UNITED STATES
NUCLEAR REGULATORY COMMISSION

REGION 1V

611 RYAN PLAZA DRIVE, SUITE 400
ARLINGTON, TEXAS 76011-4005

December 19, 2003

Joseph E. Venable

Vice President Operations
Waterford 3

Entergy Operations, Inc.
17265 River Road

Killona, Louisiana 70066-0751

SUBJECT: WATERFORD 3 STEAM ELECTRIC STATION - NRC TRIENNIAL FIRE
PROTECTION INSPECTION REPORT 05000382/2003-011

Dear Mr. Venable:

On August 29, 2003, the Nuclear Regulatory Commission (NRC) completed the onsite portion
of the subject inspection at your Waterford 3 Steam Electric Station. We discussed the
preliminary results of the onsite inspection with you and members of your staff on August 29,
2003. Additional in-office inspection was performed during the weeks of September 1,
September 15, September 29, October 13 , October 20, November 3, November 17,
December 1, December 8, and December 15, 2003. You provided additional information
regarding the findings to the team on September 15 and December 15, 2003. We held
conference calls with your staff to discuss additional information on October 1 and 23,
November 4, 20, and 21, and December 3, 9, 15, and 18, 2003. On November 21, 2003, we
conducted a telephonic exit meeting with you and members of your staff to inform you of the
results of the inspection. On December 3, 2003, by telephone we discussed with Mr. Gautam
Sen and members of your staff a re-characterization of one of the findings from the
November 21, 2003, exit. On December 19, 2003, we conducted a telephonic re-exit meeting
with you and members of your staff, to inform you of the results of the inspection. The
enclosed report presents the results of this inspection.

This inspection examined activities conducted under your license as they relate to safety and
compliance with the Commission’s rules and regulations and with the conditions of your license.
Within these areas, the inspection consisted of selected examination of procedures and
representative records, observations of activities, and interviews with personnel.

Based on the results of this inspection, the NRC has identified three violations that were
evaluated under the risk significance determination process as having very low safety
significance (Green). These findings have no immediate safety impact, as your staff took
compensatory measures, which will remain in place until long-term corrective measures are
implemented. These violations are being treated as non-cited, consistent with Section VI. A of
the Enforcement Policy. The violations are described in the subject inspection report. If you
contest the non-cited violations or significance of the non-cited violations, you should provide a
response within 30 days of the date of this inspection report, with the basis for your denial, to
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the U.S. Nuclear Regulatory Commission, ATTN: Document Control Desk, Washington, DC
20555-0001, with copies to the Regional Administrator, U.S. Nuclear Regulatory Commission,
Region IV, 611 Ryan Plaza Drive, Suite 400, Arlington, Texas 76011; the Director, Office of
Enforcement, U.S. Nuclear Regulatory Commission, Washington, DC 20555-0001; and the
NRC Resident Inspector at the Waterford 3 Steam Electric Station.

In accordance with 10 CFR 2.790 of the NRC's "Rules of Practice," a copy of this letter, its
enclosure, and your response will be made available electronically for public inspection in the
NRC Public Document Room or from the Publicly Available Records (PARS) component of
NRC’s document system (ADAMS). ADAMS is accessible from the NRC Web site at
http://www.nrc.gov/reading-rm/adams.html (the Public Electronic Reading Room).

Sincerely,

/RA/ by RLN

Charles S. Marschall, Chief
Engineering and Maintenance Branch
Division of Reactor Safety

Docket: 50-382
License: NPF-38

Enclosure:
NRC Inspection Report
05000382/2003-011

cc w/enclosure:

Executive Vice President and
Chief Operating Officer

Entergy Operations, Inc.

P.O. Box 31995

Jackson, Mississippi 39286-1995

Vice President, Operations Support
Entergy Operations, Inc.

P.O. Box 31995

Jackson, Mississippi 39286-1995

Wise, Carter, Child & Caraway
P.O. Box 651
Jackson, Mississippi 39205
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SUMMARY OF FINDINGS

IR05000382/2003-011; 08/11-12/19/2003; Waterford 3 Steam Electric Station; Triennial Fire
Protection Inspection.

The inspection was conducted by a team of four regional inspectors, and one accompanying
contractor employee. Three Green non-cited violations were identified. The significance of
issues is indicated by their color (Green, White, Yellow, Red) using NRC Inspection Manual
Chapter 0609, "Significance Determination Process." Findings for which the significance
determination process does not apply may be Green or be assigned a severity level after NRC
management review. The NRC's program for overseeing the safe operation of commercial
nuclear power reactors is described in NUREG-1649, "Reactor Oversight Process," Revision 3,
dated July 2000.

NRC-Identified and Self-Revealing Findings

Cornerstone: Mitigating Systems

Green. The team identified a violation of Technical Specification 6.8.1.f for failure to
establish a procedure that implements the fire protection program. Specifically, the
licensee failed to implement a procedure to functionally test certain electrical circuits on
the emergency diesel generator mini-sequencer, which is relied upon for achieving
shutdown in the event of a fire requiring control room evacuation and remote shutdown.
Upon failure of this portion of the sequencer, automatic sequencing of certain
components required for safe shutdown would be lost.

This finding is greater than minor because it affected the mitigating systems cornerstone
objective of ensuring the availability, reliability, and capability of systems that respond to
initiating events (such as fire events) to prevent undesirable consequences (i.e., core
damage). Specifically, automatic sequencing of certain safe shutdown equipment loads
would be lost if this untested circuit failed. Additional operator actions to manually load
these components could adversely affect the licensee's ability to perform other required
safe shutdown manual actions within analyzed time requirements. The finding was
determined to be of very low safety significance (Green) because the listed defense-in-
depth elements in Figure 4-1 of Inspection Manual Chapter 0609, Appendix F,
"Determining Potential Risk Significance Of Fire Protection and Post-Fire Safe
Shutdown Inspection Findings," were not affected. In addition, (1) all other contacts on
the switch are tested; (2) this particular mechanical switch has a very low failure
probability; (3) control circuits of this type have a very low failure probability; and

(4) operators have alternate verification steps in Procedure OP-901-502, "Evacuation of
Control Room and Subsequent Plant Shutdown," to use in the event the mini-sequencer
fails to sequence all the loads on the Emergency Diesel Generator B. (Section 1R05.4)

Green. The team identified a violation of License Condition 2.C.(9) of the Waterford 3
Steam Electric Station Facility Operating License for failure to meet the fire protection
program provision to provide adequate emergency lighting in areas needed for
operation of safe shutdown equipment.



-3-

This finding is greater than minor because it affected the mitigating systems cornerstone
objective of ensuring the availability, reliability, and capability of systems that respond to
initiating events (such as fire events) to prevent undesirable consequences (i.e., core
damage). Specifically, this finding adversely impacted the ability of the operators to
align equipment necessary for safe shutdown of the plant in the event of a fire requiring
evacuation of the control room. The finding is of very low safety significance (Green)
because the listed defense-in-depth elements in Figure 4-1 of Inspection Manual
Chapter 0609, Appendix F, "Determining Potential Risk Significance Of Fire Protection
and Post-Fire Safe Shutdown Inspection Findings," were not affected. In addition,
operators routinely carry flashlights, and additional flashlights are located in inventoried
lockers at several plant locations. (Section 1R05.7)

Green. The team identified two examples of a non-cited violation of License

Condition 2.C.(9) of the Waterford 3 Facility Operating License for failure to identify and
correct deficiencies adverse to fire protection, as required in the NRC-approved fire
protection program.

