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PHILADELPHIA ELECTRIC COMPANY.

LIMERICK GENER ATING ST ATION

P. O. DOX A

S AN ATOG A. PENNSY LV ANI A 19464

tais)sa m aoo m .nooo December 20, 1990
Docket No. 50-352u. a. u.c o nuic x. 4... u.

....../.''''.".'."."."......., License No. NPF-39

U.S. Nuclear Regulatory Commission
Attn: Document Control Desk
Washington, DC 20555

SUBJECT: Licensee Event Report
Limerick Generating Station - Unit 1

This LER reports a condition prohibited by Technical Specifications (1S) it;
that a TS Surveillance Requirement and the associated 15 Actton were not
performed in the specified period of time, firewatch employees did not perform
the daily Unit 1 fire door povition check surveillance test therefore failing to
verify the operability of non-electrically supervised fire doors as required by
13 Section 4.7.7.2.b.

Reference: Docket No. 50-352
Report Number: 1-90-031
Revision Number: 00
Event Date: December 2, 1990
Discovery Date: December 3, 1990
Report Date: December 20, 1990
facility: Limerick Generating Station

P.O. Box A. Sanatoga, PA 19464

This LER is being submitted pursuant to the requirements of 10 CFR
50.73(a)(2)(1)(B).

Very tr ly yours,
S

5Ff tn

C
DMS:cah

cc: T. T. Martin, Administrator, Region 1 USNRC
T. J. Kenny, USNRC Senior Resident inspector, LGS
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' " ' ' ' ' ' ' Firewatch Employees did not Perform the Daily Unit 1 Fire Door check therefore
} Failing to verify the Operability of the Fire Doors as Required by Technical Specifications
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'"''**G. J. Madsen, Regulatory Engineer, Limerick Generating Station
21 115 31217 la 11121010
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On December 3,1990, at 0850 hours, a contract Hrewatch Coordinator discovered
that Surveillance Test (ST) procedure ST-7-022-371-i, " Unit 1 fire Door Daily
Potition Check." had not been performed on December 2, 1990, instead, ST
procedure ST-7-022-371-2, " Unit 2 fire Door Daily Position Check," was
inadvertently performed twice on December 2, 1990. The Unit 1 Technical
Specifications (TS) Surveillance Requirement (SR) 4.7.7.2 was not met and the TS

' Action of-establishing a fire watch within one hour was not taken in the
required time. The consequences of this event were minimal, and there was no
release of radioactive material to the environment. The cause of this event was*

two personnel errors and an informal work practice. The' Fire Watch Supcrvisor
-(FWS) failed to recognize and hand out the correct fire door daily position
check ST procedure.to be performed. The Firewatch, after-performing the ST
procedure, failed to observe that an incorrect procedure had been used. A white
photocopy, 'instead of the unitized-yellow colored copy of the Unit -1- ST-
procedure, was used during the actual plant-inspection of the. fire doors which
is an informal work practice. The FWS and firewatch involved in this event were
counseled to stress the importance of a higher level of attention to detail
while performing their daily tasks. All photocopies of the Unit 1. Unit 2, and
Common Plant fire door daily position check ST procedures kept on file are now
color _ coded identical to the original ST procedures. This action was completed
on December 4,-1990.

.

~
g,,,,. m

_ . _ . _ . _ _ _ _ _ __. _. _ .. _ ._. _ _ _ _ _ - - _



..
. u s eucata cotsmo., c ..

**" . UCENSEE EVENT REPORT (1.ER) TEXT CONTINUATION unone owe ,,o me.eu
'

.

se m es e m oi.

'

r,, sit, o. s e ev.i m ia e'..
u o eim o se, e.oe m

'

Limerick Generating Station, l' nit 1
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0, nit Conditions Prior to the [ vent:

Unit 1 Operating Condition was 4 (Cold Shutoown) at 0% power level.

Description of the [ vent:

On December 3, 1990, at 08b0 hours, a contract firewatch Coordinator discovered
thatSurveillanceTest(ST)procedureST-7-022-371-1," Unit 1fireDoorDaily
Position Check." had not been performed on December 2, 1990. Instead, ST
procedure ST-7-022-371-2, " Unit 2 fire Door Daily Position Check," was
inadvertently performed twice on December 2, 1990. The Unit 1 Technical

|Specifications (15) Surveillance Requirement (SR) 4.7.7.2 was not met and the 15 ; !Action of establishing a fire watch within one (1) hour was not taken in the l
required time. This resulted in a condition prohibited by TS. On December 3, !1990, at 0907 hours, the Unit 1 ST was satisf actorily performed and no tinit 1

!
doors were founo open.

l

lhis report is being submitted in accordance with the requirements of
10CFR50.73(a)(2)(1)(B),sincethiseventresultedinaconditionprohibitedby
TS.

