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WHISTLEBLOWER RETALIATION AT THE
HANFORD NUCLEAR SITE

TUESDAY, MARCH 11, 2014

U.S. SENATE,
SUBCOMMITTEE ON FINANCIAL AND CONTRACTING OVERSIGHT
OF THE COMMITTEE ON HOMELAND SECURITY
AND GOVERNMENTAL AFFAIRS,
Washington, DC.

The Subcommittee met, pursuant to notice, at 11:12 a.m., in
room 628, Dirksen Senate Office Building, Hon. Claire McCaskill,
Chairman of the Subcommittee, presiding.

Present: Senators McCaskill and Johnson.

OPENING STATEMENT OF SENATOR MCCASKILL

Senator MCCASKILL. This hearing will now come to order.

The waste treatment plant is a Federal nuclear facility in Han-
ford, Washington that is supposed to convert hazardous, highly ra-
dioactive nuclear waste into a more stable and safe form for perma-
nent disposal.

Last June, I held a hearing on contract management by the De-
partment of Energy (DOE), which looked specifically at the waste
treatment plant (WTP), at Hanford because the plant, which is
under a design and construction construct in terms of how the con-
tracts were given, has a litany of cost overruns and schedule
delays.

Today, however, we are here to examine another aspect of the
plant—allegations that the Department of Energy and its contrac-
tors, Bechtel and URS, are engaging in retaliation against employ-
ees who raise concerns about the safety of the plant’s design and
construction.

The Department of Energy has a specific nuclear safety policy
that states, “It is the policy of the Department of Energy to design,
construct, operate and decommission its nuclear facilities in a man-
ner that ensures adequate protection of workers, the public and the
environment.”

However, Federal agencies that have looked at safety issues at
Hanford have repeatedly found key safety-related weaknesses, in-
cluding the lack of quality assurance, safety culture and Federal
oversight.

Most recently, URS Manager for Environmental and Nuclear
Safety Donna Busche has alleged that she was fired because she
raised concerns that basic nuclear safety fundamentals had not
been considered from the beginning of construction.
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Another official associated with the waste treatment plant, the
Manager of waste treatment plant Research and Technology, Dr.
Walter, Tomasaitis, who testified before this Subcommittee in
2011, also claims to have suffered professional damage, including
termination, after raising major nuclear safety issues.

These individuals and many more who have chosen to remain
anonymous have brought their concerns forward to their employ-
ers, to DOE and to Congress.

I do not think anyone wants to be a whistleblower. Reporting
your colleagues, who may be your friends, for actions that look like
waste, fraud, abuse or a danger to others is not an easy decision
for most people, and life after you have blown the whistle is not
eagy either.

But the job that whistleblowers do is tremendously important
and valuable. That is why when courageous men and women feel
compelled to speak out, we do not want to silence them. We want
to give them a process that allows them to report that information
without fear of retaliation.

Before this hearing began, I took the opportunity to hear from
Ms. Busche and Dr. Tomasaitis. I also heard from Mr. Carpenter,
who represents many more whistleblowers through his work at
Hanford Challenge. They describe an atmosphere in which they
and other individuals faced severe retaliation for raising concerns
about Hanford.

Whether Ms. Busche or Dr. Tomasaitis or any of the other indi-
viduals that have come forward to this Subcommittee is right about
the science behind the safety at Hanford is not a matter on which
I or the people in the room at this hearing will be able to reach
a final conclusion about.

But the fact that Ms. Busche and Dr. Tomasaitis were fired, de-
spite being known to have raised their concerns, has created the
appearance of a chilled atmosphere to safety and the belief of em-
ployees that management suppresses technical dissent. That de-
mands attention by Congress, and it certainly demands attention
by the people who have oversight over this project.

Today, we will hear from two witnesses from the Department of
Energy, with responsibility for the safety culture at Hanford. We
will also hear from Bechtel, the prime contractor at the waste
treatment plant, and URS, the subcontractor to Bechtel, who is the
employer of both Ms. Busche and Dr. Tomasaitis.

I thank the witnesses for being here and look forward to their
testimony.

And we will begin with Mr. Eckroade and Mr. Moury. I will in-
troduce both of you, and you can take your oath.

And the reason I am a little frantic is that we are going to start
votes at 11:30, which is really going to mess this up, and this is
going to prolong the hearing in a way that did not seem efficient
to me.

And, since this is a Subcommittee about efficiency and effective-
ness in government, it is hard for me to accommodate what seems
to me an antiquated notion that members of the government can-
not sit at the same table with contractors. That flies in the face of
the reality that our government is filled with contractors working
side by side, sometimes indistinguishable from each other in terms
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of their work function and what they are doing. The notion that we
have to have two tables to make sure the government people do not
have to intermix with the company people seems to be somebody
holding onto some notion that makes no sense in terms of today’s
government and its operation.

But I know you two are not responsible for that decision, so I will
not yell at you. I will save my wrath for the person who actually
made that decision, which will come at a later time.

Mr. Eckroade is Deputy Chief of Operations, Office of Health,
Safety and Security at the U.S. Department of Energy. Mr.
Eckroade previously served as Principal Deputy Chief for Mission
Support Activities in the Office of Health, Safety and Security and
Director of the Office of Independent Oversight.

Matt Moury is Deputy Assistant Secretary for Safety, Security
and Quality Programs, Environmental Management at the U.S.
Department of Energy, where he executes operational safety and
awareness programs and oversees quality assurance programs. Mr.
Moury previously spent almost 20 years at the Defense Nuclear Fa-
cilities Safety Board, which we referenced earlier, where he led the
Board’s efforts to ensure the Department of Energy’s nuclear stock-
pile and defense nuclear research operations met health and safety
standards.

Thank you both for being here. It is the custom of this Sub-
committee to swear all witnesses, if you would stand.

Do you swear that the testimony that you are about to give be-
fore this Subcommittee will be the truth, the whole truth and noth-
ing but the truth; so help you, God.

Mr. ECKROADE. I do.

Mr. Moury. I do.

Senator MCCASKILL. Thank you both.

And we will begin with you, Mr. Eckroade.

Am I pronouncing your name correctly, I hope?

Mr. ECKROADE. Yes, Madam Chairman, you are.

Senator MCCASKILL. Thank you.

TESTIMONY OF BILL A. ECKROADE,! DEPUTY CHIEF OF OPER-
ATIONS, OFFICE OF HEALTH SAFETY AND SECURITY, U.S.
DEPARTMENT OF ENERGY

Mr. ECKROADE. Madam Chairman, Ranking Member Johnson
and Members of the Subcommittee, thank you for the opportunity
to provide testimony regarding safety culture and related issues at
the Department of Energy’s Hanford site, waste treatment and im-
mobilization plant, or WTP.

I would like to take a brief moment to describe the unique role
of the Independent Oversight Program within the Office of Health,
Safety and Security, which has conducted safety culture reviews at
Hanford and elsewhere. The mission of this program is to provide
DOE line management, Congress and other stakeholders with an
independent evaluation of the effectiveness of DOE policy and line
management performance in safety and security. This mission is
accomplished by conducting performance-based assessments de-
signed to verify the Department’s security interests are protected,

1The prepared statement of Mr. Eckroade appears in the Appendix on page 31.
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that the Department can effectively respond to emergencies and
the Department’s operations are conducted in a manner that pro-
tects its employees, the public and the environment.

Our team has completed two safety culture assessments at WTP,
one in 2010 and one in 2012. These assessments included inter-
views with employees of the Office of River Protection (ORP), and
the contractor, Bechtel National, Incorporated (BNI), as well as a
detailed review of their safety programs, processes and procedures.
Detailed reports of these assessments and their recommendations
have been provided to the Committee, and I will summarize their
findings briefly.

In the 2010 assessment, we found that most personnel who were
interviewed expressed that their managers encouraged a ques-
tioning attitude and that they were comfortable with raising safety
concerns. However, some individuals believed that there was a
chilled environment that discouraged reporting of safety concerns,
and some BNI employees expressed fear about retaliation. Our re-
port contained a number of detailed recommendations for both ORP
and BNI. Among those recommendations were that BNI strengthen
procedures for the resolution of nuclear safety concerns, identify
mechanisms to strengthen the trust among the workforce and bet-
ter communicate information to employees.

Two years later, in 2012, we performed a second comprehensive
assessment to measure the State of the safety culture at the WTP.
For this assessment, we engaged external independent experts
with extensive experience in safety culture reviews to complement
the highly experienced nuclear safety expertise of our staff. That
helped us more effectively diagnose the safety culture and at-
tributes at WTP and learn things we did not learn in our 2010 as-
sessment. In 2012, we found that most personnel at WTP believed
that safety was a high priority. However, a significant number of
Federal and contractor staff expressed reluctance to raise safety or
quality concerns. Fear of retaliation was identified in some BNI
groups. Employee willingness to raise safety concerns without fear
of retaliation is an essential element of a healthy safety culture.

Our conclusion was that significant management attention was
needed to improve safety culture at WTP. We found that, while
managers espoused support for a healthy nuclear safety culture,
they did not have a full appreciation of the current culture or the
nature and level of effort needed to foster a healthy safety culture.

We are currently conducting a followup assessment of safety cul-
ture at WTP, our third review. That review will be completed this
spring and a written report presented to management. We look for-
ward to sharing the results of that assessment with the Committee
when it is complete.

A strong safety culture starts with strong, ongoing support by
the most senior leaders of the organization. We want to assure the
Members of the Subcommittee that this is a very high priority for
Secretary Moniz and Deputy Secretary Poneman.

With the permission of the Subcommittee, I would like to intro-
duce for the record a copy of a September 20, 2013 memorandum
signed by both the Secretary and Deputy, titled “Personnel Com-
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mitment to Health and Safety through Leadership, Employee En-
gagement and Organizational Learning.”!

The memorandum provides a visionary leadership and a deep
personal commitment to building an organization we can all be
proud to work in. A vibrant and healthy organizational culture will
help the Department to achieve its national security, scientific and
environmental missions safely and securely. We are committed to
helping the Department achieve this goal.

. I would be glad to answer any questions that the Committee may
ave.

Senator MCCASKILL. Thank you very much. Mr. Moury.

TESTIMONY OF MATT MOURY,? DEPUTY ASSISTANT SEC-
RETARY FOR SAFETY, SECURITY AND QUALITY PROGRAMS,
ENVIRONMENTAL MANAGEMENT, U.S. DEPARTMENT OF EN-
ERGY

Mr. Moury. Well, good morning. Thank you, Chairman
McCaskill, Ranking Member Johnson and Members of the Sub-
committee.

I am here today to discuss the Department of Energy’s efforts to
improve workplace safety culture. In the interest of time, with your
permission, I would like to give a brief summary of my testimony
and then submit my full testimony for the record. Creating and
maintaining a robust safety culture, including a workplace where
all employees feel free to raise concerns, is essential to achieving
our mission at the Hanford site in Washington State and across the
DOE complex.

As you mentioned earlier, in terms of my background, I am an
engineer by training, and I have 30 years of experience in the nu-
clear field, including almost 20 years at the Defense Nuclear Facili-
ties Safety Board. I also began my career as a nuclear trained sub-
marine officer and recently retired with the Captain in the Navy
Reserves.

I spent much of my career working to ensure adequate protection
of the health and safety of the workers and the public. At DOE,
my office executes operational safety and awareness programs.

At DOE, we believe safety culture is best described as an organi-
zation’s values and behaviors that are modeled by its leaders, inter-
nalized by its members and serves to make the safe performance
of work the overriding priority to protect the workers, public and
the environment. Improving safety culture across the Department
remains a top priority.

In September of last year, as Mr. Eckroade mentioned, the Sec-
retary and Deputy Secretary of Energy reaffirmed their commit-
ment to health and safety in a memorandum to all employees. The
memo recognized that DOE can advance its challenging missions
only if it provides all employees a safe and healthy work environ-
ment and fosters a culture in which workers at all levels are em-
powered to raise problems, participate in the development of solu-
tionli and are engaged appropriately in decisions that affect their
work.

1The memorandum referenced by Mr. Eckroade appears in the Appendix on page 33.
2The prepared statement of Mr. Moury appears in the Appendix on page 35.
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In addition, DOE has taken actions to improve safety culture at
Hanford. Shortly after his confirmation, the Secretary of Energy
traveled to the site to gain a firsthand understanding of the tech-
nical issues at the waste treatment plant. The Secretary continues
to engage DOE senior leadership and employees to underscore the
importance of a robust safety culture.

In particular, the efforts taken over the last 2 years by DOE to
improve safety culture at Hanford are extensive and varied.

First, new leadership has been put in place. The new leadership
has the qualifications, experience and safety values to put the
waste treatment plant on a sustainable path.

Second, the Department clarified formal roles and responsibil-
ities for management in the waste treatment plant project execu-
tion plan, which is the DOE document that communicates to the
contractor project objectives and how they will be accomplished.
The Department also revised the waste treatment plant contract
performance evaluation measurement plan to better balance the
priorities and emphasize quality and safety culture elements.

Third, DOE implemented a safety culture oversight process at
the waste treatment plant. Senior management meets regularly
with contractor management to formally review the contractor’s
progress in executing its safety culture improvement action plan.
Likewise, senior headquarters managers meet with ORP managers
to discuss their progress and the progress of their contractors.

Fourth, the Department designed training to assist in reinforcing
a positive safety culture and engaged in an extensive effort to pro-
vide this training. Beginning in December 2011, a team of Federal
and contractor subject matter experts from across the Department
began to design, develop and deliver a course on safety culture and
provided that training to more than 1,800 of our senior Federal and
contractor leaders.

Rules and slogans do not drive culture change. Leaders drive this
change, personally. Leaders must recognize the message that their
actions will convey to their employees. This course was designed to
provide the tools necessary for leaders to improve our safety cul-
ture.

Finally, the Department is working to strengthen the avenues to
address issues raised by contractor and Federal employees. A com-
prehensive Issues Management System has been established at
ORP to ensure that new and previously identified issues are ad-
dressed and tracked to closure. The Department has also strength-
ened the Hanford Employee Concerns Program, hired a new Em-
ployee Concerns Manager at Hanford and continues to administer
its Differing Professional Opinion process, both of which provide
additional avenues for employees to raise issues.

Madam Chairman, with respect to claims of whistleblower retal-
iation by contractors, let me be clear. DOE is strongly committed
to a workplace where all workers, both Federal and contractor em-
ployees, are free to speak out. They are free to voice concerns or
lodge complaints without any fear of retaliation. Contractors are
statutorily and contractually bound not to retaliate against employ-
ees for protected whistleblower conduct.

While I cannot speak to the specifics of the claims under review,
DOE was not asked to and did not approve Ms. Busche’s recent ter-
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mination. This termination has raised questions about the poten-
tial of an improper reprisal for having raised health, safety or other
protected concerns.

For this reason, the Department has asked the Office of the In-
spector General (OIG) to review the circumstances surrounding the
termination of Ms. Busche. The Department will take appropriate
action based on the outcomes of any IG investigation.

In conclusion, while the Department has undertaken a broad
array of activities to improve its safety culture, there still is work
to be done. Safety culture is a continuum, and we continue to move
along this continuum as we strive to improve.

We recognize this is an ongoing process, a journey, not a destina-
tion and one which calls for continuous improvement. A safety cul-
ture built on these principles requires sustained effort by the De-
partment’s leadership and senior managers. The Department re-
mains fully committed to this effort.

Madam Chairman, this completes my comments. I would be
happy to answer your questions at this time.

Senator MCCASKILL. Thank you both very much for being here.
We appreciate it very much.

I, very rudely, blew right past my colleague’s and friend’s, Sen-
ator Johnson’s, opening statement. So I am going to defer my ques-
tions and allow him to go first in the spirit of bipartisan coopera-
tion that we try to work on in this Committee.

Senator JOHNSON. Nothing rude about it. I took no offense. I
know we are trying to hustle through this. So I appreciate you let-
ting me ask some questions.

Mr. Eckroade and Mr. Moury, both of you are talking about stud-
ies and processes and all kinds of, no offense, bureaucratic gobble-
dygook.

What I want to get to is I want to find out what control is in
place right now. You are the customer. You should be in control of
this process.

What should someone like Ms. Busche do? What course of action
should she be taking, and what kind of protections are available to
her in the Department of Energy, currently, Mr. Moury?

Mr. MouRry. Well, she should be—as I mentioned earlier, the De-
partment is fully committed to her being able to raise any issue
that——

Een:;itor JOHNSON. What was the first step she should have
taken?

Is there somebody in the Department of Energy, somebody at the
site, where somebody like Ms. Busche could go to and then really
be able to speak very freely and kind of establish, hey, listen, I am
a whistleblower; I need some protection?

Mr. Moury. Well, I mean there is certainly a series of steps she
can go through to elevate her concerns, first, starting with her line
organization, the people that she works for.

If she does not achieve satisfaction through them, I mean, clear-
ly, the best position we would be in is if the Department took those
issues and a contractor took those issues, tracked them, worked
them to closure and communicated the closure of those issues.

Senator JOHNSON. OK, but that did not happen.

So, if you are in a position as a whistleblower
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Mr. MOURY. So, if that did not happen

Senator JOHNSON [continuing]. You end up having to go to the
customer, the government. What system is in place right now to
address that type of situation?

Mr. Moury. Well, there are a number of different programs that
are available that——

Senator JOHNSON. Well, there is a problem right there—a num-
ber of different programs.

I mean, is there one specific approach that she should have
taken?

Is there somebody in the Department of Energy overseeing that
contract that she could have gone to, that everybody from the con-
tractor base knows that if I have a serious safety concern I go to
this office right there to get this thing taken care of?

Mr. MouURY. Well, the next step would be to go the Employee
Concerns Program that is out at the waste treatment plant that is
run by the Richland office. It is a combined Employee Concerns
Program. We have expended an incredible amount of time upgrad-
ing that program, as I mentioned earlier in my statement. So that
would be the next step.

How she pursues her issues is really up to her. It is up to the
individual. She can then take it to the headquarters and go
through the Department of Energy’s program, or she can go di-
rectly to the Department of Labor (DOL), if she feels the need to
raise her issues through those programs.

Senator JOHNSON. Do you know if she availed herself of any of
those programs?

Mr. MOURY. I am not aware of her availing herself of the Han-
ford Employee Concerns Program. I do know that she has used the
Department of Labor’s program. But other than that, I would have
to get back to you with more details.

Mr. Moury. OK. Mr. Eckroade, can you add anything to that?

Mr. ECKROADE. Ms. Busche, in the last couple of years, has used
the DOE headquarters Employee Concerns Program a number of
times. I am familiar with a couple of different employee concerns
that she has sent forward. Most dealt with her concerns with ac-
tions of her managers that appear to be retaliatory in nature.

She did use the mechanisms that were available to her to share
her concerns, and I was aware of some of those, as well as other
managers in the Department of Energy.

Senator JOHNSON. Now was she in a unique position in terms of
safety within the site, where her management, those contractors,
had to consult with the Department of Energy, the customer, prior
to her dismissal?

Mr. MouRry. The Department was not consulted nor did we ap-
prove the termination of Ms. Busche.

Senator JOHNSON. But was she in a position where according to
the contract, according to the rules, that she was supposed to—that
the Department of Energy should have been notified prior to her
dismissal?

Mr. MoOURY. I am not an attorney. As I mentioned before, I am
an engineer, not a contracting officer. I am not aware of the spe-
cifics of what was required prior to URS terminating Ms. Busche.
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Senator JOHNSON. Well, that would be a pretty significant con-
trol, I would think, from the customer on their contractor—that if
you have key safety positions, that prior to anybody—if one of
those safety officers is raising an issue, prior to any termination or
any type of action being dealt with that employee, the Department
of Energy would have to be consulted and would have to be brought
into that process.

I mean, does that control exist?

Mr. MOURY. I am not familiar with that specific element of the
contractor. What I would like to do with your permission is to take
that question for the record and provide you with an answer at a
later date.

Senator JOHNSON. OK. Mr. Eckroade, do you have—are you
aware of a particular control in place through the Department of
Energy, governing these contracts, of employees of the contractor
having a heightened status and because safety is such a huge
issue, that the contractor must consult with the customer, the De-
partment of Energy, prior to taking any employer action against an
employee?

Mr. ECKROADE. Just like my colleague, Mr. Moury, I am not a
lawyer as well, and I am not familiar with any departmental policy
that would govern the provision that you just mentioned.

Senator JOHNSON. OK. Can you point—because, again, we have
talked about all these studies. You were going to say, specifically,
this is what we have done. I just did not hear any specifics.

I heard, like I say, studies, processes, formal review systems.

I mean, specifically, what kind of controls are in place to afford
whistleblower protection, to ensure that people who have legitimate
safety concerns, where those concerns are adequately aired and ad-
dressed?

Mr. ECKROADE. I will just talk about my office.

The one thing that the Department has done is become aware of
the importance of a healthy safety culture in its organizations. A
few years ago, had the awakening when Mr. Tomasaitis raised his
issues and he was removed from his position and the Defense
Board raised concerns, and that was the beginning of our and my
office’s first review of safety culture.

We have learned about safety culture and how to assess it, but
the Department growing its competencies in this area as we under-
stand the results of safety culture reviews. We brought in external
experts from the Nuclear Regulatory Commission (NRC), who are
helping us understand this very different aspect of safety, including
things such as behavioral sciences that really help inform us about
how we have to interface and communicate with our employees
much better.

Although the Department has not reached maturity in healthy
safety culture, we are clearly learning the importance of it and
growing in our abilities to manage it, but we still have a lot of
problems left to manage.

Senator JOHNSON. The Department has been around how many
years? The Department of Energy—when was it created?

Mr. ECKROADE. If you go back to the Manhattan Project, a long
time.
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Senator JOHNSON. And it has been overseeing these nuclear
waste sites for how many years?

Mr. ECKROADE. Over 50 years.

Senator JOHNSON. And so now you are saying that the Office of
Health Safety and Security, 2 years ago, was just really kind of
coming into understanding and dealing with safety and security
issues.

Mr. ECKROADE. Right. The whole Department has really had an
awakening since the 2010 timeframe. We did not stick our heads
in the sand. We ventured out to try to learn about this. And we
are learning, and we are growing, but we are not mature.

Senator JOHNSON. I appreciate that you had an awakening 2
years ago, but what is shocking, literally—I have been in business,
and trust me, frequently, because of governmental actions, things
like the Occupational Safety and Health Administration (OSHA),
businesses have been concerned about safety and security for dec-
ades. It has been a top priority within the private sector.

It is a little mind-boggling and a little jaw-dropping that within
the Department of Energy, overseeing an incredibly complex—I will
give you that—very difficult issue.

I would not have to grapple with this. It has really been the last
couple of years that we are kind of pulling our heads out of the
sand and going, boy, we really ought to take a look at the safety
and security concerns.

I mean, I am just saying—just a commentary on that.

Mr. ECKROADE. Just one comment, if I could, sir. The Energy De-
partment has a very strong technical safety program. We have our
own internal regulations that drive a lot of very good aspects of the
occupational safety and health of our employees, and we had that
awakening about 20 years ago.

The issue of safety culture is very different. It is a new kind of
study of safety.

Senator JOHNSON. And what I am saying is in business the idea
of a safety culture is not new, not by any stretch of the imagina-
tion. You have to have specific controls so that your employees and
people that work with you know exactly what they need to do to
raise safety concerns so they can be addressed very quickly. That
is what has to happen.

But thank you, Madam Chairman.

Senator MCCASKILL. Thank you.

Assuming there are 10 minutes left on the vote, I am going to
go ahead and go.

Senator JOHNSON. Do you want me quick do it and come back?

Senator MCCASKILL. That would be great.

Senator JOHNSON. OK.

Senator MCCASKILL. She was a key personnel. She is still listed
on the contract as key personnel—Ms. Busche. And, as key per-
sonnel, she could not be fired without DOE approval.

We know that happened. We know she was fired without DOE
approval. What is the recourse DOE has against the contractor for
doing that?

Mr. Moury. Well, Bechtel provided to the Department a letter
that said they were going to be changing the key personnel list,
adding two and removing one. However, having said that, at no
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time was the Department asked or approved the dismissal of Ms.
Busche.

And, as I mentioned before, her dismissal did raise some con-
cerns about reprisal for the fact that she had been raising issues.
So that is why the Department has taken the step to engage the
IG to take a look at the circumstances surrounding her removal,
and if, in fact, reprisal is found to exist, then the Department will
take action.

Senator MCCASKILL. And what would that be?

Mr. MouRyY. I do not know exactly what those actions would be.
They would be dependent on the results of the review. I can get
back to you with the very specifics about the actions or the steps
that they could take.

Senator MCCASKILL. Does it surprise you that they, 2 weeks
after the Secretary, who I am a big fan of, Secretary Moniz—2
weeks after he signed the memorandum about safety and a culture
of safety, that they would choose that time to get rid of Dr.
Tomasaitis and then just a few months later fire Ms. Busche?

Do those seem to be the actions of a contractor that is concerned
about a culture that welcomes whistleblowers?

Mr. MouRry. I do not know the specifics of Ms. Busche’s termi-
nation. I believe you will have to ask the next panel to get into
some of the specifics of why she was fired.

Senator MCCASKILL. I am sure that we will not get into the spe-
cifics because I am sure that they will say it is in litigation.

Mr. MouURY. We have certainly made it very clear to our contrac-
tors that reprisal against whistleblowers or people raising issues is
totally unacceptable. We have different processes available to us if
we do find that retaliation has occurred.

Senator McCASKILL. That is what I am going to really watch
carefully

Mr. Moury. That also includes award fees.

Senator MCCASKILL [continuing]. Because you did the report in
2012. Now you are doing another one. You have called the IG.
Meanwhile, the money keeps flowing, costs keep escalating, per-
formance bonuses keep being given.

At some point in time, the customer here needs to do something
other than ask for another report because, clearly, it does not ap-
pear that even the Secretary of Energy issuing a memorandum had
much of a chilling effect on the company doing what they had to
know was going to be two high profile dismissals. There are no two
people at that plant that had a larger profile for having the cour-
age to stand up on technical safety issues than those two people.

Would you disagree with that statement, either one of you?

Mr. MoURY. No.

Senator MCCASKILL. After the Secretary of Energy, the most
powerful person in the country in regards to their contract, signs
a written memorandum basically saying, we cannot have this kind
of culture, they say, you know what, we are going to get rid of the
two biggest, highest profile whistleblowers in the whole Hanford
treatment facility.

And then let me ask you about the next piece of this.
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Have you all discussed—and this may be for someone other than
the two of you, but—this notion that contractors can litigate on our
dime?

Do you know how much we have forwarded them for legal costs
at this point surrounding the dismissal of these two people?

Mr. MOURY. I do not have that information with me. We can pro-
vide that information to you at another time.

Senator MCCASKILL. The notion that they defend themselves
without telling you they were firing her, they sent in something
that they are going to try to argue, I am sure, means they were
getting rid of her, but they did not tell you that. They just said
they were changing key personnel.

These cases go on for years, millions of dollars in legal costs, and
at the end of that, if they settle the case without admitting any
wrongdoing, then the taxpayer stays on the hook, correct?

Mr. MOURY. I am sorry, Madam Chairman. Would you repeat
that last piece?

Senator MCCASKILL. At the end of a lengthy litigation——

Mr. MouRy. Correct.

Senator MCCASKILL [continuing]. With expensive lawyers being
paid by the government, if they settle at the end of this lengthy—
or if they wear down the other side because the other side does not
have the resources the U.S. Government has—you can imagine if
you are an individual trying to sue a company that is being
bankrolled by the U.S. Government.

I mean, talk about hard.

So there is a concept in litigation called wearing them down. Pa-
pering them to death. Overwhelming them with the resources of
one side versus the other side.

So let’s assume just a hypothetical case, not these individuals
and a hypothetical case. They wear someone down 5, 6, 7 years. Fi-
nally, the person on the other side is out of money. Their lives have
been on hold. Their careers have been on hold. And many times,
they settle because they cannot go on anymore.

And, if they settle and the defendant does not have to admit any
kind of wrongdoing, then we stay on the hook. We end up having
to cover all of those costs.

Should there be something that would incentivize litigants that
we are funding, that if it goes past a certain time or a certain
amount of money spent, that they have to have skin in the game
in this legal fight?

Mr. Moury. Well, I would say, Madam Chairman, that the costs
to the contractor is not a done deal. It is up to the contracting offi-
cer to determine whether the legal costs are appropriate in the
event that a case is settled. Whether they will be fully allowable
or partially allowable is up to the contracting officer.

Senator McCASKILL. Well, that is good to know because I will
have some questions for the contracting officer on this case.

What if we had a rule that if you did not inform DOE, your cus-
tomer, that you were firing key personnel that you had to absorb
all the legal costs of litigation surrounding that firing yourself and
not ask the government for reimbursement?
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Mr. MOURY. I mean, that is an interesting concept. I would like
to spend some more time thinking about it, and maybe we can pro-
vide you with some additional details.

Senator MCCASKILL. There just seems to be something wrong
with this.

Mr. MOURY. Our system is also based on the presumption that
our contractors are not liable based on an assertion by the contrac-
tor’s employees.

Senator MCCASKILL. Of course not, and nor would I want there
to be an assumption.

I just know that in terms of resourcing litigation this is not an
even playing field, and the way it is set up does not incentivize a
quick resolution of the dispute. It incentivizes lengthy litigation as
opposed to a quick resolution.

And it seems to me that we could work on doing something in
that regard that might level the playing field slightly——

Mr. MOURY. Yes.

Senator MCCASKILL [continuing]. So that everyone had an oppor-
tunity to actually have their case adjudicated by an impartial jury.

Mr. MouRry. Right. Ma’am, I understand——

Senator MCCASKILL. The vast majority of these never get there.

Mr. MouRry. Thank you, Madam Chairman.

I understand your frustration, especially with the length of time
that some of these issues take to be resolved.

We do follow the processes that were set up by Congress, and we
are always looking for ways to improve the Department’s processes,
and the whistleblower is one that we are also looking at also.

Senator MCCASKILL. We have discussed earlier today the Defense
Nuclear Facilities Safety Board. I did not realize at the time that
you had given so many years of service there and to your country
in the military.

You are the perfect witness to ask this question of. Why couldn’t
we give DNFSB some kind of jurisdiction as a third party oversight
on a facility like Hanford?

Mr. MouRy. This is a little bit outside of what we were going to
talk about today.

I would say that the Board, in all my tenure there—I have been
gone for a number of years. But it was really focused on the role
of the Board to help the Department complete their mission, and
in that context, their evaluations are based on the Department’s re-
quirements and evaluating the implementation of those specific re-
quirements.

So to give them a separate, independent role—I think it removes
what the purpose of the Board was put in place for when they were
first established back in 1988.

Senator MCCASKILL. At the end of the day, this controversy boils
down to technical concerns, highly technical concerns, by two pro-
fessionals in the field that had been given positions of great trust
by your contractors.

Do you feel comfortable, Mr. Moury, that their technical concerns
have received the airing that they should? And, as somebody with
your background, you know that they are not alone in the field
with some of the technical concerns that they expressed.
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Mr. Moury. Well, we have asked the contractor to put a consoli-
dated list of all the issues that both Dr. Tomasaitis and Ms. Busche
have voiced. I am well aware of many of those issues, and many
of those issues were raised by other people and are being pursued.

Once we have that list, we will evaluate them based on the tech-
nical merit of the issues that they have raised and make a deter-
mination at that time. But those issues are being worked.

I mean, many of these issues—since this is a one-of-a-kind facil-
ity, it is incredibly complex. The technical issues are very complex,
and they take a long time to resolve.

So sometimes our failure is in the fact that it takes us—we have
not in the past done a good job of getting the word back to the peo-
ple that are raising these issues on where exactly in the process
resolution of their issues stands, and that is one of the key things
that we have been working on.

And I think it is important to preventing this chilled work envi-
ronment, to make sure that people understand where those issues
are being addressed and that they are not being ignored.

Senator MCCASKILL. Either of you, are you familiar with the peo-
ple that have been tasked with their responsibilities now at Han-
ford?

Mr. ECKROADE. Could you be a little more specific?

Senator MCCASKILL. The two jobs that they were removed from,
two very important jobs, one in the technical capability and one in
the safety EM capability. They were both high-level people at that
facility. Who has replaced them; do you know?

Mr. ECKROADE. I am not aware.

Mr. MoURY. I do not know the answer.

Senator McCASKILL. Have you heard anything from either of
those people about any of the same concerns?

Mr. MoOURY. The people that replaced them?

Senator MCCASKILL. Correct.

Mr. MouRy. I have not heard anything. I am not sure who is re-
placing those two individuals.

Senator McCASKILL. OK. Would it be a smart thing for the De-
partment of Energy to go to their replacements and go through
that list of concerns and see if they have the same ones, to take
the impetus yourselves to ask those questions?

Mr. Moury. Well, I think it would be appropriate certainly to
work with them and go through this list of issues and to determine
the validity of those technical issues. I think that is fully appro-
priate.

Senator McCASKILL. If you did that, if you took the impetus to
do that, that would remove the necessity of them being branded as
whistleblowers, and it would also give credibility to the concerns
that were raised in the first place—that you were asking about
those same concerns.

In other words, you cannot just replace these two people and
have the concerns go away.

Mr. Moury. That is correct.

In the real world, I mean, I understand the benefit that whistle-
blowers have provided to our country on a number of different
areas.
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If we were in an ideal world, we would have very few whistle-
blowers because when their issues are raised initially at those
lower levels we would address them; we would track them to clo-
sure; we would keep them informed of how we were progressing.

And that whole process is something that we have been expend-
ing a lot of time trying to strengthen.

Senator MCCASKILL. I appreciate very much.

I have to go vote. If you have more questions, great. If not, this
is the introduction for the two witnesses that will—

Senator JOHNSON. You want to hear the testimony, right?

Senator MCCASKILL. No, you can go ahead. I have read it.

Senator JOHNSON [Presiding.] Well, thank you. I will, I guess,
dismiss you two.

Senator MCCASKILL. If you would not mind staying, in case we
have questions after the other two witnesses testify, we would real-
ly appreciate it.

Mr. ECKROADE. Certainly.

Mr. MOURY. Yes, ma’am.

Senator JOHNSON. OK. So I will ask the other witnesses to come
forward then.

Again, thank you for being willing to appear before our Sub-
committee.

Our first witness is James Taylor. He is Senior Vice President,
Global Management and Operations Services at URS Corporation,
where he oversees strategic initiatives, business development ac-
tivities and administrative and operations support functions. Mr.
Taylor leads the business unit responsible for URS’s work at the
waste treatment plant at Hanford. Mr. Taylor has 26 years of expe-
rience in the nuclear industry, including as Director of the Savan-
nah River National Lab.

So, Mr. Taylor, welcome.

And our second witness is Michael Graham. He is the Principal
Vice President at Bechtel National, Inc. Mr. Graham has worked
at four major Department of Energy sites across the country and
previously led a project to evaluate the impacts of Hanford waste
on groundwater in the Columbia River.

So, again, it is the tradition of this Subcommittee to ask people
to swear in, so if you would stand.

Do you swear to tell the truth, the whole truth and nothing but
the truth?

Mr. TAYLOR. I do.

Mr. GrRaHAM. I do.

Senator JOHNSON. Mr. Taylor, why don’t you start your testi-
mony?

TESTIMONY OF JAMES N. TAYLOR,! SENIOR VICE PRESIDENT,
GLOBAL MANAGEMENT AND OPERATIONS SERVICES, URS
CORPORATION

Mr. TAYLOR. Good morning, Ranking Member Johnson and Mem-
bers of the Subcommittee. Thank you for the opportunity to appear
before you today.

1The prepared statement of Mr. Taylor appears in the Appendix on page 40.
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My name is James Taylor. I am the General Manager respon-
sible for the environmental cleanup work under URS’s Energy and
Construction Division, the role I assumed in January of this year.
I am grateful to lead a team of nearly 20,000 dedicated profes-
sionals working at 18 major cleanup projects in the United States
and abroad. My business unit is responsible for our work on the
waste treatment plant at the Department of Energy’s Hanford nu-
clear site in Richland, Washington. I would like to provide you a
brief introduction to the work we do at the waste treatment plant
and discuss our companywide commitment to safety. I also want to
be very clear. URS has zero tolerance for retaliation against whis-
tleblowers. This is firmly embedded in our company’s culture and
goes hand in hand with our dedication to safety.

As you are aware, projects at the Hanford site are intended to
address once-in-a-lifetime environmental challenges, and we will
eventually build a one-of-a-kind facility. There are currently more
than 56 million gallons of nuclear waste stored in underground
tanks at the Hanford site. The waste is a byproduct of nine nuclear
reactors that operated at Hanford from World War II through the
Cold War. Some of these tanks were constructed as early as the
1940s, and many are well beyond their design life.

When operational, the waste treatment plant will be the first
chemical waste processing facility in the world with the capacity to
separate and stabilize nuclear waste. Our role at the waste treat-
ment plant is to work with Bechtel, DOE’s prime contractor at the
site, to design, construct and startup this treatment facility. We
work under the direction of DOE and Bechtel. DOE is charged with
managing the Hanford site and has the ultimate authority over the
project from design to completion.

It is imperative that we continue to develop and implement the
technology needed to process this waste and complete the waste
treatment plant as soon as safely possible.

Understanding the unique safety and environmental demands of
this project, we listen very seriously to feedback from congressional
leaders, experts in the field, our employees, and members of the
public, and we are always open to new ideas.

I know how important it is to get this right from a national per-
spective but also from a local perspective. Hundreds of our employ-
ees live and work in this community, and no one is more committed
than we are to the success of the waste treatment plant.

We are proud of the safety record that we have built over many
years at many facilities in the United States and abroad. We know
we need to remain ever-vigilant to protect and extend that record,
which is why our corporation, our corporate culture, makes safety
our highest priority.

URS encourages its employees to raise safety concerns, and we
are methodical in addressing the concerns they identify. We work
closely with our employees to promote an open atmosphere because
the complex issues we tackle demand a questioning attitude and
creative solutions. Critical feedback and dissent are vital parts of
our process, which is one of the reasons we encourage employees
to raise concerns and challenge the status quo. We address all
identified concerns and value these important contributions to our
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safety culture. We also continue to improve the safety culture at
the waste treatment plant through internal and external reviews.

Ms. Busche joined the waste treatment plant project in March
2009. On February 18, 2014, Ms. Busche’s employment was termi-
nated for cause due to her conduct and behavior. Ms. Busche was
not retaliated against because she raised safety concerns. Given
the privacy interests at stake and the pending litigation relating to
Ms. Busche’s employment, I am limited in what I am able to say
about this matter. I can say with confidence, however, that URS
counts on our employees working at the front lines to remain vigi-
lant about safety. For this reason, we have effective policies and
procedures in place to encourage employees to raise safety concerns
and a zero tolerance policy against retaliation to protect them when
they do.

I am proud of the work we at URS do to address some of our
country’s most difficult environmental challenges. We will continue
to work with DOE and others to ensure the waste treatment plant
is designed and constructed safely with the best available tech-
nology.

Thank you for the opportunity to participate in this hearing, and
I am happy to answer your questions.

Senator JOHNSON. Thank you, Mr. Taylor. Mr. Graham.

TESTIMONY OF MICHAEL GRAHAM,! PRINCIPAL VICE
PRESIDENT, BECHTEL NATIONAL, INC.

Mr. GRAHAM. Senator Johnson, I am Michael Graham, Principal
Vice President of Bechtel National, Incorporated.

Bechtel designed and engineered the defense waste processing fa-
cility at the Savannah River site in South Carolina. It is the only
plant in the Nation that currently converts liquid high-level nu-
clear waste into solid glass, a process known as vitrification. This
is the same process that will be used at WTP.

The waste treatment plant at Hanford is being designed and
built to meet a U.S. Government commitment to the State of Wash-
ington to immobilize the highly radioactive waste stored in 177
aging underground tanks. These legacy tanks of World War II and
the Cold War date back to the 40s, and 67 of these tanks have been
reported to have leaked over a million gallons of radioactive waste.
The plant will take the radioactive tank waste, mix it into glass
and package it into robust containers for permanent disposal.

This mission to safely dispose of the radioactive waste that has
been accumulated over generations is a challenge that has been
handed to our generation by our parents and our grandparents. It
is, and will continue to be, difficult, costly and time-consuming ven-
ture. We owe it to our children and our grandchildren to undertake
this task and to bring it to successful conclusion.

An essential element of our success in completing technically
challenging projects like WTP is creating and maintaining a strong
safety culture that values a questioning attitude toward technical
and safety issues. Raising and resolving technical issues is an inte-
gral part of our fundamental work process. All personnel are ex-

1The prepared statement of Mr. Graham appears in the Appendix on page 45.
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pected to fully and collaboratively participate in the identification
and resolution of issues and concerns.

In most instances, differences in professional opinions are re-
solved as a routine part of interactions between colleagues and
management, but if these interactions do not effectively address a
question, there are multiple avenues for project personnel to raise
issues and concerns.

The first is the Project Issues Evaluation Report (PIER) process.
It is a tool for managing WTP’s technical issues and opportunities
for improvement. Issues raised in the PIER process are fully trans-
parent to the Department of Energy. This readily available process
provides a mechanism for the resolution of any and all issues, be
they raised by a project personnel or an external reviewer.

The next level is the Employee Concerns Program (ECP), and it
provides all personnel at WTP with an independent avenue for re-
porting and resolving concerns.

And yet another level is the Differing Professional Opinions
(DPO) process. This process is a formal mechanism for WTP per-
sonnel to resolve questions and concerns about the adequacy of the
technical design or if there is a legitimate disagreement regarding
the appropriate technical path. The DPO process provides a formal
review of the disputed issues by a technically qualified and inde-
pendent panel with oversight by a DPO review board.

So, collectively, these represent a robust, best-in-class process for
identifying and tracking and resolving issues and concerns.

I can assure you the WTP project will not be completed until all
open technical questions have been resolved to the satisfaction of
our team and the Department of Energy. The facility will then un-
dergo a rigorous multiyear operational readiness review process.
Operational testing will use surrogate materials to demonstrate
that the plant will safely operate as designed and will be performed
before any hot nuclear operations can begin.

This process took many years to complete when DWPF, the plant
in South Carolina, was started up in the 90s.

Finally, you have asked what role our company had in Ms.
Busche’s dismissal. Ms. Busche was an employee of URS, and URS
alone made the decision related to the termination of Ms. Busche.
It is my understanding that we were informed by URS that they
were considering terminating Ms. Busche’s employment for cause.
I also understand that we were informed by URS that they in-
tended to proceed with termination, and we received a letter from
URS, formally notifying us of Ms. Busche’s departure, which we
then forwarded to the Department of Energy.

We at Bechtel are extremely proud of our work at Hanford. It is
an honor to serve as the government’s lead contractor for this vi-
tally important project. We welcome thoughtful criticism as a
foundational component for our commitment to continuing improve-
ment.

It is important to note that there are many enormous successes
at the WTP project, and we are committed to reaching that day
when the plant is operating and safely processing nuclear waste to
protect the Columbia River and the people of the Pacific Northwest.

Thank you.

Senator JOHNSON. Thank you both for your testimony.
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Let me just first ask, were either of you in the room when we
were talking with Ms. Busche?

Mr. TAYLOR. Yes, sir.

Senator JOHNSON. Anything from that discussion that you want
to respond to, Mr. Taylor?

Mr. TAYLOR. Yes, I only heard the very end of her testimony. I
do not have any comments from that.

Senator JOHNSON. Mr. Graham.

Mr. GRAHAM. Was your question, was I here at the earlier ses-
sion roundtable?

Senator JOHNSON. Correct.

Mr. GRAHAM. I was not, sir.

Senator JOHNSON. Oh, OK.

There was, let’s say, a description of—I would call it—regulatory
capture or basically that the contractors themselves so overwhelm
the Department of Energy, in terms of design and safety concerns,
that it almost renders the Department of Energy moot in terms of
their safety concerns. Would you agree with that assessment?

Mr. GRAHAM. I would not. I think there is adequate oversight by
the Department of Energy. I have worked at a number of the sites
1and in partnership with DOE to work on these very difficult prob-
ems.

Senator JOHNSON. Mr. Taylor.

Mr. TAYLOR. I agree. I think there is adequate oversight by DOE.
We certainly focus on our oversight of our projects.

Senator JOHNSON. Mr. Graham, it sounded like you were in-
formed by URS that Ms. Busche was going to be terminated and
the1‘1> you reported that to the Department of Energy. Is that cor-
rect?

Mr. GRaHAM. That is my understanding, yes.

Senator JOHNSON. Is that your duty under your contract?

Because 1 was asking the folks from the Department of Energy
and they did not seem to be aware of any kind of contractual or
legal obligation of let’s say a protected bunch of employees for a
contract, dealing with safety, to notify the Department of Energy.

Is it your understanding that there is that contractual obligation
or legal obligation?

Mr. GRAHAM. It is my understanding that there is not a contrac-
tual obligation for us to get DOFE’s approval if we are dismissing
an employee for cause.

Senator JOHNSON. Regardless of what position that employee
may be in?

Mr. GRAHAM. Yes, sir.

Senator JOHNSON. OK. Well, that creates a problem for a whis-
tleblower if it is a safety issue because a company could always
then not notify and take the position that you are obviously taking
in this case, that the termination was for cause. Is that a little bit
of a problem in the control process there?

Mr. GRAHAM. I think this is a very interesting situation.

And, again, this was a URS employee, and URS took the action.
We were informed.

Senator JOHNSON. Let me state, as I did in that earlier meeting,
I do not think this is the place to adjudicate an employer-employee
dispute. To a certain extent, that is part of this issue, but you also
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have the very legitimate concerns of whistleblower protection and
raising safety issues that, I mean, I would like to think that every-
body working on this project is highly concerned about.

So let’s go into the types of controls that should be in place.

Mr. Graham, you talked about a number of steps that somebody
who has a safety issue or concern can go through. At what point
in those areas—because it sounded like there was the PIER and
then you had the Employee Concern avenue appeal to an inde-
pendent body. I mean, what independent body?

Mr. GRAHAM. So, if there is an issue that raises to a differing
professional opinion, then resources outside the project with known
expertise in these areas are brought in to help resolve the issue.

Senator JOHNSON. But who pays for those resources?

Mr. GRAHAM. My understanding is that is paid for by the project
as an allowable cost.

Senator JOHNSON. So, really, it would be the contractor employ-
ing or contracting with the subcontractor to provide that expertise.

Mr. GRAHAM. Right.

Senator JOHNSON. There would probably be some issues of inde-
pendence there, wouldn’t you agree?

Mr. GraHAM. Well, I think all of our processes are very trans-
parent.

And so, just as we have done in the commercial nuclear industry,
that first tier of the opportunity for people to raise concerns is a
very low-threshold, high-volume process. And so it has in there
issues like they do not like somebody smoking at the work site to,
other concerns about safety or other things. And those are all
tracked to closure, and all those will be reviewed before the plant
enters into any kind of a startup phase.

Senator JOHNSON. Reviewed by whom?

Mr. GRAHAM. So it is reviewed by the Department of Energy——

Senator JOHNSON. OK.

Mr. GRAHAM [continuing]. And by our management team.

Senator JOHNSON. So somebody who has a real safety concern
and goes through these processes can be assured that the Depart-
ment of Energy is going to be well aware of somebody raising an
issue.

Mr. GRAHAM. Absolutely.

Senator JOHNSON. I was certainly concerned about just differing
professional opinions, and we talked about the Fukushima site
where apparently the experts back in the design phase said we
should have built higher tsunami walls to protect the diesel gen-
erators, the cooling generators.

I have spoken with some nuclear experts in the past, that that
instance has resulted in really a different design idea, that what
we ought to do is just put a big ole tank of water over the reactor
so it can be filled with any power source. To me, that makes a lot
of sense.

Now there is a difference of expert opinion prior to, basically, a
continuous improvement process where you actually have an in-
stance that says, well that would not have worked either; this
works better.
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Describe the resolution in differing professional expert opinions
which can be pretty strongly held? How do you resolve those
things?

Who in the end is the arbiter? Who makes the decision on what
could be some very strongly held differences of expert opinion?

Mr. GrRaHAM. Well, I think, at the end of the day, we are the
project manager, and we would take our recommendations forward
to the Department of Energy, and we would gather input from the
best and brightest.

As we talked about, this is an incredibly complex plant. And so
I think just to put it into perspective, the footprint of WTP is over
60 acres, and the Pentagon sits on about 41 acres. So it is huge.

Senator JOHNSON. But in the end, it would be the Department
of Energy. If you have a pretty close call, a technical issue——

Mr. GRAHAM. Right.

Senator JOHNSON [continuing]. If there is a difference opinion
and a decision has to be made, is that the contractor that makes
the decision on that, or is it the Department of Energy that in the
end is the customer and makes the final call?

Mr. GraHAM. It would be our recommendation with DOE’s ap-
proval.

Senator JOHNSON. So you would make a recommendation, but
DOE in the end has control of the process. They will decide be-
tgeen the alternatives based on the information you are providing
them.

Mr. GRAHAM. And with a lot of input from the external Defense
Board and others.

Senator JOHNSON. Again, I understand the constraint here,
which is the reason this is not a very good place to adjudicate the
employer-employee issue here. But, within that constraint, can you
describe to me; what is the area of disagreement between the two
whistleblowers that we talked to earlier and Bechtel or URS and
the Department of Energy in terms of the safety issues? Can you
at least describe that?

Mr. GRAHAM. I am obviously not steeped in all the details of that
plant and these issues, but I can give you a landscape picture.

The issues, as I understand it, that have been raised by these in-
dividuals are, as was stated earlier, issues that other people have
also raised. I can assure you that each of these issues is being for-
mally tracked and will be tracked to closure in those systems that
I described.

Senator JOHNSON. Mr. Taylor, do you have anything to add
there? Can you get a little more specific in terms of what is the
issue at hand?

I mean, we heard some pretty scary things about hydrogen explo-
sions and some relatively scary issues being raised here.

Mr. TAYLOR. Senator, I, unfortunately, cannot get into more de-
tail. I just took over the position as General Manager approxi-
mately 8 weeks ago.

I have asked my Executive Vice President to go investigate the
concerns that were raised, the nuclear safety concerns at the site.
He has investigated those. What I am told is that all of the issues
that have been raised are being tracked and corrective actions put
in place and that it is a work in progress.
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Senator JOHNSON. And when you say tracked, this is going to be
going through a process that is very transparent, and the Depart-
ment of Energy is well aware of these things, correct or incorrect?

I mean, is this just being tracked internally within the contractor
and subcontractor base, or is the Department of Energy fully en-
gaged, fully looking over your shoulders in terms of what issues are
being discussed, what concerns are being raised?

Mr. TAYLOR. I have not been engaged at that level of detail to
know the details of the list, but I have been told that they are
being tracked.

Senator JOHNSON. But, again, when you say tracked, that means
flﬁll transparency and the Department of Energy being involved in
these.

Mr. TAYLOR. That is correct. That is my understanding.

hSeglator JOHNSON. Mr. Graham, do you have anything to add to
that?

Mr. GRAHAM. No, that is correct.

Senator JOHNSON. Mr. Graham, you were talking about—I think
it was you.

No, actually, Mr. Taylor, you were also Director of the Savannah
River National Lab.

One of the questions I had during the earlier session was, is
there—it sounds like those cleanup sites are progressing. The
p}!lants have been constructed. We are actually solving the problem
there.

Is there something dramatically different at the Hanford site
versus other sites that are currently operating?

Mr. GRAHAM. I can provide a little background on that. The Han-
ford site used five different processes to separate the plutonium
through the years. The Savannah River site had one. And so the
complexity of the 56 million gallons of waste that is sitting in these
failing tanks is much more complicated than it is at Savannah
River.

And so even though the fundamental aspect of making glass is
well understood and is operating well within Savannah River,
these different processes in the early days of the Manhattan
Project makes this a much more challenging project.

Senator JOHNSON. Would either of you be willing to, or care to,
comment on your own evaluation in terms of the expertise that re-
sides within the government agencies that are involved with you?

Does the government have enough resources?

Do they have manpower?

Do they have the requisite skills of the people in the position to,
with transparency, with tracking process, really understand what
the issues and be in the position that when you make a rec-
ommendation on different ideas in terms of how to handle these
problems, that in the end the Department of Energy is well enough
versed and has the expertise to make the intelligent decision there?

I realize that might be kind of a difficult question to ask, but

Mr. GRAHAM. No, actually, I think absolutely.

I personally know Kevin Smith who is the head of DOE’s oper-
ation at Hanford for the Office of River Protection. I had the honor
of working with him when I was at Los Alamos, managing the
cleanup of that site.
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I have had a lot of experience with the Department of Energy
Environmental Management over the years, and they have a depth
and breadth of expertise that I know that the Japanese, when they
had their issues with Fukushima, turned to the Department of En-
ergy here for support.

Senator JOHNSON. Mr. Taylor.

Mr. TAYLOR. I think the Department of Energy has significant
resources, No. 1. They are well trained and qualified.

Many of the DOE folks have worked in the commercial world. So
they have worked for contractors like Bechtel and URS.

So I would agree that they have the expertise to work with the
contractors and provide good oversight.

Senator JOHNSON. Again, you are probably not the best people to
ask this question. But, can you think of anything in the Depart-
ment of Energy or any of the government agencies overseeing your
work, any controls that are in place that simply do not work or
that are just burdensome, that could be replaced by better controls
that would provide better transparency and certainly address and
protect whistleblowers?

Mr. GrRAaHAM. I do not have anything that comes to mind at this
point.

Senator JOHNSON. One of my concerns is the disparity of just
who pays legal fees. As it was described in the earlier meeting, the
legal fees to mount a defense for the contractors is really reim-
bursed by the government. The whistleblowers themselves, appar-
ently—I would imagine it is because they were terminated with
cause—have no one in terms of paying for legal fees, which ends
up really putting them at huge disadvantage.

Do you agree with that fact, that it puts them at a disadvantage?

Is there a better process for whistleblower protection potentially
right within the Department of Energy?

Mr. GrAaHAM. I think we would be happy to engage in those dis-
cussions, but I did not come prepared to talk about that aspect of
this situation.

Senator JOHNSON. OK. Mr. Taylor.

Mr. TAYLOR. I do not have anything to add.

We could provide our technical experts inside our company to
support you on that.

Senator JOHNSON. I think that is really what we have to—I think
this Committee really has to be taking a look at that and how can
we offer the appropriate whistleblower protection and how can we
ensure safety.

To me, the government is the customer, and they ought to be in
charge. That is certainly the way it was in my business.

I mean, we had pretty well—when our customers said jump, we
jumped, and we did what they required.

So we surely want to look—but, again, I want to design these
things to facilitate safety, as cooperative a process as possible.

I would like to just turn to, from my standpoint, a little bit of
a conundrum certainly that I would be concerned about—trying to
find any company willing to work on this project. This is a once-
in-a-lifetime problem. It is a very difficult problem.

How many companies in the world could be viewed as viable con-
tractors to do something like this?
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I mean, what is the universe, the known universe, of potential
suppliers here?

Mr. TAYLOR. I think if you look at the companies that have the
expertise, the capabilities and experience to do this work, there are
only a handful.

I think that URS, from an operations standpoint and startup and
test of significant facilities like this, we are one of the leaders.

I think Bechtel in the same sense; when it is doing the engineer-
ing, procurement, construction, they are known to be the best in
the world.

And, if you look outside that, there are other companies that op-
erate similar facilities. For example, in France, there is Areva. And
I know there are other companies outside, in Japan and other
countries, that also have that capability.

But, in the United States, it 1s a very small group, and I would
say that URS and Bechtel are the leaders in this business.

Senator JOHNSON. Do you know of any companies that might
have the capability that just refuse to do it, or started working on
a project like this and just walked away out of sheer frustration
and mounting losses? Did that ever happen?

Mr. TAYLOR. I am not aware of that happening.

Mr. GRAHAM. I am not aware.

I would just say that, we are—and I will not speak for URS, but
I think we are fully committed to this really critical and difficult
mission, and we have thick skins, and we are going to stick it out.

Senator JOHNSON. This is kind of harkening back to the hearing
we had back in June, but just refresh my memory. Talk about how
these contracts are tailored. What is the review process? How often
are they renegotiated? What are the cost escalator provisions?

Can you just really kind of describe in detail how this all comes
about and how it is managed on an ongoing basis?

Mr. GRaHAM. Well, yes, and I was here in June when we dis-
cussed this.

The original contract for waste treatment plant was for to fast-
track a pilot plant to get on with the waste. That scope was ex-
panded, and it now includes the future larger plant that was going
to be a phase two. So it was to do it all at once.

That change was managed through a very formal change man-
agement program for contract management within DOE. And so all
changes in scope, all issues associated with managing through
these complex things are handled through formal change control
with approval of the contracting officer for the Department of En-
ergy.

Senator JOHNSON. Are those all cost-plus contracts?

How do you——

Mr. GRAHAM. This particular contract is cost-plus.

Senator JOHNSON. What is the plus?

I mean, what do you expect above your costs?

What do you—and, again, your costs are fully loaded? I mean, is
that a full costing system then plus a profit?

Mr. GRAHAM. Incentive fees or—right. But the cost is our cost of
our materials and people.

Senator JOHNSON. So, in terms of your contract so far, how much
have you been paid by the government?
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Mr. GRAHAM. I would be glad to provide for the record later. I
am not prepared to answer that today.

Senator JOHNSON. I would appreciate that information.

And do you have any sense for just your percent profitability?

Mr. GRAHAM. I do not.

Senator JOHNSON. What is the plus of the cost-plus? Do you
know what that percentage is that is called out in the contracts?

Mr. GraHAM. I do not.

Senator JOHNSON. OK. Well, again, I would certainly appreciate
that for the record.

Mr. GRAHAM. You bet.

Senator JOHNSON. With that, Madam Chairman, I will turn it
back over to you. Thank you.

Senator MCCASKILL [Presiding.] Thank you very much. Thank
you for helping us accommodate, and thank you all for helping us
accommodate, an aggressive schedule of voting at the same time
that we are trying to have hearings with people who have dis-
rupted their schedules to accommodate ours.

So it is the chaos of the scheduling of the Senate, and I apologize
for it.

Let me first make sure I understand both of your positions, espe-
cially URS.

Mr. Taylor, about notification of DOE about removing two folks—
both of you should answer this.

About what you feel like your legal obligation is in terms of noti-
fying your customer over firings of two people who had a very high
profile in terms of discussing technical concerns relating to safety,
do you feel that either of you had an obligation to tell DOE that
you were letting these folks go?

Mr. TAYLOR. I will speak to Ms. Busche. Out of courtesy, we rou-
tinely notify our customers if we have significant issues—for exam-
ple, in regards to Ms. Busche, we did have some individual raise
concerns about her conduct and behavior, and they were severe.

And, basically, I needed to notify DOE to let them know because
Donna is a key person, because these are severe claims against her.
I needed to let them know, especially given that she is a whistle-
blower.

Absolutely, we do not support action or retaliation against whis-
tleblowers. So we just needed to let DOE know. So we felt that be-
cause of that there was an obligation.

From a personnel issue, when you are terminating an employee
for cause, my understanding—and I am not an attorney or an ex-
pert on the matter, but notifying DOE is not formally required.

Senator MCCASKILL. So it is not formally required.

Are you saying that you did it?

Mr. TAYLOR. I am saying that I notified my counterpart in DOE
that we have significant issues associated with an employee, Ms.
Busche, about her conduct and behavior, and that they were se-
vere, and it was just a notification.

They were not notified that we had actually done the investiga-
tion, that we confirmed the findings, and then we moved to termi-
nate her. They did not know that we had terminated her until after
the fact.
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Senator McCASKILL. OK. And it is your belief that that is not le-
gally required?

Mr. TAYLOR. That is my belief.

Senator MCCASKILL. And let’s assume it may not be legally re-
quired. But, do you think it might be a good idea to tell them that
you were firing her under all those circumstances that you just de-
lineated, just from a management perspective?

