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Effluent Management Facility (EMF): During work to replace filters in the EMF process
offgas system, workers encountered a strong odor and eye irritation. The workers exited the
room for medical evaluation onsite and were released with no restrictions. Personnel who
planned the work had not anticipated any chemical vapors; as a result, there was no sampling to
verify what chemical was released or at what levels. Contractor personnel changed the package
to include respiratory protection based on the assumption that ammonia and nitrogen oxides were
the most likely chemicals of concern and resumed the work. HFO observers noted several poor
work practices in their own assessments of the evolution, such as improper placement of
personal monitoring for chemical vapors with their personal protective equipment and less-than-
adequate clarity in the work instructions. A resident inspector (RI) observed a subsequent post-
job meeting to discuss the filter changeouts. In describing the work performed, workers noted
that they encountered unexpected conditions that required additional procedure changes and that
excess water in the filters was not accounted for in the waste planning checklist. Some of the
requirements in the work instruction needed further interpretation by the work crew, such as
which areas required eye protection and plastic floor covering. In addition, workers noted that
lessons learned from Low-Activity Waste Facility (LAW) filter changeouts were not
incorporated into similar EMF procedures.

An RI subsequently met with WTCC management to discuss similarities between recent events
that indicate recurring weaknesses in response to abnormal conditions and configuration
management (see 7/24/2026, 7/31/2026, 8/7/2026 RI weekly reports and 5/22/2025 Board letter
to DOE). The RI highlighted best practices, such as timely fact-finding meetings and personnel
statements, both of which can improve the quality of reports documenting potential causes and
contributing factors, that have not been consistently used in recent events. WTCC is currently
developing a conduct of operations improvement plan, including increased manager presence in
the field, additional training, and a facility-level operating experiences program. The RIs also
met with HFO management to understand their perspective on recent events at LAW and EMF
and their planned oversight approach. Currently, HFO oversight division personnel are involved
in a radiological control “assist team” to supplement WTCC management oversight and are
considering a similar strategy for conduct of operations principles.

Building 324: An RI observed a critique three weeks after two workers became contaminated
during core drilling (see 7/24/2026 report). CPCCo held the critique based on feedback from
HFO that indicated certain details of the event were not captured in the prior meeting. Personnel
identified that the work package contained vague instructions on how to remove core plugs from
the floor, giving craft workers discretion in how to complete the task. While workers were
ultimately successful in removing the core plug, the work package did not have sufficient
radiological controls for the method used. The immediate response and recovery actions to the
contamination event were well performed and prevented further spread of contamination. The RI
notes that most of the critique was spent redeveloping a timeline of events. There was limited
discussion about determining causes or long-term corrective actions.



