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LICENSEE EVENT REPORT 
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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES 

On two occasions, at 0910 and 1600 hours on October 14, 1980, while in a hot shutdown 

subcritical condition, the containment personnel airlocks were opened simultaneously.  

O41 During the first event, maintenance was being performed on the airlock door interlocks 

FO-5 when a small fire was reported inside containment. During an attempt to enter con

0 6 1tainment, operations personnel opened the exterior door while the inner door was not 

sealed. During the second event, the interlock failed to function properly, allowing I 
both doors to be opened. These events are contrary to Technical Specification 3.6.1.a 

I-8- land is reportable pursuant to paragraph 6.9.2.a.2 of Technical Specifications.  
7 89 

SYSTEM CAUSE CAUSE COMP. VALVE 
CODE CODE SUBCODE COMPONENT CODE SUBCODE SUBCODE 

09 ISA A 1 1®A 1±3 1 PI El NI El T RI A .Zij 86 
7 8 9 10 11 12 13 18 19 20 
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS 

The airlock interlocks were not in service at the time of the first event due to work j 
being performed on the doors. The interlocks require periodic maintenance in order to 

1 aintain routine operation of the doors. In the haste to access containment to ex- I 
tinguish the fire and assess damage caused by the fire, the operator opened the door 

without first checking with the maintenance personnel working on the doors. The air
lock interlocks tailed to function properly during the second event while personnel 

1were exiting the containment. These events necessitated having the vendor inspect and 
recommend improvements to the airlock interlocks as necessary. This inspection has 
lbeen completed.  
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SUPPLEMENTAL INFORMATION 

FOR 

LICENSEE EVENT REPORT 80-24-RI 

1. Cause Description and Analysis: At 0910 hours on October 14, 1980, 
with the plant in a hot shutdown subcritical condition, a small 
fire was reported inside the containment by a construction worker.  
At the time of this occurrence, maintenance was being performed on 
the personnel airlock doors and interlocks. The interlocks were 
out of service. Operations personnel in their haste to enter con
tainment to inspect for possible fire damage and verify the fire 
was extinguished, did not check to verify the inner door was pro
perly sealed. Both containment personnel airlock doors were opened 
momentarily when the operator entered containment. At 1600 hours 
on the same day while personnel were exiting containment, the air
lock door interlocks failed to function properly. This also resulted 
in a momentary opening of both airlock doors. Both doors being open, 
even momentarily, is contrary to the requirements of section 3.6.1.a.  
No adverse conditions resulted from these occurrences.  

2. Corrective Action: In both occurrences, one airlock door was imme
diately placed in a satisfactory sealed condition. After the first 
event, the mechanic continued performing his work on the repair of 
the airlock interlock. After the second event, the interlock was 
repaired and placed in a satisfactory condition and door operating 
personnel were assigned to operate the airlock for the duration of 
the outage to prevent recurrence.  

3. Corrective Action to Prevent Further Occurrence: Due to an unusually 
high level of job activities inside containment during the refueling 
outage, in addition to routine refueling activities, the airlock 
doors including the interlock mechanism was subjected to an unusually 
high amount of use by a significant number of personnel. As a result 
of this type of use, the airlock doors' operating mechanism required 
an excessive amount of maintenance to keep the doors operating as 
required. Due to this excessive amount of maintenance required, and 
as followup to this event, a specialist was contracted to inspect 
and recommend improvements. This inspection and evaluation has been 
completed. The overall condition of the equipment is good and rec
ommendations to rebuild all of the major operating parts will be 
implemented during the next extended cold shutdown.


