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U.S. Nucleac Regulatory Commission
Document Control Desk
Vashingt'an, D.C. 20555

Perry Nuclear Power Plant
Docket No. 50-440
LERs 92-016

Dear Sir

Enclosed is Licensee Event Report 92-016 for the Perry Nuclear Power Plant.-

Sincerely,

.- .. -
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Michael D. Lyster s
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Enclosure: LER 92-01u

cci NRC Project Manager
NRC Sr. Resident Inspector
NRC Region III
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On September 6, 1992 at 0044, the Fuel llandling Building (FilB) llVAC Supply Fan "B"'

(FAN) unexpectedly tripped. Control toom personnel immediately entered the
appropriate operating insttuction and verified that no high radiation condition
existed in the FHH vhich could have contributed to the trip of this supply fan. An
investigation was commenced to determine why the FilB llVAC Supply Fan "B" had tripped.

The cause of this event was equipment fallute. The differential pressure switch
(PDS) (Solon Manufacturing Company, Model Number 7PS2DV) drifted out-of-calibration>

such that on September _ 6,1992, this switch initiated a trip of the FilB llVAC Supply
Fan "B".

To prevent recurrence, the diftetential pressute switch was re-calibrated, and
surveillance frequencies for both the "A" and "B" FilB exhaust differential pressure
switches vill be shortened from 24 to 3 months. Additionally, engineering personnel
are evaluating recent design changes on other systems with similar differential
pressure switch applications to determine if these changes vould be suitable for
replacement of the FilB e6aust differential pressure switch. As part of the
established requalification training program, all plant licensed operators vill be !

instructed on the lessons learned from this event.
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I. Introduction

on September 6, 1992 at 0044, the Fuel llandling Building (FilB) IIVAC Supply Fan
"B" [ FAN] unexpectedly tripped. At the time of the event, the plant was in
Operational Condition 1 (Pover Operation) at ?O percent of rated thermal power,
with the Reactor Ptessure Vessel |RPV) at satutated conditions. The NRC
Operations Center was informed of the event via the Emergency Notification
System at 0537 on September 6, 1992, pursuant to notification requirementsi
identified in 10CFR50.72(b)(2)(li). This event is being reported under the
requirements of 10CFR$0.73(a)(2)(iv).

II. Event Description

On September 6,1992 at 0044, control room personnel received the "FilB llVAC
Supply Fan B Flov Low" alarm. Control room personnel immediately identified
that the Fuel llandling Building (FilB) IIVAC Supply Fan "B" had tripped and
entered the appropriate operating instruction. Control room personnel verified
that no high radiation condition existed in the FilB vhich could have contributed
to trip of this supply fan, in accordance with plant procedures, the FilB !!VAC
"A" Supply Fan was started and an investigation was commenced to determine why
the FilB llVAC Supply Fan "B" had tripped.-

Investigation determined that the FilB HVAC Supply Fan "B" had tripped on a lov
sensed dif ferential pressure in _ the FilB llVAC Exhaust Ductvork. Control Room

' personnel verified that exhaust flow vas within design parameters and that the,

FilB llVAC Supply Fan 'B" had tripped due to instrument drif t of a dif ferential
pressure switch.

This event was not initially identified as an Engineering Safety Feature (ESP)
actuation. Upon further review of reporting guidance, control room operators
identified this event to be an ESF actuation at approximately 0500 on September
6, 1992. The NRC v's notified of this event at 0537. The switch was>

successfully re-calibrated on September 9, 1992.

III. Cause Analysis

The cause of this event vas.cquipment failure. The differential pressure switch
(PDS) (Solon Manufacturing Company, Model Number 7PS2DV) setpoint drifted
out-of-calibration such that on September 6, 1992, this switch initiated a trip4

of the FilB llVAC Supply Fan "B".

A review of the calibration history of this particular switch identified that it
had been calibrated on Hatch 17, 1992. It-vas also determined that, in certain
applications, this model of_ differential pressure svitch had previous erratic
setpoint drift and calibration difficulties. Although NPRDS data shovs very fev
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industry fallutes for the differential pressuie svitch, Perry's experience with
this switch indicates a poor calibration history. Previous problems with
similar safety-telated switches on the Annulus Exhaust Gas Tteatment (AEGTS)
system had resulted in a change to the enlibration frequency from 18 to 2-

monthnt however, the itequency of calibration lot the non-safety switches in the
,_

FilH llVAC Intd not been changed. The switch was being calibrated on a 24 month
inequency.

IV. Safety Analysis

The Fuel llandling building Ventilation system continuously supplies clean,
filtered and heated outside air to the various areas of the Fuel llandling
Bu!) ding. Additionally, the system temoves and processes potentially
contaminated air, thus ptoviding adequate ventilation and limiting the release
of radioactive isotopes to the outside air. Duting an accident in the Fuel
llandling Building, high radiation vill provide an alarm in the control room and
shuts down the supply Ian, while the exhaust units continue to run exhausting
air through the charcoal iilter units. This offectl* _ly maintains a negative
pressure in the Fuel llandling Duilding. The supply f at :s also designed to trip
on loss of FilB llVAC exhaust flow, to maintain negative ptessure. During this-
event, the supply it.n tilpped, as designed to ensure adequate dif ferential
pressure was maintained; therefore, this event is not' considered to be safety
significant. .

Previous failures of similar differential pressurn switches in the AECTS have'
,

been documented by LERs 87-043, 89-016, and 91-007. Cortective actions
previously completed as a result of these events are described in their
respective LERs.

V. Corrective Action

To prevent recurrence, the differential pressute switch was re-calibrated, and
surveillance f requencies for both the "A" and "B" FilB exhaust dif f erential
pressure svitches vill _be shortened (tom 24 to 3 months. Additionally,
engineering personnel ate evaluating tecent design changes on other systems with
similar differential pressute switch applications to determine if these changes
vould be suitable for replacement of the FHB exhaust difforential pressure
switch. As part of the established requalification training program, all p'lant
licensed operators vill be instructed on the lessons learned from this event.

Energy Industry Identification System Codes are identified in the text as [XX].
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