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.ITJ J A review of the construction and maintenance activities in the surrounding area has_119.t__J 

JJJ 1revealed a reason why the power leads were reversed. The extent of major modifjcation 

JJJ _!and construction work in progress percludes a thorough review of all documentation. The 

I]] l power leads were returned to a normal condition and the valves tested. 
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ATTACHMENT: 1 
SURRY POWER STATION UNIT 1 
DOCKET NO: 50-280 
REPORT NO: 80-074/03L-O 
EVENT DATE: 12-18-80 

MOV-1867A & C MALFUNCTION 

1. EVENT DESCRIPTION: 

With Unit 1 at cold shutdown and defueled, the electrical preventative 
maintenance procedure for motor operated valves, demonstrated that MOV-1867 
A and C (BIT inlet and outlet) stroked in the wrong direction. If this 
condition had existed when the unit was critical, it would have been a 
degraded mode of operation. 
The extent of the major modification and construction work in progress 
precludes a through review of all documentation, thus this event is being 
reported as a possible lack of administrative con.trol in accordance with 
Technical Specification 6.6.2.b(3) . 

. 2. PROBABLE CONSEQUENCES and STATUS OF REDUNDANT EQUIPMENT: 

The Boron Injection Tank (BIT) inlet and outlet valves open upon receipt 
of a Safety Injection signal to inject the tank's contents into the Reactor 
Coolant System (RCS). Both pairs of inlet and outlet valves were verified 
operable prior to unit startup on 4-27-80 using PT-18.10. 
On 9-14-80, the unit w·as shutdO""wn to replace the steam generators and to 
perform other major modifications & construction work. When the unit was 
shutdown, the BIT was injected into RCS tc borate the RCS and to prepare th8 
BIT for long term layup. At this time, the BIT inleL and outlet valves 
were operable. Therefore, the BIT would have performed it's intended 
function, if required, between 4-27-80 and 9-14-80. It should be noted 
_that JechpLc.al Spe,~;i.fication does not require the BIT to be operable when 
the reactor is shutdown. 

As stated above, Unit No .1 is cur.:ently undergoing extensive modifications 
to many systems. Although these valves are not scheduled to be affected by 
construction activities, they are located in an area where systems and/or 
components are being disassembled, modified, installed, etc. At the end of 
the current unit outage, a detailed and broad startup testing program on a 
component and system level will be conducted. 
In addition to those systems and components that were affected by construction 
and maintenance activities, systems and components that may have been affected 
will also be covered by the startup testing program. A similar testing 
program was utilized during thestartup of Unit No.2 following the replacement 
of the steam generators. PT-18.2 "Safety Injection Functional Testing", 
w ich functionally test the BIT inlet and outlet valves, is normally performed 
at the beginnir:g of a 30 day refueling :e>,ut~_ge. ~~wever, due to the scope 
and duration of the current outage, this PT has been intentionally scheduled 
at the end of the outage. Thus it will verify that the Safety Injection system 
is functional prior to startup. 

Since the BIT Valves were operable when the reactor was critical and 
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Previously scheduled administrative control program (startup testing) will 
be implemented, the health and safety of the public were not affected. 

3. CAUSE: 

A review of the construction and maintenance activities in the surrounding 
area has not revealed a reason why the power leads were reversed. The extent 
of major modification and construction work in progress precludes a thorough 
review of all documentation. The power leads were returned to a normal con­
dition. The power leads were returned to a normal condition and the valves 
tested. 

4. IMMEDIATE CORRECTIVE ACTION: 

Initiate actions to return the affected MOV's to an operable condition. 

5. SUBSEQUENT CORRECTIVE ACTION: 

The MOV's were verified operable and will be again verified operable prior 
to startup. 

6. ACTION TAKEN TO PREVENT RECURRENCE: 

Other than the scheduled startup testing program, no additional actions are 
deemed necessary. 

7. GENERIC IMPLICATIONS: 

None. 




