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On June 16, 1985, it was reported via an internai Occurrence Description Report that loss
of reactor building integrity occurred during zero power physics testing when perconnel
attempting to exit through the inner hatch door detected flow through the airlock indica-
ting that the outer hatch was not closed. The inner hatch door was closed airtight
within one (1) minute, the outer hatch door was secured, and the personnel inside the
reactor building were allowed to exit normally., The event occurred at 0045 ho' s and the
NRC was notified at 0111 hours. Reporting of this event is in accordance with Rancho Secof
Technical Specification 6.9.4.1e and Regulatory Guide 1,16, Section C.2.b.3.

Personnel taking the corrective action reported that the outer hatch control wheel had
been rotated to the closed position, but the latching mechanism had not engaged. Since
no warning lights were found to be inoperative, the preliminary determination of the
cause of this event is personnel error,

Because this event has been repeated although previous corrective measures had been
taken, the District will perform a Root Cause Analysis to determine what further correc-
tive action is required. The results of this analysis will be submitted in a

supplement to this report by October 31, 1985,

There were no effects on plant or public safety as a result of this event,
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On June 16, 1985, it was reported via an internal Occurrence Description Report that

loss of reactor building integrity occurred at 0045 hours during zero power physics
testing. The condition was quickly identified by personnel exiting through the inner
hatch door and the proper corrective action was taken. Personnel involved described
the event as follows:

A security guard informed health physics personnel that the outer airlock door was
ajar. The control wheel of the door had been rotated to the closed position, but the
latching mechanism had not engaged. Before corrective action could be taken, per-
sonnel inside the reactor building opened the inner door to exit. When they observed
the flow of air through the airlock resulting from both doors being open, they reclosed
the inner door. At this time, the health physics personnel properly closed the outer
airlock door and the personnel inside the reactor building were allowed to exit
normally. The condition of both airlock doors bheing open simultaneously was reported
to have existed less than one minute. Since no warning lights were found to be in-
operative, the preliminary determination of the cause of this event is personnel error.

The NRC was notified of the event at 0111 hours on June 16, 1985. Reporting of this
event is in accordance with Rancho Seco Technical Specification 6.9.4.1e and Regulatory
Guide 1.16, Section C.2.b.3.

Because this event has been repeated although previous corrective measures had been
taken, the District will perform a Root Cause Analysis to determine what further correc-
tive action is required. The results of this analysis will be submitted in a supple-
ment to this report by October 31, 1985,

There were no effects on plant or public safety as a result of this event,
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J B MARTIN, REGIONAL ADMINISTRATOR

REGION V OFFICE OF INSPECTION AND ENFORCEMENT
ATTN DOCUMENT CONTROL DESK

U S NUCLEAR REGULATORY COMMISSION

WASHINGTON DC 20555

DOCKET NO. 50-312
LICENSE NO. DPR-54
LICENSEE EVENT REPORT NUMBER 85-12

In accordance with the requirements of 10 CFR 50.73 (a)(2)(v), the Sacramento
Municipal Utility District hereby submits Licensee Event Report Number 85-12.

If there are any questions concerning this report, please contact Mr. Ron
Cglombo at the Rancho Seco Nuclear Generating Station Unit No. 1.
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