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/
/
/
/0/5/ /_sure boundary. On September 13, 1982, Fire Door $54-9 would not consistantly /
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Emergency Switchgear Room and the Cable Vault was found to have been installed /

out of plumb therefore not providing a definite seal for the Control Room pres- /

[0/6/

latch. Since in each case the door was repaired within the time requirements of /

/0/7/ the appropriate Action Statement the public health and safety were not affected. /
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CAUSE DESCRIFI'ION AND CORRECTIVE ACTIONS (27)
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/1/1/ / _was removed and the door stops were adjusted. The door was replaced and opera- /
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/1/4/ ] verified. /
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Description of Event

On September 10, 1982, Fire Door S54-9 between the Unit 2 Emergency
Switchgear Room and the Cable Vault was found to be out of plumb;
therefore, not providing a definite seal for the Control Room pressure
boundary. This event is contrary to T.S. 3.7.7.1. On September 13,
1982, Fire Door S54-9 would not consistently latch. This event is
contrary to T.S. 3.7.15

Each of the above events is reportable pursuant to T.S. 6.9.1.9.b.

Probable Consequences of Occurrence

Since in each event the discrepancv was corrected within the time
requirements of the Action Statement, the public health and safety were
not affected.

Cause of Event

In the first event, Fire Door 554-9 was installed out of plumb
because the door stons on the hinge side of the door were installed
approximately 1/2 inch out of square from bottom to top.

An investigation into the second event indicated the reclosure
mechanism may have been slightly out of ad’.istment. Maintenance person-
nel repairing the fire door found that tt« door closed and latched most
of the time. However, some adjustment was made to the reclosure mecha-
nism to insure the door would consistently latch,

It is believed that the reclosure mechanism failed after the first
event and i¢ not a result of a maintenance error during repair on
September 10, 1982.

Immediate Corrective Action

The Immediate Corrective Action taken for the September 10 event
was to repair the fire door in question in accordance with an Engineer-
ing Work Request. Subsequent to the repairs door operability was
verified.

For the September 13 event the Immediate Corrective Action included
an adjustment of the reclosure mechanism and a verification of door
operability,

Scheduled Corrective Action

No further action scheduled.

Action Taken To Prevent Recurrence

No further action required.

Generic Implications
There are no generic implications to this event.




