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10 CFR 50.73

PHILADELPHIA ELECTRIC COMPANY

LIMERICK GENFRATING STATION
Q. BOX A
SANATOGA PENNSBYLVANIA 19464
{218) 3271200 exv. 2000

February 28, 1992
Docket No, 50-353
License No, NPF-85

U.S. Nuclear Regulatory Commissicn
Attn: Decument
Wwashington, DC 20555

SUBJECT:

ontrol Desk

-anensue Evnnt Rgng
(imerick Generating Station - Unit 2

This LER reports an event where a watertight door, which separates the
Residue ] deat Removal pump rooms, was discovered open and unsupervised,
resuiting in a condition outside of the Moderate Energy Pipe Break design basis.

Reference:

Docket No. 50-353

feport Number: 2-92-003
Revisign Number: 00

Event Date:

Febryary 04, 1992

Report [ale: February 28, 1992
Facility:

Limerick Generating Station
P.0. Box 2300, Sanatoga, PA 1%464-2300

This LER is teing submitted pursuant to the requirements of
10CFRS0.73{a)(?)(11).

UMS:can

very truly yours, ~\

ce: T, T, Martin, Administrator, Region 1, USNRC
T. J. Kenny, USNRC Senior Rusident Inspector, (GS
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W A watertight door, which sepirates the Residual Heat Removal pump rooms, was discovered
open, resulting in a condition outside of the Moderate Energy Pipe Break design basis,
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On February 4, 1992, during performance of the daily fire door position
verification surveillance test, a Ficewatch discovered that watertight door no.
76 was open and unsupervised. Uoor no. 7§ separates the Residual Heat Removal
(RHR) 2A/2C and 28/20 pump rooms. The Firewatch immediately closed and dogged
the door and notified the M2in Control Room, An evaluation concluded ?nhat the
door was onen for a period of 22 minutes. Ooor no. 7% is required to be always
closed and dogged for Moderate Cnergy Pipe Ereak (MEPR) considerations.
Therefore, with the door open, the MEPB barrier bewween the RHR pump rooms was
outside the MEPH design basis. Additiomally, duor mo, 75 §s required for fire
protection considecations per the Technical Spacifications (TS) section 3.7.7,
However, since there were operable fire Jetectors in poth RHR pump rooms, and
the dour was closed in less than one Sour, the Action associated with TS 3.7.7
was satisfied. The actua)l conseguences of this event were minimal in that no
fire or MEPD occurred in aither RHR pump room duricy the 22 minute time period
in which the door was open. The proximate cause of this event is that 1oor nu.
76 was not properly closed the last time the door was used, however, the root

actions are planned.
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cause of this event cannot he fully determineos. Thereiore, no direct corrective
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Unit Conditions Priar to the Event:

Unit 2 Operational Condition was 1 (Power Operation! at 100% poser level,

Background:
Plant pratection against postulated piping failures in Fluid systems outside of
primary containment is required under 10CFRS0, Appendix A Criterion 4, and
describea in the guidance provided in the Standard Review Plan, NUREG-0B00,
Section 3.6.1. Philadelphia Electric Company (PECo) has committed Lo these
requirements in Section 3.C of the Limerick Generating Station (1.GS) Updated
Final Safety Analy.is Report (UFSAR). Water/steam barriers were incorporated
into the desigy of the plant to protect and control against direct or indiract
induced 1oss of equipment and comporents necessary to assure safe shutdown of
the plant in the event of a piping failure., The UFSAR analysis included an
svaluatinon of postulated High Energy Pipe Break (HEPB) and Moderate Energy Pipe
Break (MEPB) sccidents., A HEPB accident is associated with a system in which
its fluid temperature is greater than 200 degrees F and/or its system pressure
is greater than 275 psig. A MEPB accident 15 associated with a system in which
fts fluid temperature 15 less than or equal to 200 degrees F and fts system
pressure s less tha or equal to 275 psig.

To mitigate the effects of a postulated HEPB or MEPE accident, wator/steam
barriers are used to cumpartmentalize the plant to restrict the piping fallure
Lo a particular area. This minimizes the effects of the accident and assures
sufficient equipment is available to safely shuldown the plant. water/steam
barriers utilized at LGS are as follows:

i) water and steamtight doors (EI11S:DR), walls, and floors,

2) water and steamtight penetrations (EIIS:PEM) and seals,

3) compartment dams and dikes,

4) water and steamtight dampers (ELIS:DMP) and penetration
isolation devices, and

5) steam relief panels,

To prevent the unplanned openings af any of these HEPC or MEPE barriers at LGS,
Administrative (A) Procedure A-224, "HEPB/MEPE Barrier Control," has oeen
implemented to e “ablish the administrative requirements, controls, and
responsibilities for breaching plant HEPB or MEPB barriers.

lescription of the FEvent:

Un February 4, 1992, at 0724 hours, during performance of the Surveillance Test
(S1) Procedure $7-7-022-371-2, “Datly Fire Door Position verification." a
Firewatch discovered that watertight door no. 75 was open and unsupervised.
watertight door no. 795 separates the Residua! teat Remuval (RHR) (EI1S:B0) 2a/2¢C
and ¢9/20 pump rooms. The Firewatch immediately closed and dogged the

MR VoA SAEa

A




W . A R ———— g e e i e A B L e e e e L L

«@“ R LD VS NUCLLAR RETULATORY L OMMIGEIUN

LICENSEE EVENT HEPORT (LER) TEXT CONYINUATION :m:w:: :n:’ HO 31800104
. L 1Y 14
PACTLITY ARt 111 TOECRET NOMBER 135 LER NUMBER (8 rage
g ‘ vee T TR TG RS .
. NUMBER L

