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Hanford Site Resident Inspectors Activity Report for Week Ending July 24, 2026 
 
Waste Receiving and Processing Facility: While performing glovebox stabilization and 
isolation activities, a worker fell approximately three feet into an opening in a catwalk where a 
deck plate had been removed to perform work. Hanford Fire Department personnel evaluated 
and transported the injured worker offsite. A resident inspector (RI) observed the subsequent 
critique held by CPCCo personnel that provided an accurate, thorough discussion of relevant 
facts. This included daily discussion of the fall hazard at pre-job briefings and a caution in the 
work package directing a tape boundary to inform workers prior to entering the catwalk. CPCCo 
performance assurance personnel will conduct an apparent cause evaluation to identify the 
causes and potential corrective actions that can be gleaned from the event. 
 
Radiochemical Processing Laboratory (RPL): RIs observed an emergency preparedness 
exercise simulating an explosion and subsequent fire at RPL. The exercise simulated several 
injuries, a fatality, and personnel contamination. Due to air quality concerns, the event scene was 
simulated indoors.  
 
Building 324: While performing core drilling above a vault prior to stabilizing it with grout, 
workers inadvertently drilled through two suspected process lines. Radiological control 
technicians (RCTs) identified elevated dose-rate readings on the core and contamination on two 
workers’ personal protective equipment. RCTs also identified clothing and skin contamination 
on one of the workers and decontaminated them. RIs attended the subsequent meeting and noted 
that engineering understood the possibility of finding process lines below the effective detection 
depth of the nondestructive examination equipment used during planning. However, this was not 
adequately communicated to the work planners, resulting in the work not having controls for the 
potential hazard. 
 
Effluent Management Facility (EMF): An RI observed an After Action Review (AAR) held by 
WTCC personnel after operations personnel were notified of a potential worker exposure from 
an unknown powder discovered during a filter change-out at the EMF. As the workers removed 
the filter housing, they discovered approximately a half inch of pink powder on top of the filters. 
The workers then bagged and removed the filter unit, placing it on a lower level. Engineering 
requested maintenance personnel to collect a sample of the powder to support evaluation of filter 
clogging issues. After the filter was removed, the field work supervisor directed workers to 
vacuum the powder up with a high-efficiency particulate air filter vacuum. They performed this 
cleanup without respiratory protection, task-specific work instructions, or analysis of the 
powder’s composition to identify any hazards and appropriate controls. Senior operations 
personnel were not formally notified of the event until six weeks later, when the worker inquired 
about sample results of the pink powder and mentioned experiencing a bitter taste in their mouth 
during the job. WTCC personnel then initiated a medical evaluation for potential exposure and 
scheduled the AAR. Throughout the AAR, participants provided complete information, and the 
contractor self‑identified the improper vacuuming as a performance concern. They initiated a 
Condition Report to document and track corrective actions. 