Analysis of the [ vent:

During the period in which the Unit 1 fire doors were technically 'noperable, a '

-fire did not occur in any of the Unit I fire areas that could have challenged
the fire barriers. The smoke detection systems located in the vicinity of the
Unit 1 fire doors were operable and would have provided early detection of a
fire in any of the fire areas. Appropriate detection and suppression equipment
is in place to detect and contain a fire that would have occurred in any of the
affected Unit 1 fire areas. When the Unit 1 ST procedure was performed no fire
doors were found open, furthermore, plant operators make regular rounds in the, >

plant and they would have identified any fire doors that were propped open and
would have initiated the appropriate TS Action of closing the door. There was
no release of radioactive material to the environment as a result of this event.

.Therefore, the actual and potential consequences of this event Were minimal.

-Cause of the Event:

The cause of this e' vent was two personnel errors and an informal work practice.

l.- The Jire Watch Supervisor (fWS) failed to recognize and hand out the correct
fire door daily position check ST procedure to be performed.

2. The firewatch, after performing the 51 procedure, failed to observe that an
incorrect procedure was being filled out during the transfer of information
from the white photocopy to the originel color coded Si procedure.

3. A white photocopy ST procedure was used during the actual plant inspection
of the fire doors, instead of the unitireo yellow colored copy, which is an
informal work practice,
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The normal routine for performing the ftre door daily position check was as
follows. The FWS maintained white photocopies of the original Unit 1. Unit 2,

a and Common Plant fire door daily position check ST procedures in their files.
] The original ST procedures, which are also on file, are color coded by Unit
j (i.e., Unit 1 - yellow, Unit 2 - green, Common Plant - White). For the daily

_

j fire door check, the FWS gave a white photocopy of the procedure to the
firewatch to use during their walkcown, and kept the original ST on their desk.4

: After the walkdown was performed, the fire watch filled out, signed, and
j submitted the original ST procedure to the FWS for review and approval. The

firewatch then disposed of the photocopies.4

! In this event, the first shif t FWS handed out photocopies of the Unit 2 and
Common Plant Si procedures to be performed. These ST procedures were completed,
and the firewatch filled ou*. signed, and submitted both original ST procedures
for review and approval. Prior to shift turnover, the first snift FWS informed
the second shift FWS that the Unit 2 and Common Plant ST procedures had been

! completed.

During the second shift, the FWS inadvertently handed out another photocopy of-

the Unit ? ST procedure to be performed. While the Unit 2 ST procedure was,

; being performed, the fWS placed the original Unit 1 ST procedure on his desk for
; the firewatch to later complete. After the Unit 2 Si procedure was performed,

the firewatch inadvertently transferred the information from the Unit 2 white
photocopy to the Unit I color coded procedure. The Unit I and Unit 2 51

J procedures hre almost identical in f ormat with only the door numbers being the
major difference. The completed Unit 1 S1 procedure was then submitted to the
FWS for review and approval. On December 3, 1990, the firewatch Coordinator,
during his routine review of the previous day's tests, discovered the mistake.

Corrective Actions:
,

,

1. The FWS and firewatch involved in this event were counscied to stress the
importance of a higher level of attention to detail while performing their
daily tasks.

I 2. All photocopies of the Unit 1. Unit 2 and Common Plant fire door daily
position check ST procedures kept on file are now color coded identical to

.

the original ST procedures. This action was completed on December 4, 1990.
,

Previous Similar Occurrences:

lER l-90-016 reported a condition prohibited by TS in that a TS SR and the
associated TS Limiting Condition for Operation Action were not performed within
the specified period of time. On various occasions, two firewatch employees
falsified the performance of a ST procedure and failed to verify the operability
of non-electrically supervised fire doors as required by TS Section 4.7.7.2.b.
The actions taken to prevent recurrence for LER l-90-016 would not have
prevented this event.

Tracking Codes: A Personnel Error;
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