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NRC FORM 365
(7-77) U.S. NUCLEAR REGULATORY COMMISSI0t.

LICENSEE EVENT REPORT EXHIBIT A
CONTROL BLOCK: |__,f _ l_j_|_i_,11
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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES 10_ , . _ _ _

QQl |On 9/26/83, with the unit at 100% power, it was determined that Battery 2011 had failed its quarterly survell- |
1111| Ilance test, rendering it technically inocerable. The quarterly test was started on 9/23/83. Initial battery |
11|11 f readings had indicated that $ cells were out of specification in that they deviated by more than 3.05 volts

1

11|11 ifrom initial acceptance test data, the worst beino 0.08 volts. The as found voltage deviation was not recoa- |
11111 inized as a Ifmit soecified in Technical Specification (T.S.) 4.8.2.3.2.b.1; thus, the action requirements of

~
i

11l_]",'~| | Specification 3.8.2.3 (b) were not taken within the time allowed by the Limiting Condition for Operation (LCO):|_

| 0_QI Itherefore, General Specification 3.0.3 became applicable. The reactor was shut down and the unit was brought |_

8 97
80SYSTEM CAUSE CAUSE COMP VALVECODE CODE SUBCODE COMPONENT CODE SUBCODE SUBCODEl 0.,_QI Q l_C_Ill Q ll2 l _.X._I 13 Q l_A_i_T_|_T_ Q Q l14 11115 |_Z_l167 8 9 10 11 12 13 18 19 20

_ SEQUINTIAL OCCURRENCE REPORT REVISIONLER/R0 l EVENT YEAR REPORT NO. CODE TYPE NO17 REPORT | 1,8_),,_3_I l---I QQQl lj_| Qlll | T_| |---I QINUMBER |_21 22 23 24 26 27 28 29 30 31 32
_

ACTION FUTURE EFFECT SHUTDOWN ATTACHMENT NPRD-4 PRIME CCMP. COMPONENTTAKEN ACTION ON PLANT METHOD HOURS SUBMITTED FORM SUB SUPPLIER MANUFACTURERQ l18 Q 119 iA
_
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CAUSE DESCRIPTION AND CORRECTIVE ACTIONS 27_ _ _
NQl_0,,,,,1 IThe cause of the battery degradation was determined to be normal aginq couoled with the fact that previous

I

(1|11 ' lequeHzing charges ware not suf ficient in duration. An investigation was conducted with the Maintenance and
i

11111 10perations personnel involved to determine why the voltage d6viation was not recoontred as a Technical Speciff-|

11111 | cation (T.S. ) limit, thereby causing the LCO to be exceeded. It was determined that the basic cause was an
|

Ql_4,,_l linadequate exchance of infornation between the shift supervisor and the maintenance technician. Contributina |7 8 9
80FACILITY METHOD OF

STATUS % POWER OTHER STATUS DISCOVERY DISCOVERY DESCRIP ION
,,,_ ___

Q l_5._l Q l28 Q i_0._i_0,_129 i NA |30 Q l31 i Routine Surveillance 132 17 8 9 10 12 13 44 45 46 ' 80ACTIVITY CONTENT
RELEASED OF RELEASE AMOUNT OF ACTIVITY LOCATION OF RELEASE_ _ _ _ . _

Ql_6,_l l_Z,_133 1 1 134 | NA 135 | NA [367 8 9 10 11 44 45 80
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QQi Q l_0_| 0_l37 Q l38 I h4
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1111| .
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| 0_,1,,0_I_0_l40 i NA
|41_
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80

LOSS OF OR DAMAGE TO FACILITY
TYPE DESCRIPTION

.11111 Ql42 l NA
143

PUBLICITY
ISSUED DESCRIPTION NRC usi ONLYQl,,0_| | N_l44 i NA
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ARKANSAS POWER & LIGHT COMPANY
POST OFFICE BOX 551 UTTLE ROCK. ARKANSAS 72203 (501) 371-4000

October 10, 1983

!} Qh]MM
2CAN108305 1

Mr. W. C. Seidle, Chief U
OCT I 323 ,

tReactor Proj ct Branch #2 '

U. S. Nuclear Regulatory Commission nb
Region IV l

'