What would be the reason you would not want to tell them?

Mr. TAYLOR. Well, from a human resources standpoint—I have
experts that basically inform me that these are private issues with
employees.

Senator MCCASKILL. Wait. You just said you already told them
you had severe issues with her conduct. You did that. You were not
worried about her privacy then—that you had serious ongoing con-
duct issues. So you did not hesitate to already poison the well, so
to speak.

But you did not think that somehow telling that you had fired
her was somehow a kinder thing to her since you had already done
that?

I mean, that does not make sense to me. Why would you go to
them in the first place and tell them you had problems with her,
unless you were papering the file?

Mr. TAYLOR. It was out of courtesy to our primary customer to
notify them that we had these allegations and we are investigating.

Senator MCCASKILL. But you did not think it was a courtesy to
let them know that you fired her.

Mr. TAYLOR. Following the termination, we did call—I called my
counterpart and informed them about the conditions around her
termination at a very high level.

Senator McCASKILL. OK. Let’s talk a little bit about the non-
disclosure form. I have had a chance to—my staff has had a
chance, I should accurately say, to look at the nondisclosure form.

It is my understanding that there is nothing in the nondisclosure
form that delineates the ongoing superior rights of an employee to
report safety concerns to either an IG or to Congress, that is not
included in your disclosure report. Is that correct? [No response.]

Your nondisclosure agreement that someone has to sign when
they come to work for you.

Mr. TAYLOR. I am not an attorney or an expert on the legal
issues around a nondisclosure form. So I really cannot address
that.

It is not my understanding that that is a document that gets in
the way of any employee raising concerns. We have to have an
open environment. Folks have to have the opportunity to raise safe-
ty concerns. We cannot startup these complicated high-risk nuclear
facilities if there is any risk of safety to our employees, the environ-
ment, and the public.

So it is my understanding that that does not prevent employees
from coming forward.

Senator MCCASKILL. Do you acknowledge, either one of you, that
you have an issue with the culture there, that people do not believe
they can come forward?

Do you see that as a problem that you need to manage?
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Mr. GRAHAM. We obviously, take this very seriously. We will con-
tinue to encourage people to bring any issues that they have for-
ward.

As I said in my oral testimony, we have several mechanisms for
people to do that. If they want to remain anonymous, they can.

And all of those issues are openly tracked. DOE has access to
that information. And we make sure that we track those and ap-
propriately close those issues.

Senator MCCASKILL. Do you believe the issues that were raised
by the two people that were terminated have been adequately
tracked and taken care of?

Mr. GRAHAM. I can assure that all of the issues that they raised
or were—as was pointed out earlier—raised by others, are being
formally tracked to closure within our system.

Senator MCcCASKILL. OK. So, if we have a list of those, you could
give us that information for the Committee record?

Mr. GRAHAM. Yes, Madam Chairwoman.

Senator MCCASKILL. So are there any technical issues that either
of these people raised that you thought did not—that were off the
wall or irrational or reflected something other than a sincere desire
to point out technical problems that they foresaw could arise, or
safety problems that could arise?

Mr. GRAHAM. Well, I just would say that, in our process, we go
through and make sure that each of those is vetted by appropriate
individuals.

And I am not in a position to prejudge how those matters will
be resolved. That would not be appropriate.

Senator McCASKILL. OK. Have any of them been resolved that
they—because some of these go back years, especially Dr.
Tomasaitis.

Mr. GRAHAM. I do not have those details, but I would be glad to
provide the status of all the issues.

Senator MCCASKILL. I think some of them were raised as early
as 10 years ago. I would hope they have been tracked and resolved.

Mr. GrRaHAM. I am just not prepared to give you the details
today.

Senator McCASKILL. OK.

Mr. GRAHAM. But I will be glad to

Senator MCCASKILL. If you would get those details for us, we
W(iulili like to see how those concerns have been tracked and re-
solved.

Mr. GRaHAM. OK. Absolutely.

Senator MCCASKILL. Let’s talk about legal fees. How much have
you guys spent defending yourself on these lawsuits; do you know?

Mr. TAYLOR. I have no firsthand knowledge of what the legal fees
have been.

Senator MCCASKILL. Do you know, Mr. Graham?

Mr. GRaAHAM. I am sorry. I do not.

Senator MCCASKILL. Is there somebody at your company that
would know?

Mr. GRaHAM. Yes, obviously, we will be glad to provide that.

Senator MCCASKILL. Do you have any idea what the hourly rate
is that you are being charged for representation?

Mr. GRAHAM. I have no idea at this time.
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Senator McCASKILL. We would like that, too.

It is my understanding all that is government money that is pay-
ing for that.

Mr. GrRaHAM. OK.

Senator MCCASKILL. Right? Do you know that?

Mr. GRAHAM. I do not know.

Senator McCASKILL. OK.

Mr. GRAHAM. I know there are some splits in what is covered
and what is not. I am just not an expert on that. I am sorry.

Senator McCASKILL. OK. Well, we will have a series of questions
about that because there is a real uneven playing field as it relates
to having a case adjudicated of this nature.

I do not know who is right and who is wrong, honestly. It is not
my place. That is a court of law.

But I know how expensive it can be to get to a court of law, espe-
cially if one side has a lot of resources and the other side has zip.
It puts the side with the superior resources in a commanding posi-
tion, and you can see how that could be offensive if, in fact, those
commanding resources are coming from the U.S. Government.

I mean, it is one thing to fight your employer when you feel like
that you have been treated badly. It is a whole other thing when
they are being bankrolled by the U.S. Government. And that is
why I think we have to look at this issue—because as long as you
guys do not admit guilt it is my understanding that the Federal
Government picks up the tab.

So, hypothetically, not that you are doing that in this case or not
that you would do this, but hypothetically, a contractor could draw
out a case as long as possible, weaken the plaintiff significantly, fi-
nancially and over time, and then get a settlement and never have
to pay a dime of their own money for their legal defense, whereas,
the other side, who wanted an adjudication, is denied that oppor-
tunity just by being worn down.

And that is what I would like to get at, and so we are going to
ask a lot of questions around that in terms of timing, how long
these cases take, has anyone availed themselves of arbitration, are
they willing to or, more importantly, is it maybe an issue where at
a certain point in time, if you go so long and spend so much, that
it begins to be the company’s dime rather than the United States
Government’s dime.

I do not want to chill people wanting to do business with the
Federal Government by them thinking that they are going to be
subjected to costly litigation. On the other hand, this does not seem
fair to me—the way this is currently situated.

I did not have a chance to hear your testimony live. I wanted to
give both of you an opportunity if there were points you made in
your testimony that you want to make sure that I hear.

I try very hard to read everything, both before and after hear-
ings, but I want to confess that there are times that I do not get
a chance to read everything. So I did not want to dismiss either
one of you without you having a chance to point out anything to
me that you think I need to know.

Mr. TAYLOR. Chairman, I would just like to state, and I stated
it in my opening remarks, that URS has a zero tolerance for retal-
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iation against whistleblowers. We did not terminate Ms. Busche as
retaliation for the nuclear safety issues she brought up.

We are very concerned about any issues that are raised at our
sites because of the consequences that exist at these high-hazard
nuclear operations. So we want to make sure we have an open en-
vironment at our sites for people to raise concerns so that they can
be addressed appropriately.

It is unfortunate, and it was one of the toughest decisions I have
made in my career. I took over as a General Manager eight weeks
ago. It was brought to my attention through our Employee Con-
cerns Program that we had employees that filed complaints against
Ms. Busche’s conduct and behavior. We investigated those. We vali-
dated those concerns. And I had to make the really hard decision
to terminate Ms. Busche.

Senator MCCASKILL. You go ahead, Mr. Graham, if you had any-
thing that you wanted to bring to my attention.

Mr. GRAHAM. I think the only thing I wanted to put into perspec-
tive is that the real risk is in doing nothing and that we have 56
million gallons of high-level waste sitting in failing tanks and that
this is a very long and complex mission that we are fully dedicated.

And we will not be successful if we do not have this open process
for people to raise their issues and concerns. We do that in govern-
ment work. We do that in the private sector.

And so we are fully committed to completing the mission, start-
ing up the plant safely. It will go through a very rigorous startup
process that will take multiple years.

And so a lot of the issues that are raised of what if when the
plant is operating—we will get there, and I look forward to the day
when we are—when the plant is operational and we are protecting
the people of the Northwest and the Columbia River.

Senator MCCASKILL. We are captured by the severity of the situ-
ation and the technical expertise that is required, but I want to
make sure that in our effort to address that that we are not taking
shortcuts

Mr. TAYLOR. Absolutely.

Senator MCCASKILL [continuing]. That we will look back and re-
gret.

And T think, as we talked about in the previous hearing, the de-
sign-build concept for something like this is literally like trying to
build an airplane in the air.

The delays that have occurred and the budget increases that
have occurred, but looking back, it might have been better to de-
sign first, and probably now that we know how long this is going
to take, it may have actually saved time in the long run.

Let me ask a little bit about Dr. Tomasaitis. In 2010, he came
to the managers of Bechtel and URS with a list of about 50 serious
technical concerns at WTP.

And shortly after he raised those concerns, the Bechtel manager,
Frank Russo, wrote Bechtel and URS officials and said, “We need
to kill this BS now. Walt is killing us. Get him in your corporate
office today.”

And then he was ultimately reassigned.
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Now were there issues with Dr. Tomasaitis that you allege were
true, that he was difficult to work with and a behavioral and so
forth?

Those are the allegations you are making against Donna Busche.
You understand that this looks very bad in terms of a culture that
encourages people to come forward with technical concerns.

Do you have any response to someone calling this, talking about
him killing us and this BS after he has raised these concerns?

Mr. TAYLOR. Chairman, I am new to the job. I do not know if you
caught that part of the message. I have been on this job about 8
weeks. Before that, I was in charge of business development.

I have no firsthand knowledge of Dr. Tomasaitis and the actions
that were taken at that point in time. So I can get back with you
and provide additional information, working with my team that
was around at that time.

Senator MCCASKILL. Well, I think that is important, and I think
that we need to know your perspective on that because the essence
of this hearing is I understand what your words are, but we have
outside agencies, time and time again, citing problems with the cul-
ture at that facility in terms of people feeling like they can come
forward with concerns.

And the way these two cases have been handled—the courts will
decide. I hope the courts get a chance to decide. I hope that this
is not one of those that they get worn down and everybody agrees
to settlements that nobody ever gets to know about. But that is not
my say. That is the litigants’ decision as to what happens.

But you guys have a serious problem in terms of whistleblower
culture out there, and we are going to have to do something to
make sure that people understand that they are not going to be
moved to the basement; they are not going to be laid off; they are
not going to be fired for raising legitimate concerns.

And we will look forward to your additional information that you
will give us, and we will have some more questions for the record.

Unfortunately, the bell is calling me again to go vote. So we will
conclude the hearing at this point, but we will have followup ques-
tions for both you and for the DOE, and then we will share the
Committee record with all those that are interested.

Thank you very much for being here today.

Mr. TAYLOR. Thank you, Madam Chairman.

Mr. GRAHAM. Thank you.

[Whereupon, at 12:44 p.m., the Subcommittee was adjourned.]
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Madam Chairman, Ranking Member Johnson and members of the Subcommittee, thank
you for the opportunity to provide testimony regarding safety culture and related issues at the
Department of Energy’s Hanford Site Waste Treatment and Immobilization Plant Project (WTP).

| would like to take a brief moment to describe the unique role of the Independent
Oversight Program within the Office of Health, Safety and Security which has conducted safety
culture reviews at Hanford and elsewhere. The mission of this program is to provide DOE line
management, Congress, and other stakeholders with an independent evaluation of the
effectiveness of DOE policy and line management performance in safety and security, and other
critical areas as directed by the Secretary of Energy. This mission is accomplished by conducting
activity, facility, site, and Department-wide performance-based assessments that are designed
to verify that the Department's safeguards and security interests are protected, that the
Department can effectively respond to emergencies, and that Department’s operations are
conducted in a manner that protects its employees, the public, and the environment. These
assessments compiement line management's responsibility for security and safety program
oversight, contract management, and self-assessments. The results of these assessments are
reports that provide information and analysis regarding the effectiveness, vuinerabilities, and
trends in DOE safety and security programs and performance, and identify issues requiring
corrective action as well as recommended areas for improvement.

Our team has completed two safety culture assessments at the WTP, one in 2010 and
one in 2012. The assessments included interviews with employees of the Office of River
Protection and the contractor, Bechtel National, Incorporated (BNI), as well as a detailed review
of their safety programs, processes and procedures. Detailed reports of these assessments and
their recommendations have been provided to the Committee. | will summarize our findings
briefly.

In our 2010 assessment, we found that most personnel who were interviewed

expressed that their managers encouraged a questioning attitude and that they were
comfortable with raising safety concerns. However, some individuals believed that there was a
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chilled environment that discouraged reporting of safety concerns, and some BNI employees
expressed concerns about retaliation for reporting safety concerns. Our report contained a
number of detailed recommendations for both the ORP and BNt Among those
recommendations were that BNI strengthen processes and procedures for the resolution of
nuclear safety concerns and identify mechanisms to strengthen trust among the workforce and
better communicate information to employees.

Two years later in 2012, we performed a second comprehensive assessment {covering
both ORP and BNI} to measure the state of the safety culture at the WTP. For this assessment
we engaged external independent safety culture experts with extensive experience in safety
culture reviews to supplement and complement the nuclear safety expertise of our staff. That
helped us to more effectively diagnose the safety culture attributes at WTP and learn things we
didn't learn during our 2010 assessment. in 2012, we found that most personnel at WTP
believed that safety was a high priority. However, during the evaluation, a significant number
of Federal and contractor staff expressed refuctance to raise safety or quality concerns for
various reasons. Fear of retaliation was identified in some BNI groups as inhibiting the
identification of problems. Employees’ right to raise safety concerns without fear of retaliation
is not only protected by the law but is an essential element of a healthy safety cuiture, and
therefore significant management attention is needed to improve the safety culture at WTP,
We found that while managers espoused support for a heaithy nuclear safety culture, they did
not have a fult appreciation of the current culture or the nature and level of effort needed to
foster a healthy safety culture, and the WTP community had not been sufficiently engaged in
creating a mutually shared and desired culture.

We are currently conducting a follow-up assessment of safety cuiture at WTP, That
review will be completed this spring and a written report presented to management. We look
forward to sharing the results of that assessment with the Committee when our report is
completed.

A strong safety culture starts with strong, ongoing support by the most senjor leaders of
the organization. | want to take this opportunity to assure the members of the Subcommittee
that this is a very high priority for the Secretary and Deputy Secretary of Energy. With the
permission of the Subcommittee, | would fike to include for the Record a copy of a September
20, 2013 memorandum signed by both the Secretary and Deputy Secretary titled “Personal
Commitment to Health and Safety through Leadership, Employee Engagement, and
Organizational Learning.” The Memorandum provides visionary leadership and a deep
personal commitment to building the type of organization in which we can all be proud to work.
A vibrant and healthy organizational culture will help the Department to achieve its national
security, scientific and environmental missions safely and securely, and we are committed to
helping the Department to achieve that goal.

I would be happy to answer any guestions that members of the Subcommittee may
have.
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The Secretary of Energy
Washington, DC 20585

September 20, 2013

MEMORANDUM FOR HEADS OF DEPARTMENTAL ELEMENTS

FROM: ERNEST J. MONIZ
SECRETARY OF ENERGY

DANIEL B, PONEMAN &S
DEPUTY SECRETARY ’

SUBIECT: Personal Commitment to Health and Safety through Leadership,
Employee Engagement, and Organizetional Learning.

We are writing 1o ask you fo join us.in reaffirming our personal and professional
commitment to safely [ulfilling the Departiment’s important mission responsibilities. The
Department’s thousands of Federal, laboratory, and contractor employees work hard
every day in puisuit.of energy independence, global seientific leadership, national
security, and environmental stewardship. They are the key to our suceess. We would
like to revitalize our efforts to protect the health and safety of our employees, as well as
the health and safety of those who reside in the communities in which the Department
operates or are otherwise affected by our work. The Depatlment’s ultimale safety
objective is to have zero accidents, work-related injuries and illnesses, regulatory
violations, and reportable environmental refeases. The Department’s Integrated Safety
Management policy is the foundation of our approach to safety and health.

The following precepts reflect our sirong commitments to safely and health, We ask you

to join us in advancing these leadership, employee engagement, organizational, and
educational goals in your arcas of responsibility.

«  We will pursue a safety culture built on an environment of trust and mutual respect,
worker engagement and open communication, an atmosphere that promotes a
questioning attitude with offective resolution of reported prablems, and continuous

learning,

o We will operate our facilities and conduct work activities in a manner that protects
our employccs, the public, and the environment. We recognize that meeling
mininium requirements merely reflects the starting point in our pursuit ol excellence
and is not the end abjective. '

s Each one of us is responsible for safety at the Depactment. We will strive to ensure

that every employee understands his or her rote, responsibility, authority, and
accountability in safely planning, exceuting, and monitoring work performance.

@ Prntod with sy in oo seoydied papsi
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We will foster a safety conscious work environment across all Departmental
operations. Federal, laboratory, and contractor workers have the right to identify and
raise issues that affect their safety and health or that of their co-workers openly, and
without fear of reprisal. 'We must not deter, discourage, or penalize employees for the
timely identification of safety, health, environmental, quality or security issues, the
reporting of illnesses or injuries, or the use of Employee Concerns or Differing
Professional Opinion Programs. Our workers will receive a prompt, professional, and
transparent evaluation and resolution of their concerns.

We will leamn from our mistakes and experiences. We will report errors and
problems, establish vigorous corrective action programs, monitor performanee
through multiple means, leam from operational experience, and encourage a
questioning attitude.

We greatly value ~ and depend upon - the service of the men and women warking to
achieve the Department’s important missions that the American people have entrusted to

us, We can only advance these challenging missions if we provide all of our employees a

safe and healthy work environment and foster a culture in which workers at all levels are
empowered to bring forth problems, participate in the development of solutions, and are
considered partners in decisions that affect their work.

Thank you for your leadership in ensuring the safe execution of the Department’s vital

and urgent responsibilities.
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Statement of Matt Moury
Deputy Assistant Secretary, Safety, Security, and Quality Programs for
Envirenmental Management
Office of Environmental Management
U.S. Department of Energy

Before the
Subcommittee on Financial and Contracting Oversight
Committee on Homeland Scecurity and Govermnent Affairs
U.S. Senate

March 11, 2014

Thank you, Chairman McCaskill, Ranking Member Johnson, and Members of the
Committee. I am here today to discuss the Departinent of Energy’s (DOE) effoits to
improve workplace safety culture. Creating and maintaining a robust safety culture,
including a workplace where all employees feel free to raise concerns and ask
questions—and have confidence that those questions and concerns will be addressed—is
essential to achieving our mission at the Hanford site in Washington State and across the

DOE complex.
Safety Culture at DOE,

DOE believes safety culture is best described as an organization’s values and behaviors
modeled by its leaders and internalized by its members, which serve to make safe
performance of work the overriding priority to protect the workers, public, and the
environment.! We take this concept seriously and ensuring the safe performance of work

is the overriding priority at the Department.
In managing safety culture, the Department focuses on three approaches:

» Instilling and holding managers accountable for leadership behaviors that foster a
strong safety culture, and driving these behaviors down thru the headquarters and
field organizations.

+ Ensuring line managers encourage a vigorous questioning attitude toward safety,
and fostering constructive dialogues and discussions on safety matters.

¢ Establishing a high level of trust, in which individuals feel safe from reprisal
when raising safety concerns, differing points of view are solicited and
encouraged, management provides relevant and timely information to the
workforce, and vigorous corrective action programs are effectively implemented.

Improving safety culture across the Department is a top priority. In a September 20,
2013, memorandum to the Heads of all Departmental Elements, the Secretary and Deputy

'DOE G 450.4-1C, Integrated Safety Management System Guide.
1
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Secretary of Eneigy reaffirmed their commitment to health and safety through leadership,
employee engagement and organizational learning by pursuing a safety culture built on
an environment of trust and mutual respect, worker engagement, and open
communication, an atimosphere that promotes a questioning attitude with effective
resolution of reported problems, and continuous learning, The memorandum recognized
that DOE can advance its challenging missions only if it provides all employees a safe
and healthy work and environment and fosters a culture in which workers at all levels are
empowered to raise problems, participate in the development of solutions, and are
engaged appropriately in decisions that affect their work.

Efforts to Improve Safety Culture at Hanford

Shortly after his confirmation, the Secretary of Energy traveled to Hanford to gain a
firsthand understanding of the technical issues we are working to resolve at the Waste
Treatment and Immobilization Plant (WTP), as well as the Department’s efforts to
improve safety culture at the site. The Secretary continues to engage DOE senior
leadership and employees to underscore the importance of a robust safety culture and to
receive updates on the Department’s progress on actions to improve the safety culture at
headquarters and at our sites,

The efforts taken over the last two years by the Department to improve safety culture at
Hanford are extensive and varied. The Department identified many of its key actions in
the Implementation Plan for Defense Nuclear Facilities Safety Board (Board)
Recommendation 201 1-1, Safety Culture at the Waste Treatment and Immobilization
Plant. I would like to share some of these key actions with you to illustrate the changes
that have already been made, are occurring now, and are part of the Department’s plan

for the future.
Change in Leadership

New leadership has been put in place at DOE Headquarters. The new DOE leadership
has the qualifications, experience, and safety values to put the WTP on a sustainable path.
The Department has been clear with both prime contractors that we expect them to
establish and sustain a positive safety culture, These organizational changes are making a
difference in safety culture now, but realizing their full impact will take time.

Increased Management Accountability

The Department clarified formal roles and responsibilities for management in the WTP
Project Execution Plan, which is the DOE document that communicates to the contractor
project objectives and how they will be accomplished. The Department also revised the
WTP contract performance evaluation measurement plan — used to establish measures of
performance and inform award fee determinations — to better balance priorities and
emphasize quality and safety culture elements.

DOE implemented a safety culture oversight process at WTP wherein ORP senior
management meets regularly with contractor management to formally review the

2
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contractor’s progress in executing its safety culture improvement action plan, the results
achieved, and identifies any areas needing additional attention . Similarly, EM senior
leadership formally reviews ORP’s progress in executing its safety culture improvement
action plan and identifies any areas needing coordination with or support from DOE

Headquarters.
Safety Conscions Work Environment Training

The Department designed training to assist in reinforcing a positive safety culture and
engaged in an extensive effort to provide this training at Hanford and across the DOE
complex. Beginning in December 2011, a team of Federal and contractor subject matter
experts from across DOE, the National Nuclear Security Administration, national
laboratories, and DOE site contractors worked with the DOE National Training Center to
design, develop and deliver a course titled “Safety Conscious Work Environment.”

The team developed the course based on best practices in the commercial nuclear
industry, the oil and gas industry, and other high hazard industries, The goal of the
course is to equip senior managers to foster a work environment that promotes trust, a
questioning attitude by employees, and effective resolution of issues that have been
raised. The course also gives managers personal leadership tools that can be applied
immediately to improve an organization’s work environment, accountability, conflict

resolution, and communication.

One important feature of the course is that both DOE and contractor senior leaders and
managers from all functional areas receive it together, The training takes place in a small
class setting, which improves interaction between DOE and contractor leaders and
provides opportunities for partnering and sharing perspectives. To date DOE has trained
approximately 1800 federal and contractor leaders and managers. Federal and contractor
leaders at Hanford have taken this course, as have leaders from DOE Headquarters and
many other sites across the DOE complex.

Enhanced Avenues for Employee Concerns

The Department is working to strengthen the avenues to address issues raised by
contractor and federal employees. A comprehensive Issues Management System has
been established at ORP to ensure that new and previously identified issues are addressed
and {racked to closure. The Issues Management System has what is called a “zero
threshold,” which means that we encourage employees to raise all issues they feel are
important. The Department has strengthened the Hanford Employee Concerns Program,
hired a new Employee Concerns Manager at Hanford, and continues to administer its
Differing Professional Opinion process, both of which provide additional avenues for
employees to raise issues. The feedback we have received from the ORP employee-led
Safety Culture Improvement Team is that these actions are making a difference in the
safety culture at the field office.
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Remedies for Confractor Whistleblowers

DOE is strongly committed to a workplace whete all workers—both federal and
contractor employees —are free to speak out, voice concerns, or lodge complaints
without fear of retaliation, In particular, contractors are statutorily and contractually
bound not to tetaliate against employees for protected whistleblower conduct,

Employees of DOE Contractors can access multiple processes to raise claims of
whistleblower retaliation. These include:

o The whistleblower protection provision of the Energy Reorganization Act, which
offers an avenue for contractor employees who believe that they have experienced
retaliation for, among other things, reporting alleged violations of nuclear safety
laws or 1'egulations.2 An employee initiates an action by filing a complaint with
the Department of Labor. If the Department of Labor does not issue a decision on
the complaint within one year, an employee may file a complaint in the United
States District Court,

o DOE regulations, contained in 10 C.F.R. Part 708, which establishes a process to
resolve complaints by DOE contractor employees alleging retaliation by their
employers for protected conduct.’ DOE’s Office of Hearings and Appeals
investigates and adjudicates these claim.

» Under the Federal Acquisition Regulation, contractor employees can also submit
retaliation complaints to DOE’s Inspector General.* The Inspector General is
empowered to investigate and provide a report to the agency on its findings.

The contractor employee makes the choice of which process or, in some cases, processes
to invoke. If one of these processes results in a finding that there has been whistleblower
retaliation, a variety of remedies may be directed for the benefit of the affected employee.
The remedies vary slightly according to the process that rendered the finding but
generally include: reinstatement; back pay; and attorney’s fees.

DOE contracting officers do not adjudicate whether there has been whistleblower
retaliation, but they and others involved in contract administration would utilize
conclusions made by appropriate adjudicators in: award fee determinations; evaluation of
contractors for additional work; disallowing costs charged by the contractor in connection
with the retaliation and related adjudication; and input into government-wide contractor
petformance reports.

242U.8.C. § 5851.
410 C.F.R. Part 708
4 FAR subpart 3,9; DEAR 952.222-70 (Apr 1999).
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Path Forward

Although the Department has undertaken a broad array of activities to improve its safety
culture, at Hanford and throughout the entire DOE complex, there is still work to be
done. Safety culture is a continuum, and we continue to move along this continuum as
we strive to improve. Several actions in response to the Board’s recommendation, such as
developing a consolidated report on the results of Department-wide extent of condition
reviews, are still under way, We continue to make progress, and we value the feedback
we have received from the Board as we have worked to execute the implementation plan
in response to its Recommendation 2011-1°

We recognize that this is an ongoing process — a journey, not a destination — and one
which calls for continuous improvement. A safety culture built on these principles
requires sustained effort by the Department’s leadership and senior managers. The
Departinent remains committed to this effort. Madam Chairman, this completes my
prepared statement. [ would be happy to answer your questions at this time.

* Letter from Peter Winokur to the Honorable Ronald R, Wyden (April 1, 2013).



40

James N. Taylor
General Manager, Global Management & Operations Services Group

URS Energy & Construction, Inc.

Written Testimony for the Senate Subcommittee on Financial and Contracting Oversight
March 11, 2014

Good moming Chairman McCaskill, Ranking Member Johnson, and Members of the
Subcommittee. Thank you for the opportunity to appear before you today. My name is James
Taylor, and [ am a General Manager within URS’s Energy & Construction division (“URS”). In
January, I began leading the business unit responsible for our work at the Waste Treatment and
Immobilization Plant (“WTP”) at the Departinent of Energy’s (“DOE”) Hanford nuclear site in
Richiand, Washington. | am grateful for the opportunity to lead a team of nearly 20,000
professionals working at 18 major cleanup projects in the U.S. and abroad. I would like to
provide you with a brief introduction to our company and the work our group does with DOE
and Bechtel National, Inc. (“Bechtel”) related to the WTP., I would also like to discuss our
company-wide commitment to safety and the policies we have in place to elicit and address
employees’ safety concerns. Finally, I would like to briefly address the recent termination of a
manager in the Environmental and Nuclear Safety (“E&NS”) department at the WTP. [ want to
be very clear: URS has zero tolerance for retaliation against whistleblowers. This is firmly

embedded in our cuiture and goes hand-in-hand with our dedication to safety.
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Background

URS Corporation is an organization of 50,000 employees working in nearly 50 countries
around the world. We serve a diverse client base in the public and private sectors, with services
including program management; planning, design, and engineering; systems engineering and
technical assistance; construction and construction management; operations and maintenance;
and decommissioning and closure activities. 1have been with URS for 14 years. In my current

role, I oversee our projects at complex nuclear and chemical sites.

URS Work at the WTP

As you are aware, projects at the Hanford site are intended to address once-in-a-lifetime
environmental challenges, and we will eventually build a one-of-a-kind facility. There are
currently more than 56 million gallons of nuclear waste stored in underground tanks at the
Hanford site, which could fill a football field over 100 feet deep. The waste is a byproduct of
nine nuclear reactors that operated at Hanford from World War II through the Cold War. Some
of these tanks were constructed as early as the 1940s, and many are well beyond their design life.
It is imperative that we continue to develop and implement the technology needed to process this

waste and complete the WTP as soon as safely possible.

When operational, the WTP will be the first chemical waste processing facility in the
world with the capacity to separate and stabilize nuclear waste. The WTP will convert nuclear
waste to glass through a process known as vitrification. Once converted to glass, the waste’s
radioactivity will dissipate naturally over hundreds or thousands of years. At completion, the

2
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WTP will contain a pretreatment facility, where nuclear waste will be separated into high-level
and low-level radioactive material, two separate facilities to treat both waste streams through
vitrification, a laboratory, and other facilities. Qur role at the WTP is to work with Bechtel,
DOE’s prime contractor at the site, to design, construct, and start up the treatment facility. DOE
is charged \yith managing the Hanford site and has the ultimate authority over the project, from

design to completion.

We are fully aware of the safety and environmental demands of this project, and make
ongoing efforts to ensure that concems are promptly investigated and addressed as appropriate.
We listen very seriously to feedback about our projects, whether from Congressional leaders,
experts in the field, our employees, or members of the public. And we are always open to new
ideas. We know how important it is to get this right—from a national perspective, but also from
a local perspective. Hundreds of our employees live and work in this community, and no one is

more committed than we are to the success of the WTP.
URS’s Safety Culture

We have a strong safety record over many years at many facilities across the country and
around the world. We know we need to remain ever vigilant to protect and extend that record,

which is why our corporate culture makes safety our highest priority.

URS encourages its employees to raise concems about safety, and we are methodical in
addressing the concerns they identify. We work closely with our employees to promote an open
atmosphere, because the complex issues we tackle demand a questioning attitude and creative

3
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solutions. Critical feedback and dissent are vital parts of our process: they build the constructive
dialogue that leads to innovative solutions. This is one of the reasons we encourage employees
to raise concerns and challenge the status quo. We address all identified concerns and value

these important contributions to our safety culture.

We continue to improve the safety culture at the WTP through internal and external
reviews. In response to a directive from the Secretary of Energy, the Independent Safety and
Quality Culture Assessment Team (“ISQCAT™), a group of recognized experts in the nuclear
industry including a former Chairman and two former Executive Directors of the Nuclear
Regulatory Commission, was commissioned by Bechtel to assess the safety culture at the WTP.
ISQCAT issued a report in 2011 that reflects our ongoing efforts to promote safety, concluding
that the WTP had “no widespread evidence of a chilled atmosphere adverse to safety and no
widespread evidence that DOE and Contractor Management suppress technical dissent.”
ISQCAT also found “no widespread reluctance on the part of DOE, URS, and BNI [Bechtel]
project personnel to raise safety and technical issues.” We continue to work hard to maintain an

open safety culture where employees feel comfortable raising safety concerns.

Just as we investigate all safety concerns raised by our employees, regardless of the
source, we have thoroughly investigated the concerns you asked about—those raised by Ms,
Busche in her capacity as Manager in the E&NS department at the WTP. Of note, Ms. Busche
has not identified significant safety or technical issues in her public statements that were not
already known and under evaluation at the WTP. Moreover, one of Ms. Busche’s primary

contentions—that the WTP is ignoring the potential for an uncontrolled nuclear reaction (a

4
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“criticality” event)—is not accurate. Well before Ms. Busche arrived at the WTP, DOE, Bechtel,
and URS determined that the WTP would not operate unless and until the risk of a criticality has

been fully evaluated and resolved.

Termination of Ms. Busche’s Employment

Ms. Busche joined the WTP project in March 2009. On February 18, 2014, Ms. Busche’s
employment was terminated for cause due to her conduct and behavior. Ms. Busche was not
retaliated against because of the safety concerns she raised. Given the privacy interests at stake
and the pending litigation relating to Ms. Busche’s employment, I am limited in what | am able
to say about this matter. I can say with confidence, however, that URS counts on our employees
working at the front lines to remain vigilant about safety. For this reason, we have effective
policies and procedures in place to encourage employees to raise safety concerns, and protect

them against retaliation when they do.

1 am proud of the work we at URS do to address some of our country’s most difficult
environmental challenges. We will continue to work with DOE and others to ensure the WTP is

designed and constructed safely, with the best available technology.

Thank you for the opportunity to participate in this hearing, and I am happy to answer

your questions.
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Statement of Dr. Michael Graham
Principal Vice President, Bechtel National, Inc.
Before the Subcommittee on Financial and Contracting Oversight
Committee on Homeland Security and Government Affairs, U.S. Senate
March 11, 2014

Madam Chairwoman, Senator Johnson, and members of the subcommittee, I am Michael
Graham, Principal Vice President of Bechtel National, Inc. (BNI), the lead contractor for
the Hanford Waste Treatment and Immobilization Plant (WTP) project being built in
Hanford, Washington. T am the general manager of BNI's U.S, environmental business
that includes the WTP project.

The Bechtel group of companies (Bechtel) is a global engineering and construction
enterprise with a history of more than 115 years in the business. Bechtel has a long
history of successfully completing large, technically-challenging projects sector including
designing and building many of the nuclear power plants in the United States, and more
recently, the first-of a kind 350 MW lvanpah solar energy generating station in the
Mojave Desert in California.

BN, one of the companies in the Bechtel group of companies, works on some very large,
complicated government projects including the chemical agent-destruction pilot plants in
Bluegrass, Kentucky and Pueblo, Colorado. Bechtel designed and engineered the
Defense Waste Processing Facility (DWPF) at the Savannah River Site in South
Carolina, the only plant in the nation that currently converts liquid high-level nuclear
waste into a solid glass form suitable for long-term storage and disposal, a process known
as “vitrification.” This is the same process that will be used at WTP.

The Waste Treatment Plant at Hanford is being designed and built to meet a U.S.
Government commitment to the State of Washington to immobilize the highty
radioactive waste stored in 177 aging underground tanks. These legacy tanks of World
War 11 and the Cold War date back to the 1940°s, and 67 of the tanks have been reported
to have leaked over a million gallons of radioactive waste. Some of the world's
preeminent experts, including from U.S national laboratories, have joined together at
WTP to protect the Columbia River. The plant will take that radioactive tank waste, mix
it into glass, and package it into robust containers for permanent disposal — thus
completing the cycle of efforts that began during World War If and the Cold War. {tisa
critically important mission we are committed to accomplishing safely.

This mission, to safely dispose of the radioactive waste that has been accumulated over
generations, is a challenge that has been handed to our generation by our parents and
grandparents, It is, and will continue to be, difficult, costly and time-consuming. We
owe it to our children and our grandchildren to undertake this task and to bring itto a
successful conclusion. The great and talented individuals that make up the Bechtel team
are honored to be a part of this important mission and are committed to safely meeting
the demands of the mission.

1.
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Safety Culture

You have asked BNI here today to “discuss the safety culture at the Hanford site and
Bechte!l’s treatment of employees who raise safety or environmental issues.”

An essential element of our success in completing technically challenging projects for
both commercial and government clients is creating and maintaining a strong safety
culture that values a questioning attitude toward technical and safety issues. This is
particularly true in building nuclear facilities that must be executed under rigorous safety
and quality standards (NQA-1).

Raising and resolving technical issues is an integral part of our work process. Managers,
supervisors and employees have been trained that a Safety Conscious Work Environment
(SCWE) mandates that identifying issues and raising concerns is welcomed. All
personnel are expected to fully and collaboratively participate in the identification and
resolution of issues and concerns. Our management team is fully committed to and
focused on these requirements.

Free and open discussion of technical and safety issues related to the WTP project is
encouraged and expected as part of day-to-day activities. Multi-disciplinary reviews and
comment resolution during development of project documents, including design media,
safety documents, technical studies, reports, calculations, procurement specifications and
vendor submittals, combined with a healthy number of assessments and surveillances all
serve to identify the vast majority of questions that are inherent to completing this highly
complex project. In most instances, differences in professional opinions are resolved as a
routine part of interaction between colleagues and management.

If these interactions do not effectively address a question, there are multiple avenues for
project personnel to raise issues and concerns, including but not limited to: the Project
Issues Evaluation Reports (PIER) process, Employee Concerns Program (ECP) and
Differing Professional Opinions (DPO) process. All project personnel receive extensive
training and information on ensuring a Safety Conscious Work Environment, which
includes information on using these and other avenues to report and resolve issues and
concerns.

The PIER process is a tool for managing the WTP’s technical issues and opportunities foi
improvement. [ssues raised in the PIER process are fully transparent to the Department
of Energy. This readily available process provides a mechanism for the resolution of any
and all issues, be they raised by project personnel or an external reviewer.

But the PIER process is not the only path that is available to obtain further review of any
engineering, safety or other project-related issue. The Employee Concerns Program
provides all personnel at WTP with an independent avenue for reporting and resolving
concerns. Although concerns can be reported confidentially or anonymously, we are
pleased that few people on the WTP project feel the need to seek anonymity.

-
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Yet another path available to an individual seeking an alternative to both the PIER and
the Employee Concerns avenues is the Differing Professional Opinion Process. The DPO
process is a formal mechanism for WTP personnel to resolve questions and concerns
about the adequacy of the technical design where there is a legitimate disagreement
regarding the appropriate technical path. The DPO process provides for a formal review
of the disputed issues by a technically qualified, independent panel with oversight by a
DPO review board.

Collectively, these represent robust best-in-class processes for identifying, tracking and
resolving issues and concerns.

Resolving technical questions

The WTP project will not be completed until all open technical questions have been
resolved to the satisfaction of our team and the Department of Energy. The facility will
then undergo a rigorous, multi-year operational readiness review (ORR) process and
operational testing using surrogate materials to demonstrate that the plant will safely
operate as designed before any “hot” nuclear operations can begin. This process took
many years to complete when DWPF was started up at the Savannah River Site. And the
subcommittee might be interested to know that this vitrification facility in South Carolina
has been operating safely since 1996.

The Department of Energy is intimately involved in the process of reviewing and
resolving technical questions at WTP, During the latter part of 2012 and into 2013,
Secretary Chu became directly involved in this matter and employed some of the best and
brightest scientists to evaluate the technical basis for the WTP. Secretary Moniz has also
devoted significant personal attention to this project, and last fall released a path forward
document outlining the Department’s approach to answering the remaining technical
questions. We are committed to working with the Department to implement the path
forward to answer the remaining technical questions, complete the design, align the
safety basis with the design, and complete construction to deliver a safe and effective
vitrification facility.

Ms. Busche’s dismissal

Finally, you have asked what role our company had in Ms. Busche's dismissal. Ms.
Busche was an employee of URS and URS alone made the decision related to termination
of Ms. Busche’s employment. It is my understanding that last month, shortly before her
termination, we were informed by URS that URS was considering terminating Ms.
Busche’s employment for cause. I also understand that we were informed by URS the
day before the termination that URS intended to proceed with termination. We received
a letter from URS formally notifying us of Ms. Busche’s departure from the WTP project.
We then informed the Department of Energy by letter, and have provided both letters to
the subcommittee.
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Closing remarks

We at Bechtel are extremely proud of our work at Hanford, it is an honor to serve as the
Government’s lead contractor for this vitally important project. We’ve spent 13 years
dedicating our premier personnel to the project. We welcome thoughtful criticism, as a
foundational component of our commitment to continual improvement.

It is important to note that there are enormous successes at the WTP project, and we’re
committed to reaching the day when the plant is safely operating and processing nuclear
waste to protect the Columbia River and the people of the Pacific Northwest.

Thank you for the opportunity to make these remarks today.

e
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As of September 30, 2013, the Department has provisionally reimbursed $3.5 million to Bechtel
National, Inc. and URS, Inc. for legal costs relating to Dr. Walt Tamosaitis and Ms. Donna Busche.
Federal regulations generally allow for provisional reimbursement of contractor legal expenses
ending resolution of legal proceedings brought by third parties. DOE regulations give contracting
officers the discretion to provisionally reimburse contractor legal costs related to whistleblower

allegations pending resolution of the legal proceedings on a case-by-case basis.
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Statement for the Record
Hearing of the Senate Subcommittee on Financial and Contracting Oversight
Whistleblower Retaliation at the Hanford Nuclear Site
Senator Edward J. Markey
March 11, 2014

Chairman McCaskill, Ranking Member Johnson:

I thank you for calling today’s hearing and for allowing me to submit testimony. |
commend your leadership on this important issue, and I stand ready to assist you in any way
possible.

On the three-year anniversary of the catastrophic meltdowns at the Fukushima reactors in
Japan, it is particular disconcerting to be faced with such serious allegations of whistleblower
retaliation for bravely disclosing grave safety problems at a site that stores some of the nation’s
most dangerously contaminated nuclear waste.

The Waste Treatment Plant (WTP) is being built to treat Hanford’s high-level nuclear
waste currently stored in 177 aging underground tanks, 70 of which have already leaked about 1
million gallons of waste into the groundwater, which feeds the Columbia River located about 12
miles away.’ About 56 million gallons of this waste needs to be removed, treated and disposed
of before further leaks occur.

[ first wrote the Department of Energy (DOE) to relay my concerns about safety and
management blunders at the WTP in November of 2011, and included questions related to the
treatment of the former Manager for Research and Technology at the plant, Dr. Walter
Tamosaitis. Dr. Tamosaitis, a decades-long senior official at the facility, had raised concerns
about the portion of the project that involves mixing the high-level nuclear waste in tanks,
including the possibility that if the safety concerns were not addressed, a potential criticality or
hydrogen explosion could occur. Dr. Tamosaitis was almost immediately removed from his
managerial position and assigned to sit in a basement office with essentially no responsibilities.

According to reports,” emails,® and court documents,” this demotion was directly tied to
his safety complaints: “Walt is killing us,” Bechtel manager Frank Russo wrote in an email on
July 1, to one of Tamosaitis' bosses. “Get him in your corporate office today.” The response to
that email was “He will be gone tomorrow”. Other emails® indicate that both Ines Triay, then-
Assistant Secretary for Environmental Management at DOE, and Deputy Secretary Daniel

! http://www.hanfordwatch,org/introduction.htm

% See for example the July 22, 2011 article in The New York Times Greenwire entitled “Independent Probe,
Manager's Firing Raise Questions About 'Safety Culture’ at DOE's Nuclear Waste Site

3 hitp://sheridanlawfirm,com/SiteData/Docs/walt-is-killing-us-email-string.pdf

* See documents prepared and filed in Dr, Tamosaitis’s case against Bechtel, Case NO. CV-10-5116-RHW in the
United States District Court Easter District of Washington

5 hitp://sheridaniawfirm.com/SiteData/Docs/July-28-20 10-Russo-email-exchange-protect-50-million.pdf
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Poneman had been briefed on the matter and “understand the reasons for Walt’s departure,”
“support” Bechtel management, but that “DOE can’t be seen as involved.”

On October 2 2013, Dr, Tamosaitis was terminated from his job and told he would only
receive the severance pay he was entitled to if he promised not to sue his employer for what can
only be described as years of retaliation for his efforts to issue warnings related to the WTP’s
dangerous flaws,

A second example of retaliatory actions at the WTP plant involves Donna Busche, the
former manager of environmental health and safety at the WTP plant. After she testified as a
witness at a public hearing that the release of radioactive contaminants would spread further
outside the plant’s boundaries in the event of an accident than DOE and Bechtel officials
maintained they would, Ms Busche said that she was pressured to alter her testimony and was
subsequently verbally admonished by then-Assistant Secretary for Environmental Management
Ines Triay. Later, the DOE and Bechtel calculations were acknowledged to be inaccurate. Ms
Busche was fired last month.

The safety issues that Dr. Tamosaitis and Ms. Busche raised have all been independently
validated by GAO, the Defense Nuclear Facilities Safety Board, DOE’s Inspector General and
DOE itself. They have all been raised in several letters I have sent to DOE, as well as by Senato
Ron Wyden and other elected officials. Yet these individuals remain without jobs, and facing
what is likely to be a years-long legal fight against large government contractors who have the
means to hire expensive attorneys and engage in dilatory tactics. Much of the contractors’ legal
costs may even be reimbursed by DOE and thus billed to the taxpayers, despite a provision I
authored in the 2005 Energy Bill that seeks to limit such awards®.

On September 20, 2013, DOE Secretary Moniz issued a memorandum that said, in part:

“We will foster a safety conscious work environment across all Departmental
operations. Federal, laboratory, and contractor workers have the right to identify and
raise issues that affect their safety and health or that of their co-workers openly, and
without fear of reprisal. We must not deter, discourage, or penalize employees for the
timely identification of safety, health, environmental, quality or security issues, the
reporting of illnesses or injuries, or the use of Employee Concerns or Differing
Professional Opinion Programs. Our workers will receive a prompt, professional, and
transparent evaluation and resolution of their concerns.”

If the Department takes no action to halt these retaliatory actions, hold those responsible
for them accountable, and limit the reimbursement of contractors’ legal fees in these cases, its
efforts to improve safety culture at WTP and throughout the DOE complex will, quite simply,
lack all credibility.

I thank the Subcommittee once again for holding this important hearing and look forward
to working with you to ensure that action to remedy both the specific retaliatory acts in question
and DOE’s management of its contractors occurs.

® Section 627 of H.R. 6, the Energy Policy Act of 2005, Limitation on Legal Fee Reimbursement
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Dr. WALTER 1. TAMOSAITIS P.E.

BEFORE THE UNITED STATES SENATE HOMELAND SECURITY
SUBCOMMITTEE ON FINANCIAL AND CONTRACTING OVERSIGHT
ON
“WHISTLEBLOWER PROTECTION AT THE HANFORD NUCLEAR SITE”

March 11,2013

Introduction -

Good morning. Thank you for giving me the opportunity to provide this information. My name
is Walter L. Tamosaitis and I live in Richland, WA. I am here representing myself.

I have a BS, MS, and Ph.D. in engineering and a certificate in Entreprencurial Business
Management. I also have a professional engineering license. I have over 44 year’s industrial
experience, which is comprised of about 20 years with DuPont and 24 in Department of Energy
(DOE) associated work. Between April 2003 and July 2010, I was the Research & Technology
(R&T) Manager for the Waste Treatment Plant (WTP) being built in Hanford WA. In this
capacity I had direct responsibility for programs totaling over $500M of in that seven year
period. 1 was fired from the WTP by Bechtel on July 2, 2010, for raising nuclear safety issues
and was “laid off” by URS on October 2™, 2013. T will cover that story today.

1 will focus on how Bechtel and URS treat employees who speak out and raise nuclear safety
concerns. The issues I raised relate to hydrogen gas explosions, uncontrolled nuclear reactions (a
criticality), environmental releases, and plant pluggages that could render the plant non-operable.
1 will not be discussing in any detail the many technical problems that exist. Please refer to my
written testimony submitted to this Committee on December 6, 2011, for information on the
physical and technical aspects of the WTP.

First, the concerns I will express are much bigger than with me. They pertain to every employee
and especially those directly involved with the design and operation of the nuclear chemical
process and plant operation. The chilling work environment that was created in the WTP
negatively impacts nuclear safety. Second, it is important to point out that all companies in the
DOE environmental management (EM) business are watching to see what happens at Hanford
relative to those employees who have spoken out as well as the resolution of the technical
problems. The punitive and retaliatory measures taken against employees telegraphs the
message to all employees to “not do what these employees did”. These actions cannot be
tolerated in today’s industrial world, let alone in the nuclear industry.
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In the DOE EM world, the word spreads far and wide and is long remembered by contractors and
employees due to the incessant buying, selling, and creation of subsidiaries and partnerships.
This results in a term called competimates. In essence, whom you work with one day or are
competing against the next day, could be your co-employee on the third day. Thus, one day you
are a competitor and the next day you may be a teammate. The contractors are watching very
closely to see what happens, or, stated another way, what they can get away with, Isincerely
believe Hanford and the WTP are at a tipping point. Now is the time for Congress to take action
and affect change.

The validity of the issues I raised should not be judged by my input. It is important to note that
the GAO has found that safety and technical problems at the WTP are directly a result of
mismanagement by Bechtel and URS. The Defense Nuclear Facilities Safety Board (DNFSB or
Board) conducted an extensive investigation and issued two recommendations. DOE conducted
surveys and verified the culture issues. Outside consulting groups such as the Consortium for the
Risk Evaluation with Stakeholder Participation (CRESP) and the Pacific Northwest National
Laboratory (PNNL) have submitted extensive reports identifying many problems. Finally former
Secretary Chu conducted a review and stopped all design and construction on major parts of the
WTP. But despite these findings, to date no action has been taken against Bechtcl and URS.
What more is needed?

The lack of design knowledge by Bechtel and URS is no excuse. Bechtel built the Savannah
River Defense Waste Processing Plant (DWPF — the vitrification plant) and now is a co-operator
of it with URS. URS operates the DWPF and operated the waste vitrification plant at West
Valley, NY. Both companies are very familiar with what it takes to design and operate
vitrification plants. There are no technologies being used that are first-of-a-kind. Precipitation,
filtration, evaporation, ion exchange, melters, etc., were all used at DWPF and West Valley.
Pulse jet mixing has long been used at the Sellafield, England plant that URS operates.

I started supporting the WTP directly in the mid ‘90’s. I transferred to the WTP in 2003 with the
intention of seeing the project through to startup and full operation no matter how long it took.
When I first arrived in April 2003 I was asked the bus ticket question by several employees: “Do
you have your bus ticket?” 1 said “no” and asked “why?” Their response was: “Bechtel
Engineering is building the plant so poorly that everyone in Engineering has a bus ticket to get
out of town before they push the start button. You don’t want to be left behind." Itook it as
shop-talk humor but it was some of the first input I received from my peers. Please don’t get me
wrong. There are many, many dedicated employees in both Bechtel and URS. It is the upper
management that is at fault due to their self-serving focus on near-term profits. But there is
nothing wrong with corporations making money until the focus on money trumps safety, quality,
and ethics. Then you have a problem. And I submit you have a MAJOR probiem when a
project costing almost $700M/yr goes from $4.6B to most likely over $20B and starts up over a
decade later than it was suppose to. In fact, today, no one in Bechtel, URS, or DOE can even
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give you a valid estimate and startup date. This is a disaster. Our Country’s finances cannot
afford this type of mis-management.

Retaliation Begins-

During the period 2003 and 2006 period I identified several technical issues that needed to be
addressed. Many times I made suggestions but was stiff-armed by Bechte! Engineering
management with the responses of “no way, we will not change it, too costly, etc.” Bechtel and
URS upper managers were not at all receptive to making any changes that needed to be made
regardless of whether they had nuclear safety or efficiency impacts. These contractors’ only
focus was money and whether a design problem could be connected to them or impacted award
fees.

In 2006 I experienced my first major personal example of the intimidation and punitive actions
by Bechtel management. From 2005-2006 1 led a major five-month technical review effort
involving over 50 worldwide consultants. This study was chartered by then Secretary of Energy
Samuel Bodman, He wanted to know that the technical issues in the WTP had been corralled
and that there would be no more surprises. The review was titled the External Flowsheet Review
Team (EFRT). In the beginning I established firm ground rules for this review. One ground
rule was that the consultants would write the report and management could only offer comments.
Management would not be allowed to edit the report. The EFRT identified 28 issues that had to
be addressed and corrected for the WTP to operate safely and efficiently.

Upon completion of the written report and recognizing the impact of the review findings and
recommendations, Craig Albert, then Deputy Bechtel Project Manager, called me and said he
wanted to edit the report. Itold him “no” as this was not in keeping with the ground rules. He
became very upset. An intense discussion followed with Mr. Albert putting much pressure on
me to allow editing. Finally, Mr. Albert asked me “who do you work for?” Then he stated, "I
talked with Mr, Jim OwendofT (top level DOE manager) and Jim said it would be OK." I did not
believe him so I said “OK, then you won’t mind if I call Mr. Owendoff and confirm what you
said, I’li call him right now." Mr. Albert quickly changed his words and recanted his story. |
did not call Mr. Owendoff and no Bechtel or URS manager edited the report.

Shortly after this discussion a promotional opportunity became available directly above me.
Despite URS rewarding me for the study and recommending me for the higher position, at that
time the position required Bechtel concurrence. Bechtel (Mr. Albert) would not give it and I did
not get the promotion. The top WTP URS manager at that time, George Clare, told me: “Mr.
Albert had said that he would not approve you for the position because he could not trust you
because you would not do what he said.” This event clearly displayed to me how Bechtel
management operated and the pressure they would put on an employee to affect the outcome.

The Mixing Issue Increases Retaliation -
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In October 2009, at the request of DOE site management, | was assigned the responsibility to
lead the mixing program (EFRT #M3) to closure. Recognizing that this program had been
underway for years without a solution, 1 first proposed a 15 month program which was reduced
by Bechtel management to nine months, setting a June 30, 2010 target date for closure. Testing
had to be completed by this date to meet the milestone. As part of the program I required
agreement from Bechtel management that they would improve the support systems to aliow a
new mixing system to work. Bechtel management, Mr. Feigenbaum and Mr. Ashley, agreed. |
was told by Mr. Feigenbaum and Mr. Gay (URS) “to throw the kitchen sink at it," i.e., do
whatever it takes to develop a robust mixing system. DOE established a $5M milestone target
for Bechtel/URS if the M3 mixing issue was closed by June 30, 2010. Work commenced with
the $5M goal well in our minds. Little did we all know that there was another $50M on the line
that Bechtel management was pushing for.

On January 1, 2010, Mr. Frank Russo arrived as the new WTP Project manager. Within weeks
he reorganized and put all technical programs including the mixing program totally under
Bechtel management. The commitment made by Bechtel management to change the support
systems was discarded. The “kitchen sink™ went out the window. This meant that any improved
mixing system recommendation would be minimized due to lack of capability in the physical
support systems in the plant. Messrs. Ashley and Russo knew that the Bechtel designed support
systems would not support a robust mixing system. Mr. Russo also started to make definitive
public statements that Bechtel would indeed close the mixing program by June 30, 2010, and
earn the $5M. Nothing was said about the extra $50M that was in play. Despite being at the
WTP only several weeks and despite having only a BS in Political Science, Mr. Russo had made
this technical judgment and pronouncement.

As the work proceeded everyone was well aware of the June 30" date and the $5M goal. To
show the pressure Russo was displaying, he sent an email to Dr. Ines Triay, former EM-1 that
stated: “I personally will send anyone home who does not follow my direction.” 1t was clear to
everyone that the quality and workability of the answer did not matter; what mattered was being
able to claim this technical issue was closed by ~ June 30th. Mr. Russo later sent an email to
Mr. Ashley that said: *We need to meet on this.....We will have to present our position next
week. Fee is in play in a big way”. The focus on the award fee was obvious. Bechtel and URS
personnel became afraid to raise any concerns. Open, verbal discussions of problems ceased.
No one wanted to lose his or her job.

In mid-March 2010, a DOE Senior Scientist, Dr. Donald Alexander, raised a technical concern
about the mixing of radioactive waste in tanks that could result in a criticality or the trapping of
hydrogen gas. It was clear to everyone that if Dr. Alexander was correct, much more testing
would be needed, the June 30th date would not be met, and the $5M lost. 1 offered to review Dr.
Alexander’s recommendation to see if I considered it valid. Bechtel and URS management gave
me the guidance that they wanted me to “oppose and kill” Dr. Alexander’s concern. Upon
review [ determined that Dr. Alexander’s concern was valid and stated so in a meeting on or
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about April 10th, 2010. For one hour, I was harshly reviewed, criticized, and chastised by
Bechtel and URS management (Messrs. Russo, Gay, Ashley, French) for my finding. Ina
follow-up meeting in my office to discuss my analysis, I pointed out that a consultant, Dr. XX
(name omitted), had made an assumption error in his analysis that supported my conctusion.
Russo stated that “he would see that Dr. XX’s career was killed and that he would not be able to
work anywhere in the world." Several people were in my office and heard this. From this point
on, retaliation towards me increased significantly. I became ostracized and treated like the
ptague. I was not invited to meetings, left off report distributions, and omitted from key email
and technical communications. Most personnel minimized any discussion time with me.

Testing stopped in April of 2010 and Bechtel and URS drove forward with a story that they had
completed the mixing program and would meet the June 30™ date. But I continued to raise
technical issues as | knew that if Bechtel and URS declared this issued closed there would be no
further examination of this serious nuclear safety issue. A consultant for DOE, Dr. Richard
Calabrese, University of Maryland, was quoted in an email as saying that “the way Bechtel
engineering is planning to scale up the test results is just so they fook good and is not a realistic
method (paraphrased).” Another external consultant, Dr. David Dickey, went further and stated
in an email that “he would consider the Bechtel approach to design the mixing systems would be
criminally negligent in the design of a nuclear waste processing plant (paraphrased)”.

Additional technical concerns were expressed but also were ignored. An external consulting
group supporting DOE, the Consortium for the Risk Evaluation with Stakeholder Participation
(CRESP) wrote a muitiple page report listing many problems with the Bechtel mixing design
resolution. Mr. French, URS Manager stated on June 25th: “We just received the Draft CRESP
report.....my quick check does not show they consider anything fatally flawed. It has quite of
few recommendations that could be manipulated by someone who wanted to I’'m sure”. This
was a report issued by a select DOE consulting group, not a group offering fodder for others.
Their recommendations were many and serious. Despite the concerns of outside consultants and
CRESP, Mr. French, issued an email to Bechtel and URS management stating: “Now is the
time to push for closure. By the time any issues or concerns are identified, the review group will
have been disbanded and there will no way to reopen it”.

Bechtel Intimidates the National Laboratories -

As the end of June approached, some upper DOE management were questioning ~ Mr. Russo as
to whether the June 30th date would be met, almost as if questioning his judgment. DOE
management asked if the national laboratories (Pacific Northwest National Laboratory {PNNL}
and the Savannah River National Laboratory {SRNL}) were on-board with Bechtel’s path
forward. Regarding SRNL support, Mr. Russo sent an email to Ms, Shirley Olinger, the DOE
Hanford Office of River Protection manager, stating: “This will happen. (I) Just hung up from a
call with Paul Deason the Lab Director. He was on my team at LLNL (Lawrence Livermore
National Laboratory). He and his scientist seem comfortable with our position.” To ensure
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SRNL gave the response Mr. Russo wanted, he sent an email to Mr. Ashley stating: “(I) spoke
with Paul Deason. They are keen on supporting our position. If need be, put Rich (Edwards)
and Russ (Daniel) on a plane to SRNL to help get them in alignment.” The SRNL scientist was
Dr. William Wilmarth. When the SRNL study report was issued and did not did not recommend
any further testing, I questioned Dr, Wilmarth about the team’s recommendation. Dr. Wilmarth
stated in an email to me that everyone knew testing was needed but “he did not want to lose his
fingers and toes” by recommending any additional testing. SRNL management and scientists
had succumbed to the intimidation and pressure from Bechtel.

