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On August 10, 2000, at 2250 hours with the plant in Mode 1 (Power Operation) at 100 percent power, a secondary
containment door leading into the auxiliary building became blocked open such that it caused secondary
containment to be inoperable for a short period of time. This event is being reported in accordance with
10CFR50.73(a)(2)(v) as a condition that alone could have prevented the fulfillment of a safety function needed to
control the release of radioactive material.

Three secondary containment doors used for routine personnel access into the auxiliary building are equipped with
assist devices that ease the opening of the door against the differential pressure created by operation of the
standby gas treatment system (GTS). The door involved in this event was opened for routine access while the
GTS system was running for a surveillance test. The door assist device malfunctioned, causing the door to be
blocked open approximately eight inches. The door remained in this condition for approximately eighteen minutes'
before the assist device was reset to allow the door to be closed.

During the period the door was blocked open, the plant continued to operate normally. There was no actual safety
significance to the health and safety of the public. If a design-basis accident had occurred while the door was
blocked open, evaluations have shown that the exclusion area boundary thyroid dose would have remained within
the limits defined by 10CFR100.
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REPORTED CONDITION

On August 10, 2000, at 2250 hours with the plant in Mode 1 (Power Operation) at 100 percent power, a
secondary containment door (**DR**) leading into the auxiliary building became blocked open such that it
caused secondary containment to be inoperable for a short period of time. This event is being reported in
accordance with 10CFR50.73(a)(2)(v) as a condition that alone could have prevented the fulfillment of a
safety function needed to control the release of radioactive material.

The door leading into the auxiliary building was opened for routine access while GTS was running for a
surveillance test. The door assist device malfunctioned, causing the door to be blocked open
approximately eight inches. The door remained in this condition for approximately eighteen minutes before
the assist device was reset to allow the door to be closed.

INVESTIGATION

Three secondary containment doors used for personnel access to the auxiliary building during power
operations are equipped with assist devices that ease the opening of the door against differential pressure.
The ventilation system draws a slight negative pressure in the building when operating normally, and in this
condition, the doors may be opened manually without the use of the assist devices. When the GTS
system is operating, the differential pressure is greater, such that the doors are difficult to open. The
assist device incorporates a gear-operated jack that opens far enough to allow the door to be fully opened
by hand.

At the time of the event, the GTS system was running for a surveillance test, causing the differential
pressure across the doors to be higher than normal. At 2250 hours, the door was opened using the assist
device. An internal failure of the assist device caused the jack to stick in the extended position. The jack
could not be retracted, thus the door could not be fully closed. Approximately eighteen minutes later, the
assist device was reset, and the door was successfully closed.

The design of the charcoal filters in the GTS trains is based on a specific upper limit of air flow through the
system. With the door blocked open approximately eight inches, air flow would likely have been too high to
maintain the required efficiency of the charcoal filters. In this condition, the system's ability to perform its
design function of limiting the release of radioactive material to the atmosphere may have been degraded.
Also, it is unclear that required negative pressure in secondary containment could have been achieved.
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---CAUSE ANALYSIS AND IMMEDIATE CORRECTIVE ACTIONS

An examination of the assist device found that a jam nut was missing from the mechanism that resets the
jack after the door is opened. It could not be determined why or for how long the jam nut was missing.

The design of the assist device includes a feature that allows the jack to be manually reset in the event of
a failure internal to the device. The person using the door attempted to reset the jack, but encountered
more resistance in the mechanism than expected. He made no further attempt to reset the jack, to avoid
causing further damage. Removal of an external access cover on the device revealed that resetting the jack
could be performed without causing any damage. The door was secured within approximately eighteen
minutes, and the integrity of secondary containment was re-established.

A review of the training video used to familiarize plant personnel with the operation of the assist devices
found that it did not clearly discuss the amount of force required to manually reset the jack.

CORRECTIVE ACTION TO PREVENT RECURRENCE

Preventive maintenance procedures for the assist devices will be evaluated for enhancements that would
facilitate the detection of missing components or components that have become worn or misadjusted.

The assist devices on the other two auxiliary building doors were inspected and found to be operating
correctly.

PREVIOUS OCCURRENCE EVALUATION

A search of the Condition Report database found no previous occurrences of the failure of a door assist
device causing door to be blocked open.

SAFETY SIGNIFICANCE

During the period the door was blocked open, the plant continued to operate normally. There was no actual
safety significance to the health and safety of the public. If a design-basis accident had occurred while the door
was blocked open, evaluations have shown that the exclusion area boundary thyroid dose would have remained
within the limits defined by 10CFR100.

(Note: Energy industry component identification codes are annotated in the text as (**XXX**).)


