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(6171 | (NP-33-83-97) At 2205 hours on 11/29/83, Rod 7-12 dropped to 0% withdrawn for no |

| pparent reason. The asymmetrical condition caused the Integrated Control System to |

(3T3) Lautomacically run the reactor back to 60%. The dropped rod also caused the Station |

[0]5) | to enter the action statement of T.S. 3.1.3.lc. There was no danger to the health and

e T6) lsafety of the public or station personnel since the rod failed in the safe position, |

171 | and the reactor shutdown margin was maintained. |
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CAUSE DESCRIPTION AND CURRECTIVE ACTIONS
| It was discovered that the motor programmer phase CC fuse had opened maintaining that )|

01 | phase deenergized. When rod movement occurred, the open phase caused the rod to drop.|

CI lControl Rod 7-12 was transferred to the auxiliary power supply. No overcurrent evi- |

I3 | dencc was found after inspection of circuits, fuse, and fuse holder. The fuse was |

T3] l_replaced, and the rod successfully latched and withdrawn to group bank position. |
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TOLEDO EDISON COMPANY
DAVIS-BESSE NUCLEAR POWER STATION UNIT ONE
SUPPLEMENTAL INFORMATION FOR LER NP-33-83-97

DATE OF EVENT: November 29, 1983

FACILITY: Davis-Besse Unit 1

IDENTIFICATION OF OCCURRENCE: Dropped Rod 7-12

Conditions Prior to Occurrence: The unit was in Mode |, with Power (MWt)
= 2760 and Load (Gross MWe) = 913,

Description or Occurrence: At 2205 hours on November 29, 1983, Rod 7-12
dropped to 0% withdrawn for no apparent reason. The asymmetric condition
caused the Integrated Control System to automatically run the reactor back
to 260%Z. The dropped rod also caused tne Station to enter the action
statement of Technical Specification 3.1.3.lc, which states that power
operation may continue provided that within one hour the control rod is
restored to operable status or declared inoperable, and the shutdown
margin requirement is satisfied.

Designation of Apparent Cause of Occurrence: It was discovered that the
motor programmer phase CC fuse had opened maintainiug that phase deenergized.
When rod movement occurred, the open phase caused the rod to drop.

Analysis of Occurrence: There was no danger to the health and safety of
the public or station personnel. The rod failed in a safe direction, and
the reactor shutdown margin was maintained throughout the incident.

By 2225 hours on November 29, 1983, Control Rod 7-12 was transferred back
to its normal power supply and aligned with 6.5% of the group average.
This removed the unit from the action statement,

Corrective Action: Control Rod 7-12 was transferred to the auxiliary
power supply and then deenergized for fault investigation. No overcurrent
evidence was found after inspection of circuits, fuse and fuse holder.

The fuse was replaced, the auxiliary power supply reenergized, and the rod
was successfully latched and withdrawn to group bank position.

Failure Data: Previous similar .vents which have occurred were reported
in Licensee Event Reports NP-33-82-13 (82-011) and NP-33-83-18 (83-014).
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