Mr. Dae Chung, then Deputy EM-1 Manager continued to question Mr. Russo about PNNL’s
support of Bechtel’s mixing plan. On June 16, 2010, Mr. Russo attempted to intimidate PNNL
management to give him a similar recommendation of support. In an email Mr. Russo told Mr.
Dae Chung, then Deputy EM-1 manager, that “they (PNNL) damn well better be on board with
the money we have spent there." However, PNNL management (Dr. Michael Kluse and Mr.
Terry Walton) would not give Mr. Russo the concurrence he wanted. Dr. Kluse’s and Mr.
Walton's employees had informed them about the many WTP problems, especially those relating
to the pretreatment building and mixing. Mr. Russo then attempted to put pressure on the CEQ
of Battelle (the operator of PNNL), Dr. Wadsworth, through Mr. Ogilvie, Bechtel senior vice
president, to get PNNL to give a written statement of support. In one email Mr. Ogilive stated,
“I talked with Wadsworth on Monday. (I) Gave him the background and told him we needed
PNNL support, not backtracking.” In a follow-up email Mr. Ogilvie told Mr. Russo:
“Wadsworth appreciated the feedback....and definitely got it”. Despite all the personal pressure,
financial pressure, and intimidation Bechtel management put on Battelle and PNNL
management, they did not cave-in and they stood their ground. They would not give their
approval to the Bechtel path forward. They knew what Bechtel wanted to do was clearly wrong.
PNNL management followed up their meeting with Mr. Russo by sending him a seven page list
of technical concerns that had to be addressed. Much credit should be given to Battelle/PNNL
management for maintaining their position as it reflects positively on their high ethics and
values.

My Final Days on the WTP are Drawing Near-

In June I tasked Dr. Perry Meyer, PNNL, to do a detailed analysis of the Bechtel mixing
approach and provide a quantitative analysis. Bechtel and URS management knew of the study
and tried to get it squashed. Even my direct supervisor, Mr. Richard Edwards, sent several
emails to me stating that it should not get issued. On June 25th, T reviewed the final draft with
Dr. Meyer and knowing that [ would be blamed for it, | told him to issue it as the report was well
done and it was the right thing to do. It contained and expressed many concerns with the
Bechtel/URS mixing approach. Bechtel and URS management never considered it in their final
evaluations.
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On or about June 22, 2010, at the request of Bechtel management, I submitted a list of what I
considered to be open issues. These issues were comprised from input from the personnel in my
group and personne! in PNNL. While most managers typically administrative type issues, e.g.,
drawings need review, procedures need rewriting, reports need to be issued, etc., my list
contained nearly 50 technical issues. Many of the issues I listed had direct nuclear safety
implications and inciuded mixing problems. I also resubmitted my list of 100 issues from the
year before since few had been finished. In a meeting on June 30, 2010, when [ asked if I could
eat some fresh cherries that had been brought to the meeting before I discussed my list, the
Bechtel Engineering Manager, Ms. Barbara Rusinko, stated: “Yes, go ahead, maybe you will
choke on them.” At first I took it as humor, but through the legal discovery in my civil
whistleblower case emails were found indicating Ms. Rusinko was telegraphing the thoughts of
Bechtel management; they knew about my list and did not want to hear anything about it or
about the items on the list. Money was more important to Bechtel management than safety and
quality. The meeting later became known as the “Choke on the Cherries Meeting”.

At the end of June I sent an email to three consultants (Dr, Dickey, Dr. Meyer, and Dr. Etchells)
informing them that Bechte! was driving towards closure and any further testing would probably
never occur. Again, | knew that if Bechtel closed the M3 issue, any inadequacies in the design
would be forgotten. I hoped that the consultants would “raise the flag™ and request a last minute
review. They did not. Mr. Russo learned of my email on July 1 and sent an email at about 2:45
pm to Mr. Bill Gay stating: “Walt is killing us. Get him (out) to your corporate office today™”.
With no questions asked of me, in less than an hour, Mr, Gay sent an email back to Mr. Russo
stating; “I talked with Mr. Dennis (Hayes). He will be gone tomorrow”.

My First Termination -

On July 2nd, just two (2) days after the "choke on the cherries meeting," | went into work to
discuss the movement (relocation) of my group. [ knew nothing about the prior days
communications between Messrs. Russo, Ashley, Gay, and Hayes. A plan had been established
and an organizational announcement approved by Bechtel (Mr. Ashley) to move my
group into the operations group and rename it. The meeting was intended to refine the last
details of my group’s move. Several relocation options had been considered, but Bechtel elected
to move my group to operations and rename it. With the renaming, Bechtel and URS could then
market that “all R&T was complete and over”. in fact, my group continued to work on R&T just
as before. We were just to be moved and renamed. When I entered the building for the July 2nd
meeting | was told that the topic had changed and Russo had fired me from the WTP the night
before. When I asked why, even after multiple requests, I was given no reason. I was told by
Mr. Hayes “Russo wants you out." I was told to hand over my phone, keys, badge, and
blackberry and I would be escorted to the front door. I then had to leave the premises
immediately. I could not talk to anyone and [ told not to return. | had been fired from the WTP
by Bechtel. The drive home was highly emotional.
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At the instructions of URS management on July Sth 1 went to URS headquarters to discuss what
had happened. Recognize that Bechtel is the lead on the WTP contact and is a much larger
corporation than URS with income estimated at three times that of URS (about $33B vs $11B).
As a result, Bechtel carries much more contracting weight to affect the desired outcome of
events. Inthat meeting, Mr. Leo Sain, a Senior Vice President, for URS stated to me directly:
“URS does anything Bechtel says.”

I knew what had happened to me was not right. On about July 7th, 2010 I went to the DOE
Employee Concerns Program (ECP). Upon listening and reviewing what happened to me, [ was
told by the then DOE ECP Manager, Mr. Bill Taylor, “this situation is far above his group’s
ability and you (Walt) should go to someone on the outside for help.” He stated that from what
he saw and heard it was clearly retaliation. He recommended I contact Mr. Tom Carpenter of
Hanford Challenge, which I did. On about July 30" I filed a whistleblower complaint with
OSHA under the Energy Reorganization Act and filed suits against Bechtel, URS, and DOE.

On about July 10, 2010, I was told I would be assigned to a group working on a proposed
process for the Hanford tank farms. This lasted for only about four weeks. During this period 1
was put in a cubicle and assigned to work under a non-URS external contractor. I was given
menial tasks to do and not included in key meetings. I could sense my career was over.

The First Validation Of My Concerns Qccurs -

By mid-July, I determined that what had happened to me was definitely wrong and I did not want
it to happen to anybody else. Ithen wrote a letter on to the Defense Nuclear Facilities Safety
Board (DNFSB or the Board) on July 16,2010. Little did I know that they suspected there were
concerns at the WTP and my letter was the catalyst to ignite full scale investigations. Between
October 2010 and mid-2011, the DNFSB held two public hearings pertaining directly to
Hanford. The DNFSB issued two recommendations, one relative to mixing issues (#2010-2) and
one relative to cultural problems (#2011-1), both directly supporting and furthering my concerns.
The DNFSB also pushed DOE to do cultural surveys across their entire EM division. Through
this process, the DOE Health, Safety, and Security group identified problems at many sites
including DOE headquarters. Had the Board not taken these actions I sincerely believe nothing
would have happened. The Board’s in-depth review and recommendations gave DOE support to
push the contractors to do the right things. The DNFSB recommendations validated my
technical and cultural concerns.

In an attempt to counter the negative DOE and DNFSB surveys, Bechtel conducted several
surveys on the WTP technical and cultural issues between 2011 and 2013. The Bechtel surveys
were either paid for by Bechtel or Bechtel recommended the participants or the survey group had
ties to Bechtel. On one technical committee, the Environmental Management Advisory Board
(EMAB) which reported to Dr. Ines Triay, then EM-I, Bechtel recommended and staffed it with
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two senior retired Bechtel vice presidents (Dr. Papay and Mr. Meyer). On another review team,
Bechtel recommended the participants to DOE and paid for the survey. Bechtel also conducted
internal surveys. These are unverified and non-validated surveys comprised of a list of
questions. There is no statistical foundation to them. No factorial analysis, no pretesting with
comparison, and no Beta testing had been done prior to their use. Often with on-line surveys
sent out electronically, Bechtel will send reminders to anyone who had not filled it out. Clearly
if they know who has filled it out and who has not, they know their responses. The people know
this, What responses do you think they give? In addition, data results can be manipulated to
mask key outcomes. For example, if 99% of the people on the project not working on nuclear
safety related items do not have concerns raising safety issues hut the 1% who work directly on
the nuclear safety do, the concerns of the 1% should not be minimized by the overall results.
Stated another way, the concerns of the few very knowledgeable people in specific process areas
must stand on their own and not be masked by statistics.

Bechtel's Far Reach -

Bechtel’s efforts to manipulate and intimidate personnel do not stop with project personnel. As
an example, on July 27 after I wrote my July 16 letter of to the Defense Nuclear Facilities Safety
Board, a person directly connected with Congressional communications contacted Bechtel
management and was quoted as saying; “she reiterated that she needs a response (from Bechtel)
so that she can assist with disseminating our (Bechtel) message (on the Hill)”. Note that at this
time no one in Bechtel, URS, DOE, or the DNFSB had looked into any of my concerns or talked
with me. But, the Bechtel’s support was ready to jump to their defense and spread the Bechtel
message across the Hill. If Bechtel will mislead and manipulate Congress and those on the Hill,
what value to you think they place on fair dealings with employees who raise serious concerns?
Or worse yet, the employees of their subcontractors?

Bechtel’s manipulation does not stop with personnel on the Hill, the project, or their
subcontractors. Words and their message are twisted. For example, what does the word
“closed” mean? Between 2006 and 2009, Bechtel and URS claimed 27 of the 28 EFRT issues
were closed. While most people would think the word “closed” means finished, completed, or
done, Bechtel uses it to mean that it could be taken off the open list. The word *closed” has no
relationship to the amount of work left or even if the path forward to solving the problem has
been defined. For example, they will use the word closed for an issue with no definitive action
taken. Their basis for the closure is that they plan to work on it in the future. This is called
“providing the plan for the plan” and does not constitute any resolution of the task. In many of
the issues, the criteria presented for closure approval had nothing to do with actual facts or
existing problems. But using this approach allowed the contractors to continue to earn their
award fees and to continue to get funding. In 2010, Bechtel claimed the 28th EFRT issue, the
M3 mixing issue, was closed. Today there is no agreement on the path forward and the
pretreatment building is still shutdown. By a conservative assessment and giving as much credit
as I can to the work that has been done, T would only declare 13 of the 28 issues closed. And that
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is a very conservative analysis. But Bechtel and URS kept the $5M award fee DOE paid and the
additional $50M in funding (which lasted at least 2 years).

From personal experience, I know that an employee who speaks out about issues that could
jeopardize Bechtel's funding stream quickly becomes a persona non-grata. The real financial
incentive for the contractors is to ensure the funding stream continues. This is because Bechtel
and URS both make money via award fees, but they make the most money on the overhead
attached to labor dollars. The amount made on overhead in the WTP can be between $50M and
$100M/year while award fees may total only $10M per year. The goal of the companies is to do
the minimum needed to keep the project funds flowing while not getting fired for incompetence.
They make this money whether they are moving forward, backward, or not at all. Ifa major
problem develops, they blame it on DOE. This is the only business where you get paid to correct
the problems you create.

A Basement Office with the Copiers, No Meaningful Work and My Final Termination-

In mid-August 2010 the program I was assigned to was moved to the Hanford tank farms.
Because it would now interface with Bechtel, I could no longer work on it. URS then assigned
me (about August 24™) to a basement office in their Richland corporate office. I sat in the
basement office with two copying machines and no management or little peer contact for 16
months. I was given no work. The room was also used as a storage room. The janitor’s closet
was off this room. I wore earmuffs when the copying machines operated. Iimprovised a desk
by taking a shelving board, putting nails in it, and using it as a side bar table. | used cardboard
boxes as supplemental tables. My career was over.

One particularly demonstrative event of my isolation during my 16 months in the basement
office occurred in February 2011. My wife called me and asked what I was doing still at work. 1
said I was trying to stay busy. She said “Do you know it’s snowing like crazy outside and they
have sent everyone home?” [said “no." Ithen went upstairs. She was correct. The lights were
off, everyone was gone and the doors were locked. No one had come to notify me. During my
16 months in the basement office [ was not invited to any safety or informational meetings or
given any significant work matching my experience and capabilities. In January 2012, after
testifying at the previous hearing this Subcommittee held, URS moved me to a main floor office
but nothing changed. At best [ had minimal work and certainly no amount of work to match my
experience and capabilities. Clcarly URS was doing two things: 1, They were trying to wear me
down so | would quit and leave, and 2, more importantly, they were sending a clear a visible
signal to every other employee: “Don’t do what Walt did.”

Through 2012 things remained the same for me. I was given no meaningful work, no invitations
to meetings, and was not invited to meetings on topics relating to the work I was given.

The Second Validation —

10
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The second validation of my safety issues came in 2012. As a result of the continued technical
concerns in mid-2012 Secretary Chu initiated an in-depth investigation into the technical issues
surrounding the WTP. Upon his team’s conclusion, Secretary Chu declared that due to the many
issues, parts of the WTP plant (pretreatment in particular) should be shut down until a definitive
technical resolution path was defined. The work on these facilities was suspended and remains
suspended today. My technical concerns had been validated again. Despite this, again, Bechtel
and URS kept their $5M award fee for "closing” the mixing issue (M3) in 2010 and used the
several years of the extra $50M to pull in their overhead fees.

In early 2013 one URS manager, Mr. Duane Schmoker, asked if [ would help his son-in-law with
one of his college course projects “since | had the time”. 1did so I helped him. I also applied for
six different URS positions during the 2012-13 period at Hanford and did not receive even a
phone interview and was not selected for any of them. After 44 years of service my career was
indeed dead.

The Second Termination Approaches-

My final termination was approaching. Around May, 2013, the URS manager, Mr. Duane
Schmoker, asked me to do an analysis of the DOE laboratory business and compile a five-year
marketing/business plan. I completed it and in late August/early September 2013 after
presenting it to corporate management, Mr. Schmoker received many accolades for the
recommendation. In fact he stated that such a thorough and complete analysis had never been
done before. When I asked him if he had brought my name up for formulating the plan he said,
“No, there was no need to cloud the issue.” Following these presentations, in mid-September
2013, URS Manager Mr, Bob McQuinn told me he would be coming to see me on October 2nd
“to discuss how things were going”. He knew [ had performed the laboratory business study and
told me “it was very well received by management.” [ assumed his visit had to do with the
marketing study and possibly other work. Despite all that had been done to me and my career, |
remained naively optimistic.

I looked up when he appeared in my office doorway on October 2nd, 2013, and before I couid
say anything, Mr. McQuinn said: “Today is your last day. Pack your personal things up, give us
your phone, your badge, and your keys and we will escort you do the door. You cannot talk with
anyone. We also have some papers for you to sign.” It sounded so-so familiar to July 2, 2010.
When | asked why I was selected for layoff, he said that I was one of five people selected out of
a group of about 135. This was just another action by URS to send a message to ali others:
“Don’t do what Walt did”".

[ was given about 60 minutes to empty my office and box up any personnel belongings. I was
told I could not talk to anyone and must never return. I was then escorted to the door which was
pulled closed with a click behind me. It was another very emotional ride home. Much personal
information such as supplemental technical information was lost and never given to me. I had
now been escorted to the exit door twice.

11
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A Human Relations person, Ms. Pat Pinkard, accompanied Mr. Quinn and acted as a witness.
She gave me two forms to sign. The one I signed dealt with the release of patents and such
information of which 1 did not have any. The other dealt with my severance pay. URS said I
could have my 26 weeks severance pay (greater than $100K) if I signed a termination statement
that released them from all legal liabilities. Isaid I would not sign it then and wanted to review
it. They gave me six weeks to sign it. It then became clear. | had a Federal Appeals Court
hearing before the Ninth Circuit on Nov 4 and they hoped 1 would sign the termination
agreement by then and release them from the lawsuit in order to receive my severance. My
severance pay was being held hostage. T did not and will not sign the agreement. I then offered
URS a signed, amended version of the termination agreement but they told me that the
termination policy was fixed and could not be altered. They also sent me a copy of the URS
termination policy. After reviewing the termination policy, I could not find any such words
relating to or requiring inclusion of release for from legal liabilities. In fact it states: “All aspects
of the Severance Pay Policy are subject to the interpretation and discretion of the HR Committee
or is designee.”

1 then wrote a fetter to Mr. Koffel, CEO Chairman explaining what had occurred and requesting
his review. [ asked him if ethics trumped extortion since URS was holding my severance pay
hostage for legal immunity. I have not heard from him. He did not have the courtesy to respond
to any employee with 44 years of service. I believe I have the answer to my question.

The Fight of a Whistleblower -

As an example of the fight a whistleblower encounters, URS lawyers have claimed that I never
did and never will work for URS - that instead I worked for a wholty-owned branch called “URS
Energy and Construction, Inc.” T found this shocking as all profits of the division I was assigned
to pass directly to the corporation. All communications referred to us as URS employees. This
is part of the name-game switch companies will use to delay the legal actions of concerned
employees. Bechtel and URS will use all and every delay tactic to wear down the concerned
employee with the hope he will become tired and financially exhausted and drop a law suit.
Meanwhile all of Bechtel’s and URS’s legal expenses are reimbursed by the DOE from taxpayer
funds. It does not cost them a cent to fight an employee. Even as I attend this hearing today, I
had to personally pay my own way while everyone attending for Bechtel, URS, and DOE will
have their expenses reimbursed.

How does a culture such as described above develop within DOE? There are several reasons
including:

- The most important cause of problems in the WTP is that Bechtel is the design
authority and design agent. This means they are responsible to define what work
needs to be done and how it will be done while being rewarded for both cost and
schedule performance. The design authority and design agency should never be the

12
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same group, especially in a project like the WTP. This is like putting the fox in
charge of the hen house. This authority must be separated if the WTP is to be built
and operate safely and efficiently.

- DOE contracts do not put an onus on the contractors to do the right things. For
example, when it comes to whistleblowers and employee concerns, contractors are
periodically reimbursed for all their legal expenses. If the contractors are found
guilty, they may be requested to reimburse the government. So what does a
contractor do? They drag out the legal action as long as possible and then settle if
they think they will lose. A settlement is not a finding of guilt so they do not have to
pay back expenses. The outside lawyers they hire are paid by the hour so they have
no incentive to seek a resolution. And where do the funds come from to reimburse
the contractors? From taxpayer funds of course. My personal estimate for the
reimbursements made to Bechtel and URS to fight my legal suits including their
outside lawyers, internal lawyers, travel, surveys, consultants, research, legal
submittals, depositions, human relations support and all such associated costs is well
over $2M. Meanwhile concerned employees are paying for their defense out of their
pocket in addition to the emotional and financial stress of losing his or her job. This
needs to change.

- DOE is out-manned and out-gunned when it comes to managing the contractors.
What I mean is that they do not have enough people, they do not have enough people
with technical degrees, and if they have technical degrees they are not engineers.
DOE management must rely on the input and honesty of the contractors when
addressing technical projects and programs. The contractors manipulate and mislead
DOE. As an example, for several years while [ was the R&T manager there was not
one person with an engineering degree in the DOE organizational chain from my
counterpart within DOE to the Secretary of Energy. Dr. Chu was Ph.D. physicist,
Mr. Poneman a lawyer, and there were several chemists. Certainly all very good
degrees but no one with an engineering degree. And to make matters worse, in the
WTP, the Bechtel/URS personnel to DOE oversight personnel ratio exceeds 100:1.

- The contractors have gotten away with manipulating DOE and misrepresenting the
facts for so long that it is now standard operating procedure. The contractors seem to
believe they are above the law and can do what they, because they can work their way
out of any situation. Now is the time for change.

- Finally, DOE operated under a cloak of secrecy for many years touting national
security when questioned. Today, they tout clean up needs and emergencies.
Within DOE, as a result of the input from their contractors they operate in a mode of
seclusion or crisis, keeping the public in the dark. DOE needs to operate the cleanup
operations like a business, not like a cold war program. They need to broaden their
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contractor base and make changes in contract wording or contractors where needed.
If the WTP is going to take at least 19 more years to start producing glass logs, as
Washington State has said, versus Bechtel’s initial predication of 7 years, how bad
can it get if the contractor is changed? A change in contractors would signal a
cuitural change in attitude and management.

In summary, the approach used by the contractors in the DOE EM business is to treat people
however they want to and do just enough work so they are not replaced on the contract. The
longer they stay with the contract, the more money they make. If a problem develops, their first
course of action is to declare a scope change, claim it is DOE’s responsibility, and request more
money from DOE. Via this approach they get additional funding to solve the problems that
should have been solved correctly the first time. Originally Bechtel said the WTP would cost
$4.6B and be running in 2008. Today, neither Bechtel, URS, nor DOE can give an accurate
estimate to what the final cost will be and when the WTP will start up. Some current external
estimates are that it will cost over $30B and start up in the early 2030’s.

Contractors squelch, retaliate and take punitive measures against employees that speak up. My
personal experience is a prime example. After meeting with Secretary Moniz, and then on the
heels his September written commitment to an open and non-punitive culture, URS laid me off
and later fired Ms. Donna Busche. DOE contractors are watching these events. Action must be
taken now to send a clear message to all DOE contractors that this type of management will not
be tolerated. If no action is taken now, it will be “Katie, bar the door” as the contractors will
think they can operate however they want. While there are several actions that can be taken, I
recommend Congress and/or the DOE:

- Remove Bechtel as the WTP Design authority and establish a new and independent
Design Authority.

- Change DOE contracts to state: Contractors will incur all costs related to employee
concerns and legal actions and may be reimbursed if found not guilty, A settlement
will not result in reimbursement.

- Restrict Bechtel and URS from bidding on any new DOE projects for at least
5 years.

- Require Bechtel and URS to return any fees earned for closure of programs that still
need major work, such as mixing, should be returned to DOE.

- Examine all programs and redefine what issues are still open where open
means work needs to be done, not path forward is identified, etc. to establish one

list of issues. - -

- Establish an independent oversight group for DOE and its contractors until
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DOE demonstrates a cultural shift that prioritizes safety and contractor
accountability. This could potentially be the DNFSB if they were given
enforcement authority.

We need the WTP, but we need it to be built safety with quality and run efficiently. [do not
want to see any employees, especially younger ones, treated as I have been. No employee
should ever have to fear being fired for raising tough factual questions and challenging the status
quo, especially if those questions involve nuclear safety.

In light of how Bechtel and URS have misled key stakeholders, pressured people to give the
answer they wanted, fired people who speak out, and treated personnel, especially on the heels of
Secretary Moniz’s written statement, there will be no controlling contractors in the future if
nothing is done now. Now is the time to affect change and make improvements.

In closing, any and all information obtained in my legal suits against Bechtel and URS is
available to Congress for their added review. Documentation can be provided for all the above
referenced items.

Thank you for your time and attention and giving me this opportunity. Please contact me if you
need any more information.

Sincerely,

Walter L. Tamosaitis Ph.D., P.E.

15
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Dr. WALTER L. TAMOSAITIS P.E.

BEFORE THE UNITED STATES SENATE HOMELAND SECURITY
SUBCOMMITTEE ON FINANCIAL AND CONTRACTING OVERSIGHT
ON
*WHISTLEBLOWER PROTECTION AT THE HANFORD NUCLEAR SITE”
March 11, 2014

SUPPLEMENTAL INFORMATION PROVIDED - MARCH 17, 2014

Introduction —

As a follow-up to the Senate Subcommittee hearing and roundtable discussion heid on the
subject of “Whistleblower Protection at the Hanford Nuclear Site”, i provide the attached
information.

This information is intended to address several of the topics brought up during the round-
table discussion and the hearing. The intent is to clarify key issues in order to help
catalyze change. :

Summary-

The information provided at the March 11" round-table discussion and the following
hearing, previous investigations, and the 2011 hearing indicates that the contractors,
Bechtel and URS, of the Waste Treatment Plant (WTP) have misled and manipulated key
stakeholders including Congress and the Department of Energy (DOE) on the status, cost,
and schedule of the WTP as well as having created and fostered a negative safety culture.

If an employee raises a concern that challenges the path forward, these contractors
retaliate and take punitive measures. If an employee goes further and files suit, the
company’s legal expenses are funded by the U.S. Government, i.e., the taxpayers.

The technical and cultural issues extend far beyond Ms. Busche and Dr. Tamosaitis. This
is evidenced by the investigation and recommendations of the Defense Nuclear Facilities
Safety Board (DNFSB}, surveys by the DOE, and several external reviews by consultants
and the national {aboratories. Most compelling support for their concerns is demonstrated
by former Secretary of Energy Dr. Chu, who reviewed the issues and shut down the design
and construction on major portions of the WTP. Today, these majors segments of the
WTP remain shutdown, Neither Bechtel, URS, nor DOE can give a definitive estimate of
the cost and schedule to correct the problems and startup the WTP.
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The failure of Bechtel and URS to correctly represent the status of the plant combined with
the actions taken by URS against Dr. Tamosaitis and Ms. Busche on the heels of
Secretary Moniz's and Deputy Secretary Poneman’s commitment to an open and
harassment free work environment clearly demonstrate that change is needed.

Comment Clarifications -

The Waste Treatment Plant is Not Unique -

Bechtel representatives attempted to claim the Hanford waste is unique to justify the
many issues within the WTP. The waste being processed at Defense Waste
Processing Facility (DWPF) at the Savannah River Site, Aiken, SC, is basically the
same type waste as at the Hanford site. There are 112 recognizable elements in
the periodic chemistry table. The waste at both sites has virtually almost every
element in it. Both wastes are of a caustic nature, aluminum is the major
constituent in both wastes, and both have a cesium (gamma radiation emitter) in
them. The waste at Savannah River has uranium while the Hanford waste has
plutonium. There is essentially no difference in the processing of waste with
uranium versus waste with plutonium. The waste at the Hanford site was generated
from four chemical processes while the waste at Savannah River was generated
from one process. As a result the Hanford waste has more metalis in it but all these
go to the high level waste melter. The slight difference in the wastes is handled by
the composition of glass forming chemicals that are added prior to vitrification.
Hanford will require more glass composition mixtures than Savannah River but this
is done in the last step before the melters. Bechtel designed the Savannah River
Waste Vitrification Plant and is now a co-operator with URS. URS operated the
West Valley, NY, site and currently operates the Sellaefield Site, England, for the
British Government.

Bechtel’s and URS’s Administrative Processes are Ineffective -

Bechtel's administrative processes are ineffective or not utilized. The Dissenting
Personal Opinion (DPO) process and the Project Issues Evaluation Report (PIER)
process were referenced in the March 11" hearing. In the DPO process, Bechtel
brings technical support from their corporate office to resolve the dispute. In the 13
year history of the Waste Treatment Plant and despite the many problems in the
WTP, there have been fewer than five (5) DPO cases discussed. Employees risk
retaliation if they pursue a DPO.
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In the Problem Issue Evaluation Report (PIER) process, a submitter indicates the
level of significance he or she believes is represented by the issue. The
significance level can vary from D (low) to A (high). The first level of review is by
the submitter’s immediate supervisor. If an employee submits an issue and
designates it as A priority, after a quick review, the employee’s manager with no
further review can change it to a D thereby eliminating review and consideration of
it.

Payment of Contractor Legal Expenses Needs to Stop - Now

The issue of legal expenses being paid by the government is an area where major
change must occur. As Senator McCaskill so accurately stated, with regard to the
WTP, an employee is fighting one of the largest companies in the world and that
company'’s legal bank-roll is funded by the United States government. As an
example, Mr. T.M. Lawler, contract lawyer for URS, of the Witherspoon & Kelly firm,
Spokane, WA., attended the hearing. Who paid for his time and cost to

travel 2500 miles from Spokane to DC to sit in the back corner of the room?
Clearly his attendance at the hearing was not needed. He could have watched the
video tapes.

Legal expense list —

When legal expenses are requested from the contractors, the request for
information must be properly formulated to ensure all costs are provided. Some of
the expenses related to the company's legal defense against employees inciude:

- Outside attorney fees

- Qutside attorney travel

- Outside attorney administrative fees

- Internal attorney costs

- Internal trave! to hearings, depositions, filings, etc.

- Employee and manager time to gather, supply information, and attend
hearings and depositions

- Costs paid to external groups to do surveys and provide the answer that
Bechtel and URS are wanting.

- Qutside public relations firms to handie communications.



70

W.L.Tamosaitis “WHISTLEBLOWER PROTECTION AT THE HANFORD NUCLEAR SITE" March 14, 2014

The Waste Treatment Plant has No First-of-a-Kind Processes to Warrant Special
Contracting Treatment -

One of the biggest misrepresentations made by Bechtel and URS is that the WTP is
comprised of complex, first-of-a-kind technologies. The fact is that all technologies
used in the WTP process have been demonstrated elsewhere for years. ion
exchange (to remove cesium) is like the water softener in your home. lon exchange
was used at West Valley for years and has also been used at Oak Ridge. Cross
flow filtration was used at Oak Ridge and West Valley. Vitrification meiters are used
at Savannah River, Oak Ridge, and were used at West Valley. A non-radioactive
melter much bigger than actual the radioactive Savannah River melters or planned
WTP melters exists at Catholic University in Washington DC. Glass was made
centuries ago by the Egyptians and others. The only thing unique about the WTP is
its size. For example, instead of 1 or 2 filters, they have 5. Instead of two ion
exchange columns they have 4.

Pulse jet mixers are used at the Sellaefield England Plant which URS operates. in
addition, the WTP project is managed as if it were 5 projects: pretreatment,
laboratory, low level vitirification, high level vitrification, and support systems. in
reality, different contractors could work any one of these and be merged with the
others through system integration.

The WTP Probliems are Bechtel’s and URS's, not DOE’s ~

When comparing the manpower and abilities of Bechtel and URS versus DOE, DOE
is out-numbered, out-manned, and out-gunned. DOE must rely on their contractors
for good, honest feedback and status reports.

A clear example of this occurred in 2010 with the mixing issue (#M3). Many issues
had been raised by outside consultants, DOE consultants, national laboratories, and
personnel on the WTP project. A national laboratory scientist wrote a separate
letter outfining the problems with the Bechtel mixing solution. As the design
authority, in June 2010, they should have stood up and told DOE that maijor
concerns existed and recommended a time out be taken to access the path forward.
Instead they declared the issue closed, won a $5M award fee, obtained an
additional $50M in funding, and then Bechtel continued on supporting the
design/construction of the inadequate system. Then in late 2012, former Secretary
of Energy Chu, assessed the problems, declared them major and shut targe parts of
the WTP down. This should have been done in 2010.
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It is the design authority’s responsibility to keep the customer informed of both good
and bad items. Bechtel and URS do not do this because alerting the customer of
problems could end up with showing that they are at fault or, worse, reducing the
funding. The contractors make the most money on the overhead attached to fabor
dollars, not the award fees.

The Cost Growth is Due to Bechtel Mismanagement not a Major Course Change -

The WTP project was originally estimated by Bechtel in 2001 to cost $4.6B and to
start up by 2008. in the beginning it was aimed at building a smaller plant but this
quickly changed. By 2005 nothing was discussed about the WTP being a pilot plant
or smaller plant and the cost had risen to about $8B. By late 2006 the cost estimate
was $12.2B. Today no one in Bechtel, URS, or DOE can even give a definitive
estimate of cost and schedule. Most unofficial estimates indicate that the total
project will cost at least $25B and not startup untit the late 2020’s.

So regardiess if the original WTP estimate was $4.6B or $8B or something in
between, the final cost will be at over 3X the original estimate. And the startup date
continues to move out.

The contractors within the DOE Environmental Management program know that the
best approach is to bid low, win the project, and then use change control to run the
cost up. When changes or problems are identified, the contractors attempt to put
the blame on DOE,

The Contractor is the Problem with the Design/Build Concept-

Many people challenge the use of design-build concept, i.e., fast track process for
the design and construction of the Hanford Waste Treatment Plant. Is there a
problem with design/build? No, not if you have an ethical contractor. Ina
design/build approach, rework costs may be higher but design/build does NOT
require a contractor to proceed with the design and construction if they know it is
inadequate and will not meet the requirements.

The WTP Problems Start with the Contractors ~

While the DOE is the owner and iandiord of the Hanford site, they are outgunned,
out-manned, and out-armed when it comes to controlling the contractors. They do
not have enough people, enough people with degrees, and if they have technical
degrees many are not engineers. Thus the DOE must rely on the contractor for an
honest and fair assessment and estimate of an issue and its resolution.
Compounding this problem further is the fact that the contractor’s personnel
out-number the DOE oversight personnel by over 100:1.



72

W.L.Tamosaitis “"WHISTLEBLOWER PROTECTION AT THE HANFORD NUCLEAR SITE” March 14, 2014

The Contractors Mislead and Misrepresent the Facts-

Bechtel and URS misrepresent and manipuiate the facts to enable project funding
to continue. An example of misrepresentation was following the EFRT report when
Bechtel sold the idea to DOE of addressing several of the EFRT issues through a
capacity increase. By declaring it a capacity increase, a scope change could then
be pursued, with Bechtel obtaining new funding to correct the problems they
created. Another clear example is Bechtel's use of the word “closed” to represent
the status of the 28 EFRT issues. Based on my review, | conciude that only 13 of
the 28 issues might be declared closed. But by declaring issues “closed”, Bechtel
got its award fees and continues to get project funding.

Other Companies Exist to Build or Act as the Design Authority-

A major problem (discussed in my original written submittal} is that Bechtel is both
the design authority and design agent. Bechtel must be replaced as the design
authority. Once the decision is made to separate the design authority and design
agent, several options exist on filling the position and establishing a technical
advisory group. This can be done in several ways. Other companies can be
utilized such as CH2, Fluor, Areva, Northtrup-Grumman, Babcock & Wilcox, large
chemical companies, etc. An oversight group comprised of national faboratory and
consultant personnel can advise the design authority. The Defense Nuclear
Facilities Safety Board (DNFSB) could be given enforcement authority and advise
the new oversight group. The important aspect is to separate the design authority
(who determines what needs to be done) from the design agent (who determines
how it will be done).

The Softball Question —

During the hearing, the representatives of Bechtel and URS were asked what their
opinion was of the DOE oversight they received. Let's see, they are on the
government payroll, overseen by DOE, and DOE is sitting in the hearing room with
them. In a public forum they are not going “to bite the hand that feeds them”. They
gave the answer DOE would want to hear: “the oversight is ample and adequate”.
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The Fukushima and Hanford Nuclear Safety Cultures are Identical ~

In closing, and of most importance, three days after the hearing on Hanford's safety
cuiture (which ironically occurred on the three year anniversary of Fukushima), the
article titled “Culture of Safety Can Make or Break Nuclear Power Plants” appeared
in the Japanese Times. Fact#1: the Onagawa nuclear plant was closer to the
earthquake epicenter and experienced a larger tsunami than Fukushima #1. It
survived unscathed. it was built by the Tohoku Company. Fact #2: the Fukushima
nuclear power plant was farther away from the epicenter and experienced reactor
meltdowns, radiation releases, and hydrogen explosions. It was built by the Tepco
Company. Fact #3: the Japanese government and the International Atomic Energy
Commission (IAEA) attribute the different outcomes between the two plants directly
to the differences in the “corporate safety cultures”.

The similarities between Fukushima and Hanford’s WTP are over whelming. And
the similarities between Bechtel and Tepco are shocking. To go further, the IAEA
attributed a poor safety culture to the root cause of the Chernobyl accident.

The article provides an in-depth analysis and references supporting evidence.
Anyone who questions the Hanford safety culture created by Bechtel and URS
should read this article before commenting.

Again, thank you for inviting me to participate in the roundtable discussion and attend the
hearing. Please contact me if you need any additional information on the above items or
related topics.

Sincerely,

Walter L. Tamosaitis Ph.D, P.E.

Attachment: Japanese Times March 14, 2014 Article: Culture of Safety Can Make or
Break Nuclear Power Plants;
http./Awww.japantimes.co.jp/opinion/2014/03/14/commentary/culfure-of-safety-
can-make-or-break-nuclear-power-plants/#. UyOuOyjw5SUR
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Culture of safety can make or break nuclear power plants
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SRECIAL TO THE JAPAN TIMES

ARTICLE HISTORY  MAR 14,2014

LOS ANGELES ~ AS we commemorate the somber third anniversary of the March 11, 2011,
Tohoku earthquake and tsunami and its devastating impact on Tokyo Electric Power Co.’s
Fukushima nuclear power plauts, we should also understand why Tohoku Electric Power
Co.’s Onagawa Nuclear Power Station — which was closer to the epicenter of the
9.0-magnitude quake — had a drastically different fate.

While the Fukushima and Onagawa power plants shared similar disaster conditions, nuclear
reactor types (Boiling Water Reactor BWR, Mark 1), dates of operation and an identical
regulatory regime, it was only Tehoku Electric’s Onagawa power plant that went unscathed.
Fukushima No. 2 Nuclear Power Plant (Fukushima Daini) was damaged by the earthquake
and severely hit by the tsunami, hut thanks to the heroic efforts of its operators and their epic
improvisation managed the cold shutdown of all its four operating reactors.

On the other hand, the Fukushima No. 1 nuclear power plant {Fukushima Daiichi)
experienced a fatal meltdown and radiation release, while Onagawa managed to remain
generally intact despite its proximity to the epicenter of the enormous earthquake.

Everyone knows the name Fukushima, but even in Japan few people are familiar with the
Onagawa power station. Fewer still know how Onagawa managed to avoid a disaster.
According to a report by the International Atomic Energy Agency (IAEA)mission that visited
Onagawa and evaluated its performance, “the plant experienced very high levels of ground
motion — the strongest shaking that any nuclear plant has ever experienced from an
earthquake,” but it “shut down safely” and was “remarkably

undamaged” (4 www.laea.org/newscenter/focus/actionplan/reports/onagawa0413.pdf

{bttpe/ www aea.org/ newscenter/focus/actionplan/reports/ onagawa04 15.pdf})

Even more strikingly, while people near the Fukushima No. 1 plant were ordered to evacuate
the vicinity immediately after the earthquake, Onagawa’s nearby residents volumntarily
sought refuge at the plant’s gymnasium, because it was the only surviving facility with
electricity, clean water, and was “safe.”

hitp:/fwww.japantimes.co.jp/opinion/2014/03/14/commentary/culture-of-safety-can-make-... ~3/18/2014
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Why is there such a stark contrast? How did Onagawa weather the tsunami relatively
unscathed, while Fukushima No. 1 didn't? Answers to these vexing questions and lessons
learned are not only important for the future of nuclear power in Japan, but also for every
operating and under-construction nuclear reactor in the world.

Most people believe that Fukushima No. 1 plant’s meltdown was predominantly due to the
earthquake and tsunami. The survival of Onagawa, however, suggests otherwise. Onagawa
was only 123 ki away from the epicenter, 60 km closer than Fukushima No. 1, and the
difference in seismic intensity at the two plants was negligible. Furthermore, the tsunami
was bigger at Onagawa, reaching a height of 14.3 meters, compared to 13.1 meters at
Fukushima No. 1. The difference in outcomes at the two plants reveals the root cause of
Fukushima No. I plant’s failures: a corporate “safety culture.”

The Fukushima No. 1 plant and the Onagawa plant are similar in many ways. The most
obvious difference is that Tohoku Electric constructed Onagawa power station’s reactor
building at a higher elevation than Tepco’s Fukushima reactor buildings. Before beginning
construction, Tohoku Electric conducted surveys and simulations aimed at predicting
tsunami levels. The initial predictions showed that tsunamis in the region historically had an
average height of about 3 meters.

Based on that, the company constructed its plant at 14.7 meters above sea level, almost five
times that height. As more research was done, the estimated tsunami levels climbed higher,
and Tohoku Electric conducted period checkups based on the new estimates.

‘Tepco, on the hand, to make it easier to carry equipment and save construction costs, in
1967, removed 25 meters off the 35 meter natural seawall of the Fukushima No. 1 plant site
and builtits reactor buildings at a much lower elevation of 10 meters. (The Wall Street
Journal, July 12, 2011.

o online.wsj.com/news/articles/SB100014240527023039825045764253 12941820794
B20794) )

oy

(hitpe/f online wef comy/news/articles/SE1 000142405270

250457642531204

According to the National Diet of Japan Fukushima Accident Independent Investigation
Commission {NAIIC), the initial construction was based on seismological information, but
later research showed that tsunami Jevels had been underestimated.

While Tohoku learned from past earthquake and tsunamis, including one in Chile on Feb,
28, 2010, and continuously improved its countermeasures, Tepco overlooked these
warnings.

And according to the NAIIC report, Tepco also “resorted to delaying tactics, such as
presenting alternative scientific studies and lobbying.”

http://www.japantimes.co.jp/opinion/2014/03/14/commentary/culture-of-safety-can-make-... 3/18/2014
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Tepco’s tsunami risks characterization and assessment, in judgment of one the world’s
renowned tsunami experts, professor Costas Synolakis, director of the Tsunami Research
Center at the University of Southern California, was a “cascade of stupid errors that led to the
disaster.” (The New York Times, March 26, 2011,

% www.nytimes.com,/2011/03/27 /world/asia/27nuke. html?pagewanted=all&_r=0

(hutp:/ /www.nytimes.com/201 1/03/27 fworld/asia/27nuke hunl?pagewanted=ali& r=0} )

According to the Nippon Telegraph and Telephone Facilities Research Institute, Yanosuke
Hirai, the vice president of Tohoku Electric Power Co. at the time of Onagawa Power
Station’s construction from 1960 to 1975, was adamant about safety protocols and became a
member of the Coastal Institution Research Association in 1963 because of his concern in
protecting against natural disasters ({5 www.ntt-
fsoken.co.jp/ehs_and_s/column/pdf/column_201212_ogata.pdf (aup:/ /wwwonte-

fsoken.co.jp/ehs_and_s/column/pdf/colurn_201212,_ogata.pdf)}

With an employee in upper management strongly advocating for safety, a strong nuclear
reactor safety culture formed within the company. Representatives of Tohoku Electric
participated in serminars and panel discussions about earthquake and tsunami disaster
prevention held by the Japan Nuclear Energy Safety Organization. The company
implemented strict protocols for disaster response, and all workers were familiar with the
steps to be taken when a tsunami was approaching.

These initiatives were not part of Tepco's culture. The company took its domination of the
electricity industry as an indication of flawlessness. After the disaster, Toru Hasuike, a former
Tepco engineer, described how management lengthened the expected life of power plants,
even if there were severe safety consequences (z nikkan-spa.jp/104473 (g /nikkan-

spajp/104473))

Safety culture was also implicated by the IAEA as a root cause of the Chernobyl accident: “the
(Chernobyl) accident can be said to have flowed from deficient safety culture, not only at the
Chernobyl plant, but throughout the Soviet design, operating, and regulatory organizations
for nuclear power that existed at the time” {
pub.iaea.org/ MTCD/publications/PDF/PubS13e_web.pdf (hrp:/ fuv-

pub.faea.org/MTCD/poblications/POE/ PubfiSe wohq‘»dﬂ)

Government investigations of the Fukushima accident, such as the “Report of Japanese
Government to the IAEA Ministerial Conference on Nuclear Safety: The Accident at Tepco’s
Fukushima Nuclear Power Stations” (June 2011), explicitly referred to safety culture as a root
cause of the Fukushima accident.

http://www.japantimes.co.jp/opinion/2014/03/14/commentary/culture-of-safety-can-makc-... 3/18/2014
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The following excerpts from these two authoritative reports are noteworthy in this context:
“[Lessons in Category 5:] Thoroughly instill a safety culture, raise awareness of safety culture.

“All those involved with nuclear energy should be equipped with a safety culture. ...

“Learning this message and putting it into practice is the starting point, duty and
responsibility of those who are involved with nuclear energy. Without a safety culture, there
will be na constant improvement of nuclear safety” (from pages XII-13-14).

According to a recent policy statement by the U.S. Nuclear Regulatory Commission, safety
culture is defined as “the core values and behaviors resulting from a collective commitment
by leaders and individuals to emphasize safety over competing goals to ensure protection of
people and the environment” (% pbadupws.nrc.gov/docs/ML1133/ML11334A146.pdf
(htep://phadupws.nre.gov/ docs/MLLTA3 /ML 1334A1 46.pd1))

The July 2012 report of the NAIIC described the Fukushima accident as “made in Japan,”
because Japan's nuclear industry failed to absorb the lessons learned from Three Mile Island
and Chernobyl. In the words of NAIIC chairman Dr. Kiyoshi Kurokawa, ‘It was this mindset
that led to the [Fukushima No. 1] disaster.”

Fukushima No. 1's meltdown was not due to the natural disaster, but was a result of a series
of decisions by Tepco to not be proactive with safety considerations, dating back to when the
reactors were being constructed. Other things about Fukushima No. 1 and Onagawa being
similar, it was Tokohu Electric’s overall organizational practices and culture that
demonstrated foresight, informed, adaptive and learning characteristics that “saved the
day.”

If safety and disaster response had been properly recognized, addressed and implemented
— as they were within Tohoku Electric’s corporate safety culture — perhaps the disastrous
meltdown could have been prevented.

Aswith all nuclear power plants worldwide, this preventable tragic disaster at Fukushima
No. 1 nuclear power plant, when compared to the undamaged fate of Onagawa, highlights
the paramount importance and extreme urgency of safety culture at nuclear utilities

( = carnegieendowment.org/2012/03/06/why-fukushima-was-preventable/a0i?

{hitp:/ /carnegieendowment.org/2012/03/06 /why-fukushima-was- preventable/a0i7))

The newly created and promising Nuclear Regulation Authority (NRA] should devise an
interdisciplinary, systematic actionable plan for improving nuclear safety culture, especially
as Japan is embarking on its newly announced Basic Energy Plan, which could revive and
expand the country’s muclear power sector.

This is becoming more urgent and vital now as, according to news reports, “this month the

http://www.japantimes.co.jp/opinion/2014/03/14/commentary/culture-of-safety-can-make-...  3/18/2014
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NRA is due to choose which few reactors it wants to fire up first.” (The Economist, March 8)

The decisions that nuclear plant managers, utility company executives and government
officials make now will have a major impact on nuclear power safety and may result in
possible consequences in Japan, as well as the world.

As a new seminal investigative book on Fukushima concluded: “Other methods of
generating energy also carry risks, in terms of environmental costs as well as human health
and safety impacts. But that is no excuse for continuing to hold nuclear power only to the
inadequate safety standards that made the Fukushima disaster possible.

“Nuclear technology is an unforgiving technology, and the consequences of a mistake can be
catastrophic” (“Fukushima: The Story of a Nuclear Disaster,” by David Lochbaum, Edwin
Lyman and Susan Q. Stranahan, all of the Union of Concerned Scientists, 2014)

‘We have experienced this, once, on March 11, 2011. It may be worthwhile to revisit
nationwide nuclear safety standards before moving forward with the New Basic Energy Plan.

Airi Ryu is a senior student and research assistant in the Daniel J. Epstein Department of
Industrial and Systems Engineering at the University of Southern California. Najmedin
Meshkati is a professor at the Viterbi School of Engineering, University of Southern
California. He teaches and conducts research on human performance and safety culture
in the nuclear power industry, and has inspected many nuclear power plants around the
world, including Chernobyl (in 1997} and Fukushima No. I and Ne. 2 nuclear power
plants (in 2012).This is a condensed version of a research paper adapted specially for
The Japan Times that is available on: & wwu-bef usc.edu/~meshkati/ (http//wuno-
befuse.edu/~meshkatiy). A different version is published by the Bulletin of the Atomic
Scientists. This article is adapted from a research paper based on material available in
public demains of Japan and the U.S.
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BEFORE THE UNITED STATES SENATE
HOMELAND SECURITY AND GOVERNMENTAL AFFAIRS COMMITTEE

SUBCOMMITTEE ON FINANCIAL AND CONTRACTING OVERSIGHT

“Whistleblower Retaliation at the Hanford Nuclear Site”

March 11, 2014

STATEMENT OF TOM CARPENTER
EXECUTIVE DIRECTOR, HANFORD CHALLENGE

Introduction and Summary

I am the Executive Director of Hanford Challenge- a regional public intetest organization based
in Seattle, Washington. Hanford Challenge’s mission is to foster transparency and accountability
at Hanford, and to help assurc an effective and safe clcanup that protects current and future
generations. We do this through listening to, empowering and advocating on behalf of employees
who disciose safety, health and environmental violations. Hanford Challenge also has an active
role on the Hanford Advisory Board, which provides advice to the Department of Energy (DOE),
the State of Washington and the Environmental Protection Agency (EPA). Hanford Challenge
helped found and sits on the Board of the Hanford Concerns Council, which is comprised of
Hanford contractor representatives, independent members and employee advocates, to resolve
environmental, health and safety concerns raised by employees as well as any inappropriate
management responses to those concerns.

1 am a lawyer, and have represented scores of nuclear whistleblowers throughout the DOE
complex, including at sites such as Fernald in Ohio, Los Alamos, Lawrence Livermore, Pantex,
Rocky Flats, the Knolls Atomic Power Lab, and the Hanford nuclear site, in Washington State.
My history of assisting, counseling and representing nuclear whistleblowers goes back to 1985,
when [ joined the Government Accountability Project (GAP) in Washington, D.C. and became the
Director of the Nuclear Oversight Campaign. In 1992, due to the high volume and intensity of
whistleblower retaliation claims at Hanford, I opened an office for GAP in Seattle, Washington.
In 2007, I established Hanford Challenge to focus solely on Hanford.

It is fitting that this hearing occurs on the third anniversary of the Fukushima triple-meltdown and
fuel pool catastrophe. The Fukushima disaster continues to rage out of control three years later,
dumping 300,000 gallons of contaminated water every day into the ocean. The world has learned
that the Fukushima catastrophe was preventable. Experts tell us that was the tsunami that caused
the disaster. The plants survived the earthquakes. The disaster was preventable because
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Fukushima engineers were on record advising TEPCO to build higher tsunami walls and to put the
all-important emergency generators on higher ground, out of the flood plain. These steps, if they
had been taken, would likely have averted the worst of the effects of the tsunami. However,
TEPCO ignored their own engineers, and chose not to spend a few million extra dollars to
implement this advice.

We have a chance, now, to assure that we don’t allow our own government to make the same
mistakes at Hanford. But only if we listen and take action.

The pattern of reprisal at Hanford is historical, well-documented, and has gotten progressively
worse. It is not just about individual employees who get wrongfully terminated. It is about a
broken nuclear safety culture that, if unaddressed, risks silencing empioyees who might otherwise
reveal a nuclear safety defect that could lead to loss of life, contamination of the environment, or
lead to a nuclear catastrophe.

The people before you today, Dr. Tamosaitis and Donna Busche, are heroes who consciously chose
to maintain their integrity and insist on following nuclear safety requirements. Both of them are
acknowledged national experts. Donna Busche is listed as a “key personnel” on the Waste
Treatment and Immobilization Plant (WTP) project, one of only a few people whom the
Department of Energy (DOE) reserves the right to approve the contractor's hiring or termination.
Ironically, a check of the current contract on the Hanford website still lists Ms, Busche as key
personnel, almost a month after her termination. Both Ms. Busche and Dr. Tamosaitis have long
and unblemished careers spanning 44 years for Dr. Tamosaitis and 26 years for Ms. Busche, and
were specifically recruited for the jobs they held. Today you may hear slanderous and outrageous
accusations against both of them. Don’t buy into these stories. Ms. Busche and Dr. Tamosaitis
were considered experts by their employers and were highly-compensated, essential employees
until they took their concerns to contractor management officials and to the Defense Nuclear
Facilities Safety Board (DNFSB). That is when the contractors began their campaigns of isolation,
removal, harassment and eventually, termination. This is a textbook campaign companies wage
against truth-tellers, and it should not be countenanced at a federally-funded nuclear facility — the
most contaminated of its kind in the United States.

Ms. Busche and Dr. Tamosaitis are not the only ones. There are many other engineers, scientists
and craft employees who have been fired, harassed and silenced at Hanford and specifically at the
WTP. Some remain silent in an effort to protect what is left of their careers. But DOE and the
contractors know who these individuals are, and they know that the strategy of high-profile
reprisals against the likes of Donna and Walt is working; it is silencing critical voices.

DOE’s failure to listen to, to address the problems raised by, and to protect the highest echelon of
nuclear safety experts at the WTP has put this multi-billion dollar much needed project at risk. As
a result, no foreseeable treatment options exist for the high level radioactive waste that continues
to leaks from Hanford nuclear waste storage tanks. Worse, there are disturbing questions about
the viability of the project to meet required safety and quality regulations. This is not only bad
business, as documented by the GAO and others, but threatens the welfare of the community and
generations to come.
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Summary of Recommendations

Congress must take action to subject DOE to independent regulation on two fronts.
First, Congress needs to legislate the establishment of an independent expert body with
the resources and authority to assure compliance with nuclear safety laws and
regulations. This could be performed by DNFSB, but only if that agency’s charter is
modified to give them authority, and enough funding to assure that they have the capacity
to carry this mission. DOE has been and continues to be unwilling or unable to create a
robust and healthy safety culture. The Department cannot or will not protect employees
who raise concerns. It cannot even assure that ironclad nuclear safety regulations are
followed. DOE is conflicted. DOE owns, operates, and regulates its facilities. [t
regulates itself. It has schedules to meet along with additional pressures from Congress,
the State of Washington and other stakeholders to hurry up. It seems the more DOE
hurries, the more unacceptable shorteuts are tolerated, and the slower it goes.
Whistleblowers are not welcome in this system. Thirty years of documented history
substantiates this.

Second, employees need a reliable and independent avenue to report concerns and have
those concerns addressed, and to have immediate reaction and protection from
discrimination and reprisal. Again, this function could be performed by DNFSB. This is
how the Nuclear Regulatory Commission (NRC) regulates commercial nuclear facilities,
Contractors who discriminate against employees should be dealt with firmly ~ the stakes
are too great to allow latitude when it comes to nuclear safety. Further, the independent
body should, much like the NRC, require the establishment and maintenance of a robust
and healthy nuclear safety culture. If a nuclear project fails to do so, the agency must be
given the regulatory tools necessary to reform behaviors.

Stop the practice of reimbursing the attorney fees in whistleblower cases to multi-
billion dolar corporations. The use of taxpayer dollars to fight whistieblowers —
typically people with no resources — is unconscionable. This seems so obvious, but DOE
nonetheless continues to include this practice in its contracts, despite decades of criticism.
If Congress doesn’t legislate on this issue, they won’t change.

Give whistleblowers who prevail in court meaningful remedies and allow punitive
damages against corporations who make self-interested decisions to fire a whistlebiower
and pay a pittance in penalties down the road instead of addressing safety issues. Only
significant punitive damages will speak the language of corporations and persuade them
not to harass or discharge their own ethical employees.
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e Keep up the pressure, Reconvene another hearing in six months, and six months after
that, to continue your oversight on this vital issue. Oversight and legislation is necessary
to bring about the reforms so drasticaily needed.

Overview of Hanford and the Waste Treatment Plant

This statement comes on the heels of the recent terminations of two high-profile senior managers
and experts who were assigned to the Waste Treatment Plant (WTP). The WTP is being built to
treat the 56 million gallons of high-level nuclear waste contained in Hanford’s famous leaky tanks.
The mission of the WTP is urgent and dire, and central to the cleanup of Hanford. Dr. Walter
Tamosaitis was the Manager of Research and Technology at the WTP until July 2010 when he
was removed from his position there after raising significant nuclear safety and design issues with
his management. These concerns included unacceptable and unresolved risks of hydrogen gas
buildup and explosion, which, in the right circumstances, would result in a nuclear catastrophe of
the kind we most urgently need to avoid. Dr. Tamosaitis raised some 50 very serious unresolved
technical concerns at a time when Bechtel, the contractor at the plant, was anxious to close all the
technical issues associated with the WTP and “pivot” to finishing construction and commissioning.
Bechtel removed Dr. Tamosaitis, and the company in fact claimed that all the significant technical
issues had been resolved, and subsequently received millions of dollars in fee for doing so.

Findings of the Defense Nuclear Facilities Safety Board (DNFSB)

The response to Dr. Tamosaitis® removal was swift. The DNFSB held a hearing a few months
after Dr. Tamosaitis’ removal, and eventually issued recommendation 2011-1 to the Secretary of
Energy. In this June 11, 2011 Recommendation, DNFSB Chairman, Peter Winokur wrote:

“The Defense Nuclear Facilities Safety Board (Board) has determined that the prevailing
safety culture at the Waste Treatment and Immobilization Plant (WTP) is flawed and
effectively defeats this Secretarial mandate. The Board's investigative record demonstrates
that both DOE and contractor project management behaviors reinforce a subculture at
WTP that deters the timely reporting, acknowledgement, and ultimate vesolution of
technical safety concerns.” p.1

“The Board's investigation found significant failures by both DOE and contractor
management to implement their roles as advocates for a strong safety culture.” p.2

“The successful completion of WTP's mission to remove and stabilize high-level waste
from the tank farms is essential to protect the health and safety of the public and workers
at Hanford. However, the flawed safety culture currently embedded in the project has a
substantial probability of jeopardizing that mission” p.2

“In a WTP project managers' meeting on July I, 2010, Dr. Tamosaitis raised safety
concerns related to the adequacy of vessel mixing, technical justifications for closing
mixing issues, and other open technical issues. The next day he was abruptly removed from
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the project. This sent a strong message to other WTP project employees that individuals
who question current practices or provide alternative points of view are not considered
team players and will be dealt with harshly.” p.3

“The Board finds that expressions of technical dissent affecting safety at WTP, especially
those affecting schedule or budget, were discouraged, if not opposed or rejected without
review. Project management subtly, consistently, and effectively communicated to
employees that differing professional opinions counter to decisions reached by
management were not welcome and would not be dealt with on their merits.” p.3

“As of the writing of this finding, Dr. Tamosaitis sits in a basement cubicle in Richland
with no meaningful work. His isolated physical placement by contractor management and
the lack of meaningful work is seen by many as a constant reminder of what management
will do to an employee who raises issues that might impact budget or schedule.” p.3

“A high ranking safety expert on the project testified that the expert felt next in line for
removal after Dr. Tamosaitis because of the expert's refusal to yield to technically unsound
positions on matters affecting safety advanced by DOE and contractor managers
responsible for design and construction at the WTP.” p.3

“The investigative record shows that the DOE Office of River Protection Employee
Concerns program is not effeetive. One safety expert explicitly testified that employees
would not and did not use the program, and believed that individuals running the program
would "bury issues" brought to them.” p.4

“The Board's investigation concludes that the WTP project is not maintaining a safety
conscious work environment where personnel feel free to raise safety concerns without
fear of retaliation, intimidation, harassment, or discrimination.” p.4

“Previous independent reviews, contractor surveys, investigations, and other efforts by
DOE and contractors demonstrate repeated, continuing identification of the same safety
eulture deficiencies without effective resolution.” p.4

“The testimony of several witnesses confirms that the expert witness was verbally
admonished by the highest level of DOE fine management at DOE's debriefing meeting
following this session of the hearing. Although testimony varies on the exact details of the
verbal interchange, it is clear that strong hostility was expressed toward the expert witness
whose testimony strayed from DOE management's policy while that individual was
attempting to adhere to accepted professional standards. Testimony by a senior DOE
official confirmed the validity of the expert witness' concerns, In addition, the expert
witness testified that they felt pressure to change their testimony, but refused to do so.”
Pp.5-6 [Note: the expert witness referred to above was Donna Busche.]
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“Taken as a whole, the investigative record convinces the Board that the safety culture at
WTP is in need of prompt, major improvement and that corrective actions will only be
successful and enduring if championed by the Secretary of Energy. The Board recommends
that the Secretary of Energy:

1. assert federal control at the highest level and direct, track, and validate the
specific corrective actions to be taken to establish a strong safety culture within
the WTP project consistent with DOE Policy 420.1 in both the contractor and
federal workforces,

2. conduct an Extent of Condition Review to determine whether these safety
culture weaknesses are limited to the WTP Project, and conduct a non-
adversarial review of Dr. Tamosaitis' removal and his current treatment by both
DOE and contractor management and how that is affecting the safety culture at
WTP.” Pp.6-7

The DNFSB letter is available on the DNFSB website, and is attached to this Statement.

