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

Gentlemen:

VOGTLE ELECTRIC GENERATING PLANT
LICENSEE EVENT REPORT

PERSONNEL ERROR RESULTS IN IMPROPER TEMPERATURE READINGS

In accordance with the requirements of 10 CFR 50.73, Georgia Power Company submits
the enclosed report related to an event which occurred on January 27,1994.

Sincerely,

a pt 'e
C. K. McCoy

CKM/HWM ;

Enclosure: LER 50-425/1994-003
i

cc: Georgia Power _Cstmpany
Mr. J. B. Beasley, Jr.
Mr. M. Sheibani
NORMS

U. S. Nuclear Re2ulatory Commission i

Mr. S. D. Ebneter, Regional Administrator |

Mr. D. S. Hood, Licensing Project Manager, NRR
Mr. B. R. Bonser, Senior Resident Inspector, Vogtle
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On January 25,1994, a plant equipment operator (PEO) was performing temperature measurements
in the equipment building as required by Technical Specification (TS) 4.7.10. The PEO mistakenly
measured the temperature in two different areas of room A009, rather than take separate
measurements in rooms A009 and A008. This scenario was repeated on the same shift for the next
two days. After completing the temperature measurements on January 27,1994, the PEO
questioned why there was no temperature rounds marker in what he believed to be room A008 An
investigation revealed the misunderstanding and a temperature reading was performed at the correct
location in room A008. These incidents represented unit operation in a condition prohibited by the ;

TS because the temperature in room A008 was not measured at least once per 12 hours on January
25th and 26th, as required by TS 4.7.10.

The cause of this event was a cognitive personnel error by the PEO in failing to measure the
temperature in room A008. The PEO has been reminded of the importance of attention to detail.
Appropriate shift personnel were advised of this event during shift briefings and it will be further
addressed in operators' continuing training.
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A. REQUIREMENT FOR REPORT

This report is required per 10 CFR 50.73 (a)(2)(i) because the unit operated in a condition prohibited
by the Technical Specifications (TS) when room temperature measurements were not performed at
the correct locations.

B. UNIT STATUS AT TIME OF EVENT +

At the time of the discovery of this event, Unit 2 was operating in Mode 1 (power operation) at 100
y

percent of rated thermal power. Other than that described herein, there was no inoperable equipment :

that contributed to the occurrence of this event.

C. DESCRIPTION OF EVENT

On January 25,1994, a plant equipment operator (PEO) was performing temperature measurements
as required by TS 4.7.10. The PEO climbed down a ladder and measured the temperature in room
A009 of the equipment building, exited up the ladder, and proceeded to room A008. However,
rather than climbing down to room A008, the PEO took another ladder and entered into a different
part of room A009, and measured and recorded the temperature in that part of room A009 as the
temperature in room A008. This scenario was repeated on the same shift for the next two days.
After completing the temperature measurements on January 27,1994, the PEO questioned why there

3
'

was no temperature rounds marker in what he believed to be room A008. An investigation revealed
the misunderstanding and a temperature reading was performed at the correct location in room
A008. These incidents represented unit operation in a condition prohibited by the TS because the
temperature in room A008 was not determined at least once per 12 hours on January 25th and 26th,
as required by TS 4.7.10. i
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D. CAUSE OF EVENT
|

The cause of this event was a cognitive personnel error by the PEO in failing to recognize that he had I

reentered room A009 instead of entering room A008. Additionally, the PEO di' mt comply with
the requirement of procedure 14001-C, " Shift Area Temperature Logs", to sta . the " TEMP
RDS" sign when taking temperature readings. There were no unusual characteristics of the work
location that contributed to the occurrence of this error by the Georgia Power Company PEO
involved.
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E. ANALYSIS OF EVENT

Room A008 temperature measurements taken during the other two shifts on January 25th and 26th
found no abnormal readings. Additionally, room A008 remains at a lower temperature than room
A009 at this time ofyear because A008 is more open to the outside atmosphere and room A009 '

remained at normal temperatures throughout the time involved. Furthermore, no unusual events
occurred on these days which would have been expected to cause abnormally high temperature
readings in room A008. Finally, room A008 has never exceeded its maximum abnormal temperature
in nearly five years of operation. Based on these considerations, there was no adverse efTect on plant
safety or on the health and safety of the public as a result of these events. Based on our review this
is an isolated event.

F. CORRECTIVE ACTIONS

1) The PEO involved has been coached and reminded of the importance of attention to detail.

2) Appropriate personnel were advised of this event during shift briefings.

3) This event will be further addressed in operators' continuing training, stressing the need to
measure temperatures only at the temperature rounds markers and to verify the room number.

i

G. ADDITIONALINFORMATION

1) Failed Components:
None

2) Previous Similar Events:
None

3) Energy Industry Identification System Code:
Equipment Building - NA
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