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/1/2/ / restored to normal. The second event was caused by a faulty latch. The latch /
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Description of Event

On April 30, 1982, the fire door between the Unit No. 2 Control
Room Chiller Room and the Air Handler Room would not latch automatical-
ly. On May 5, 1982, the fire door between the 1J Emergency Diesel
Generator Room and the Turbine Building would not latch. These events
are contrary to T.S. 3.7.15.

Probable Consequences of Occurrence

Since for each event, a fire watch was immediately posted, the
public health and safety were not affected.

Cause of FEvent

The first event occurred hecause of an abnormal ventilation lineup
in the Emergency Switchgear Room. The electricians were performing a
Station Battery Load Test and had the fire door open between the Emer-
gency Switchgear Room and the Turbine Building (with a fire watch
posted). This action resulted in a slightly less than atmospheric
pressure in the Emergency Switchgear Room which prevented Fire Door
§-54-13 from closing. When the ventilation lineup was restored to
normal, the door was verified to operate properly. The second event
occurred as a result of a faulty latch on the fire door. The broken
latch most probably occurred as a result of damage sustained while
closing the door during diesel operation. The Diesel Generator creates
a pressure lower than atmospheric in the room during operation which
exerts an additional closing force on the door.

Immediate Corrective Action

For the first event, a fire watch was immediately posted. The
reclosure device was inspected and found to be operable. The door
operated properly after the ventilation 1lineup in the Emergency
Switchgear Room was restored to normal.

For the second event a fire watch was posted, the door latching
mechanism repaired and the door verified to operate properly.

Scheduled Corrective Action

For the first event, no further action is required .

For the second event, an engineering evaluation is underway in
order to determine a solution to the Diesel Generator Door closure
problem.
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Actions Taken to Prevent Recurrence

No further action is required.

Generic Implications

There are no generic implications for the first event.

For the second event the need for repairs of the latches and fire
doors between the Emergency Diesel Cenerator Rooms and the Turbine
Building are generic to North Anna Units 1 ard 2.



