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- l(\P -33- 81 67) On 9/25/81, the Resident NRC Inspector found door 108 (detergent waste |

ldrain tank and pump room) open. This is a negative pressure boundary door and is re-

Lquired to be closed. The door was again found open on 10/1/81 by the Shift Supervisory

GTE) [Tech* ical Specification 3.6.5. 2 requires that all shield building integrity isolationil

3Ts) lbe closed at all times except for normal passage. There was no danger to the health‘]

(017 land safety of the public or station personnel. ]
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| Due to docr latching mechanism failures, personnel believed there was a chance of being

I | locked in the room, The lower door handle was broken at the time of these occurrences]

| making is possible to lock -omeone in the room. A memo was issued to station super- |

ERER) | vision to review with all personnel the st ytion requirements ol negative pressure |

lboundar}' doors. FCP 81-7265 was issue( to correct the do«-r_hlatch mechanism failures. |
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TOLEDO EDISON COMPANY
DAVIS-BESSE NUCLEAR POWER STATION UNIT ONE
$'TPLEMINTAL INFORMATION FOR LER NP-33-81-67

DATE OF EVENT: Ssptember 25, 1981, and October 1, 1981

FACILITY: Davis-Besse Unit 1

IDENTIFICATION OF OCCURRENCE: Negative pressure door 108 was left open

Conditions Prior to Occurrence: The unit was in Mode 1 with Power (MWT) = 2772

and Load (Gross MWE) = 910.

Description of COccurrence: At 1600 hours on September 25, 1981, the Resident NRC

Inspector, while performing a plant tour, found door 108 (detergent waste drain
tank and pump room ) open. is is a negative pressure boundary door and is required
to be closed.

The doo~ was irmediately shut per Technical Specification 3.6.5.2 which requires all
shield building integrity isolatfons to be closed except for normal passage.

This door was again found open on Cctober 1, 1981, at 1230 hours by the Shift
Supervisor who immediately had the door closed.

Designation of Apparent Cause of Occufrence: The cause of the occurrence was due

to component failure. Some station and construction personnel have felt that the
closing of this door is a safety problem as the door latching mechanism handles
have broken off in the past preventing exiting from the room. The lower door
handle was broken at the time of this occurrence making is possible to lock some=-
one in the room. There is a Gaitronics unit inside the room so that if this occurs,
the percon may call for assistance. The door was not blocked open and would have
been pulled closed by pressure differential in the event of emergency ventilation
system actuation.

Analysis of Occurrence: There was no danger to the health and safety of the public
or to Station personnel., There was no cause for the emergency ventilaticn system
to operate in the emergency core cooling system rooms.

Corrective Action: A memo to Station supervision was issued by the Station Super-

intendent to review with the persons working under then the necessity for following
the Station requirements on negative pressure boundary doors, Facility Change
Request 81-265 was issued to correct problems with the latch mechanism dog failures.
The lower broken handle was removed on October 2, 1981, to prevent anyone from
being trapped and will be -epaired as soon as the parts are received. The upper
latching mechanism was operable allowing the integrity of the negative pressure
boundary to be maintained.




TOLEDO EDISON COMPANY
DAVIS-BESSE NUCLEAR POWER STATION UNIT ONE
SUPPLFMENTAL INFORMATION FOR LER NP-33-81-67 PACE 2

Failure Data: A similar finding was reported in Licensee Event Report NP-33-50-79
(80~026) in which nine occurrences of negative pressure boundary doors being left
open were identified. There were no previous occurrences of negative pressure
boundary doors being left open cue to perceived safety problems.
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