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Hanford Site Resident Inspectors Activity Report for Week Ending August 21, 2026 
 
Waste Encapsulation and Storage Facility (WESF): A resident inspector (RI) observed an 
emergency preparedness drill simulating a tornado impacting portions of the WESF confinement 
ventilation ductwork and pool cell, injuring two workers in the process. The scenario also 
included decontamination of one of the workers for evaluation by controllers. The RI’s 
observations of field team deployment were consistent with the strengths and weaknesses 
captured by CPCCo drill controllers. This included timely deployment of the field teams and 
establishment of a cold line, as well as weaknesses in survey and decontamination techniques. 
 
Effluent Management Facility (EMF): A process operator paused a transfer of condensate 
from EMF to a truck after observing higher than expected flow. WTCC personnel subsequently 
observed that two valves that should have been closed were in the open position. Maintenance 
workers were directed to open the two valves in a prior work activity, but the work instruction 
failed to include steps to restore the system configuration. This is the third instance of 
maintenance work causing system misalignments in the past month (see 7/31/2026 and 8/7/2026 
reports). The RI also observed that the WTCC procedural requirement to verify system 
alignment prior to transferring hazardous materials has not been effective in preventing these 
events.   
 
In subsequent meetings, WTCC management had told the RIs that verification of system 
alignment had not been incorporated yet into all WTCC operating procedures, and that valves in 
line with the direction of flow did not need to be verified as they would not create a misroute 
condition. The RIs note that WTCC’s procedure makes no caveat for valve lineups to exclude 
valves in line with intended flow paths. In the most recent event, the transfer of condensate 
requires the valves to be opened slowly to regulate flow; with the valves in the wrong position, 
flow rates could exceed the calibrated range of the flow indicator used in the procedure. A 
procedure requiring a complete valve lineup prior to transferring condensate would have 
identified the open valves. Upon further review of recent WTCC events, the RIs also observed 
that the latest event had not had a timely event evaluation, though it had been logged in a 
condition report. In addition, WTCC was recommending closure of the condition report for a 
prior valve misalignment event without documenting or addressing weaknesses in maintenance 
work instructions, such as the lack of independent verification of valve restoration identified by 
the RIs (see 7/31/2026 report).   
 
The RIs reached out to WTCC mission assurance management, who subsequently acknowledged 
the RIs’ observations. WTCC personnel subsequently distributed an event evaluation of this 
week’s valve misalignment. The RIs will continue to track WTCC’s ongoing efforts to revise its 
expectations for system alignments. WTCC management has also indicated to the RIs that one 
potential corrective action under consideration is to require operations to perform system 
alignments after maintenance activities. This is consistent with the best practice of operations 
organizations bearing full responsibility for plant configuration. 