611 Ryan Plaza Drive, Suite 1000 o
Arlington, Texas 76011

Subject: Arkansas Nuclear One - Unit 2
Docket No. 50-368
License No. NPF-6
Licensee Event Report
No. 83-044/01T-0

Gentlemen:

In accordance with Arkansas Nuclear One - Unit 2 Technical Specification
6.9.1.8.b, attached is the subject report concerning degradation of Battery
2D11.

ary truly yours

k
ohn R. Marshall

Manager, Licensing

JRM:RJS:s1

Attachment

cc: Mr. Richard C. DeYoung
Office of Inspection and Enforcement
U. S. Nuclear Regulatory Commission
Washington, D. C. 20555

Mr. Norman M. Haller, Director
Office of Management & Program Analysis
U. S. Nuclear Regulatory Commission
Washington, D. C. 20555
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NRC FORM 366
U.S. NUCLEAR REGULATORY COMMISSION(7-77)

LICENSEE EVENT REPORT EXHIBIT A

LER No. 50-368/83-044/01T-0

Occurrence Date: 09/26/83

EVENT DESCRIPTION AND PROBABLE CC3 SEQUENCES (Continued)

to cold shutdown within the time requirements of General Specification 3.0.3, and subsequeatly entered the refuelingoutage. Upon evaluation of the significance of the battery cell voltage deviation, it was determined that the battery would
have performed its safety function. In addition, redundant Battery 2012 was available for service. This event is
reportable per T.S. 6.9.1.8 b. Other LER's regarding battery cells were (50-368) 82-013, 82-016 and 82-020.

- CAUSE DESCRsPTION AND CORRECTIVE ACTIONS (Continued)

factors include:

1) The maintensnce technicians did not recogniza the deviation as a T.S. limit.
2) The surveillance procedure did not identify the limit as a T.S. limit.
3) The procedure did not specify the information to be conveyod to the shif t supervisor.
4) Prior T.S. training given to the maintenance technicisns regarding battery surveillance was not effective.
5) The electrical maintenance supervisor, who was first notified of the deviation by the maintenance technicians, was

unfamiliar with the surveillance procedure. (Note: The regular electrical maintenance supervisor was not on site.)

After it was recognized that the T.S. Ilmit and LCO were exceeded, the unit was brought to cold shutdown as required by
General Specification 3.0.3. The battery was placed on equalizing charge for an extended time. Subsequent battery readings
indicated certain cells were varying in and out of specification. As a result of an engineering evaluation of battery
performance, 4 cells were replaced to provide additional assurance that the specification limit of 0.05 voltage deviation
from initial acceptance data would not be exceeded. At the time of this report, the battery has not been declared operable
per. ding further required testing. Regarding the failure to ccmply with T.S. 3.8.2.3 (b), the following corrective actions
were taken:

1) As of 10/1/83, all limits in survelliance procedures in the plant's Master Test Control List are being treated as though
they are T.S. limits. If a limit is exceeded, it is to be formally reported via a Report of Abnormal Condition to allow
prompt operability assessment. This will remain in ef fect untti such time as the surveillance procedures are reviewed
and determined not to contain T.S. limits, or the procedures are revised to adequately inform the user of T.S. limits
and instruct the user of his immediate responsibilities. The review of procedures will be documented and subsecyently
reviewed by the Plant Safety Committee. Revised procedures will be reviewed by the Plant Safety Committee. Management
and supervision were required to review tne above requirements for reporting out of specification conditions as well as
individual responsibilities with their workers before they have performed a surveillance after 9/30/83.

2) Long term corrective actions will contain the following elements:

a) Surveillance procedures will be reviewed and revised to assure that the method of collecting data and ccmparing it
to limits is standardized, that the procedure steps flow in a log! cal manner, and that adequate QC requirements
are built into the procedure.

b) Training for all departments on technical specifications which apply to their discipline will be corducted. The
SRO training program will be reviewed in the area of technical specifications to ensure it is thorough enough inIf ght of this problem.

c) An investigation is being conducted of the apparent breakdown in administrative cortrols which resulted in the
occurrence of this event. After the investigation is concluded, additional corrective actions will be taken in
this area.
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