Example 1:  The licensee failed to complete actions to correct conditions adverse to
fire protection, in that, they inappropriately canceled a full-field verification
test of their emergency lighting system. In response to NRC Generic
Letter 86-10 and potential emergency lighting deficiencies documented in
Condition Report CR-WF3-2000-0665, dated June 19, 2000, the licensee
proposed a full-field verification test of the entire emergency lighting
system to identify and correct any deficiencies. The team reviewed the
licensee's basis for canceling the full-field verification test, and found it to
be unacceptable.

This finding is of greater than minor significance because it affected the
mitigating systems cornerstone objective of ensuring the availability,
reliability, and capability of systems that respond to initiating events (e.g.,
fire events) to prevent undesirable consequences (i.e., core damage).
Specifically, this finding adversely impacted the operators’ ability to align
equipment necessary for safe shutdown of the plant in the event of a fire
requiring the evacuation of the control room. The finding was determined
to be of very low safety significance (Green), because the listed defense-
in-depth elements in Figure 4-1 of Inspection Manual Chapter 0609,
Appendix F, "Determining Potential Risk Significance Of Fire Protection
and Post-Fire Safe Shutdown Inspection Findings," were not affected.
(Section 40A2)

Example 22 The licensee failed to correct a deficiency in their methodology for
determining if the emergency lighting system met the 10 CFR 50.65,
Section (a)(1), maintenance rule goals. This led to the licensee's failure
to identify that their emergency lighting system did not meet maintenance
rule reliability criteria. Specifically, the licensee identified emergency
lighting battery failures in condition reports; however, did not propose
corrective actions to bring the emergency lighting system into compliance
with maintenance rule reliability criteria.
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This finding is of greater than minor significance since it was similar to
Example 1.e of NRC Manual Chapter 0612, Appendix E, in that, portions
of the emergency lighting system could not perform its intended safety
function and its performance did not meet the established 10 CFR 50.65,
Section a(1), goals. Specifically, this finding adversely impacted the
operators’ ability to align equipment necessary for safe shutdown of the
plant in the event of a fire requiring the evacuation of the control room.
The finding was determined to be of very low safety significance (Green)
because the listed defense-in-depth elements in Figure 4-1 of Inspection
Manual Chapter 0609, Appendix F, "Determining Potential Risk
Significance Of Fire Protection and Post-Fire Safe Shutdown Inspection
Findings," were not affected. (Section 40A2)
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REPORT DETAILS

REACTOR SAFETY
Fire Protection

The purpose of this inspection was to review the Waterford 3 Steam Electric Station fire
protection program for selected risk-significant fire areas. Emphasis was placed on
verification of the licensee's post-fire safe shutdown capability. The inspection was
performed in accordance with the Nuclear Regulatory Commission (NRC) reactor
oversight process using a risk-informed approach for selecting the fire areas and
attributes to be inspected in accordance with Procedure 7111105T. Of the specified
3-5 area sample size, 4 were selected. The inspection scope was suspended for fire
induced circuit failures of associated circuits while criteria for such review is the subject
of an industry initiative. The team used the "Waterford 3 Station Individual Plant
Examination of External Events," dated July 1995, to choose four risk-significant areas
for detailed inspection and review. The fire areas chosen for review during this
inspection were:

RAB-2, heating and ventilation mechanical room
RAB-7, relay room envelope

RAB-8, switchgear room

RAB-39, general plant areas (-35' and -4' levels)

For each of the selected fire areas, the team focused the inspection on the fire
protection features and on the systems and equipment necessary for the licensee to
achieve and maintain safe shutdown conditions in the event of a fire in those fire areas.

Systems Required to Achieve and Maintain Post-Fire Safe Shutdown

Inspection Scope

The team reviewed the functional requirements identified by the licensee as necessary
for achieving and maintaining hot shutdown conditions to ensure that at least one post-
fire safe shutdown path was available in the event of a fire in each of the selected areas.
The team reviewed piping and instrumentation diagrams of systems credited in
accomplishing safe shutdown functions to independently verify whether the licensee’s
shutdown methodology had properly identified the required components. The team
focused on the following functions that must be ensured to achieve and maintain post-
fire safe shutdown conditions.

Reactivity control capable of achieving and maintaining cold shutdown reactivity
conditions,

Reactor coolant makeup capable of maintaining the reactor coolant inventory,

Reactor heat removal capable of achieving and maintaining decay heat removal,
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Supporting systems capable of providing all other services necessary to permit
extended operation of equipment necessary to achieve and maintain hot
shutdown conditions.

A review was also conducted to ensure that all required electrical components in the
selected systems were included in the licensee’s safe shutdown analysis. The team
identified the systems required for each of the primary safety functions necessary to
shut down the reactor. These systems were then evaluated to identify the systems that
interfaced with the fire areas inspected and were the most risk significant for reaching
both hot and cold shutdown. The following systems were selected for review.

Auxiliary feedwater system
Chemical and volume control system system
Reactor coolant system
Reactor coolant gas vent system
Safety injection system
Documents reviewed by the team are listed in Attachment 1.
Findings

No findings of significance were identified.

Fire Protection of Safe Shutdown Capability

Inspection Scope

The team reviewed licensee documentation to verify that at least one post-fire safe
shutdown success path was free of fire damage in the event of a fire in the selected fire
areas. Specifically, the team examined the separation of safe shutdown cables,
equipment, and components within the same fire areas. In addition, the team reviewed
the protection of diagnostic instrumentation required for safe shutdown for fires in the
selected areas. A sample of fire barrier penetration seals in the selected fire areas was
reviewed by the team. The team reviewed the licensee's methodology for meeting the
requirements of 10 CFR 50.48, and the bases for the NRC's acceptance of this
methodology as documented in NRC safety evaluation reports. The team also reviewed
license documentation, such as, the Waterford Updated Final Safety Evaluation Report,
submittals made to the NRC by the licensee in support of the NRC's review of their fire
protection program, and deviations from NRC regulations to verify that the licensee met
license commitments.

Findings

No findings of significance were identified.
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Post-fire Safe Shutdown Circuit Analysis

Inspection Scope

On a sample basis, the team verified that cables of equipment required to achieve and
maintain hot shutdown conditions in the event of fire in selected fire areas had been
properly identified and either adequately protected from the potentially adverse effects
of fire damage or analyzed to show that fire-induced faults (e.g., hot shorts, open
circuits, and shorts to ground) would not prevent safe shutdown. During the inspection,
a sample of redundant components associated with systems required to achieve and
maintain hot shutdown conditions were selected for review. The sample included
components associated with the auxiliary feedwater system, component cooling water
system, and the essential service water system. From this list of components, the team
reviewed cable routing data depicting the routing of power and control cables associated
with each of the selected components. The team reviewed, on a sample basis, the
analysis of electrical protective devices (e.g., circuit breaker, fuse, relay), coordination,
and adequacy of electrical protection provided for nonessential cables, which share a
common enclosure (e.g., cable trays) with cables of equipment required to achieve and
maintain safe shutdown conditions.

Findings
No findings of significance were identified.

Alternative Safe Shutdown Capability and Implementation

Inspection Scope

The team reviewed the licensee's alternative shutdown methodology to determine if the
licensee has properly identified the components and systems necessary to achieve and
maintain safe shutdown conditions from the remote shutdown panel and alternative
shutdown locations for a fire in the unit’s control room. The team focused on the
adequacy of the systems selected for reactivity control, reactor coolant makeup, reactor
heat removal, process monitoring and support system functions. The team reviewed
these systems to determine that hot and cold shutdown from outside the control room
can be achieved and maintained with and without offsite power available.