The Long Record of Retaliation and the Culture of Reprisal at Hanford

I have testified before Congress on this matter before, including a 2000 hearing before the
Subcommittee on Oversight and Investigations of the Committee on Commerce in the House of
Representatives. 1 have appended that testimony to this statement as an exhibit. Some highlights
from Hon. Richard Burr's (R-NC) opening remarks illustrate the historical pattern that has
persisted for decades throughout the DOE complex':

Today the committee will review whistleblower retaliation at the Department of
Energy facilities operated by its contractors. We will primarily focus on two issues:
first, has the Department taken the necessary steps to ensure that contractor
employees are encouraged to openly disclose violations of law, unsafe work
conditions, and other exampies of waste, fraud, and abuse without fear of
retaliation, or has the Department's zero tolerance policy for reprisals against
whistleblowers simply been a false promise that has died due to the vacuum of
leadership? Second, is the Department's policy to reimburse its contractors' legal
defense costs to fight a whistieblower an appropriate use of taxpayer funds, or has
the Department all too willingly funded contractor defense costs in an effort to wear
down whistleblowers, regardless of the merits of the whistleblower's claim?

" Hearing, before the Committee on Commerce House of Representatives, Subcommittee on Oversight and
Investigations, 106™ Congress, Second Session, “WHISTLEBLOWERS AT DEPARTMENT OF ENERGY
FACILITIES: IS THERE REALLY "ZERO TOLERANCE" FOR CONTRACTOR RETALIATION?" May 23,
2000.
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The committee has been studying these issues closely, and 1 am concerned that the
Department has once again fallen into a very familiar cycle. This familiar cycle at
DOE begins with a genuine understanding of a problem, then a commitment to
reform, and then an announcement and lengthy press release from DOE
headquarters describing how they will resolve the problem, but the Department
always seems to forget to follow through on these reforms.

In 1995, former Secretary Hazel O'Leary presented a package of whistleblower
protection initiatives, including a zero tolerance policy for reprisals and a proposed
limitation on the reimbursement of contractors' legal defense cost in certain cases,
but the implementation of these reforms at DOE sites has been inconsistent due to
the lack of a clear guidance from headquarters--again, an ali-too-familiar problem
at the Department of Energy.

Soon after announcing these reforms, Secretary O’Leary realized that they were not
being implemented. In March 1996, in a press release she quoted, "These
whistleblower initiatives have not been implemented to my satisfaction, and I want
to get this effort back on track.”

Secretary O'Leary asked former Under Secretary Tom Grumbly to take the lead,
but again implementation was derailed. In my mind, the real test of zero tolerance
policy is whether contractor employees are now more willing to come forward with
a legitimate workplace concern without the fear of retaliation from management
and with confidence that DOE will protect them.

Unfortunately, we will hear about the cases today of several whistleblowers who
not only suffered acts of reprisal when they initially identified serious safety
concerns, but who also, in some cases, were subject to ongoing and unrelenting
retaliation by both DOE and its contractors throughout the complaint process.

In all these cases, the Department of Labor investigated the complaints and issued
findings in favor of these whistieblowers. Remarkably, the Department has
responded by providing virtually no support to the whistleblowers, while providing
generous taxpayer support for the contractors fighting these meritorious claims.

- Hon. Richard Burr (R-NC) Subcommittee on Oversight and Investigations of the
Committee on Commerce House of Representatives, 106th Congress, Second Session,
Hearing on “WHISTLEBLOWERS AT DEPARTMENT OF ENERGY FACILITIES:
IS THERE REALLY "ZERO TOLERANCE" FOR CONTRACTOR
RETALIATION?" May 23, 2000.

The Systemic Nature of the Problem Documented by the DOE Health Safety and Security
Office

The issue at hand isn't just about individual cases of illegal reprisal against nuclear workers. A
robust nuciear safety culture is of the utmost importance for the safety of any nuclear facility, let
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alone a facility with stakes as high as Hanford’s WTP. On January 12, 2012, the DOE’s
enforcement office, called the Office of Health, Safety and Security (HSS), released a report on
the safety culture at the Hanford Waste Treatment Plant. The report, provided as an attachment to
this Statement, was a critical indictment of the broken safety culture at WTP, finding that there
was widespread reluctance in both DOE and contractor organizations to report safety concerns,
and a fear of retaliation in some key departments at Bechtel.

In its 2012 Safety Culture Report on the WTP, DOE HSS found:

"[A] significant number of staff within ORP, DOE-WTP, and BNI expressed reluctance to
raise safety or quality concerns for various reasons. Fear of retaliation was identified in
some BNI groups as inhibiting the identification of problems.”

“48 percent of the responding electricians disagreed or strongly disagreed with a statement
on the K-MR survey stating “I am confident that the ‘zero-tolerance’ policy against
retaliation at WTP is enforced.” p.x

“In this atmosphere, instances where individuals perceive that their concerns about design
questions are not listened to, that management does not want to hear problems, that
technical dissent is suppressed, and that blame is being assigned unfairly are almost
inevitable (for both Engineering and E&NS staff members). The end result is that a
significant number of staff either express a general reluctance to raise issues or indicate
perceptions of retaliation, the situation is not consistent with a healthy safety culture.” p.
viil

“ORP, DOE-WTP, and BNI management has not achieved timely resolution of important
issues, including those discussed above; in some cases, issues have remained unresolved
for about ten years. Further, typically ORP, DOE-WTP, and BNI senior managers are
highly experienced but do not have specific experience in applying DOE-STD-3009
nuclear safety design and safety basis processes.” p. viii

“Interviews with construction crafts personnel indicated a widespread perception that the
performance rating system used for most crafts workers, which defines the ratings that are
used as a major factor in decisions about promotions and reductions in force, is arbitrary
and unfairly implemented in a way that inhibits or penalizes the raising of safety and quality
issues.” — p. ix

"Some interviewees indicated that they had heard that colleagues working on the Pre-
Treatment (PT) and High Level Waste (HLW) facilities have been asked to leave things
out of their reports, e.g. pipe erosion and criticality issues.” p.7

“...many crafts workers identified concerns about safety culture, including mistrust of the
construction superintendents; frustration with inconsistent disciplinary actions and the craft
rating system; fear of retaliation for raising safety issues; inconsistent application and
communication of rules and procedures among WTP buildings; and inadequate planning,
scheduling, and coordination of work.” P. 32
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“Qverall, only 30% of all survey respondents feel that they can openly challenge decisions
made by management.” p. 20

“Approximately 50% of survey respondents agreed with the statement that they feel that
they can approach the management team with concerns.” P. 21

Despite these very strongly-worded findings, well-known whistieblowers such as Donna Busche,
Walt Tamosaitis, and Gary Brunson (the Chief Engineer at the WTP for DOE who resigned after
calling for a shut-down of all nuclear-related work in 2013) have all been terminated or forced out.
Below the public radar are many more professional engineers, scientists, experts and craft workers
who have suffered reprisal, including removal from their position, termination, harassment,
isolation, threats, gag orders, intimidation and discrimination. In short, since its report nothing
substantive has been done by DOE or the contractors to address the broken safety cuiture.

The chilling effect on employees has gotten worse. DOE makes no effort to ascertain the concerns
expressed by employees who have gone public or confidentially within the ranks. This is a telling
indicator that DOE has abdicated its core responsibility to protect public health and safety and the
environment, For instance, Donna Busche testified to the DNFSB about numerous safety and
technical concerns. Not one person from DOE sought to debrief her about her issues. Nonetheless,
she attempted to bring issues directly to DOE on numerous occasions, Donna’s efforts were met
with disinterest and denial. Even though DOE has re-invigorated its promises to employees that
it welcomes and encourages employees to raise safety issues without fear of reprisal, when
employees do so, and suffer reprisal, DOE officials have repeatedly stated that the agency doesn’t
get involved in “personnel issues.” Do they truly expect the contractor to admir that it took
retaliatory action against a whistleblower? Yet this seems to be the only scenario where DOE
would take action. DOE’s deafening silence in response to the recent terminations of Dr.
Tamosaitis and Donna Busche can only be interpreted by the contractor community as approval.
Actions speak fouder than slogans.

Actions of Secretary of Energy, Dr. Ernest Moniz

Following Secretary Stephen Chu’s departure from DOE, in April 2013, Dr. Emest Moniz
assumed leadership of the Energy Department, During his confirmation hearing before Senator
Ron Wyden (D-OR), Dr. Moniz expressed his support for whistleblowers and agreed to meet with
Hanford whistleblowers, if confirmed in his nomination.

In June 2013, Dr. Moniz did meet with six Hanford whistleblowers. However, the visit turned out
to be perfunctory, meaningless and stilted. To begin with, DOE HQ revealed the names of the
whistleblowers to the local DOE office against our wishes and distinct agreement for them not to
do so, which promptly notified the contractors of the list. This exposed several people who were
anxious to not be identified as whistleblowers to their emplover, but had raised serious safety
concerns about the WTP with the DNFSB, DOE and others. Of the six whistleblowers who each
met for 20 minutes with Dr. Moniz -

*  None of them received a follow-up call or visit from a DOE official asking for
documentation or evidence;
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»  Three were terminated; one was removed from his position; and one left under pressure.

*  One of those terminated was an employee whose company only learned of his impending
meeting with Secretary Moniz through an email from the local DOE office. Upon being
confronted by a contractor manager, this employee denied being a whistleblower, and
attended the meeting with Secretary Moniz with his supervisor at his side. He spoke of
technical issues only to the Secretary. This individual was terminated soon thereafter.

» DOE expressed zero concern over the fact that five of the six were terminated, removed,
or forced out.

Secretary Moniz did issue a Safety Cuiture policy on September 20, 2013, In that Memo, he stated:

“We will pursue a safety culture built on an environment of trust and mutual
respect, worker engagement and open communication, an atmosphere that
promotes a questioning attitude with effective resolution of repolted problems. and
continuous learning. ..

We will foster a safety conscious work environment across all Departmental
operations, Federal, laboratory, and contractor workers have the right to identify
and raise issues that affect their safety and health or that of their co-workers openly,
and without fear of reprisal. We must not deter, discourage, or penalize employees
for the timely identification of safety, health, environmental, quality or security
issues, the reporting of illnesses or injuries, or the use of Employee Concerns or
Differing Professional Opinion Programs. Our workers will receive a prompt,
professional, and transparent evaluation and resolution of their concerns.”

These eneouraging words sound good on paper, but without action, they sound like the countless
other pronouncements from DOE that have been issued for over 25 years on the very same subject.
Secretary Moniz had a chance to give these words some weight when Dr. Tamosaitis was
summarily terminated from the project in October 2013. Strong letters of protest were issued by
Senators Ron Wyden and Ed Markey (D-MA), and the firing received international press attention.
Yet Secretary Moniz said nothing and did nothing. His actions contradicted his statements and the
silence appears to be approval.

Secretary Moniz had a second chance when Donna Busche’s employer, URS Energy and
Construction, Inc., fired her on February 18, 2014. Ms. Busche was a “key personnel” on the
contract, requiring DOE notice and approval before any change is made to her employment, yet
DOE claims in the press that URS did not notify DOE. Again, despite the clear evidence of
retaliatory intent by URS to fire a well-known whisticblower, the Secretary did nothing to
vindicate his now-meaningless policy.

This is Not Just About Donna Busche and Walt Tamosaitis

The silencing of employees at the WTP is getting worse.  On the day following Donna Busche’s
firing, employees in the project were given a copy of a Non-Disclosure Agreement and warned
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that speaking out would carry harsh consequences. URS and Bechtel hardly needed to spell out
what might happen — the answer to that was emblazoned on the front page of many newspapers,
on the radio and on TV.

What urgent nuclear safety issues will now go unreported since the message is so clear and
unchallenged that contractors have unfettered discretion to act against individuals who raise
concerns? As Director of Hanford Challenge and an attorney, I have spoken with dozens of other
engineers, scientists and craft workers who have suffered similar reprisals. Some of these have
acted by filing complaints, others simply move on or shut up. The point is that nobody with
authority really seems to care what issues these people have, or that they have been silenced,
isolated, harassed or terminated.

A Safety Conscious Work Environment Needs to Be Mandated at DOE

A Safety Conscious Work Environment (SCWE) is defined as a work environment in which
employees are encouraged to raise concerns and where such concerns are promptly reviewed,
given the proper priority based on their potential safety significance, and appropriately resolved
with timely feedback to employees. Attributes of a Safety Conscious Work Environment inciude
(1) a management attitude that promotes employee involvement and confidence in raising and
resolving coneerns; (2} a clearly communicated management policy where safety has the utmost
priority, overriding, if necessary, the demands of production and project schedules; {3) a strong,
independent quality assurance organization and program; (4) a training program that encourages a
positive attitude toward safety; and (5) a safety ethic at all levels that is characterized by an
inherently questioning attitude, attention to detail, prevention of complacency, a commitment to
exeellence, and personal accountability in safety matters.

Congress should empower the DNFSB to:

+ establish Departmental policy that calls for the positive presence of a Safety Conseious
Work Environment in its nuclear facilities;

» institute rules, procedures and regulations requiring DOE managers, supervisory
personnel as well as contractor and subcontractor employers to achieve and maintain
Safety Conscious Work Environment programs at nuclear sites;

* establish protocols and procedures for DNFSB field representatives and investigators
to ascertain, through its normal inspection duties or upon good cause, whether a
demonstrative “Safety-Conscious Work Environment” program exists at a specific
facility or within any DOE division, and to order corrective actions to remedy
departures from such an environment;

Such regulations are consistent with the policy and purpose of the Atomic Energy Act which
includes advancing “the goals of restoring, protecting, and enhancing environmental quality, and
to assure public heaith and safety.” 42 U.S.C. § 5801(a). Also see, 42 U.S.C. § 7101 (Department
of Energy Organization Act) and 42 U.S.C. § 2011, (the Atomic Energy Act of 1954, as amended).
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it has been repeatedly demonstrated that workers are the key ingredient to protecting the health
and safety of the public, workers and the environment. Agency and eontractor officials alike rely
upen employees to exercise sound judgment in their work, and also as an early warning system for
problems that have the potential to escalate and cause injuries and fatalities, threats to the
environment, and waste of resources.

The DNFSB has recently documented employees who have raised environmental, safety and
health concerns have subsequently experienced significant workplace reprisal that has impacted
their careers, financial stability, and personal and famifial relationships.

Too often, concerned employees are turned into whistleblowers, who must take their concerns up
the chain of command and often to government agencies, the news media, Congress and the public
in an effort to bring attention and reform to an issue that involves safety, health, protection of the
environment, management of fiscal resources, seeurity and other vital publie policy concerns. As
often, such employees have fallen victim to harassment, intimidation, retaliation, and
discrimination. Many have been terminated from their jobs, and their careers effectively ruined.

In the last 25 years, there have been hundreds of cases from DOE sites brought by workers who
have resorted to litigation in courts and before administrative agencies because of alleged reprisals.
These cases have cost contractors, the government (the taxpayer), and the employees literaily
millions of dollars in attorney fees and judgments, fines and penalties.

Operations at DOE facilities have been adversely affected in a multitude of ways because of these
cases. A systemic approach is needed to institute and encourage a cuiture at DOE nuclear facilities
that assures the prompt and safe reporting of concerns in a manner that protects the disclosure and
the person making the disclosure, and results in a timely and effective review of the allegations.

It is fundamental to the mission of the Department of Energy that it proteet the public safety and
health in the regulation and control of its nuclear weapons production facilities. It is aiso crucial
that DOE and DOE contractor employees be encouraged to voice environmental, safety and health
concerns without even the fear of experiencing reprisal.

The “chilling effect” the DNFSB has noted that occurs when an employee is terminated for raising
a concern suppresses reporting destabilizes the work environment, dampens morale, and creates
an unsupportive atmosphere must end.

2 For example, in October 2007, the Washington Supreme Court affirmed a jury verdict in the case of 11 pipefitters,
whistleblowers at Hanford, and an award of $7.3 miltion. Internal agency records indicate that the contractor

charged the Department millions of dollars in attorney fees and costs in addition to the award ~ effectively putting
the Department in the position of subsidizing illegal retaliation.

12
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The NRC Model

The commetcial nuclear industry has a long history of dealing with the issue of employee concerns,
and during the past 20 years has developed principles and procedures that establish work
environments encouraging safety reports and prohibiting retaliatory conduct that could chill such
reports. The Nuclear Regulatory Commission (NRC) defines its mission as the protection of the
public safety and health in its reguiation of commercial nuclear facilities.

In an Order issued on August 14, 1996, the NRC mandated independent, third party oversight to
address licensee noncompliance with regulatory requirements concerning, among other things,
employee safety concerns at the Millstone Nuclear Piant. In this Order, the NRC directed that,
prior to resumption of power operations, the Licensee should develop, submit to the NRC, and
implement a comprehensive plan for reviewing and dispositioning safety issues raised by plant
employees and ensuring that employees who raise safety concerns are not subject to
discrimination. Additionally, the Licensee was ordered to retain the independent third party,
subject to the apptoval of the NRC, to oversee its implementation of a comprehensive plan. The
plan for independent third party oversight was required until the Licensee demonstrated by its
performance that the conditions which led to the requirement of that oversight had been corrected
to the satisfaction of the NRC.

The NRC has made a clear and cogent determination that the ability of employees to raise concerns
is integral to the protection of public health and safety. The hazards at DOE nuclear facilities are
no less dangerous, and yet throughout the DOE complex, reprisals against employees continue
unabated, and hostile working environments are instituted without challenge from the DOE. We
urge the prompt incorporation of the NRC methodology for protecting employee concerns at its
facilities, This would assist the DOE in improving its operations consistent with its mission and
in accomplishing a work environment that has a “zero tolerance for reprisal” in fact and not just in
rhetoric.

In 2005, the NRC issued a Regulatory Issue Summary, (RIS 2005-18, “Guidance for Establishing
and Maintaining a Safety Conscious Work Environment”) which identified effective practices for
ficensees and contractors “for ensuring problem identification and resolution essential to ensuring
the safe use of nuclear materials and operations of facilities.” (RIS 2005-18 at 3.)

Some of the principles and guidance can help structure Board-promulgated regulations for a DOE
version of the Safety Conscious Work Environment. These could include:

* Establishing a Policy Statement published to all employees that asserts that it is
“everyone’s responsibility to promptly raise concerns” and “makes clear that
retaliation for doing so will not be tolerated.” (Id. At4) This inciudes allowing and
encouraging workers to use work hours to report concerns, sanctions for retaliation,
setting expectations for management behaviors that fosters employee confidence in
raising concerns, providing information on the various avenues for raising

13
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concerns, making clear that employees have the right to raise concerns externally
and & commitment to training.

» The training program helps reinforce the principles and practices of SCWE and
should include clear explanations of the legal definition for protected activity,
adverse action and retaliation, as well as consequences for deviation from
applicable laws and regulations. Training can also include defining gateways to
identify concerns, appeal processes, and alternative processes for raising concerns.
Training can also emphasize appropriate management behaviors, including the
importance of protecting confidentiality, fostering good listening skills and
identifying countervailing pressures (goals and deadlines) that may interfere with
appropriate listening and responses.

» Important aspects of an effective SCWE include condueting the necessary open
inquiry to identify the full scope of the concern(s) being brought forward, and
assuring that concerns are promptly prioritized, reviewed, and resolved.
Employees who bring forth concerns should be provided feedback, and appeal
avenues made available for employees who continue to hold a concern.

» Management should establish an alternative process to raising concerns with line
management,

« The program requires assessment, including lessons learned evaluations,
benchmarking, the establishment of performance indicators, survey and interview
tools, direct observations, exit interviews and 360-degree appraisals.

* Contraetors should be required to flow down expectations and requirement of the
SCWE program to sub-contractors.

» Senior management should be invelved in reviewing employment actions when
there is any indication that it involves an employee who raised a concern.

Recommendations

The path forward to the safe and effective cleanup of the Hanford Nuciear Site does not lie in
continuing to silence technical dissent and hide safety issues. Rather, there needs to be an effective
effort to instill a new culture which encourages and rewards the reporting of safety and technical
issues and which provides an effective resolution path for such coneerns. This has as mueh to do
with modifying behaviors as it does with systemic changes. Leadership at all levels is needed to
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meet this challenge.’ For any future reform to work, DOE and Bechtel managers whose credibility
has been damaged by orchestrating retaliation and suppression of concerns must be replaced. The
people who have suffered, and continue to suffer reprisal and isolation because they have raised
technical and safety issues need to be reinstated, re-empowered, and made whole.

Congress should enact legislation that mandates independent oversight of the DOE’s activities and
increased protection for whistleblowers. Congress should mandate the implementation of a
program requiring a Safety Conscious Work Environment program similar to the Nuclear
Regulatory Commission (10 CFR 50.7).

We need additional hearings to get the full story from DOE and the DNFSB on whether the Waste
Treatment Plant will work, whether the safety issues are being addressed, and what, if anything,
the Department is doing to effectively address the safety culture problems.

Strengthen the whistleblower protection faws for both DOE and contractor personnel at nuclear
facilities. Currently, the only remedy for whistleblowers who suffer reprisal is protracted
litigation, leading to a “make-whole” remedy. There is no incentive for a contractor not to retaliate
against employees who “slow down™ work through raising safety concerns.

In fact, the DOE continues to reimburse the attorney fees of contractors who engage in reprisal.*
This practice must stop. There needs to be meaningful, and fast, resolution mechanisms that keep
whistleblowers in their jobs, and penalties against the contractor that deters future misconduct,
Whistleblowers deserve jury trials in federal court, with burdens of proof that level the playing
field and putting the contractor at risk of losing the contract and significant penalties if it loses,

The Defense Nuclear Facilities Safety Board (the Safety Board) provides an important aversight
role which should be strengthened. Since 1986, the Board has attempted to oversee the DOE
through advisory authority only and it has proved insufficient. The Board should have certification
authority over facilities like the WTP — the facility should not operate without Board certification.
The Board should alse have investigative authority and be able to enforce safety culture issues
similar to the NRC, which has the ability to suspend operations, take action against individual
management personnel found guilty of suppressing and retaliating against employees who raise
safety issues, issuing civil fines, and the like.

Conduct an external, independent full-scale review of the WTP. At this point, with several key
experts warning of design failures, it is fess than clear that this significant federal investment will
perform as advertised. DOE clearly lacks the management skills, the technical capacity, and the
will to bring about a workable and reliable design. With the plant already ten years behind
schedule and billions over budget, there is no end in sight. An independent external technical
panel, should be tasked to undertake a top to bottom review of the design to aseertain whether the

* Hanford has a mode for creating such a culture: it is called the Hanford Concerns Council, and it exists to resolve
technical and reprisal concerns by cavered employees in a confidential and safe setting. None of the WTP contractors
are members of the Council, despite invitations and opportunities to join.

* In the case of Dr. Tamosaitis, we have documented legal fees being reimbursed to the contractor’s several law
firms in the millions of dolars.
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pre-treatment portion of the facility is even feasible, or economically defensible, given the serious
array of technical challenges facing it.

Submitted by:

Tom Carpenter, Executive Director
Hanford Challenge

219 1% Avenue S., Suite 310
Seattle, WA 98104

(206) 292-2850

tome@hanfordchallenge.org
DATED: MARCH 11,2014

Attachments:

Letter, P. Winokur, DNFSB to S. Chu, DOE, transmitting RECOMMENDATION 2011-1 TO THE
SECRETARY OF ENERGY, Safety Culture at the Waste Treatment and Immobilization
Plant, Pursuant to 42 U.8.C. § 2286a(a)(5) Atomic Energy Act of 1954, As Amended, Dated: June
09,2011

Assessment, Department of Energy, Office of Health, Safety and Security, Office of
Enforcement and Oversight, “Assessment of the Nuclear Safety Culture and Management of
Nuclear Safety Concerns at the Hanford Waste Treatment and Immobilization Plant,” January
2012.

Memorandum for Heads of Departmental Elements, Secretary Emest Moniz, Re: Personal

Commitment to Health and Safety through Leadership, Employee Engagement and Organization
Leaming, September 20, 2013.
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Peter S. Winokur, Chairman DEFENSE NUCLEAR FACILITIES
Jessie H. Roberson, Vice Chairman SAFETY BOARD

John E. Mansficld Washington, DC 20004-2901
Joseph F. Bader

June 09, 2011

The Honorable Steven Chu
Secretary of Energy

U.S. Department of Energy

1000 Independence Avenue, SW
Washington, DC 20585-1000

Dear Secretary Chu:

On June 09, 2011, the Defense Nuclear Facilities Safety Board (Board), in accordance
with 42 U.S.C. § 2286a(a)(5), unanimously approved Recommendation 2011-1, Safety Culture at
the Waste Treatment and Immobilization Plant, which is enclosed for your consideration.

After you have received this Recommendation and as required by 42 U.S.C § 2286d(a),
the Board will promptly make it available to the public. The Board believes that this
Recommendation contains no information that is classified or otherwise restricted. To the extent
that this Recommendation does not include information restricted by the Department of Energy
(DOE) under the Atomic Energy Act of 1954, 42 U.S.C. §§ 2161-2168, as amended, please
arrange to have it placed promptly on file in your regional public reading rooms. The Board will
also publish this Recommendation in the Federal Register.

The Board will evaluate DOE’s response to this Recommendation in accordance with the

Board’s Policy Statement 1, Criteria for Judging the Adequacy of DOE Responses and
Implementation Plans for DNFSB Recommendations.

Sincerely,

AW/ N

Peter S. Winokur, Ph.D.
Chairman

Enclosure

c¢: Mrs. Mari-Jo Campagnone
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RECOMMENDATION 2011-1 TO THE SECRETARY OF ENERGY
Safety Culture at the Waste Treatment and Immobilization Plant
Pursuant to 42 U.S.C. § 2286a(a)(5)

Atomic Energy Act of 1954, As Amended

Dated: June 09, 2011
Introduction

Secretary of Energy Notice SEN-35-91, Nuclear Safety Policy, issued on September 9,
1991, and superseding policy statement #2 of DOE Policy 420.1, Department of Energy Nuclear
Safety Policy, issued on February 8, 2011, state that the Department of Energy (DOE) is
committed to establishing and maintaining a strong safety culture at its nuclear facilities. The
Defense Nuclear Facilities Safety Board (Board) has determined that the prevailing safety culture
at the Waste Treatment and Immobilization Flant (WTP) is flawed and effectively defeats this
Secretarial mandate. The Board’s investigative record demonstrates that both DOE and
contractor project management behaviors reinforce a subculture at WTP that deters the timely
reporting, acknowledgement, and ultimate resolution of technical safety concerns.

Background

In a letter to the Secretary of Energy dated July 27, 2010, the Board stated that it would
investigate the health and safety concerns at the WTP at Hanford raised in a letter to the Board
dated July 16, 2010, from Dr. Walter Tamosaitis.

The Board’s investigation focused on allegations raised by Dr. Tamosaitis, a contractor
employee removed from his position at WTP, a construction project in Washington State funded
by DOE and managed by Bechtel National, Incorporated (BNI). The Board’s inquiry did not
attempt to assess the validity of Dr. Tamosaitis’s retaliation claim, but rather, as required by the
Board’s statute, examined whether his allegations of a failed safety culture at WTP, if proven
true, might reveal events or practices adversely affecting safety in the design, construction, and
operation of this defense nuclear facility.

The Board is required by statute to investigate any event or practice at a defense nuclear
facility which it determines may adversely affect public health and safety. The Board conducted
this investigation pursuant to its investigative power under 42 U.S.C. § 2286a(a)(2). During the
course of the Board’s inquiry, 45 witnesses were interviewed and more than 30,000 pages of
documents were examined. The Principal Investigator was Joel R. Schapira, Deputy General
Counsel, assisted by John G. Batherson, Associate General Counsel, and Richard E.
Tontodonato, Deputy Technical Director, The record of the investigation is non-public and will
be preserved in the Office of the General Counsel’s files.

During the period of the investigation, the Board held a public hearing regarding safety
issues at WTP. During that hearing the Board received additional information related to the kind
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of safety culture concerns raised by Dr. Tamosaitis. Consequently, the investigation was
expanded to review these new concerns.

Secretary of Energy Notice SEN-35-91, Nuclear Safety Policy, issued on September 9,
1991, and superseding policy statement #2 of DOE Policy 420.1, Department of Energy Nuclear
Safety Policy, issued on February 8, 2011, state that DOE is committed to establishing and
maintaining a strong safety culture at its nuclear facilities. The investigation’s principal
conclusion is that the prevailing safety culture at this project effectively defeats this Secretarial
mandate. The investigative record demonstrates that both DOE and contractor project
management behaviors reinforce a subculture at WTP that deters the timely reporting,
acknowledgement, and ultimate resolution of technical safety concems.

A key attribute of a healthy safety culture as identified by DOE’s Energy Facility
Contractors Group and endorsed by Deputy Secretary of Energy memorandum dated January 16,
2009, and in the Nuclear Regulatory Commission's proposed policy statement on safety culture
(NRC-2010-0282, dated January 5, 2011), is that leaders demonstrate clear expectations and a
commitment to safety in their decisions and behaviors. The Board’s investigation found
significant failures by both DOE and contractor management to implement their roles as
advocates for a strong safety culture.

The record shows that the tension at the WTP project between organizations charged with
technical issue resolution and development of safety basis scope, and those organizations
charged with completing design and advancing construction, is unusually high. This unhealthy
tension has rendered the WTP project’s formal processes to resolve safety issues largely
ineffective. DOE reviews and investigations have failed to recognize the significance of this
fact. Consequently, neither DOE nor contractor management has taken effective remedial action
to advance the Secretary’s mandate to establish and maintain a strong safety culture at WTP.

Taken as a whole, the investigative record convinces the Board that the safety culture at
WTP is in need of prompt, major improvement and that corrective actions will only be successful
and enduring if championed by the Secretary of Energy. The successful completion of WTP’s
mission to remove and stabilize high-level waste from the tank farms is essential to protect the
health and safety of the public and workers at Hanford. However, the flawed safety culture
currently embedded in the project has a substantial probability of jeopardizing that mission.

Findings
Finding One: A Chilled Atmosphere Adverse to Safety Exists

In a letter to the Defense Nuclear Facilities Safety Board (Board) dated July 16, 2010,
Dr. Walter Tamosaitis, a former engineering manager at the Waste Treatment and
Immobilization Plant (WTP), alleged that he was removed from the project because he identified
certain technical issues that in his view could affect safety. Dr. Tamosaitis also alleged that there
was a failed safety culture at WTP. With full understanding that the formal claims of retaliation
raised by Dr. Tamosaitis would be looked into by others, the Board decided that his assertions
raised serious questions about safety culture and safety management at WTP. From late July

2
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2010 to May 2011, the Board reviewed a large number of documents and interviewed a
substantial number of persons, including Dr. Tamosaitis, to assess whether or not his allegations
of safety issues and of a faulty safety culture were bomne out. The Board’s investigation later
expanded in scope to address matters related to the Board’s October 2010 public hearing at
Hanford on safety issues at WTP. This phase of the investigation consisted of closed hearings at
which sworn testimony was elicited from DOE and contractor personnel.

The Board finds that the specific technical issues identified by Dr. Tamosaitis in his
July 16, 2010, letter were known and tracked by the WTP project. In a WTP project managers’
meeting on July 1, 2010, Dr. Tamosaitis raised safety concems related to the adequacy of vessel
mixing, technical justifications for closing mixing issues, and other open technical issues. The
next day he was abruptly removed from the project. This sent a strong message to other WTP
project employees that individuals who question current practices or provide alternative points of
view are not considered team players and will be dealt with harshly.

The Board finds that expressions of technical dissent affecting safety at WTP, especially
those affecting schedule or budget, were discouraged, if not opposed or rejected without review.
Project management subtly, consistently, and effectively communicated to employees that
differing professional opinions counter to decisions reached by management were not welcome
and would not be dealt with on their merits. There is a firm belief among WTP project personnel
that persisting in a dissenting argument can lead, as in the case of Dr. Tamosaitis, to the
employee being removed from the project or reassigned to other duties. As of the writing of this
finding, Dr. Tamosaitis sits in a basement cubicle in Richland with no meaningful work. His
isolated physical placement by contractor management and the lack of meaningful work is seen
by many as a constant reminder of what management will do to an employee who raises issues
that might impact budget or schedule.

Other examples of a failed safety culture include:

* The Board heard testimony from several witnesses that raising safety issues that can
add to project cost or delay schedule will hurt one’s career and reduce one’s
participation on project teams.

» A high ranking safety expert on the project testified that the expert felt next in line for
removal after Dr. Tamosaitis because of the expert’s refusal to yield to technically
unsound positions on matters affecting safety advanced by DOE and contractor
managers responsible for design and construction at the WTP. This safety expert’s
concemn was validated by a senior DOE official in separate sworn testimony.

* A report prepared by a subcontractor on the WTP project, “URS Report of
Involvement in WTP Investigation,” discusses the “tension between organizations
charged with technical issue resolution and development of safety basis related scope
and those organizations charged with completing design and advancing construction.
Some level of such tension is normal and healthy in projects of such scope and
complexity; but at WTP, this tension is higher than what might be expected or
desired. Some individuals whose personalities tend toward avoidance of conflict
could view the organizational environment as not conducive to raising issues or

3
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perhaps even potentially suppressing some issues that might deter progress or that
might add cost.”

* The investigative record shows that the DOE Office of River Protection Employee
Concerns program is not effective. One safety expert explicitly testified that
employees would not and did not use the program, and believed that individuals
running the program would “bury issues” brought to them. The record shows that in
the removal of Dr. Tamosaitis, Human Resources (HR) for URS was interested only
in implementing management’s demand that the employee be removed immediately.
The record shows HR did not assert any consideration or concern regarding the effect
the process and manner of his removal would have on the remaining workforce and
the effectiveness of the contractor employee protection program required under 10
CFR Part 708.

* Anindependent review of the WTP safety culture performed by DOE’s Office of
Health, Safety and Security (HSS) found that “a number of individuals have lost
confidence in management support for safety, believe there is a chilled environment
that discourages reporting of safety concerns, and/or are concerned about retaliation
for reporting safety concerns. These concemns are not isolated and warrant timely
management attention, including additional efforts to determine the extent of the
concerns.” Although the HSS report stated that most WTP personnel did not share
these opinions, the Board notes that personnel interviewed by HSS were escorted to
their interviews by management. The Board’s record shows that involving
management with the interviews clearly can inhibit the willingness of employees to
express concerns. In its own way, DOE’s decision to allow management to be
involved in the HSS investigation raises concerns about safety culture.

This environment at WTP does not meet key attributes established by DOE’s Energy
Facility Contractors Group, and endorsed by the Deputy Secretary of Energy, that describe a
strong safety culture: DOE and contractor leadership must have a clear understanding of their
commitment to safety; they are the leading advocates of safety and the public trust demands that
they demonstrate their commitment in both word and action. The Board’s investigation
concludes that the WTP project is not maintaining a safety conscious work environment where
personnel feel free to raise safety concems without fear of retaliation, intimidation, harassment,
or discrimination.

Finding Two: DOE and Contractor Management Suppress Technical Dissent

The HSS review of the safety culture on the WTP project “indicates that BNI has
established and implemented generally effective, formal processes for identifying, documenting,
and resolving nuclear safety, quality, and technical concems and issues raised by employees and
for managing complex technical issues.” However, the Board finds that these processes are
infrequently used, not universally trusted by the WTP project staff, vulnerable to pressures
caused by budget or schedule, and are therefore not effective. Previous independent reviews,
contractor surveys, investigations, and other efforts by DOE and contractors demonstrate
repeated, continuing identification of the same safety culture deficiencies without effective
resolution.
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Suppression of technical dissent is contrary to the principles that guide a high-reliability
organization. It is essential that workers feel empowered to speak candidly without fear of
retribution or criticism. In extreme cases, refusal to consider a different view of a safety issue
can lead to catastrophic consequences. WTP is a complex and difficult project that is essential to
the nation’s nuclear waste remediation program. Therefore, federal and contractor managers
must make a special effort to foster a free and open atmosphere in which all competent opinions
are judged on their technical merit, to sustain or improve worker and public safety first and
foremost, and then evaluate potential impacts on cost and schedule.

One of the primary examples of suppressing technical information is a study that was
performed by BNI in July 2009 on deposition velocity, a parameter used in modeling the offsite
transport of radioactive particles for nuclear facility safety analyses. The study found that the
correct value of the dry deposition velocity for Hanford fell in the range of 0.1 to 0.3 cm/sec.
The Board’s investigation includes testimony by the former manager of DOE’s Office of River
Protection and the DOE Chief of Nuclear Safety in Washington, DC, that the results of this study
were not shared with them. Consequently, DOE continued to follow its policy requiring the
WTP project to use a less conservative defauit value of 1.0 cm/sec for dry deposition velocity.

In the fall of 2010, the Chief of Nuclear Safety hired an independent consultant to investigate the
issue. This consultant also found that deposition velocity fell in the range of 0.1 to 0.3 cm/sec,
information that was already available to the project in the summer of 2009. Suppression of the
2009 study delayed the identification of properly conservative values for dry deposition velocity
to use in the safety analyses that determine the need for safety-related controls for WTP
facilities. Once this information was made available to DOE’s Office of Health, Safety and
Security, a technical study ensued that determined the need for a more conservative value of
deposition velocity to serve as a default value.

This problem also manifested itself when one of the expert witnesses, a nuclear safety
professional, specifically asked by the Board to testify at the Board’s October 2010 public
hearing on WTP safety issues, failed to support the DOE policy on the appropriate value for dry
deposition velocity. This witness testified that using DOE’s prescribed default value for the dry
deposition velocity in safety basis calculations could not be justified if it were known to be non-
conservative for the Hanford Site. At the time of the hearing, the witness understood the correct
value of deposition velocity was not being used in calculations of potential dose consequences to
the public receptor and was unwilling to simply state the DOE position that a default value could
be used or justified. The expert witness later testified for the record that DOE was fully aware of
the July 2009 study on dry deposition velocity at the time of the public hearing. The expert
witness’ testimony during the public hearing clashed with the position taken by senior
management in the DOE Office of River Protection and by the DOE Chief of Nuclear Safety.

The testimony of several witnesses confirms that the expert witness was verbally
admonished by the highest level of DOE line management at DOE’s debriefing meeting
following this session of the hearing. Although testimony varies on the exact details of the
verbal interchange, it is clear that strong hostility was expressed toward the expert witness whose
testimony strayed from DOE management’s policy while that individual was attempting to
adhere to accepted professional standards. Testimony by a senior DOE official confirmed the
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validity of the expert witness’ concerns. In addition, the expert witness testified that they felt
pressure to change their testimony, but refused to do so.

Management behavior of this kind creates an atmosphere in which workers are reluctant
to speak candidly for fear of retribution or criticism. Whether or not this behavior possibly
violates federal law is not for the Board to determine; however, the Board does assert that fear of
retribution visited on a competent professional for offering an honest opinion in a public hearing
is incompatible with the objective of designing and building a safe and operationally sound
nuclear facility and sustaining a healthy safety culture.

Another example of failure to act on technical information in a timely manner concerns a
report related to the occurrence of a potential criticality event at WTP. In April 2010, the WTP
project issued a plan of action to address recommendations of the WTP Criticality Safety
Support Group, specifically, to review historical information on plutonium dioxide (PuO,)
wastes discharged by the Plutonium Finishing Plant to the tank farms. The report of the review
was completed and submitted to the WTP project in August 2010. A key finding of the report
was that the maximum PuOQ; particle size of 10 microns assumed in WTP criticality safety
analyses was not conservative. Instead of receiving immediate attention, the report languished
without action until February 2011.

Once the report was finally reviewed, the WTP project reached the initial conclusion that
it may no longer be possible to assume that criticality in WTP is an incredible occurrence.
(Based on this information, the Hanford Tank Farms operating contractor halted activities
involving the affected tanks.) If criticality is confirmed to be credible, changes in the WTP
criticality strategy will be required. This will result in changes to the existing safety basis and
require an assessment of the existing WTP design to determine if design changes are required.
Depending upon the magnitude of the criticality hazard, significant changes in the WTP design
may be necessary. DOE was not informed of this important finding in a timely manner, and
actions to better characterize the PuO; problem were delayed by approximately 6 months
because the WTP project delayed evaluation of the report.

Recommendation

Taken as a whole, the investigative record convinces the Board that the safety culture at
WTP is in need of prompt, major improvement and that corrective actions will only be successfu
and enduring if championed by the Secretary of Energy. The Board recommends that the
Secretary of Energy:

1. assert federal control at the highest level and direct, track, and validate the specific
corrective actions to be taken to establish a strong safety culture within the WTP project
consistent with DOE Policy 420.1 in both the contractor and federal workforces,

2. conduct an Extent of Condition Review to determine whether these safety culture
weaknesses are limited to the WTP Project, and
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3. conduct a non-adversarial review of Dr. Tamosaitis’ removal and his current treatment
by both DOE and contractor management and how that is affecting the safety culture at

WTP.

The Board urges the Secretary to avail himself of the authority under the Atomic Energy
Act (42 U.S.C. § 2286d(e)) to “implement any such recommendation (or part of any such
recommendation) before, on, or after the date on which the Secretary transmits the
implementation plan to the Board under this subsection.”

TS

Peter S. Winokur, Ph.D,, Chairman
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The U.S. Department of Energy (DOE) Office of Enforcement and Oversight (Independent Oversight),
within the Office of Health, Safety and Security (HSS), conducted an independent assessment of
nuclear safety culture' and management of nuclear safety concerns at the DOE Waste Treatment and
Immobilization Plant (WTP), The assessment focused on the DOE organizations with site-level line
management responsibility for WTP — the Office of River Protection (ORP) and the DOE WTP Project
Office (DOE-WTP) — and the site contractor — Bechtel National, Incorporated (BNI), including its
subcontractors.

This assessment provides DOE management with a follow-up on the October 2010 HSS review of
the WTP nuclear safety culture, including a mature and effective safety conscious work environment
(SCWE).? 1t also satisfies a Secretarial commitment to the Defense Nuclear Facilities Safety Board
(DNFSB) related to DNFSB Recommendation 2011-1, Safery Culture at the Waste Treatment and
Immobilization Plant. HSS accelerated the schedule for the follow-up assessment in response to a request
from the Acting Assistant Secretary for Environmental Management (EM) in an August 2011 letter, citing
the serious concerns that had been raised about the safety culture at WTP. As part of a broad extent-of-
condition assessment (to start following this assessment) and based on the results of this assessment, the
HSS Independent Oversight team will more fully evaluate DOE Headquarters organizations to gather
additional information about the role of Headquarters line management organizations in safety culture
and management of safety issues at WTP.

WTP is DOE’s largest ongoing design and construction project, with an estimated cost of over $12 billion
and a current workforce of about 3000, and plans to transition to an operating nuclear facility in 2019.

Although WTP is not yet processing radioactive materials, WTP personnel are currently making design
decisions and developing a safety basis to demonstrate that the WTP can be operated safely, and WTP
personnel are also procuring, installing, and constructing systems, structures, and components that will be
relied on for safe operation of an extraordinarily complex set of nuclear facilities. 1f these functions are
not performed correctly and with high standards of quality, the safety of the WTP could be compromised
during future operations by latent failures in design or safety analysis or in the instailed systems,
structures, and components. Therefore, a healthy nuclear safety culture, one in which employees feel
empowered to raise safety questions without fear of retaliation, is essential at WTP during the current

1 While there are various safety culture models, the definition used in the Energy Facility Contractors Group report,
which was accepted by the Deputy Secretary and referenced in the DOE Integrated Safety Management Guide is: An
organization’s values and behaviors modeled by its leaders and internalized by its members, which serve to make safe
performance of work the overriding priority to protect workers, the public, and the environment.

2 A SCWE can be characterized as an environment in which employees are encouraged and are willing to raise safety
concerns both to their own management and to DOE without fear of retaliation.
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design and construction phase, as well as for the future operational phase. An effective nuclear safety
culture is also important in light of various allegations and reviews in recent years, including a 2010
whistleblower event (questioning the safety of the design and alleging retaliation), another whistieblower
revelation/event in late 2011, a subsequent allegation of retaliation by a BNI manager, and a differing
professional opinion filed by an ORP staff member.

Senior DOE management has recently taken visible actions in support of a healthy safety culture. The
Secretary of Energy and the Deputy Secretary of Energy issued a memorandum on December 5,2011, on
nuclear safety at DOE, which emphasized DOE expectations for a healthy safety culture. The Deputy
Secretary of Energy visited WTP in July 2011 and emphasized the importance of safety, a questioning
culture, and freedom to raise safety concerns without fear of retribution.

Safety Culture

To ensure a valid and effective assessment of the existing safety culture, HSS engaged external
independent safety culture experts® with extensive experience and expertise in safety culture reviews
to help plan and collect data during onsite activities (briefings, individual and focus group interviews,
etc.) to supplement and complement the nuclear safety expertise of its staff. These external independent
safety culture experts analyzed the data collected in accordance with established methods using a
framework described by the U.S. Nuclear Regulatory Commission and provided their independent
external assessment of the safety culture at WTP, which is summarized in Section 2 and provided in
its entirety in the supplemental volume to this report as Appendix A. Some of the key conclusions
of the report focus on the willingness of employees to raise concerns, which is an area of particular
management focus in light of the 2010 whistleblower allegations, the recent DNFSB recommendation,
and the Secretary’s recent memorandum on nuclear safety that encourages raising issues and emphasizes
that retaliation against individuals is prohibited by law and DOE policy.

While there is no fear of retaliation in the ORP (including DOE-WTP) work environment, there is
a definite unwillingness and uncertainty among employees about the ability to openly challenge
management decisions. There are definite perceptions that there is not an environment conducive to
raising concerns or where management wants or willingly listens to concerns. Most employees also
believe that constructive criticism is not encouraged.

The willingness to raise concerns and issues across the BNI organization needs to be improved to
ensure that the organization is preventing events and learning from its performance. Fear of retaliation
was identified in some groups as inhibiting the identification of problems. While the HSS Independent
Oversight team did not hear many direct references to the 2010 whistleblower event, the event is well
known among WTP personnel, and there were some indications that the whistleblower event may still be
at a level of awareness that is contributing to the other indicators surrounding the reluctance to identify
problems or raise concerns. Employee engagement, particularly at lower levels of the organization,
would facilitate the involvement of these groups in resolving such issues and could ultimately mitigate
this perception.

3 While HSS does not normally advocate the use of the term “experts” in its oversight reports, in this case, HSS engaged

the services of intemationally recognized experts in safety culture evaluations. Scction 6 provides information about

the expert qualifications of the company and individuals used by HSS to provide perspectives on the safety culture at
WTP.
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The organizational separation of the DOE-WTP organization from the rest of the ORP organization has
created difficulties in the communication, coordination, and cohesiveness of the implementation of DOE
requirements and oversight of BNI. Questions concerning how DOE-WTP is managing the project,
what impact their decisions are having on the project, who is in control of the project, and ultimately
who will deliver the project remain unanswered for many of ORP’s employees and stakeholders.

The external independent safety culture experts determined that BNI needs to be more forthcoming
in its transparency with its employees and the public for trust to improve. While BNI acknowledges
that it is dealing with significant issues, various employees and stakeholders indicated that these issues
are communicated in a way that diminishes their importance, contributing to a lack of trust and the
perception of denial by those involved with the organization.

The external independent safety culture experts recognize that ORP and BNI are making efforts to
resolve many of the technical issues that encumber the WTP Project and that these activities are
taking place under intense scrutiny by numerous stakeholders and external organizations. However,
more consideration of organizational and cultural considerations could facilitate the project’s forward
movement and make ORP’s and BNI’s efforts more successful. Achieving the needed changes will also
depend on ORP, DOE-WTP, and BNI establishing, implementing, and expecting consistent standards
and devoting more effort to behavioral change to ensure that the traits and behaviors of a healthy safety
culture becone the accepted way of doing business.

ORP Management of Safety Concerns

In its 2010 safety culture review report, HSS recommended that ORP “institutionalize the processes
and formally define the roles and responsibilities and clarify interfaces between the WTP Federal
organization and the other ORP organizations.” Since then, ORP has taken several actions, including
submitting a proposed revision to the WTP Project Execution Plan to DOE Headquarters in July 2011
that defined the roles and reporting relationships of DOE-WTP and ORP support organizations. The
revised plan has not yet been formally approved, but most of the proposed changes to the PEP are being
implemented in practice.

Some aspects of the ORP and DOE-WTP issues management processes are functioning effectively. ORP
and DOE-WTP personnel have appropriate mechanisms for the Federal staff to raise safety concerns, such
as the employee concerns program and differing professional opinion program. Several ORP reviews
have been effective in identifying deficiencies in WTP design products and in identifying vulnerabilities
that could impact the future operability of waste treatment facilities. ORP has also critically reviewed
the corrective action plans proposed by BNI to address design deficiencies.

Although progress has been made, increased attention and further improvement are needed in a
number of areas. Internal assessments performed by ORP quality assurance (QA) and DOE-WTP line
organizations over the past two years have identified continuing weaknesses in ORP action item tracking
and the management of corrective actions. A particular concern is that ORP and DOE-WTP have not
established an effective approach for systematically tracking and validating corrective actions taken to
enhance safety culture at the site level, therefore limiting the ability of EM or senior DOE management
to ensure tracking and validation of corrective actions; tracking and validation constitute one of DOE’s
commitments in the June 30, 2011, letter from the Secretary of Energy to the DNFSB in which DOE
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accepted DNFSB Recommendation 2011-1. Another concern is that management expectations regarding
safety culture have not been formally communicated to the Federal staff through a policy statement or
programmatic requirements, and safety culture training has not been provided to the staff. Improvements
are also needed in the ORP Safety Management Functions, Responsibilities and Authorities (FRA),
which was revised in September 2011. This document now appropriately addresses DOE-WTP but
does not sufficiently define certain responsibilities and authorities, such as the organizational authority
to approve documented safety analyses (DSAs).

BN! Management of Safety Concerns

BNTI has taken many actions to address the specific recommendations in the 2010 HSS safety culture
report. For example, BNI enhanced new employee orientation and continuing general employee
training on issue identification and resolution and took several actions to improve issues management
processes. However, BNI management did not adequately evaluate the significance of the collective
safety culture issues documented by the DNFSB, the 2010 HSS report, BNI internal reviews, and other
external assessments.

The WTP issues management processes, when implemented properly, can be effective tools for identifying
and resolving safety issues. The corrective action management system uses the Project [ssue Evaluation
Report (PIER) form to document issues and initiate the process for evaluating, correcting, documenting,
and verifying the resolution of the issues. A strength of this process is the application of PIERs to
opportunities for improvement as well as violations. The Engineering Technical Issues Identification
Management Guide was significantly enhanced in a March 2011 revision. The HSS Independent
QOversight team’s review of selected technical issues and tracking systems indicates that processes
were appropriately implemented and progress is being made to resolve the numerous open technical
issues, although significant work remains, If not satisfied with the issues management processes, BNI
employees can report formal employee concerns to the BNI or DOE employee concerns programs, or
they can use the differing professional opinion process.

However, issues are often not managed effectively to resolution at WTP because of inadequate
implementation of the processes. In some cases, safety issues at WTP are not documented in the PIER
system, are improperly categorized for significance, are inadequately analyzed for causes, or are not
resolved with effective corrective and preventive actions. Although most investigations have been
thorough, some process and implementation weaknesses were evident in the employee concerns and
differing professional opinion programs. There are instances where ineffective implementation of the
issues management process specifically contributed to issues with the project’s safety culture. For
example, WTP staff, management, and senior managers were unable to effectively execute a timely causal
analysis for a PIER issued in October 2010 related to nuctear safety analysis. Senior BNI management
was informed about the difficulties in completing the causal analysis and resolving this PIER before
July 2011 but did not achieve resolution of the issues, and the root cause analysis was never finalized.
The PIER was not resolved until BNI was prompted by formal DOE requests, which led to development
of an Integrated Licensing Strategy that addresses the applicability of DOE-STD-3009-94, Preparation
Guide for U.S. Department of Energy Nonreactor Nuclear Facility Safety Analysis. The PIER was
subsequently downgraded to a Level B PIER, and a more limited apparent-cause analysis was completed
and approved. Interviews with BNI staff revealed that this extended, contentious, and poorly managed
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causal analysis activity resulted in strong negative feelings among personnel in several groups, and it
did not result in development of a root cause analysis commensurate with the significance of the issue.

The BNI QA organization is aware of weaknesses in project corrective action management processes
and has been working on various improvement actions, but actions taken to date have not been fully
successful in preventing performance deficiencies. A BNI users group has identified an appropriate
set of process improvements (e.g., integrating the 23 current issues management systems) that address
some of the current deficiencies. However, the group recognized that process changes will have little
effect on project personnel’s negative perceptions of individual PIER management or the PIER process
unless management devotes serious attention to addressing employee and management behaviors and
cultural belicfs.

Nuclear Safety Design and Safety Basis Personnel

The information from multiple sources, including the 2010 HSS review, the recent safety culture
assessment (performed by outside nuclear professionals, as directed by the Secretary’s initial response
to DNFSB Recommendation 2011-1, and sponsored by BNI), and the interviews and focus group data
collected by the HSS Independent Oversight team during this 2011 assessment, point to safety culture
issues with personnel who are directly involved in the design and engineering functions and the nuclear
safety basis analysis and review functions. The HSS Independent Oversight team identified a number
of specific factors that contribute to the current state of the safety culture in some groups at WTP and
that need to be addressed if ORP, DOE-WTP, and BNI are to make progress in addressing the cultural
issues. As examples: there are inconsistencies between contractual documents (e.g., safety basis review
procedures) and regulatory requirements; and DOE-STD-3009 was not consistently applied over the
years, so part of the existing safety basis documents and some aspects of the design may not comply
with DOE-STD-3009 and 10 CFR 830, impacting the ability to gain approval of the final DSA. In
addition, preliminary DSAs (PDSAs) are out of date, and various reviews have highlighted significant
deficiencies in PDSAs and safety basis processes in general. Further, issues related to funding of DSA
development have not been resolved, contributing to uncertainty in approaches and staffing for the effort.

The above factors and other conditions (e.g., limited staff experience with the DOE-STD-3009 safety
analysis) have contributed to a situation where there is often severe tension and frequent animosity
within and between personnel with nuclear safety design and safety basis responsibilities. Most of
these individuals are in the Environmental and Nuclear Safety (E&NS) and Engineering organizations.
In essence, Engineering personnel must meet aggressive milestones (e.g., completing elements of the
design) to meet their performance objectives, and must demonstrate that the design will be safe (i.e.,
meeting the PDSA provisions), while E&NS personnel are charged with verifying that a design is safe
and compliant with the PDSA before approving the submittals. With the factors described above,
neither organization has performed their responsibilities effectively; technical questions and differing
opinions have not been effectively resolved because the requirements are conflicting or not commonly
understood, the procedures do not match the requirements, the previous analyses (e.g., PDSAs) are
not reliable, and the safety basis organization is understaffed (although requisitions for new staff have
recently been approved).

Most of the above factors have been in place for ten years. However, until the past few years, it appears
that safety basis documents were often not reviewed by the E&NS organization and ORP against the
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requirements of DOE-STD-3009. In March 2009, a new manager was brought to WTP and assigned
to E&NS. This manager had experience with and an understanding of DOE-STD-3009 methodology
and later changed some of the existing expectations for safety reviews of design, engineering, and
environmental documents, including expectations that reviews address DOE-STD-3009 provisions or
an approved alternative — a necessity if the design is ultimately to be approved for operations. However,
achieving these expectations was a challenge because of many factors, including the complex and
restrictive requirements for gaining DOE approval of changes to the contract that must then be reflected
in E&NS implementing procedures; the inconsistencies in requirements and procedures; and inconsistent
interpretation of requirements by various DOE (ORP and DOE-WTP) and BNI managers and staff. The
net effect is that the recent expectations for strict conformance with DOE-STD-3009 have resulted in
increased workloads, approval delays, and missed milestones, all of which have contributed to tension
and animosity within the organization. The situation has become increasingly worse as the WTP design
has progressed, the PDSA has become further out of date, and the delays in safety reviews of design and
engineering documents have become longer. In this atmosphere, instances where individuals perceive
that their concerns about design questions are not listened to, that management does not want to hear
problems, that technical dissent is suppressed, and that blame is being assigned unfairly are almost
inevitable (for both Engineering and E&NS staff members). The end result is that a significant number of
staff either express a general reluctance to raise issues or indicate perceptions of retaliation; the situation
is not consistent with a healthy safety culture. While reconciliation of design and safety basis issues is
a chatlenge in any project in which construction and design are occurring concurrently, the problems
cited (e.g., specification and communication of requirements and interpretations) have exacerbated the
ongoing challenges associated with maintaining the safety bases and reconciling design changes.

Although most of the symptoms are evident within the E&NS and Engineering departments, most of the
contributing factors listed above result from actions or inactions at higher levels of ORP, DOE-WTP,
and BNI management. ORP, DOE-WTP, and BNI management has not achieved timely resolution of
important issues, including those discussed above; in some cases, issues have remained unresolved for
about ten years. Further, typically ORP, DOE-WTP, and BN! senior managers are highly experienced
but do not have specific experience in applying DOE-STD-3009 nuclear safety design and safety basis
processes.

In the past few months, ORP, DOE-WTP, and BNI management have begun some promising initiatives
that could lead to resolution of the underlying concerns. The Independent Oversight review indicated
that the current management of the E&NS organization, and certain other BNI managers, supported by
some individuals within DOE-WTP, have been a focal point of change in DOE-WTP’s and BNI’s very
recent efforts to resolve the fundamental issues that were likely to prevent or delay efforts to develop
a safety basis that could be approved under applicable regulations and DOE-STD-3009. Such actions
include:

® BNl recently conducted a management workshop on safety basis requirements to raise the level
of management understanding of safety basis requirements and issues at WTP.

® BNI completed a gap analysis between the safety basis procedures and DOE-STD-3009 that
identified the differences in the hazard analysis provisions and provides an essential baseline
for action.
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In July 2011, BNI submitted a contract change request to DOE to resolve some of the discrepancies
and allow revision of the E&NS implementing procedures to align them with DOE-STD-3009.
As of the time of this report, DOE had not approved the contract change.

On September 27, 2011, the DOE-WTP Federal Project Director issued a letter to the BNI WTP
Project Director stating DOE’s position that DOE “has not (and will not) approve an alternate
methodology to meet the requirements of 10 CFR 830...”

BNI completed a plan, called the Integrated Licensing Strategy, to develop a regulatory-compliant
safety basis and submitted it to DOE on October 31, 2011. This strategy provides an approach
to resolving the findings from certain other management assessments and open technical issues.
However, the pertinent action due dates in the licensing strategy are based on DOE’s approval
of the contract change, which was submitted July 27, 2011, and has not yet been approved.

While the above actions are positive signs, some of them have not been finalized and/or are contingent
on funding and the ability to attract additional personnel with the requisite skills and experience in
nuclear design and safety bases. In addition, although the above actions have the potential to address
the underlying problems, significant and sustained ORP, DOE-WTP, and BNI management attention will
be needed to ensure that the safety culture concerns are also addressed for personnel who are involved
in design and engineering functions and the nuclear safety basis analysis and approval functions.

