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EVENT D&&CROPTION AND PROBABLE CONSEQUENCES

[6177 |On 5/30/79 at about 1829 following a power reduction to secure a feedwater pump. an J
| Upper flux deviation alarm was received. Subsequent calculations yielded a quadrant |

(0Ta) |power tilt ratio of 1.024 in the upper core. This was in excess of the 1.02 limit |
{5T5] (s per T.5. 3.2.4. Repcrtable pursuant to T.S. 6.9.1.9.b. This event did not affect |

[6T6] |the health and safety of the general public. .|
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CAUSE DESCRIPTION AND CORRECTIVE ALTIONS

[TT5] | The eract cause of the tilt is unknown and is presently under investigation. The |
[T17] (actio's given in T.S. 3.2.4 were followed and the tilt was reduced to within the 1 .02 J
('imit in approximately 7 hours. An evaluztion of incore flux map data and P0DQ design |
. \simulations suguests —that the power _tilt could—be —caused-:by—one - or mope—

{74 1drooped rnd ~lyster control assembly (RCCA) rodlets. |
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Description of Eve.t

On 5/30/79, at approximateiry 1820, power was reduced to 65% to secure a
feedpump for maintenance. At this time an upper detector flux deviation
alarm was received, Analysi: of the detector currents indicated the
presence of a quadrant power tii* ratio of 1.024 in the upper half of
the core. This was In excess of 1.5. 3.2.4 limit which restricts the
quadrant power tilt ratio to <1.02.

Probable Consequences of Occurrence

The limit of 1.02 provides DNB and linear heat generation rate protection
for X~Y plane power tilts, Technical Specification 3.2.4 provides a
period of two hours of operation beiween 1.02 and 1.09 to allow for
fdentification and correction of & dropped or misaligned rod before a
power reduction is necessary to reinstate the margin of uncertainty for
FQ. Since the unit wvas already at reduced power and no control rod
misalignment could be determined during this two hour period, the power
range Neutron Flux-high trip setpoints were reduced tc comply with this
specification. At this time thece appears to be no generic implica’ion.
As a result, the public health and safety were not endangered by this
event. A safety evaluation for plant operation with several dropped
rodlets was performed. The evaluation indicated that operation with
several dropped rodlets did not invalidate the appropriate accident
analysis limits.

Cause of Occurrence

There has been indication of control rod misaligmnment or flow maldistri-
bution. An evaluation of incore flux map data and PDQ design simulitions
suggests ¢ the power tilt could be causcd by several dropped RCCA
rodlets.

Immediate Corrective Action

After the presence of the tilt was noted, the actions given by T.S.
3.2.4 were followed. The Power Range Neutron Flux High Trip Setpoint
was reduced to 100X, arnd the tilt was monitored using the excore detectors
and incore system. The tiit was reduced to below the 1,02 limit after
approximately 7 hours. Subsequent calculations of quadrarmt tilt indicated
the tilt remaine! less than 1,02, Incore flux map surveillance has been
increased to biweekly intervals (dependent on stable core conditions).

Scheduled Corrective Action

The tilt ratio 1is being closely monitored by both incore and excore
detector systems as well as the incore thermocouple system.

Actions Taken to Prevent Recurrence 282 2:‘/5

The tilt ratio is being monitored and operations which could result in
an increase in the tilt ratio are being carefully observed. Further
evaluation of this matter is being pursved with Westinghouse.



