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At 2102 on May 16, 1998 with Unit 2 in Mode 3, it was determined that Farley Nuclear Plant (FNP)
had operated in a condition prohibited by Technical Specifications (TS). TS 3.7.1.2 requires that the
Turbine Driven Auxiliary Feedwater Pump (TDAFWP) be operable in Modes 1, 2 and 3. At
approximately 2050 on May 16, 1998, while conducting a routine key checkout audit, the Unit 1
Shift Supervisor discovered that the TDAFWP to 2C Steam Generator Flow Control Valve (2C S/G
FCV) inlet isolation valve was closed rendering the TDAFWP inoperable. The valve had been closed
in accordance with the TDAFWP Quarterly Inservice Test surveillance procedure which had been
performed to verify the operability of the TDAFWP following the Unit 2 twelfth refueling outage.
The valve was not reopened as required by the surveillance procedure. Therefore, the provisions of
TS 3.0.4 were not satisfied when Mode 2 was entered at 1519 on May 15, 1998. The 2C S/G FCV
inlet isolation valve was locked open and the TDAFWP was restored to operable status at
approximately 2102 on May 16, 1998. The cause of the event has been determined to be personnel
error. The individual responsible for restoration of the 2C S/G FCV inlet isolation valve to the
locked open position failed to recognize the valve had been closed in a previous step in the
surveillance procedure and consequently did not open the valve. Operations supervision has
discussed this event with the individuals involved. Appropriate personnel have been notified of this
event emphasizing the need for attention to detail and self verification during procedural
performance.
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Descriotion of E

During night shift on May 15, 1998, the Turbine Driven Auxiliary Feedwater Pump (TDAFWP)
Quarterly Inservice Test surveillance procedure was begun to verify the operability of the pump in
preparation for entry into Mode 2 following the Unit 2 twelfth refueling outage. During the
performance of this test the 2C Steam Generator Flow Control Valve (2C S/G FCV) inlet isolation
valve was unlocked and closed in accordance with guidance provided in the procedure due to leak-by
of the 2C S/G FCV. The unlocking and closing of the inlet isolation valve was properly documented
in the procedure. Procedural guidance was provided that directed the initiation of a2 Limiting
Condition for Operations (LCO) tracking sheet to document the valve closure. The Shift Foreman
responsible for writing the required LCO incorrectly concluded that an LCO existed, which
documented the inoperability of the TDAFWP and that it was not necessary to document the valve
closure on an LCO tracking sheet. Day shift personnel were instructed to complete the surveillance
procedure and the operator respon:ible for restoring the inlet isolation valve to the locked open
position failed to recognize that the valve had been closed and did not open the valve. The
surveillance procedure was completed and the TDAFWP was determined to be operable. After
verification of the applicable requirements, Mode 2 was entered during reactor startup at 1519 on
May 15, 1998.

At approximately 2050 on May 16, 1998, during a routine key checkout audit, it was observed that
the 2C S/G FCV inlet isolation was documented as being closed. Personnel were dispatched to
locally determine its position and confirmed at approximately 2102 that it was closed and
subsequently locked it open. With this valve closed, the TDAFWP flow path to the 2C S/G was not
operable. The requirements of Technical Specification 3.0.4 were not met during the Mode 2 entry
due to the TDAFWP not being operable per TS 3.7.1.2. Unit 2 was in Mode 3 at the time of
discovery. Mode 3 had been reentered at 2159 on May 15, 1998 when the reactor was manually
tripped due to a dropped control rod.
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Cause of Event

The cause of the event has been determined to be personnel error in that the individual responsible
for restoration of the 2C S/G FCV inlet isolation valve to the locked open position fuiled to
recognize the valve had been closed in a previous step in the TDAFWP Quarterly Inservice Test
surveillance procedure and consequently did not open the valve.

Contributing to this event was personnel error in that the Shift Foreman responsible for writing a
LCO tracking sheet to document the valve closure incorrectly concluded that a new or revised LCO
was not necessary.

Safety Assessment

Based upon engineering judgement ..’ the low Auxiliary Feedwater System (AFWS) [BA] flow
rates observed following the manual reactor trip on May 15, 1998, the AFWS would have been able
to provide sufficient feedwater flow to satisfy heat sink requirements during normal, station blackout
or other accident conditions considering the plant conditions which existed at the time of the event
(low decay heat due to low power operation at the beginning of an operating cycle).

During the event, both Motor Driven Auxiliary Feedwater Pumps (MDAFWPs) were operable and
available for use in feeding all three S/Gs during normal or accident conditions.

In the as-found condition, the TDAFWP was operational and available to supply feedwater to the 2A
and 2B S/Gs during normal, station blackout or other applicable accident conditions dependent upon
the effects of the accident on the TDAFWP and its flow paths to the 2A and 2B S/Gs.

During the time that the TDAFWP feedwater supply was isolated to the 2C S/G, no event occurred
that required the use of the TDAFWP.

Based on the above the health and safety of the public were not affected.
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The isolation valve was opened to restore the TDAFWP flow path to the 2C S/G to operable status
imm =diately upon discovery that it was closed.

Operations supervision has discussed this event with the personnel involved in the failure to open the
isolation valve and the failure to initiate an LCO tracking sheet as required by the surveillance
procedure.

Appropriate personnel have been notified of this event to emphasize attention to detail and self
verification during the performance and review of surveillance test procedures and the preparation of
LCO tracking sheets.

\dditional Informati

The following LERs have been submitted in the last two years on the subject of component
mispositioning caused by personnei error.

LER 97-003-03 (Shared) Failure to Comply with Technical Specifications 4.5.3.2 and 3.5.2

LER 96-005-00 (Umt 1) Valve Misalignment Due to Personnel Error Results in Missed
Surveillance
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