Factors Impacting Safety Culture for Construction Activities

In addition to the broad cuitural concerns identified with various ORP and BNI groups, the HSS
Independent Oversight team identified some specific concerns unique to construction activities that
warrant increased management attention as ORP, DOE-WTP, and BNI work to enhance the safety culture:

Potential for Schedule Pressure Impacts on Safety and Quality. A significant number of
crafts personnel indicated that schedule pressures and other factors (e.g., inadequate planning,
frequently shifting priorities, poor communications, inadequate work packages) have resulted
in instances where safety rules, procedures, and practices were not clearly communicated or
were inconsistent among WTP buildings or not followed, or where work did not meet quality
standards.

Performance Rating System. Interviews with construction crafts personnel indicated a
widespread perception that the performance rating system used for most crafts workers, which
defines the ratings that are used as a major factor in decisions about promotions and reductions
in force, is arbitrary and unfairly implemented in a way that inhibits or penalizes the raising
of safety and quality issues. The HSS Independent Oversight team determined that most craft
(including foremen and general foremen) were not aware of a Guide describing the process, and
the superintendents received no formal training on rating and ranking the crafts.

ORP Oversight of Worker Safety. ORP personnel indicated that the involvement of ORP
subject matter specialists in oversight of worker safety at WTP, the DOE’s largest construction
site, is currently limited.
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Conclusions

Overall, the HSS Independent Oversight team determined that most personnef at WTP believed that
safety was a high priority. However, during the safety culture evaluation, a significant number of
staff within ORP, DOE-WTP, and BNI expressed reluctance to raise safety or quality concerns for
various reasons. Fear of retaliation was identified in some BNI groups as inhibiting the identification
of problems. Employees’ willingness to raise safety concerns without fear of retaliation is an essential
element of a healthy safety culture, and therefore significant management attention is needed to improve
the safety culture at WTP. While EM, ORF, DOE-WTP, and BNI managers espoused support for a
healthy nuclear safety culture, they do not have a full appreciation of the current culture or the nature
and level of effort needed to foster a healthy safety culture, including a mature and effective SCWE,
and the WTP community has not been sufficiently engaged in creating a mutually shared and desired
culture. In addition to the concerns about the current safety culture, the Independent Oversight team
identified significant concerns about ORP, DOE-WTP, and BNT processes for nuclear design and safety
basis and for managing safety issues.
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To achieve the needed improvements, the HSS Independent Oversight team offers two sets of interrelated
recommendations. The first set provides a tiered hierarchy of recommendations, from general to specific,
for enhancing various aspects of the safety culture. The second set of recommendations identifies
actions that should be considered by DOE organizations and BNI to enhance various other aspects of
integrated safety management, focusing on nuclear design and safety basis development and safety issues
management processes. DOE organizations and BNI should evaluate the results of this Independent
Oversight report in their entirety, including the cufture insights, identified process deficiencies, and
both sets of recommendations, in accordance with established issues management processes and initiate
appropriate causal analysis, corrective actions, organizational enhancements, and effectiveness reviews
as appropriate.

Part 1: Recommendations for Cultivating a Healthy Safety Culture
(ORP, DOE-WTP, and BNI)

DOE defines safety culture as “an organization’s values and behaviors modeled by its leaders and
internalized by its members, which serve to make safe performance of work the overriding priority to
protect workers, the public, and the environment.” A healthy safety culture is most often found within an
aligned organization that has effective processes and motivated people. While WTP organizations have
attempted to improve safety culture by adapting concepts and principles from external organizations,
safety culture is unique in that improvement cannot be forced by discrete procedure or policy changes
that are typically used for traditional technical issues. A healthy safety culture is enacted by advocating
and inculcating a set of shared core values and beliefs, facilitated through continuous communication
and trust building, and supported by organizational systems, with the goal of promoting collaborative
human relationships that will sustain safe organizational and individual behaviors.

The overarching recommendation for improving the safety culture at WTP is:
1. WTP needs to establish a safety cuiture competence commensurate in priority to science,
engineering, and project management competencies. Safety culture competence requires that

organizations:*

e Have a defined set of values and principles, and demonstrate behaviors, attitudes, policies, and
structures that enable them to sustainably accomplish mission goals

4 Discussion of culture competence adapted from The National Center for Cultural Competence, Georgetown University
Center for Child & Human Development.
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® Have the capacity to (1) value diversity, (2) conduct self-assessment, (3) manage the dynamics
of difference, (4) acquire and institutionalize cultural knowledge, and (5) adapt to diversity and
the cultural contexts of complex and dynamic environments

® Incorporate the above in all aspects of policy-making, administration, practice, and operations,
systematically involving employees, suppliers, stakeholders, and communities

e Recognize that development of cultural competence is a process that evolves over an extended
period of time. Individuals and organizations are at various levels of awareness, knowledge,
and skills all along the cultural competence continuum. Consequently, a specific set of actions
cannot be prescribed; a collaborative effort is required to understand and enact core principles
that ensure that a healthy safety culture is developed and internalized. A number of steps can
be taken that will initiate the basis for the development of the WTP safety culture competence.

In support of the above overarching safety culture recommendation, the Independent Oversight team has
identified the following additional recommendations as possible steps for implementing the overarching
recommendation and initiating the development of cultural competence:

2. The WTP project organizations. (ORP, DOE-WTP, and BNI) need to evaluate and clearly
delineate core values for moving forward. The development and definition of these values must
be made with the engagement of individuals at all organizational levels across all functional
groups to ensure alignment throughout the organization. Specific actions to consider include:

e Identifying a consensus set of values to support the safety culture the WTP community wishes to
achieve. Initiate this activity with a values definition workshop engaging representatives of the
collective WTP organization. The workshop should be facilitated by an external specialist with
specific knowledge and experience in culture change. The output of the initial workshop should
be a draft statement of values that will then be socialized with all members of the organization,
leading to a formal statement of values that will be signed by senior leadership of EM, ORP,
BNI, principal BNI line managers, and employee representatives to the value identification team.

e Conducting a facilitated workshop, based on the 2020 Vision One System Strategic Plan and
the Federal Project Director’s 2010 report, to identify the implicit values associated with the
activities outlined in those documents. The output of this workshop should be an analysis of
the values implicit in those documents.

e Conducting a comparison of the value statement and the analysis of the document values. The
values in the documents need to be reconciled to ensure that the long term strategy outlined for
the project is consistent with the organization’s defined values. Achieving this consistency may
require modification of the 2020 Vision One System Strategic Plan.

3. ORP (including DOE-WTP) and BNI each need to develop, implement, and continuously
monitor their own safety culture, including SCWE, using the organizationally defined values
as the foundation. BNI has initiated some efforts and needs to re-evaluate its program with the
following considerations:

e Short-term: Conduct further analyses from the recent 2011 safety culture survey of BNI
personnel. Shortcomings were identified in the manner in which the 2011 survey results were
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4.

analyzed. Additional statistical analyses for the various groups at WTP, as well as appropriate
comparative analyses between these populations, might provide insight into some of the
differences between work groups in those populations.

¢ Long-term: A more comprehensive, ongoing, sitewide programmatic and assessment effort
focused on safety culture and SCWE that includes a more reliable and validated survey, as
well as additional methods that can focus on the organizational behaviors needed to promote
a healthy safety culture, would be useful. This effort can be conducted as a self-assessment or
an independent assessment.

e Follow-up: DOE-WTP and ORP need to follow up on the resuits of this assessment of its safety
culture. Multiple resources are available within the DOE complex, such as the Energy Facility
Contractors Group, to provide guidance on how to establish a program and conduct continuous
monitoring of its organization.

ORP and BNI need to develop accountability models for their organizations. Many individuals
in management and supervision do not consistently exhibit desired behaviors and are not challenged
by their managers or peers. Inconsistent implementation of standards and expectations in work
activities is common and may be influenced by ineffective communication and an ineffective change
management process. Significant management oversight and attention are needed to implement a
performance management system that establishes accountable behavior as the accepted norm. A
sitewide accountability model that is consistently implemented against clearly defined standards
and expectations, that recognizes and reinforces desired behaviors, and that uses effective coaching
while minimizing punitive actions for undesirable behaviors is recommended.

ORP and BNI can both benefit from employee engagement in many of the activities that they
regularly conduct. Engagement needs to be implemented from lower levels of the organization and
can be introduced by initiating activities that are staffed with all individuals from the same working
level or by introducing new employees into existing committees and meetings. Engagement is also
necessary across functional groups to promote and facilitate a better understanding and development
of the organization’s needs and priorities.

Working with ORP and DOE-WTP, BNI should enhance capabilities in behavioral sciences
to assist BNI senior management in addressing problems involving organizational behaviors
and interfaces. BNI's corrective actions for past reviews often have not addressed the underlying
organizational behavior and human performance factors; these actions have tended to focus on specific
technical issues or very broad safety eulture fixes (e.g., “train all staff”), rather than identifying
the causes of the concern and focusing on the specific organizations and groups that are impacted.
BNI should consider developing and adopting a strategic approach to enhance its capabilities and
competencies in organization, management, and social sciences, perhaps by obtaining external
support initially and building internal staffing over the longer term. Increasingly, high-hazard
organizations are including specialists with advanced degrees in organizational/industrial psychology,
organizational development, human factors/human performance, and related disciplines as a
necessary augmentation to a strong technical staff. Such personnel, particularly those experienced
with nuclear facilities or organizations, could help BNI senior management address current issues
in the nuclear safety culture and proactively identify and address changes and emerging concerns.
Such personnel could apply recognized tools and techniques to identify and analyze cross-cutting

Enforcement and Oversight



xiv

118

RECOMMENDATIONS

issues, recurring findings, and organizational causes. These tools can also be applied to help develop
and implement efforts to perform and improve risk communications, risk-informed decision making,
leadership development initiatives, and self-assessments for the enhancement of the safety culture.
BNI also needs to focus more on transparency with its employees and the public to enhance trust
and provide confidence that issues are being addressed.

ORP, DOE-WTP, and BNI should ensure that senior managers understand the need for and
direct implementation of systematic approaches to change management® in order to avoid or
mitigate potential negative consequences resulting from significant changes in project plans,
processes, and/or organization. Specific actions to consider include:

Ensuring that managers with the authority to direct significant changes are trained to recognize
the likelihood and nature of potential adverse consequences

Ensuring that managers are trained and able to develop and implement change management
plans to avoid or appropriately mitigate the negative consequences of change

Ensuring that the authority and responsibility to direct development, approve, require
implementation, and assess the effectiveness of change management plans is formally assigned

Applying recently-developed BNI change management guidance or other proven change
management processes, preferably with the support of behavioral science personnel as
recommended above, to manage the changes that will occur while resolving current problems
and underlying factors in such areas as transitioning to a DOE-STD-3009 compliant hazard
analysis and safety basis, revamping the design and safety basis processes, and revising the
rating system for craft personnel

In the longer term, proactively applying change management principles to the design and
development of the 2020 Vision One System for WTP Project Transition to Operations and in
other aspects of the ongoing transition from design to commissioning and the eventual transition
to an operating facility.

Part 2: Recommendations for Enhancing Selected Integrated Safety Management

Processes

In addition to evaluating the current safety culture at WTP, the Independent Oversight team was tasked
to evaluate ORP, DOE-WTP, and BNI management of safety concerns. During the course of the review,
the Independent Oversight team also identified concerns about nuclear design and safety basis processes
and certain other aspects of integrated safety management, The Independent Oversight team identified
the following recommendations for improving various WTP processes and the primary organizations
to which they apply.

Change management is used in the sense described in International Atomic Energy Agency publication “MANAGING
CHANGE IN THE NUCLEAR INDUSTRY: THE EFFECTS ON SAFETY, INSAG-18, IAEA 2003” and in Nordic
Nuclear Safety Research document “MANAGEMENT OF CHANGE IN THE NUCLEAR INDUSTRY - Evidence
from maintenance reorganizations,” NKS 119, March 2006.

Enforcement and Oversight



119

RECOMMENDATIONS | xv

ORP, DOE-WTP, and BN

1. Evaluate and address factors that adversely impact the design and safety basis processes.
ORP and BNI have recently initiated efforts that are appropriate to address many of the current
concerns about the design and safety basis processes, including the recent training for managers;
the September DOE-WTP letter clarifying expectations for compliance with DOE-STD-3009-94,
Preparation Guide for U.S. Department of Energy Nonreactor Nuclear Facility Safety Analysis;
and the ongoing efforts to modify the contract. However, these actions need to be systematically
analyzed and managed as a part of the BNI/ORP Risk Management Plan, required by DOE Order
413.3A, Program and Project Management for the Acquisition of Capital Assets, to ensure that they
will be effective, complete, supported by management, communicated, and universaily understood
and accepted by the key managers and staff. Additional actions are needed to establish effective
processes for updating the PDSA and modify various safety basis procedures to ensure that they
support the intended objcctives.

2. Develop and implement a strategic approach to enhance management’s and the professional
staff’s understanding of DOE expectations for the nuclear design and safety basis processes.
Some personnel at ORP, DOE-WTP, and BNI have experience working on nuclear design and
construction projects, but a significant number of managers and staff with responsibilities for
the safety bases have limited previous experience with design and safety basis processes using
DOE-STD-3009. This situation has contributed to problems with the nuclear design and safety
basis processes (e.g., inconsistent direction and understanding of the applicable hazards analysis
requircments) and culture (e.g., organizational interfaces) that have persisted for many years. The
recent training/workshop efforts by E&NS management and others at WTP have helped provide
BNI management with a better perspective on nuclear design and safety basis process expectations,
but more such efforts are needed to ensure consistent and effective understanding of the nuclear
safety design and safety basis processes at all levels of management and staff. In addition, more
diligence is needed to support those managers and staff with direct responsibilities for nuclear design
and safety in internalizing the expectations and lessons learned for a healthy nuclear safety culture
and SCWE. ORP and BNI should develop a strategic approach to enhance staff capabilities for
targeted groups of ORP and BNI managemcnt and staff (especially those with design, engineering,
and safety basis responsibilities), including focused training efforts, targeted mentoring programs,
increased emphasis on qualification requirements for current and future open job positions, and clear
performance objectives related to nuclear safety and safety culture in organizational and individual
performance evaluation processes.

Headquarters EM

3. Finalize the WTP Project Execution Plan. Ensure that the proposed Revision 1 to the WTP Project
Execution Plan is reviewed, modified as needed, finalized, and approved in a timely manner so that
ORP and DOE-WTP personnel are operating in accordance with an approved document that clearly
defines expectations for ORP and DOE-WTP, including nuclear safety responsibilities and interfaces.
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ORP and DOE-WTP

4. Evaluate and address factors that may adversely impact the clarity and understanding of
responsibilities and expectations for ORP staff. Specific actions to consider include:

Completing changes to the BNI contract to eliminate inconsistencies and clarify DOE
expectations for full compliance with DOE-STD-3009. Closely monitor BNI’s implementation
of this standard, and use incentive fees as appropriate to obtain the desired performance.

Establishing a process to ensure that Federal employee performance awards are used to encourage
desired behaviors. Consider the use of an awards committee, chaired by the ORP Manager and
WTP Federal Project Director, for annually setting criteria and determining awards to celebrate
desired behaviors, Use performance awards to recognize Federal employees who demonstrate
good safety culture.

Continuing the efforts to improve communications between DOE-WTP and ORP support
organizations. Focus on team building to encourage working together to achieve common
objectives.

Providing training to managers and supervisors to enhance capabilities in behavioral sciences
and aid in creating and maintaining a SCWE.

Continuing the efforts to better define the roles and responsibilities of the Federal staff. Revise
the FRA to comply with DOE Order 450.2, Integrated Safety Management. Consider memoranda
of understanding in areas where past performance indicates the need, such as resolution of
WTP operational readiness vulnerabilities identified pursuant to Washington River Protection
Solutions (WRPS) Contract Line Item 3.2.

Establishing milestone dates and responsibility assignments for completing planned initiatives,
such as SCWE training and culture surveys.

Re-evaluating the current level of involvement of ORP subject matter specialists in oversight of
worker safety and health at WTP construction areas. Ensure that organizational responsibilities
are clarified and implemented in a manner that provides for adequate ORP oversight of worker
safety and health.

Ensuring that expectations for Federal oversight of BNI safety culture are defined and
communicated, including consideration of performance measures, a process for routinely
assessing the effectiveness of BNI efforts to strengthen its safety culture, and a mechanism for
tracking and validating BNI actions to improve safety culture and related processes.

In making any changes, ensuring that the ORP group that reviews safety basis submittals
maintains an appropriate degree of independence from project management priorities and
schedules.

S. Develop and implement a strategic approach to ensuring that performaunce incentives are
aligned with nuclear safety. In addition to considering nuclear safety requirements, the goals
and performance incentives for ORP and DOE-WTP managers should explicitly consider nuclear
safety, including efforts to establish a healthy nuclear safety culture. The BNI contract fee structure
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should also be reevaluated to ensure that nuclear safety and quality of design and construction are
appropriately weighted and promote the desired objectives. As one possible measure, progress
milestones might include provisions to ensure that the design and safety bases are aligned and that
the safety basis demonstrates a safe design as part of the progress payments evaluation.

6. Apply additional Federal management attention to improve the timeliness and effectiveness
of corrective actions. Specific actions to consider include:
e Tracking the status of assigned actions, monitoring performance, and holding Federal managers
and contractors accountable when clearly-defined expectations are not met
Communicating to BNI and ensuring appropriate and timely resolution of the operational
readiness vulnerabilities identified in 2010 and 2011 by WRPS pursuant to Contract Line ftem 3.2
Assigning and tracking actions to address DOE commitments to the DNFSB and actions planned
in response to recommendations from other external organizations
Assessing the WRPS issues management program with an emphasis on PIERs to determine
whether issues are initiated as required, appropriate causal analysis is performed, corrective and
preventive actions are appropriate, and closure is adequate and timely.
Richland Operations Office
7. Strengthen the employee concerns program. Ensure that RL procedural guidance is provided
to adequately safeguard the confidentiality of employee concerns program participants, and also
define when ORP management approval of referrals is required. Check and validate ali concerns
with the originator before issuing formal correspondence or referral.
BNI

8. Strengthen the implementation of the corrective action management program. Specific actions

to consider include:

o Conducting a comprehensive independent assessment or assessments of the implementation

of the various elements of the corrective action management program (i.e., PIER initiation,
significance categorization, analysis, action development, closure, and effectiveness review) to
more fully characterize the nature and extent of implementation probiems.

Reviewing and clarifying as needed the definitions and guidance for determining PIER
significance levels to promote more consistent and accurate categorization.

Reviewing project procedures and guidance to ensure that extent-of-condition and cause
evaluations are considered in resolving non-conformance reports and construction deficiency
reports and that trend analyses of these documents are rigorous and comprehensive in order to
ensure that the needed recurrence controls are identified and implemented.

Reviewing, and revising as appropriate, Trend Analysis and Reporting procedure GPP-MGT-050
to add a process for formally performing periodic project-wide trend analysis; provide more
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detailed requirements and guidance on analysis and reporting processes; and require individual
organizations to develop formal internal procedures detailing responsibilities, process steps,
and outputs for their trending activities. Establish specific requirements for formal analysis
reporting, both for individual organizations and for the project, addressing periodicity, content,
format, and distribution/presentation.

Establishing a structured, project-level, ongoing monitoring program by subject matter
specialist(s) to review in-process and completed PIERs to grade their quality and provide
feedback to responsible individuals, organizations, and senior management. Adjust sample size
and organizational focus based on performance trends. Establish a grading system for various
elements of the PIER process that will provide metrics supporting the identification of progress
and areas needing greater attention.

Evaluating current guidance and requirements for conducting root and apparent cause analysis
to identify areas for simplification and remove barriers that may be adversely influencing the
assignment of PIER significance levels. Consider simplifying the expectations for apparent
cause analysis, and eliminate expectations for developing “judgments of need” in addition to
recommended corrective/preventive actions.

Conducting a formal root cause analysis of the problems associated with the safety basis issues
described in PIER MGT-10-0999 to identify needed recurrence prevention controls.

Including a specific Performance Improvement Review Board agenda item to identify and remove
barriers to resolving and holding managers responsible for overdue critical path actions, such
as the Jong-delayed causal analyses identified in this report.

Ensuring that resolution of the PIER users working group’s recommendations for “capturing”
management and employee attention regarding issues management is assigned to the WTP
Director’s Office, because these issues must be owned by the complete senior leadership team.

Specifying that the senior leadership team needs to ensure adequate resources to support
timely and effective implementation of the necessary process improvements and the enhanced
monitoring and mentoring activities necessary for the desired fully-effective corrective action
management system.

9. Strengthen the implementation of the BNI employee concerns program. Include a formal
second-party review of completed investigation reports to ensure that all aspects of the concemns have
been identified and sufficiently addressed, that any additional issues raised during the investigation
have been appropriately documented and dispositioned, and that any actions identified or taken are
adequate to fully address the concerns.

10. Strengthen the BNI differing professional opinion program. Specific actions to consider include:

Reviewing and revising procedure GPP-MGT-023 to address the weaknesses identified in this
report

Ensuring that in each case a documented review is performed to identify why lower-level
formal and informal issues management processes were unable to resolve issues before they
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escalated to the level of a formal differing professional opinion investigation. Establish any
needed corrective actions.

11. Strengthen the BNI management workplace visitation program. Specific actions to consider
include:

Reviewing GPP-MGT-062 and revising it as appropriate to address the misalignment between
stated objectives and actual implementation results. Consider including some level of periodic
analysis of the observation data gathered by the management walk-around teams to characterize
what information and conclusions the program is providing to management regarding the project
safety culture and employee performance with respect to safety, quality, compliance, and other
objectives specified in the procedure. Emphasize expectations to focus on increasing direct
interaction and feedback between senior management and employees and promoting management
presence in the field to observe work performance and physical conditions.

Developing methods to ensure regular participation by all leadership team members, such as pre-
assigning the membership of small teams (with target dates and locations) in an annual schedule,
to facilitate schedule coordination and participation. Provide more definitive expectations for
all members of the senior leadership team to routinely participate in these activities.

Taking action to ensure that the required formal documentation of visitation reports is completed
in a timely manner, is legible, and reflects consolidated results as required by the procedure.

12. Evaluate and address selected aspects of safety management processes governing the work of
construction craft workers. Specific actions to consider include:

e Re-evaluating the implementation of the craft rating system to ensure that the process is perceived

as fair and non-retaliatory for workers raising safety or quality concerns, including allowing
workers to have more information about how the ratings were established and providing periodic
feedback on their performance.

Investigating and addressing the view that managers allow or encourage workers to “eut corners™
on worker safety and health or construction quality requirements and safety practices to meet
schedules. Actions may include clarification of expectations, focused safety audits, assessment
of the roles of supervisory personnel, increased management accountability, and increased efforts
to solicit worker feedback on safety program implementation in a manner that allows anonymity.
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The U.S. Department of Energy (DOE) Office of Enforcement and Oversight (Independent Oversight),
within the Office of Health, Safety and Security (HSS), conducted an independent assessment at the
DOE Waste Treatment and Immobilization Plant (WTP) to evaluate the current status of the nuclear
safety culture and the effectiveness of DOE and contractor management in addressing nuclear safety®
concerns at WTP. This assessment provides DOE management with a follow-up on the October 2010
HSS review of the WTP nuclear safety culture.

This assessment also satisfies a Secretarial commitment to the Defense Nuclear Facilities Safety Board
(DNFSB) related to DNFSB Recommendation 2011-1, Safety Culture at the Waste Treatment and
Immobilization Plant. Specifically, in a letter to the DNFSB dated June 30, 2011, the Secretary of
Energy directed HSS to conduct a follow-on safety culture review at WTP as part of a broader extent-
of-condition review across the DOE nuclear complex. As part of the planning for this review, DOE
senior management tasked the HSS Independent Oversight team to examine the effectiveness of actions
taken at WTP since the 2010 HSS report to address safety concerns. HSS accelerated the schedule
for the follow-up assessment in response to a request from the Assistant Secretary for Environmental
Management (EM-1) in an August 2011 letter, citing the serious concerns that had been raised about
the safety culture at WTP. As part of a broader extent-of-condition assessment and based on the results
of this assessment, the HSS Independent Oversight team will perform additional assessment activities
at DOE Headquarters to gather additional information about the role of Headquarters line management
organizations in safety culture and management of safety issues at WTP.

Currently, WTP is in the design and construction phase, with the plan of transitioning to an operating
nuclear facility in 2019. Although WTP is not yet processing radioactive materials, WTP personnel
are currently making design decisions and developing a safety basis to demonstrate that WTP can be
operated safely, and WTP personnel are also procuring, installing, and constructing structures, systems,
and components (SSCs) that will be relied on for safe operation of an extraordinarily complex set of
nuclear facilities. If these functions are not performed correctly and with high standards of quality,
the safety of the WTP could be compromised during future operations by latent failures in design or
safety analysis or in the installed SSCs. Therefore, a healthy safety culture, one in which employees
feel empowered to raise safety questions without fear of retaliation, is essential at WTP.

Senior DOE management has recently taken visible actions in support of a strong safety culture. The
Secretary of Energy and the Deputy Secretary of Energy issued a memorandum on December §, 2011,

6 The term “nuclear safety” includes the quality of design, engineering, and construction of nuclear facilities at WTP.
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on nuclear safety at DOE, which emphasized DOE expectations for a healthy safety culture. The Deputy
Secretary of Energy visited WTP in July 2011 and emphasized the importance of safety, a questioning
culture, and freedom to raise safety concerns without fear of retribution.

As the Independent Oversight team was completing its review of WTP, DOE issued its DOE
Implementation Plan for DNFSB Recommendation 2011-1 (dated December 27, 2011). Among other
things, the Implementation Plan identifies needed improvements in translating DOE’s high level policy
expectation for a healthy safety culture into detailed guidance for implementing that expectation.
Although not a focus of this progress assessment, the results of this Independent Oversight assessment
confirm the need for better definition and communication of expectations for actions needed to ensure
a healthy safety culture for both DOE organizations and contractors.

1.1 Background

WTP Organizations

Within DOE, the Headquarters Office of Environmental Management (EM) has line management
responsibility for WTP and most other activities at the Hanford Site. At the site level, DOE line
management responsibilities for WTP have been assigned to the DOE Office of River Protection (ORP).
The DOE Richland Operations Office (RL) and ORP have a joint employee concerns program (ECP),
which encompasses the Hanford Site, and is administered by RL.

Formal assignment of responsibility for WTP activities remains with ORP. However, in practice,
the DOE WTP Project Office (DOE-WTP) has been established to oversee most WTP activities and
provide line management direction to the WTP contractor. DOE-WTP was reorganized in late 2010
(at about the same time HSS conducted its 2010 review) to provide more organizational focus on WTP
and independence within ORP. It is now an organizational element within ORP and is led by the DOE
WTP Federal Project Director (FPD). FPD and DOE-WTP responsibilities and interfaces are defined
in a revision to the Project Execution Plan (PEP), but the revision has not yet been formally approved.
In practice, the FPD has been implementing the draft revised PEP, which has the project functionally
reporting directly to EM-1 as the Program Secretarial Office, with a direct line of communication to the
Deputy Secretary of Energy as the Acquisition Executive. With this arrangement, DOE-WTP currently
functions largely autonomously within ORP at the direction of FPD.

DOE-WTP personnel carry out most onsite DOE line management responsibilities for WTP, but
certain important safety-related functions are performed by ORP. Most significantly, a nuclear safety
organizational element within ORP has primary responsibility for reviewing and approving contractor
submittals for nuclear safety basis documents and related analyses. Because DOE-WTP’s activities are
largely autonomous, Independent Oversight strived to be specific in distinguishing DOE-WTP activities
from those performed by other elements of ORP.

Under contract to DOE, Bechtel National, Incorporated (BNI) is designing and coordinating the
construction of the WTP. URS Corporation is a major subcontractor to BNI and performs a significant
fraction of the design and safety basis work. BNI intends BNI and URS personnel to work closely
together, and in practice BNI and URS personne! are intermingled. For example, BNI personnel may
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work in an organization with a URS supervisor, or vice versa. BNI also has several other subcontractors
and consultants at the WTP.

WTP Functions and Status

The WTP will be used to transform radioactive wastes into a stable glass form for disposition, using a
process called vitrification, About 56 million gallons of highly radioactive and hazardous chemical and
radioactive wastes are currently stored in underground tanks at the Hanford Site. Some of the tanks are
single-wall containers that present a risk of leaking radioactive materials into the ground, where they
could eventually reach the Columbia River. Removing the radioactive materials from the tanks and
processing them into a stable form is one of DOE’s highest priorities and is required by the Hanford
Federal Facility Agreement and Consent Order Tri-Party Agreement (more commonty called the Tri-
Party Agreement). Timely completion of the WTP project is an essential element of DOE’s approach
to meeting the Tri-Party Agreement milestones and addressing legacy tank waste hazards.

Located on the Hanford Site in southeastern Washington State, WTP is DOE’s largest ongoing construction
project, with an estimated cost of over $12 billion and a current workforce of about 3000. According to
information provided by the BNI website, the WTP project is more than 60 percent complete, design of
the plant will be complete by 2013, construction will be complete in 2016, and all facilities and systems
will be fully operational and begin the process of vitrifying tank waste by 2019. Recent DOE project
reviews, however, indicate that the WTP project is likely to incur further delays and cost increases of
$800-900 million, partly because of identified technical issues and uncertainties.

For the WTP project, DOE decided to implement a “design-build” approach in which significant
construction efforts are undertaken in parallel with the design efforts. The goal of this approach was
to complete the WTP sooner, thus allowing DOE to meet milestones for addressing tank waste hazards
and reducing the environmental and safety risks associated with the hazardous wastes in the tank.

Background on Nuclear Safety Issues

Since work began on the WTP in the late 1990s, a number of nuclear safety issues have had a direct or
indirect impact on the nuclear safety culture. The following brief summary of some of the most important
issues — identified during contractor assessments and during reviews by DOE organizations (including
ORP and HSS) and non-DOE organizations, such as the DNFSB — provides context for understanding
the results of this assessment.

In the mid-2000s, certain structures and components had to be strengthened to ensure that WTP met
seismic standards, and certain piping had to be replaced because of quality assurance (QA) deficiencies.
These delays contributed to cost increases for the project and caused DOE and BNI to accelerate the
remaining efforts in an attempt to meet the Tri-Party Agreement milestones.

HSS enforcement activities identified concerns about safety-related design and quality functions,
dating back to 2002, that are documented in three enforcement actions and one consent order. These
enforcement activities identified non-compliances in various aspects of design, procurement, and QA of
components important to nuclear safety; examples include failure to adhere to design codes documented
in facility safety requirements, failure to follow requirements, inconsistent design and procurement
specifications, failure to use appropriate suppliers, failure to correct deficient conditions, and failure to
identify discrepancies between procurement specifications and authorization bases. The HSS enforcement
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documents also cited contributing factors that raised questions about the safety culture at BNI, such
as procurement decisions that were driven by cost and schedule rather than giving priority to nuclear
quality requirements, and staff who lacked sufficient experience to properly consider nuclear quality
in making project decisions.

A number of identified technical issues (including design questions that could impact safety) have taken
considerable effort to address, and some are still being evaluated. Most notably, in 2006, an external
panel identified 28 technical issues involving the WTP design. By the time of the 2010 HSS review of
the safety culture, DOE and BNI had completed the analysis and closed 27 of the 28 technical issues.
The remaining issue, referred to as the M3 issue or the Pulse Jer Mixing Design issue, addressed the
adequacy of the systems that ensure adequate mixing of materials in the Pre-Treatment Building of the
WTP, both to promote efficient operations and to prevent buildup of flammable gases or accumulation
of fissile material in the bottom of tanks. Inadequate mixing could violate the assumptions, parameters,
or controls that the WTP safety bases have established to prevent gas explosions/deflagrations and
criticality accidents. Although the broad M3 issue was categorized as closed, a number of related or
subordinate issues were developed and tracked to provide additional assurance or confirmation that the
uncertainties in the mixing issue are sufficiently understood.
P

In 2010, BNI and ORP identified additional small-scale testing to gather data about the mixing process.
They also specified hold points in the construction process to examine the test results to determine
whether the additional testing would confirm the adequacy of the design. Subsequently, in response
to DNFSB concerns and internal DOE discussions, WTP personnel made some design changes and
developed a plan for large-scale testing of the pre-treatment mixing systems.

One ORP engineer has filed a differing professional opinion (DPO) that documents concerns about the
technical issues and related management decisions. The DPO indicated that the initial test resuits raise
additional concerns about the viability and safety of the mixing system design. One specific concern
raised in the DPO is that the system changes that are designed to enhance mixing could have the undesired
side effect of increasing the erosion rate within the mixing system, which could cause premature failure
of components and/or other difficulties in demonstrating the safety of the system.

While aware of the technical uncertainties and recognizing the possibility that their decisions could result
in significant rework, DOE-WTP and BNI recently decided to proceed with certain activities, such as
welding heads on vessels. Some staff and external organizations have cited this decision as an indicator
that management places priority on schedule over safety. DOE-WTP and BNI managers, however, have
indicated that such decisions will not compromise safety (e.g., if testing and analysis demonstrate that the
system cannot be shown to be safe, they will take the necessary actions, including significant redesign
and rework) and that the recent decisions were made based on an informed perspective on project risks,
schedules, and costs. However, DOE-WTP and BNI management did not effectively communicate to
stakeholders the rationale for this decision, nor did management communicate the fact that the action
was reversible if ongoing analysis concluded that the design needed to be modified.

Background on Safety Culture Issues and Initiatives

BN, in coordination with ORP and DOE-WTP, has a longstanding effort to establish and sustain an
effective safety culture. BNI established its Nuclear Safety and Quality Imperative (NSQI) in response
to a 2005 ORP assessment that identified a number of systemic weaknesses in the WTP project and
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concluded that the underlying cause was a “less than adequate nuclear safety and quality culture.”
Major focus areas of the NSQI included: (1) development and implementation or improvement of
project systems, especially for procedures and procedure compliance and the management of issues and
concerns; and (2) communication efforts on the importance of various aspects of a nuclear safety and
quality culture. In the 2005-2010 time frame, BNI performed a number of assessments of the safety
culture and an annual employee survey.

In 2009, based on a review of prior assessments and corrective actions, BNI concluded that the culture
of safety and quality at WTP had improved as a result of NSQI initiatives and actions. However, BNI
also concluded that aspects of the nuclear safety culture needed to be strengthened as the project was
transitioning from the engineering, procurement, and construction phase to the startup, commissioning,
and operating phase. Consequently, BNI established a Nuclear Safety and Quality Culture (NSQC)
working group in early 2010, with representatives from many WTP organizations, to identify a set of
actions to achieve and sustain an effective nuclear safety culture and a strong, safety conscious work
environment (SCWE) at WTP. These actions were in various stages of development and implementation
at the time of the HSS review in 2010.

In 2010, a URS contractor employee raised several concerns in a letter to the DNFSB, questioning the
safety and reliability of the WTP. This whistleblower letter prompted EM-1 to ask HSS to review the
nuclear safety culture at WTP. The 2010 HSS independent review identified a number of concerns,
including pockets” of individuals within the WTP who believed that BNI management had created a
*“chilled” atmosphere (an environment that discourages questions or safety concerns and promotes fear
of retaliation for raising safety issues), as well as some deficiencies in processes for managing safety
issues. After the 2010 review, EM Headquarters management accepted the HSS report and directed
BNI to address the recommendations. ORP and BNI developed corrective actions that were intended to
address the HSS reccommendations and integrated the corrective actions into their NSQC improvement
initiatives.

In 2011, DNFSB Recommendation 2011-1 identified weaknesses in the nuclear safety culture at WTP
and recommended that management “Assert federal control at the highest level and direct, track, and
validate the specific corrective actions to be taken to establish a strong safety culture within the WTP
Project consistent with DOE Policy 420.1 in both the contractor and federal workforces.”

DOE accepted the recommendation and exchanged letters with the DNFSB to clarify the intent of the
recommendation. DOE is working on a formal implementation plan, and the Secretary’s direction that
HSS perform this Independent Oversight review is part of the response actions.

DOE’s initial response to DNFSB Recommendation 2011-1 (transmitted in a June 30, 2011, letter to
the DNFSB from the Secretary of Energy) also committed that DOE and BNI would jointly sponsor
an “executive-level assessment of the project’s nuclear safety culture” to be conducted by a group of
experienced nuclear industry subject matter professionals. Subsequently, the DNFSB and others raised
questions about the independence of a team that would be sponsored by BNI. In a September 19,2011,
follow-up letter to the DNFSB, DOE indicated that it would “monitor and cooperate with — but not
partner in — the BNI review” and would gauge the validity of the BNI process and examine the results
7 In the context of the 2010 HSS review, “pockets” referred to groups within the organization that had significant

numbers of personnel who expressed concerns to the extent that HSS believed that the concemns were not isolated and
warranted significant management attention,
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for relevant findings. In the same letter, DOE indicated that HSS would perform an independent, DOE-
directed assessment of the status of the nuclear safety cuiture at WTP.

The DOE-directed, BNI-sponsored team of nuclear safety professionals completed its activities and
reported its review results in a report dated November 30, 2011, which was provided to DOE and BNI.

InNovember 2011, a URS manager filed a complaint with the Department of Labor, alleging retaliation
for trying to adhere to safety requirements and for providing testimony contrary to DOE positions at a
DNFSB public meeting.

The WTP project is experiencing budget uncertainty and reductions in staffing. Schedule and cost
pressures and uncertainties impact workers’ job security, attitudes, and anxiety level. These conditions
need to be factored into the evaluation of the current safety culture.

1.2 Scope and Methodology

This Independent Oversight assessment covers the DOE and contractor organizations at the Hanford
Site that have responsibilities for WTP activities. Within DOE, the focus was on ORP and DOE-WTP.
The HSS Independent Oversight team also examined the relevant programs managed by RL (e.g., the
ECP). The review of BNI included its primary subcontractor, URS. The assessment was led by an
experienced HSS manager. Onsite data collection was conducted primarily by HSS staff, with support
from an external independent specialist in group dynamics and focus groups.

In designing and conducting this 2011 assessment, the HSS Independent Oversight team considered the
results and scope of the 2010 HSS review, which determined that problems with the safety culture were
not widespread but that there were significant pockets of personnel that had concerns about retaliation
and suppression of safety issues. In this 2011 review, the HSS Independent Oversight team devoted
particular attention to those pockets —~ most notably those in the Environmental and Nuclear Safety
(E&NS) and Engineering organizations — including examining the cultural perceptions of individuals in
these organizations in light of the complex technical issues and safety basis framework. Considering the
advice of the external independent safety culture experts and other factors, the Independent Oversight
team decided to include all site personnel in the scope of the safety culture assessment.

The Independent Oversight team also designed its evaluation to encompass the impacts of the 2010
whistleblower event. Specifically, the focus groups and interviews were performed in a manner that
allowed individuals to raise issues that were significant to them. For instances where individuals raised
the issue of the 2010 whistleblower event or related concerns, the Independent Oversight team prepared
questions designed to probe the concerns to develop a better understanding of the perceptions of the
workforce.

In accordance with the Secretary of Energy’s direction, the scope of the Independent Oversight review
included two major areas:

e Evaluation of the Current Nuclear Safety Culture at WTP. The safety culture assessment data
was analyzed by external independent safety culture experts. This analysis is summarized in Section
2, and the detailed results are presented in the supplemental volume of this report (Appendix A).
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» Management of Safety Concerns. The HSS Independent Oversight team’s assessment of ORP’s
(including DOE-WTP’s) management of safety issues is summarized in Section 3, with additional
details provided in the supplemental volume of this report (Appendix B). The HSS Independent
Oversight team’s assessment of BNI’s management of safety issues is summarized in Section 4,
with additional details provided in the supplemental volume of this report (Appendix C).

As the assessment progressed, the HSS Independent Oversight team evaluated information from various
sources, including the external evaluation of safety culture (i.e., the effort directed by the Secretary,
sponsored by BNI, and documented in a report dated November 30, 2011); the identified technical issues,
issues management processes, and corrective actions; document reviews; interviews; and observations
of various site activities (e.g., safety meetings). The Independent Oversight evaluation determined
that there are continuing concerns about the safety culture at WTP and identified a number of factors
that contribute to the continuing concerns, as discussed in Section 5. Recommendations that identify
potential methods for enhancing the safety culture and that target the factors that are impeding effective
resolution of safety concerns at WTP are provided in the front of this report, immediately after the
Executive Summary.
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This section summarizes the results of an evaluation of the existing safety culture at the WTP. To ensure
a valid and effective assessment of the existing safety culture, HSS sponsored external independent
safety culture experts to analyze various sources of data and perform the independent evaluation.

2.1 Background

Before starting the assessment, HSS enhanced its capability to assess safety culture processes and
capability, through consultation with the U.S. Nuclear Regulatory Commission (NRC), several
nuclear power generating utilities, and associated support organizations to benchmark their processes.
Recognizing that it has significant expertise in nuclear safety and issue management but limited on-staff
expertise in systematic application of behavioral science-based methodologies for performing safety
culture assessments, the Independent Oversight team added an HSS human performance specialist as
an advisor to the team. HSS also contracted with an external professional sociologist with a strong
background in both organizationai research and design and group dynamics to provide support on training
and data collection and contracted with an external company that specializes in human performance
analysis.

The external company that specializes in human performance analysis — Human Performance Analysis
Corporation (HPA) - provided its two principals to help design the approach for data collection, analyze
the data, and independently evaluvate the safety culture. Both of the individuals have extensive experience
in the development and application of safety culture assessment methodologies used by commercial
nuclear and other industries. The credentials of the company and its principals are provided in Section 6.

With the guidance of the external independent safety culture experts, the Independent Oversight team
selected a methodology for the assessment that provides an objective and systematic measurement of the
organizational behaviors that impact safety performance, using multiple data collection tools to assess
organizational behaviors. These tools include functional analysis, semi-structured focus group and
individual interviews, observations, and behavioral anchored rating scales. The Independent Oversight
teamn also arranged for the external independent safety culture experts to conduct a culture survey for
ORP (including DOE-WTP) personnel® using commonly used survey tools and techniques. The culture
survey was conducted and analyzed by the HPA external independent safety culture experts.

8 The Independent Oversight safety culture survey tool was limited o Federal personnel in order to avoid overlap
and confusion with a parallel survey administered to contractor personnel in the same time frame. The survey for
contractor personnel was sponsored by BNI, performed by a survey otganization, analyzed and reported by a law firm
{Pillsbury) under contract to BNI, and used as an input for the BNI-sponsored quality culture review.
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The external independent safety culture experts trained HSS staff on applying the data collection
techniques and conducting focus group interviews. In addition, the external professional sociologist
provided training, both before and during data gathering activities, and supported data collection efforts
by facilitating focus group interviews and using a structured approach to record and analyze data.

The HPA safety culture experts were tasked to analyze the data collected during the functional analysis,
interviews, focus groups, and observations conducted by the external independent safety culture experts
and HSS staff along with the safety culture survey implemented by the external independent safety
culture experts in accordance with their established methodology. The safety culture evaluation by the
external independent safety culture experts is summarized in the remainder of this section and provided
in its entirety in the supplemental volume of this report as Appendix A. The recommendations by the
external independent safety culture experts are included in the recommendations following the Executive
Summary of this report.

2.2 Scope and Methods

The population addressed in the evaluation included all employees, both Federal and contractor, in
ORP, DOE-WTP, and BNI. The evaluation was conducted from September through November 2011.
The primary objective of the evaluation was to provide information regarding the status of the safety
culture at WTP project. The applied framework was the one recently described by the NRC. The
evaluation was conducted using the same methodology that aligns with the current NRC procedures for
independent safety culture assessment. Positive observations and areas in need of attention with respect
to the traits necessary for a healthy safety culture are presented. Conclusions regarding the information
collected on the safety culture traits are also presented to facilitate the identification of improvement
strategies. Finally, recommendations are provided for some initial steps that the external independent
safety culture experts believe are necessary to effectively implement and execute the actions that will
result in improved safe and reliable performance.

The safety culture components important for the existence of a healthy safety culture within a nuclear
facility have been identified (INSAG-15, 2002; Institute of Nuclear Power Operations Principles
for a Strong Nuclear Safety Culture, 2004; NRC Inspection Manual 0305, 2006). The NRC and its
stakeholders have recently agreed upon nine traits that are viewed as necessary in promoting a positive
safety culture. These include: leadership safety values and actions, problem identification and resolution,
personal accountability, work processes, continuous learning, environment for raising concerns, effective
safety communication, respectful work environment, and questioning attitude. Particular behaviors and
attitudes have been identified to evaluate the extent to which the organization has attained these traits.

While the methodology used in this evaluation was based upon work originally developed with the
support of the NRC to assess the influence of organization and management on safety performance,
the methodology has also been effectively implemented in non-nuclear organizations, such as mining,
health care, research, engineering, and transportation. The methodology entails collecting a variety of
information that is largely based upon the perceptions of the individuals in an organization, as well as
conducting observations of individuals performing work activities. Perceptions are often reality when
it comes to influencing behavior and understanding basic assumptions. Therefore, the data collected
regarding individuals’ perceptions are critical to this type of evaluation.
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The external independent safety culture experts recognize that ORP and BNI are making efforts to
resolve many of the technical issues that are encumbering the WTP project. These activities are taking
place under intense scrutiny by numerous stakeholders and external organizations. However, the lack
of consideration of organizational and cultural considerations will not facilitate the project’s forward
movement or make ORP’s and BNI’s efforts as successful as they could be. The external independent
safety culture expert’s independent analysis offers the following conclusions that will provide insight
into some of the difficulties the WTP project may be encountering.

2.3 ORP (including DOE-WTP)

ORP is perceived by many to have a strong focus on nuclear safety. While many interviewees indicated
that their line management was supportive of their challenging conditions and activities, the Independent
Oversight team concluded that there is a lack of full engagement on the part of ORP senior management
in the area of safety culture. There is a perception that the value of safety is sometimes degraded in
the presence of schedule and cost pressures. ORP senior management has not addressed delays in the
implementation of the corrective actions from the previous HSS assessment as well as from the DNFSB
Recommendation. In addition, ORP management has not provided clear direction to ORP staff on the
importance and implementation of safety culture into their oversight activities.

The organizational separation of the DOE-WTP organization from the rest of the ORP organization
has created difficulties in the communication, coordination, and cohesiveness of the implementation of
DOE standards and oversight of BNI. Questions concerning how DOE-WTP is managing the project,
what impact their decisions are having on the project, who is in contro! of the project, and ultimately
who will deliver the project remain unanswered for many of ORP’s employees and stakeholders.

While the external independent safety culture experts determined that there is no fear of retaliation in
the ORP work environment, there is a strong indication of an unwillingness and uncertainty among
ORP staff about the ability to openly challenge management decisions. There are definite perceptions
that the ORP work environment is not conducive to raising concerns or whether management wants
to or willingly listens to concerns. Most ORP staff members also strongly believe that constructive
criticism is not encouraged.

2.4 BNI

The external independent safety culture experts recognize that BNI has recently initiated several activities
designed to enhance safety culture across the organization. However, the external independent safety
culture experts identified significant cultural differences within the BNI organization that will inhibit
the success of these activities if they are not appropriately addressed. These differences were identified
in groups in both the “Manual” and “Non-Manual” worker populations. The differences are predicated
upon the groups’ perceptions and priorities around the value the organization places on safety. IfBNI is
to succeed in implementing some of its initiatives involving the enhancement of safety culture, it must
first acknowledge these organizational safety culture differences and work toward having all groups,
on all organizational levels, share the same values and perceptions.

The external independent safety culture experts determined that there is a lack of consistency in the
behavior of BNI's supervisory and management personnel. This behavior has resulted in the inconsistent
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implementation of the desired expectations and standards across the BNI organization. The external
independent safety culture experts identified informality with respect to the expectations used in
determining the behavior that supervision and management must mode! for their staff and the methods
that are employed to hold all employees accountable for the desired behaviors. Clear and consistent
communication of standards and expectations is needed across the BNI organization.

The external independent safety culture experts observed that the BNI organization has become very adept
in portraying itself in the most favorable position possible. This is a behavior learned and reinforced
given the circumstances (numerous external stakeholder expectations) that it has to confront on a
regular basis. While the organization does not deny that it is dealing with significant issues, it handles
the communication of these issues in such a way as to diminish their importance. This behavior is not
lost on BNI’s employees or stakeholders and may be contributing to a lack of trust and the perception
of denial by those involved with the organization. The external independent safety culture experts
determined that BNI needs to be more forthcoming and transparent with its employees and the public
if trust is to improve and if its Jegitimate efforts are to be successful.

The external independent safety culture experts determined that there is some reluctance to raise
concemns and issues across the BNI organization. Fear of retaliation was identified in some groups as
inhibiting the identification of problems. Employee engagement in decision making, development of
policies and procedures, and the implementation of practices and standards, particularly at lower levels
of the organization, would facilitate the involvement of these groups in resolving issues and ultimately
mitigating this perception.

The events involving the URS contractor employee/whistleblower who sent a letter to the DNFSB in
2010 are well publicized nationally and are well known to most WTP personnel. The aftermath of
the events subsequent to the URS contractor employee’s letter to the DNFSB is still evident. Some
interviewees indicated that the events around the 2010 whistleblower incident were still on their minds
and made subtle reference to the potential for similar consequences as a potential inhibitor to their
raising concerns. In addition, some BNI personnel indicated that information regarding the decisions
and status of the whistleblower event have been lacking. While employees made few direct references
to the whistieblower event, there were some indications that it may still be at a level of awareness that
contributes to the hesitancy to challenge management decisions and the belief that management does
not want to hear problems or concerns.

2.5 WTP Project

The external independent safety culture experts identified two conclusions, applicable to both ORP
(including DOE-WTP) and BN, that are impacting the safety culture at WTP:

The external independent safety culture experts believe that a potential conflict for WTP is the different
perceptions of the role of safety in a research/design project as compared to a construction project as
compared to a production project. These perceptions set up the priorities of schedule, cost, and safety
differently and may be contributing to some of the organizational issues. WTP needs to establish,
implement, and expect the same standards and behaviors for safety, regardless of the phase of the project.
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The external independent safety culture experts identified that all organizations involved at WTP have
adopted a procedural approach to dealing with safety, and especially safety culture. The behaviors
and traits important for a healthy safety culture will not be effective until they are internalized by the
members of the organization. More effort is needed in behavioral change to ensure that these traits
become the accepted way of doing business.
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The Independent Oversight team’s evaluation of ORP’s management of safety concerns focused on the
effectiveness of actions implemented by ORP and DOE-WTP to improve safety culture since the 2010
HSS independent assessment of safety culture. Accordingly, the Independent Oversight team examined
the actions taken by ORP and DOE-WTP to address the specific HSS 2010 recommendations and to
enhance the safety culture. The Independent Oversight team also reviewed the effectiveness of various
ORP issues management processes to determine whether the improvement actions have been effective
and whether the processes are currently effective in improving the safety culture. Additional details
are provided as Appendix B in the supplemental volume of this report.

3.1 Corrective Actions for the 2010 HSS Review

In its 2010 safety culture review report, HSS recommended that ORP “institutionalize the processes and
formally define the roles and responsibilities and elarify interfaces between the WTP Federal organization
and the other ORP organizations.”

Since that time, DOE has made progress in establishing an effective DOE-WTP project organization.
ORP has taken steps to better define roles and responsibilities and to strengthen interfaces between DOE-
WTP and the rest of the ORP staff. For example, new positions have been established in DOE-WTP
to facilitate liaison with ORP support organizations. Most ORP staff members who were interviewed
by the Independent Oversight team said that communications between the DOE-WTP organization and
supporting ORP organizations had improved but were not yet fully effective.

A proposed revision to the WTP PEP has been prepared and was submitted to EM for approval in
July 2011. The revised PEP describes roles and responsibilities for the current DOE-WTP and ORP
support organizations. In the revised PEP, both the WTP FPD and the ORP Manager report to EM-1.
The proposed plan specifies a direct line of communication from the FPD to the Deputy Secretary and
assigns a support role to the staff of the ORP Manager. Most of the proposed changes to the PEP are
being implemented in practice, even though they have not yet been approved.

The ORP Safety Management Functions, Responsibilities and Authorities (FRA) was revised in
September 2011 to include functions, responsibilities, and authorities for the line management of
ORP, including DOE-WTP. The FRA does not fully comply with DOE Order 450.2, Integrated
Safety Management, in that it does not describe the organization and management structure, does not
consistently identify who within the organization has responsibility to perform the functions, and does
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not specify the authorities delegated to responsible organizational elements. For example, the FRA
identifies the ORP Nuclear Safety Division (NSD) as the position responsible for safety and hazards
analyses, but it does not specify whether NSD has authority to approve or disapprove documented safety
analyses (DSAs). Formal agreements, such as memoranda of understanding or interface agreements,
have not been established to clarify shared responsibilities.

While the above steps were partially responsive to HSS recommendations, continued management
attention is needed to better define roles and responsibilities, improve communications, and approve
the PEP.

3.2 Processes for Managing Issues

RL and ORP have established appropriate mechanisms for the Federal staff to raise safety concerns, but
these mechanisms have seldom been used. Most Federal staff members said that they would have no
reservations about raising concerns to their supervisors and no reservations about using those mechanisms.
However, a significant number of ORP staff indicated a reluctance to raise safety concerns.

ORP reviews have been effective in identifying deficiencies in WTP design products and in identifying
vulnerabilities that could impact the future operability of waste treatment facilities. However, correcting
these deficiencies has been problematic. Many of the corrective action plans proposed by BNI to address
design deficiencies have been judged inadequate by DOE-WTP, and certain operability vulnerabilities
identified by DOE-WTP sponsored reviews have not been addressed in a timely manner. Internal
assessments performed by ORP QA and DOE-WTP line organizations over the past two years have
identified continuing weaknesses in ORP action item tracking and the management of corrective actions.

The Independent Oversight team was provided no evidence of systematic or formal Federal actions to
track or validate corrective actions taken to strengthen safety culture at the site level, limiting the ability
of EM or senior DOE management to ensure timely and effective tracking and validation of corrective
actions. This tracking and validation constitute one of DOE’s commitments in the June 30, 2011, letter
from the Secretary of Energy to the DNFSB in which DOE accepted DNFSB Recommendation 2011-1.

Senior ORP and DOE-WTP managers consistently said that safety was their overriding priority and
that they had taken steps to convey this message to their staffs. They require that each ORP meeting
begins with a safety message, and they emphasize the importance of safety during all-hands meetings.
However, some middie managers and staff members said that senior management placed a higher priority
on cost and schedule than on safety, and some management actions have contributed to this view. Certain
management actions and communication weakness suggest the priority of schedule and cost or raise
questions about management priorities among the staff members. For example, the basis for a decision
approving the welding of heads on certain vessels was not effectively communicated to Federal or BNI
staffs, causing some staff members to conclude that project management had compromised safety in
order to meet cost and schedule objectives. The decision to weld the heads was opposed by a DPO, a
union grievance, and a stop-work order.

BNI has taken a number of actions to strengthen its safety culture, but most of these actions appear to
have been prompted by DNFSB comments and HSS reviews and enforcement actions, rather than by
proactive efforts on the part of ORP or DOE-WTP. At the time of this Independent Oversight review,
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management expectations regarding safety cuiture had not been formally communicated to the Federal
staff through a policy statement or programmatic requirements, and safety cuiture training had not been
provided to the staff. DOE-WTP had not established a program for periodically monitoring safety
culture and providing feedback to management. Additional Federal leadership and actions are needed
to strengthen the safety culture within ORP and BN], including formalizing roles and responsibilities
of Federal employees, ensuring that management actions and communications demonstrate the stated
priority of safety, and ensuring that factors that could deter Federal staff from raising safety issues are
addressed.
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The Independent Oversight team’s evaluation of BNI’s management of safety concerns focused on the
effectiveness of actions implemented by BNI to improve safety culture since the 2010 HSS independent
assessment of safety culture. Accordingly, the Independent Oversight team examined the actions taken
by BNI to address the specific HSS 2010 recommendations and to enhance the safety culture. HSS
also reviewed the effectiveness of various ORP issues management processes to determine whether
the improvement actions have been effective and whether the processes are currently effective. The
supplemental volume of this report (Appendix C) provides additional details.

4.1 Corrective Actions for the 2010 HSS Review

The Independent Oversight team reviewed the status, adequacy, and effectiveness of actions identified,
taken, and planned to address the recommendations identified in the HSS 2010 safety culture review at
WTP. The recommendations addressed the four broad areas of issues management, change management,
safety culture improvements to address the groups of employees who perceive a chilled environment,
and measures to continuously improve the safety culture. BNI responded to the 2010 HSS report and
recommendations in December 2010 and provided the team with a status of BNI commitments to address
the recommendations in August 2011.

Recommendation #1, Issues Management

BNI management has identified and has implemented or is implementing many actions to address
weaknesses in project issues management, including addressing issues identification and management
processes in an NSQC gap assessment and employee survey, a focused process review by a Project Issue
Evaluation Report (PIER) users group with associated improvement recommendations, and enhanced new
employee orientation and continuing general employee training on issue identification and resolution.
BNI has devoted significant effort and made progress in addressing Recommendation #1. However,
the Independent Oversight team determined that PIERs written to address this recommendation were
given a lower significance designation than warranted for this issue, obviating BNI requirements for
performing cause and extent-of-condition reviews and identifying recurrence control actions. Further,
the specified actions taken for several of the PIERs addressing this recommendation were insufficiently
comprehensive and/or were inappropriately closed (e.g., issue on unclear interface between PIER and
other systems is not clearly closed, with actions related only to trend analysis). Many of the actions to
address the 2010 HSS concerns about the implementation of BNI processes for identifying and resolving
nuclear safety concerns are either only recently implemented or not yet implemented, and it is too early
to determine their effectiveness. In addition, the Independent Oversight team identified many PIER
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process implementation deficiencies (e.g., institutional trend analysis not addressed) that do not appear
to be specifically or adequately addressed by the corrective actions and recommendations identified to
date. Continucd and focused senior management attention is necded to address these issues.

Recommendation #2, Change Management

The WTP change management program and procedure requirements, when effectively and appropriately
implemented, provide assurance that approved changes will not degrade nuclear safety SSCs, However,
additional effort is planned and needed to enhance BNI change management planning processes in order
to ensure avoidance or appropriate mitigation of potential negative impacts of changes in project plans,
procedures, schedules, organizations, and responsibilities on nuclear safety culture.

Recommendation #3, Safety Culture Improvements to Address the Pockets of Employees who
Perceive a Chilled Environment

Many avenues of communication have been established. Several initiatives, including small group
meetings with the WTP FPD and small group meetings with the BNI Manager of Engineering, were
recently initiated. BNI also provided additional training to employees on safety culture issues and
established a management walk-around program. However, based on the feedback from interviews,
the effort to strengthen trust among the workforce is not fully effective in some organizations, and
BNI management has not made sufficient efforts to identify the groups of workers who have specific
concerns and to identify and address the specific concerns and the underlying factors. In addition, based
on interviews with employees, training has not been sufficient, and there is limited appreciation of what
a nuclear safety culture is, especially among employees who had not worked at a nuclear facility before
working at WTP.

Recommendation #4, Measures to Continuously Improve the Safety Culture

BNI provided training in response to this recommendation and performed a gap analysis indicating that
the NSQC effort was sufficient to improve the safety culture. The Independent Oversight team considers
that the gap analysis review was insufficiently rigorous in that it did not include any direct evaluation
of any performance evidence and did not adequately address the indicators of less-than-adequate safety
culture performance that are evident in the results of previous surveys and other data.

Overall, BNI has taken many actions to address the specific recommendations in the 2010 HSS safety
culture report. However, BNI management did not sufficiently or accurately evaluate the significance
of the coliective safety culture weaknesses, deficiencies, and concerns documented by the DNFSB,
the 2010 HSS report, BNI internal reviews, and other external assessments. This shortcoming was
reflected in assigning the lowest significance level to the PIERs that were used to evaluate and manage
the HSS recommendations. Further, weaknesses in developing corrective actions for some of the
recommendations, specified actions that were later deemed unnecessary or less rigorous than required,
and less than fully effective implementation of some actions have limited the progress in improving the
WTP nuclear safety and quality culture.

