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T T3] | it was found that the instrument air check valve to the PORV was installed backwards, |
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—Jo] | The check valve was backwards-in the line due to an installation error during |

T 17 | implementation of Design Change 79-53. The valve was removed and reinstalled ip :hg- ]

T3] Lcorrect orientation.
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ATTACHMENT 1

SURRY POWER STATION, UNIT NO. 1
DOCKET NO: 50-280

REPORT NO: 83-011/03L-0
EVENT DATE: 02-11-83

TITLE OF THE EVENT: PCV-1455C INOPERABLE

1.

5.

6.

Description of the Event

With the unit at cold shutdown during an investigation of the inoperability
of PCV-1455C (Pressurizer PORV) it was found that the check valve in the
instrument air line to the PORV was in backwards. This event is contrary to
T.S.-3.1.G.1.b.3 and is reportable per T.S.-6.6.2.b.(2).

Probable Consequences and Status of Redundant Equipment

Air supplied through the instrument air line for PCV-1455C provides the
normal motive force to open the PORV., The emergency air bottles for the PORV
remained available to open the PORV, therefore the health and safety of the
public were not jeopardized.

Cause

The check valve was installed backwards during implementation of design
change 79-53 due to personnel error. Failure to find the error during final
design testing was due to loss of administrative control in that the final
design testing procedure for unit 1 was not sufficient to find the problem.

Immediate Corrective Action

The check valve was removed from the line and reinstalled in the correct
orientation.

Subsequent Corrective Action

None scheduled.

Action Taken to Prevent Recurrence

No further action is required. Design Change Program Modifications over
the past three years have strengthened controls over plant design modifications.

Generic Implications

The unit 2 check valve was verified to be properly installed, there are
therefore, no generic implications of this event.



