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Northem States Power Company

414 Nioolst Mall
Minngapoks Minnasota K5401.1927
Telaphons (618) 3306600

February 13, 1992 10 CFR Part 50
Section 50,73

U 8§ Nuclear Regulatory Commission
Attn: Document Contirel Desk
Washington, DC 20555

PRAIRIE ISLAND NUCLEAR GENERATING PLANT
Docket Nos. 50.282 License Nos, DFR-42

50-306 DPR - 60
Fire Door left Open As Result Of Fersonnel Eriox

The Licensee Event Report for this occurrence is attached,

Please contact us If you require adultional information related to this event

\ﬁ( Tid . )(.1

y" Thomas M Parker
/ Manager - Nuclear Support Services

¢: Regional Adwinistrator - Reglon 111, NRC
NRR Project Manager, NRC
Senior Resident Inspector, NRC
MPCA
Attn: Dr Raymond Thron
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On January 17, 1992, both units were at full power. At about 1520 the NRC
Resident Inspector called the Contrel Room to report that Door Ne. 169 between
Bus Rooms 25 and 16 was open and no fire watch was present. An operator was
dispatched to investigate; the operator closed the door, The door had not
been blocked open, nor was any ebstruction present to hold the door open. The
door had been held in the open position by a detent which was integral with
the door c¢loser. Since construction personnel had been working in the area,
the project engineer vas informed of the incldent.

The door closer is equipped with a fusible link intended to provide automatic
closure in the event of a fire. Testing showed that with the fusible link
removed, the door would not close, but was still held open by its detent.

Door No. 169 was determined to be inoperable when held in the open position by
the detent. There was a person performing quality inspections in the room, at
the time the door was found open, but he had not heen designated as a fire
watch. Since no fire watch was present, Technical Specification 3.14 .G was
violated
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EVENT DESCRIFTION

On January 17, 1992, both units were at full power. At approximately 1520 the
NRC Resident Inspector for Prairie Island called the Contrel Room to reporc
that Door No. 169, between safeguards 4160 V Bus Rooms 25 and 16, was open and
no fire watch was present. An operator was dispatched to Investigate; the
operator closed the door. The door had not been blocked open, nor was there
any obstruction present that would have prevented full closure. The door had
been held in the open position by & detent which was integral with the door
closer. Since construction personnel had been working in the area, the
project engineer was informed of the incident,

At the time of the event, no compliance lssues were thought to be {nvelved
since the door separates rooms of the same safeguards traln., Liabilities
associated with the open door were subsequently reviewed by the Site Safety
Administrator. The review of the Fire Mazards Analysis showed that the door
separates two fire zones, Therefore, Door No. 169 is considered a penetration
fire barrier and is required to be operable per the requirements of Technical
Specification 3.14.G, Since the door was found open without obstructien in
the door sealing area, the operability of the door depended upon whether the
door would have closed {f an actual fire were to have occurred.

The Door No, 169 closer is equipped with a fusible link intended to provide
automatic closure of the door {n the event of a fire. Reviews showed that the
fusible iink was not tested or inspected. Inspection and testing were not
required since administrative controls require the door to be closed or to
have a fire watch assigned as compensatory measures. Because the fusible link
was not tested or inspected, no credit could be taken for its function.
Subsequent testing also showed that with the fusible link removed, the door
would not close, but was still held open by its detent. Therefore, since it
was shown that Door No. 169 would not have closed automatically in the event
of a fire, 1t was determined that Door No. 169 was inoperable while held in
the open position by the detent.

Technical Specification 3.14.G requires that fire barrlers be operable or
under administrative controls if made inoperable. There was a person
performing quality inspections in the room, at the time the door was found
open, but he had not been designated as & live watch, Since no fire watch was
present, Technical Specification 3.14.C was violated,
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CAUSE OF THE EVENT

The apparent cause of the event is personnel error. Door No, 169 was
inadvertently left in the held open posilion by someone working in the area or
passing through the door. Door position Lo formation for this door Is not
available in the Contrel Room. 1t has not baen determined when or why the
door was left open.

ANALYS1S OF THE EVENT

The fire door, which separates Bus Roows 16 and 25, is considered a 3 hour
fire barrier in the Fire Hazards Analysis. Technical Specification 3.14.G
requires the door to be operable, or compensatory measures taken. While
standing open, the door was inoperable and no compensatory measures were in
place., Therefore, this event is a violation of the Pralrie Island Technical
Specifications and is reportable pursuant to 10 CFR Part 50, Section
S0.73Ca)(2) (1) (B).

| Since fire detection systems in both of the affected fire zones were operable
vhile Door No. 169 was open, and since there was a person in the area, 1t s
considered unlikely that & fire could have burned long enocugh te affeect both
fire zones prior to response by the fire brigade. Therefore, this event had
no effect on public health and safety.

CORRECTIVE ACTION

Upon discovery, the fire door was closed. The construction project engineer
was notified of the event. The impact of leaving fire doors open was
discussed with construction personnel.

The door's fusible link was tested and determined to be ineffective In closing
the door when held open by the detent in {its closer. All unalarmed fire doors
were inspected for the presence of detents in thelr door closers. Three
similar closers were found; their detents were removed,

General employee training is belng improved te increase alertness to use of
fire doors.

lmprovements in remote monitoring of flre door pesition are being
investigated.