The team reviewed documents to verify that the transfer of control from the control room
to the alternative locations has been demonstrated to not be affected by fire-induced
circuit faults by reviewing the alternative shutdown control circuits or the local controls
available. Specifically, the team reviewed Functional Test Package MAI 401809
performed in 1999, in which, the licensee performed functional testing of Panel LCP-43
(remote shutdown panel) in accordance with Procedure OP-903-126, “Functional
Testing of LCP-43,” Revision 1, Change 3. The purpose of the review was to verify that
(1) the licensee conducts periodic operational tests of the alternative shutdown transfer
capability and instrumentation and control functions and (2) the tests are adequate to
show that if called upon the alternative shutdown capability would be functional upon
transfer.



Findings

Introduction. The team identified a non-cited violation of very low safety significance
(Green) for failure to test certain contacts of circuits affecting safe shutdown equipment.
This is a violation of Technical Specification 6.8.1.f for failure to establish a procedure
that implements the fire protection program. Specifically, the licensee failed to
implement a procedure to test a portion of the circuitry of the emergency diesel
generator mini sequencer, which is used in a control room evacuation event.

Description. The team identified that not all circuits of the Emergency Diesel
Generator B mini-sequencer undergo periodic functional testing. The mini-sequencer
loads four critical components upon the start of Emergency Diesel Generator B. The
relays in the circuits are individually tested every 36 months; however, certain Fire
Switch FR-2 contacts in the mini-sequencer circuits are not tested and the control
circuits are not functionally tested. Failure of one of these circuits would result in an
open control circuit causing the mini sequencer to fail to load (1) Component Cooling
Water Pump B; (2) Diesel Generator B room Exhaust Fan E28; (3) Station Service
Water Transformer 3B32; and (4) Station Service Transformer 3B315 on the protected
emergency diesel generator. The loss-of-automatic sequencing of these loads on
Emergency Diesel Generator B would require operators to load each of these systems
manually on the diesel, possibly affecting their ability to perform other manual actions
within the safe shutdown time-line.

Analysis. The team determined that the finding was of greater than minor significance
because it affects the mitigating systems cornerstone objective to ensure the availability,
reliability, and capability of equipment that responds to initiating events to prevent
undesirable consequences (i.e., core damage). The senior reactor analyst and the team
leader evaluated this finding using the Phase 1 Significance Determination Process, as
described in Inspection Manual Chapter 0609, Appendix F, "Determining Potential Risk
Significance Of Fire Protection and Post-Fire Safe Shutdown Inspection Findings."
Using Figure 4-1, Step 1 of Phase 1 in Appendix F, this finding was determined to be of
very low safety significance (Green). The finding screened out as Green because the
listed defense-in-depth elements in Figure 4-1 were not affected. In addition, (1) all
other contacts on the switch are tested; (2) this particular mechanical switch has a very
low failure probability; (3) control circuits of this type have a very low failure probability;
and (4) operators have alternate verification steps in Procedure OP-901-502,
"Evacuation of Control Room and Subsequent Plant Shutdown," to use in the event the
mini-sequencer fails to sequence all the loads on the Emergency Diesel Generator B.

Enforcement. Technical Specification 6.8.1.f requires that the licensee establish
procedures, which implement their fire protection program. The licensee's fire
protection program, defined in License Condition 2.C.(9) of the Waterford 3 Facility
Operating License, includes the Waterford 3 Final Safety Analysis Report.

Section 9.5.1.3.1.C.5 of the Waterford 3 Final Safety Analysis Report states that
the criteria for tests and test control in Appendix A to APCSB Branch Technical
Position 9.5-1, have been considered and are documented in the Quality Assurance
Program Manual and in the fire protection program.
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APCSB Branch Technical Position 9.5-1 states, in part, that a test program should be
established and implemented to assure that testing is performed to demonstrate
conformance with design and system readiness requirements. The tests should be
performed in accordance with written test procedures. Contrary to this statement, the
licensee failed to implement a procedure to test certain contacts required to function in
the event a fire requires control room evacuation and remote shutdown. Because the
failure to test the circuit is of very low safety significance and has been entered into the
corrective action program as Condition Report CR-WF3-2003-02441, this violation is
being treated as a non-cited violation, consistent with Section VI.A of the NRC
Enforcement Policy: NCV 05000382/2003011-01, Failure to Test Certain Emergency
Diesel Generator B Mini-Sequencer Contacts.

Operational Implementation of Alternative Shutdown Capacity

Inspection Scope

The team reviewed operator training lesson plans, classroom materials, and training
attendance records for licensed and non-licensed personnel to determine if it included
the alternative safe shutdown capability.

The team reviewed licensee staffing to determine if personnel required to achieve and
maintain the plant in hot shutdown following a fire using the alternative shutdown system
can be provided from normal onsite staff, exclusive of the fire brigade. The team
verified this by reviewing Procedure OP-901-502, "Evacuation of Control Room and
Subsequent Plant Shutdown," and the licensee’s commitments for minimum shift
staffing contained in Procedure OP-100-001, "Operations Standards and Management
Expectations."

The team performed walkdowns with licensed and non-licensed operators of the
actions defined in Procedure OP-901-502. Procedure OP-901-502 is used by operators
for performing an alternative shutdown from the remote shutdown panel and from local
control stations in the plant. The team observed a timed field walkthrough simulating
the performance of Procedure OP-901-502 by the licensee operations personnel. The
team also reviewed equipment labeling to determine if it was consistent with the
procedure.

Findings

Introduction. The team identified an unresolved item involving the adequacy of
Procedure OP-901-502, "Evacuation of Control Room and Subsequent Plant
Shutdown," which is used by operators to perform actions necessary for achieving and
maintaining safe shutdown conditions within established times. This item is unresolved
pending resolution of the differences between team observations of a field walkthrough
of OP-901-502 and the licensee's basis for concluding that operators could perform the
actions within established times.

Description. The team reviewed Procedure OP-901-502, "Evacuation of Control Room
and Subsequent Plant Shutdown," which implements the alternative safe shutdown
capability for fires in the control room or cable spreading room requiring control room
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evacuation and remote shutdown. The team also reviewed Calculation EC-F00-026,
"Post Fire Safe Shutdown Analysis," which defines (1) the systems and functions
necessary for achieving alternative shutdown; (2) the actions required to operate the
systems to establish those functions; and (3) the times in which these functions must be
established in order to safely achieve and maintain hot shutdown conditions, as defined
in 10 CFR Part 50, Appendix R, Section Ill.L. Section Ill.L establishes performance
goals for achieving and maintaining hot shutdown conditions using alternative shutdown
methodology.

The licensee performed a timed field walkthrough of Procedure OP-901-502, which
was observed by the team. The team observed that operators did not perform the
actions in the procedure within the times analyzed in Calculation EC-F00-026.
Specifically, the team noted the following discrepancies between the timed walkthrough
of Procedure OP-901-502 and the times established by the fire safe shutdown analysis
(Calculation EC-F00-026):

OPERATOR ACTION TIMES FIELD
ESTABLISHED | WALKTHROUGH

BY ANALYSIS TIMES

Isolate MSIVs 10 min. 13 min.

Secure RCPs 10 min. 22 min.

Establish Train B Electric Power 20 min. 37 min.

Establish EFW 25 min. 44 min.

Isolate Main Steam Line Drains from SGs 30 min. 41 min.

De-Energize Train A Electrical Power 30 min. 58 min.

RCS Inventory Control & Makeup via 60 min. 65 min.

Charging Pump B

Place fire isolation switches in isolate 10 min. 13 min.

Place LCP-80 key switches in isolate 10 min. 14 min.

Open breakers on PDP 91B 25 min. 26 min.

Verify closed breaker to align CC valves 20 min. 28 min.

Establish B SWGR room ventilation 20 min. 37 min.

Disable EDG A 30 min. 58 min.