4.2 Processes for Managing Issues

The Independent Oversight team evaluated the adequacy and effectiveness of the primary programs BNI
uses at WTP to document, evaluate, and resolve safety issues, including processes and implementation.
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Programs that were evaluated included corrective action management, engineering technical issues
management, the BNI ECP, and the DPO program.

Corrective Action Management

The WTP issues management processes, when implemented properly, can be effective tools for identifying
and resolving safety issues. The WTP formal corrective action management system, as described in the
project QA manual and the contractor assurance system description, is required to be used to manage
adverse conditions, as well as other unwanted or unplanned issues and recommendations and suggestions
for improvement, The corrective action management system uses the PIER form to document issues and
initiate the process for evaluating, correcting, documenting, and verifying the resolution of the issues.
A strength of this process is the use of PIERs to formally document, disposition, and track resolution
of opportunities for improvement in addition to violations. Many PIERs are written at WTP, providing
for formal documentation, review, and resolution of issues. Approximately 100 PIERs were written per
month in the past year. WTP’s formal trend analysis and reporting procedure specifies that selected
organizations will periodically identify, collect, review, and analyze data for their organizations to
identify trends. Trending is performed by a number of organizations as required.

However, inadequate implementation of the requirements of these processes can damage the nuclear
safety culture at WTP because issues are often not managed effectively to resolution. In some cases,
safety issues at WTP are not documented in the PIER system, are improperly categorized for significance,
are inadequately analyzed for causes, or are not resolved with effective corrective and preventive actions.
There are instances where ineffective implementation of the issues management process specifically
contributed to negative effects on the project’s safety culture. For example, WTP staff, management,
and senior managers were unable to effectively execute a timely root cause analysis for a PIER issued in
October 2010 related to nuclear safety analysis. Senior management was made aware of the difficuities
in completing the causal analysis and resolving this PIER no later than July 2011, but management was
not effective in resolving the issues and the root cause analysis was not finalized. The final resolution
of this PIER was driven by formal DOE requests and BNI’s provision of a formal licensing strategy
that addresses the applicability of DOE-STD-3009-94. Because consensus agreement on the root cause
could not be achieved and there was pressure from DOE to take actions, the PIER was subsequently
downgraded to a Level B PIER, a more limited apparent-cause analysis was completed and approved,
and corrective actions were identified. Interviews with BNI staff revealed that this extended, contentious,
and poorly managed causal analysis activity resulted in strong negative feelings among and between
Engineering, E&NS, and QA personnel, and it did not result in development of a root cause analysis
commensurate with the significance of the issue. This issue is a significant contributor to the current
nuclear safety culture problems at WTP, discussed in Section 5. Although this issue was discussed in
a November 2011 Performance Improvement Review Board meeting, where it was suggested that a
lesson learned wight be appropriate, no definite actions or responsibilities were identified. A rigorous
root cause analysis is warranted to identify and establish recurrence control actions that will address the
fundamental problems contributing to this PIER and the substantial difficulties and delays in completing
the causal analysis and resolving this issue.

The BNI QA organization is aware of weaknesses in project corrective action management processes
and has been working on various improvement actions. These include several ongoing efforts,
including a “six sigma” group and a PIER users group. The actions taken to date have resulted in
process improvements, but they have not been fully successful in preventing performance deficiencies.
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The PIER users group has identified an appropriate set of process improvements (e.g., integrating the
23 current issues management systems) but recognized that process changes will have little effect on
project personnel’s negative perceptions of individual PIER management or the PIER process unless
management devotes serious attention to addressing employee and management behaviors and cultural
beliefs. While the recommendations are appropriate and have the potential to strengthen project issues
management, especially with regard to the need to modify behaviors and cultural weaknesses, they do
not specifically address the implementation deficiencies identified during this review.

Engineering Technical Issues Management

The Engineering Technical Issues Identification Management Guide was significantly enhanced in a
March 2011 revision. The revised Guide clarifies applicability and expectations.

An HSS review of BNI Engineering activities in 2008 identified a concern that the WTP design did not
provide adequate mitigation for potential volcanic eruption ash fall from the nearby Cascade Mountain
Range. The Independent Oversight team reviewed documentation associated with the closure status of
this issue to follow up on this concern and to evaluate the effectiveness of the Guide process. In reviewing
the issue, BNI appropriately determined that the original proposed strategy (requiring replacement of
approximately 7000 filters within a 24-hour period) was not feasible. The revised, optimized, and agreed
strategy requires bringing the facilities to a safe configuration during a two-hour warning period after a
volcanic eruption (e.g., shutting down certain processes) and adding or modifying various filtration and
ventilation equipment. For this issue, the Guide process was effectively followed, and a path forward
is in place and scheduled to occur in 2012,

Consistent with the revision of the Engineering Technical Issues Identification Management Guide,
Engineering appropriately consolidated the list of technical issues identified in the 2009 and 2010 “Clean
Out the Drawers” initiative and ensured that the status of each was being tracked in an appropriate formal
or informal process. The Independent Oversight team also reviewed the October 2011 WTP Technical
Issues Summary Table for open technical issues (included in Technical Issue Evaluation Forms and Cut
Sheets). These processes were appropriately implemented, and progress is being made to resolve the
numerous open technical issues, although significant work remains.

BNi Employee Concerns Program

The Independent Oversight team reviewed current process documents and a sample of case files for BNI
employee concerns that were filed with the BNI, ORP, and RL ECPs and were closed after October 2010.
In the past year, approximately 100 WTP workers have reported formal concerns to the BNI, ORP, or
RL concerns programs, including construction craft, technical, and administrative staff. Many of the
concerned individuals reported multiple concerns, all of which were investigated/resolved individually
by the concerns program staff. The continuing reports of formal employee concern cases show that many
WTP employees feel free to report their concerns, as well as reflecting continuing worker perceptions of
a less-than-adequate safety culture. Most investigations were generally thorough and reflect significant
effort by ECP investigators to communicate and establish a positive working relationship with the
concerned individuals to draw out as much information as possible and communicate investigation
status. The BNI ECP has established a formal exit interview process to solicit safety concerns from
departing employees that is more formal and specific than typical concerns programs.
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While the investigations that were conducted were generally thorough, in a number of the ECP case
files reviewed, the investigations were not sufficiently comprehensive. For example, a BNI ECP case
that identified peripheral safety issues was closed based on an e-mail from the superintendent stating
that he had talked with his foremen, heard that they were unaware of any problems, and told them he
expected procedures to be followed. These actions were insufficient to definitively establish whether
the expressed concerns were accurate or to identify the extent of condition. The failure to address all
aspects of the case or to fully address emergent issues can damage the credibility of the program with
concerned individuals, who may conclude that the ECP process is ineffective or biased. Also, formal
BNI ECP communications of resolutions to the concerned individuals did not address any recourse for
the concerned individual if he/she did not agree with the resolution; the ECP manager took action to
improve this situation during this Independent Oversight assessment by changing the standard template
for responses.

Differing Professional Opinion Program

Two DPO cases have been filed since the 2010 HSS review. Both were decided in favor of the initiator.
The investigations and case files were generally well documented and involved independent personnel
with nuclear safety qualification and experience who evaluated the facts of the competing positions and
made appropriate recommendations for resolution.

A procedure describes the DPO process expectations. However, deficiencies in the DPO procedure
and the implementation of the process were identified. For example, the revised procedure does not
describe, in the text or the process flow chart, the documentation and management of any issues and
associated corrective actions or recurrence controls resulting from the DPO resolution (i.e., document
and manage as a PIER). Also, deficiencies in the application of the DPO process included providing
insufficient analysis of the reasons why prior issue resolution methods were ineffective in resolving
the issue, documenting corrective actions in the wrong system (a commitment tracking system rather
than the PIER system), and incorrectly categorizing corrective actions in the PIER system (resulting in
a lower priority than warranted and thus obviating requirements for analysis of causal factors).

DOE-Directed, BNI-Sponsored Safety Culture Assessment

As discussed in Section 1, DOE directed and BNI sponsored a review of the WTP nuclear safety
cuiture by a group of nuclear industry subject matter professionals. The BNI-sponsored safety culture
assessment team consisted of six well qualified individuals with extensive executive-level experience in
nuclear facilities and nuclear safety, which conducted its review from August through November 2011
and provided its results in a report dated November 30, 2011. In a related effort, BNI initiated a safety
culture survey. Conducted in August 2011, the BNI safety culture survey used questions developed by
the BNI-sponsored team and was administered by K-Management Resources (K-MR), an organization
that performs surveys. The results were analyzed by Pillsbury Winthrop Shaw Pittman LLP (Pillsbury),
a law firm whose services to BNI have included evaluations of previous culture surveys and conduct of
safety culture interviews in August 2010. Pilisbury’s analysis of the survey results were documented
in a report issued in November 2011. The BNI-sponsored team reviewed the BNI survey results and
the Pillsbury report and incorporated the results in its evaluation of the safety culture in its report dated
November 30, 2011. The Independent Oversight team reviewed the survey, the Pillsbury analysis, and
the BNI-sponsored safety culture assessment team report; a brief summary of the Independent Oversight
perspectives on these efforts is provided below.
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The BNI safety culture survey was an extensive effort that provided valuable insights. The detailed data
tables provide information about the perspectives of various BNI and URS organizational elements, which
identified significant variation in perspectives among various groups at WTP. However, the Independent
Oversight team identified several concerns about the survey methodology, statistical approaches, and
analysis methodologies. For example, bounding numbers were used inconsistently and were applied
in a manner that made it relatively easy to identify an item as an area of strength and relatively difficult
to identify an item as an area for improvement. More consistent application of the bounding numbers
would have resulted in fewer areas of strength and more potential areas for improvement; in one instance,
the lax application of bounding numbers resulted in the report identifying six areas of strength and three
areas of weakness, whereas a strict application would identify only three areas of strength and six areas
of weakness. The HSS-sponsored external safety culture experts provided a set of specific concerns
about the survey approach and methodologies to BNI and Pilisbury personnel during the assessment
and validated the concerns.

The DOE-directed, BNI-sponsored safety culture assessment team report provides the perceptions
and interpretation of a group of senior management-level professionals with considerable experience
in nuclear safety and operations. They primarily used document reviews and interviews that targeted
knowledgeable individuals and key managers and a limited number of random employees to collect
data, rather than a systematic sampling of the WTP population using formal safety culture inspection
protocols (such as focus groups of individuals representing the various groups at WTP). Nevertheless,
the report provides useful insights about the nuclear safety culture of ORP, DOE-WTP, and BNI, and
many of the results are broadly similar to results of the 2010 HSS review and this 2011 Independent
Oversight assessment. For example, all of these efforts determined that some individuals were reluctant
to raise safety concerns and problems regarding the processes for reviews of nuclear designs and safety
basis documents. However, the BNI-sponsored safety culture assessment report and this Independent
Oversight assessment have differences in scope and methods, and, in a few important areas, have differing
perspectives and conclusions. Some of the more important areas where the BNI-sponsored team report
and this Independent Oversight progress assessment reached somewhat differing conclusions include:

e The degree to which there is a chilled atmosphere. The BNI-sponsored safety culture
assessment report concluded that there was no widespread evidence of a chilled atmosphere
and that reluctance to raise safety and technical issues was isolated (which was clarified in
a December 1, 2011, teleconference as a very small number or handful of BNI personnel).
The Independent Oversight team determined that concerns about the safety culture, while not
necessarily widespread, are not isolated to a small number of individuals and are prevalent
enough, particularly in certain groups, to warrant significant and timely management actions.

e The role of the E&NS organization in the current problems with nuclear design and safety
bases processes. The BNI-sponsored safety culture assessment team and the Independent
Oversight team both identified the safety basis as one of the most important problems impacting
the safety culture and that management’s failure to resolve the alignment between the Engineering
and E&NS organizations was one of the most significant contributors to this problem. The
BNI-sponsored safety culture assessment report focuses on “management and performance of
the E&NS organization™ as a key contributor to the problem. The Independent Oversight team
has different perspectives on the most important causal factors. This Independent Oversight
review indicates that the current management of the E&NS organization, along with certain
DOE-WTP and BNT managers, has been active in the recent efforts to resolve the fundamental
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issues that were likely to prevent or delay efforts to develop a safety basis that could be approved
under current standards (e.g., hazard assessments that meet DOE-STD-3009-94, and provision
of resources needed to perform safety basis activities). While there are some concerns about
management style and performance problems (e.g., delays in approvals) within the current E&NS
organization, this Independent Oversight review indicates that the more fundamental problems
affecting E&NS performance result from ineffective communications, inaction, and ineffective
direction in a number of areas (e.g., lack of timely decisions on and communication of applicable
requirements) by more senior BNI and ORP/DOE-WTP management over the past years.

Adequacy of the safety culture with respect to construction work. Based on their analysis
of the status of industrial safety at the construction site and other data, the BNI-sponsored safety
culture assessment team determined that there were no significant concerns about industrial
safety at the construction site and that ORP and BNT were making good progress in advancing
the industrial safety culture, Accordingly, the BNI-sponsored safety culture assessment team
decided not to further discuss the safety culture for manual workers (e.g., construction workers)
in its report. The Independent Oversight team’s progress assessment results, which included
extensive focus group interviews with construction superintendents and the construction craft,
foremen, and general foremen, indicate that the safety culture for construction work and industrial
safety warrants increased attention in a number of areas. Also, the Independent Oversight team’s
review of the detailed resuits of the 2011 BNI survey (administered by K-MR) identifies some
potential concerns with respect to crafis workers. For example, 48 percent of the responding
electricians disagreed or strongly disagreed with a statement on the K-MR survey stating “I am
confident that the ‘zero tolerance’ policy against retaliation at WTP is enforced.”
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Based on the review of data from multiple sources, the Independent Oversight team identified two
areas for further analysis of factors that contribute to the observed weaknesses in the safety culture: the
nuclear safety construct® and construction activities.

5.1 Nuclear Design and Safety Basis Processes

The information from multiple sources, including the 2010 HSS review, the November 2011 BNI-
sponsored team report, and the interviews and focus group data collected by the Independent Oversight
team during this 2011 assessment, point to problems with the nuclear safety construct. These problems
impact the efforts to achieve a positive safety culture, particularly for BNI, ORP, and DOE-WTP personnel
who are directly involved in the interfaces between design and engineering functions and the nuclear
safety basis analysis and approval functions. The Independent Oversight team identified a number of
specific factors that contribute to the current degraded safety culture in some groups at WTP; ORP,
DOE-WTP, and BNI need to address these factors as part of the effort to address the cultural issues.
The factors discussed here, many of which are interrelated, need to be evaluated and addressed both
individually and collectively by WTP line management.

Longstanding and Continuing Inconsistencies in Contractual Requirements

Clearly defined requirements are a prerequisite to an effective nuclear safety construct, including
development of a safe design and adequate safety basis; if requirements are not clearly understood,
problems in safety basis reviews are inevitable. Currently, there are some important inconsistencies
and deficiencies in the Safety Requirements Document, which is a part of the contract that defines
the safety requirements applicable to WTP that complement the applicable regulatory requirements
(e.g., 10 CFR 830). Specifically, the Safety Requirements Document identifies certain safety basis
procedures that include requirements that are inconsistent with regulatory requirements, as described
below. Additionally, because certain procedures (e.g., safety basis review procedures) are included in
the Safety Requirements Document, they cannot be changed without a DOE safety evaluation review
and approval (a process that typically takes six months).

Deficiencies in the contract date back to the initial contract between DOE and BNI in the late 1990s, whet
DOE and BNI believed that WTP would be licensed by the NRC, a strategy that was later abandoned.

9 As vsed in this report, the “nuciear safety construct” refers to the spectrum of nuclear safety requirements and
processes, including design processes and safety basis processes, that have the ultimate goat of ensuring a safe design,
DOE approval of the safety bases, and DOE authorization to operate.
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In addition, the original contract predated the issuance of 10 CFR 830 (final rule issued in 2001), which
contained new requirements for safety bases. Among other things, 10 CFR 830 requires contractors to
obtain approval from DOE for the methodology used to prepare the DSA for nuclear facilities unless
the contractor uses DOE-STD-3009-94, Preparation Guide for U.S. Department of Energy Nonreactor
Nuclear Facility Safety Analysis. However, the contract Safety Requirements Documents included some
requirements that were directly in conflict with DOE-STD-3009, as discussed under the next factor.
During the 2002 time frame, reviews by DNFSB and others indicated problems with the requirements
and safety basis procedures; however, actions at that time were not effective for long-term resolution of
the problems. In the past two years, other events (e.g., assigning a manager for the E&NS organization
who was experienced in DOE-STD-3009 and recognized the procedure inadequacies) and various internal
and external assessments highlighted the conflicting requirements and prompted action.

In 2011, BNI took actions that have the potential to lead to resolution, including a gap analysis between
the Safety Requirements Document safety basis procedures and DOE-STD-3009. In July 2011, BNI
submitted a contract change request to DOE to resolve some of the discrepancies and aflow revision of
the E&NS implementing procedures to align them with DOE-STD-3009. As of the time of this report,
DOE had not approved the contract change. Interviews indicated that the reasons for delaying approval
were influenced by budget constraints. Further, the proposed change does not resolve the discrepancies
in the safety basis requirements in other standards of the contract, namely standard 7 and standard 10.
Although actions to resolve this concern are now under way, the inconsistent requirements have been a
source of conflict between the Engineering and E&NS organizations, and within the E&NS organization,
particularly in the past two years. E&NS management has attempted to meet the more stringent standards
of DOE-STD-3009 in order to achieve eventual approval of the safety basis, even though they cannot
change the procedures until the contract modification is approved (discussed further below).

DOE and BN! Communications about the Applicability of DOE-STD-3009

Ineffective DOE and BNI communications about DOE-STD-3009 resulted in conflicting views about its
applicability, exacerbating the above concern. In September 2001, BNI asked DOE to allow BNI to use
the DOE-STD-3009 format for the authorization basis documents, but stated that they were not requesting
relief from the approved authorization basis document methodology requirements as documented in
the Safety Requirements Document or other requirements that were in place at that time. According
to corroborating interviews during this Independent Oversight assessment, BNI believed at that time
that the safety basis documentation would be developed under the NRC methodology established in
the Safety Requirements Document (since much work had already been done using this method), but
that the results would be published in the format of DOE-STD-3009. According to interviews and fater
correspondence, there was much disagreement, both within BNI and DOE and between BNI and DOE,
about whether DOE-STD-3009 fully applied. Some individuals, both within BNI and DOE, believed
that the change notice constituted approval from DOE to use the NRC methodology specified in the
Safety Requirements Document while using the DOE-STD-3009 format, but others within both BNI
and DOE believed that the methodologies in DOE-STD-3009 fully applied because DOE never issued
a formal approval letter for the alternate approach.

In the 2002 time frame, a DNFSB review identified a concern that the BNI methodologies and safety
documents did not meet DOE-STD-3009 provisions. Among other things, the DOE response informed
the DNFSB that “DOE-STD-3009-94, Change Notice 2, is not included in the contract and is not required
during this phase of the project. However, DOE has attempted to remain consistent with this guidance,
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where appropriate for a new construction facility, and with a view to its eventual use for the Documented
Safety Analysis for the facility.” This language further complicated BNI's and ORP’s understanding
of the applicability of DOE-STD-3009 in that the meaning and intent of the statements “attempted to
remain consistent with this guidance” and “with a view to its eventual use for the Documented Safety
Analysis” were never formally communicated to BNI.

An August 2011 DOE construction project review recognized the disagreement about DOE-STD-3009
applicability within BNT and recommended resolving the internal BNI conflict regarding the applicability
of DOE-STD-3009, as well as the applicability of 10 CFR 830 to commissioning and testing. On
September 27, 2011, the DOE-WTP FPD issued a letter to the BNI WTP Project Director (Letter 11-
WTP-35, Contract No.DE-AC27-01RV 14136 — Department of Energy Concerns, Licensing Approach
Jfor Waste Treatment and Immobilization Plant) stating DOE’s position on DOE-STD-3009. The FPD
stated, “DOE has not (and will not) approve an alternate methodology to meet the requirements of
10 CFR 830...” The FPD also stated that “DOE wants to avoid the possible repetition of issues identified
in the November 4, 2002, DNFSB letter.... Actions taken several years ago to address DNFSB’s
concerns should have effectively addressed the process and organizational interfaces that develop and
deliver the engineering and safety basis documents for the project.” Although it appears clear in this
letter that DOE’s intent is to have WTP fully comply with DOE-STD-3009, it was apparent from several
interviews during the week of November 28, 2011, that this information has not been well communicated
within either organization (neither DOE nor BNI), and misunderstandings of the applicability of DOE-
STD-3009 persist within both organizations.

The resolution of the applicability of DOE-STD-3009 has had wide-ranging impacts that have not yet
been fully evaluated. InJune 2011, BNI E&NS performed a gap analysis to determine the gaps between
DOE-STD-3009 and existing BNI E&NS procedures dealing with safety basis requirements. The items
below summarize key requirements of DOE-STD-3009 that are not addressed in existing BNI procedures:

® There are no criteria/requirements for the evaluation of “other hazardous conditions.” Chemicals
have been routinely screened as “not a concern” using the “extremely hazardous quantities”
thresholds.

® There are no criteria’/requirements for evaluating impacts to the environment.

e Defense-in-depth criteria/requirements are inconsistent with DOE-STD-3009; BNI criteria are
consequence-based, contrary to the guidelines in DOE-STD-3009 for hierarchy of controls.

® There are no requirements for protecting inputs and assumptions in technical safety requirements,
if required.

¢ The criteria/requirements for selecting controls and developing accident analyses are incomplete.
Inaccurate use of the terms “prevent” and “mitigate” in BNI procedures has led to the safety
basis documents containing no mitigated accident scenarios.

e There are no criteria/requirements for addressing beyond design basis events.

® Accident binning is based on accident consequences rather than accident type (e.g., fires, spills,
explosions).
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e There are no criteria/requirements for establishing performance criteria for credited safety SSCs.

e There are no criteria/requirements for establishing system boundaries/interface points for
credited safety SSCs.

Although DOE has very recently clarified its position and indicated that BNT must fully comply with
DOE-STD-3009, some safety basis analyses and design reviews over the past ten years were performed
against procedures that do not fully meet alt DOE-STD-3009 requirements. As a result, the existing
safety bases documents and some aspects of the design may later be found to not comply with DOE-
STD-3009 and 10 CFR 830, impacting the ability to gain approval of the safety basis for hot operation
(the final DSAs). The impacts of this issue on design, cost, and budget have not been fully analyzed,
but some ORP, DOE-WTP, and BNI personnel indicated a potentially large impact that may require
redesign of some systems, further stressing the Engineering and E&NS organizations.

Inadequacies in the Current PDSA and Safety Basis Process

The original safety analysis report and preliminary safety evaluations were developed in accordance
with NRC standards. With the issuance of 10 CFR 830, BNI was required to develop individual facility
preliminary DSAs (PDSAs) to supersede the WTP initial safety analysis report and preliminary safety
analysis reports. The PDSAs are the authorization basis documents for authorizing procurement and
construction of the facilities and scrve as the primary safety basis documents until the final DSAs
are approved for hot operations. Over the years, processes to keep the PDSAs current have not been
effective, and the PDSA is out of date, a situation that is getting worse.

Various internal WTP reviews have highlighted significant deficiencies in PDSAs and safety basis
processes in general. A September 2010 PIER described an inconsistency in that the Pre-Treatment
Facility PDSA fire barrier design feature requirements for fire barriers had not been incorporated into
the plant design. In June 2011, E&NS issued the results of a management assessment that focused on
the Low Activity Waste (LAW) Facility PDSA and concluded that comprehensive corrective actions
would be necessary to achieve a “licensable” DSA for the LAW Facility; since the findings apply equally
to the other WTP facilities, the corrective actions should be structured and implemented to address all
WTP facilities. Another review led to a November 2011 decision to suspend design, procurement, or
installation of several key systems (e.g., safety systems required for ash fall events). The resolution of
these issues involves bringing the design and safety bases into alignment.

Insufficient Planning and Management Support for Developing the Safety Bases

Developing a compliant safety basis for a facility as large and complex as the WTP is a massive effort.
Historical experience with other large efforts shows that the cost for a major DSA is on the order of $20
million, and WTP needs to develop five major DSAs. According to a BNI presentation for an August
2011 construction project review, the current budget calls for funding for completion of all five DSAs at
a level of less than $4 million, which appears to be less than 10 percent of the amount needed (based on
historical experience with development of safety basis documents). Some personnel at WTP indicated
that the gap occurred because DOE never fully budgeted or provided the appropriate funds for a DOE-
approved safety basis, and others indicated that BNI significantly underestimated the cost of developing
DSAs. In addition, as discussed previously, DOE has not provided a concise and unambiguous set of
requirements and expectations for the safety basis effort, and BNI has not provided adequate resources
and organizational leadership to ensure that the expectations for the WTP safety basis are fully defined
and supported by all organizations.
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Some senior DOE and BNT managers have begun to recognize the likelihood of a large budget gap for
the DSA effort, but the magnitude of the gap seems not to have been evaluated and widely understood
within WTP. Also, during interviews with the Independent Oversight tearn, some ORP and BNI
personnel indicated that DOE had been reluctant to ask Congress for additional funding because of
previous budget cap commitments to keep the cost of the WTP below the current cap (about $12
billion). Some personnel at WTP indicate that reluctance to request funding has contributed to delays
in approving the contract modification discussed above, since the contract modification would involve
a cost adjustment. Subsequently, other BNI personnel indicated that funding the safety basis effort was
within the contingency funds and would not cause costs to exceed the cap. At this time, the safety basis
effort is significantly underfunded, and no plan for resolving the issue has been finalized.

Tension between E&NS and Engineering

In March 2009, a manager experienced in DOE-STD-3009 methodology was brought to WTP and
assigned to E&NS. Before this manager was assigned, it appears that safety basis documents were
reviewed and approved by the E&NS organization and ORP based on contract requirements that did
not meet requirements of DOE-STD-3009. The current E&NS manager has been active in setting
expectations for safety reviews of design, engineering, and environmental documents that are consistent
with DOE-STD-3009 expectations. However, formalizing the DOE-STD-3009 expectations in E&NS
implementing procedures was hindered by the complex and restrictive Safety Requirements Document
that was not consistent with DOE-STD-3009, and the time consuming requirement for DOE approval of
changes to the Safety Requirements Document and revision of the E&NS procedures that must reflect
the revised requirements of the Safety Requirements Document. Consequently, these expectations
were communicated through less-formal channels, such as verbal or e-mail instructions to the staff.
These expectations significantly increased the workload of the E&NS staff and delayed E&NS safety
review and approval of documents from other organizations. Because these delays could not be
attributed to requirements in the BN procedures (which do not meet DOE-STD-3009) and caused
Engineering milestones to be missed (sometimes impacting performance appraisals), hard feelings
ensued. Engineering organizations felt that the new approach, along with the resulting delays, was
unwarranted and placed blame directly on the E&NS department. Additionally, some E&NS staff felt
pressure from E&NS management and design and engineering organizations, and they resented the lack
of a procedural basis for the additional safety revicw requirements and workload, Over the last two
years, WTP design has progressed, but the PDSA has become further out of date, and delays in safety
reviews of design and engineering documents have worsened. The animosity between some groups
(e.g., Engineering) and managers and the entire E&NS group has become severe. A contributing factor
is that much of the existing E&NS safety review staff and engineering staft has limited experience with
the DOE-STD-3009 safety analysis format,

This Independent Oversight review indicated that the current management of the E&NS organization
and certain other BNI managers, supported by some individuals within DOE-WTP, have been active
in DOE-WTP’s and BNI’s very recent efforts to resolve the fundamental issues that were likely to
prevent or delay efforts to develop a safety basis that could be approved under applicable reguiations
and DOE-STD-3009. Although most of the symptoms are evident within the E&NS and Engineering
departments, most of the contributing factors listed above result from actions or inactions at higher
levels of ORP, DOE-WTP, and BNI management. While the independent Oversight team determined
that senior managers are supportive of safety in general, ORP, DOE-WTP, and BNI management has
not achieved timely resolution of important issues, including those discussed above, in some cases for
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about ten years. Further, typically ORP, DOE-WTP, and BNI senior managers are highly experienced
but do not have specific experience in applying DOE-STD-3009 nuclear safety design and safety basis
processes.

In the past few months, ORP, DOE-WTP, and BNI management have begun some promising initiatives
that could lead to resolution of the underlying concerns:

e BNi recently conducted a management workshop on safety basis requirements to raise the level
of management understanding of safety basis requirements and issues at WTP.

® BNI completed a gap analysis between the safety basis procedures and DOE-STD-3009 that
identified the differences in the hazard analysis provisions and provides an essential baseline
for action.

® InJuly 2011, BNI submitted a contract change request to DOE to resolve some of the discrepancies
and allow revision of the E&NS implementing procedures to align them with DOE-STD-3009.
As of the time of this report, DOE had not approved the contract change.

e On September 27, 2011, the DOE-WTP FPD issued a letter to the BNI WTP Project Director
stating DOE’s position that DOE-STD-3009 “has not (and will not) approve an alternate
methodology to meet the requirements of 10 CFR 830...”

e Inresponse to a finding in the August 2011 construction project review, BNI completed a plan,
called the Integrated Licensing Strategy, to develop a regulatory-compliant safety basis and
submitted it to DOE on October 31, 2011. This strategy provides an approach to resolving the
findings from certain other management assessments and open technical issues. However, the
pertinent action due dates in the licensing strategy are based on DOE’s approval of the contract
change, which was submitted July 27, 2011, and has not yet been approved.

While these actions are positive signs, some of them are not finalized and/or are contingent on funding
and the ability to attract additional personnel with the requisite skills and experience in nuclear design
and safety bases. In addition, although the above actions have the potential to address the underlying
problems, significant and sustained ORP, DOE-WTP, and BNI management attention will be needed to
ensure that the safety culture concerns are also addressed for personnel who are involved in design and
engineering functions and the nuclear safety basis analysis and approval functions.

5.2 Construction Activities

{nformation collected through Independent Oversight team interviews, focus groups, and document
reviews confirms that many construction personnel believe that the Hanford Site and/or WTP are
among the safest places they have ever worked. However, many crafts workers identified concerns
about safety culture, including mistrust of the construction superintendents; frustration with inconsistent
disciplinary actions and the craft rating system; fear of retaliation for raising safety issues; inconsistent
application and communication of rules and procedures among WTP buildings; and inadequate planning,
scheduling, and coordination of work. Although not highlighted in the Pilisbury report, the BNI safety
survey (administered by K-MR) responses to certain questions revealed strong concerns among the
construction craft. In many respects, the concerns raised by construction craft personnel are similar to
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those expressed by other groups at WTP, as discussed in Section 2 and in the supplemental volume of
this report (Appendix A). However, the Independent Oversight team identified three areas with concerns
unique to construction activities: the potential for impacts on safety and quality, the rating system, and
ORP oversight of worker safety. These areas warrant increased management attention.

Potential for Schedule Pressure to Impact Safety and Quality

A significant number of crafts personnel indicated that schedule pressures and other factors (e.g.,
inadequate planning, frequently shifting priorities, poor communications, inadequate work packages)
have resulted in instances where safety rules, procedures, and practices were not followed. The crafts
recognize that procedures and work packages must be followed verbatim, but believe that supervisors
do not always support that requirement in work judged to have a high priority. For example, following
procedures verbatim could take too fong and cause delays for other crafts. Due to production pressures,
some foremen make compromises or ask the crafis to decide for themselves (and take the risk of violating
procedures). BNI, DOE-WTP, and ORP management should evaluate these concerns to determine their
validity and extent. In addition to the safety risks to workers, compromising procedures and rules could
impact the quality of construction and installation of safety grade SSCs. Crafts personnel described a
few instances where safety grade structures or components (e.g., electrical cable trays) may not have
been installed correctly because of schedule pressures, poor planning, or inadequate work packages (e.g.,
needed parts not available). BNI, DOE-WTP, and ORP management should evaluate work practices, QA
processes, and communication and understanding of expectations to ensure that safety and quality are not
compromised by schedule pressures or insufficient management expectations, controls, and oversight.

Performance Rating System

Interviews with construction crafts personnel indicated widespread dissatisfaction with the rating system
used for most crafts workers, which defines the ratings that are used as a major factor in decisions about
promotions and reductions in force. The perception that the rating system is arbitrary and unfairly
implemented in a way that inhibits or penalizes the raising of safety and quality issues is a particularly
important factor in many craft workers’ views of the safety culture. The Independent Oversight team’s
focus group discussions related to the ratings indicates that construction superintendents consider the
BNI performance rating system to be complex but more effective than the previous seniority system.
Craft personnel are rated primarily by their superintendents based on input from foremen and general
foremen on three broad factors (safety, job knowlcdge, and initiative). However, crafts workers, foremen,
and general foremen strongly and almost universally believe that the crafts rating and ranking system is
poor, inconsistent, and unfair; they cite several concerns about inconsistent application, insufficient input
from the persons most knowledgeable of the workers’ performance, and insufficient communication
of the reasons for ratings. The Independent Oversight team determined that aithough BNI has a guide
(WTP Craft Employee Evaluation Guide) describing the rating system, most craft, including foremen
and general foremen, are not aware of it, and the superintendents receive no formal training on rating
and ranking the crafts.

ORP Oversight of Worker Safety

ORP and DOE-WTP oversight of functional areas, such as industrial safety, industrial hygiene, and
radiation protection, warrants attention. Some ORP personnel indicated that the only Federal presence
performing oversight of worker safety at WTP facilities is the Facility Representatives, and that
ORP safety subject matter specialists did not regularly communicate with the DOE-WTP Facility
Representatives. Several ORP safety subject matter specialists indicated that they had not becn to the
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WTP site for months because they were not welcome by the DOE-WTP team; were not involved in safety
functions they had previously performed (e.g., review of the worker safety and health plan); and were
not involved in reviewing, and sometimes were not formally made aware of, significant safety events at
WTP (e.g., the steel girder drop). Conversely, a DOE-WTP manager with responsibility for oversight
of construction has indicated that attempts have been made to engage ORP subject matter specialists
and that the amount of oversight by subject matter specialists at WTP had been low for some time and
was not impacted by the de facto separation of DOE-WTP from the rest of ORP. The apparently limited
involvement of subject matter specialists in Federal oversight of worker safety at a major construction
site warrants timely management evaluation and attention.
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Dates of Review

Scoping/Planning Visit: September 26-30, 2011
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Support
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Expertise and Credentials of the Independent Safety Culture Experts

Human Performance Analysis Corporation (HPA) is one of the leading consulting groups working to
assist organizations in performance improvement through the understanding and leveraging of the
individual, process, and organizational behaviors necessary to facilitate safe operating performance.

The HPA team is composed of experts in organization and management, safety culture, and human
performance analysis. HPA has decades of experience working across numerous different industries
where high safety performance is required, both in the United States and abroad.

HPA provides performance improvement services to public and private sector clients conducting safety-
sensitive operations across a wide range of industries including nuclear, healthcare, mining, research,
engineering, transportation, and energy.

The principals are:

Sonja B. Haber, Ph.D. Dr. Haber has been conducting work in the area of human performance analysis
for over 30 years. She has been involved in the evaluation and intervention of human performance
strategies in various applications, including nuclear facilities. For the last 23 years, Dr. Haber’s work has
focused on improving human performance within organizations that must operate with a high degree of
reliability. She has been extensively involved in conducting fieldwork for various international agencies
in efforts related to enhancing human performance. Her work has also included cross-cuitural analysis
of organizational issues in the areas of safety culture and management and supervisory skills. Most
recently, Dr. Haber has been conducting safety cuiture evaluations in various organizations; providing
consultation in organizationa! interventions including leadership and management training, enhanced
communication, and observational skills training; and working toward the development of performance
measures for organization and management processes.

Deborah A. Shurberg, Ph.D. Dr. Shurberg’s primary interests lie in the development and implementation
of methodological tools useful for the analysis and improvement of organizational functioning and in the
assessment and evaluation of human resource practices critical to effective organizational performance.
In particular, her work focuses on improving human performance within organizations that must function
with a high degree of reliability and the assessment and improvement of organizational behaviors that
impact safety culture, Dr. Shurberg has extensive experience across a variety of industries and countries,
providing support in the diagnosis of organizational and management strengths and areas in need of
improvement. She has significant experience in the development and implementation of intervention
strategies within the nuclear industry, particularly on human-performance related topics including
communication skills, observational skills, and management and supervisory skills.

More information can be found at: http:/hpacorp.com/

Enforcement and Oversight



161




Foreword

162

Independent Oversight
Assessment of Safety Culture and
Management of Nuclear Safety Concerns at the
Hanford Site Waste Treatment and Immobilization Plant

Supplemental Volume

Table of Contents

ALCTOIIYTTIS 1.visvarissasisnssersestsassssssssssessssissssistsresssaesstasssohosssessossesssersessvansbsessransessassasesssressareysnsnorssenearensssasessnsonses A

Appendix A: An Independent Evaluation of Safety Culture at the

A5,

A6
A7

Appendix

B.1
B.2

B.3.

Waste Treatment and Immobilization Plant...........coovvvininns
Introduction
Background
Scope of Safety Culture Evaluation...........cconcvnciinnns
Methodology ....coovmivvirmecnriniciesiericnieccrinnnne SRS 3
AAT  Functional ANAlYSIS ...eeeieoriimemrnereerectesms s
A.4.2 Structured Interview and Focus Group Protocol and Behavioral

Anchored Rating Scales (BARS) 4

A.4.3 Behavioral Observations........viisieinieinn 5
A.4.4 Organizational and Safety Culture Survey .. 5
RESUIS oevvevreemeercrcrmseeceecrevencncrecsmsirane 6
Leadership Safety Values and Actions... 6
Problem Identification and Resolution....... . 10
Personal Accountability. . . 13
15

18

20

22

[ .

w

WOTK PTOCESSES.....vuvierienestenirieinit s r st a bbbt s bbb bbb sb st ares
ContiNUOUS LEAIMING «..cvvveereeerrreriemieinieriinecnirsiiasimssescesssassaessmrsssessoeses

Environment for RaiSing CONCEIMS w....ivmiininmmiisimisiiisrssesienissssesenssssssasissssosnes
Effective Safety Communication... et R et et n e ea bt eras
Respectful Work Environment ..... 24
Questioning Attitude........
Conclusions .....
References ....

B: Office of River Protection Management of Safety Concems...,
Introduction

B.2.1  ORP Processes for Managing Safety Concerns....
Mechanisms for Raising Safety Concerns
ORP Oversight of Contractor Nuclear Safety Programs....
Leadership .....cccoveromineecsmiiniirsesenes
AcCCOUNADILILY «.ovvreecniarirorisrcrninires s
B.2.2 Actions Taken in Response to Previous Recommendations and Commitments
HSS 2010 Safety Culture REVIEW .......ccovivevvenvecsirneeranns
June 30, 2011, Commitments t0 DNFSB ....ccocovciiiianiimmminiieninienmmonmsese.
CONCIUSIONS woococvirivirvrrermirinresssn e ssnsessrassas s rersnses




Appendix C: Bechtel National, Incorporated Management of Safety Concerns...
Introduction

C.1

C.3. Conclusions ......
C.4. Finding ....

163

Corrective Action Management
Engineering Technical Issues Management ..
BNI Employee Concerns Program .. .
Differing Professional Opinion Program................ -
Corrective Actions for the HSS 2010 Review Issues and Recommendations............... 54
HSS Recommendation #1 for BNI ....
HSS Recommendation #2 for BNI...
HSS Recommendation #3 for BNI...
HSS Recommendation #4 for BNI...




164

FOREWORD

This supplemental volume provides additional technical details regarding a September through December
2011 assessment of the U.S. Department of Energy (DOE) Waste Treatment and Immobilization Plant
(WTP), The assessment was performed by an Office of Health, Safety and Security (HSS) Independent
Oversight team. This detailed information is provided to help the DOE Office of River Protection (ORP),
the DOE WTP Project Office, and the WTP contractor (Bechtel National, Incorporated) in their efforts to
improve the safety culture and safety management.

This supplemental volume includes three technical appendices, which contain detailed results developed
during the HSS Independent Oversight assessment. Appendix A provides the results of a review of the
WTP safety culture by external independent safety culture experts. Appendix B presents the results of the
Independent Oversight team’s assessment of ORP’s management of safety concerns. Appendix C
presents the results of the Independent Oversight team’s assessment of the WTP contractor’s management
of safety concerns.

iii
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Pre-Treatment Facility

Quality and Performance Assurance
Quality Assurance

Quality Control

Recognition, Awareness, Desire, Knowledge, Ability, and Reinforcement
Richiand Operations Office

Safety Conscious Work Environment
Schedule Performance Indicator

Technical Issue Evaluation Form
DOE-WTP Engineering Division
Washington River Protection Solutions
Waste Treatment and Immobilization Plant
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APPENDIX A

An Independent Evaluation of Safety Culture
at the Waste Treatment and Immobilization Plant

A.1 Introduction

This report describes the results of an independent evaluation of the existing Safety Culture at the U.S.
Department of Energy (DOE) Waste Treatment and Immobilization Plant (WTP). The population of the
evaluation was all employees, both federal and contractor, in the DOE Office of River Protection
(hereafter referred to as ORP), including the DOE WTP Project organization (hereafter referred to as
DOE-WTP) and all contractor employees working for Bechtel National, Incorporated and their
subcontractors (hereafter referred to as BNI). The evaluation was conducted between September and
November 2011. The primary objective of the evaluation was to provide information regarding the status
of the safety culture components at the WTP Project. The evaluation was conducted using the same
methodology that aligns with the current U.S. Nuclear Regulatory Commission (NRC) procedures for
independent safety culture assessment. In addition, the framework applied to the collection and analysis
of data is that recently described by the NRC. Positive observations and areas in need of attention with
respect to the traits necessary for a healthy safety culture are presented. Conclusions regarding the results
of the information collected on the safety culture traits are also presented to facilitate the identification of
improvement strategies.  Finally, recommendations are provided for some initial steps that the
Independent Safety Culture Evaluation Team — ie., the external independent safety culture experts,
supported by the DOE Office of Health, Safety and Security (HSS) Independent Oversight personnel who
coliccted data, referred to as the Team in this appendix — are necessary to effectively impiement and
exccute the actions that will result in improved safe and reliable performance.

A.2 Background

Evaluating the safety culture of a particular organization poses some challenges. Cultural assumptions,
which influence behavior and, therefore, safety performance, are not always clearly observable. Schein
(1992) presents a model of culture that helps in understanding how the concept can be assessed. In
Schein’s model, culture is assumed to be a pattern of shared basic assumptions, which are invented,
discovered or developed by an organization as it learns to cope with problems of survival and
cohesiveness.

According to Schein’s three-level model, an organization’s safety culture can be assessed by evaluating
the organization’s artifacts, claimed values, and basic assumptions. On the first level of the model are the
organization’s artifacts. Artifacts are the visible signs and behaviors of the organization, such as its
written mission, vision, and policy statements. The second level consists of the organization’s claimed or
espoused values. Examples of claimed values might include mottos such as, “safety first” or
“maintaining an open reporting work environment.” The third level is comprised of the basic
assumptions of the individuals within the organization. Basic assumptions are the beliefs and attitudes
that individuals bring into the organization or that are developed because of experience within the
organization. Examples of basic assumptions may include, “safety can always be improved” or
“everyone can contribute to safety.” The organization’s basic assumptions regarding safety culture are
less tangible than the artifacts and claimed values. They are often taken for granted within the
organization that shares the culture.
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Artifacts, claimed values, and basic assumptions are evaluated to identify the presence or absence of the
safety culture traits that have been found to be important for the existence of a healthy safety culture
within a nuclear facility (INSAG-15, 2002; INPO Principles for a Strong Nuclear Safety Culture, 2004;
NRC Inspection Manual 0305, 2006). The NRC and its stakeholders have recently agreed upon nine
traits which are viewed to be necessary in the promotion of a positive safety culture. These include:

» Leadership Safety Values and Actions
¢ Problem ldentification and Resolution
¢ Personal Accountability

¢ Work Processes

¢ Continuous Learning

* Environment for Raising Concerns

¢ Effective Safety Communication

¢ Respectful Work Environment

* Questioning Attitude

Particular behaviors and attitudes have been identified to evaluate the extent to which the organization has
attained these attributes. A variety of different methods are employed to collect information about the
various behaviors and attitudes identified.

Most of the methodology used in this evaluation was originally developed with the support of the NRC
(1991) to assess the influence of organization and management on safety performance. The methodology
entails collecting a variety of information that is largely based upon the perceptions of the individuals in
an organization, as well as conducting structured observations of individuals performing work activities.
Perceptions are often reality when it comes to influencing behavior and understanding basic assumptions.
Therefore, the data collected regarding individuals® perceptions are critical to this type of evaluation.

A.3  Scope of Safety Culture Evaluation

The scope of this safety culture evaluation was defined to include all employees, both Federal and
contractor, in ORP, including DOE-WTP and all contractor employees working for BNI including BNI
subcontractors. Throughout this appendix, the term “ORP” refers to ali ORP organizations including
individuals assigned to DOE-WTP.

The HSS Independent Oversight Team was on site at the WTP Project between September and
November, 2011. In addition, the Organizational Safety Culture Survey was electronically administered
during that same time period with the survey being open for completion by employees from October 26
through November 10, 2011.

The HSS Independent Oversight Team was used by the external independent safety culture experts to
assist in collecting onsite data and was comprised of the HSS Independent Oversight Team (including an
HSS specialist in Human Performance Improvement) and an external professional sociologist.

This safety culture evaluation is a ‘point in time’ snapshot of ORP and BNI. Although the Team
recognizes that ORP and BNI may be making organizational and process changes to continue improving
safety culture since the point in time at which the evaluation was conducted, the Team has not evaluated
the impact of those actions. Therefore, changes that have occurred subsequent to the time of the
evaluation are not discussed in this report.
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A.4 Methodology

The complete details of most of the methodology used in this evaluation are presented elsewhere (Haber
and Barriere, 1998), but are briefly described in this section. Five methods are used to collect information
on the organizational behaviors associated with the safety culture traits. These methods are:

« Functional Analysis

» Structured Interviews and Focus Groups

e Behavioral Anchored Rating Scales (BARS)
e Behavioral Observations

» Organizational and Safety Culture Survey.

The use of multiple methods to assess any organizational behavior assures adequate depth and richness in
the results obtained. In addition, confirming the results obtained through the use of one method with
results obtained through the use of another method provides convergent validity for the results. A brief
description of each method is provided below.

A.4.1 TFunctional Analysis

The purposes of the Functional Analysis are to: (1) clearly identify the organizational units of the ORP
and BN, (2) gain an understanding of each organizational unit’s functions and interfaces, (3) examine the
way in which information flows within and between units, and (4) identify the key supervisory and
managerial positions of each organizational unit. Information to support this activity was obtained
primarily through the review of the documentation identified below, some semi-structured interviews, and
some observations of organizational activities. The organizational behaviors to be evaluated were
identified from the information collected during this analysis.

In addition, a scoping visit was conducted September 26-29, 2011 so that documentation could be
reviewed at the facility and select interviews could be conducted so that plans for the onsite evaluation
could be developed. During the scoping visit, interviews were conducted with approximately 20
individuals both in ORP and BNIL

Documentation Review

During the data collection activities, a wide variety of documents were reviewed including WTP program
and project plans, WTP and ORP technical and administrative procedures, project organization charts,
interoffice memoranda, applicable DOE regulations and technical standards, corrective action reports, and
documented employee concerns.

Organjzational Behaviors

Based upon the information obtained from the Functional Analysis, the following organizational
behaviors were identified for evaluation:

Attention to Safety — Attention to Safety refers to the characteristics of the work environment, such as the
norms, rules, and common understandings that influence site personnel’s perceptions of the importance
that the organization places on safety. It includes the degree to which a critical, questioning attitude
exists that is directed toward site improvement.
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Communication — Communication refers to the exchange of information, both formally and informally,
primarily between different departments or units. It includes both the top-down (management to staff)
and bottom-up (staff to management) communication networks.

Coordination of Work — Coordination of Work refers to the planning, integration, and implementation of
the work activities of individuals and groups.

Formalization — Formalization refers to the extent to which there are well-identified rules, procedures,
and/or standardized methods for routine activities as well as unusual occurrences.

Organizational Learning — Organizational learning refers to the degree to which individual personnel and
the organization, as whole, use knowledge gained from past experiences to improve future performance.

Performance Quality — Performance quality refers to the degree to which site personnel take personal
responsibility for their actions and the consequences of the actions. It also includes commitment to and
pride in the organization.

Problem ldentification and Resolution — Problem identification and resolution refers to the extent to
which the organization encourages facility personnel to draw upon knowledge, experience, and current
information to identify and resolve problems.

Resource Allocation — Resource Allocation refers to the manner in which the facility distributes its
resources including personnel, equipment, time and budget.

Roles & Responsibilities ~ Roles and responsibilities refer to the degree to which facility personnel’s
positions and departmental work activities are clearly defined and carried out.

Time Urgency — Time urgency refers to the degree to which facility personnel perceive schedule
pressures while completing various tasks.

These behaviors are then used to provide information on the nine traits according to the following
framework:

s Leadership Safety Values and Actions — Attention to Safety; Time Urgency
Problem ldentification and Resolution — Problem Identification and Resolution
Personal Accountability — Performance Quality; Roles and Responsibilities

Work Processes — Coordination of Work; Formalization

Continuous Learning — Organizational Learning

Environment for Raising Concerns — Safety Conscious Work Environment (SCWE)
Effective Safety Communication - Communication

Respectful Work Environment — Communication Trust

Questioning Attitude ~ Attention to Safety.

A.4.2  Structured Interview and Focus Group Protocol and Behavioral Anchored Rating Scales
(BARS)

The Structured Interview and Focus Group Protocol was derived from a database of interview questions.
A particular subset of questions can be selected to provide a predefined focus to an interview or focus
group session. The Independent Safety Culture Evaluation Team selected a set of questions to gather
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information related to the safety culture traits from the organizational behaviors identified from the
Functional Analysis.

A total of 25 individual interviews and 37 focus groups were conducted as part of the assessment. A total
of 253 individuals were involved in one these activities, 44 of them at the ORP (representing 7 focus
groups and 9 individual interviews). Each interview and focus group lasted approximately one hour and a
few less formal follow-up interviews were conducted to provide further clarification when necessary. A
Hot Line was established for the purpose of giving ORP and BNI employees and other stakeholders an
opportunity to speak with HSS Independent Oversight data collectors.

The Behavioral Anchored Rating Scales (BARS) were administered to most individuals who participated
in the structured interviews andfor focus groups (i.e., logistics and time constraints in some cases
prevented the administration of the BARS to all participants and in a couple of cases, participants
declined to complete the BARS). Each interviewee was administered the BARS associated with four
different organizational behaviors. The BARS provided the opportunity to quantitatively summarize
qualitative data associated with the interviewee’s perceptions of the organization. Approximately 980
BARS were collected representing 10 organizational behaviors (172 of the BARS were from ORP).

A.4.3 Behavioral Observations

The use of behavioral observations provides an unobtrusive assessment of particular organizational
behaviors and critical processes including work planning, management meetings, department meetings,
and responses to planned or unplanned events. The selected organizational behaviors are specifically
identified in the evaluation of the activities observed.

During the course of the Safety Culture Evaluation, approximately 10 observations were conducted. The
data represent observations of Brown Bag Meeting, Performance Improvement Review Board (PIRB)
Meetings, Project Issue Evaluation Report (PIER) Review Committee Meetings, Joint Risk Management
Team Meeting, Supervisor Safety Watch, Quarterly Assessment Program Review Meeting, Critical Items
Action Reporting Meeting, Plan of the Day (POD) Meeting, a high level Project Management Meeting,
and BNI Superintendent Meeting,.

A.4.4 Organizational and Safety Culture Survey

The primary purpose of administering a survey is to measure, in a quantitative and objective way, topics
related to the behaviors of interest. By conducting a survey, a broad sample of the individuals in the
organization can be obtained and it is possible to gather information from a larger number of personnel
than can be reached through the interview process alone. The survey used in this evaluation has been
administered previously by the Independent Safety Culture Evaluation Team Lead at over 40 different
organizations.

Because of the surveys recently administered to employees of the BNI population, this group was not
included in the survey administration for this evaluation. Consequently only the ORP population was
invited to participate in the survey administered as part of this evaluation. A total population of
approximately 193 ORP personnel (including both federal and contractor employees within that Office)
was invited to participate. A total of 140 individuals actually completed the survey, which represents a
72.5% response rate. This is an acceptable rate of response from which representative conclusions
regarding ORP employee and contractor perceptions and attitudes concerning the work environment can
be made.
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A.5 Results

The results presented below summarize the insights gained from the evaluation team’s analyses of the
structured interviews and focus groups, BARS, observations, and survey data. Survey data was only
obtained for the ORP employees. The results are presented in terms of the Safety Culture traits for each
organization, ORP and BNI. Positive Observations and Areas in Need of Attention related to each trait are
presented and provide the observations, insights and data to understand their impact on the overall health
of Safety Culture. In addressing needed safety culture improvements, ORP and BNI should focus on
recommendations in this report and address the examples in the Areas in Need of Attention, including
exceptions noted in the Positive Observations, within that larger framework. Resolution of the issues
should be managed in accordance with the WTP corrective action management program. It is not the
intention that each Area in Need of Attention necessarily result in a corrective action. Developing
numerous corrective actions in this area perpetuates a compliance mentality which does not foster a
‘healthy safety culture’.

Leadership Safety Values and Actions

Leaders demonstrate a commitment to safety in their decisions and behaviors.
ORP
Positive Observations
m  ORP is perceived by many interviewees to have a strong focus on nuclear safety.

m Interviewees and observations by the Team indicated that safety issues are addressed regularly
and that every meeting begins with a safety topic.

w  Several individuals indicated that they would not hesitate to issue a stop work order if they
believed that safety would be compromised. Many believe that they all have the responsibility for
safety and that they can penalize the WTP contractor for doing unsafe work.

m  Most interviewees indicated that they did not perceive a tradeoff between production and safety.
While most acknowledged that schedule was important they did not perceive it to be at the
expense of safety.

w  Results from the Behavioral Anchored Rating Scale on Time Urgency indicate that the majority
of interviewees do not perceive schedule pressures while completing various tasks. This
perception was strongest among the Management Group.

=  Interviewees indicated that behaviors which override safety are not incentivized.

m  The Integrated Resolution Team (IRT) is generally perceived as a valuable tool for understanding
disagreements on various issues and then working to direct safety decisions,

m  Leadership, performance, integrity, and safety are all included in the Simultaneous Excellence
program.

Areas in Need of Attention

®  Interviewees provided some examples of where decision making was not perceived to reflect the
highest commitment to safety.
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o Use of garnet to cut a tank in the Tank Farm was perceived as a schedule over safety
decision to meet a commitment to the State without a formal evaluation of the impact of
the effects of garnet on erosion.

o Categorization of findings is prioritized from 1 to 3, with the highest safety significance
being a 3. Staff related instances of where they wanted findings changed froma 2 to a 3
but their management decided that the findings were not that significant; however, no
basis for their decisions was communicated.

o There is a perception among some staff that there is less concern with risk now among
the current ORP managers, and more concern with project, cost, and schedule.

o Some interviewees indicated that they had heard that colleagues working on the Pre-
Treatment (PT) and High Level Waste (HLW) facilities have been asked to leave things
out of their reports, e.g. pipe erosion and criticality issues.

o Management is described by staff as considering an issue closed unless testing shows
otherwise. Staff indicated that they do not necessarily share that perspective.

While the IRT is perceived as a valuable tool, several individuals indicated that communication,
integration and consistency across the teams need to be improved.

Results on the Attention to Safety Scale on the electronic survey were on the low end of scores
compared to a database of other organizations’ responses to the same questions. This indicates
that survey respondents did not have a high perception of the importance that safety has to
success in their organization as measured by the value placed on various safety promoting
behaviors.

Interviewees did indicate that they perceive mixed messages with respect to incentives for
schedule and cost as compared to performance. Interviewees perceived that if the Initial Plant
Operation is accelerated, the contractor can earn 80 — 100 million dollars in award fees. Fees for
cost are higher than for performance; however, a minimum level of safety must be reached before
any fee in performance is issued, and larger contractors are incentivized for schedule, with fees
for cost performance.

Some interviewees described struggling with concerns that there is the perception that the
schedule takes priority over safety and that it is misunderstood. Some in ORP hold the view that
the entire project is safety driven because meeting the schedule is safety from an environmental
risk perspective,

Perceptions around the allocation of resources are generally negative within ORP. In particular,
results on the Behavioral Anchored Rating Scale for Resource Allocation were overwhelmingly
negative for the General Engineering and Safety System Oversight/Facility Representative
groups,

Interviewees indicated that additional resources could be used to develop a better human capital
management plan, provide additional staff for support organizations, improve the action tracking
system, develop a comprehensive document control system, add safety training activities and
implement a safety recognition program.
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Positive Observations

Many of the engineering and management interviewees across all functional groups indicated that
safety takes precedence over any schedule or productivity concerns. Safety is identified as the
top priority and doing the job right is the stated expectation.

Many interviewees indicated that while schedule pressure can be an issue, if management is made
aware of the reasons early enough, there is generally enough flexibility in the schedule.

Most interviewees indicated that there are no incentives for them to complete jobs ahead of
schedule, Some interviewees questioned whether this was also true for management based upon
some of the behaviors they observed with respect to schedule pressure.

Interviewees and observations collected during the evaluation indicated that meetings start with a
discussion of safety.

Some interviewees indicated that some managers are now ‘walking the talk’ around safety and
that they have seen these improvements over the last half of this year. Examples cited included
the restart of the propane back up system, x-raying of the pipe welds in the HLW, re-analysis and
testing of all products by a fabricator who may not have understood the full safety requirements.

Construction Management interviewees indicated that all new hires are required to attend a one
hour class on Nuclear Safety and Quality Culture in their first hour of their first day on site.
Topics include all types of safety, importance of verbatim compliance and the promotion of
identifying problems.

There is acknowledgement by some management interviewees that certain BNI Groups are
understaffed and an effort is being made to align budget with resource needs. This has been
identified for Project Controts and Environmental and Nuclear Safety (E&NS) in particular.

Some interviewees indicated that they perceive that supervision and management gives attention
to resolve issues appropriately, e.g., design issues will be elevated if they affect safety, the full
scale design of test stands had issues and was elevated to the BNI Project Manager.

Results from the Behavioral Anchored Rating Scale on Time Urgency indicate that the majority
of BNI interviewees who completed this scale (68%) do not perceive schedule pressures while
completing various tasks. This perception was strongest among the Non-Manual Groups. The
E&NS Group had the lowest perceptions among the Non-Manual Groups on this behavior, The
Construction Manual Group had the lowest perceptions on this scale across all BNI Groups.

Areas in Need of Attention

Numerous examples were provided by interviewees in Construction of their perception of the
lack of internalization and prioritization of the commitment to safety by various levels of
management in BNIL

o Building Superintendents have different interpretations of management expectations. I
an incident happens in their area they may change expectations, but those changes are not
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necessarily implemented in other facilities by other superintendents resulting in confusion
among the craft workforce.

o Craft get moved around a ot and the rules are different in different buildings (e.g., HLW,
PT, Low Activity Waste, Analytical Laboratory, Balance of Facilities).

o Some cases of overlapping and conflicting requirements within work packages or
automated job hazard analyses, e.g., material handling hazards.

o For the crafts, tradeoffs between production and safety depends on schedule, preach
safety but must get it done, e.g., due to a need to move staff in a short time, no STARRT
card was used and a Superintendent personally directed drivers bypassing the chain of
command; water containers weighing greater than 50 lbs were moved by single
individuals because of the lack of available resources and time pressure.

o If there are issues with radiography at the site, radiography is shut down; if there are
issues with construction it continues even if it was the cause of the problem.

o Individuals are arguing and fighting over issues with fire codes.
o Hot work training is inadequate and yet issues continue at the site.

o Incident on crossing radiological boundary was characterized by management as a safety
issue rather than a radiological protection issue because the penalties for a safety issue are
less severe.

o After girder came out of the wall in the PT building, many individuals could not believe
that management would allow them to resume work in areas of the building while
inspections of the building for additional problems were ongoing.

