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[cT2] | On March 22, 1981 at approximately 0700 with the unit at 95% power, a problem with- |

|control rod N-9 was discovered while performing PT-21.2 "Rod Cluster Control Exercise |

[GJ] |and Rod Position Indication"

After an investigation it was determined N-9 would not 1

This does not prevent

|d [5] |move because the 1lift coil was being continuously de-energized.

[0 6] |rod drop on a reactor trip signal and so there was no threat to public health and J
|safety. Since control rod L-11 was already inoperable this event is contrary to |
[0]8] |Technical Specification 3.10.6.2 which is reportable pursuant to 6.9.2.a.2, |
7 8 9 ) . 80
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS @

[ Jo] |When the control rod was determined to be inoperable a unit shutdown was immediately

7] |commenced.

The cause of failure was a bad connecting ring on the power supply

R lcormector to the lift coil.

This prevented power from being applied to the lift coil

T3] land so the control rod would not move.

The connector was replaced and the control

EREN Lrod tested and returned to service.
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Cause Description and Analysis

On March 22, 1981 at approximately 0700 with the unit at 95% power a
problem with control rod N-9 was discovered while performing PT-21.2
"Rod Cluster Control Exercise and Rod Position Indication'. I&C
technicians were called in to determine whether the rod drive mechanism
or the rod position ‘indication system was malfunctioning. After
performing several tests on the rod it was determined that the control
rod drive mechanism (CRDM) 1lift coil was continuously de-energized which
prevented the rod from moving. The failure was due to a bad connecting
pin lock ring on the power supply connector to the lift coil. It is
suspected that the problem resulted at the time the connector was last
assembled (October, 1980) and was the result of improper meshing of

the connector elements. The control rod had been exercised since that
time, therefore, a period of time was required before the problem
became apparent. This type of failure would not prevent the rod from
dropping into the core on a reactor trip signal. In fact the rod did
drop when shutdown was completed and the reactor trip breakers were
opened. For this reason this event did not constitute a threat to the
public health and safety. Since control rod L-11 was already inoperable
the failure of N-9 was the second inoperable rod and so was contrary

to Technical Specification 3.10.6.2. which is reportable pursuant to
6.9.2.a.2.

Corrective Action

When control rod N-9 was determined to be inoperable a reactor shutdown
was immediately commenced at a rate of 1%/min. With the reactor at hot
shutdown the electrical power connector to the CRDM coils on N-9 was
replaced. The control rod was then tested and returned to service.

Corrective Action To Prevent Recurrence

The type of commnector used (Crouse-Hinds No. RPE-003-0235) requires
considerable care when reassembling to assure proper meshing of the
connector and, although problems can occur, problems during installa-
tion are generally identified at the time of reassembly or shortly
after. In this particular case the problem did not become. apparent
until some time later. Although there is no reason to believe anything
improper occurred during installation, this LER will be reviewed by

1&C personnel as an additional remlnder of the sensitivity of this

operation.and the additional care required during the reassembly opera-

tion. No further action regarding this event is believed necessary
at this time. :