Restore Press Proportional Heater Bank 2 60 min. 67 min

The team found that the procedure did not identify the time-critical actions so that
operators could make informed decisions concerning which actions to take first, based
on plant conditions. Operators are expected to prioritize the order of performance of the
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procedural steps based on the current plant conditions during the fire. In addition,
operator training on alternative shutdown did not provide operators with information on
the time-critical actions established in Calculation EC-F00-026. The team also found
that in issuing Procedure OP-901-502 and subsequent revisions, the licensee had not
formally verified that the procedure could be implemented in a manner that satisfied the
time requirements established in the fire safe shutdown analysis

(Calculation EC-F00-026).

As immediate corrective action, the licensee briefed each operating crew concerning
this issue, and which actions were considered to be time-critical. The licensee also
revised Procedure OP-901-502 to add notes identifying which steps were time-critical
(performed in less than 1 hour), and describing the conditions under which the time
limitation applied. In addition, the licensee added an attachment to Procedure
OP-901-502 to provide operators with a quick reference for actions required to be
performed within 30 minutes. This finding was entered into the licensee's corrective
action program as Condition Report CR-WF-2003-02440. On December 13, 2003, the
licensee provided documentation of a timed field walkthrough of the revised procedure
in which operators were able to perform manual actions in accordance with the safe
shutdown analysis (Calculation EC-F00-026). Therefore, no current safety concern
exists with respect to this unresolved item.

The licensee maintained that the times recorded in the simulated field walkthrough were
inflated due to the artificiality of the scenario and inappropriate cues to the operators.

In support of this view, on September 15, 2003, the licensee provided a qualitative
assessment that considered the effects the field walkthrough artificiality had on the
measured timing of the operator actions. In this assessment the licensee concluded
that in considering the artificially-inflated times, operators could perform the actions
within the times established by the safe shutdown analysis. The team reviewed this
assessment, and found differences between walkthrough information used in the
assessment and observations made by the team during the walkthrough. For instance,
during the walkthrough, the team noted that the timekeepers had, at times, stopped their
stopwatches when excessive time was taken for actions that would not be required
during an actual scenario, such as processing through the radiologically controlled area
access. In addition, the team noted that the licensee did not re-perform or re-time any
of the manual actions in the field to substantiate their conclusion with actual field data.
The team leader concluded that to fully understand the basis of the licensee's
conclusion, additional review and discussion is necessary to resolve the differences
between the licensee's qualitative assessment and team observations. Therefore, this
issue is unresolved pending further review and discussion of the licensee’s basis for
their conclusion in the assessment. The licensee's qualitative assessment is included
as Attachment 2 to this report.

Analysis. The risk of this issue will be evaluated if, upon further review, the team
determines that this issue is a violation.

Enforcement. Technical Specification 6.8.1.f requires, in part, that the licensee
establish procedures that implement their NRC-approved fire protection program.
Procedure OP-901-502 and Calculation EC-F00-026 implement the licensee's fire
protection alternative shutdown methodology for a fire event requiring control room
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evacuation and remote shutdown. During a walkthrough of Procedure OP-901-502, the
team observed that certain operator actions were not be performed within times
established by the safe shutdown analysis (Calculation EC-F00-026). As discussed
above, the licensee submitted a qualitative assessment, in which they concluded that
operators would be able to take actions within established times. Whether this issue is
a violation remains unresolved pending resolution of the differences between the
licensee's assessment and the team's observations: URI 050000382/2003011-02,
Concerns Regarding the Timing of Operator Actions Performed Using the Implementing
Procedure for Alternative Shutdown Capability.

Emergency Communications

Inspection Scope

The team reviewed the communications required to implement Procedure OP-901-502,
“Evacuation of Control Room and Subsequent Plant Shutdown.” The plant maintenance
radio system is used by operations to perform an alternative shutdown outside of the
control room. Operations communicates via portable radios carried by the auxiliary
operators and the operators at the remote shutdown panel. Sound powered phone
connections provide communications between the +35 relay room and the remote
shutdown panel area. The team verified that (1) portable radios and sound powered
phone connections are available, operable, and adequate for the performance of safe
shutdown functions; (2) the designs of the communication systems assure that damage
from a control room fire will not impact the performance of the rest of the system; and
(3) the radio and sound powered phone systems are sufficient to perform the required
communications identified in the alternative shutdown procedure.

Findings
No findings of significance were identified.

Emergency Lighting

Inspection Scope

The team reviewed the emergency lighting system required for safe shutdown activities
to verify that it was adequate for supporting the performance of manual actions required
to achieve and maintain hot shutdown conditions, and for illuminating access and egress
routes to the areas where manual actions are required. The team reviewed test
procedures, test data, and vendor documentation to verify the individual battery
operated units were able to supply light for the required 8-hour period.

Findings

Inadequate Emergency Lighting for Supporting Operator Actions

Introduction. The team identified a non-cited violation of very low safety significance
(Green) for failure to provide emergency lighting that complies with 10 CFR Part 50,
Appendix R, Section lll.J, a provision of the Waterford 3 Steam Electric Station, fire
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protection program. This is a violation of License Condition 2.C.(9) of the Waterford 3
Steam Electric Station Facility Operating License, which requires that the licensee
maintain all provisions of their fire protection program.

Description. During the week of August 11, 2003, the team conducted field walkdowns
of the areas in which safe shutdown equipment was required to be operated, and
access and egress routes thereto. The team identified 12 locations where the installed
emergency lighting appeared to be inadequate to support operator actions in
performance of Procedure OP-901-502, "Evacuation of Control Room and Subsequent
Plant Shutdown." The licensee staff initiated Condition Report CR-WF3-2003-2286 to
address the team’s concerns. After thoroughly reviewing the lighting in these areas, the
licensee concluded that emergency lighting in three of the identified areas would not be
sufficient to allow an operator to perform the necessary safe shutdown functions in the
event of a fire requiring the evacuation of the control room. The areas with inadequate
emergency lighting and the potential consequences are described below.

. Turbine-driven Emergency Feedwater Pump on the -35 Elevation of the Reactor
Auxiliary Building: The installed emergency lighting was partially obstructed by
piping and too distant to provide sufficient lighting to perform manual alignment
of the pump in accordance with Step 16 of Procedure OP-901-502, “Evacuation
of Control Room and Subsequent Plant Shutdown.” Operators may not be able
to realign the pump in time to prevent boiling the steam generators dry if the
pump trips during a fire event.

. Station Uninterruptible Power Supply, Switchgear Panel in Switchgear Room AB:
No emergency lighting is provided for operators to strip loads from the
switchgear panel to extend station battery availability in accordance with Step 12
of Procedure OP-901-502. The inability to strip loads from the station batteries
may shorten the life of the batteries to less than the 4 hours established by the
safe shutdown analysis. This panel is located in close proximity to two
Appendix R lockers with inventory-controlled flashlights.

. Permissive to Close Keyswitch for the Feeder to Pressurizer Proportional Heater
Bank 2 in Switchgear Room B: No emergency lighting is provided for operators
to operate this switch as required in Procedure OP-901-502. In the event that
480-V Switchgear 32B is unavailable, the inability to close the pressurizer
proportional heater Bank 2 feeder breaker could adversely impact primary plant
pressure control. This key switch is located in close proximity to two Appendix R
lockers with inventory-controlled flashlights.

