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ATTACHMENT 3 LIST OF REGULATORY COMMITMENTSI

Correspondence Number: NLS 2006003

The following table identifies those actions committed to by Nebraska Public Power
District (NPPD) in this document. Any other actions discussed in the submittal represent
intended or planned actions by NPPD. They are described for information only and are
not regulatory commitments. Please notify the Licensing Manager at Cooper Nuclear
Station of any questions regarding this document or any associated regulatory
commitments.
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16. ABSTRACT (Limit to 1400 spaces, i.e., approximately 15 single-spaced typewritten lines)

At 0422 Central Daylight Time (CDT) on November 16, 2005, a Control Room Operator identified that both
position indicating lights for the normally closed High Pressure Coolant Injection (HPCI) Injection Valve
were not illuminated. Indication could not be restored by bulb replacement or verified locally at the starter
rack. This resulted in the HPCI Pump being declared inoperable. Trouble shooting by maintenance
personnel determined that the fuse (Bussman type FRN-R-1) installed on positive portion of the 125 Volt
Direct Current (VDC) valve control circuit was open. Both HPCI control power positive and negative side
fuses were replaced with new fuses, circuit integrity was validated, and operability of the valve was
verified. HPCI was returned to operable at 1055 CDT on November 16, 2005.

This event is reportable in accordance with 1 0 CFR 50.73(a)(2)(v)(D) as 'Any event or condition that could
have prevented the fulfillment of the safety function of structures or systems that are needed to mitigate
the consequences of an accident."

The cause of the event was determined to be an intermittent over current condition in the control circuit
and/or fuse weakness due to voids in the solder and poor wetting of the solder. Corrective actions to
address causes include replacement and analysis of fuses with the same manufacture and date code,
monitoring of the control power circuit current to validate normal operation, and replacement and analysis
of the closed indicating light socket for the HPCI Injection Valve.

tIDrtLCI, arxM: ,As fO-nUU'
NKL; rUKM 000 (t-,eV4)



NRC FORM 366A U.S. NUCLEAR REGULATORY COMMISSION
11-2001)

LICENSEE EVENT REPORT (LER)

1. FACILITY NAME 2. DOCKET 6. LER NUMBER 3. PAGE
YEAR SEOUENTIAL REVISION

Cooper Nuclear Station 05000298 NUMBER 2 of 4
2005 - 005 00

17. NARRATIVE (If more space is required, use additional copies of Form 366A)

PLANT STATUS
Cooper Nuclear Station (CNS) was in Mode 1 (Run) at 100% power at the time of the identified condition.

BACKGROUND

The High Pressure Coolant Injection (HPCI) System (EIIS:BJ) provides protection to the core for the case
of a small break in the reactor coolant pressure boundary which does not result in rapid depressurization
of the reactor vessel. The HPCI System permits the nuclear plant to be shutdown while maintaining
sufficient reactor vessel water inventory until the reactor vessel is depressurized. The HPCI System
continues to operate until reactor vessel pressure is below the pressure at which Low Pressure Coolant
Injection (EIIS:BO) operation or Core Spray System (EIIS:BM) operation can be used to maintain core
cooling.

HPCI consists of a steam turbine assembly (EIIS:TRB) driving a multi-stage booster and main pump
assembly and system piping, valves, controls and instrumentation. The HPCI turbine is driven by steam
from the reactor which is generated by decay and residual heat. The steam is extracted from main steam
line "C" (EIIS:SB) upstream of the main steam line isolation valves (EIIS:ISV).

The normally closed HPCI Injection Valve, a 250 Volt Direct Current (VDC) Motor Operated Valve with a
125 VDC control circuit, automatically opens upon receipt of a HPCI Initiation signal to provide emergency
reactor inventory makeup flow to the reactor vessel. The valve also opens upon manual initiation of the
HPCI system from either the Control Room or the Alternate Shutdown Room.

EVENT DESCRIPTION

At 0422 Central Daylight Time (CDT) on November 16, 2005, during a Control Room panel tour in
preparation for night-to-day shift turnover, a Reactor Operator identified that both 'Closed" and "Open"
position indicating lights for the HPCI Injection Valve were not illuminated. The operator expected that the
green "Closed" light should be illuminating since the HPCI system was in stand-by condition.

The Operator could not restore indication by replacing light bulbs. A Station Operator was dispatched to
investigate the 250 VDC Starter Rack. No abnormal conditions were noted in the breaker cubicle. No
indicating lights exist on the starter rack to indicate HPCI Injection Valve position. The Control Room
determined that the problem appeared to be an open fuse in either the 250 VDC motor operator circuit or
the 125 VDC control circuit. This resulted in the HPCI Pump being declared inoperable.

