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EVENT OESCAIPTION AND PROBABLE conucaucu @

(E17) (On _3/9/83, rod control clusters D8 and M8 of control bank D simultaneously |
(313 Ldropped vhile Unit 3 was operating at 100% power. As per T.5.3.2.4.a, sustained

(ZT3] | power operation of the unit shall not be permitted with more than one inoper-

(3I3] Lable control rod. This is reportable under T.5.6.9.a.2. This is the first 1

(EIE] | occurrence of this type. Approximately 15 ninutes after the automatic turbine

(317] | runback and manual power reduction to hot shutdown was initiated, the 2 J

(GJ3] | dropped rods were retrieved. A flux map verified proper position of the rods
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CAUSE DESCRIPTION AND CORRECIVE ACTIONS

((13] | The cause was a momentary short in the lead to the stationary coils due to |
(LI Lwater that was getting inside the coatrol rod power cabinet, The water leak-]

(CIZ L28¢ vas stopped the cabinet was dried, and the unit was returned to full s o8

(ITZ] Lepower. Westinghouse was consulted and it was deternined that no safety

[IT+s] | limits were encroached upon during this incident.
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Additiona use Description and Corrective Actions

NIS and RPI dropped rod circuitry caused an automatic turbine runback to 70%
power. According to plant procedures, power reduction to hot shutdown was
initiated. Within approximately fifteen minutes after the shutdown began, tre two
dropped rods were retrieved and were verified to be back in the correct position by
a flux map. Immediate i -nection of the control rod power cabinet revealed that
water was dripping onto the cabinet and seeping inside. It appears that the water
inside the cabinet resulted in a momentary short in the lead to the D-8 and M-8
control rod stationary coils. The cabinet was dried and the water leakage was
stopped at the source. The unit was returned to full power. Westinghouse was
consulted and it was determined that no safety limits were encroached v'pon, due to
the short duration of the inciaent and the subsequent operability of the two control
rods.

The simultaneous dropping of two control rods is a rare event. Turkey Point's plant
procedures mainly address operator action in the case of one dropped rod. The
occurrence on March 9, 1983 has made plant personnel aware of the need to address
the multiple-dropped-rod incident in the operating procedures. Westinghouse will
be consulted for guidance in writing the new immediate actions for the
multiple-dropped-rod incident.
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