As an immediate corrective action, the licensee staged additional boxes of flashlights
with spare batteries in the plant and labeled them for emergency use only. In addition,
operators were notified of the flashlight locations and purpose. To evaluate the extent
of this finding, the licensee also performed a field test of the emergency lighting system
in which they identified an additional ten areas with inadequate emergency lighting. The
licensee entered all 13 examples of inadequate lighting into the corrective action
program as Condition Report CR-WF3-2003-2735.
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Analysis. This finding is greater than minor because it affected the mitigating systems
cornerstone objective of ensuring the availability, reliability, and capability of systems
that respond to initiating events (such as fire events) to prevent undesirable
consequences (i.e., core damage). Specifically, this finding adversely impacted the
ability of operators to align equipment necessary for safe shutdown of the plant in the
event of a fire requiring evacuation of the control room. The senior reactor analyst and
the team leader evaluated this finding using the Phase 1 Significance Determination
Process as described in NRC Inspection Manual Chapter 0609, Appendix F,
"Determining Potential Risk Significance Of Fire Protection and Post-Fire Safe
Shutdown Inspection Findings." Using Figure 4-1, Step 1 of Phase 1 in Appendix F, this
finding was determined to be of very low safety significance (Green) because the listed
defense-in-depth elements in Figure 4-1 were not affected. In addition, operators
routinely carrying flashlights and inventory-controlled additional flashlights are available
in the Appendix R lockers.

Enforcement. License Condition 2.C.(9) of the Waterford 3 Steam Electric Station
Facility Operating License states that the licensee shall implement and maintain in effect
all provisions of licensee's fire protection program, part of which is described in
Supplement 3 of NUREG-0787, "Safety Evaluation Report related to the operation of
Waterford Steam Electric Station, Unit 3," dated July 1981. Supplement 3 stated that
the licensee committed to installing self-contained 8-hour battery pack emergency
lighting in all areas of the plant which must be manned to bring the plant to a safe cold
shutdown condition and in access and egress thereto. Supplement 3 further stated that
with this commitment, the licensee satisfied the requirements of 10 CFR Part 50,
Appendix R, Section lll.J. Contrary to this statement, the licensee failed to provide
adequate emergency lighting for all local actions necessary for bringing the plant to a
safe shutdown, as described in Procedure OP-901-502, "Evacuation of Control Room
and Subsequent Plant Shutdown." This is a violation of License Condition 2.C.(9) of the
Waterford 3 Steam Electric Station Facility Operating License. Because the failure to
provide adequate emergency lighting is of very low safety significance (Green) and the
inadequacies have been entered into the corrective action program
(CR-WF3-2003-2286 and CR-WF3-2003-2735), this violation is being treated as a non-
cited violation, consistent with Section VI.A of the NRC Enforcement Policy:

NCV 05000382/2003011-03, Inadequate Emergency Lighting for Supporting Operator
Actions.

Cold Shutdown Repairs

Inspection Scope

The team reviewed the licensee’s safe shutdown analysis to determine whether repairs
were required to achieve cold shutdown and to verify that the required material was
available. The licensee’s safe shutdown analysis states that the only repairs necessary
to achieve cold shutdown are the replacement of fuses.
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Findings
No findings of significance were identified.

Compensatory Measures

Inspection Scope

The team verified, by sampling, that adequate compensatory measures were put in
place by the licensee for out-of-service, degraded, or inoperable fire protection and
post-fire safe shutdown equipment, systems or features (e.g., detection and
suppression systems, or passive fire barrier features). The team also verified that the
fire system impairments were being corrected in a timely manner.

Findings
No findings of significance were identified.

Fire Protection Systems, Features, and Equipment

For the selected fire areas, the team evaluated the adequacy of fire protection features,
such as fire suppression and detection systems, fire area barriers, penetration seals,
and fire doors. To do this, the team observed the material condition and configuration of
the installed fire detection and suppression systems, fire barriers, and construction
details and supporting fire tests for the installed fire barriers. In addition, the team
reviewed license documentation, such as NRC safety evaluation reports, and deviations
from NRC regulations and the National Fire Protection Association codes to verify that
fire protection features met license commitments. Documents reviewed by the team are
listed in Attachment 1.

Findings
No findings of significance were identified.

Problem Identification and Resolution

Inspection Scope

The team selected a sample of the licensee’s condition reports associated with the
Waterford Steam Electric Station, Unit 3, fire protection program to verify that the
licensee had an appropriate threshold for identifying deficiencies. The team also
reviewed several licensee audits of the fire protection program to evaluate the licensee's
ability to identify deficiencies. In addition, the team reviewed the corrective actions
proposed and implemented to verify that they were effective in correcting the identified
deficiencies.
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Findings

Introduction. The team identified two examples of a non-cited violation of very low
safety significance (Green) for failure to correct conditions adverse to fire protection,
which is a provision of the Waterford fire protection program. This is a violation License
Condition 2.C.9 of the Waterford 3 Steam Electric Station Facility Operating License.

Description.

Example 1 - Inadequate Corrective Actions for Identified Emergency Lighting System
Inadequacies: The first example of inadequate corrective action involved the canceling
of a full field verification test of emergency lighting, which was proposed in response to
Generic Letter 86-10, “Implementation of Fire Protection Requirements.” On June 19,
2000, the licensee initiated Condition Report CR-WF3-2000-0665 to address the failure
to field test the emergency lighting system to ensure that adequate emergency lighting
was available to meet Section lll.J of 10 CFR Part 50, Appendix R. As part of the
corrective action, the licensee proposed developing a procedure and conducting a full
field test of the installed emergency lighting to verify that it could perform its function to
provide lighting in support of safe shutdown operator actions.

During an NRC triennial fire protection inspection performed in October 2000 (NRC
Inspection Report 50-382/00-07, dated November 29, 2003), the team questioned the
adequacy of the emergency lighting in some locations of the plant. The team was
provided with Condition Report CR-WF3-2000-0665, in which the licensee had already
identified potential areas where emergency lighting might be inadequate. As corrective
action, the licensee had proposed a full field verification test of the entire emergency
lighting system to identify and correct any deficiencies.

The special test instruction to perform the field verification was completed and approved
for use on May 15, 2002. The test, which was originally scheduled to be performed on
August 1, 2002, was canceled and rescheduled five times between August 2002 and
May 2003. On July 3, 2003, in lieu of performing this testing, the licensee developed an
evaluation to justify permanently canceling the full-field verification. In this evaluation,
the licensee cited the lack of findings in NRC inspection reports (including NRC Triennial
Fire Protection Inspection Report 50-382/00-07). The licensee concluded that the lack
of emergency lighting findings in past NRC inspection reports implied that their installed
emergency lighting system was adequate. Section 3.3 of NUREG 1409, "Backfitting
Guidelines," states that simply not challenging a licensee's practice in an inspection
report would not be considered approval. The team found the licensee's basis for
canceling the corrective actions to field test their emergency lighting to be inadequate.
The licensee initiated Condition Report CR-WF3-2003-2455 to address the cancellation
of the full field verification test. In addition, the licensee initiated Condition

Report CR-WF3-2003-2445 to readdress the concern described earlier in Condition
Report CR-WF3-2000-0665, which was inappropriately closed.
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Example 2 - Failure to Take Corrective Actions to Address an Inadequate Maintenance
Rule Emergency Lighting Functional Failure Definition

The second example of inadequate corrective action involved the failure to correct a
deficiency in the methodology for determining if the emergency lighting system met the
10 CFR 50.65, Section (a)(1), maintenance rule goals. This contributed to the
licensee's inability to identify that multiple failures of the emergency lighting batteries
resulted in not meeting maintenance rule reliability criteria. The licensee identified the
emergency lighting battery failures in condition reports, but because they erroneously
concluded that they met maintenance rule reliability criteria, proposed no corrective
actions.

