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Actuation of Engineered Safety Feature Equipment
Due to Inadvertent Contact While Installine a Test Lead

Ladies and Gentlemen:

Joseph M. Farley Nuclear Plant Licensee Report No. 95-004-00 is being submitted in accordance
with 10 CFR 50.73. If you have,any questions, please advise.

Respectf Ily submitted,

J. D. Woodard
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At 0426, on April 26,1995, with Unit 1 in Mode 1 operating at 100 percent an inadve tent actuation
of an engineered safety feature (ESF) [JE] occurred. This occurred when a technician performing a
surveillance test procedure allowed an energized test lead he was installing in the BIG sequencer
cabinet to make inadvertent contact with a terminal inside a congested portion of the sequencer

cabinet. The inadvertent contact resulted in the autostart of the IB residual heat removal (RHR)
pump (BP].

An investigation determined that this event was attributable to personnel error in that the
individual demonstrated improper technique in the handling of an energized test lead.

The BIG sequencer was inspected for evidence of arcing and other circuitry related damage and
none was found. The technician involved has been coached on proper techniques for handling
test leads in congested spaces. This incident will be presented to personnel who utilizejumpers
or test leads at FNP. A broadness review of previous occurrences will be conducted focusing
on test lead and jumper placement techniques.
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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 0426, on April 26,1995, with Unit 1 in Mode 1 operating at 100 percent an inadvertent actuation
of an engineered safety feature (ESP) (JE] occurred. This occurred when a technician performing a
surveillance test procedure allowed an energized test lead he was installing in the BIG sequencer
cabinet to make inadvertent contact with a terminal inside a congested portion of the sequencer

cabinet. The inadvertent contact resulted in the autostart of the IB residual heat removal (RHR)
pump [BP].

fdl.Mse of Event

An investigation determined that this event was attributable to personnel error in that the
individual demonstrated improper technique in the handling of an energized test lead.

Safety Assessment

This event is reportable since the 1B RHR pump is an Engineered Safety Feature (ESF) whose
actuation is reportable under 10CFR50.73(a)(2)(iv).

All systems operated as designed.

This event would not have been more severe if had occurred under different operating conditions.
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Corrective Action

The BIG sequencer was inspected for evidence of arcing and other circuitry related damage and
none was found.

The technician involved has been coached on proper techniques for handling test leads in
congested spaces. i

This incident will be presented to personnel who utilize jumpers or test leads at FNP.

A broadness review of previous occurrences will be conducted focusing on test lead and jumper
placement techniques.

These corrective actions will be completed by July 31,1995.

Additional Information

A four-hour notification was made to the NRC at 0748 hours on April 26,1995 pursuant to
10CFR50.72.

The following LER's involved inadvertent ESF actuations due to accidental contact while ;
connectingjumpers or using tools: LER 85-003-00 (Unit 1), 87-005-00 (Unit 2),
87-006-00 (Unit 2), 88 024-00 (Unit 1), and 92-006-00 (Unit 1).
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