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U. S. Nuclear Regulatory Commission 
Office of Inspection and Enforcement 
Region V 
Suite 202, Walnut Creek Plaza 
1990 North California Boulevard 
Walnut Creek, California 94596 

Attention: Mr. R. H. Engelken, Director 

Docket No. 50-206 
San Onofre Unit 1 

Dear Sir: 

Reference: Letter dated September 26, 1979 from SCE (J. M. Curran) to NRC 
(R. H. Engelken) 

The referenced letter provided written confirmation of our prapt noti
fication to you by telephone on September 26, 1979 of the unintentional short 
term breach of containment integrity during normal operation on September 25, 
1979. This letter constitutes the required follow-up report. Submittal is 
in accordance with reporting requirements stipulated in Section 6.9.2(a) of 
Appendix A to the Provisional Operating License DPR-13.  

While responding to a maintenance request to investigate difficulties 
experienced with the containment personnel air lock, an inadvertent breach of 
containment integrity occurred. An initial inspection of the outer door 
"position" indicator showed the door as closed and locked. A sphere entry 
was made through the emergency air lock to examine the inner door. An ex
amination of the inner gear train mechanism revealed no problems. It was 
then concluded that the problem was in the air lock carpartment mechanism.  
The inner door operating link was disengaged to permit opening the inner 
door without disturbing the door mechanism timing. As the inner door 
locking cam was released, negative pressure inside containment caused both 
the inner door and the outer door to swing open. Maintenance personnel 
engaged in the repair activity were immediately aware of the breached 
condition and reclosed the inner door in approximately ten seconds.  

77/0 /5 ,S!9q



U. S. Nuclear Regulatory Comission 
Page 2 

With the inner door locked closed, entry into the personnel air lock was 
made through the outside door. Visual inspection of the air lock side me
chanism associated with the outer door revealed a broken cam follower roller 
bearing. Roller bearing failure is attributed to excessive torque applied to 
the outer door handwheel. Repairs were completed and the operating mechanism 
linkage restored to normal operating condition.  

It has been determined that the event occurred as a result of an erroneous 
closed door indication caused by failure of the cam follower roller which 
caused mistiming of the door closure indication and door lockup. Failure of 
the cam mechanism would not have occurred had the door not been opened with 
excessive speed. To prevent recurrence of this event a retraining program on 
operation of the personnel lock mechanisn will be initiated.  

During the course of this event, the containment was at a negative pres
sure which prevented the release of any gases in containment to atmosphere.  
Consequently, there was no impact on the environment as a result of this 
occurrence.  

Should you require additional information on this matter, please contact 
me.  

Sincerely, 

Attachment: Licensee Event Report 79-015 

cc: Director, Office of Inspection and Enforcement (40) 
Director, Office of Management Information & Program Control (3)


