
. _ _ _ _ _ _ . _ - . _ _ _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ _ -- . _ _ _ _ - _ _ _ _ _ _ _ _ _ - _ - _ _ _ _ _ _ _ . _ _ _ _ _ _ _ _ _ _ _ ._. _ _ _ _ _ _ _ - _ _ _

,

e cCO"93-14131

PIIILADELPIIIA ELECTRIC COMI%NY ;
*

,

'

PEACH BOTTOM ATOMIC POWER STATION-

R. D.1. Box 208

g@" '%g DELTA, PA 17314

#*8M (717) 45 4 7014.

%wtn a s0*
KEN MMERS

PUNT MANAGER

November 20, 1992 )
l
'

Docket Nos. 50-277
50-278

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

SUBJECT: Licensee Event ReqQd
Peach Bottom Atomic Power Station - Units 2 and 3

This LER concerns a Technical Specification violation when an hourly firewatch was
not performed for the Unit 2 & 3 Emergency Switchgear and the Unit 3 Recirculating .
Motor Generator Set Rooms.

Reference: Docket Nos. 50-277 ,

50-278
Report Number: 2 92-023
Revision Number: 00
Event Date: 10/28/92
Report Date: 11/20/92
Facility: Peach Bottom Atomic Power Station

RD1, Box 208, Deha, PA 17314

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

Sincerely,

,

cc: J. J. Lyash, US NRC Senior Resident inspector
T. T. Martin, US NRC, Region i
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On 10/28/92, the hourly roving firewatches for the Unit 2 & 3 Emergency Switchgear and
the Unit 3 Recirculating Motor Generator Set Rooms were not performed between 2300
and 2400 hours. This is a violation of Technical Specifica$on 3.14.D.2. The firewatch was
in place as a result of an inoperable Thermo-lag encapsulation as discussed in NRC
Bulletin 92-01. The encapsulation protected cabling for the safe shutdown equipment in
the event of an Appendix R fire. The cause of the event is that a Security Supervisor (SS)
and a Central Alarm Station (CAS) operator did not ensure that the firewatches were
performed. There were no actual safety consequences as a result of this event. The SS
and CAS operator involved have been counselled concerning this event. This event and
the importance of Trewatch inspection were discussed with Nuclear Security Section
Personnel. Training and programmatic enhancemrM are being incorporated as
necessary. There were no actual safety consequenct.: 1.s a result of this event. There
were three previous similar events.
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% M!ation of Technical Specification (Tech Spec) 3.14.D.2 concerning a missed.

1 N1. ng firewatch in the Unit 2 & 3 Emergency Switchgear and the Unit 3 g
Recirculct.. g Motor Generator Set Rooms.

t.
'

,

!1oit Conditions at the time of the Event

Unit 2 & 3 were in the " REFUEL" Mode at 0% power. There were no inoperable
structures, systems or components that contributad to this w"

Dmcriotion cf the Event
_

On 10/28/92, th n .oving firewatches for th9 Unit 2 "A" & "C" Emergency'

Switch 3 , Unit 3 7. m "D" Emergency Switchgett, and the Unit 3 Recirculating Motor ,

Generv r Set Rooms were not performed between 2300 and 2400 hours. This is a
',

violation of Tech Sp q 3.14.D.2 which requires a 1 hour firewatch be performed for non-
"

functional fire barriers provided fire detectors are operable on at least one side of t le fire
banier. This occurred when the firewatch was reassigned to a medical emergency. Upon
reuming from the medical emergency, the individual notified the Security Supervisor (SS)
< 0110 hours on 10/29/92 that the firewatch was missed between 2300 and 2400 hours
on 10/28/92. The firewatch was established in June of 1992 as a result of an inoperable
Thermo-lag encapsulation as discussed in NRC Bul|etin 92-01. The encapsulation
proicited cabling (Ells:CBL) for the safe shutdown equipment in the event of r Appendix
R fire in these roc.ns. .

* *

Cause of the_ Event

The cause of the event is that the SS (Non-Uti;ity:Non-Licensed) did not ensure that the -

arewatches were perform for a particular round. A Security Frotection Technician (SPT)
had been assigned to perform a roving firewatch. The SS was informed by the SPT that ]

'

the round would not be able to be patrolled due to a medical emergency. The SPT was
a Emergency Medical Techracian who responded to a medical emergency at another
location. The SS failed to act on this information due to the faliure to comply with
established procedures which require that he make the proper notifications and assign
personnel to continue firewatch rounds in the event that the sourity protection
technicians are dispatched to a medica | emergency. In addition, the Cerd d Alarm Station
(CAS' ooerator, who is responsible for dispatching the SPTs to the c 4 moriate areas

'
which reauire watch, failed to eneck with the SS after having , dge that thea

,' established firt,,,2h wat eing reassigned to a medical emergency.
,
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Analysis of the Event

There wer^ no actual safety consequences as a result of this event. No fires occurred in
this area L.Jring the period of non-compliance. The probability of not detecting a fire
during the period of non-compliance was extremely low. Had a fire occurred in these
rooms, fire detection equipment was fully operable to alert fire brigade personnel to
promptly extinguish the fire. There was no entry of transient combustibles into the
affected fire areas during the period of non compliance.

Cc.rective Actign3

The SS involved has been counselled concerning the failure to comply with established
piocedurer an i the CAS operator was counseled for the failure to communicate the need
to assign other personnel to continue firewatch rounds. This event and the importance
of firewatch inspections, were discussed with Nuclear Security Section Personnel (NSSP)
immediately following this event.

Training will be conducted for NSSP regarding the aspects of firewatch inspections.
Security procedures will be revised by 11/30/92 to enhance tracking of future firewatches.
In addition, an emergency checklist will be generated which will specify the necesst /
requirements in the event that firewatch personnel are reassigned.

Previous Similer Events,

There were thre; previous sindlar events in which security personnel missed a firewatch
round due to inadequate instruction from security supervision. LER 2-92-18 involved a
missed firewatch due to a SS failure to post a particular round. Lf '13-86-17 involved a
missed firewatch due to SS issuance of a wrong insituction sheet to firewatch personnel.
LER 2-84-14 involved a missed firewatch due to poorly organized log sheets. Corrective
actions for LER 2-84-14 irmolved revising the log sheet while 3-86-17 involved discipline.
The corrr.tive action for 2-92-18 involved changing the methodology that firewatches are
posted and discipline. The previous events did not prevent this event since the
corrective actions were limited to the individuals involved or cpecific programmatic
deficiencies. Therefore, it is expected the D aining addressed in this event will minimize
future occurrences.
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