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J G Keppler, Adninistrator
Attachment to LER 82-19
Consumers Power Compirw
Palisades Plant 4
July 8, 1982

During a containment entry on June 24, 1982, it was noted that the personnel air
lock inner door status light indicated the inner door was not shut. The personnel
mazing the entry verified by direct visual observation (through the vieving

window) that the inner door was shut and then opened the outer door. After entering
the lock and closing the outer door, the perionnel heard air rushing through the
inner door. When the inner door handwheel was turned approximately 1/8 turn,

air inleakage stopped and the open indication “dght was extinguished.

Based on the as-found condition of the inner door, it is concl.ud€d that containment
integrity was alsoc broken during the previous containment exit on June 22, 1982,
when the inner door was aprarently improperly closed and the outer door was opened.
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The cause of the ovent was perdonnel error in that the inner door was not properly
closed on June 22 aic that theipersonnel making the eftry did not notify the

Shift Supervisor of th2 open {@dication prior to making the entry on June

2k, However, several rechaunical problems contributed to the personnel error:

1) The inner door handwheel had a "hard spot" just before it is
fully closed, giving the feeling of being closed.

The interlock which prevent: both doors from being open at
the same time was out of adjustment, allowing the outer door
to open when the inner door was not fully closed.

3) There is no indication (idé, 1.ght or audible alarm) inside the
personnel lock of inner door rueition.

To prevent recurrence, the interlock will be adjusted and an attempt will

te made to reduce the "hard spot”" on the inner door hundwheel. Additionally,
an alarm and indicating light system will be installed to warn the operator
inside the personnel lock that the inner door is not fully closed.

Until the permanent corrective action can be completed, several interim
measure:s have been taken:

1) An Operations Department memorandum has been issued to all Shift
Supervisors instructing them on the proper procedures for personnel
lock operation, including the existence of the "hard spot" and the
interlock misadjustment.

Control Room status boards have been updated to indicate personnel
lock problems.

Caution tage have been hung on the personnel lock doors warning of
the problems,

Operating instructions have been posted for the personnel lock doors
and the door indicating lights have been labeled to avoid confusion.




