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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES to
| o l2 | | 0n 12/2/83, at 0343, with Unit 3 in de 2, CEA 64 slipped 10 inches. j
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10131 ' In accordance with LCO 3.1.3.1, Action Statement 'd' , the rod was re- |

lo 14 I[ aligned to within 7 inches of its group within one hour. Public health |
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CAUSE DESCRIPTION AND CORRECTIVE ACTIPNS O21
|ilo ll The cause of the slipping wa a' faulty IC chip on the rod's timer card. |

|111 || As corrective action the timer card was replaced. This is considered |

lil2 || an isolated occurrence and no further corrective action is planned. |
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U. S. Fuclear Regulatory Commission
Office of Inspection and Enforcement
Region V
1450 Maria Lane, suite 210
Walnut Creek, California 94596-5368

Attention: Mr. J. B. Martin, Regional Administrator

Dear Sir:

Subject: Docket No. 50-362
30-Day Report
Licensee Event Report No. 83-117
San Onofre Nuclear Generating Station, Unit 3

Pursuant to Section 6.9.1.13.b of Appendix A, Technical
Specifications to Facility operating License NPF-15 for San Onofre
Unit 3, this submittal provides the required 30-day written report
and a copy of the Licensee Event Report (LER) form for an
occurrence involving Limiting Condition for Operation (LCO)
3.1.3.1 associated with the Control Element Assemblies (CEA's).
On December 2, 1983, at 0343, with Unit 3 in Mode 2 and reactor
startup in progress, CEA 64 slipped resulting in it being *

misaligned from the other CEA's in its group by ten inches.
Pursuant to Action Statement 'd' of LCO 3.1.3.1 the rod was
realigned to within seven inches of all other CEA's in it's group
within one hour.

The cause of the slipping was a faulty IC chip on the rod's timer
card. The card was replaced and CEA 64 was realigned to within
seven inches of it's group at 0344, December 2, 1983. This is
considered an isolated occurrence and will require no further
corrective action.

_.

There was no impact on the health and safety of the plant
personnel associated with this occurrence.
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Mr. J. B. Martin -2- JanuaryL3, 1984

The cause of the misalignments of CEA's 57, 61 and 65 on
November 1, and December 2, was.due to sluggish operation of the
CEA's drive mechanism which causes the upper and 1cwer grippers I

to sequence improperly. As corrective action, the voltage and
timing sequences of the gripper assemblies were adjusted to
compensate for~the sluggish operation.

These occurrences are similar to those reported in LER's 83-014,
83-090, 83-102 (Docket No. 50-361) and LER's 83-062, 83-097
(Docket No. 50-362). Since misaligned CEA's have become a
recurring problem, we are continuing an-investigation to provide
resolution.

There was no impact on the~ health and safety of plant personnel
or the'public associated with these occurrences.

| If-you require any additional information, please so advise.

Sincerely,

[ Wype

Enclosure: LER No. 83-110

.cc: A. E. Chaffee (USNRC Resident Inspector, Units 1, 2 and 3)
J. P. Stewart (USNRC Resident Inspector, Units 2 and 3)

U. S. Nuclear Regulatory Commission
Office of Inspection and Enforcement

U. S. Nuclear Regulatory Commission
Divicion of Technical Information and Document Control

Institute of Nuclear Power Operations (INPO)
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