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UNITED STATES OF AMERICA
NUCLEAR REGULATORY COMMISSION ~

LIEFOREIljE COMhilSS10B

In the Matter of ) Docket Nos. 50-445 OL
) 50 -446 OL

TEXAS UTILITIFE ELECTRIC )
COMPANY, ET AL. )

) Docket No. 50-445 CPA

(Comanche Peak Steam I:lectric )
Station, Units 1 and 2) )

,

AFFIDAVIT OF WILLIAM D. JOllNSON REGARDING
Tile OCTOBER 6,199? EVENT

William D. Johnson, Orst being duly sworn, deposes and states:

1. My name is William D. Johnson. I am employed by the U.S. Nuclear

Regulatory Commission as Chief, Projec serd'- A, in the Division of Reactor Projects,

NRC Region '' . Until recently, I was ths :o nor Rnldent inspector for Comanche Peak
.

Steam Electric Mation, Unit 1. A statement of my professional qualineation:is attached

hereto as Attachment 1.

2. As Senior Resident inspector, I was familiar with the i. vent which occurred on

October 6,1991. The puyuse of my af6 davit is to describe the event that occurred on

October 6,1991 and to evaluate the safety signl0cance of this event.

3. This event was reported by Texas Utilities Electric Company (Licensce)

pursuant to their internal reporting system, and a copy of (nat report was provided to me,

although this event was not requi ed to be reported to the NRL pursuant to the
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Commissien's regulationa. The event occurred as follows: On October 6,1991, with
,

'

!

the unit in cold shutdown, operators were defeating personnel air lock interlocks to open

both doors to the containment to facilitate worker entry. With the outer door open, two

auxiliary operators defeated the interlock to open the inner door. At the time, the pressure

inside containment was 0.2 to 0.3 psig lower than in the adjacent safeguards building.

The operators did not consider this pressure difierential to be excessive. When the inner,

,

door was unlatched, the pressure caused the door to open inworo rapidly with a large rush

of alt. An employee in the air lock was swept into the containment and sustained injuries

from impacting piping.

4. The Licensee documented the incident and performed reviews to determine the

cause. The 1icensec's evaluation determined three root causes: (1) The operating

procedure was no'. followed in that containment purge dampers were not closed prior to

defeating the door interlocks as required; (2) Operator training was deficient in that
|
| operators did not recognize the existing differential pressure as being excessive; (3) The

operating procedure did not inch.de specific in . ructions and warnings about the danger

of high differential pressure across the door. The Licensee's report stated that they

provided instructiors to operators and revised the procedure to preclude recurrence.

5. This event did r'ot pose a health and safety concern because containment

integrity was not required with the unit in cold shutdown. After pressure equalized, one

or both of the air lock doors could be closed if necessary. Due to the Licensee's prompt

corrective action, no NRC action was required.
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| 6. The matters stated above are true and correct to tne best of my knov. ledge,
, .

triformation and belief. I

; j j' .

.LN.1, e ..a n - \ ' Lt.s.gm

William D. Johnson /

!
Subscribed and sworn to before
me this'fcidy of March,1992,

$m4' AmA 7/t*4<E aM&'
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_constnnee Marie sr.un '

Notary Public
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09/02/94My comtnission expires:
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