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EXPLANATION OF OCCURRENCE

At 1800 hours on July 25, 1980, a fire alarm was received in the Unit 2
Control Room from the 305 foot elevation of the Fuel Handling Building
(FHB). The alarm was noted and silenced. An immediate investigation
determined the alarm actuation resulted from the use of hot water for
hydrolasing during decontamination of the overhead area of the 305 foot
elevation.

The automatic action of the fire alarm resulted in tripping the FHB supply
and exhaust fans, AH-E-9A & B and AH-E-10A & B, respeccivelv. When the
fire alarm annunciator was silenced, this also silenced the FHB supply

and exhaust fan trip annunciator. The CROs did not see the fan's visual alarm

indication since it was mounted on a back panel; hence, the ventilation
trip was not identified and, therefore, was not reset.

At 2300 hours, when the fans were observed tr be off, they were restored
to the normal lineup (i.e., operatiomal).

This event was not a violation of any Limiting Condition of Operation in
the Unit 2 Interim Recovery Technical Specifications. It is ronsidered
reportable, however, under Section 6.9.1.9(b), due to an inadvertant
entry into the action statement of Section 3.9.1 2(a).

CAUSE OF THE OCCURRENCE

The CRO responded to the alarm he could see, which was the fire alarm, and
failed to realize the other comsequences of this alarm. The CRO ¢id not
check the Response to Alarms Procedures (2204-7A.C6), which noted that toe
ventilation would be tripped upon receip: of the fire alarm.

CIRCUMSTANCES SURROUNDING THE CCCURRENCE

At the time of the occurrence, the Unit 2 facility was in a long-term cold
shutdown state. The reactor decay heat was being removed via natural cir-
culation to the "A" steam generator which is operating in a 'steaming' mode.
Throughout the event, there was no Loss of Natural Circulation heat removal
in the RCS System.

CORRECTIVE ACTIONS TAKEN OR TO BE TAKEN

IMMEDIATE

The fans were off 5 hours when it was discovered that they were tripped.
They were restarted and the ventilation systemw was returned to its normal
lineup.
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LONG TERM

The use of hot water when hydrolasing in overhead areas of Auxiliary or
Fuel Handling Building has been discontinued.

Operators and Shift Foremen have been cautioned to check Response to
Alarm Procedures on receipt c¢f all alarms.

COMPONENT FAILURE DATA

N/A