On September 5, 2000, the licensee initiated Condition Report CR-WF3-2000-1026 to
address multiple failures of the 8-hour discharge test for the emergency lighting
batteries installed at the facility. Corrective actions for Condition

Report CR-WF3-2000-1026 included requiring condition reports to be written for every
emergency light failure and developing a schedule for periodic battery and lamp
replacement. As part of the corrective action, the licensee performed an evaluation to
determine if these emergency lighting battery failures exceeded the maintenance rule
reliability criteria established for emergency lighting. This evaluation, documented in the
Root Cause Determination Report dated February 13, 2001, stated, "The functional
failure definition is vague in that there is no specified time range. Systems Engineering
has interpreted the definition to require 90% availability at any one time. Because only
approximately 5 emergency battery lights (approximately 2%) are tested at any one
time, it is not likely the system will ever experience a functional failure as currently
defined and interpreted." The report further stated, "the Maintenance Rule functional
failure definition is not adequate to evaluate the performance of the system." The team
found that in Condition Report CR-WF3-2000-1026, the licensee identified that the
maintenance rule functional failure definition was not adequate for evaluating
emergency lighting system performance; however, no actions to correct this deficiency
were taken.

The team reviewed the results from 8-hour emergency light discharge tests conducted
from August 14, 2002, to October 16, 2002. The tests consisted of unplugging the
emergency light unit and ensuring the lamps came on and remained lit for 8 hours. Of
the 25 emergency lights tested during this 2 month period, 10 failed the discharge test,
which the team determined to be a 40 percent failure rate, corresponding to a

60 percent acceptance rate. However, the maintenance rule reliability acceptance
criteria was a rate of 90 percent. Although condition reports were written for each of the
failures, the condition reports listed only the number of failures with no mention of the
number of emergency lights tested, or the failure rate. The team found that in Condition
Report CR-WF3-2000-1026, the licensee failed to correct an identified deficiency in the
maintenance rule functional failure definition for evaluating emergency lighting system
performance. This resulted in emergency lighting battery failures not being properly
evaluated against maintenance rule acceptance criteria. Consequently, the licensee
failed to recognize that the emergency lighting system did not meet established
maintenance rule 10 CFR 50.65, Section (a)(1), goals.
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The licensee staff initiated Condition Report CR-WF3-2003-2439 to address the team’s
concems regarding the ability of the emergency lighting system to provide its function to
support operator actions in the event normal lighting is unavailable. As interim
corrective action, boxes of flashlights with spare batteries were labeled for emergency
use only and staged in the plant, and operators were notified of their locations and
purpose.

Analysis. The team determined that both examples of inadequate corrective actions
were greater than minor. The first example is greater than minor because it affected the
mitigating systems cornerstone objective of ensuring the availability, reliability, and
capability of systems that respond to initiating events (such as fire events) to prevent
undesirable consequences (i.e., core damage). Specifically, this finding adversely
impacted the ability of operators to align equipment necessary for safe shutdown of the
plant in the event of a fire requiring evacuation of the control room. This example of
inadequate corrective action involves the inappropriate canceling of the emergency
lighting system full-field verification test as proposed in a condition report. This resulted
in the licensee's failure to identify deficiencies in their emergency lighting system.

The second example involves the failure to correct a deficiency in the maintenance rule
emergency lighting functional failure definition, which led to the failure to identify that the
emergency lighting system did not meet the maintenance rule reliability criteria. This
second example was greater than minor since it was similar to Example 1.e of NRC
Manual Chapter 0612, Appendix E, in that portions of the emergency lighting system
could not perform its intended safety function and its performance did not meet the
established 10 CFR 50.65, Section a(1), goals.

The senior reactor analyst and the team leader evaluated both examples of inadequate
corrective actions using the Phase 1 Significance Determination Process as described in
Inspection Manual Chapter 0609, Appendix F, "Determining Potential Risk Significance
Of Fire Protection and Post-Fire Safe Shutdown Inspection Findings." Using Figure 4-1,
Step 1 of Phase 1 in Appendix F, this finding was determined to be of very low safety
significance (Green). The finding was screened out as Green because the listed
defense-in-depth elements in Figure 4-1 were not affected. In addition, operators
routinely carrying flashlights and inventory-controlled additional flashlights are available
in the Appendix R lockers.

Enforcement. License Condition 2.C.9 of the Waterford 3 Steam Electric Station Facility
Operating License requires the licensee to implement and maintain all provisions of their
approved fire protection program as described, in part, in the Final Safety Analysis
Report for the facility. Section 9.5.1.3.1.C.8 of the Waterford Steam Electric Station,
Unit 3, Final Safety Analysis Report states that criteria for corrective action in

Appendix A to APCSB Branch Technical Position 9.5-1 have been considered and are
documented in the Quality Assurance Program Manual and fire protection program.
Branch Technical Position 9.5-1, "Guidelines for Fire Protection at Nuclear Power
Plants," states that measures should be established to assure that conditions adverse to
fire protection are promptly identified, reported, and corrected. Contrary to this
requirement, the licensee inappropriately canceled corrective actions (that called for a
field verification of emergency lighting) to correct identified conditions adverse to fire
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protection. This is one example of a violation of License Condition 2.C.9 of the
Waterford 3 Steam Electric Station Facility Operating License.

In addition, the licensee failed to correct a deficiency in their methodology for
determining if the emergency lighting system met the 10 CFR 50.65, Section (a)(1),
maintenance rule goals. This led to the licensee's failure to recognize that emergency
lighting battery failures resulted in their emergency lighting system not meeting
maintenance rule reliability criteria. This is the second example of a violation of License
Condition 2.C.9 of the Waterford 3 Steam Electric Station Facility Operating License.

In both examples, the licensee failed to correct identified deficiencies to assure

that the emergency lighting system would be capable of performing its intended
function. This is a violation of License Condition 2.C.9 of the Waterford Steam

Electric Station Facility Operating License. Because both examples of this violation

are of very low safety significance and have been entered into the corrective action
program (CR-WF3-2003-2439, -2445, and -2455), this violation is being treated as a
non-cited violation, consistent with Section VI.A of the NRC Enforcement Policy:

NCV 05000382/2003011-04, Inadequate Corrective Actions for Deficiencies Associated
with the Emergency Lighting System, Two Examples.

Meetings, including Exit

On August 29, 2003, at the conclusion of the team’s onsite inspection, the team leader
debriefed Mr. Joseph E. Venable, Vice President Operations, and other licensee
management and staff members on the preliminary results of the inspection.

On September 10, 2003, the team leader conducted a telephone meeting with

Mr. Gautam Sen and other licensee staff members, during which the issues for further
clarifying information was to be provided, were discussed. The team leader agreed to an
extension of time for submittal of the additional information until September 14, 2003.
The additional information (Attachment 2) was received September 15, 2003, and
review by staff ensued.

On October 1, 2003, the team leader and other members of the inspection team
conducted an telephonic conference call with Mr. Gautam Sen and other members of
the licensee's management and staff (at the licensee’s request) to discuss the additional
information forwarded to the team and to further clarify the inspection findings and the
bases therefor. Additional discussions were held October 23, November 4, 20,

and 21, 2003.

On November 21, 2003, the team leader conducted a telephonic exit meeting with
Mr. Joseph E. Venable, Vice President Operations, and other licensee management and
staff members to inform them of the results of the inspection.

On December 3, 2003, a conference call with Mr. Gautam Sen and other licensee
management and staff members was held to discuss the possible re-characterization of
one of the findings from November 21, 2003, exit. Additional conference calls were held
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with licensee management and staff on December 9, 15, and 18, 2003, to clarify the
NRC's findings and the licensee's corrective actions.

On December 19, 2003, the team leader conducted a telephonic re-exit meeting with
Mr. Joseph E. Venable, Vice President Operations, and other licensee management and
staff members to re-characterize one of the team's findings. The licensee was asked
whether any materials examined during the inspection should be considered proprietary.
No proprietary information was identified.



