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On April 13, 2024 at approximately 18:00 Mountain Standard Time (MST), Unit 3 was in a refueling outage conducting core 
offload when alarms were received in the control room indicating an issue with excore startup range channel 2. The excore 
startup range channel 2 was declared inoperable, Technical Specifications (TS) Limiting Conditions for Operation (LCOs) 3.9.2.A 
and 3.3.12.A were entered, and core offload was suspended. On April 13, 2024 at approximately 21:00, Operations personnel 
declared the channel OPERABLE, exited TS LCOs 3.9.2.A and 3.3.12.A, and resumed core offload. On October 22, 2024 during 
the third quarter integrated inspection exit, PVNGS was notified that a Green Non-Cited Violation (NCV) would be issued for 
failing to follow station procedure, "Operations Operability Determination Process," to properly evaluate operability of the Unit 3 
excore startup range channel 2 during fuel movement. This resulted in a violation of TS 3.9.2 and 3.3.12 when Operations exited 
the LCOs and recommenced core alterations. Corrective actions include power supply repair, Operations personnel event 
briefing, and a Training Needs Analysis to address a knowledge gap. No similar events have been reported by PVNGS in the last 
three years due to the same initial cause.
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All times are Mountain Standard Time and approximate unless otherwise indicated. 
 
1. REPORTING REQUIREMENT(S): 
 
This Licensee Event Report is being submitted pursuant to 10 CFR 50.73(a)(2)(i)(B): Any operation or condition which 
was prohibited by the plant's Technical Specifications. A violation of TS occurred when TS LCOs 3.9.2.A and 3.3.12.A 
were exited on April 13, 2024 at 23:47 without proper reasonable expectation of operability and fuel movement was 
resumed with one excore startup channel (EIIS: IG) and one Boron Dilution Alarm System (BDAS) channel inoperable. 
 
2. DESCRIPTION OF STRUCTURE(S), SYSTEM(S), AND COMPONENT(S): 
 
The BDAS is credited in the Updated Final Safety Analysis Report (UFSAR) Chapter 15 safety analysis with alerting 
operators to an inadvertent boron dilution 15 minutes prior to achieving criticality assuming the maximum dilution rate 
while in modes 3, 4, and 5, and within 30 minutes in MODE 6. This allows the operator time to diagnose and terminate the 
boron dilution prior to criticality. The BDAS receives and monitors two neutron flux signals (one per BDAS channel) from 
the excore startup channel nuclear instrumentation. When these neutron flux signals increase during shutdown to equal to 
or greater than the calculated alarm set-point, alarm signals are generated. The BDAS provides two separate and 
independent alarm signals (one signal per BDAS channel) to the plant annunciation system upon determination of a 
possible boron dilution event. Each alarm signal will cause the annunciator window "Possible Inadvertent Boron Dilution" 
to alarm. 
 
3. INITIAL PLANT CONDITIONS: 
 
Unit 3 was in MODE 6, 0% power, during refueling outage 3R24 at the time of the event. Reactor coolant system (RCS) 
temperature was 85 degrees F and reactor pressure was 0 psig (open to atmosphere). The Unit 3 excore startup range 
channel 2 was inoperable at the time of the event. 
 
Unit 1 and Unit 2 were not affected by the event. 
 
4. EVENT DESCRIPTION: 
 
During core offload on April 13, 2024, Unit 3 excore startup range channel 2 instantaneously dropped from 8 to 0 counts 
per second. Operations personnel declared the startup channel inoperable and entered TS LCOs 3.9.2.A and 3.3.12.A for 
the associated BDAS channel. Core alterations and positive reactivity additions were suspended, and boron concentration 
was sampled per the LCO required actions. Approximately three hours later, the excore startup range channel 2 signal 
instantaneously restored providing similar indication as before, 8 counts per second. During the approximate three hours 
of lost signal, discussions and preparations for troubleshooting were performed. After the channel signal instantaneously 
returned, the main control room completed a partial functional test and channel check per procedures, “Operations MODE 
6 Surveillance Logs” and “BDAS Functional Test,” satisfactorily. Operations personnel declared the excore startup range 
channel 2 OPERABLE, exited the LCO, and recommenced core alterations. On October 22, 2024 during the third quarter 
integrated inspection exit, PVNGS was notified that a Green NCV would be issued for failing to follow station procedure, 
"Operations Operability Determination Process" resulting in inadequately determining reasonable expectation of 
operability of the Unit 3 excore startup range monitor channel 2. Subsequently, a violation of TS occurred when LCOs 
3.9.2.A and 3.3.12.A were exited and core alterations were recommenced. 
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5. ASSESSMENT OF SAFETY CONSEQUENCES: 
 
Operability of the BDAS channels is necessary to meet the assumptions of the safety analyses to mitigate the 
consequences of an inadvertent boron dilution event as described in the UFSAR Chapter 15, Revision 22. Unit 3 was in 
MODE 6 on April 13, 2024 when the Unit 3 excore startup channel 2 failed resulting in the inoperability of BDAS channel 
2. Although the instrument was providing counts, it was degraded and was not evaluated to have reasonable expectation 
of operability because the instrument's reduced reliability was not considered. There were no inadvertent boron dilutions 
during the time BDAS channel 2 was inoperable and fuel integrity was not challenged. Loss of Safety Function was not 
challenged as excore startup channel 1 and BDAS channel 1 remained OPERABLE at all times. 
 
6. CAUSE OF THE EVENT: 
 
The direct cause of the event was degraded components in the high voltage power supply for excore startup channel 2. 
Subsequently, use of station procedure, "Operations Operability Determination Process," failed to properly consider 
reduced reliability when evaluating reasonable expectation of operability of the Unit 3 excore startup range channel 2 
detector. The apparent cause of the event was a knowledge gap for implementation of the operability determination 
procedure. 
 
7. CORRECTIVE ACTIONS: 
 
Immediate corrective actions included replacement of the excore startup range channel 2 high voltage power supply and 
channel calibration. Additional corrective actions identified during the evaluation of the event included an Operations 
newsflash with the relevant operating experience issued to all operating crews and a Training Needs Analysis to address 
knowledge gaps in the affected training programs. 
 
8. PREVIOUS SIMILAR EVENTS: 
 
No similar events have been reported by PVNGS in the last three years due to the same initial cause. 
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