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Failing to verify the Operability of the Fire Doors as Required by Technical Specifications

EVENY DATE (8 LER NUMBER (@ REFONTY DATE (1 CIMER FACILITIES INVOLVED )
MONTH | DAY | YEAR | vEan - ':g,:}‘,“ 3{,“" MonTh | Dky | viar FACILTY MAMES DOCKET NUMBERS)
0181010190 1 |
1|20l 2j9]olsfof o]3[1{To]ol1fz|z2]ol9]o0 0 (5j0100; [ |
CORRATING THIE REPORT 15 BUBMITTED PURBUANT TO THE REGUIREMENTS GF 10 CFR | (Enach oie o1 move of the lliawingl (1]
woou ) & 20 40208 e L_ 0 73401025} PRI
mxn 20 S D 80 M0 L R ITF IR bt BAITY
LEVEL et et v
116} Qo010 20,408 (6111w 50 3w ie) i) B0 7900 (20 v} OTMES Soncity (n Abitiwet
. . - balow ent in Yeur NEC Foren
i S R 20408 0) 1110 X | 80 rauiiann 80 TRiei i viniA) hn:r -
13 2040840111 1 (1w1 | o ran "1 sorawi@iviim
‘:: e 20 408 (e 1) 1iv) SO TR LTS IRy
LICENREE CONTALT FOR THIE LER 118
NAME TRLEPHONE WumMEE R
ARER COBT
G, J. Madsen, Regulatory Engineer, Limerick Generating Station
2111513127 1=111210]|

COMPLETE ONE LINE FOR EACH COMPONENT FAILURE DESCRIBED IN THIE REPORY 1))

causk [svsren|  comronent 11 4 S b CAUSE [EVETEM | COMPONINY 1 L',:f’:::g,‘"
1 - ) e )| - | S T
| L.l L | o L ] e -
SUPPLEMENTAL HESORT EXPECTED (14) MONTH| DAY | VAR
EXPRCTLD
AUBAIAS ON
"-] DATE 11h
YAS (4 yoy compiate EXPECTED SUBAISSION DATEI i; l ND 1 l l

ARSTRACT (Lomit 10 1400 spaces (0 spprucimptely 10tean pogs 10ece typewritten hney 118

un December 3, 1990, at 0850 hours, & contract vrirewatch Coordinator discovered
that Surveillance Test (ST) procedure $1-7-022-371-1, "Unit 1 Fire Door Daily
Porition Check," had not been performed on December 2, 1990, Instead, ST
procedure $T1-7-022-371-2, "Unit 2 Fire Door Datly Position Check," was
inadvertently performed twice on December 2, 1990, The Unit 1 Technical
specifications (75) Surveillance Requirement (SR) 4.7,7.2 was not met and the 1§
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 radicactive material to the environment, The cause of this event was
two personnel errors and an informal work practice. The Fire Watch Supérvisor
(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
15 an informal work practice. The FWS and Firewatch involved in this event were
counseled to stress the importance of & higher level of attention to detail
while performing their daily tasks. A)) 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 §7 procedures. This action was completed
on December 4, 1990,
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ynit Conditions Prior to the Event:

unit 1 Operating Condition was 4 (Cold Shutoown) ot OX power level,

pescription of the Event:

un December 3, 1990, at 0BH0 hours, & contract Firewateh Coordinator discovered
that Surveillance Test (S7) procedure $T-7-022-371-1, “Unit 1 Fire Door Datly
Position Check," had rot been performed on December 2, 1990. Instead, S
procegure $7-7-022-371-2, “Unit 2 Fire Door Deily Position Check," was
inadvertent 1y performed twice on December 2, 1880, Tne Unit 1 Technica)
specifications (15) Surveillance Requirement (SR) 4.7,7.2 wes not met and the 15
Action of establishing & fire watch within one (1) hour was not taken in tne
required time. This resulted in ¢ conoition pronibited by 15, On December I,
1990, at 0907 hours, the Unit | ST was satisfactorily performed and no Linit )
doors were founo open,

Ihis report 1s he1n? submitted in sccordance with the requirements of
LOCFRS0.73(a)(2)(1)(B), since this event resuited in & condition prohibited by
1§

Analysis of the Event:

Uuring the period in which the Unit 1 fire doors were technically ‘noperable, a
fire did not occur 1p any of the Unit 1 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
16 in place to detect and cortain & fire thet 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 tnat were propped open and
would have initiated the appropriste TS Action of closing the door. There was
no release of radioactive material to the environment as & result of this event.
Therefore, the actual and potential consequences of this event were minimal.

Cause of the Event:

The cause of this event was two personnel errors and an informal work practice,

Iy The Fire Watch Supervisor (FWS) failed to recognize and hand out the correst
fire door daily position check §T procedure to be performed.

¢, The Firewatch, after performing the 5T 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 ST procedure.

3, A white photocopy ST procedure was used au'1ng the actual plant inspection
of the fire doors, instead of the unitizeo yellow colored copy, which 1s an
informa)l work practice.
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[he normal routtne for performing the fire door datly position check was as
foliows, The FWS maintained white photocopies of the original Unit 1, Unit 2,
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
(1.€., Unit 1 « yellow, Uni¢ 2 « green, Common Plant - White). For the dail)
fire door check, the FWS gave a white photocopy of the procedure to the
Firewatch to use during thelr walkdown, and kept the original ST on their desk,
After the walkdown was performed, the fire watch filled out, signed, and
submitted the origina) ST procedure to the FWS for review and approval., The
firewatch then disposed of the photocopies,

In this event, the first shift FWS nanded out photocoptes of the Unit 2 and
Common Flant ST procedures to be performed, These ST procedures were completed,
and the firewatch filled out. signed, and submitted both original ST procedures
for review and approval, Prios to shift turnover, the first snift FWS informed
the second shift FWS that the Unit 2 and Common Plant ST procedures had been
comp leted,

During the second shift, the FWS inadvertently handed out anoiher photocopy of
the Unit 2 ST procedure to be performed, While the Unit ¢ 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 ST procedure was performed,
the firewatch tnadvertertly transferred the information from the Unit 2 white
phetocopy to the Unit 1 color coded procedure., The Unit ! and Unit 2 §1
procedures ae almost identical in format with only the door numbers being the
ma jor difference. The complieted Unit | ST procedure was then submitted to the
FWS fur review and approval., On December 3, 1990, the Firewatch Coordinator,
during his routine review of the previous day's tests, discovered the mistake.

Lorrective Actions:

I, The FWS and Firewatch involved in this event were counse .ed to stress the
importance of a higher level of attention to detail while performing their
datly tasks.

2. ALl photocopies of the Unit 1, Unit 2, ana Common Plant fire door daily
position check ST procedures kept on file are now color coded identical to
the original ST procedures. This acticn was completed on December 4, 1990,

Previous Similar Occurrences:

LER 1-90-016 reported a condition prohibited by TS5 in that a 1S SR and the
associated 7S 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 1-80-016 would not have
prevented this event.

Tracking Codes: A Personne! Error
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