There is a pervasive perception about the lack of competence and/or accountability at the
Superintendent level of management. This was described not only by those in the construction
side of BNI but also by interviewees in the oversight and licensing groups.

Many interviewees indicated that safety culture at BNT is not perceived to be modeled by its
leaders or internalized by its members but is rather just procedural.

While many interviewees indicated that they believed that safety would not be compromised for
schedule, several examples were provided by other interviewees that could be perceived to be
contrary to that expectation.

o Project Management has a deputy that interviewees perceive is assigned to focus on
Earned Value Management, but not on Safety or Quality.

o There is a Schedule Performance Indicator (SPI) that is perceived to have the highest
priority. Interviewees described an example where an activity was manipulated so that
the SPI for that activity could still be rated a one.

o Some Non-Manual interviewees indicated that the failure to meet schedule deadlines in
their work group was clearly reflected in their annual review and earnings. Often the
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pressure to meet the deadlines was created by the performance of other groups. These
individuals indicated having to work a lot of overtime.

o Some activities are described as not being in the schedule because then they would have
to be worked; interviewees indicated that safety system reconciliation is not in the
schedule.

Some interviewees indicated that understaffed groups are having a potential impact on safety
performance.

o Interviewees in Quality and Performance Assurance described having to conduct audits
without subject matter specialists in several areas, e.g., fire safety.

o Some groups indicated that they are working a lot of overtime and people are getting
tired and less likely to be asking questions or be as vigilant in their work.

o Some personnel are held up from conducting their work because of resource shortages in
other groups, e.g., vehicles and drivers and delayed material deliveries due to
procurement issues.

o Interviewees described needing additional resources to update and maintain the prelimary
documented safety analysis on an annual basis.

o Craft interviewees indicated that the shift turnover time has been reduced and that they
perceive that walk downs are now not being performed properly.

Data on the Behavioral Anchored Rating Scale for Resource Allocation indicated that only
slightly more than 30% of the BNI respondents who completed this scale felt positively about the
way the organization distributes its resources, including time, money, people and equipment.
Manual respondents had slightly lower perceptions about resource allocation than did Non-
Manual respondents. The E&NS, Procurement and Administration Work Groups had the lowest
perceptions on this behavior.

Problem Identification and Resolution
Issues potentially impacting safety are promptly identified, fully evaluated, and promptly
addressed and corrected commensurate with their significance.

Positive Observations

Multipte mechanisms for identifying problems within ORP were described by interviewees
including, independent peer reviews, construction project reviews, contractor surveillances and
assessments, facility representatives and an open door policy with supervision and management.

Management described the ‘broaden your bandwidth’ initiative which allocates 20% of an
individual’s time to be used outside their job function.

Data from the Behavioral Anchored Rating Scale on Problem Identification and Resolution
indicates that about 80% of all ORP interviewee respondents believe that employees are
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encouraged to notify management of problems they observe and that there is a system that
evaluates the problem and makes a determination regarding future action.

Areas in Need of Attention

BNI

Some interviewees also described concerns that the day to day oversight of the Project was not
sufficient.

o No good mechanism for DOE Facility Representatives to report more ‘subjective’
information, e.g., impact of certain personal protection equipment. Non-compliance
based items are not solicited.

o ORP oversight tasked individuals believe that they need to be empowered to ensure the
appropriate oversight is conducted. They cite perceptions that their supervisors are
sometimes aligned more with the contractor than with them.

o Clarification of the oversight model for the Project is needed; perception that not
everyone is concerned about a nuclear safety culture at a construction site.

o Cut backs in ORP personnel present a challenge for conducting the appropriate oversigh
both in the field and for system reviews.

o Perception that the erosion in the communication and relationships between ORP, DOE-
WTP, and BNI has impacted the effectiveness of oversight.

Positive Observations

m  Most interviews identified that multiple mechanisms exist within BNI to report problems and that

everyone is encouraged to do so. Mechanisms described included the risk identification process,
technical issues identification program, PIERs and Action Tracking System, management,
supervision, Employee Concerns Program (ECP), DOE, meetings, training, Project Management
Team, Safety Logbook, craft safety representatives, and SETO (Safety Education Through
Observation).

Many interviewees indicated that there were no inhibitors to identifying problems.

Data from the Behavioral Anchored Rating Scale on Problem Identification and Resolution
indicated that slightly more than 60% of the BNI interviewee respondents who completed this
scale perceived that the organization encourages project personnel to draw upon knowledge,
experience and current information to identify and resolve problems positively. All of the
respondents in the Construction Non-Manual Group (100%) viewed this behavior positively.
Respondents in the E&NS Group had the lowest perceptions about Problem Identification and
Resolution.

Areas in Need of Attention

Interviewees and observations by the Data Collection Team did identify problems with the
problem identification and resolution processes at BN} that may inhibit a healthy safety culture.
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Several interviewees indicated that they will not use the differing professional opinion (DPO)
or PIERs process to resolve issues with ORP because they have been told by management
that these are not to be used against the customer.

Several interviewees indicated that management expectations on the threshold for identifying
problems vary across the organization, and they are often different than the stated
expectations.

Some interviewees indicated that they believe that they should question before reporting a
problem to see if they can resolve it first,

Some individuals indicated that they do not identify problems because they believe it makes
no difference and will never be addressed.

Interviewees indicated that when a problem is identified it often comes back to the originator
creating a ‘boomerang” effect.

Many interviewees complained that it takes too long to resolve issues and that is a reflection
of the culture and the importance that organization places on problem identification and
resolution.

The value of the PIERs process for BNI performance improvement is not being realized.

(o]

Some supervision indicated that they perceive that the PIERs process is being improperly
used to “manage” people and behaviors,

Interviewees describe spending a lot of time managing PIERs issues and trying to correct data
in the system by convincing employees to change their entries. There is a perception that
there is a punishment factor in PIERs by overrating PIERs as a level B versus C since there is
a limit on how long it can be extended and multiple extensions are not viewed positively.

Many interviewees perceive that the emphasis in PIERs is on the closing time, rather than on
actually solving the problem.

Interviewees describe that working on PIERs is not scheduled or funded.

There is the perception that if you raise an issue, you are expected to have a firm
understanding of the issue.

Several interviewees indicated it is difficult to get people to pay attention to the ‘little’ issues,
like organizational or programmatic problems as compared to larger technical issues.

The fee for milestone structure is perceived to be contrary to promoting the identification and
understanding of problems.
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Personal Accountability
All individuals take personal responsibility for safety.

Positive Observations

Job descriptions for many of the ORP positions are described as accurate by interviewees.

Several interviewees perceive accountability for safety through position descriptions, which
include performance standards, performance appraisals, safety criteria in work activities,
procedures, and management reinforcement of behaviors.

Some interviewees indicated that self-reporting is encouraged, acknowledged and appreciated.
Efforts focus on understanding the problem and finding a solution.

A new interface management process was described which includes functional responsibilities
with BNI to evaluate interface issues.

Data on the Behavioral Anchored Rating Scale for Roles and Responsibilities indicates that
approximately 70% of the ORP interviewees who completed this scale perceive that positions and
work activities are clearly defined and carried out.

Areas in Need of Attention

Several interviewees indicated that the reporting structure for DOE-WTP has yet to be clarified.
Although organizational charts exist, it is not clear who the DOE-WTP Federal Project Director
reports to, how the various lines fit together, and who is responsible for what issues. Some
individuals asked the question, “Who is responsible for delivering the WTP Project?”

Interviewees describe that issues raised against DOE-WTP and BNI by other ORP organizations
are not formally transmitted.

Some interviewees indicated that with the reorganization, ORP Federal employees outside of
DOE-WTP have lost communication and cognizance of WTP issues and feel more distant even
though they are supposed to support the Project, e.g., Industrial Safety.

Along similar lines, other interviewees indicated that while DOE-WTP currently makes decisions
for WTP, when the plant is operational ORP will have responsibility and they will not have been
involved in the decision making process up to that point. Some interviewees indicated concerns
about effectively covering oversight at startup of WTP.

There is the perception described by some individuals that ORP Management is presently
ineffective against DOE-WTP Management, ¢.g., perception that in the safety area there is no
accountability and ORP organizations not in DOE-WTP have been stifled in assessing the safety
and quality of the WTP Project.

Data on the Behavioral Anchored Rating Scale for Performance Quality indicates that about 60%
of the ORP interviewees who completed this scale perceive that project personnel take personal
responsibility for their actions and the consequences of the actions. It also reflects on
commitment and pride in the organization. Within the ORP respondents the most negative

13
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perceptions on this behavior are held by those in the General Engineering Group. One hundred
percent of ORP Management respondents had positive perceptions about Performance Quality.

Scores on the Commitment Scale from the electronic survey validated the Performance Quality
BARS data. ORP Non-Supervisory personnel had statistically significantly lower scores on
Commitment than did ORP Supervisory or Contractor personnel.

Additionally, statistically significant differences between ORP organizational work groups were
obtained on the Commitment Scale with the Nuclear Safety and Physical Scientist and General
Engineering Groups scoring lower than others.

Positive Observations

Several interviewees indicated that there would be no repercussions for self-reporting if the
individual notified their supervision right away, e.g., engineer approved a Piping and Instrument
Drawing without E&NS signature, wrote PIER on it.

People perceive being held accountable through peer pressure, performance evaluations, work
rules and procedures, supervision in the field, modification walk downs, engineering design
review process, work checkers and formal peer reviewers, Construction Review Board, and craft
safety representatives,

Interviewees identified that safety is included as a high level goal for annual performance
reviews; however, it is handled differently across BNI and its subcontractors.

Several management interviewees indicated that their job descriptions and roles and
responsibilities have been clearly identified.

Areas in Need of Attention

Accountability for safety is perceived by several groups to be an issue at BNIL. During this
assessment, the Team obtained several examples indicative that accountability has not been
internalized by the organization. Some include:

o Many interviewees believe that individuals at all levels in the organization are inconsistently
held accountable for behavior, e.g., red tape work, crossing radiological boundaries,
forgetting to turn keys in.

o Non-manual employees indicated that there is no consistency in what happens to individuals
for reporting.

o Many managers and supervisors do not consistently exhibit the desired behaviors and are not
challenged by their managers or peers, e.g., superintendents.

o The Team could not identify a Project Plan to enhance personnel performance through the
use of human performance tools or a better personal accountability to standards.

o There is a perceived lack of accountability for corrective acetions in timeliness, ownership,
and quality, e.g., effectiveness reviews.

14
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Some interviewees indicated that rationalization, justification, and finger pointing are used by
individuals at all levels of the organization to describe why events have occurred at WTP. There
is a clear reluctance to share accountability and effectively move forward to prevent reoccurrence.

Interviewees described accountability to be perceived as a punitive behavior. The only tool that
is described by individuals that is used is a performance evaluation process that is inconsistently
implemented from one facility to another.

Several interviewees did indicate that the reorganization in the Engineering Group has resuited in
some confusion about roles and responsibilities. In particular, one issue that has been identified
is who is currently responsible for designating systems related to the identification of fire barriers.
Additionally relationships between engineering support groups evaluating calculations and their
Haisons have been lost and different competing priorities increase the risk that the focus on safety
and quality may be reduced. Interviewees also indicated that a clear engineering organizational
chart does not currently exist.

Several interviewees indicated that there are some situations in which the chain of command is
not followed, e.g., managers go directly to individuals, bypassing their supervision or
management, to assign them work.

Interviews indicated that there is a wide difference of opinion between construction
superintendents and manual labor regarding the worker performance rating system.
Superintendents believe that the performance rating system, although complex, is an
improvement over the prior seniority system. Manual workers (craft foremen and general
foremen) indicated that the current rating system is poor, inconsistent and unfair.

Data from the Behavioral Anchored Rating Scale for Performance Quality indicated that less than
50% of the BNI interviewed individuals who were asked about this behavior were positive in
their perception that employees take personal responsibility for their actions and the
consequences of the actions. It also includes the perception of commitment to and pride in the
organization. In particular, only 22% of Manual Respondents had positive perceptions about this
behavior and within the Non-Manual Respondents individuals in the E&NS Group had the lowest
perceptions of all BNI Groups.

Data on the Behavioral Anchored Rating Scale for Roles and Responsibilities indicates that
almost 60% of BNI respondents to this scale have a negative perception of the extent to which
facility personnel’s positions and departmental work activities are clearly defined and carried out.
Among the BNI Functional Groups only the Construction Non-Manual Group (about 55% of the
group) and the Quality and Performance Assurance Group had positive perceptions about this
behavior.

Work Processes
The process of planning and controlling work activities is implemented so that safety is
maintained.

Positive Observations

Interviewees described weekly meetings with BNI to facilitate the coordination of work.
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ORP interviewees indicate that the contract with BNI spells out the work to be done, the list of
deliverables, and the milestones very clearly.

Interviewees indicated that three DOE-WTP staff are located with BNI and that they attend the
POD Meetings to understand what is needed in acquisitions and procurement,

ORP Management interviewees indicated that ORP interprets worker safety requirements very
conservatively, that verbatim procedure compliance is required, and that DOE has adequate safety
standards and orders to ensure that work is performed safely.

Areas in Need of Attention

Issues with the planning and coordination of work identified by many interviewees across ORP
included:

o DOE made the choice to do design concurrent with build and that brought a lot of risk and
problems to the project.

o The non-alignment across the project in a lot of areas is the best insight into the safety culture
of the WTP project.

o Coordination and communication between ORP and RL has created some difficulties, e.g.,
need for air monitoring supplied by a different contractor at the site that reports through the
Richland Operations Office (RL) was not easy to negotiate.

o Work planning and coordination is hindered by the geographical dispersion of the groups.

o Coordination is an identified issue across the DOE Hanford facilities and the resolution was a
commitment to the Defense Nuclear Facilities Safety Board (DNFSB).

o Resources and planning in licensing on the BNI side were inadequate to determine what was
needed to put into the documented safety analysis and final resolution requires a $50 million
contract change that is currently under review by ORP,

Among survey respondents Coordination of Work is perceived to be somewhat varied across
ORP but generally not positive. In particular, respondents in the Administrative Work Group
were the most positive about the Coordination of Work scoring significantly higher than most of
the other Organizational Groups. The General Engineering Group had the lowest scores on this
scale,

Data from the Behavioral Anchored Rating Scale for Coordination of Work indicated a lot of
uncertainty across ORP with regard to this behavior, validating the survey data. Approximately
55% of the BARS respondents on this measure believe that when work plans are implemented
most departments and individuals know their roles and responsibilities. However, they also
believe that departments work individually and usually do not have the acceptance or support of
other departments, nor are all the involved parties included in the planning.

Some interviewees described some procedures as not user friendly, cumbersome, and verbose and
likely cannot be used effectively. They perceive that the gap with the standards is then because of
the complexity of the procedure the intent of the standard is not being implemented correctly.
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Data from the Behavioral Anchored Rating Scale for Formalization indicated that about 65% of
ORP interviewees who completed this scale believe that rules and procedures governing plant
activities are readily available and that personne! are aware of the importance of procedural
adherence. General Engineering had the most negative perception about formalization with only
a little over 30% of the respondents having a positive response.

Positive Observations

Some interviewees indicated that there is a schedule for all work to be loaded into and that they
are starting to load a commissioning schedule.

Several interviewees described that work is not held up often because of having to wait for other
individuals, Work can be held up as a result of design change, trends, often due to safety
enhancements,

POD meetings were described by some interviewees as a good way to know what is being done.

Data on the Behavioral Anchored Rating Scale for Coordination of Work indicates that 65% of
the BNI respondents to this scale have a positive perception of the planning, integration, and
implementation of work activities of individuals and groups.

Interviewees describe most work being required to be performed according to national nuclear
standards.

Most interviewees indicated that verbatim compliance to standards and procedures is the
underlying management expectation. If the procedure is deficient the expectation is to raise a
concern to management, e.g., welds called for in design documents were less specific than those
in the field, did field change to make sure they were aligned.

Interviewees described that most procedures have been reworked a lot so they are not generally
problematic.

Construction Management interviewees generally believe that work packages are procedurally
driven and are generally clear and correct.

Data on the Behavioral Anchored Rating Scale for Formalization indicates that almost 80% of
BNI respondents to this scale have a positive perception of the extent to which there are well-
identified rules, procedures, and/or standardized methods for routine activities as well as unusual
occurrences. Among the BNI Functional Groups only the Construction Manual Group (about
55% of the group) had negative perceptions about this behavior.

Areas in Need of Attention

Some interviewees indicated that when work requires more than one department it can be held up,
e.g., pouring needs teamsters, fitters, electrical craft.

Several interviewees indicated that there was a need for a more detailed priority plan and that
sometimes it seems it is difficult to have a realistic schedule.
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Interviewees indicated that coordination of work issues is often in the development of work
packages, not in conducting the work in the field.

Some interviewees indicated that over 50% of work packages are documented in an unclear
manner and are too complex to be used. Procedures are often out-of-date, contradictory and
inconsistently implemented among the various WTP buildings.

Rejection of work packages is high as indicated by several interviewees.

Data on the Behavioral Anchored Rating Scale for Coordination of Work indicated that among
the BNI Functional Groups, the Construction Manuat Group (about 75% of the group) had the
most negative perceptions about this behavior.

Some construction interviewees indicate that verbatim compliance is dependent upon who the
superintendent is; they say that it is expected but then circumvent worker safety measures for
priority.

o Installation of step boxes in lifts — all regulations say not to do it, manufacturer says not to do
it, yet there is a procedure that requires it but they tell us to follow the manufacturer’s
recommendation; no one takes accountability;

o Brought in a generator and there was no work package to install it, superintendent said to go
ahead and do it any way and get the work package later and just add work package number to
STARRT card later; additionally, generators needed to be grounded but there was no time to
ground them.

When design efforts do not support milestones, schedule takes precedence over design.
Interviewees provided the example of a roof being put on incorrectly; the schedule milestone was
met, but rework was required. The design documents were still being revised but because of the
pressure to meet the milestone the work was done.

Interviewees described how poor planning resuited in a missing rebar in a wall.

Continuous Learning
Opportunities to learn about ways to ensure safety are sought out and implemented.

Positive Observations

Interviewees indicated that operating experience (lessons learned) is communicated at multiple
levels through different mechanisms, e.g. POD meetings conducted by BNI. If the experience is
a success, some interviewees described that it is recognized and celebrated, e.g., corrosion rate
calculation was found to be incorrect.

Some management interviewees indicated that they perceived the co-location of ORP staff with
BNI Staff in different locations, while difficult, to be a success. ORP staff viewed it more
negatively and the union had issues with the idea. Lessons learned from that experience is to
provide the union more information when these types of ideas and issues arise.
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Areas in Need of Attention

BNI

While the concept of lessons leamed was identified by many ORP interviewees, the organization
is missing opportunities to use this information as part of a leaming process.

o Interviewees expressed the belief that greater collaboration between ORP and DOE-WTP
would facilitate organizational learning.

o Interviewees described primarily technical opportunities for lessons learned, not
organizational or programmatic opportunities.

o The lessons learned database (HILLS) was not familiar to all interviewees and to some who
knew about it they indicated they didn’t use it.

o OPR interviewees acknowledged not doing a good job following up on the corrective actions
of the contractor.

Several ORP staff indicated that they do not have access to the BNI PIER database to support
their oversight activities.

Data on the Behavioral Anchored Rating Scale for Organizational Learning indicated that
approximately 45% of ORP interviewee respondents believed that while the organization usually
holds review sessions to discuss operating problems and attempts to uncover solutions to past
difficulties, the information is generally only communicated to the population when it concerns
significant activities. This perception was held by 100% of the General Engineering interviewee
respondents.

Positive Observations

There are multiple mechanisms identified to communicate operating experience and lessons
learned. These include, weekly meetings, awards, newsletters, PIERS, trend process, Integrated
Project Team (IPT) meetings, Critical Action Reports, all hands meetings, training, DOE Lessons
Learned, Safety Church, and IRTs.

A new corporate program KASE ~ Key Actions for Successful Execution — sets up gate posts
before a new activity to do as part of a readiness review.

Areas in Need of Attention

Interviewees indicated that BNI does not do a good job in learning from successes.

Information obtained from several interviewees indicates that operating experience and lessons
learned are not really part of a leaming process.

o Individuals don’t always get the reasons behind events but rather just a simplified
explanation.
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o Better communication about lessons learned might help to standardize the rules from one
building to another; e.g., PT building must have spotter, not required by procedure in other
buiidings.

o Feedback on outcome of PIERS is not usually provided.
o Lock out/tag outs are a big concern but there are still repetitive events.

Data on the Behavioral Anchored Rating Scale for Organizational Learning indicated that over
65% of the BNI respondents to this scale did not have a positive perception on the extent to which
project personnel and the organization use knowledge gained from past experience to improve
future performance. I n particular, all Functional Groups except the Construction — Non-Manual
Group had negative perceptions of this behavior.

Environment for Raising Concerns
A safety conscious work environment is maintained where personnel feel free to raise safety

concerns without the fear of retaliation, intimidation, harassment, or discrimination.

Positive Observations

Interviewees clearly understand the mechanisms available to identify safety concerns, e.g.,
supervisors, managers, ECP, Human Resources (HR), Government Accountability Office, and
Hotline.

Most interviewees identified that they did not perceive any inhibitors to reporting concerns within
their organization.

The statement that management does not tolerate retaliation of any kind for raising concerns was
agreed to by a majority of survey respondents, approximately 75%. This was especially true of
respondents in the General Engineering, Project Control Specialist, Program Manager, and
Administrative Work Groups.

Areas in Need of Attention

Among survey respondents, only about 70% agreed with the statement that everyone in the
organization is responsible for identifying probiems. While overall this represents a higher
percentage of people agreeing than disagreeing, it is lower than is typically seen in other
organizations and still indicates that approximately 30% of the population did not agree with this
statement. Respondents in the Program Manager, Nuclear Safety and Physical Scientist and
General Engineering Work Groups believed this to a greater extent than respondents in the other
work groups. Survey respondents in the Supervisory Group believed that everyone is responsible
for identifying problems to a greater extent than respondents in the Non-Supervisory and
Contractors Groups did.

Overall, only 30% of all survey respondents feel that they can openly challenge decisions made
by management. Respondents in the Contract Specialist/Budget and Finance, Project Control
Specialist, General Engineering and Administrative Work Groups feel most negatively about
being able to challenge decisions. Non-Supervisory Personnel and Contractors either do not
believe or are uncertain about openly challenging management decisions. Among Supervisory
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Personnel slightly more than 70% agreed with the statement related to the ability to openly
challenge management decisions.

Approximately 50% of survey respondents agreed with the statement that they feel that they can
approach the management team with concerns. Respondents in the Nuclear Safety and Physical
Scientist, Contract Specialist/Budget and Finance, and Project Control Specialist Groups believed
this to a lesser degree than respondents in the other work groups. Among Supervisory Personnel
slightly more than 70% believed that management could be approached with concerns.

Only slightly more than 50% of survey respondents agreed with the statement related to
management wants concerns reported, and approximately 58% believe that constructive criticism
is encouraged. Work group differences were largely in the same direction described for the other
responses.

Interviewees could not identify a formal Nuclear Safety Culture Policy or Program for ORP.

While interviewees were aware that an ECP program for ORP is available, it has been recently
transferred to RL and most individuals did not believe that ORP personnel made much use of it.

Interviewees indicated that training on SCWE had not yet been provided throughout the ORP
organization,

Some organizational work groups had consistently more disagreements with several survey
statements related to SCWE than other groups. In particular, the Nuclear Safety and Physical
Scientist and Contract Specialist/Budget and Finance Work Groups tended to either disagree or
score lower than other work groups on the majority of the statements related to SCWE.

Of particular note among survey respondents on the statement that management does not tolerate
retaliation of any kind for raising concerns is that respondents in the Supervisory Employee
Category disagreed with the statement to a slightly greater extent than the respondents in the
other employee categories did. While not statistically significant, in most other organizations
supervisors generally agree with this statement to a greater extent than non-supervisory
personnel.

Positive Observations

Most interviewees clearly understand the mechanisms available to identify safety concerns, e.g.,
supervisors, managers, safety representatives, ECP, HR, and Hotline.

Interviewees from certain functional groups identified that they did not perceive any inhibitors to
reporting concerns within their organization.

Almost all interviewees indicated that they wanted to be successful in their jobs and to work as
safely as possible.
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Areas in Need of Attention

ORP

Some interviewees perceive a double standard between workers and management with respect to
accountability and how individuals are treated for raising safety concerns.

o Identification of lock out/tag out violation with 3 circuits being covered in the same work
package; foreman and superintendent indicated that it was okay but individuals were
subsequently reprimanded for conducting work.

o Supervisor stepped into a red tape zone and was suspended for one week; if craft would do
that they would be fired.

Some interviewees indicated that while it appears that the safety log book is a good way to
identify concerns anonymously, they believe that if you don’t put your name with your concern,
the idea is ignored. Additionally, since the books are placed in occupied gathering areas (e.g.,
lunchrooms) interviewees question the anonymity of the process.

Several interviewees indicated that while supervision and management claim there will be no
retaliation for identifying issues, most people choose not to speak up. There is a strong
perception that you will be labeled or red flagged and some individuals indicated that they were
transferred to another area by their supervision after having raised concerns.

Some interviewees indicated a fear of retaliation if they were to use the ECP. They perceive that
it is not anonymous and that information is shared without their permission.

Some interviewees indicated that they need to be careful when bringing up a problem due to
possible retaliation, and indicated that “questions were invited, but not wanted.”

Fear of retaliation is also described by some interviewees as part of a legacy issue. While it is
difficult to prove, discrimination in the assignment of overtime and other more subtle behaviors
on the part of supervision is perceived against those who raise issues.

Some interviewees did indicate that the event around the whistleblower incident of last year was
still on their minds and subtle references to similar consequences were raised as potential
inhibitors to their raising concerns.

Effective Safety Communication
Communications maintain a focus on safety.

Positive Observations

Interviewees identified multiple mechanisms for communication in the ORP organization.

o Frequent meetings are held with ORP and DOE Headquarters Office of Environmental
Management (EM/HQ);

o Direct and frequent communication between the DOE-WTP and BNI Project Director;

22



192

o EM/HQ individual detailed to ORP staff to facilitate communication between managers at the
site and Headquarters;

o Employee meetings, comments boxes, IPT Meetings, all hands meetings, emails are used
regularly for communication;

o Information through POD meetings; and
o Efforts identified to overcome the size, scope, and complexity of WTP for communications.

= Some interviewees perceive that communications have improved between DOE-WTP and other
ORP organizations through improved roles, responsibilities, authorities and accountabilities and
DOE-WTP adding an Environment, Safety and Health Lead to interface with the ORP Nuclear
Safety and ORP Quality Assurance Groups.

Areas in Need of Attention

m  Several interviewees identified examples in communication that may impact safety performance.

o Some manager behaviors are so confident that they may be overpowering less assertive
individuals in the scientist and engineering groups inhibiting their bringing problems forward.

o Better communication is needed around the how and why of management decisions.

o Communication from BNI is inadequate, e.g., BNI process changes were not communicated
directly; BNI is not perceived to be forthcoming with their information.

o Perception exists that DOE-WTP Project Management has become BNI advocate even in
light of recurring mistakes.

o ORP still needs to provide a broader perspective of the project to some of its groups.

m  Data from the Behavioral Rating Scale on Communication indicated that approximately 60% of
the ORP interviewee respondents who completed that scale had positive perceptions about the
exchange of information, both formal and informal, between the different departments or units in
the project, including the top-down and bottom-up communication networks. Respondents in the
General Engineering Group had the poorest perception of communication.

BNI
Positive Observations
m  Interviewees identified multiple mechanisms for communication in the BNI Organization. They

included:
o Newsletters

o Weekly meetings
o Staff meetings,

o Emails

o Supervisor updates
o POD Meetings

o

Face to face interactions
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o Safety representatives
o PIERS
o ECP

Many interviewees indicated that they believe that they are pretty weil informed about what is
going on around the Project.

Areas in Need of Attention

ORP

Several interviewees indicated that they believe that the geographical dispersion of personnel
does not facilitate good communication.

Many interviewees indicated that BNI could benefit from more interdisciplinary meetings.

Interviewees questioned the flow down of communication and indicated that they believed it
could be better, e.g., supervisors always meet but yet they don’t always hear anything; someone
goes to the weekly Construction meeting but they don’t get any information about it; information
regarding the decisions and status of the whistleblower event have been lacking.

Some interviewees perceive that the organizational structure creates artificial barriers to
communication and that groups are only thinking about themselves and not the Project.

Many interviewees indicated that managers are not very available to talk to because they are
always in meetings; results in unclear management expectations — those above and beyond
procedural requirements.

Manual workers indicated that communications were less than adequate, and believed that their
views were often disregarded without management providing an explanation. Different rules and
work practices among buildings were not weil communicated.

Data from the Behavioral Rating Scale on Communication indicated that only approximately 40%
of the BNI interviewee respondents who completed that scale had positive perceptions about the
exchange of information, both formal and informal, between the different departments or units in
the project, including the top-down and bottom-up communication networks. Respondents in the
Quality and Performance Assurance and Engineering Groups had the most positive perceptions of
communication.

Respectful Work Environment

Trust and respect permeate the organization.

Positive Observations

Results from the Communication Trust Scale on the electronic survey indicated that ORP survey
respondents had very positive perceptions regarding the freedom they feel to discuss the problem
and difficulties in their jobs with an immediate supervisor without jeopardy.
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Areas in Need of Attention -

BNI

The overall organizational culture style exhibited by the ORP organization can be characterized
as a Constructive Cultural Style indicated by the slightly higher scores on questions related to the
sensitivity to others, humanistic values, achievement and self-actualization on the electronic
survey. However, statistically significant differences were obtained between work groups on
many of the behaviors associated with several cultural styles suggesting a high degree of
variability across the organization. A significant observation is the consistency within some of
the organizational groups of a positive or negative direction with respect to the organizational
behaviors.

The Administrative, Program Manager, and Other Work Groups had the more positive
organizational cultural profiles.

The Nuclear Safety and Physical Scientist and Contract Specialist/Budget and Finance Work
Groups had the more negative organizational cultural profiles.

Contractors and Supervisory survey respondents tended to have the most positive organizational
cultural profiles, while Non-Supervisory respondents had the most negative.

Results obtained on the Communication-Accuracy Scale from the electronic survey indicated that
ORP survey respondents did not have very positive perceptions of the accuracy of information
that they receive from other organizational levels (superiors, subordinates, and peers).

Statistically significant differences were obtained on the Communication Accuracy Scale between
several of the ORP Organizational Work Groups. In particuiar, the Nuclear Safety and Physical
Scientist, Contract Specialist/Budget and Finance and General Engineering Groups had the most
negative perceptions about this behavior.

Positive Observations

Most interviewees in primarily the Manual BNI organizational groups indicated that they
perceived that the interfaces among work groups were professional and respectful.

Interviewees in the Non-Manual BNI organizational groups generally perceived the relationship
between individuals on the same working level to be effective.

Areas in Need of Attention

Interviewees in some functional groups described perceiving a patronizing and demeaning
attitude on the part of some supervision with respect to how they were being treated regarding
safety issues.

o The removal of golf carts and top half of windshields from golf carts after an accident
resulting from an individual’s failure to clear ice from the windshield of a cart.
Interviewees describe this action as creating new safety hazards as well as delaying their
ability to perform their jobs.
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o Lighting in a battery room was identified as probiematic and the superintendent indicated
that the individuals should use their truck lights instead of purchasing new lights. A
work package is currently being prepared.

o Superintendent indicated that since craft were working alone in an area in T-1 they did
not need to put up red tape (violation of safety procedure). The individual in fact
communicated this message over the radio.

uestioning Attitude
Individuals avoid complacency and continuously challenging existing conditions and activities in
order to identify discrepancies that might result in error or inappropriate action.
ORP

Positive Observations

m Interviewees indicated that for the most part their line management was supportive of their
challenging conditions and activities.

Areas in Need of Attention

m Many interviewees did not perceive support from upper level management for their identification
of problems or challenging of conditions and activities.

m  Results from the electronic survey administered at ORP indicated a fairly negative perception
among most survey respondents about management’s interest in having concerns reported and in
the ability to openly challenge management’s decisions.

= Interviewees did not believe that ORP was interested in being a learning organization or felt a
need to improve.

m Several interviewees indicated that stakeholders with personal agendas were influencing DOE
and that it was sometimes compromising their oversight activities.

BNI
Positive Observations
m  Interviewees from primarily Non-Manual BNI Organizational Groups identified several
mechanisms to challenge decisions and identify discrepancies. In particular, the DPQO process
was described as such a mechanism.
Areas in Need of Attention
m While many interviewees described the expectation for all employees to maintain a questioning
attitude in all aspects of their work, they also often indicated a reluctance to do so because of their
perception of other expectations by management, e.g., schedule pressure, not challenging the

customer.

m  The DPO process is perceived as relatively new and has rarely been used; several interviewees
indicated that they have some uncertainty about how the process will actually be implemented.
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= Many interviewees in certain BNI organizational groups had indicated that as a result of the fear
of retaliation as well as the way they perceived that some supervision and management treated
them, they no longer felt comfortable to challenge existing conditions or activities.

A.6 Conclusions

The results of this evaluation have been presented using the 9 traits recently identified by the U.S, NRC
and their stakeholders for evaluating the attributes important for a healthy safety culture. The integration
of those results can be formulated into several conclusions for each of the assessed organizations, ORP
and BNI, and for the entire Project.

The Independent Safety Cuiture Evaluation Team recognizes that ORP and BNI are making efforts to
resolve many of the technical issues that are encumbering the WTP Project. These activities are taking
place under intense scrutiny by numerous stakeholders and external organizations. However, the lack of
consideration of organizational and cultural considerations will not facilitate the project’s forward
movement or make ORP and BNI’s efforts as successful as they could be. The Independent Safety
Culture Evaluation Team offers the following conclusions that will provide insight into some of the
difficulties ORP and BNI may be encountering.

ORP

ORP is perceived by many to have a strong focus on nuclear safety. While many interviewees indicated
that their line management was supportive of their challenging conditions and activities, the Team
concluded that there is a lack of full engagement on the part of ORP Senior Management in the area of
safety culture. There is a perception that the value of safety is sometimes degraded in the presence of
schedule and cost pressures. ORP Senior Management has not addressed delays in the implementation of
the corrective actions from the previous HSS Assessment as well as from the DNFSB Recommendation.
In addition, ORP management has not provided clear direction to ORP staff on the importance and
implementation of safety culture to their oversight activities.

The organizational separation of the DOE-WTP organization from the rest of the ORP organization has
created difficulties in the communication, coordination, and cohesiveness of the implementation of DOE
Standards and Oversight of BNL. Questions concerning how DOE-WTP is managing the project, what
impact their decisions are having on the project, who is in control of the project and ultimately who will
deliver the project, remain unanswered for many of ORP’s employees and stakeholders.

While the Team determined that there is no fear of retaliation in the ORP work environment, there is a
strong indication of an unwillingness and uncertainty among ORP staff about the ability to openly
challenge management decisions. There are definite perceptions that the ORP work environment is not
conducive to raising concerns or where management wants to or willingly listens to concerns. Most ORP
staff also strongly believe that constructive criticism is not encouraged.

BNI

The Team recognizes that BNI has recently initiated several activities designed to enhance safety culture
across the organization. However, the Team identified significant cultural differences within the BNI
Organization that will inhibit the success of these activities if they are not appropriately addressed. These
differences were identified in groups in both the Manual and Non-Manual populations. The differences
are predicated upon the groups’ perceptions and priorities around the value the organization places on
safety. If BNI is to succeed in implementing some of its initiatives around the enhancement of safety
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culture, it must first acknowledge these organizational safety culture differences and work towards having
all groups, on all organizational levels, sharing the same values and perceptions.

The Team determined that there is a lack of consistency in the behavior of its supervisory and
management personnel. This behavior has resulted in the inconsistent implementation of the desired
expectations and standards across the BNI Organization. The Team identified informality with respect to
the expectations used in determining the behavior that supervision and management must model for their
staff and the methods that are employed to hold all employees accountable to the desired behaviors. Clear
and consistent communication of standards and expectations is needed across the BNI Organization.

The Team observed that the BNI Organization has become very adept in portraying itself in the most
favorable position possible. This is a behavior learned and reinforced given the circumstances (numerous
external stakeholder expectations) that it has to confront on a regular basis. While the organization does
not deny that it is dealing with significant issues, it handles the communication of these issues in such a
way as to diminish their importance. This behavior is not lost on its employees or stakeholders and may
be contributing to a lack of trust and the perception of denial by those involved with the organization.
The Team believes that BNI needs to be more forthcoming in its transparency with its employees and the
public for trust to improve and for its legitimate efforts to be successful.

The Team believes that there is some reluctance to raise concerns and issues across the BNI Organization.
Fear of retaliation was identified in some groups as inhibiting the identification of problems. Employee
engagement in decision making, development of policies and procedures, and the implementation of
practices and standards, particularly at lower levels of the organization, would facilitate the involvement
of these groups in the resolution of issues and ultimately mitigate this perception.

‘WTP Project

The Team identified two conclusions that are applicable to both ORP and BNI that are impacting the
safety culture at WTP.

The Team believes that a potential conflict for the WTP is the different perceptions of the role of safety in
a research/design project as compared to a construction project as compared to a production project.
These perceptions set up the priorities of schedule, cost, and safety differently and may be contributing to
some of the organizational issues. WTP needs to establish, implement, and expect the same standards and
behaviors for safety regardless of the phase of the Project.

The Team identified that all organizations involved at WTP have adopted a procedural approach to
dealing with safety and especially safety culture. The behaviors and traits important for a heaithy safety
culture will not be effective until they are internalized by the members of the organization. More effort is
needed in behavioral change to ensure these traits become a way of doing business.
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Appendix B
Office of River Protection Management of Safety Concerns

B.1 Introduction

The Office of Enforcement and Oversight (Independent Oversight), within the Office of Health, Safety
and Security (HSS), conducted an independent progress assessment at the U.S. Department of Energy
(DOE) Waste Treatment and Immobilization Plant (WTP) to evaluate two major areas with respect to
Office of River Protection (ORP) management of safety concerns: processes for managing safety
concerns and corrective actions in response to previous recommendations and commitments.

When HSS assessed the safety culture of ORP in 2010, ORP was undergoing a significant restructuring at
the direction of the Secretary of Energy and the Assistant Secretary for Environmental Management (EM-
1). The restructuring separated the project organization (DOE-WTP) from supporting organizations
within ORP. The current DOE-WTP organization is headed by a Federal Project Director (FPD) who
reports to EM-1 for program direction and has a direct line of communication to the Deputy Secretary.
The ORP Manager retains full responsibility and authority for all aspects of the Tank Farm. In addition,
the ORP Manager retained nuclear safety responsibility and approval authority for the WTP documented
safety analysis (DSA). The ORP Manager also provides support to DOE-WTP in areas such as quality
assurance (QA), fire protection, and environment, safety, and heaith (ESH). DOE-WTP is
organizationally a part of ORP but functions semi-autonomously, and the FPD does not report to the ORP
Manager.

The scope of the review included activities performed by the entire ORP organization, including DOE-
WTP. The scope also included ORP efforts to direct, monitor, and validate the safety culture of the prime
contractor for the WTP project, Bechtel International, Incorporated (BNI), and administration of the
Hanford Federal employee concerns program (ECP) managed by the DOE Richland Operations Office
(RL). The Independent Oversight team interviewed ORP and RL personnel and reviewed various
program documents and procedures. Independent Oversight also selectively examined the
implementation of procedures and observed meetings.

B.2 Results
B.2.1 ORP Processes for Managing Safety Concerns

The Independent Oversight team’s review of ORP processes for managing safety concerns examined
mechanisms for ORP staff to raise safety concerns and ORP oversight of contractor nuclear safety
programs.  The Independent Oversight team also reviewed selected aspects of DOE-WTP’s
implementation of their management functions, including leadership and accountability, as relevant to the
safety culture programs and initiatives.

Mechanisms for Raising Safety Concerns

A safety conscious work environment (SCWE) is an environment in which employees are encouraged to
raise safety issues and have no fear of retaliation. Several mechanisms are available to the ORP staff for
raising safety concerns, and these mechanisms are generally consistent with DOE directives. They
include an ECP (administered by RL), a differing professional opinion (DPO) process, a Federal
Employee Occupational Safety and Health (FEOSH) program, and an allegation process. The RL ECP is
also available to the employees of Hanford contractors, and the ORP allegation process is available for
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use by ORP to identify, track, and resolve allegations by individuals who work at Hanford, as well as
those who are not affiliated with the Hanford Site.

RL administers the Federal ECP for the Hanford Site. ORP employee concerns case files were
transferred to the RL office effective June 2011. RL and ORP management had been considering this
transfer for approximately a year in order to conserve resources by eliminating the dual programs and as
part of an effort to consolidate other functions, such as Human Resources and Legal. The implementing
procedure is shared by RL and ORP. The program and processes meet the requirements of DOE Order
442.1A. The signage and hotlines are adequate. The program office has also just designed new signs that
provide good graphics and better visibility.

ORP personne!l have originated only two employee concems since October 2010. Most of the concerns
since the 2010 HSS review were received from personnel in contractor organizations, with 52 cases in
fiscal year (FY) 2011 and 3 so far in FY 2012. Because the combined program is new, no seif-assessment
has been conducted by the ECP Program Manager.

The Independent Oversight team reviewed about 20 RL ECP case files — both open and closed. Most RL
investigations were thorough and well documented, and findings were issued when appropriate. In a few
cases, the documentation did not fully address the specific concerns or provide a complete basis for
closure, and some non-compliances related to employee concerns were not fully resolved in a timely
manner through contractor corrective action programs. An example of this problem involved an
anonymous concern case referred from the DOE Inspector General (IG), relating to black cell
(inaccessible areas after initial waste processing) tank welding records, that was investigated by ORP.
The case file did not contain some related closure information and the case was prematurely closed as
unsubstantiated, although a surveillance performed by the ORP Construction Oversight and Assurance
Division staff documented that no weld records or weld maps were on site for one nozzle weld in a vessel
from one of five tank vendors reviewed. The surveillance report was not included in the file. In addition,
ORP staff requested the 1G to solicit further information from the concerned individual, if possible. The
file contained no evidence of any response from the IG or the individual, or any notation of the resolution
or failure to resolve the questions. The Independent Oversight team’s discussions with ORP staff
revealed that the IG continued to conduct its investigation, supported by additional surveillances by ORP
staff, that identified inadequate BNI investigations of the weld records issues. The IG and ORP
investigation efforts finally resulted in BNI generating a Level B Project Issue Evaluation Report (PIER)
and BNI’s conduct of a 100 percent review of weld records for black cell and “hard to reach” vessels.
The four PIERs written to address these issues were all initially designated as Level C, even though the
stated actions included determining the extent of condition, which should have resulted in a Level B
categorization as defined in GPP-MGT-043. The last PIER, issued in September 2011, identified a
number of missing records and stated that the PIER was written to investigate the potential for similar
conditions in other packages and determine the need for recurrence controls, again warranting designation
and management as a Level B. This PIER was upgraded to Level B only after discussions with ORP.
None of these facts were included in the closed case file.

Another 2010 case involved employee concerns about the corrective action program of the Tank Farm
contractor, Washington River Protection Solutions (WRPS), specifically the generation and resolution of
Problem Evaluation Requests (PERs). WRPS personnel are involved in coordinating the transition to
operations and the interface between the Tank Farm (from which the waste material will be pumped) and
the WTP. The RL ECP investigation concluded that PERs were not being issued for non-compliances as
required. ORP conducted surveillances in support of the ECP investigation and issued formal findings to
WRPS for some of the concems that had been substantiated, but no finding was issued for the failure to
issue PERs. Further, subsequent employee concerns related to improper issues management by WRPS
have been filed with RL, indicating that this problem has persisted. Issues with WRPS management of
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issues were also the subject of a finding in ORP assessment 10-ESQ-148 in 2010, which identified that
most of the Radiation Control personnel who were interviewed did not routinely write PERs for conduct
of radiological operations issues at the Tank Farm. WRPS subsequently developed a PER improvement
program. There is no evidence that ORP performed further reviews to ensure that corrective actions for
ECP issues were thorough and effective. WRPS performance was not a part of this HSS review;
however, because of the continuing nature and the safety culture implications of this PER issue, further
review by ORP is warranted.

In some cases where issues were referred to the contractor’s organization for follow-up, the basis for
referral was not clear. Further, ORP concurrence for referral was routinely obtained informally, and there
are no procedural requirements for a formal concurrence. The ECP procedure definitions section
references the referral of concerns but does not provide adequate guidance to ensure confidentiality. The
ECP procedure does not provide for a first-step factual accuracy validation with the originator to ensure
that concerns are appropriately addressed, particularly for referrals. Some cases had been validated, and
some had not. The RL ECP retains responsibility for final closeout in all cases.

The DPO process has been incorporated into the RL Employee Concerns procedure, DOE-RL-RIMS-HR-
ECP, Employee Concerns Program, and is referenced in recently revised ORP procedures. The process
meets the requirements of DOE Order 442.2, Differing Professional Opinions on Technical Issues
Related to Environment Safety and Health Technical Concerns, except that it does not provide for appeal
of ORP decisions to DOE Headquarters. The requirement for an appeal process became effective in July
2011, when DOE Order 442.2 replaced previous directives (DOE Policy 442.1A and DOE Manual 442.1-
1) that did not include this requirement.

One DPO was filed during the past year. This DPO, which involved concerns regarding the mixing of
non-Newtonian fluid waste in the Pre-Treatment Facility (PTF), was filed in April 2011 and was
processed in accordance with the RL procedure. The RL DPO procedure does not include timeliness
limits or guidelines, and this DPO was not processed in a timely manner, in part because of the time
required to procure a DPO panel and chairperson. DOE management had not made a final decision on
this DPO at the time of this HSS review (November 2011).

ORP has established an adequate FEOSH program, which includes provisions for Federal workers to raise
safety concerns. The FEOSH implementing procedure is shared by RL and ORP and is maintained by
RL. The program procedure, Federal Employee Occupational Safety and Health (FEOSH), Hanford’s
Program, is consistent with DOE Order 440.1B, Worker Protection Program for DOE Federal
Employees. The FEOSH Committee has an appropriate charter and meets quarterly. One initiative was
the establishment of suggestion boxes strategically located where employees can raise issues
anonymously if they wish,

ORP procedure ESQ-QSH-1P-02 R1, Allegations Management, provides instructions for identifying,
tracking, resolving, and closing allegations. The procedure defines allegations as potentially adverse
conditions brought to the attention of ORP by organizations or individuals who may or may not be
Hanford Site employees. To date, ORP Federal employees have not raised a concemn through this
process.

ORP procedure ESQ-QSH-GU-01, Guide to Facilitate Sessions for the Collection of Worker Feedback
regarding 'Safety at the Hanford Site, was established in January 2009 to provide an additional
mechanism for contractor employees to raise safety concemns but the proeedure had not been implemented
at the time of this HSS review. When HSS identified the failure to implement, ORP promptly developed
a corrective action report and will evaluate the extent of condition and determine needed actions.
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In general, RL and ORP have established appropriate mechanisms for the Federal staff to raise safety
concerns, but these mechanisms have seldom been used. Most Federal staff members said that they
would have no reservations about raising concerns to their supervisors and no reservations about using the
mechanisms discussed above. However, some Federal staff members indicated that some ORP staff
would be reluctant to raise safety concerns and that this is not an isolated problem. The following
comments from five different Federal staff members provide insight into why those mechanisms have not
been used more frequently:

o  “Harassment and intimidation of the ORP staff has occurred and has happened to me.” This
individual cited an example in which he/she was intimidated and harassed by a previous ORP Site
Office Manager for raising concerns.

o “The current ORP staff is still affected by their experience with the previous ORP Manager who did
not welcome negative feedback from the staff.”

s “Over at ORP, they don’t want to listen to you unless they agree. The people at the top don’t want to
admit that this project is on the wrong track because they would lose their jobs if they did.”

* One person said that “raising a concern to my management makes me feel like a whistleblower,”
implying that this was an unpleasant experience.

¢ A manager said that “use of the DPO process is an indication that the normal management systems
are not functional.”

ORP Oversight of Contraetor Nuclear Safety Programs

Effective problem identification and resolution is an important element of a strong safety culture. The
Independent Oversight team reviewed ORP procedures for safety oversight of its contractors and assessed
the application of these procedures to contractor performance issues identified during interviews.

ORP has established an appropriate set of procedures for contractor oversight. ORP procedure ESQ-QA-
IP-01, Integrated Assessment Process, establishes responsibilities and requirements for assessments and
surveillances of both contractor and ORP activities. The requirements of this procedure are supplemented
by desk instructions that have been established by implementing organizations. Implementing procedure
ESQ-QA-IP-07, Muanagement (Self) Assessment, provides requirements for ORP management self-
assessments, and desk instruction ESQ-OA-DI-05, Quality Assurance (Q4) Audits, provides requirements
for QA audits performed by the ORP QA Team. ORP procedure ESQ-QSH-IP-06, Corrective Action
Management, establishes responsibilities and defines methods to be used by the ORP staff for initiating
and processing corrective action reports for conditions adverse to quality identified by ORP and external
organizations. These procedures assign responsibilities and provide instructions for planning, executing,
and documenting assessments, surveillances, and audits and for managing corrective actions, consistent
with the requirements of DOE Order 226.1B, Implementation of Department of Energy Oversight Policy.

Implementation of these procedures has not been fully effective. As discussed in the following
paragraphs, the ORP oversight process has been effective in identifying deficiencies in contractor
performance, but resolution of these deficiencies has been problematic.

Resolution of WTP Design Deficiencies. The DOE-WTP Engineering Division (WED) provides
effective oversight of the quality of BNI design products. DOE-WTP desk instruction MGT-PM-DI-03,
Conduct of Engineering Oversight, assigns responsibilities and provides adequate instructions to WED
for planning, conducting, and documenting assessments and surveillances of BNI engineering products
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and programs. WED has used this process to identify a number of significant deficiencies in the quality
of BNI design products. Examples of design deficiencies include the failure to:

¢ Produce a verified design, as required by BNI design control procedures, before procuring and
installing pulse jet mixers in non-Newtonian vessels

e Limit operating temperatures, or select appropriate materials, to prevent WTP process vessels from
exceeding corrosion-related temperature limits

e Establish design margins in a risk management plan as required by DOE Order 413.3A, Program and
Project Management for the Acquisition of Capital Assets, resulting in questionable safety margin for
some WTP systems

* Provide reliable cathodic protection to control the corrosion of underground piping
¢ Maintain weld examination records for some vessels to be placed in black cells in the PTF.

WED has identified an increasing number of design deficiencies over the past year as its engineering staff
has become more familiar with the WTP design. However, BNI’s responses to these deficiencies have
not been consistently adequate. For example, six of ten corrective action plans submitted by BNI during
the quarter ending September 30 were rejected by WED when first submitted. Repeat submittals were
necessary before satisfactory responses were received. The WED engineering staff expressed frustration
about the frequency of inadequate responses. Continued frustration in obtaining satisfactory resolutions
to identified deficiencies could discourage these WED engineers from pursuing future corrective actions
and thus could reduce the effectiveness of Federal oversight of design activities. Senior DOE-WTP
management understood the potential for this problem and conducted two workshops with the WED staff
to formulate plans for addressing it.

Correction of WTP Operational Readiness Vulnerabilities. Neither ORP nor BNI has addressed
potential vulnerabilities in waste treatment facility operational readiness identified by WRPS (which
performed a review under contract to ORP) in a timely manner, ORP included contract line item (CLIN)
3.2 in the WRPS contract to require WRPS to perform semiannual operational readiness reviews of WTP,
WRPS performed these reviews in 2010 and provided an annual report to ORP in September of that year.
At the request of DOE-WTP, BNI reviewed the 2010 report for factual accuracy; WRPS revised the
report based on BNI's factual accuracy comments and returned it to DOE-WTP in October 2010. A
Construction Project Review performed by DOE in August 2011 found that “DOE has not directed BNI
to address issues from external reviews (e.g., CLIN 3.2) that address WTP operability” and recommended
that by December 2011, “ORP should address issues raised by external operability reviews of the WTP
facility (e.g., WRPS CLIN 3.2).”

The 2010 WRPS report identifies the following five “Principal Overall Vulnerabilities™:

® Pre-treatment (and WTP) Throughput. Future PTF operability, maintainability, and throughput
performance are vulnerable to the reliability of hot cell equipment. The future plant performance, as
predicted by the WTP Operations Research model (version 5), is sensitive to changes in failure rates
used for the crane and hot cell equipment.

e Jon Exchange Hydrogen Control System. The current hydrogen mitigation control system for the pre-

treatment ion exchange columns, as presently designed, will not allow consistent, steady process
control and will lead to false alarms in safety significant systems and many unplanned shutdowns.
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e Precipitation of Solids in Pre-treatment Vessels and Piping. The risk of precipitation of solids from
saturated waste solutions as temperatures decrease during processing, and consequential potential
plugging of in pre-treatment vessels and piping, will result in the need for operational controls
(temperature control, dilution, and flushing) to avoid negative impacts on plant throughput
performance.

e Control System Documentation. The current control system specification and structure does not
follow a structured software life-cycle approach based on industry best practice and is likely to lead to
difficulties in demonstrating compliance with Nuclear Quality Assurance (NQA)-! for software life-
cycle configuration management during testing, commissioning, and operations.

s Complex Contact Maintenance in the Low Activity Waste (LAW) Facility. The contact (hands-on)
maintenance approach for the LAW Facility will be vulnerable to loss of containment control, lead to
degrading contamination conditions over time, and impact plant availability and throughput
performance.

These vulnerabilities were not transmitted to BNI for action but instead were given to WED to be
incorporated into future surveillances. WED addressed the first and fourth vulnerabilities in formal
surveillance reports in accordance with procedure ESQ-QA-IP-01 and desk instruction MGT-PM-DI-03,
Conduct of Engineering Oversight. WED evaluated the third vulnerability and determined that no
surveillance was needed, since it was already being addressed by BNI. However, as of December 1,
2011, this evaluation was not documented and the remaining 2010 vulnerabilities had not been
transmitted to BNI for action or included in the ORP integrated assessment schedule. Five additional
vulnerabilities identified by WRPS pursuant to CLIN 3.2 are described in a report that was transmitted to
ORP in October 2011, These vulnerabilities were under review by DOE-WTP at the time of this HSS
review (November 2011). ORP procedures do not clearly address how to manage issues identified by one
contractor (e.g., WRPS) that need to be resolved by another contractor (e.g., BNI). As of December 1,
2011, the ORP Tank Farm and DOE-WTP project organizations were developing a strategy for
transmitting the 2010 and 2011 reports to BNI for action, but neither report had been transmitted.

ORP Corrective Action Management System. ORP Procedure ESQ-QSH-IP-06, Corrective Action
Management, and desk instruction MGT-PM-DI-08, Action Tracking for the WTP Project, assign
responsibilities and provide adequate instructions for documenting and tracking corrective actions
assoctated with the WTP. Internal assessments performed by ORP QA and WTP line organizations over
the past two years have identified continuing weaknesses in ORP action item tracking and the
management of corrective actions. Actions have not been consistently documented or tracked as required
by ORP procedures, and individuals have not been held accountable for completing corrective actions in a
timely manner. A recent self-assessment, led by the DOE-WTP Deputy Project Director for Field
Operations, identificd a continuing need for improvement. Continuing weakness in these areas indicates a
culture in which management is willing to accept or tolerate conditions that do not meet established
performance standards. DOE-WTP management has acknowledged the need for improvement in this area
and, at the time of this HSS review, was developing corrective actions to improve performance.

Overall, ORP reviews have been effective in identifying deficiencies in WTP design products and in
identifying vulnerabilities that could impact the future operability of waste treatment facilities. However,
correcting these deficiencies has been problematic. Many of the corrective action plans proposed by BN1
to address design deficiencies have been judged inadequate by WED, and operability vulnerabilities
identified by WRPS pursuant to CLIN 3.2 have not been addressed in a timely manner. Internal
assessments performed by ORP QA and DOE-WTP line organizations over the past two years have
identified continuing weaknesses in ORP action item tracking and the management of corrective actions.
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Leadership

DOE has made significant progress in establishing an effective WTP project organization since the 2010
HSS safety culture review, A Project Execution Plan (PEP), describing the strategy, objectives and
processes used by DOE-WTP Project Team to manage completion of the WTP Project, has been prepared
and submitted to Headquarters for approval. Important positions have been established and filled,
including a Manager of Startup and Commissioning Integration and a Program Manager for Environment
Health and Safety. Procedures have been established and implemented for performing oversight of BNI
design products. The engineering oversight program has matured and is effective. DOE-WTP has
worked with ORP support organizations to establish and maintain an integrated assessment schedule for
oversight of BNI environmental controls and worker health and safety. The new project organization is
taking important steps to clarify expectations regarding the methodology to be used in preparing a DSA.
At the time of this Independent Oversight evaluation, contract changes were being made to support these
expectations.

Efforts to improve communications between DOE-WTP and ORP support organizations and to strengthen
the management of corrective actions are continuing. As previously discussed, DOE-WTP has
established new positions to provide laison with ORP support organizations. Integrated project teams
and integrated assessment schedules are also facilitating improvements in communication. DOE-WTP
and ORP support organizations are working together as members of integrated project teams to provide
oversight of the WTP project and are working together to develop and maintain the integrated assessment
schedule. Interviews and performance observations during this HSS review indicate the need to continue
efforts to improve communications. During interviews, some individuals conveyed that they were not
engaged in the WTP project since their support was not welcomed by the ORP WTP Project Team and
that there was little communication with the WTP Facility Representatives. Observations also indicate
the need for improvement in the management of corrective actions. A recent DOE-WTP assessment also
identified this need, and corrective actions were being formulated at the time of this HSS review,

In September 2010, the FPD sent EM-1 a report setting forth the FPD’s “initial assessment and
recommendations to ensure project success.” The recommendations are targeted to a transition from
design/construction to commissioning and hot operations. The report presented a number of
recommendations, including the concept of a “One System” model for the goal of combined WTP and
Tank Operations integration. The report stated that accomplishing the project objective required
strategies in three areas: management/organizational, contract, and technical. In response to the One
System concept articulated in the FPD’s September report, along with subsequent amplification, the FPD
directed the ORP contractors to prepare a strategic document to guide implementation of the One System.
In October 2011, BNI and WRPS delivered a collaborative proposal for “Integration of Operability,
Commissioning, and Operations to Support the 2020 Vision One System for WTP Project Transition to
Operations.”

Notwithstanding the evidence of progress, some aspects of Federal leadership have not promoted an
effective safety culture within ORP and BNI. At the time of this HSS review, management expectations
regarding safety culture had not been formally communicated to the Federal staff through a policy
statement or programmatic requirements, safety culture training had not been provided to the staff, and no
program had been established to periodically monitor safety culture and provide feedback to management.
BNTI has taken a number of actions to strengthen its safety culture, but most of these actions appear to
have been prompted by Defense Nuclear Facilities Safety Board (DNFSB) comments and HSS reviews
and enforcement actions, rather than by proactive efforts by ORP or DOE-WTP. There is little evidence
that ORP has directed, tracked, or validated these actions,
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Senior managers consistently said that safety was their overriding priority and that they had taken steps to
convey this message to their staffs, They require that each ORP meeting begins with a safety message,
and they emphasize the importance of safety during ali-hands meetings. The WTP FPD issued
medallions to his managers with inscriptions emphasizing the importance of safety. Nonetheless, some
middle managers and staff members said that senior management placed a higher priority on cost and
schedule than on safety, and some management actions have contributed to this view.

