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Savannah River Site Resident Inspectors Activity Report for Week Ending April 17, 2026 
  
K-Area Plutonium Metal Preparation: The resident inspectors (RI) received a briefing from 
SRNS personnel on the status of the Surplus Plutonium Disposition project in K-Area. The 
discussion included potential future uses of the gloveboxes, such as plutonium metal preparation. 
Civil and structural construction scope remains ongoing as SRNS formalizes future plans for the 
project, based on Executive Order 14302. 
  
H-Area Old Manufacturing (HAOM): The RI attended a pre-job brief (PJB) for the 
replacement of a fire door that will take approximately two months to complete. HAOM 
operations personnel led the PJB, and it was attended by all of the relevant work groups involved 
in this evolution. The PJB was thorough and covered the assisted hazard analysis, anticipated 
operational, security, and fire protection impacts to the facility, and lessons learned from similar 
activities onsite.  
 
H-Area New Manufacturing (HANM): A HANM loading procedure is used to provide the 
proper mix of gas to load into reservoirs and directs the opening of multiple valves from the load 
line to a mix tank. The shift operations manager (SOM) held an informal PJB for this evolution 
but failed to cover the pressure-reduction portion of the procedure. A control room operator 
(CRO) misread the procedure and thought the procedure directed a valve to be closed when the 
procedure actually directed a valve to be opened. The CRO then accidentally opened the valve 
and subsequently re-closed the valve without reconfirming what the procedure directed. Another 
CRO was requested to perform a second-person verification on the critical step as directed by 
procedure before proceeding, but they failed to properly verify valve positions. The valve was 
incorrectly left closed, and a pressure let-down path to the mix tank was not established. As a 
result of this mistake, the high pressure burst a rupture disk on the inlet side of a compressor, 
sending the gas to a relief tank. Alarms sounded in the HANM control room, and the SOM called 
a timeout. At the issue investigation meeting, operations personnel determined that human error 
was the most significant cause of the event, and that operators understanding why they are 
performing an action before executing it could be an effective human performance tool to 
prevent issues. The RI provided feedback that it is usually inappropriate to restore components to 
the previous state after inadvertent operation without receiving guidance from operations to 
ensure it is safe to do so, and that this could be considered as an additional issue.  The contractor 
will develop corrective actions to prevent recurrence at a later date.    