ATTACHMENT 1
PARTIAL LIST OF PERSONS CONTACTED
Licensee

T. Brumfield, QA Manager

J. Burke, Quality Assurance Engineer

B. Collyer, Fire Protection Engineer

R. Douet, General Manager-Plant Operations
A. Holder, Fire Protection Engineer

C. Lambert, Director-Engineering

H. Lewis, Licensed Operator Requalification Lead
M. Melancon, Safety Analysis Engineer

W. Pendergrass, Operations

K. Peters, Director, NSA

O. Pipkins, Licensing Engineer

K. Renau, System Engineer

G. Sen, Licensing Manager

R. Simpson, Operations

T. Tankersley, Training Manager

J. Venable, Vice President Operations

NRC
M. Hay, Senior Resident Inspector
M. Runyan, Senior Reactor Analyst

T. Pruett, Senior Reactor Analyst
P. Qualls, Office of Nuclear Reactor Regulation

ITEMS OPENED AND CLOSED

Opened

05000382/03011-02 URI Concerns Regarding the Timing of Operator

Opened and Closed

Actions Performed Using the Implementing
Procedure for Alternative Shutdown Capability.
(Section 1R05.5)

05000382/03011-01 NCV Failure to Test Certain Emergency Diesel
Generator "B" Mini-Sequencer Contacts
(Section 1R05.4)

05000382/03011-03 NCV Inadequate Emergency Lighting for Supporting

Operator Actions (Section 1R05.7)
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2.

NCV

Inadequate Corrective Actions for Deficiencies

Associated with the Emergency Lighting System,

Two Examples. (Section 40A2)

DOCUMENTS REVIEWED

The teams selected and reviewed the following documents to accomplish the objectives and
scope of the inspection and to support any findings:

AUDITS/ASSESSMENTS

Number
W3H3-2001-0045
W3H3-2002-0031

W3H3-2003-005

CALCULATIONS

Number

EC-E91-056
EC-F00-026

ER-W3-2003-0161-
100

ER-W3-2001-0122-
000

MN(Q)-3-5

Description

Quality Assurance Audit of “Fire Protection’

Quality Assurance Audit of “Fire Protection’

Quality Assurance Audit of “Fire Protection”

Title Revision/
Date

Relay Coordination Study 1
Post Fire Safe Shutdown Analysis (Appendix R 1
Revalidation Project)
Reroute Divisional Cable for the Chilled Water System in 0
Fire Area RAB-2
Minimum Time for Restoring Essential Chilled Water November
Flow 15, 2001
Flooding Analysis Outside Containment 3

CONDITION REPORTS

CR-WF3-2000-00665
CR-WF3-2000-01126
CR-WF3-2001-00157
CR-WF3-2003-00002
CR-WF3-2003-02439
CR-WF3-2003-02441
CR-WF3-2003-02446
CR-WF3-2003-02451

CR-WF3-2000-01026
CR-WF3-2001-00144
CR-WF3-2002-01639
CR-WF3-2003-02286
CR-WF3-2003-02440
CR-WF3-2003-02445
CR-WF3-2003-02448
CR-WF3-2003-02455

Date
April 4, 2001
March 4, 2002

February 28, 2003



DRAWINGS

Number
G-172
G-247 S06
G-285
G-286
G-287, Sheet 1
G-287. Sheet 2
G-1357
G-1359
G-1360
G-1368
G-1369
G-1375
G-168, SH 1&2
G-151, SH 1

G-167, SH
1,2,3&4

G-583, SH
1,2,3&4

G-160, SH
1,2,3,4,586

G-853S15 thru
S2379
G-FP-0017
G-FP-0019

G-FP-0021

Title
Flow Diagram - Reactor Coolant System
Communication Riser Diagram - Sh 1
Main One Line Diagram
Key Auxiliary One Line Diagram
125 VDC and 120 VAC One Line Diagram
125 VDC and 120 VAC One Line Diagram
Reactor Auxiliary Bldg. Plan El. -35.00'
Reactor Auxiliary Bldg. Plan El. +21.00'
Reactor Auxiliary Bldg. Plan El. +46.00'
Reactor Bldg. & Wing Area Plan EIl. +21.00'
Reactor Bldg. & Wing Area Plan El. +46.00'
Reactor Auxiliary Bldg. Plan El. +35.00'
Chemical and Volume Control System
Main & Extraction Steam System

Safety Injection System

HVAC Chilled Water System

Component Cooling Water System

HVAC Airflow Diagrams

Fire detection System - Raceway & Equipment Layout -
Reactor Auxiliary Building El. -35.00

Fire detection System - Raceway & Equipment Layout -
Reactor Auxiliary Building El. -4.00'

Fire detection System - Raceway & Equipment Layout -
Reactor Auxiliary Building EI. +21.00'

Revision
30
7
15
16
19

48
38
44

21

49



Number

G-FP-0022

G-FP-0023

G-FP-0025

LOU-1564, B-289
Sheets 70 & 71

LOU-1564, B-289
Sheet 72

LOU-1564, B-289
Sheet 73

LOU-1564, B-289
Sheet 74

LOU-1564, B-289
Sheet 75

LOU-1564, B-289
Sheet 76

LOU-1564, B-289
Sheet 120A

LOU-1564, B-289
Sheet 121A

LOU-1564, B-289
Sheet 143

LOU-1564, B-289
Sheet 144

LOU-1564, B-289
Sheet 145

LOU-1564, B-289
Sheet 146

LOU-1564, B-289
Sheet 212

LOU-1564, B-289
Sheet 213

Title

Fire detection System - Raceway & Equipment Layout -
Reactor Auxiliary Building El. +21.00'

Fire detection System - Raceway & Equipment Layout -
Reactor Auxiliary Building El. +35.00'

Fire detection System - Raceway & Equipment Layout -
Reactor Auxiliary Building El. +46.00'

