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ATTACHMENT 1
SURRY POWER STATION, UNIT NO. 2

DOCKET NO: 50-281
REPORT NO: 82-015/03L-0
EVENT DATE: 02-15-82

TITLE OF THE EVENT: TRIP VALVE, TV-CC-209B, MALFUNCTION

1. DESCRIPTION OF THE EVENT:

On 02-15-82, with the unit at 100% power, the reactor operator was performing
PT-18.68, Quarterly Testing of Mijcellaneous Containment Trip Valves, when

he discovered that trip valve, TV-CC-209B (component cooling to residual

heat removal) would not close on demand from the control room. Inoperability

of an automatic containment isolation valve is contrary to Technical Specification

3.8.A.1 and is reportable per Technical Specification 6.6.2.b.(2).

2. PRCBABLE CONSEQUENCES OF OCCURRENCE:

The Design Basis for the containment isolation system is that during accident
conditions, at least two barriers exist between the atmosphere outside the
containment structure and

a) The atmosphere inside the containment structure.

b) The reactor coolant and connecting systems.

Failure of one valve or barrier will not prevent isolation of the containment.

Component cooling water piping is separated from the reactor coolant system,

or a connecting system, and the atmosphere, by a membrane barrier.

Since the integrity of the membrane barrier, the component cooling water piping
inside containment, was maintained, an isolation barrier between the inside of
the containment structure and the environment was maintained during this event.

Therefore, the health and safety of the public were not affected.

3. CAUSE OF THE EVENT:

The cause of this event was determined to be a faulty pilot valve which controls

air flow to the diaphragm actuator of the component cooling trip valve.
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IMMEDIATE CORRECTIVE ACTION:

The immediate corrective action was to dispatch an operator to take

administrative 'control of the manual isolation valve.

SUBSEQUENT CORRECTIVE ACTION:

The subsequent corrective action was to notify the electrical department.

When no electrical malfunction was identified, the instrument department was
notified. Investigation led the instrument technicians to suspect a faulty pilot
valve. When the pilot valve was replaced, the valve tested satisfactorily.

The valve was subsequently returned to service.

ACTIONS TAKFN TO PREVENT RECURRENCE:

None have been deemed necessary.

GENERIC IMPLICATIONS:

A similar failure has been experienced on Unit No. 1, although the same failure

mechanism could not be confirmed.



