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EVENT DESCRIPTION AND PROBABLE CONSEQUENCES
[@T2] | With unit 2 in mode 1 (98% Rx power) at 1030 CST on 04/19/83, one automatic control.

A f—

[613]) | valve (2-LCV-3-156) in the auxiliary feedwater system was declared inoperable due to

[61%] [ falling to open on demand. The unit complied with action statement (a) of LCO !

L_'—] { 3.7.1.2. There was no effect upon public health and safety. Previous occurrences -

- | =~ three (SQRO-50-327/82036, SQRO-50-328/82038, 83042).
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CAUSE DESCRIPTION Amo connccnv& AL.TION.» ( 21)
- | lnv«:stigatinn revealed that the metering orifice in the pneumatic relay was the

m L__incorrect size as supplied by the manufacturer. After consulting with the

— ————

bois T A v

S

'- manufacturer, the correct parts were obtained and installed. Procedures are being
4

[“1"] | revised to ensure that a check is made of the metering orifice size prior to

I! 141 installation.
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Sequoyah Nuclear Plant

LER SUPPLEMENTAL INFORMATION

SQRO~-50~-328/83060 Technical Specification Involved: 3.7.1.2
Reported Under Technical Specification: 6.9.1.13.b
Date of Occurrence: 04/19/83 Time of Occurrence: 1030 CDT

Identification and Description of Occurrence:

During the performance of SI-276 at 1030 CDT on 04/19/83, auxiliary feedwater
automatic valve 2-LCV-3-156 failed to fully open on demand from the control
board. The valve was declared inoperable and the unit complied with action
statement (a) of LCO 3.7.1.2.

Conditions Prior to Occurrence:

Unit 2 in mode 1 at 98% Rx power.

Apparent Cause of Occurrence:

The failuréﬁnf,t&éﬁyﬁ1VEj;p;fu11' open was caused by an incorrectly sized
metering orifice in the pneumatic relay for the valve positioner.

Analysis of Occurrence:

Upon investigatici, it was found that the pneumatic relay assembly on the
valve positioner ~as leaking air through the relay to the valve actuator,
preventing the valve from fully opening. The supply air pressure was set

at 60 psig. A new pneumatic relay was installed, but the supply air pressure
had to be reduced to 56 psig to make the valve operate properly. The manu-
facturer stated that a minimum of 48 psig was required to adequately operate
the valve at system flow and pressures.

After further discussions with the manufacturer, it was discovered that the
wrong metering orifice subassemblies were installed in the relays. Both

the old and new relays were rated at 35 psig supply instead of 60 psig. This
allowed the higher pressure to leak through the relay.

A safety evaluation was performed by EN DESusing input from the valve manu-
facturer. It was concluded that the valves were operable even though the
incorrectly sized metering orifice was installed since the valve stroked properly
at a slightly reduced supply pressure (4 psig).

An inspection was made on both units of auxiliary feedwater valves and found
one other valve with an incorrectly sized metering orifice. Operation of this
valve, 1-LCV-3-164, on unit 1 was verified.

Corrective Action:

At 0815 CDT on 04/20/83, valve 2-LCV-3-156 was returned to service using a new
relay with a 35 psig rated metering orifice and a slightly reduced supply pressure
of 56 psig. On 04/22/83, after receiving new correctly sized metering orifices,
valves 2-LCV-3-156 and 1-LCV-3-164 were repaired. Pneumatic relays rated it



60 psig were installed and the supply pressure returned to its normal 60 psig
setting.

To prevent further recurrence, a tag will be placed on the positioner to
indicate that a 60 psig metcring orifice should be used if replacement is
necessary. Also, a statement will be incorporated in the surveillance
instruction to verify the proper metering orifice on replacemert parts.

Failure Data:

None.



TENNESSEE VALLEY AUTHORITY

CHATTANOOGA, TENNESSEE 37401
1750 Chestnut Street Tower II

May 18, 1983
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Mr. James P. O'Reilly, Director ~
U.S. Nuclear Regulatory Commission Wt :
Suite 2900 » {fg
101 Marietta Street, NW = e
Atlanta, Georgia 30303 .- o
w .
Dear Mr. O'Reilly: [ >

TENNESSEE VALLEY AUTHORITY - SEQUOYAH NUCLEAR PLANT UNIT 2 - DOCKET
NO. 50-328 - FACILITY OPERATING LICENSE

DPR-79 - REPORTABLE OCCURRENCE
REPORT SQRO-50-328/83060

The enclosed report provides details concerning the inoperability of an
auxiliary feedwater automatic control valve. This report is submitted
in accordance with Sequoyah unit 2 Technical Specification 6.9.1.13.b.

Very truly yours,

TENNESSEE VALLEY AUTHORITY

l’“' J. Green
Director of Nuclear Power

Enclosure
ce (Enclosure):

Document Control Desk

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

Records Center

Institute of Nuclear Power Operations
Suite 1500

1100 Circle 75 Parkway
Atlanta, Georgia 30339

NRC Inspector, Sequoyah

An Equal Opportunity Employer ﬁ l