Power Distribution and Motor Data 480V MCC 3A312-S One
Line Diagram

Power Distribution and Motor Data 480V MCC 3A312-S One
Line Diagram

Power Distribution and Motor Data 480V MCC 3312-S One
Line Diagram

Power Distribution and Motor Data 480V MCC 3B312-S One
Line Diagram

Power Distribution and Motor Data 480V MCC 3B312-S One
Line Diagram

Power Distribution and Motor Data 480V MCC 3B312-S One
Line Diagram

Power Distribution and Motor Data 120/208V Fuse Panel
FP-360-SA

Power Distribution and Motor Data 120/208V Fuse Panel
FP-361-SB

Power Distribution & Motor Data 120 Distribution Panel
No. 3MA-S

Power Distribution & Motor Data 120 Distribution Panel
No. 3MB-S

Power Distribution & Motor Data 120 Distribution Panel
No. 3MC-S

Power Distribution & Motor Data 120 Distribution Panel
No. 3MD-S

Power Distribution & Motor Data 120/208V Distribution Panel
No. 3004

Power Distribution & Motor Data 120/208V Distribution Panel
No. 3005

Revision

0

21

10

20

15

13

16

12

12

12

9

10



Number

LOU-1564, B-424
Sheet 267

LOU-1564, B-424
Sheet 268s

LOU-1564, B-424
Sheet 269s

LOU-1564, B-424
Sheet 270s

LOU-1564, B-424
Sheet 932S

LOU-1564, B-424
Sheet 933S

LOU-1564, B-424
Sheet 934S

LOU-1564, B-424
Sheet 935S

LOU-1564, B-424
Sheet 2937

LOU-1564, B-424
Sheet 2938

LOU-1564, B-424
Sheet 2939

LOU-1564, B-424
Sheet 2940

LOU-1564, B-424
Sheet 2941

LOU-1564, B-424
Sheet 2942

LOU-1564, B-424
Sheet 2943

LOU-1564, B-424
Sheet E1646

LOU-1564, B-424
Sheet 1646S

Title

Control Wiring Diagram - Pressurizer Pressure (Wide
Range) Sh. 4

Control Wiring Diagram - Pressurizer Pressure (Wide
Range) Sh. 5

Control Wiring Diagram - Pressurizer Pressure Sh. 6

Control Wiring Diagram - Pressurizer Pressure Sh. 7

Control Wiring Diagram - Reactor Coolant Vent Valves Sh. 1

Control Wiring Diagram - Reactor Coolant Vent Valves Sh. 2

Control Wiring Diagram - Reactor Coolant Vent Valves Sh. 3

Control Wiring Diagram - Reactor Coolant Vent Valves Sh. 4

Control Wiring Diagram - Isolation Switch Device - Auxiliary
Panel 1B

Control Wiring Diagram - Isolation Switch Device - Auxiliary
Panel 4A

Control Wiring Diagram - Isolation Switch Device - Auxiliary
Panel 2B

Control Wiring Diagram - Transfer Switches Annunciation

Control Wiring Diagram - Transfer Switch Development
Auxiliary Panel - 1

Control Wiring Diagram - Transfer Switch Development
Auxiliary Panel - 2

Control Wiring Diagram - Transfer Switch Development
Auxiliary Panel - 3

Control Wiring Diagram - Steam Line 1 Isolation Valve
2MS-V602A Sh.1

Control Wiring Diagram - Steam Line 1 Isolation Valve
MS-V602A Sh.1

Revision

11

14

16

13

17

13

11

13

15



Number

LOU-1564, B-424

Sheet E1647S

LOU-1564, B-424

Sheet A1647

LOU-1564-G358
LOU-1564-G359
LOU-1564-G362
LOU-1564-G363
LOU-1564-G364

Title Revision
Control Wiring Diagram - Steam Line 1 Isolation Valve 19
2MS-V602A Sh. 2
Control Wiring Diagram - Steam Line 1 Isolation Valve 5
2MS-V602A Hydraulic System
LOU-1564-G357 Control Room Lighting 22
Turbine Generator Building Ground Floor - Lighting 12
Turbine Generator Building Mezzanine Floor - Lighting 13
Reactor Containment Building Lighting - Sheet 1 8
Reactor Containment Building Lighting - Sheet 2 8
Cable Vault and Electrical Equipment Room Lighting 22
LOU-1564-G365 Reactor Aux. Building Lighting - Sheet 1 13
LOU-1564-G366 Reactor Aux. Building Lighting - Sheet 2 18
LOU-1564-G367 Reactor Aux. Building Lighting - Sheet 3 13
LOU-1564-G371 Reactor Aux. Building Lighting - Sheet 4 12
LOU-1564-G375 Cooling Tower Area Lighting 7

MAINTENANCE ACTION ITEMS

Number
418204
434717

434728

435360

437011

Description
Emergency Safe Shutdown 8 Hour Battery Pack

Emergency Lighting Units Float Full Battery
Conditioning Cycle Test

Emergency Lighting Units Float Full Battery
Conditioning Cycle Test

Emergency Lighting Units Float Full Battery
Conditioning Cycle Test

Emergency Lighting Units Float Full Battery
Conditioning Cycle Test

Date

August 9, 2000
August 14, 2002

October 16, 2002

August 15, 2002

September 10, 2002



PROCEDURES
Number Title Revision

DC-121 Maintenance Rule 1

ME-004-445 Self Contained Battery Powered Emergency Lighting 14(1)
Units

NTP-101 Operations Training Procedure 18

OP-901-120 Pressurizer Pressure Control Malfunction 2

OP-901-502 Evacuation of Control Room and Subsequent Plant 8
Shutdown

OP-901-503 Isolation Panel Fire 2

OP-901-524 Fire in Areas Affecting Safe Shutdown 0

OP-902-000 Standard Post Trip Actions 9

OP-903-126 Functional Testing of LCP-43 1

UNT-005-013 Fire Protection Program 8

UNT-007-019 Heat Stress program 5

MISCELLANEOUS

Letter, W3F-2003-007, February 25, 2003, Licensee to NRC Document Control Desk, Appendix
R Deviation Request Supplemental Information ( non-isolation of control circuit neutral wires
between control room and Remote Shutdown Panel {for indicating lamps}, Engineering
Evaluation ER-W3-2000-0817-001-00)

Letter, September 11, 2003, NRC to Licensee, Request for Deviation from Requirements of
Appendix R to Part 50 of 10CFR (TAC MB3724) (3.G separation requirements for 3 cables
above Refueling Water Storage Pool- found acceptable)

Letter, August 17, 1998, NRC to Licensee, Request for Exemption from Requirements of
Appendix R to Part 50 of 10CFR ( TAC M98144), ( installation of lube oil collection system
under RCP ail fill tube).

Letter, January 17, 1998, NRC to Licensee, Request for Re-evaluation of Exemption from
10CFR50, App. R (TAC M80691), ( 1.no fire dampers in RAB vestibule, 2. No automatic
suppression in vestibule, between 8A & 8B.- found acceptable)



-8-
February 7, 1989, NRC to Licensee, Issuance of Amendment No.50 to Facility License
(changes App. A Technical Specifications and License condition 2.C.9 in response to GLs 86-
10 & 88-12, as approved in SER through Supplement 9 & Environmental Protection Plan in
Appendix B)

Letter, February 19, 1987, NRC to Licensee, Issuance of Amendment No.15 to Facility License
( changes App. A Technical Specifications by adding smoke detectors in control room and
requirements for fire detection in the annulus)

Fire System Impairment List for August 11 and 25, 2003

Vendor Technical Manual for Dual Lite AC Emergency Power Systems, TM-D996.0005
457000459, Revision 13

Waterford Steam Electric Station, Unit 3 - NRC Inspection Rerport No. 50-382/00-07, dated
January 31, 2001

Classroom Training Materials for Procedure OP-901-502 Training, WLP-OPS-PP051.PPT,
February 25, 2003

Off-Normal Procedures OP-901-502 and OP-901-523 Lesson Plan, WLP-OPS-PPO51,
Revision 2

Cable and Raceway Schedule

Waterford 3 Steam Electric Station Updated Safety Analysis Report, Revision 11-A, dated
February 2, 2002

Change Package 06513, "Thermo-Lag Removed for A-16 Fire Stop," Revision 0

Change Package 06605, "Install Manual Controller for ARVs in Fire Area A-23 in Auxiliary
Building," Revision 9

Technical Specifications (Appendix "A" to Facility Operating License No. NPF-38) for the
Waterford 3 Steam Electric Station

Facility Operating License NPF-38 for Waterford 3.
Plant Modification ER-W3-2001-1024-000, "Appendix R Modifications"

NUREG-0787, "Safety Evaluation Report related to the operation of Waterford Steam Electric
Station, Unit 3, dated July 1981

NUREG-0787, "Safety Evaluation Report related to the operation of Waterford Steam Electric
Station, Unit 3, Supplement 3, dated April 1982

NUREG-0787, "Safety Evaluation Report related to the operation of Waterford Steam Electric
Station, Unit 3, Supplement 5, dated June 1983



-O-

NUREG-0787, "Safety Evaluation Report related to the operation of Waterford Steam Electric
Station, Unit 3, Supplement 6, dated June 1984

NUREG-0787, "Safety Evaluation Report related to the operation of Waterford Steam Electric
Station, Unit 3, Supplement 8, dated December 1984

NUREG-0787, "Safety Evaluation Report related to the operation of Waterford Steam Electric
Station, Unit 3, Supplement 10, dated March 1985



ATTACHMENT 2

White Paper Responses To Items Identified
During Waterford 3 Triennial Fire Protection Inspection
Conducted

August 11, 2003 through December 18, 2003
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