen to
consult with the fire protection engineer to determine the compensatory
measures for inoperable fire protection equipment. A list of fire doors
required by the technical specifications and their associated fire
detection instrumentation will be prepared.
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DESCRIPTION OF THE EVENT

On August 5, 1989, at 2000 hours, a Fire Protection Equipment and Barrier
Penetration Removal From Service Permit, Attachment F, Number 89-0625, was
prepared by the duty fire protection Emergency Services Technician (EST)
foreman for Unit 2 fire doors 643 and 644 (EIIS Component Code DR). The
permit was issued to allow the two fire doors to be blocked open to
facilitate heat removal from the 480V Shutdown Board Rooms in the Unit 2
Reactor Building (EIIS System Code NG) due to inoperable ventilation. The
two fire doors separate the 480V Shutdown Board Rooms, Fire Areas 10 and
11, from the 4160V Shutdown Board Rooms, Fire Area 9. The duty EST
foreman identified on the permit that the existing hourly fire watch
patrol in the area, established by a separate, unrelated permit, was the
compensatory measure'for these two doors.

On August 7, 1989, a fire protection Administrative Technician, who was
routinely reviewing the previous weekend permits, identifled that
Attachment F Permit 89-0625 did not specify the correct fire watch
required by the Browns Ferry Unit 2 Technical Specifications.
Section 3.11.G of the technical specifications requires a continuous fire
watch on least one side of an inoperable fire-rated assembly separating
fire areas or, if operable fire detection is on either side of the
assembly, an hourly fire watch patrol. Fire doors 643 and 644 do not have
fire detection on either side and a continuous fire watch was required by
the technical specifications for these two blocked-open fire doors. The
Shift Operation Supervisor was immediately notified, the permit revised,
and a continuous fire watch to monitor both fire doors was established
at 0900 hours on August 7, 1989.

Failure to establish the required fire watch is a violation of technical
specifications and is reportable in accordance with 10 CFR 50.73(a)(2)
(i)(B).
During the event, the unit 2 reactor was in the Cold Shutdown Condition
with irradiated fuel in the reactor. The reactor was flooded with the
spent fuel gates installed and the reactor vessel head removed. Units 1
and 3 were defueled.

CAUSE OF EVENT

The cause of the event is personnel error, in that personnel failed to
follow procedures. Fire protection procedures specify that fire
protection personnel are to identify the type of fire watch required to
remove a fire door from service.
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The procedures require a continuous fire watch for inoperable fire doors
without fire detection on either side and provides separate listings of
fire doors and. fire detector instrumentation, indicating their locations.
The procedures identify doors 643 and 644 as fire-rated fire doors, but
does not indicate any fire detection in the 480V or 4160V Shutdown Board
Rooms on either side of the two fire doors. The duty EST foreman was
aware that the technical specifications required a continuous fire watch
for blocked-open fire doors that did not have detection on either side.
However, the individual did not consult the equipment listings provided by
procedures to verify that fire detection existed on either side of the
fire doors. Additionally, the duty EST foreman did not. contact the duty
fire protection engineer to determine / clarify the correct compensatory
measure.

MALYSIS OF EVENT

The purpose of a fire-rated assembly required by the technical
speciff. cations is to ensure a fire would be confined or adequately
retarded from spreading to adjacent portions of the facility prior to
detection and extinguishment. Technical Specification 3.11.G requires a
continuous fire watch on at least one side of an inoperable fire-rated
assembly that separates fire areas and does not have detection on either
side. Failure to establish a continuous fire watch for two blocked-open
fire doors without fire detection on either side could allow a single fire

to spread undetected to more than one fire area and potentially damage
redundant trains of equipment necessary to achieve and maintain safe
shutdown.

Unit 2 was in a Cold Shutdown Condition at the time of the event. Units 1
and 3 were defueled. An hourly fire. patrol was in the area and would have
detected a fire and alerted the control room. Personnel performing
modifications and monitoring the temperature of the 480V Shutdown Board
Rooms were intermittently on either side of the two fire doors. All site
personnel are trained to contact the Control Room in the event of a fire.

Consequently, the event had no significant safety concern since a
substantial fire detection capability existed by the combination of an
hourly fire watch and the intermittent presence of personnel in the area.
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CORRECTIVE ACTIONS i

I

A't 09d0 hours on' August 7, 1989, a continuous fire watch was established
to monitor the two blocked-open fire doors. The duty EST foreman was
counseled on the content of the applicable fire protection procedures and
the need to consult with the duty fire protection engineer regarding
compensatory measures for inoperable fire protection equipment. A. j

memorandum was issued to require EST foremen to consult with the duty fire-
protection engineer in determining the required compensatory measures. .

Additionally, fire protection personnel will review a description of this j
event in order to reemphasize the need to follow procedures during the 1

performance of work. .A list of fire doors required by the technical j
L specifications and their associated fire detection instrumentation will be 1

prepared.

PREVIOUS SIMILAR EVENTS .

'I

BFRO-50-259/87010 I
BFRO-50-259/87019
BFRO-50-259/88026

The above LERs discuss personnel errors resulting in violations of fire
watch requirements, but the cause of the second LER only is attributed to
the failure to follow procedure. The corrective action in the second LER
is not applicable to this incident since it was to delete a procedure
requirement which exceeded that required by the technical specification
and fire protection program.

,The cause'of the first LER was attributed to communication problems
between two non-fire protection personnel and the lack of a fire
protection engineer on call. The corrective action was to place a fire
protection engineer on call.

The third LER involved four blocked-open, fire-rated doors, two of which
iwere the same doors addressed by this event. The cause of that event was

attributed to failure of personnel to determine the correct fire watch.
The corrective action was to identify in the fire protection procedures
the conditions that require continuous fire watches.

COMM11MENTS

1. Fire protection personnel will review a description of this event by
September 15, 1989, in order to reemphasize the need to follow
procedures during the performance of work.

2. A list of fire doors required by the technical specifications and
their associated fire detection instrumentation will be prepared by
October 15, 1989.
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