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ATTN: Document Control Desk
Washington, DC 20555

Joseph M. Farley Nuclear Plant - Unit 2
Licensee Event Report No. 95-009-00

Entry Into. Mode 2 With Intermediate Ranne Neutron Flux Detector Inoperable i

Ladies and Gentlemen:

Joseph M. Farley Nuclear Plant - Unit 2 Licensee Event Report No. 95-009-00 is being submitted
in accordance with 10 CFR 50.73(aX2Xi). If you have any questions, please advise.

Respectfully submitted,

f/ ]ha
Dave Morey ,

,

REM:maf LER95009. DOC

Enclosure

cc: Mr. S. D. Ebneter, Region II Administrator
Mr. B. L. Siegel, NRR Senior Project Manager
Mr. T. M. Ross, FNP Resident Inspector
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At 2154 on November 29,1995, with Unit 2 in mode 2 performing a reactor startup Farley Nuclear Plant'

; entered a condition prohibited by technical specifications in that entry into mode 2 was achieved with

! intermediate range neutron flux detector [JC] NI-36 inoperable. Prior to the Unit 2 reactor trip on
November 28,1995, the intermediate range neutron flux detector (NI-36) had been declared moperable
due to indicating lower than expected at 100 percent power. With Unit 2 in mode 3 on November 28,

,

1995, corrective maintenance was scheduled for NI-36. Following detector replacement, a technician
inappropriately signed a procedure step indicating the detector drawer cables had been re-connected.,

During the subsequent Unit 2 reactor startup, a disparity was observed between the redundant
intermediate range neutron flux detectors. As a result, the control rods were manually inserted prior to
achieving criticality. However, a subsequent review of recorded neutron flux indications concluded that
entry into mode 2 had been achieved.

.

%e cause of this event was cognitive personnel error in that an individual inappropriately signed for
' completing a procedure step which the individual had not performed. A contributing cause was that the

procedure did not require a verification sign-off.

,

ne detector drawer cables were re-connected and NI-36 returned to service. %e individual involved in
this event has been disciplined. ne Unit I and 2 calibration procedures have been revised to require a4

verification sign-off.
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Plant and System Identification'

Westinghouse - Pressurized Water Reactor
Energy Industry Identification System codes are identified in the text as [XX].,

; Description of Event

At 2154 on November 29,1995, with Unit 2 in mode 2 performing a reactor startup, Farley Nuclear
i Plant entered a condition prohibited by technical specifications in that entry into mode 2 was

achieved with intermediate range neutron flux detector [JC] NI-36 inoperable.

; Prior to the Unit 2 reactor trip on November 28,1995, the intermediate range neutron flux detector
(NI-36) had been declared inoperable due to indicating lower than expected at 100 percent power.-

With Unit 2 in mode 3 on November 28,1995, corrective maintenance was scheduled for NI-36. ;

Maintenance performed included drawer checks, power supply checks, and detector replacement. ;

As part of the maintenance procedure, evening shiA technicians disconnected the detector drawer
cables associated with a source range neutron flux detector (NI-32) and NI-36 (the two detectors are
in a common housing). Following detector replacement, evening shia personnel had satisfactorily
signed procedural steps performed and provided turnover to the night shia crew. This turnover.

included the fact that detector drawer cables for NI-32 and NI-36 were disconnected and the NI-36
detector drawer was powered up. The night shiR technicians proceeded with activities associated
with returning NI-32 to service. During work activities on NI-32, a technician correctly signed off

t the completion of steps which included the re-connecting of the detector drawer cables for NI-32.
One of the procedures in use by the technicians included instructions and sign-offs associated with
the calibration and re-connection of the intermediate range detector drawer cables on NI-36. The-

technician was aware that the detector drawer cables on NI-36 had not been re-connected. However,
due to inadequate self-checking, the technician inappropriately signed a procedure step indicating the
NI-36 detector drawer cables had been re-connected.

.

Night shiR personnel failed to inform day shia personnel concerning the fact that the detector drawer
cables for NI-36 required re-connecting. The status of the intermediate range detector cables had
been documented in the summary section of the work order by evening shiR personnel, but was not4

noted by day shiR personnel.
.
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The drawer calibrations of NI-32 and NI-36 were completed and the nuclear instrumentation systems
returned to service based on surveillance testing. However, due to the low neutron flux in mode 3, ,

Isurveillance testing does not have the capability of response checking the intermediate range
detectors. At 2112 on November 29,1995, Unit 2 reactor startup was commenced. As the startup
continued, neutron flux indications, which included NI-36 and the redundant intermediate range
neutron flux detector NI-35, were monitored. As NI-35 started to upscale from its lowest capable
indication, the operator at the controls immediately noted a disparity in the intermediate range
neutron flux channels in that NI-36 had not begun to upscale from pre-startup indications. This
condition was observed with bank D control rods stationary at 66 steps. In order to observe the
startup rate response associated with NI-36, bank D control rods were withdrawn at 77 steps.
During the control rod withdrawal a startup rate was observed on the startup rate indicator
associated with NI-35, but not NI-36. Control rod withdrawal was secured and it was determined

,

that the detector drawer cables had not been re-connected. As a result, the control rods were '

manually inserted prior to achieving criticality. However, a subsequent review of recorded neutron
flux indications concluded that entry into mode 2 had been achieved.

Cause of Event

The cause of this event was cognitive personnel error in that an individual inappropriately signed for
completing a procedure step which the individual had not performed. A contributing cause was that

j the procedure did not require a verification sign-off. l
!

1

Safety Assessment.

Farley Nuclear Plant's design includes a functional intermediate range high neutron flux reactor trip
that is automatically actuated when either of the two independent intermediate range channels
reaches a current level equivalent to approximately 25% of rated thermal power. During the time
period that NI-36 was inoperable, the functions of the redundant intermediate range channel (NI-35),

'

both source range channels, and all power range channels remained operable. In addition, the
control rod stops associated with NI-35, and the power range channels remained capable of

! discontinuing control rod withdrawal. It should be noted that the functionality of the source and
intermediate range reactor trips is not credited in the Farley safety analyses.

|

A reactivity assessment concluded that during this event control rod bank withdrawal was secured at
a k a of approximately .996, thus the reactor had not achieved criticality. However, k,a was greater
than the technical specification definition of mode 2 which is greater than or equal to 0.99. During
this event the technical specification shutdown margin requirement was satisfied.
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This event would not have been more severe ifit had occurred under different operating conditions.

The health and safety of the public was unaffected by this condition.

|
1

Corrective Action

The NI-36 detector drawer cables were re-connected and NI-36 was returned to service prior to
subsequent control rod withdrawal.

The individual involved in this event has been disciplined.

The Unit I and 2 calibration procedures have been revised to require a verification sign-off.

Additional Information

No similar LER's have been submitted.
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