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On April 15, 1992, from 0426 hours to 0452 hours, the security .ystem computer
experienced an unscheduled outaje causing security foor card readers to be
inoperable thereby prohibiting normal access to certain areas within the Reactor
and Contro) Enclosures. Ouring this twenty-six minute security computer
outage, the previously established firewatch inspections for thirteen
impairments located ~ithin the Reactor and Control Enclosures were not performed
within one hour of the previous inspections, violating Technical Specifications
Sections 3.3.7.9 amd 3.7.7. The actual consequences of this event were minimal
in that a fire did not occur during the time period in which the thirteen
impairments were not firewatched, Had a fire occurred, fire detecticon and
suppression system. were available. The cause of this event was cugnitive
personnel error in that the contractor employed security Shift Sergeant failed
10 adequately utilize security personnel during the security computer outage,
therefore causing the delay In the performance of the firewatch inspections,

The security Shift Sergeant was counseled, and an Assistant Director of the
contractor employed security force has been assigned to monitor and instruct the
security Shift Sergeant, A Lessons Learned Bulletin discussing this event was
disseminated to al! security supervision,
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Unit Cunditions Prior to the Event:

Unit 1 was in Operational Condition § (Refueling) at OX power level,
Unit 2 was in Operational Condition | (Power Operations) -t 100X power level,
Description of the Event:

On April 16, 1992, at 0426 hours, the security system computer experienced an
unscheduied outage. This caused the security system door card readers to be
inoperable, thereby prohibiting normal access to certain areas within the
Reactor and Contro) Enclosures. Compensatory actions were immediately
implemented and al) required security posts were manned within nir2 minute in
accordance with security procedures. The unscheduled security outage was
terminated at 0452 hours, and lasted a period of twenty-six minutes. During
this twenty-six minute time period, the firewatch inspections for thirteen
impairments located on the Unit 1 Reactor Enclosure elevations 201' and 283',
the Unit ? Reactor Enclosurs evation 331', and the Control Enclosure
elevations 239" and 254' wey .elayed, and were not performed within one hour of
the previous inspection as required by lechnical Specifications (T3). The
thirteen impairments consisted of smoke detection systems (E115:28) out of
surveillance, inoperable fire seals, a propped open fire door, and a fire panel
trouble alarm. The fatlure to firewatch these areas within one hour is a
viglation of the TS Section 3,3.7.9, “Fire Detection Instrumentation," and 71§
Section 3.7.7, "Fire Rated Assemb)ir, “ Both TS sections require the
establishment of an hourly firewatch patrol with one or more fire detection
instruments, or fire rated assemblies and/or sealing devices inoperable.

An hourly firewatch had been established prior to this event, and the previous
inspection had been successfully performed during the firewatch round which
began at 0330 hours, on April 15, 1992, When the firewatch returned to begin
the next firewatch round at 0430 hours, the security system card readers to the
areas were inoperable. The firewatch notified security at 0128 hours aind again
at 0438 hours, in accordance with their training, to gain access to the areas.
However, the responsible security force member ?SFM). who was to be ussigned to
assist the firewatcn, was heing used as part of the compensatory actions and was
not immediately dispatched during the security system computer outage. As a
result, the SFM arrived at 0454 hours to escort the firewatch; twenty-six
minutes after the Tirewatch initially notified security. This caused a one hour
and twenty-four minute time period to elapse since the start of the last
inspection. As a result, the thirteen impairments were inspected eighteen to
twenty-two minutes past their one hour TS action time limit, Therefore, this
LER s being submitted in accordance with the requirements of
10CFRS0.73(a)(2)(1)(B).

NAC oMW Ie8s
wen



EVENT REPORT (LER) TEXT CONTI

LT NUMBLA




Limerick Generating Station, Unit 1
mmab“nmmmmwm

VB NUCLEAR RETULATORY COMMIESION

LICENSEE EVENT REPORT (LER) TEXT CONTINUATION APFROVED DM NG 1800104
EXPIRES A1 88
DOCKET NUMAER ] l LER NUMBER (6 rADE (B
L YRAR ~:\ 2 o 7 {“\’- »

e qejejejo3|s121912]|—0j0]5 |-—|0 0] 04

QF

014

Corrective Actions:

1. The security Shift Ser?eant involved in this event was counseled on the need
for attention to detail and the effective use of available personnel during
an unplanned security system computer outage.

2. On Apri) 16, 1992, an Assistant Director of the contractor employed security
force was assigned to monitor and instruct the security Shift Sergeant
involved in this event. The Shift Sergeant will receive continuous on-shift
instruction from the Assistant Director. The Assistant Director will be
removed after positive performance indicator trends are observed by the
Assistant Director and the Limerick Generating Station (LGS) Nuclear
Security Pranch Hezd.

3, ’ Lessons Learned Bulletin discussing this event was disseminated on April
20, 1992, to a)' ~curity supervision. Security supervisors are required to

read an” compl' «° © ‘Y“e expectatiors presented in the bulletin.
Previous Similar « wr-onovs:
LGS LERs 85-053, 8 <, - .-019, bo-036, 87-28, and 89-20 reported a failure to
meet the one hour !~ «4ic  time 1imit of TS Section 3,7.7 during other security
system computer oute_- fhese previous events were due to communication errors

and procedural deficiencies. The cause of this event was cognitive personnel
grror, and therefore, the corrective actions from these previous events would
not have prevented this event from occurring.

Tracking Codes: A2 - Failure to follow implementing prucedures.
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