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On September 10, 1998, with the Unit in Mode 1, it was determined that check valves associated with the injection of
Sodium Hypochlorite into both trains of the Service Water System failed to reseat. The unit entered Technical Specification
(TS) 3.0.3 at 12:07 as both trains of the Service Water System were declared inoperable e unit exited TS 3.0.3 when the
check valves were reseated. A second entry into Technical Specification 3.0 3 occurred on September 18 1998 due to a
similar condition with the check valves.

These check valves were installed when the Sodium Hypochiorite injection point into the Service Water System was
relocated from the pump suction bell to downstream of the pump discharge strainers. The relocated Sodium Hypochlorite
injection paths were first used in August 1998

The cause of the event was an individual's inadequate work practice that failed to define the system design and operating
parameters and failec 1o address potential consequences to the system resulting from changes to the system flow and
Sodium Hypochlorite concentrations. The inadequate work practice allowed the use of monel as acceptable material foi the
check valves, which resulted in internal valve corrosion to an e:*ent that the valves failed to reseat.
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I,

D A" (E
On September 10, 1998, with the Unit in M it was determined during testing that check valves associated with
the injection of Sodium Hypochlorite into ns of the Service Water System failed to reseat The unit entered

Technical Specification (TS) 303 at 120 th trains of the Service Water System were declared inoperable. At

12:33, a shutdown of the unit was initiated. Al 13.06, the shutdown was terminated at approximately 80 percent
power when the check valves were reseated. After exiting TS 3 0.3, the check valves were refurbished

and retested. Additional actions taken following this event included increasing the frequency of leak testing of these
valves to at least once per eight days and increasing the frequency of visual inspection and reconditioning as
appropriate to at least orce per fifteen days A second entry into TS 3.0.3 occurred on September 18 1998 at 11:46
due to a similar condition with the check valves. A shutdown was initiated at 12:51.  The shutdown was terminated
at 14.42, at approximately 27 percent power after the injection points downstream of the Service Water System
pump discharge strainers had been isolated.

The entry into Technical Specification 303 is reportable pursuant to 10CFR50 73(a)(2)(i)(B) as a condition
prohit'.ed by the plant's Technical Specifications and the common mode failure of the check valves to both trains of
the Service Water System is reportable pursuant to 10CFR50.73(a)(2)(i)(B) as a condition that was outside the
design basis of the plant.

Sodium Hypochlorite is injected into the Service Water System to provide fouling protection. A plant design change
relocated the Sodium Hypochlorite injection point from the service water pump suction bell (in the service water
intake bay) to a connection immediately downstream of the Service Water System pum~ discharge strainer. The
relocation of the injection point was required to limit the discharge of Sodium Hypochlcrite into the environment (i e
Long Island Sound). The relocated injection points required the installation of the check valves at the ASME class
bourdary.

The interface of the two systems requires a class break bounded by the more limting specification. In this case the
ASME Ill service water system was selected as the defining system for the materiai choice for the isolation valves.
The pipe specification for sea water (service water) lists monel as acceptable material ASME Class 3 check valves
were specified for the interface. ASME Class 3 meets the specification requirements and provides automatic
isolation of the service water system from the Sodium Hypochlorite system in the event of a line break

Cause of Event

The cause of the event was an individual's inadequate work practice that failed to define the system desiyn and
operating parameters and failed to address potential concequences to the system resulting from changes to the
system flow and Sodium Hypochlorite concentrations. The inadequate work practice allowed the use of monel as
acceptable material for the check valves, which resulted in internal valve corrosion to such an extent that the valves
failed to reseat.

Analysis of Event
This condition caused the plant to be operated outside its design basis when in modes 1 through 4, as the

installation of the check vaives associated with the injection of Sodium Hypochlorite into the Service Water System
introduced a comrmon mode failure into both trains of the Service Water System.
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A review of the impact of the check valve failures determined that the plant cooling requirements would be met for
non-seismic Design Basis Accidents. Under seismic conditions, the potential for failure of the four injection lines
could result in the loss of Service Water System cooling. A walkdown of the affected piping concluded that failure
of these lines was unlikely.

V. Corrective Action

The following corrective actions have been completed:

1. The Sodium Hypochlorite injection point immediately downstream of the Service Water System pump discharge
strainer has been isolated and the injection point to the service water pump suction bell was re-established.

The following corrective actions will be implemented:

1. Millstone Unit No 3 design management will be briefed on the lessons learned from these events

2. Improve the Design Control Manual design engineering check list for interface between design engineering and the
materials group.

Additional corrective acions for programmatic issues will be addressed through the Milistone Corrective Action
Program.

V. Additional Information
None
Similar Events
The following LERs identify an individual's inadequate work practice as a primary cause:
LER 98-034-00 Inadequate Evoiution and Retest of Replacement Group Rod Indicator Position

LER 98-036-00 Engineered Safety Features Building Sump Puinp Design Deficiencies
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