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Hanford Site Resident Inspectors Activity Report for Week Ending September 11, 2026

Waste Treatment and Immobilization Plant: Following the aborted transfer of tank waste last
week, WTCC personnel have issued several immediate corrective actions (see 9/4/2026 report).
These include requiring a partial system alignment check or independent verification of valves
manipulated for current maintenance work orders and, for new maintenance work orders,
including a full list of all valves positioned as part of work, followed by language directing
operations personnel to restore the system alignment to complete the work. This is consistent
with the best practice of keeping operations personnel responsible for actively maintaining
configuration control of their facility. WTCC personnel are also performing an extent-of-
condition review to verify that the valve alignment checklists in hazardous material transfer
procedures include all valves in the flow path.

WTCC personnel conducted an apparent cause evaluation based on feedback from DOE’s
assessment of the annual site exercise (see 5/22/2026 report). The DOE assessment identified
weaknesses in protective actions, timeliness of event scene response, and radiological control
practices that were consistent with the observations made by the RIs and Board’s staff observing
the exercise. The apparent cause evaluation focused on addressing radiological control
weaknesses documented in DOE’s assessment and identified, among other apparent and
contributing causes, that radiological control personnel had few opportunities to participate in
drills with complex radiological components. The WTCC corrective action plan includes
enhanced training and proficiency development for radiological control personnel, clarification
of roles and responsibilities, and dedicated staffing and role assignments for emergency
response, as well as increased frequency and complexity of emergency response drills. The Rls
note that the DOE observations and subsequent apparent cause evaluation results are consistent
with RI and Board’s staff longer-term observations (see 1/16/2026 and 3/20/2026 reports,
7/24/2026 Board letter).

This week, HFO transmitted a letter of direction to WTCC with an attached report documenting
the work of the radiological control assist team that performed targeted oversight of the WTCC
program (see 8/14/2026 report). The team observed 27 activities, reviewed program documents,
and interviewed personnel, making 16 observations and eight recommendations. The
recommendations include improving processes for reviewing work control documents prior to
release and enhancing management oversight of radiological control practices. These
observations are consistent with those documented by the RIs and Board’s headquarters staff
(see 10/3/2024 Board Letter). The letter directs WTCC to implement the report’s
recommendations as appropriate.





