August 5, 1991

U.8, Nuclear Regulatory Commission
ATTNG Document Control Desk
Washington, D.C, 20555

Gent lemen !

In the Matter of ) Docket Nos, 50=327
Tennessee Valley Authority ) 50-328

SEQUOYAH NUCLEAR PLANT (SQN) ~ TECHNICAL SPECIFICATION 3.7.11.1 = SPECIAL
REPORT 91-12

The enclosed special report provides details concerning the inoperability
of the backup fire suppressic-n water system. The event was initlally
reported by telephone notification at 1533 Eastern daylight time ou

July 23, 1991, and by facsimile dated July 23, 1991, Because the event
{involves the fire suppression water system, it is applicable to Units |
and 2., This report is being made in accordance with Action b.2.c of
Technical Specification 3.7.11.1,

1f you have any questions concerning this submittal, please telephone
R. R, Thompson at (61%) 8417470,

Very truly yours,
TENNESSEE VALLEY AUTHORITY
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L. Wilson
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U.8: Nuclear Regulatory Commission
Auguat 5, 1991

ce (Enclosure)!
Mr. D« £, LaBarge, Project Manager
U.8, Nuclear Regulatory Commission
One White Flint, North
11555 Rockville Pike
Rockville, Maryland 20852

NRC Resident Inspector
Sequoyah Nuclear Plant

2600 Igou Ferry Road
Soddy-Daisy, Tennessee 1317379

Mr. B, A, Wilson, Project Chief
U.8, Nuclear Regulatory Commission
Region 11

101 Marietta Street, NW; Suite 2900
Atlanta, Ceorgia 30323
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ENCLOSURE
14=<DAY FOLLOW=UP REPOKRT
SEQUOYAN NUCLEAR PLANT
SPFCIAL REPORT 91-12

Description of Condition

Technical Specification 3.7.11.1 requires the fire suppression woter eystem to
be operable at all times. With the system inopetable, a backup system must be
entablished within 24 hours., Prior to this event, the SQN five suppression
water system hac been declared lnoperable, and a backup system utilizing the
exis*ing system components had been established on May 6, 1991, Details wete
provided in Speclal Report 9(-0&4 dated May 20, 1991, and Licensee Event Report
(LER) 50-327/9100% dated June 5, 1991,

During the performance of Survelllance Instruction (81) 73.2, "Fire Pump 1B-B
Performance Test," and §'«73.4, "Fire Pump 2B-B Performance Test," on

July 23, 1991, an incorrect valve alignment created an open flow path from the
fire suppression water system headers to a test drain, which discharges into
the intake forebay. Consequently, header pressure for the backup fire
suppression water system was lost, and the backup system was declared
inoperabiv at 2115 Eastern daylight time (EDT) on July 22, 1991. Because of
the lack of system pressure, the spray and sprinkler systems required by
Limiting Conditlon for Operation (LCO) 3,7.11.,2, and the fire hose stations
required by LCO 3 7.11.4 were also declared invperable at 2115 EDT on July 22,

The gradual loss of system pressure was firat noted at approximately 1800 EDT
erv July 22, Efforts were initinted to locate and isolate the cause of the
depressurization, The shift operations supervigor (508) contacted the Fire
Operations unit and the fire protection system engineer to evaluate
compensatory measures and to develop a recovery plan, The status of the fire
pump test loop isolation valve was checked. The valve was found to be in the
open position at 2140 EDT, and was subsequeutly closed as part of the recovery
plan.

Isolation of the turbine bulliding and transformer yard open head sprinkler
systems was completed at 2225 EDT to prevent the inadvertent spraying down of
plant equipment as the system was being returned to normal., At 2302 EDT a
pumper {ire truck was used .. heein system repressuripzation, At 0129 EDT on
July I3, system pressure had been returned to normal, and the fire suppression
water system was aligned for normal service. LCOs 3,7.11.2 and 3,7.11.¢ were
exited at this time.

Cause of the Condition

The flow path from the fire suppression water system to the intake forebay was
the result of Valveas 2-26-575 and 0-26-859 (refer to Updated Final Safety
Analysis Report, Figure 9.5.1-12) being incorrectly aiigned in the cpen
position at the same time., The cause of the incorrect valve alignment is
attributed to inappropriate personnel actions.

Investigation into the root cause of the event is ongoing and wili be reported
in LER 50-327/91020.
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The evaluation of this condition is ongoing and will be reported in
LER 50-327/91020.

Corrective Action

Upon discovery of the condition, actions were taken to iocate and isolate the
problem. When it was determined that system pressure was not available,

LCos 3.7.11.2 and 3.7,11.4 were entered, Actions began to isolate the turbine
bullding aud tvansformer yard open head sprinkler systems to prevent
inadvertent spray down of plant equipment upon tne system being returned to
service. A roview of compensaiory actions indicated that the wvailable
established firy watches, in conjunction with detertion and
compartmentallizavion, were appropriate during system return to service. The
incorrect valve alignment was corrected, and a pumper was utilized to begin
system repressurization following isolation of the turbine “ullding and
transformer yard sprinkler systems. The svstem was returned te normal at
0129 EDT on July 23, (991,

Corrective actions to prevent recurrence are being developed and will be
described in LER 50-327/91020.
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