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NORTH ANNA POWER STATION
PO ROKs0R
MINERAL, VIRQINIA 20117

10 CFR 5u.73
February 10, 1993
U. §. Nuclear Regulatory Commission NAPS MPW
Attention: Document Coutrol Desk Docket No.  50-338
Washington, D.C. 20555 License No. NPF-4

Dear Sirs:

The Yrginia Electric and Power Company hereby submits the following Licensee Event
Report applicable to North Anna Unit 1.

Report No. 50-338/93-001-00

This Report has been reviewed by the Station Nuclear Safety and Operating Committee and
will be forwarded to the Corporate Management Safety Review Commirtee for its review,

Very Truly Yours,

Enclosure:

o U.S. Nuclear Regulatory Commission
101 Marierta Street, NW.

Suite 2900

Atlanta, Georgia 30323

Mr. M. S. Lesser

NRC Senior Resident Inspector

North Anna Por r Station
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TLE ) PERSONNEL HATCH OUTER DOOR ESCAPE LOCK EQUALIZATION VALVE NOT FULLY CLOSED AS REQUIRED FOR CONTAINMENT
INTEGRITY DURING CORE ALTERATIONS DUE T0 PERSONNEL ERROR.
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On January 17, 1993, at 2230 hours with Unit 1 in Mode €& (refveling) the
equalization valve for the personnel hatch outer door escape lock was
discovered open during core alterations. This valve is required to be closed
for containment integrity per Technical Bpecification 3.9.4.¢.1 when the
personnel hatch is used for access during core alterations. All operations
involving core alterations were immaediately suspended and the equalization
valve was closed. A 4 hour report was made to the NRC at 0028 hours on
January 18, 1983, pursuant to 10 CFR 50.72 (b) (2)(iii)(e). This event is
reportable pursuant to 10CFRS0.73 (a) (2) (v} {C),

The cause of the event has been attributed to personnel error.
Administrative controls in - sce to preclude the inadvertent operation of the
personnel hatch emergency escape lock dld not prevent the equalization valve
from being opened.

No significant safety consequences resunlted from the event because any
release oi radiocactivity from this event had a fuel hundling accident
occurred is bounded by previocusly calculated accident analy#is aasumptions.
Therefore, the health and safety of the publi¢ were not affented at any time
during this event,
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A.0 _DRescxipticn of the Event

On January 17, 1983, at 2230 hours with Unit 1 in Mode 6 (refueling) the
equalization valve (EI115 System Identifier JM, Component Identifier VTV) for
the personnel hatch cuter door escape lock (EIIS System Identifier JM,
Component Jdentifier DR) was discovered open durine cogxe galterations. Thls
valve 18 required to be c¢losed for containment Iintegzity per Techniral
Spacification 3.9.4.c.1 when the personnel hatch is used for access during
core alterations., All operations inveolving core alterations were immediately
suspended and the equalization valve was closed. A 4 hour report was made to
the NRC at 0028 hours on January 18, 1993, pursuant to 10 CFR 50.72
(b) (2) (441) (¢) .

Oon January 17, 1993, at approximately 1400 hours, the inner personnel hatch
door, including the emergency escape lock, was verified in the closed
position by the refueling senior reactor operator prior to core alterations.

On January 17, 1993, at 2230 hours air was discovered blowing from the
personnel hatch emergency escape outer door equalization valve by plant
personnel when the inner door was opaned. The refueling SRO was immediately
notified and core alterations were auspended. The refueling SRO verified
that the egualization valve was open and it was subseguently closed. The
personnel hatch doors were being operated intermittently tc allow personnel
access into Unit 1 containment (E1IS System Identifier MM) while refueling
was being performed, While the inner door was open a flow path existed *rom
the auxiliary building (EIIS System Identifisnr NF) through the equalization
valve into containment due to the neqgative pressure inside containment.
Therefore, no release through this pathway to the environment cccurred.

This event is reportable putusuant to 10CFRS50.73 (a) (2) (v) (C) for conditions
prohibited by the Technical Specitications,

8ince the containment putge system (EIIS System ldeatifier VA) was drawing
air into containment no release occurred. Additionally, no abnormal levels
of radicactivity existed in containment at the time of the event, An
assesament of this event against the assumptions and resuits of the Updated
Final Safety Analysis Report (UFSAR) fuel hanoling accident analyses was
performed, The assessment “onsidered 3 postulated fuel handliug accident for
the period of this event, Conasidering both the reduced source *term and
limited potential for a release from containment, the potential thyroid dose
consequences from the partial loss of containmert integritcy would be a factor
of less than 1 percent than those shown in the UFSAR, HNo significant safety
consequences resulted from the evet because any release of radioactivity
from this event, had a fuel handling accident occurred, is bounded by
previocusly calculated accidant analysis assumptions. ‘Theretore, the health
and safety of the public were ncl affected at any vime during this event.
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5 from being opaned. A caution statement was previously atengciled on pers~mnnel
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4.0 Causs of the Event

The cause of the event has been attributed to personnel error.
AMdministrastive contreols in place to preclude the inadvertent operation of the
personnel hatch emergency escape lock did not prevent the equalization valve

hateh door above the emercency escape lock., The caution statement indicates
that the operations shif, supervisor must be contacted if the escape hatch
hendle is operated.

4.0 lmpediate Corzsctive Actions

All operations involving core alterations were immediately suspended. The
equalization valve was closed. Special Order blue tags were installed on all
four equalizing valve handles to prevent operation of the escape handle
without =hift supervisor permission, Personnel responsible for hatch
operation during this event were sensitized on the use of the emergency
escape lock and the consequences surrounding the opening of the equalization
valve after containment integrity has been established.

2.0 Additicpal Cozzective Actiona

Periodic Test procedure 1-PT-91, Containment Penetrations and Operations
procedure 1-0OP=4.1, Contrelling Procedure for Refueling, were revised to
strengthen verification requirements concerning closure of the personnel
hatch as part of the establishment of containment integrity. The procedures
were approved for use on January 18, 19593,

An Activity Guide, NSSCT-AG~1, titled Operate Personnel Air Lock (Atmospheric
Conditions) has been daveloped and used to train personnel who operate the
containment personnel hatch door.

£.0 _Actiopna to Prevent Recurrence

Administrative controls were strengthened to prevent operaticn of the escape
handle without shift supervisor permission.

A cross functional task team has been established to review containment
integrity issues including wvulnerabilities in maintaining integrity.
Additionally, industry experiences in this area will alsc be examined for
lessons learned. Recommendaticas resulting from the task team review will be
implemented as necessary.

The corrective actions implemented as a result of the event will be
implemented on Unit 2.
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1.0 similar Events

Previous events concerning containment integrity were reported in the
following LERs:

N2+87~010-00 On September 21, 1987 the personnel air logk doors (2) were
discovered open during core alterationa,

N1+91-005-00 On February %, 1991 penetrations through the equipment hatch
were discovered with inadeguate isolation devices, No core alterstions were
socurring at the time of discovery.

8.0 addit i l ‘ _

Unit 2 was operating at 100 percent power, Mode 1, and was not affected by
this avent.




