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ATTACHMENT 1v
*

SURRY POWER STATION, UNIT NO. 1
DOCKET No: 50-280
REPORT NO: 82-072/03L-0
EVENT DATE: 06-20-82

TITLE OF EVENT: "A" S.I. Accumulator Level Below T.S. Limit with "B" S.I. Acc.
Discharge Valve Closed

1. DESCRIPTION OF EVENT:

With Unit 1 at 100% power, during the performance of P.T.18.5 (Flushing
of Sensitized Stainless Steel Piping), "A" Safety Injection Accumulator was
inadvertantly drained to a level below the Tech. Spec. minimum. Also, at

,

i this time, "B" S.I. Accumulator discharge valve (MOV-1865B) was under
administrative control, in the closed position, to facilitate performance -

of Pr 18.5. This is contrary to Tech. Spec. 3.3.A.2 and is reportable per
Tech. Spec. 6.6.2.b(2).

2. PROBABLE CONSEQUENCES and STATUS of REDUNDANT EQUIPMENT:

The "C" S.I. accumulator remained available during the event. An operator
had administrative control over the "B" S.I. Accumulator discharge valve and
immediately opened the valve after the discovery of the event. Also, the "B"
accumulator discharge valve would have automatically opened on a safety
injection signal. The "A" S.I. Accumulator level was returned to the Tech.
Spec. requirements well within the four hour Tech. Spec. limit and all other
Safety Injection Systems were available during the event. There fore , the
health and safety of the public were not affected.

3. CAUSE:
i

The cause of the event was due to an operator opening the wrong test valve
during the performance of the P.T. This action may have been enhanced by -
the arrangement of the accumulator test valve switches on the control board.

| 4. IMMEDIATE CORRECTIVE ACTION:

1

The "A" accumulator test valve, HCV-1850B, was closed and the "B" accumulator
discharge valve, MOV-1865B, was opened. Also, the "A" accumulator was
refilled to its proper level.

| 5. SUBSEQUENT CORRECTIVE ACTION:
|

| The arrangement of the accumulator test valve switches will be incorporated
j into the NUREG 0700 review process.
I

6. ACTION TAKEN TO PREVENT RECURRENCE:

,
The operator involved was disciplined and reinstructed on the importance of

j following procedures.

i

7. GENERIC IMPLICATIONS:

| None.
i