Limerick Generating Station, imit 2

10510 jejo 3|53 {9] 2|00 3 —-! 0[ 0] 013 19F 0 |4

VECT 0¥ viws Asect i mrwrwd whe sustome NAL Fgvre M 1) 1100

watertight door, which was unobstructed and unvestrained, and notified the Main
Control Room (MCR) of the incident,

Door no. 75 1s required to be in the closed and dogged position for MEPB
considerations per procedure A-224, and for fire protection considerations per
the Limiting Condition for Operations (LCO) of the Technica)l Specifications (TS)
Section 3.7.7, "Fire Rated Assemblies.” For MEPB considerations, door no, 75 is
required by procedure A-224 to be always in the closed and doyged position
unless personnel or equipment are passing through the doorway. Since door no.
75 was discovered open and unsupervised, the MEPB barrier between the RHR pump
rooms was outside the estab)ished MEPB design basis. In the event of a MEPB
accident “n one of the RHR pump rooms, sufficient RHP pumps to safely shutdown
the plant could not have beer assured.

For fira protection considerations, door no, 7§ 15 required to be ciosed and
dogged, but may be open if Lhere is operable early warring fire detectors in the
area and 1f an hourly fire watch patrol is estadb)ished per TS action 3.7.7a.
Plant cecurity performed an evaluation of the computeri ed alarm history for
dogr no. 75, and determined that the door was cpen from 0702 hours to 0724 hours
on February 4, 1992; a period of twenty-two {22) minutei. Since there were
uperable fire detectors in Loth RHR pump rooms, and tne door was closed in less
than one hour, 13 Action 3.7.7a was satisfled.

A reportability evaluation was initiated when the MCR was notified of the open
door. The condition was determined to be outside the design basis at 120§
hours, and therefore reportabie. A one hour notification was wade to the NRC at
1226 nours, on February 4, 1992, in accordance with the requirements of
1GCFR50,72(0)(1)(11)(B) since this event resulted in a condition outside of the
design basis, This LER 1s being submitted in accordance with the requirements
of 10CFRSS.73(a)(2)(11).

Analysis of the Fvent:

The actual consequences of this event wore minimal in that no fire or MEPB
acrident occurred in either RHR pump r. -m during the 22 minute time period in
which door no. 75 was open and unsupervised. There was ne release of
radicactive material to the environment as a result of this event.

Had a Fire occurred in either RHR pump room during the 22 minute time period in
which door no. 75 was open and unsupervised, the eariy warning fire detection
system in the affected rcom would have alarmed in the MCR, and the gperations
fire brigade team would have been dispatched in accordance with Special Event
(SE) Procedure St-8, "Fire," to mitigate the consequences of the fire including
closing deor no. 75, Additionally, had a MEPB accident (e.q., an unisclatable
RHR pump suppression pool sucticn line pipe break) occurred in either RHR pump
room during the 22 minutes in which door no. 75 was open and unsupervised, the
potential for the loss of all four RHR pumps could have accurred. However,
located in each RHR pump room are flood detection swiv~hes which alarm in tne
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in both RHR rooms,
kHR pumps become inoperable.
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Cause of the Event:

the last time the door was used.

information for door no. 75,

Corrective Actions:

similar event,

HEPB/MEPB barriers.

event aCccCurred.
prevent the recurrence of a similar event.
addressed in this FY! notice has been incorporated into the station's General
Employee Training (GET) and continuing training programs,

Previous Similar Uccurrences:

MCR when the flood water leve! in either room reaches 3.25 inches.
to an RHR pump room flood alarm, MCR operators would have initiated the
Transient Response Implementing Plan (TRIP) Procedure T-103, “Secondary

{ Containment Control," which provides direction for mitigation of the MEPB,
procedure dire.ts shutdown cf the plant when the flood level reaches 18 irches
This ensures the plant can achieve safe shutdown before the
Licensed operators receive regualification
training to review and practice responses to simulated plant transients of this
The procedure, training, and operator actions would have mitigated the
conseyuences of this type of event.

The proximate cause of this svent is that door no. 75 was not properly ¢losed

Security data which listed the nlant personnel
within the Unit 2 Reactor fnclosure during the time period of the event was
collected and evaluated in conjunction with the computerized alarm history
Interviews were then conducted with the
appropriate plant personnel, however, no conclusion could be reached that
clarifizd the root cause of this event,

In response

This

Since the root cause of this event could not be fully determined, there are no
direct corrective actions that can be implemented to prevent the recurrence of a
However, as a result of a previous HEPB/MEPB degraded barrier
incident which occurred in August of 1990, Administrative Procedure A-224 was
developed to establish cuntrols for HEPB/MEPB barriers.

As part of the training

LER 1-90-018 reported an event where various HEPB/MEPB barriers were
inadvertently breeched or restrained,
established as a result of this event,
was in the process of being performed when this event occurred,

Tracking Codes: X2 Failure that cannot be assigned from codes

This FY! notice provided a clear and

for this new program, a “For Your Information" (FYI) Notice was issued to first
1ine supervisicn on January 14, 1992,
concise set of written management expectations regarcing the contro) of
First line supervision were in the process of disseminating
the expectations of wanagemert in this fYI notice to station personnel when this
The completion of the dissemination of this FYI notice should

Additionally, the information

A HEPB/MEPB barrier contro)l program was
However, training of station personnel
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