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1. Intrvoduction

On September 6, 1992 at 0044, the Fuel Handling Building (FHB) HVAC Supply Fan
"B" |FAN| unexpectedly tripped. At the time of the event, the plant vas in
Operational Condition 1 (Power Operation) at "0 percent of rated thermal pover,
vith the Reactor Pressure Vessel |RPV] at saturated conditions. The NRC
Operations Center vas informed of the event via the Emergency Notification

] System at 0537 on September 6, 1992, pursuant to notification requirements
identified in 10CFR50,72(b)(2)(11). This event is being reported under the
requirements of 10CFR50,73(a)(2)(1v).

11. Event Description

On September 6, 1992 at 0044, control room personnel received the "FHB HVAC
Supply Fan B Flov Low" alarm., Control room personnel immediately identified
that the Fuel Handling Building (FHB) HVAC Supply Fan "B" had tripped and
entered the appropriate operating instruction, Contiol room personnel verified
that no high radiation condition existed in the FHB which could have contributed
to trip of this supply fan. In accordance with plant procedures, the FHB HVAC
"A" Supply Fan wvas started and an investigation vas commenced to determine why
the FHE HVAC Supply Fan "B" had tripped.

Investigation determined that the FHBE HVAC Supply Fan "B" had tripped on a low
sensed differential pressure in the FHB HVAC Exhaust Ductwork. Control Room
personnel verified that exhaust flow vas vithin design parameters and that the
FHB HVAC Supply Fan “B" had tripped due to instrument drift of a differential
pressure switch.

This event was not initially identified as an Engineering Satety Feature (ESF)
actuation. Upon further revievw of reporting guidance, control room operators
identified this event to be an ESF actuation at approximately 0500 on September
6, 1992. The NRC w~s notified of this event at 0537, The switch vas
successfully re-calibrated on September 9, 1992,

111. Cause Analysis

The cause of this event vas equipment failure. The differential pressure svitch
[PDS] (Solon Manufacturing Company, Model Number 7PS2DVW) setpoint drifted
out-of-calibration such that on September 6, 1992, this switch initiated a tuip
of the FHB HVAC Supply Fan "B".

A reviev of the calibration history of this particular sviteh identified that it
had been calibrated on March 17, 1992. It vas also determined that, in certain
applicaticns, this model of differential pressure switch had previous erratic
getpoint drift and calibration difficulties. Although NPRDS data shows very few
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