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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 making the entry verified by direct visual observation (through the
viewing window) that the inner door was shut and then opened the outer door.
After entering the lock and closing the outer door, the personnel 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 light
was extinguished. -

Based on the as-found condition of the inner door, it is concluded that

containment integrity was also broken during the previous containment exit on
June 22,1982, when the inner door was apparently improperly closed and the
outer door was opened.

The cause of the event was personnel error in that the inner door was not
properly closed on June 22 and that the personnel making the entry did not
notify the Shift Supervisor of the open indication prior to making the entryt

on June 24. However, certain mechanical problems contributed to the personnel |
error:

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

2) The interlock which prevents 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.

To prevent recurrence, the interlock was adjusted and the "hard spot" on the
inner door handwheel was minimized. In addition, a modification was completed
on the interlock mechanism to provide a more positive lock during door
operations.

Until the permanent. corrective actions were completed, several interim
measures were provided:

1) An Operations Department memorandum was 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.

2) Control Room status boards were updated to indicate personnel lock
problems.

3) Caution tags were hung on the personnel lock doors warning of the
problems.

4) Operating instructions were posted for the personnel lock doors and
the door indicating lights were labeled to avoid confusion.
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DOCKET 50-255 - LICENSE DPR-20 - PALISADES PLANT -,

1 LICENSEE EVENT REPORT 82-019 REVISION 2 -
! LOSS OF CONTAINMENT INTEGRI'1T
,

Licensee Event Report (LER) 82-019, Revision 2 (Loss of Containment Integrity)
is attached. This revision is being submitted due to a change in the
correctivo action for this event.

b:W
Brian D Johnson4

Staff Licensing Engineer

| CC Administrator, Region III, USNRC
NRC Resident Inspector - Palisades
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