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TENNESSEE VALLEY AUTHORITY
CHATTANOOGA, TENNESSEE 37401

1750 Chestnut Street Tower II

June 16, 1983

Mr. James P. O'Reilly, Director

U.S. Nuclear Regulatory Commission
Suite 2900

101 Marietta Strecet, NW
Atlanta, Georgia 30303
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Dear Mr. O'Reilly:

TUNNESSEE VALLEY AUTEQRITY - BROWNS FERRY NUCLEAR PLANT UNIT 2 - DOCKET

NO. 50-260 - FACILITY OPERATING LICENSE 0PR-52 - REPORTABLE OCCURRENCE
REPORT BFRO-50-260/83014 - REVISION 1

The enclosed report is a supplement to my letter dated April 28, 1983,
concerning an incorrectly assembled main steam relief valve. This report

is submitted in accordance with Browns Farry unit 2 Technical
Specification 6.7.2.b(3).

Very truly yours,

TENNESSEE VALLEY AUTHORITY

H. J. Green
Director of Nuclear Power
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ce (Enclosure):
Document Control Desk

U.S. Nuclear Regulatory Commission
Washington, D.C. 20555

Records Center

Institute of Nuclear Power Operations
Suite i500

1100 Circle 75 Parkway
Atlanta, Georgia 30339

NRC Inspector, Browns Ferry
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Tennessee Valley Authority A rorm BF 1%
Browns Ferry Nuclear Plant BF 15.2
2/1%/82

LER SUPPLEMENTAL INFORMATION

-BFRO-50-__260 / 83014R1 Tachnical Specification Involved  3.6.D

Reported Under Technical Specification 6.7.2.b(3) * Date Due NRC 6/15/83

Event Narrative:

Unit 1 was operating at 85 percent power, unit 2 was shut down for repair of a
main steam relief valve and unit 3 was operating at 100 percent power. Only

unit 2 was affected by this event. During repair of main steam relief valve . %
nunbeced PCV-1-180 it was discovered that the air operator was incorrectly

instal'ed on the main steam relief valve. The apparent cause was personnel

error vecause maintenance procedures were not followed 1in originally reassembling
the valve. (Technical Specification 6.7.2.b(3)). There was no effect on public
health or safety. All other relief valves were operable.

Due to procedural inadequacy, personnel erred b+ not completely performing the
specified visual inspection of the relief valve air operator thus resulting in an
inoperable relief valve. This inspection shcald have detectad the original
reassembly error. The solenoid was checked for proper operaticn but the air
operator was not completely inspected through a viewing access port. A con-
tributing factor was a change in personnel between original reassembly and

. reinstallation. The air operator wa removed, inspected and reinstalled. The
personnel involved have been instructed to follow procedures. The procedural
clarification will be made by June 15, 1983.

The investigation of the air operator installation on MSRV PCV-1-180 revealed
that the air operator was not installed at the Wyle test site but was shipped
independently to Browns Ferry and assembled on site. The air operator was
improperly installed due to a procedure which lacked necessary detail to ensure

that the collet and pilot stem were properly coupled and a verification step by
a responsible individual.

The engineer that was responsible for valve reassembly erred by not controlling
documentation as required by the maintenance procedure. The engineer is no longer
employed by TVA. The maintenance procedure will be revised prior to any further

» air operator installation to include additionalverifications during reassembly

‘ and traceability of the air operator to valve body.

* Previous Similar Events

None
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