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Commissica's regulations. The event occurred as follows:  On October 6, 1991, with

the unit in cold shitdown, operators were defeating personnel air lock Luteriocks 1o open
both doors to the contai :ment to facilitate worker entry. With the outer door open, two
auxiliary operators defeated the interlock to upen the inner door. At the ume, the pressure
inside containment was 0.2 to 0.3 psig lower than in the adjacent saleguards building.
The operators did not consider this pressure ditierential to be excessive. When the inner
door was unlatched, the pressure caused the deoi to open inwwure rapidly with a large rush
of ait, An employee in the air lock was swept (n1o the containment and sustained injuries
from impacting piping.

4, The Licensee documented the incident and performed reviesss to determine the
cause, The Licensec's evaluation determined three rout causes: (1) The operating
procedure was not 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 recopnize the existing differential pressure as being excessive; (3) The
operating. procedure did not include specific in.ructions and warnings about the danger
of high differential pressure across the door. The Licensee’s report stated that they
provided instructions to operators and revised the procedure to preclude recurrence,

5. This event did rot pose a health and safety concern because corntainmen.
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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E 6 The matters stated above are true and correct 1o tne best of my knov.ledge,

information and belief.

Willia . Johnson

Subscribed and swom to before
| me this2"diy of March, 1992

Notary Public

09/02/94
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My commission expires:
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