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Hanford Site Resident Inspectors Activity Report for Week Ending September 4, 2026

Tank Farms: A resident inspector (RI) attended an Event Learning Meeting (ELM) after H2C
and American Electric (AEI) employees removed abandoned power line poles. During the work,
AEI workers operating the truck used the boom and cable winch to pull a buried pole from the
ground when the cable snapped. Because the cable recoiling after breaking could have severely
injured the operator, H2C management declared the event a near miss to an injury and scheduled
the ELM. Participants did identify the need to inspect the snapped cable for signs of damage.
However, the RI noted that details about the requirements for safe operation of the truck’s winch
were not fully captured during the ELM, such as what the winch pressure readings mentioned by
the operator measured, the allowable load on the cable, and whether excavation and loosening of
poles prior to pulling was advised. After the meeting, the RI asked H2C personnel leading the
ELM if the digger derrick manual prohibited pulling buried poles and whether the pressure gauge
measured hydraulic pressure of the winch or line tension. H2C personnel acknowledged those
questions will be addressed as they complete their investigation.

Solid Waste Operations Complex (SWOC): RIs conducted a walkdown and familiarization
tour with a DOE Facility Representative and a CPCCo Shift Operations Manager. The team
visited key SWOC facilities and discussed the applicable Technical Safety Requirements.

Waste Treatment and Immobilization Plant (WTP): Workers at WTP received a work
package to repair a sprinkler system in building T15. An authorized tagout operator (ATO)
inadvertently locked a valve in the incorrect position due to inconsistencies between the work
package and lockout-tagout (LOTO) permit. Another ATO performed independent verification
but did not identify the discrepancy. The next day, prior to restarting work, the field work
supervisor noticed the valve was incorrectly positioned. ATOs corrected the mistake and locked
the valve open. Sprinkler fitters finished the work and restored the sprinkler system to operation.
WTCC personnel held an after-action review the next day, which the RI attended. Participants
discovered several other mistakes during the review. First, the work package required the valve
to be closed. Fitters performed their work with the valve locked open, contradicting their work
package. Second, when the sprinklers were inoperable, the fire protection impairment permit
required a continuous fire watch. However, the impairment coordinator did not inform the field
work supervisor of their fire watch responsibilities. Therefore, the work crew did not perform the
required fire watch for day shift. Overall, the review meeting was successful in discovering facts
of the event and determining corrective actions. Management committed to improve processes
for the LOTO and fire impairment programs to prevent similar occurrences.

During a transfer of waste from AP-106 to the Low-Activity Waste (LAW) facility, system low-
flow interlocks stopped the attempted transfer. Initial investigation by LAW operations identified
that a valve normally administratively locked open to allow flow had been closed due to
maintenance work. The Rls note this is the fourth similar event in the past month (see 7/31/2026,
8/7/2026, and 8/21/2026 reports).



