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Virginia Electric and Power Company

North Anna Power Station, Unit No. 2 Attachment: Page 1 of 2
Docket No. 50-339

Attachment to LER 83-053/03L-0

Description of Event

On July 6, 1983, with Unit 2 at 100%Z the outer containment
isolation valve for the primary vent pot vent line (2-DA-9) was found
locked open. This valve is supposed to be locked closed. The valve was
opened during the last outage at the end of May in order to replace the
narrow rauge RTD's.

Probahle Consequences of Occurrence

A containment entry was made to verify that the redundant inside
containment isolation valve (2-DA-7) was closed. Valve 2-DA-7 was found
closed and had zero Type "C" leakage during the last refueling outage.
Since redundant isolation was provided, the health and safety of the
general public were not affected.

Cause of Event

The valve was locked open during operation since 05-25-83. During
May the narrow range RTD's were replaced and the RTD bypass loops were
tied to the aerated drains header during this evolution. The valve was
locked in the open position. On May 25, 1983 while performing the
containment integrity operating procedure and the periodic test, the
valve was mistakenly thought to be closed. To access this valve the
operator has to climb on top of other penetrations and reach over the
valve. The valve is a diaphragm type with a long stem mounted upside
down. With an operator standing over the valve, the operation would be
opposite of a valve mounted with the stem up. In addition, the stem
does not indicate valve position on this diaphragm valve. Operators
have been taught not to over-tighten diaphragm valves and may have
turned the valve in the correct direction but due to the friction of the
valve on the backseat may have incorrectly thought the valve was closed.

Immediate Corrective Action

The valve was closed and locked immediately. A containment entry
was made and verified that the isolation valve inside the containment
was closed and locked.

Scheduled Corrective Action

The procedure will be revised to caution the operator regarding the
potentially confusing characteristics of this valve.
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Action Taken To Prevent Recurrence

Immediate and scheduled corrective actions are sufficient
prevent recurrence.

Generic Implications

There are no generic implications associated with this event.
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o VIRGINIA ELECTRIC AND POWER COMPANY (9 A~

NORTH ANNA POWER STATION 4.9 .
P.O. BOX 402 /6\

MINERAL, VIRGINIA 23117

August 2, 1983

Mr. James P, O'Reilly, Regional Administrator Serial No. N-83-103
U. S. Nuclear Regulatory Commission NO/DAH: 11

Region II Docket No. 50-339
101 Marietta Street, Suite 2900

Atlanta, Georgia 30303 License No. NPF-7

Dear Mr. O'Reilly:
Pursuant to North Anna Power Station Technical Specifications, the Virginia
Electric and Power Company hereby submits the following License Event Report
applicable to North Anna Unit No. 2.

Report No. Applicable Technical Specifications

LER 83-053/03L-0 T.S8. 6.9.1.9.b

This report has been reviewed by the Station Nuclear Safety and Operating
Coumittee and will be forwarded to Safety Evaluation and Control for their
review.

Very Truly Yours

E. WayneHarrell
Station Manager

Enclosures (3 copies)
cc:  Document Control Desk (1 copy)
016 Phillips Bldg.

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