The Control Room Staff entered an unplanned Limiting Condition for Operation, notified the Nuclear
Regulatory Commission (NRC) Senior Resident Inspector, and made an eight hour Non-Emergency
report to the NRC (Event Notification number 42143).

Troubleshooting by maintenance personnel determined that the fuse (Bussman type FRN-R-1) installed
on positive portion of the 125 VDC valve control circuit was open. Both control power positive and
negative side fuses were replaced with new fuses, the closed indication bulb was replaced with new bulb,
circuit integrity was validated, and operability of the valve was verified by stroking the valve while
measuring starting and running current.

At 1055 hours CDT on November 16, 2005, HPCI system was declared operable.
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BASIS FOR REPORT

The HPCI system is a single train system. This condition is reportable in accordance with 10 CFR
50.73(a)(2)(v) as "any event or condition that could have prevented the fulfillment of the safety function of
structures or systems that are needed to.... (D) Mitigate the consequences of an accident."

SAFETY SIGNIFICANCE

The condition identified involved an open control power fuse, which resulted in the HPCI system being
unavailable for less than nineteen hours. This condition was not risk significant for the following reasons:

The condition was self revealing and panel walk downs limited the time the condition existed to nineteen
hours or less. The condition was discovered at 0422 CDT on November 16, 2005, and corrected no later
than 1055 CDT on November 16, 2005. Procedural guidance requires system status checks be
performed prior to shift turnover and verified by the oncoming shift within two hours of shift turnover. In
order to bound the time HPCI was unavailable for this condition it is conservatively assumed that 12 hours
elapsed since the last system status check. This results in approximately nineteen hours as the total time
the condition may have existed.

The condition was limited to one mitigation system. HPCI was the only mitigation system impacted by this
condition. During the time HPCI was unavailable for injection, Reactor Core Isolation Cooling (EIIS:BN),
the Control Rod Drive System (EIIS:AA) and Feedwater (EIIS:SJ) were available to provide high pressure
core cooling. Additionally, if needed, the Safety Relief Valves (controlled manually or by the Automatic
Depressurization System) were available to provide a means to depressurize the reactor pressure vessel
so the low pressure systems could provide injection. This condition did not challenge a fuel, reactor
coolant pressure, primary containment, or secondary containment boundary, nor did it impact the plant's
ability to safely shut down or maintain the reactor in a safe shutdown condition.

Assuming a failure probability of one for the HPCI system over a nineteen hour period results in an
Incremental Core Damage Probability increase of 5.7E-09, which is less than the risk significant threshold
of 1.OE-06.

This condition is considered a Safety System Functional Failure as defined in NEI 99-02, Revision 2,
Regulatory Assessment Performance Indicator Guideline.

CAUSE

The cause of the event was determined to be an intermittent over current condition in the control circuit
and/or fuse weakness due to voids in the solder and poor wetting of the solder.

Laboratory failure analysis was performed on the positive fuse. The failure site is located in the slow-blow
element and caused by a Low Over-Current condition. Lab evidence showed that soldering material at the
slow-blow element had softened to the point of allowing the spring to retract which opened one of two
soldering joints. The second joint may have opened due to fatigue caused by the spring tension which
resulted in the fuse opening on November 16, 2005.

CNS drawings were reviewed. The only components that could fail and cause an over current condition in
the control power circuit while in standby status include the closed indicating light socket assembly in the
Control Room and circuit wires and conductors, including terminal strips. All other components,
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contactors and other indicating lights, were isolated from the power source by open contacts and could not
have caused this condition.

CORRECTIVE ACTION

Both control power positive and negative side fuses for the HPCI Injection Valve were replaced with new
fuses of the same make and model. The new fuses have a different Manufacturer Date Code. The closed
indication bulb was replaced with a new bulb. Circuit integrity was validated, and operability of the valve
was verified by stroking the valve while measuring starting and running current. The closed indicating light
socket assembly has been replaced.

The following corrective actions are documented and being tracked in the CNS corrective action program:

1. Install a chart recorder to monitor HPCI Injection Valve control circuit current for a duration of thirty
days.

2. Replace installed Bussmann FRN-R-1 fuses having a manufacturing date code of "K08" (same
date code as the open fuse).

3. Perform internal inspections of removed fuses. Inspect light socket and analyze data collected
from chart recorder.

4. Impose a moratorium on the purchase of any Bussmann FRN-R-1 fuses with a manufacturing
date code of 'K08"

PREVIOUS EVENTS

A review of CNS License Event Reports from 2000 to present reveals no other occurrences of an open
fuse causing a loss of Safety Function.
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