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July 1, 1991

Docket No. 50-336
AD9569

Mr. Charles V. Hehl, Director
Division of Reactor Projects

U. §. Nuclear Regulatory Commission
Region 1

475 Allendale Koad

King of Prussia, Pennsylvania 19406

Dear Mr. llehl:

Millstone Nuclear Powver Station, Unit No, 2
R1-91-A-0063

-

Ve have completed our reviev of identified issues concerning activities at
Millstone Unit No. 2 (RI-91-A-0063). As requested in your transmittal
letter, our response does not contain any personal privacy, proprietary, or
safeguards information. The material contained in this response may be
released to the public and placed in the NRC Public Document Room at your
discretion. The NRC letter and our response have received controlled and
limited Zistribution on a "need to know" basis during the preparation of
this response. Based upon our request on June 25, 1991 with Region 1
personnel, a four-day extension to this letter was granted to allow for
routine and proper administrative processing.

1ssue:

On April 1, 1991, an Instrument and Controls technician and a contractor
employee were performing troubleshooting activities on radiation =~onitor
RM-8132 in the Auxiliary Building. The two workers entered the Auxiliary
Building together but only the technician had authorized access to that

area. There should have been a local alarm to alert the individuals
involved that access was not authorized for the contractor. Security

responded to the unauthorized access when the individuals were exiting the
area approximately 15 minutes after entering. The issue wvas logged in the
Security logs.

Please discuss the validity of the above assertions. If the assertions are
true, please explain why Security did not respond vhen the individuals
entered the Auxiliary Building and provide us the details of any
investigation that was conducted to ensure that plant security was
maintained. Please provide the corrective actions planned or taken to
correct any identified deficiencies.
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Response:

On April 1, 1991 a security officer responded to an "Intrusion Unauthorized
Key - Door Open" event that occurred on Door 7445, entering the Millstone
Unit No. 2 Auxiliary Building, at 0B:10:06 hours. The unauthorized entry
vas made by a contractor technician working with a Millstone Unit No. 2
Instrument & Control (I&C) technician. The contractor had been badged on
oanuary 16, 1991 in support of the Millstone Unit No. 3 outage, and vas
cleared for unescorted access to all vital areas on Unit 3. The contractor
had recently been assigned to vork on Millstone Unit No. 2.

The contractor keyed into the Millstone Unit No. 2 Auxiliary Building
folloving the 14C technician, vho was authorized for the area and had
accessed the door properly. The contractor keyed into the area while the
security door was open. No alarm vas received at the security door and the
pair continued to their assigned work location. A security officer was
dispatched to respond to the ensuing security alarm and entered the
Millstone Unit No. 2 Auxiliary Building through the same door at 0B:11:44
hours. The Security Officer had been advised ot the name of the individual
he wvas looking for as vell as the name of the 14C technician who was vith
him vhen he entered the area. The Security Officer proceeded to search for
the individuals.

The Security Officer initiated the search on the 14'6" elevation of the
Auxiliary Building and then proceeded to the upper levels of this building.
The radiation monitor that the individuals vere vorking on 1is located in
the East Penetration Room on the 38'6" elevation.

At 08:32:14 hours an "Intrusion Unauthorized Exit" event wvas received on
Door 244N, This event wvas caused by the same contractor who entered the
Auxiliary Building at 08:10:06 hours. The Security Officer, vho vas still
searching {or the individuals, was advised that the individuals vere
attempting to leave the area and made contact with (he individuals in the
area of Door 244 at 08:32:22 hours.

Subsequent investigation into this event identified that the LED in the
card reader on the south side of the door had failed. As a result there
vas no local indication to the contractor that he vas not authorized for
the area. A fev select doors in Millstone Unit No. 2, Door 244 being.one
of them, had previously been equipped with andible alarms that annunciate
in conjunction with the red (denied) LED. The red LED and the audible
alarm are in series and are dependent on each other for operation. The
failure of either component will render the circuit inoperable. Our
experience with this design has been excellent and there have been very few
LED failures over the past six years. No further corrective actions are
planned.

Once the LED failur~ wvas identified, a work order was generated and repairs
vere completed the same day. The wveekly surveillance for Door 144 had been
performed on the previous day and was signed off as satisfactory at 0027
hours. Hence, we conclude that ihis wvas a recent failure of the LED. If
the door had been closed when the contractor used his key in the reader, he
would not have been able to gain access to the area. The response by the
security officer, and by the (CAS) Dispatcher was both timely and
appropriate.
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The failure of the LED and aeudible alarm on Door 244 contributed to this
event. It is the responsibility of each individual granted unescor ted
access to ensure they are authorized for a particular area prior to
entering. The supervisor and contractor vere counseled in the need to
ensure that access authoriza“ior has been granted to an individual for a
specific area prior to assigning vork to that individual in that area. It
should be noted that the contr.ctor involved reported to vork at Millstone
Unit No., 2 the same day ttat this event occurred (April 1, 1991).
Subsequent to this event, the co.tractor vas authorized for all vital areas
on Millstone Unit No. 2. This authorization was effective vithin several
hours of the event.

After our reviev and evaluation, ve find that this event did not present
any indication of a compromise of nuclear safety. Ve appreciate the
opportunity to respond and explain the basis for our actions. Please
contact my staff if there are any further questions on any of these
matters.

Very truly yours,

NORTHEAST NUCLEAR ENERGY COMPANY

b Mroczka
Senior Vice President

ce: V. . Raymond, Senior Resident Inspector, Millstone Unit Nos, SR

and 3
E. C. Venzinger, Chief, Projects Branch No. 4, DMivision of Reactor

Projects