Certain management actions and communication weaknesses also indicate the priority of schedule and
cost or raise questions about management priorities among the staff members. For example:

o The basis for a decision approving the welding of heads on certain vessels was not effectively
communicated to Federal or BNI staffs, causing some staff members to conclude that project
management had compromised safety in order to meet cost and schedule objectives. The decision to
weld the heads had been opposed by a DPO, a union grievance, and a stop-work order. Many Federal
and contractor staff members were aware of the issue. DOE-WTP management indicated that they
approved the welding based on their assessment that the associated risks were to cost and schedule
and that the welding would not adversely impact safety, but the basis for this decision was not
effectively communicated to the many staff members who were aware of the issue.

e When WED engineers learned that WRPS planned to use a garnet abrasive to cut a hole in the top of
a waste tank, they expressed concern about the effect that the garnet might have on components in the
WTP. ORP management told the engineers that the effect had been evaluated and there was no cause
for concern. The engineers asked for a copy of the evaluation report but were told that the evaluation
was not formal and there was no report. When ORP allowed the use of garnet, the engineers
perceived that management had given schedule a higher priority than safety.

* The fee incentives provided to BNI by DOE are significantly greater for meeting cost and schedule
expectations than for safety and quality. This topic is discussed in more detail under Accountability,
below.

Accountability

The Independent Oversight team reviewed administration of the award fee process and performance
awards to determine how incentives are managed.

Award Fee. DOE-WTP grants award fee to BNI semiannually as an incentive for project management
and for cost management. The amount of fee available semiannually for project management is about
$2M, and the amount available for cost management is about $4.1M. The amount actually awarded is
based on the level of BNI’s performance over the six-month period, as determined by assessments
conducted by DOE-WTP. A portion of the project management fee is related to worker safety and to
performance related to nuclear safety, such as the quality of engineering, procurement, and construction.
Over the ten-year period of the contract, about $40M award fee will be available for project management
performance and about $82M for cost management. BNI is also entitled to collect milestone fees
whenever milestones are completed to the satisfaction of DOE-WTP, regardless of the completion date.
The fee is paid in full when the milestone is met; there is no contract provision for partial payment. Over
the ten-year period of the contract, about $312M will be available for completing milestones. Significant
additional fee will be available at the end of the project for completing construction and testing of
facilities on schedule. In total, the fee available for safety performance over the ten-year period will be
less than $40M, and the amount available for cost management, milestone completion, and completing
the project on schedule will be well over $394M.
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To assess the extent to which BNI has been held accountable for the quality of its design engineering
products, the Independent Oversight team reviewed the award fee that has been withheld in the project
management subcategory of engineering technical performance for the five most recent six-month rating
periods. The award fee available for engineering performance was about $400K for each of these five
periods, and the percentage of this fee awarded, from the earliest to the most recent period, was 60, 60,
49, 55, and 35. The declining trend in the percentage of fee awarded is consistent with the increasing
number of deficiencies identified in BNI engineering design products, and the amounts awarded indicate
that ORP has held BNI accountable for their performance in this area. However, as previously discussed,
the amount of award fee available in this area may not provide sufficient incentive to produce the desired
level of quality.

Performance Awards to Federal Employees. The ORP recognition and awards program is
administered by RL. While the program does not specifically address attributes related to nuclear safety
performance or safety culture, it provides guidance to recognize employees for safety as a value. The
program is ‘active, as evidenced by the 29 cash awards issued during FY 2011. Several awards were
related to nuclear safety performance, including an award for evaluations reflecting the high value placed
on nuclear and process safety for structural engineering and seismic equipment qualification reviews, and
an award for effective implementation of mechanical equipment codes and standards. Also, a cash award
for technical leadership and focus on technical issues was given to the individual who filed a DPO earlier
this year. Award resources are limited by budget constraints, and some safety awards have been
discontinued (gift cards and quarterly Safety Awareness Week). There does not appear to be a process
that allows ORP line managers to participate in prioritizing award resources to reinforce desired
behaviors.

B.2.2 Actions Taken in Response to Previous Recommendations and Commitments

The Independent Oversight team reviewed actions taken in response to the recommendation from the
2010 HSS review. In addition, the Independent Oversight reviewed the status of commitments made by
the Secretary in his letters to the DNFSB in accepting DNFSB Recommendation 2011-1.

HSS 2010 Safety Culture Review

In its 2010 safety culture review report, HSS recommended that ORP “institutionalize the processes and
formally define the roles and responsibilities and clarify interfaces between the WTP Federal organization
and the other ORP organizations.” Since that time, ORP has taken steps to better define roles and
responsibilities and to strengthen interfaces between DOE-WTP and the rest of the ORP staff. The steps
taken are detailed in the following paragraphs.

New positions have been established in DOE-WTP to facilitate liaison with ORP support organizations,
including an ESH and Nuclear Safety Manager, a Technical Operations Program Manager, and a Project
Oversight and Quality position. The ESH and Nuclear Safety Manager serves as the DOE-WTP principal
point of contact for matters involving nuclear safety and ESH and interfaces with ORP ESH and nuclear
safety organizations. Similarly, the Technical Operations Program Manager serves as the DOE-WTP
point of contact and interfaces with ORP organizations in a number of technical areas, including
configuration management, waste management, systems engineering, and environmental permitting. The
incumbent in the Project Oversight and Quality position serves as the DOE-WTP interface with the ORP
QA organization and the ORP Verification and Confirmation Division.

Most ORP staff members who were interviewed by the Independent Oversight team said that
communications between the DOE-WTP organization and supporting ORP organizations had improved
but were not yet fully effective. ORP managers said that the new liaison positions have been helpful in
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facilitating communications between these organizations, but a few ORP staff members commented that
they had never met the DOE-WTP liaison individual assigned to their organization and that they had not
noticed improvement in communication. Some interviewees commented that an attitude of “us versus
them” existed between WTP project and support organizations and that these organizations were not yet
working together effectively as a team.

DOE-WTP and ORP maintain an annual integrated assessment schedule pursuant to ESQ-OA-IP-01,
Integrated Assessment Process, and the resuits of completed assessments and surveillances are reviewed
at Quarterly Assessment Program Review meetings chaired by DOE-WTP. These meetings serve to
inform Federal Project Managers of assessment results and to provide an opportunity for division
directors to adjust future assessment plans based on these results.

Additional steps are planned for integration of WTP and Tank Farm activities. Plans include the merger
of BNI and WRPS into a single organizational structure to support the future waste feed delivery and
treatment. After cold commissioning and verification of operational readiness of WTP facilities, the
DOE-WTP project will be closed out and ORP will administer integrated Tank Farm and WTI
radioactive operations.

A proposed revision to the WTP PEP has been prepared and was submitted to Headquarters for approval
in July 2011, The revised PEP describes roles and responsibilities for the current DOE-WTP and ORP
support organizations. In the revised PEP, both the WTP FPD and the ORP Manager report to EM-1.
The proposed plan specifies a direct line of communication from the FPD to the Deputy Secretary and
assigns a support role to the staff of the ORP Site Manager. Some of the proposed changes to the PEP are
being implemented even though they have not yet been approved. The FPD and ORP Manager are
managing as if DOE-WTP and the rest of ORP are separate organizations. The ORP Manager
understands that WTP project activities are directed by the FPD, and in practice, the WTP FPD reports
directly to Headquarters as stated in the draft PEP.

The ORP Safety Management Functions, Responsibilities and Authorities (FRA) document was revised
in September 2011 to include functions, responsibilities, and authorities for the line management of ORP,
including DOE-WTP. The FRA lists required functions, the DOE directives or regulatory requirements
applicable to each function, and the organization responsibie for implementing each function. The FRA
does not fully comply with DOE Order 450.2, Integrated Safety Management, in that it does not describe
the organization and management structure as required by Section 4.g (1); does not consistently identify
who within the organization has responsibility to perform the functions as required by Section 4.g (4); and
does not specify the authorities delegated to responsible organizational elements as required by Section
4.g (4). For example, the FRA identifies the ORP Nuclear Safety Division (NSD) as the position
responsible for safety and hazards analyses, but does not specify whether NSD has the authority to
approve or disapprove DSAs. Formal agreements, such as memoranda of understanding or interface
agreements, have not been established to clarify shared responsibilities.

While the above steps were partially responsive to HSS recommendations, continued management
attention is needed to better define roles and responsibilities, improve communications, and approve the
PEP.

June 30, 2011, Commitments to DNFSB

In a letter to the DNFSB dated June 30, 2011, the Secretary acknowledged the need to continue
improving nuclear safety at WTP and committed to several specific actions to address the Board’s
recommendation to strengthen safety culture. The Independent Oversight team reviewed the status of the

following commitments from that letter:
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Commitment: DOE accepts the Board’s recommendation to assert Federal control to direct, track,
and validate corrective actions to strengthen the safety culture at WTP.

Status: BNI has taken a number of actions to strengthen its safety culture, and DOE-WTP
management has maintained an awareness of these actions. However, there is no clear evidence that
DOE-WTP, as the site-level Federal organization with line management responsibility for WTP, or
DOE Headquarters line management has asserted control to direct, track, or validate these actions.

Commitment: DOE and BNI have been engaged in a variety of initiatives to strengthen nuclear
safety culture at WTP, including more clearly delineating Federal roles and responsibilities in the PEP
and conducting employee forums to ensure that these roles and responsibilities are clearly understood.

Status: ORP has initiated steps to strengthen the safety culture within the Federal staff. Steps include
better defining ORP roles and responsibilities in the WTP PEP and FRA, establishing new positions
to strengthen interfaces between DOE-WTP and ORP support organizations, and establishing
integrated project teams to better integrate ORP support activities with DOE-WTP project needs.
Continued management attention is needed to better define roles and responsibilities and strengthen
interfaces. Arrangements are being made to train the Federal staff on maintaining a SCWE, and a
“Federal Employee View Point Survey” is being planned to assess the safety culture of both RL and
ORP Federal employees. BNI has also taken several steps to strengthen the safety culture of its staff.
Both DOE and BNI have conducted employee forums to convey safety expectations. Other steps
taken by BNI include establishing a nuclear safety policy and Nuclear Safety and Quality Culture
program, performing a gap analysis, chartering an independent assessment of BNI safety culture, and
providing safety culture training to managers and supervisors.

Commitment: The Secretary and Deputy Secretary personally ensure that corrective actions to
strengthen safety cuiture are tracked and validated.

Status: The Deputy Secretary visited the WTP construction site and met with the workforce there to
emphasize his expectation that safety be maintained as an overriding priority in the design and
construction of the facility. However, as discussed above, HSS was provided no evidence of Federal
actions to track or validate corrective actions taken to strengthen safety culture at the site level,
limiting the ability of the Headquarters Office of Environmental Management (EM) or senior DOE
management to ensure corrective action tracking and validation. Thus, it appears that DOE has not
been fully effective in ensuring that corrective actions to strengthen safety culture are tracked and
validated.

Commitment: DOE and BNI are arranging SCWE training for managers and supervisors with a firm
that conducts SCWE training for the Institute of Nuclear Power Operations.

Status: BNI had completed this training and ORP was in the process of making arrangements for
similar training at the time of the HSS review in November 2011.

Commitment: Within EM Headquarters, we have established ombudsmen to act as advocates for
employees and their concerns.

Status: EM Headquarters completed this action and has appropriately publicized this initiative.
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» Commitment: Both EM Headquarters and field sites will assess nuclear safety culture and the
implementation of SCWE in their annual integrated safety management system (ISMS) declarations.

Status: A letter from the EM Principal Deputy Assistant Secretary for Environmental Management,
dated July 28, 2011, directed the ORP and other EM site managers to include assessments of nuclear
safety as part of their Annual ISMS and QA Effectiveness Review Declarations, which are due by
December 31, 2011. Criterion 4 of this letter requires that all aspects of nuclear safety culture be
evaluated using the structure of the Energy Facility Contractors Group/DOE ISMS safety culture
focus areas and attributes. At the time of the HSS safety culture review, ORP was making
arrangements for a contractor to perform a safety culture survey and was developing a 2011 ISMS
declaration. The 2011 declaration is expected to include an assessment of nuclear safety culture but
will not include the results of the planned survey because the survey will not be conducted until early
2012.

e Commitment: Each office (EM Office of Safety and Security Programs, HSS, and the Under
Secretary of Energy’s Chief of Nuclear Safety) now offers employees access to both a hotline number
and a general e-mail inbox.

Status: The referenced offices have established hotline telephone numbers and e-mail addresses
consistent with statements to the DNFSB. The Independent Oversight team verified that the
advertised telephone numbers were operable. Separate e-mail inboxes have been established and are
listed on the EM website. The Independent Oversight team also verified that a local hotline
maintained by RL was in service during and after normal business hours.

+ Commitment: DOE and BNI have been engaged in a variety of initiatives to strengthen the nuclear
safety culture at WTP for over a year., Steps that have already occurred include completing a revision
of the WTP PEP, currently under review, to more clearly delineate Federal roles and organizational
responsibilities at WTP and ORP, and conducting a number of employee forums to ensure that
employees clearly understand the changes in those roles and responsibilities.

Status: The revised PEP is still under review. The Deputy Secretary and senior BNI and Federal
managers at the Hanford Site have conducted forums with the WTP workforce.

In summary, six of the above eight commitments have been met or are on track; two are not. BNI has met
each of its commitments, and DOE has met, or has plans to meet, each of its commitments except for the
two involving directing, tracking, and validating BNI actions to strengthen safety culture.

B.3 Conclusions

ORP and DOE-WTP have made progress in establishing an effective WTP project organization since the
2010 HSS safety culture review. However, additional Federal leadership and actions are needed to
strengthen the safety culture within ORP and BNI, including formalizing the roles and responsibilities
used by Federal employees, ensuring that management actions and communications demonstrate the
stated priority of safety, and ensuring that factors that could deter Federal staff from raising safety issues
are addressed.
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Appendix C
Bechtel National, Incorporated Management of Safety Concerns

C.1 Introduction

The Office of Enforcement and Oversight (Independent Oversight), within the Office of Health, Safety
and Security (HSS), conducted an independent progress assessment at the U.S. Department of Energy
(DOE) Waste Treatment and Immobilization Plant (WTP) to evaluate two major areas with respect to
Bechtel National, Incorporated’s (BNI’s) management of safety concerns: processes for managing safety
issues and concerns, and corrective actions for issues identified during the 2010 HSS review.

Independent Oversight interviewed BNI personnel and reviewed various program documents and
procedures. Independent Oversight also selectively examined the products of issues management
processes, such as corrective action reports, engineering technical issue forms and cut sheets, employee
concern packages, and differing professional opinions (DPOs).

C.2 Results
C.2.1 BNI Management of Safety Issues and Concerns

Establishing and implementing effective programs for reporting and resolving safety problems is essential
to a safety conscious work environment (SCWE). The Independent Oversight team evaluated the primary
programs used at the WTP to document, evaluate, and resolve safety and quality issues, including
processes and implementation, for adequacy and effectiveness. Programs evaluated included corrective
action management, engineering technical issues management, the BNI employee concerns program
(ECP), and the DPO program.

Corrective Action Management

The WTP issues management processes, when implemented properly, can be effective toois for
identifying and resolving safety and quality issues. The WTP formal corrective action management
system, as described in the project quality assurance (QA) manual and the contractor assurance system
description, is required to be used to manage adverse conditions, as well as other unwanted or unplanned
issues and recommendations and suggestions for improvement. The corrective action management
system uses the Project Issue Evaluation Report (PIER) form to document issues and initiate the process
for evaluating, correcting, documenting, and verifying the resolution of the issues. The PIER process
provides the primary WTP mechanism for workers to report issues or provide feedback and/or
recommendations. The process is appropriately designed such that the worker only has to describe the
issue, without having to establish significance or identify the appropriate communication or resolution
process. PIERs can be written anonymously, or workers (issue initiators) can request confidentiality,
resulting in restricted distribution of initiator information. A strength of this process is the use of PIERs
to formally document, disposition, and track resolution of opportunities for improvement in addition to
violations. In addition to PIERs, hardware and construction installation problems are reported and
resolved using Nonconformance Reports (NCRs) and Construction Deficiency Reports (CDRs).

PIERs are managed through a graded process based on the significance of the issue. Four significance
categories are assigned, ranging from high significance (Level A), to analysis and action required (Level
B), to “broke/fix” (Level C), to recommendations and opportunities for improvement (Level D). Level A
PIERs require a formal root cause analysis, a formal extent-of-condition review, remedial and preventive
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actions (recurrence controls), and an effectiveness review of actions taken. Level B PIERs require an
apparent cause analysis, remedial and preventive actions, and an extent-of-condition review. Level C
PIERs require only remedial actions and assignment of a cause code for trending purposes. Level D
PIERSs require none of the above listed actions and can be closed by the responsible manager if no actions
are deemed necessary or by an assigned responsible employee when defined actions are completed. A
PIER Review Committee (PRC), consisting primarily of managers from various project organizations and
chaired by the site Corrective Action Manager, meets several times a week to screen ail new PIERs for
initial significance categorization, assignment of a responsible organization/manager, and review of
Action Tracking System (ATS, a commitment tracking system) entries to ensure that no adverse
conditions are documented as ATS items rather than PIERs. PIER significance levels can be (and
frequently are) revised by the assigned responsible managers based on subsequent investigation results or
other factors.

The Independent Oversight team observed several PRC meetings and, with some exceptions, agreed with
the significance level designations. In some instances, the committee assigned significance levels that
appeared to be non-conservative given the extent or substance of the issues. For example, numerous
examples of construction site deficiencies in industrial safety functional areas (e.g., confined spaces,
compressed gas cylinders, fall protection, cranes and lifting operations) identified in a July 2011 Bechtel
Corporate assessment report were all bundled on PIERs by functional area and categorized as Level C,
obviating the need for an extent-of-condition review, causal analysis, and recurrence controls even though
preventive actions were appropriate and in some cases specified as actions on these PIERs. Thus, these
PIERs should have been categorized as Level B, as defined in the corrective action management
procedure. In addition, bundling of multiple similar examples of deficiencies, without classifying the
issue at a significance level high enough to initiate further analysis as to extent and cause, also adversely
impacts the effectiveness of trend analysis. (Trend analysis of deficiencies is discussed in more detail
below.)

Several other panels provide oversight and evaluation of PIER management. The Performance
Improvement Review Board (PIRB) is a chartered panel that is designed to provide senior management
oversight of the WTP corrective action program through review and concurrence with root cause
analyses, monitoring of response to and management of Level A PIERs, evaluation of corrective action
effectiveness for Level A and B PIERs, review of root and apparent cause analyses and extent-of-
condition determinations for selected PIERs, and review of quarterly project trends, It also serves as a
forum for resolving organizational conflicts and resource constraints. The PIRB is sponsored by the
Project Director, chaired by the Project Manager, facilitated by the site Corrective Action Manager, and
populated by senior managers (12 designated positions). Board activities and decisions are documented
in meeting minutes.

The Independent Oversight team observed a PIRB meeting and reviewed minutes from previous board
meetings. Managers were engaged and knowledgeable of the issues, asked appropriate questions about
aspects of the issue being addressed, and made appropriate decisions to ensure a rigorous evaluation and
resolution of significant nuclear safety, quality, and technical issues. In PIRB meetings observed by the
Independent Oversight team, the status of PIERs and causal analyses was covered in the handout and
agenda, but there was little or no discussion or communication of expectations for accountability to
responsible organizations with overdue or significantly overdue actions.

The Engineering organization has long used a dedicated panel of subject matter specialists, called the
Corrective Action Review Board, that is effective in screening and oversight of Engineering PIERs. This
panel reviews the adequacy of Level A, B, and C PIERs generated by engineering personnel and
associated analyses and actions plans and provides feedback to responsible employees and managers.
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WTP’s formal trend analysis and reporting procedure, GPP-MGT-050, specifies that the organizations
represented in a “trend working group,” composed of ten specific project organizations, will periodically
identify, collect, review, and analyze data for their organizations to identify trends. The identified trends
are required to be reported in the PIER system and/or as a lesson learned, as appropriate, and shared with
other working group members at periodic meetings. Trending of data sources, including PIERs, NCRs,
CDRs, events, and other organization-specific data, is performed by a number of organizations as
required. Trend PIERs are being written, and the trend working group has met eight times in calendar
year 2011, ’

Many PIERs are written at WTP, providing for formal documentation, review, and resolution of issues.
Approximately 100 PIERs were written per month in the past year. These consisted of three categorized
as Level A, 67 at Level B, 560 at Level C and 632 at Level D.

The Independent Oversight team reviewed the WTP institutional issues management procedures and
many PIERs and associated documents, including apparent and root cause analyses, effectiveness
reviews, and trend reports. The basic processes for managing issues at the WTP are sound and generally
user-friendly. Many issues are being identified and appropriately resolved.

However, inadequate implementation of the requirements of these processes can damage the nuclear
safety culture at WTP because issues are often not managed effectively to resolution. In some cases,
safety and quality issues at the WTP are not documented in the PIER system, are impropetly categorized
for significance, are inadequately analyzed for causes, or are not resolved with effective corrective and
preventive actions. Examples of such implementation deficiencies and weaknesses include the following
(see Finding #1 in Section C.4):

s In a number of cases identified by the Independent Oversight team, BNI did not document and
manage the resolution of safety and quality issues using the PIER process in accordance with its
corrective action procedure, contractor assurance system, and integrated safety management system
descriptions. For example, 24 observations/opportunities for improvement identified in a June 2011
management self-assessment of the low activity waste preliminary documented safety analysis
(PDSA) were not documented as PIERs. A Quality and Performance Assurance (Q&PA) staff review
of the adequacy of a construction injury event root cause analysis concluded that the cause analysis
was inadequate, and that the performance deficiency was not documented as a PIER and no
cotrective/preventive action was taken. In March 2011, Engineering Assurance conducted an
assessment of the accuracy of PIER significance categorizations, concluding that 30 of 100 PIERS
had not been conservatively categorized as defined in the WTP corrective action procedure.
Although actions were taken informally to address this issue within engineering, this performance
deficiency was not documented on a PIER and thus did not contribute to any trending data set. In
addition, BNI did not use the PIER process (or address in any other formal corrective action method)
for the three recommendations from the third-party safety culture assessment conducted by Pillsbury
(a law firm that provides services to BNI), which was completed in November 2010. Although many
of the issues identified in the Pillsbury report were similar to those documented in the 2010 HSS
report and the corrective actions of the PIER written to address the 2010 HSS recommendations, the
WTP process requires documentation and referral to other closure documents if an evaluation
identifies that the issues are the same. Further, as discussed below in the section on the BNI DPO
program, resolutions to deficiencies identified in case DPO-MGT-11-0002 were corrective/preventive
actions, but were documented in the ATS rather than on a PIER.

¢ The Independent Oversight team identified examples where recent issue descriptions, titles, and
action statements for PIERs were insufficiently detailed or inappropriately documented. For
example, PIER MGT-11-0914-C, addressing issues from a management review of material handling
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events and construction work practices, documented three separate “issues” into one PIER,
precluding effective trend analysis. Further, the PIER “Issue Description™ field was completed with
the basis/purpose of the management review without describing the issue(s). In addition, the action
statements were to “address” the issue identified in the management review report, rather than
identifying specific actions to be taken to resolve the issue. Further, although the actions were
described as “Corrective (Prevent/Preclude Recurrence),” which defines the required actions for
Level B but not Level C PIERs, no cause determination was documented to support identification of
recurrence controls as expected for a Level B PIER. In addition, PIER MGT-11-0897-D, addressing
ten additional issues from the same management review, binned multiple different issues into one
PIER, precluding effective trending. This PIER also included three issues from a Bechtel Corporate
assessment. In this case too, the action descriptions simply stated the issues rather than identifying
specific actions to conduct a review of the issue and determine the steps for resolution. As another
example, PIERs MGT-11-0117-B and MGT-11-0371-B reflect numerous weaknesses in the specified
remedial and corrective/preventive actions, Examples include: actions to “enhance” testing were not
specific; the action taken for assessing a procedure was simply a procedure revision, with no
explanation of what was changed; actions 7 and 8 specify the same action, but different actions were
taken; and an action for sharing a lesson learned at a safety meeting was closed without any indication
that this action was taken or that a lesson learned was drafted. Descriptions of required actions and of
actions taken for a Level B PIER should provide sufficient specificity to ensure alignment of expected
and completed actions. Additional examples of recently issued PIERs that were improperly
categorized are provided below in the section on the BNI ECP.

In many cases, BNI has not properly categorized issues for significance in accordance with corrective
action procedure definitions. Initial significance categorizations are assigned by the PRC, but the
procedure allows the assigned responsible managers to change the assigned significance level, an
action that happens for approximately 10 percent of PIERs. A project-wide database search by
Independent Oversight indicated that in the past 21 months, line management had downgraded the
significance categories of more than twice as many PIERS as they upgraded. As discussed
previously, Engineering recently identified that a significant percentage of their issued PIERs had not
been accurately categorized. Six QA/quality control surveillance reports issued since March 2008
(conducted as a result of a recommendation from a 2008 Environmental Management audit) reviewed
the significance level categorizations of a random sample of approximately 10 percent of issued
PIERs. These reports indicate that over 15 percent of the PIERs that were evaluated by QA would
have been categorized differently by the assessor, and approximately 85 percent of those were
categorized by the PRC or line management at a lower level than the assessor would have assigned.
However, all of these surveillances, as well as a summary surveillance on this topic issued in
February 2011, categorized the results as “satisfactory.” No criteria or justifications/bases for
accepting that level of discrepancy were provided in the surveillances. In another examplte, MGT-11-
0166, resulting from the Nuclear Safety and Quality Culture (NSQC) gap assessment conducted in
part in response to the 2010 HSS safety culture review, identified that recommendations from two
common-cause analyses of the construction work control process in 2009 and 2010 had not been
documented as PIERs; the failure to document these recommendations on a PIER was categorized as
a Level D PIER. However, this failure to document would be a violation of issues management
procedure requirements and thus should have been categorized as a Level C or B PIER. Although
some revisions of assigned significance levels are appropriate and reflect proper characterization and
support the necessary level of rigor applied to issue management, the number of changes occurring at
WTP and the disconnect between significance levels and the substance of issues and the level of
response (e.g., recurrence controls for Level C and D PIERs) indicates weaknesses in process or
implementation. Frequent changes or improper assignment of significance levels represents a
vulnerability to the effectiveness of WTP corrective action management process.
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As detailed in Section C.2.2 below, BNI identified and implemented many corrective actions to
address the recommendations provided by HSS in the 2010 report of the review of safety culture at
WTP. However, all of the problems related to the WTP nuclear safety culture identified by HSS in
2010 and by BNI’s NSQC gap assessment in 2011 were categorized as Level D PIERs (opportunities
for improvement), rather than as Level B or even Level C issues. Although these recommendations
were not explicitly linked to a regulatory or DOE requirement, the issues clearly reflected a need for
management attention and action, including developing an understanding of the cause and extent of
programmatic shortcomings and identifying corrective and preventive actions. These needs are
specific elements in the definition of a Level B PIER in procedure GPP-MGT-043. In addition,
consideration of the DNFSB concerns, the results of the self-initiated August safety culture survey,
and the NSQC gap assessment, along with the culture issues identified in the Independent Oversight
report collectively, should have resulted in BNI management assigning higher significance levels,
thereby ensuring more extensive analysis and attention to these recommendations.

Many Level C PIERs and some Level D PIERSs reviewed by the Independent Oversight team included
corrective or preventive actions, indicating that some evaluators recognized that in many of these
cases, recurrence controls were needed. GPP-MGT-043, defines PIERs that require corrective actions
(i.e., recurrence controls) as Level B,

In some cases identified by the Independent Oversight team, PIERs were not properly dispositioned.
For example, PIER MGT-11-0166-D, described above, was closed improperly with the statement that
the causal analysis guide for these analyses did not specify that PIERs needed to be written. That
statement was incorrect, Additional examples of inappropriate PIER dispositions are provided in the
following sections on the DPO program and the resolution of recommendations from the 2010 HSS
safety culture review.

The Independent Oversight team identified deficiencies in the timeliness and comprehensiveness of
apparent and root cause determinations. Relatively few formal cause analyses are performed at the
WTP. Of the approximately eight root cause analyses in progress and completed between July 2010
and October 2011, five took more than 80 days to complete, one took approximately 7 months, and
one was open for over a year. In addition, several apparent cause analyses reviewed by the
Independent Oversight team were not sufficiently rigorous to address important aspects of the
deficiency and drive recurrence controls. For example, the apparent cause analysis for PIER MGT-
11-0117-B did not adequately describe/justify the bases for the selected cause codes and human
performance error precursors, resulting in blaming the workers rather than focusing on latent
organizational weaknesses. Further, recommended actions in the analysis and actions specified in the
PIER were not sufficiently specific. The “why staircase™ analysis in root cause anatysis RCA-CON-
11-003 (PIER MGT-11-0371-B) contained conflicting statements (i.e., the process is complex, and no
formal process is in place), and also failed to identify the reasons for a lack of a process in the field
and an inadequate procedure. In addition, as noted above, in March 2011 BNI's Q&PA staff
identified an inadequate root cause analysis of an injury event.

One example demonstrates the negative effect of improper management of causal analysis on the
project’s safety culture. WTP staff, management, and senior managers were unable to effectively
execute a timely root cause analysis for a Level A PIER issued in October 2010 related to nuclear
safety analysis, Differing beliefs in Environmental and Nuclear Safety (E&NS) and Engineering
concerning the applicability of DOE STD 3009-94 to current WTP safety analysis and design,
different management styles, and various other factors contributed to conflicts and the inability of the
“independent” multi-organization causal analysis team to produce a report agreeable to the E&NS
manager, who was the owner of the issue. Senior management was made aware of the difficulties in
completing the causal analysis and resolving this PIER no later than July 2011, but management was
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not effective in resolving the issues and the root cause analysis was never finalized. The final
resolution of this PIER was driven by formal DOE requests and BNI’s provision of a formal licensing
strategy that addresses the applicability of STD 3009-94. The PIER was downgraded in November
2011 to Level B, and an apparent cause analysis was performed and corrective actions identified.
Interviews with BNI staff revealed that this extended, contentious, and poorly managed causal
analysis activity resulted in strong negative feelings among and between Engineering, E&NS, and
Q&PA personnel. As described in more detail in the primary volume of this report (Section 5), this
issue is a significant contributor to the current nuclear safety culture problems at the WTP. Although
this issue was discussed in a November 2011 PIRB meeting, where it was suggested that a iesson
learned might be appropriate, no definite actions or responsibilities were identified. A rigorous root
cause analysis is warranted to identify and establish recurrence control actions that will address the
fundamental problems contributing to this PIER and the substantial difficulties and delays in
completing the causal analysis and resolving this issue.

Additional problems with PIER resolution and closure were identified. In evaluating the results from
the NSQC survey part of the gap assessment, the NSQC staff identified specific organizational
"pockets™ of chilled environment/cuiture problems, also noted more generally by HSS, prior Pillsbury
survey results, and Defense Nuclear Facilities Safety Board (DNFSB) reviews. However, the NSQC
staff chose not to address the pockets specifically. BNI’s approach has been to address the culture
issues from a global standpoint through policies, procedures, guides, training and communication to
everyone on the project. In the absence of actions targeted at the specific organizations or positions
that these reviews have indicated are most affected by safety culture weaknesses, systemic solutions
do not appear to have been fully effective, based on the analysis of interviews conducted by the
Independent Oversight team during this assessment. Also, PIER MGT-0166-D, discussed above, was
closed improperly based on an erroneous statement that the causal analysis guide did not specify that
PIERs needed to be written,

There are a number of weaknesses in WTP trend analyses and in the reporting procedure, and the
procedure is not consistently implemented by all organizations as required. The procedure requires
trending to be performed by specified individual organizations for their own processes and activities,
but it does not require any collective trend analysis at the institutional level to identify cross-cutting
issues that need project-level management attention. As discussed in Section C.2.2., PIER MGT-10-
1200C identified issues with the lack of institutional level trend analysis. Actions due to be
completed in early 2012 should address that process weakness. Although the procedure includes
“reporting” in its title, the only reporting it addresses is writing PIERs for negative trends, and it does
not address any expectations for reporting periodicity, reporting of data analysis to management for
information and action, or wider distribution (e.g., senior management or the process lead and owner
in Q&PA). Although there are some examples of trend charts and some limited general guidance on
data sources and methods for identifying trends, there is no expectation that organizations develop
internal procedures defining their internal processes and requirements for trend analysis. Some
designated organizations have not established any internal procedures for trending, some do not issue
any trend reports, and others only issue trend information if a negative trend is identified. A review
of several organizations’ trend documents identified charts that set out some periodic data, but little or
no analysis of the implications of the data or actions needed or taken. Some reports lack cover sheets
or other identification of the preparer, issue date, and management approval. Several organizations
no longer exist in the form or with the title cited in the procedure, and additional organizations that
attend the working group meetings are not mentioned in the procedure. Contrary to the procedure,
several organizations have attended working group meetings only sporadically. In addition, several
meetings had only two or three attendees, plus the Q&PA working group program lead; the procedure
does not specify quorum requirements,
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* In many cases, the “planned action completion dates” are far into the future, with no apparent
rationale for the time frames. In addition to the potential for delays in needed actions, the long
completion dates may resuit from a desire to reduce the chance of overdue actions/closure or needed
extensions (and the consequences, which are viewed as negative).

The BNI Q&PA organization is aware of weaknesses in project corrective action management processes
and has been working on various improvement actions. A WTP Corrective Action Program Improvement
Implementation Plan was issued in August 2008 and has been updated five times since, most recently in
October 2010. Each revision of this plan describes the beginning state, current state, and desired end state
of the corrective action program and each of its various elements, along with improvement actions taken,
or to be taken, by the Q&PA organization. While the actions already taken have resulted in process
improvements, they have not been fully successful in preventing the performance deficiencies described
above. In addition, at the direction of site management, in September 2011 WTP’s “six sigma” group
completed a formal process improvement project (PIP) with the stated objective of reducing the cycle
times for processing PIERs. The study also identified a number of areas for improvement and resulted in
a recommended action plan. A PIER users group was chartered and performed a focused review of the
PIP report and the PIER process in general. In November 2011, the users group issued a report
identifying 23 different project business processes or systems that were considered to be part of a WTP
issues management system. The report also identified six recommendations to achieve a more effective
issues management process. Although the report identified process improvements and additional
resources for improving implementation, its conclusions strongly emphasized that process changes will
have little effect on project personnel’s negative perceptions of individual PIER management or the PIER
process unless management devotes serious attention to addressing employee and management behaviors
and cultural beliefs. Recommended actions included consistent demonstration and communication of
management commitment to effective and compliant corrective action management, effective
management communication of expectations for corrective action management to employees, use of
organizational subject matter specialists, and improvements in the PIER tool and online help module.
The group recommended redefining the corrective action system to include the 23 systems in use and
ensuring that all processes are modified to demonstrate a fully integrated approach to managing issues.
The recommendations are appropriate and have the potential to strengthen project issues management,
especially with regard to the need to modify behaviors and cultural weaknesses. However, the users
group charter did not include process implementation and their recommendations do not specifically
address the implementation deficiencies described above. Targeted management evaluation and attention
are needed.

Engineering Technical Issues Management

The Independent Oversight team reviewed the Engineering Technical Issues Identification Management
Guide that was revised in March 2011 to better describe the purpose and details of the identification,
characterization, and management of technical issues. The revised Guide was significantly enhanced by
clarifying its applicability to only those engineering technical issues whose resolution requires WTP
management attention and may require DOE involvement; clarifying the distinction between technical
issues and issues that should be resolved at the discipline level in the normal course of design
development, design review, and design coordination; introducing the technical issue grouping terms
Management Watch List and Cut Sheet (which were previously not defined); adding detail for binning
technical issues as Management Watch List Items, Technical Issue Evaluation Forms (TIEFs), or Cut
Sheets by increasing level of significance; clarifying the expectation that lower-significance technical
issues should be monitored at the discipline level; assigning responsibility to supervisors for feedback to
the identifiers of issues; and encouraging the engineering staff to identify and report technical issues and
concerns to their supervisors, The revised Guide does not recommend or prohibit identifying technical
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issues in PIERs, but does indicate that the Guide process should not be used in place of formal change
control processes, PIERs, or ATS.

An HSS review of BNI Engineering activities in 2008 identified a concern that the WTP design did not
provide adequate mitigation for potential volcanic eruption ash fali from the nearby Cascade Mountain
Range. As follow-up to this concern and evaluation of the effectiveness of the Guide process, the
Independent Oversight team reviewed documentation associated with the closure status of TIEF 2009-
0004, “WTP Ash Fall Control Strategy Finalization and Design Implementation” and Cut Sheet
“Technical Issue 2009-0004: Ashfall Control Strategy.” The 2009 TIEF defined the path forward as:
“Review volcanic ash fall control strategies and implementation into design. Perform analyses and
evaluations to confirm feasibility of control strategies. Update the PDSA, and flow down requirements
into applicable design documents.” The TIEF was appropriately superseded upon establishment of a Cut
Sheet as required by the Guide. The original proposed strategy requiring replacement of approximately
7000 filters within a 24-hour period was appropriately determined not to be feasible. The revised,
optimized, and agreed strategy requires bringing the facilities to a safe configuration during a two-hour
warning period after a volcanic eruption, adding several skid-mounted filtration units (cartridge baghouse
and fan) to the design, modifying safety air conditioner condensers to be ash tolerant, stopping melter
feed, isolating the ammonia supply and the carbon beds, shutting down or minimizing flow through
selected ventilation systems, and incorporating ash dropout features. The Cut Sheet was subsequently
closed in January 2011, based on the actions completed, agreement on the control strategy, and an
assignment to E&NS to draft and receive approval of the related Authorization Basis Approval Request
(ABAR). The Guide process was followed effectively, including establishing an ATS listing requiring a
post-closure effectiveness assessment. DOE approval of the related ABAR is expected in 2012.

Consistent with the revision of the Engineering Technical Issues Identification Management Guide,
Engineering appropriately consolidated the list of technical issues identified in the 2009 and 2010 “Clean
Out the Drawers” initiative and ensured that the status of each was being tracked in an appropriate formal
or informal process. Of the 191 identified technical issues, 9 were determined to be worthy of elevated
attention and were added to one of the formal technical issue tracking processes. The remaining technical
issues were appropriately referred back to various processes to continue to be worked on or closed as
PIERs, ATS, discipline-specific punch lists, etc. By October 2011, 88 of the 191 technical issues had
been closed.

The Independent Oversight team also reviewed the October 2011 WTP Technical Issues Summary Table
for open TIEFs and Cut Sheets. The table appropriately summarizes the TIEF and Cut Sheet technical
issues, lists the BNI and Office of River Protection (ORP) Technical Leads, outlines the status of
activities required for resolution of each TIEF, and documents TIEF concurrence by the BNI Manager of
Engineering. Reviewed open Cut Sheets are consistent with those listed in the WTP Technical Issues
Summary Table, appropriately summarize the technical issues, outline the status of activities required for
resolution, highlight challenges to timely resolution, have been updated monthly, and show concurrence
by both the assigned BNI and the ORP Technical Leads. No concerns about the Technical Issue Update
process were identified. As of October 2011, 19 of 34 Management Watch List issues, 8 of 14 TIEFs,
and 36 of 44 Cut Sheet issues identified since 2008 have been closed.

BNI Employee Concerns Program

The Independent Oversight team reviewed current process documents and a sample of case files for BNI
employee concerns filed with the BNI, ORP, and DOE Richland Operations Office (RL) ECPs that were
closed after October 2010. Although there continue to be allegations of retribution for raising safety
issues and a number of issues were identified only during the exit interview process, most have been
adequately investigated and found to be unsubstantiated. However, many employee concern cases are
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closed as unsubstantiated because of insufficient evidence or failure of the concerned individual to
provide specifics or follow-up information, especially in cases of anonymous concerns or concemns from
exiting employees. In the past year, approximately 100 WTP workers have reported formal concerns to
the BNI, ORP, or RL concerns programs, including construction craft, technical, and administrative staff.
Many of the concerned individuals reported multiple concerns, all of which were investigated/resolved
individually by the concerns program staff. However, the continuing reports of formal employee concern
cases show that many WTP employees feel free to report their concerns, as well as reflecting continuing
worker perceptions of a less than adequate safety culture, including concems related to safety, quality,
and reprisal (intimidation, retaliation, and/or a hostile work environment).

Most concerns reported to the ECP suffer from a lack of tangible, corroborated, clearly defined evidence
and facts. In many instances, the cases cannot be definitively resolved because the available data consists
primarily of conflicting statements about an event or situation. Personnel can speak and act in completely
opposite ways, depending on whether there are witnesses or a documented record. “Concemed”
individuals sometimes have ulterior motives or misunderstandings, such as protecting their employment i
they suspect imminent loss of their position or deflecting negative actions for poor performance to a
charge of retribution. However, even if cases are not substantiated or actionable facts are lacking, the
very fact that an investigation is conducted and questions are asked can change behaviors and reinforce
positive cultural expectations.

The Independent Oversight team reviewed approximately 20 closed case files for concerns reported by
WTP employees to BNI (15) or to ORP or RL (5). Most investigations were generally thorough and
reflect significant effort by ECP investigators to communicate with and establish a positive working
relationship with the concerned individuals to draw out as much information as possible and communicate
investigation status. Concemn intake information, investigation actions, and details are generally well
chronicled and organized in case files. The BNI ECP has established a formal exit interview process
soliciting safety concems from departing employees that is more formal and specific than typical
concerns programs, This process has resulted in many new investigations by the ECP staff
(approximately 12 of the cases that the ECP investigated in the past year), although most are not
substantiated due to lack of actionable facts and evidence or the inability to get further details from
departed employees.

While the investigations that were conducted were generally thorough, in a number of the ECP case files
reviewed, the investigations were not sufficiently comprehensive. That is, the investigation activities for
specific elements were rigorous and well documented, but in some cases not all elements of the concern
or ancillary concerns identified during the investigation were investigated or sufficiently addressed. The
failure to address all aspects of the case or to fully address emergent issues can damage the credibility of
the program with concerned individuals, who may conclude that the ECP process is ineffective or biased.
Following are several examples:

e A recent concem reported to the BNI ECP related to apparently conflicting management
communications and actions that did not reflect a sound nuclear safety culture. A briefing where a
supervisor discussed the WTP policy that “schedule does not take precedence over quality” was
followed only hours later by a reduction in staffing for conduct of a supplier quality audit. The case
was closed based on a memorandum to the investigator from Q&PA management clarifying that the
staffing reduction was a standard management decision point (covered in the procedure) and would
not affect the scope or length of the audit. The memo also indicated that the perception of schedule
over quality “could have been damaging.” However, neither the memo nor the case file indicates that
any action was taken to communicate or clarify the situation to the concemed individuals in the
affected group.
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¢ In another BNI ECP case, peripheral safety issues were identified during an ECP investigation that
fire watches were not properly performed (the person performing the hot work acted as his/her own
fire watch) in one facility, and workers were not permitted to review work packages but were just told
by supervisors where to go and what to do. The ECP staff appropriately followed up on these issues
by notifying the superintendent of that group of the issues and requesting feedback on resolution. The
case was closed based on an e-mail from the superintendent stating that he had talked with his
foremen, heard that they were unaware of any problems, and told them he expected procedures to be
followed. These actions were insufficient to definitively establish whether the expressed concerns
were accurate or to identify the extent of condition. Independent review of the processes,
observations of performance in the field, and additional interviews with workers would have been
more appropriate actions to address these employee concerns.

e A BNI ECP case related to a June 2011 construction site event (near miss of dropped structural steel)
was generally thoroughly investigated, but several key elements identified by the investigator were
not fully evaluated and documented as resolved. Statements by the concerned individual relating to
the project’s failure to adhere to its own structural steel erection specification were not addressed.
The investigator sent an e-mail to Q&PA staff expressing his concerns about several aspects of the
root cause analysis and requesting a review of the analysis report. No reply (apparently none was
received) or final disposition of the investigator’s concerns was documented in the case file. The case
was closed as unsubstantiated.

Although the formal BNI ECP communications of resolutions to the concerned individuals are factual and
polite (e.g., expressing appreciation for reporting the concern and cooperation during the investigation),
they do not address any recourse for the concerned individual if he/she does not agree with the resolution
(e.g., appeal to DOE ECP, DPO, or DOE Inspector General). After discussion with the ECP manager, a
new template for a resolution appeals statement was developed for future correspondence/communication
about resolution with concerned employees.

Differing Professional Opinion Program

Two DPO cases have been filed since the 2010 HSS review. Both were decided in favor of the initiator,
although in one case no additional actions were needed because changes in site management’s approach
to the applicability and implementation of DOE-STD 3009-94 will address the concerns. The
investigations and case files were generally well documented and involved independent specialists who
thoroughly evaluated the facts of the competing positions and made appropriate recommendations for
resolution. A procedure, revised November 1, 2011, describes the DPO process expectations.

Although BNI has been successful in resolving these recent DPOs, Independent Oversight identified
deficiencies and weaknesses in the DPO procedure and implementation of the procedure that need to be
addressed by BNI. These problems include:

» The revised procedure deleted the previous requirements to first process the DPO as a PIER and then
continue through completion before entering the issue into the DPO process. The revised procedure
still requires the DPO coordinator to ensure that the “normal review process” (not further defined) has
been attempted, but the only criterion is that it must include a formal meeting between senior
management and differing parties. The procedure does not require any documentation/description of
this activity or any evaluation of process adequacy or identification of any corrective actions or
recurrence controls to improve lower-level processes or their implementation. There is no field on
the DPO resolution form or evidence in the two case files reviewed that documents this determination
by the coordinator.
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e The Procedure section is a list of responsibilities of various involved parties, not a chronological or
step-by-step process description.

e The procedure does not identify the organization responsible for the process or how the DPO
coordinator position is determined (e.g., what organization, who appeoints, necessary qualifications).

¢ The Background section of the procedure specifies a requirement and process step, included in the
responsibilities listed in the Procedure section, that the DPO originator initiates either a PIER or ATS
item to track the DPO issue. It is unclear why a separate tracking system is required, because the
DPO resolution form includes a description of the issue by the originator as well as the resolution
team determination and the DPO Review Board decision.

e The DPO reporting and disposition form does not have a field for the initiation date.

e There are no instructions or guidance for completing the DPO form. The procedure contains a
definition of the “DPO submittal” that does not reference use of the DPO form. Although the
definition lists the minimum information required, some of these requirements do not align with the
fields contained on the DPO form.

* The responsibilities of the independent resolutions team (non-WTP personnel in the two cases in
2011) include evaluation of the need for immediate actions using existing WTP policies and
procedures and evaluation to identify any reportability or operability issues and initiate required
actions. However, there are no defined qualifications/training for non-resident/WTP resolution team
members to inform them of the WTP policies and procedures for these conditions.

»  The flowchart of the DPO process in the appendix to the procedure does not show any steps for using
the PIER/ATS for tracking or for documenting any identified necessary resolution action items in
PIERs or ATS.

Deficiencies and weaknesses in the application of the DPO process included the following:

» The resolution team for DPO-BGT-11-0001 identified five recommended actions in its investigation
report. BNI issued a Level C PIER and a Level D PIER that revised and reworded the resolution
team’s recommendations and added additional recommended actions. Several of the
recommendations from the team, including design compliance with specific standards, determination
of the cause of its failure to achieve “best practice” in this instance, and making a general practice of
benchmarking design practices in the nuclear industry for remaining design activities, were
documented on the Level D PIER. These recurrence control actions would have required issuance of
a Level B PIER as defined in the BNI corrective action management procedure. BNI management
should have considered these issues of greater significance than “find & fix” and “opportunity for
improvement” level PIERs, regardless of whether an outside review team characterized the issues or
needed actions as “recommendations” for several additional reasons. Specifically: (1) this difference
in technical positions had to be resolved at the highest level of the BNI issues management process
(DPO); (2) the resolution team’s decision was that the initiator’s position was the appropriate one;
and (3) the evaluation identified deficiencies in WTP processes.

* The investigation and resolution of DPO-MGT-11-0002 did not address why prior issue resolution
methods were ineffective in resolving the issue.
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e  DPO-MGT-11-0002 was decided in favor of the initiator, and the disposition inciuded three
corrective/recurrence control actions as recommended by the resolution team. However, these were
all documented in ATS, rather than documenting and ensuring proper resolution of these problems in
the PIER system. WTP should identify these problems as issues to be resolved and tracked in the
WTP issues management/corrective action process (as Level B or C PIERs), not in a commitment
tracking system.

C.2.2 Corrective Actions for the HSS 2010 Review Issues and Recommendations

The Independent Oversight team reviewed the actions identified, taken, and planned to address the
recommendations identified in the HSS 2010 safety cuiture review at WTP for status, adequacy, and
effectiveness. BNI provided a response to the 2010 HSS report and recommendation in December 2010
and provided the team with a status of BNI commitments to address the recommendations as specified in
PIER MGT-10-1128-D on August 30, 2011. The following is a discussion of the status and evaluation of
BNI’s response to each HSS recommendation.

HSS Recommendation #1 for BNI

“As part of the Nuclear Safety and Quality Culture initiative, perform a systematic assessment of
the existing processes for identifying and resolving nuclear safety issues, with particular emphasis
on root cause analysis of problems involving the initial identification of issues. BNI has many
different issues management processes that follow the same general steps of issue identification/entry into
a formal process, screening, evaluation, development of actions, tracking and monitoring, and
effectiveness verification. Some specific concerns about individual processes need attention, but once an
issue is identified and entered into one of the WTP issues management process, the processes appear to
work well to achieve resolution and track progress to completion. However, a number of concerns were
evident with respect to the identification and entry step in multiple processes, including the lack of
minimum management expectations for when to use the processes, a reluctance to enter issues into PIERs
and to use the DPO process, the use of less formal means that bypass important analysis and trending
functions, and concerns among a subset of employees that management is discouraging individuals from
raising issues. A formal causal analysis of these factors, considering cultural issues as well as the
adequacy of guidance, training, and procedures, could provide a needed baseline for determining how to
modify site processes to improve the identification of safety issues for evaluation and resolution.”
(Quoted from HSS report Independent Review of Nuclear Safety Culture at the Hanford Waste Treatment
and Immobilization Plant Project, October 2010)

WTP Actions: PIER MGT-10-1200-C, “Interface between the PIER and other Systems is not clear nor
amenable to trending,” was issued to address part of this recommendation. In addition, PIER MGT-10-
1128-D, Action 2, was issued specifying that an NSQC gap assessment was to be performed to
specifically include the examination of existing processes for identifying and resolving nuclear safety
issues.

Current Status and Independent Oversight Evaluation: The NSQC gap assessment was completed
and a report issued in May 2011. The analysis included a review of the PIRB, WTP’s “Knothole™ process
(discussed under HSS Recommendation #2 for BNI, below), insight on nuclear culture from trends
associated with anonymously submitted PIERs, and alternative processes for reporting concerns (ECP and
DPO). Two PIERs and an ATS item were generated related to these topics. The survey included
questions related to the issue identification and resolution processes and one additional PIER (MGT-11-
0377-D) was issued; however, the gap assessment did not constitute a root cause analysis of the problems
involving the initial identification of issues. Interviews with four BNI Engineering and NSQC managers
responsible for developing and implementing corrective actions for the HSS recommendations indicated
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that BNI did not understand this recommendation, resulting in a call to HSS for clarification, As a result
of that call, BNI understood that “The authors of this recommendation did not intend for the WTP to
conduct a root cause analysis, per se. Rather the intent was to recommend an assessment of the process
for identification (particularly the initial identification) and resolution of nuclear safety issues.” This
information was included as a footnote in BNI's December 2010 response to DOE describing their
planned corrective action plan for the HSS recommendations. Regardless of the convetsations with HSS
personnel regarding the need for a formal root cause analysis, WTP management’s decision not to
perform the suggested causal analysis reflects their belief that the cultural issues discussed in the HSS
report and raised by the DNFSB were not significant enough to warrant that level of evaluation to
establish the necessary corrective actions and recurrence controls.

The interviewed managers acknowledged there were multiple issue identification processes and pockets
of concern about the initial identification of issues; however, they maintained that most Engineering staff
members were aware of and generally used one or more of the available formal or informal issue
identification processes, when needed. The interviewed managers also indicated they did not believe the
volume of issues identified during Engineering’s “Clean Out the Drawers” initiative indicated problems
in the initial identification of issues. They indicated that most of the issues were already known and
tracked in less formal or discipline-specific processes, such as punch lists. Finally, the interviewed
managers did not agree that there were significant problems with issue identification and indicated their
belief that the results of the BNI NSQC gap assessment supported their conclusion.

Although the PIER initiator (the WTP Corrective Action Manager) and the WTP status report on actions
taken as a resuit of the 2010 HSS report identified PIER MGT-10-1200 as a Level B PIER, it was actually
categorized by the PRC as a “find and fix” Level C PIER that required no causal analysis, extent-of-
condition review, or recurrence control actions. Although not required by procedure for a Level C PIER,
an apparent cause determination, identified as “draft,” was attached to the PIER, which indicated that
“management policy and guidance/expectations were not well-defined, understood, or enforced.” The
PIER report identifies four actions, all open and with due dates in January or April 2012; (1) More clearly
define what information should be captured in the PIER system for project-wide trending and other key
project wide performance indicators and integrating the information for management; (2) Develop a
communication for project-wide dissemination providing the results of action 1; (3) Revise GPP-MGT-
050, Trend Analysis and Reporting, based on actions 1 and 2; and (4) Identify issue tracking systems used
at the WTP that are not procedurally controlled through an established process and provide an appropriate
method for managing the relationship between the ad hoc tracking systems and the PIER system.

The Independent Oversight team considers that the recommended significance level of B was appropriate
for this PIER because management attention was required, the cause needed to be determined, and
recurrence controls needed to be identified and implemented. Further, the specified actions do not fully
address the underlying issue of unclear interfaces between issues management systems. The actions focus
on project trending and interface agreements but do not ensure that the procedure provides a clear
understanding of expectations and that personnet correctly apply issues management processes based on
the issue and circumstances. The specified “planned action completion™ dates do not appear to be
sufficiently aggressive, with some actions (i.e., identify ad hoc tracking systems and issue some sort of
interface document) scheduled to occur a year and a half after issue identification. No actions had been
completed for this PIER as of December 20, 2011, over a year after issuance.

The Independent Oversight team considers that, in this instance, the bundling of the 2010 HSS
recommendations into one PIER precludes effective trending of issues. The significance categorization of
all the 2010 HSS issues related to problems with the nuclear safety culture at WTP (as well as safety
cuture issues from most other internal and external reviews) as Level D was inappropriate and non-
conservative, given the external attention and costs involved in addressing NSQC questions. Level D
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PIERSs require no evaluation for causes or extent of condition and no recurrence control actions, and they
can be closed by staff personnel without management review and approval. In addition, the gap
assessment did not thoroughly evaluate all of the existing processes for identifying and resolving nuclear
safety issues or their relationship and application. Regarding PIERs, the study looked only at the role of
the PIRB and the very small subset of anonymously submitted PIERs. It did not address Engineering
issues management processes; the relationship of PIERs and Engineering processes; and whether the
intended application of these various processes is sufficiently defined, understood by WTP personnel, and
appropriately applied in practice. A more comprehensive evaluation of all processes might have
identified the safety basis approach issues and the related PDSA and design conflicts between
Engineering and E&NS.

Per the gap assessment report, Action 3 of PIER MGT-11-0377-D was issued to address “management
involvement in problem identification and resolution.” However, the specified actions for resolving this
issue was limited to conducting a review of the PIRB, revising the corrective action procedure (or
producing a memorandum explaining why no revision was needed), conducting a review of the PRC
decisions on the significance level categorizations, and issuing the results as a management assessment.
This PIER action was closed without action (i.e., procedure changes or formal assessment), with the
statement that the PIRB is now more focused on Level B PIERs than on Level D PIERs (never identified
as an issue), and that the PRC had changed to be more conservative, with a bias toward higher
significance level categorization. No review information or specifics were provided as a basis for these
closure statements, and the changes cited did not reflect process changes, only non-specific changes in
application. Further, the actions did not address several questions cited in the gap assessment related to
the PIRB, such as possible weaknesses in the procedural requirements and in the scope of selection of
Level B PIERs.

In addition to the specific concerns and resulting actions outlined above, the Manager, NSQC and
Commission Support, indicated that the gap assessment highlighted the need to enhance teamwork,
organization and cross-functional communication, and supervisors’ and managers” knowledge of how to
establish and sustain NSQC. The WTP NSQC Plan outlines actions planned and taken that address these
and other concerns, including issuing additional guidance on the change management process;
establishing enhanced training for managers, employees, and new hires on NSQC principles and
expectations; initiating “management by walk-around” activities; and evaluating the P1ER process with
particular emphasis on improving initial identification of issues. The recently issued NSQC procedure
outlines the responsibilities of a new NSQC Monitoring Panel, managers, supervisors, individual
contributors, and subcontractors to support and sustain NSQC expectations. The NSQC Monitoring Panel
is responsible for monitoring indications of the health of the WTP NSQC to identify potential concerns
that merit additional attention by management and to identify organizational behaviors and practices that
are strengths for fostering a strong NSQC. The NSQC procedure also requires biennial employee surveys
and annual NSQC internal assessments.

In addition to the actions specifically identified in PIER MGT-1128-D, BN1 management has identified
and has implemented or is implementing other actions to address weaknesses in project issues
management as documented on various PIERs. These actions include a focused process review by a
PIER users group with associated improvement recommendations, as well as enhanced new employee
orientation and general employee training. BNI has devoted significant effort and made progress in
addressing the 2010 HSS Recommendation #1 for BNI. Although no plan of action has been formulated
to address the specific identified “pockets” of concern for initial issue identification, actions taken to train
supervisors and increase communication of NSQC expectations should enhance performance. However,
many of the actions to address the 2010 HSS concems about the implementation of BNI processes for
identification and resolution of nuclear safety concerns are either only recently implemented or not yet
implemented, and it is too early to determine their effectiveness. In addition, the Independent Oversight
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team identified many PIER process implementation deficiencies that do not appear to be specifically or
adequately addressed by the corrective actions and recommendations identified to date. WTP employees
and managers interviewed by the Independent Oversight team also continued to express concerns about
project issues management processes. Continued and focused senior management attention to addressing
these issues is needed.

HSS Recommendation #2 for BNI

“As part of the ongoing effort to strengthen the safety culture, establish a formal change
management process that identifies the actions needed to ensure that safety programs are not
degraded by changes in project status or priorities. Change management is a proven management
technique for systematically evaluating the impact of planned changes, taking actions to minimize the
negative impacts of change (e.g., revising procedures, providing needed training), and proactively
communicating with employees to alleviate concerns and encourage understanding and acceptance of
changes and management decisions. Some of the concerns identified during this review could have been
precluded by a more systematic approach to change management that considers needs and concerns at all
levels of the organization.” (Quoted from HSS report Independent Review of Nuclear Safety Culture at
the Hanford Waste Treatment and Immobilization Plant Project, October 2010)

WTP Actions: PIER MGT-10-1128-D, Action 3, required the establishment of a new change
management requirement and/or guidance document, In addition to issuance of a new change
management guide, a revision was made to the Change Authorization guide to reference the new change
management guide, revise the “Ten Hard Questions” to address potential NSQC impacts, and remove
reference to the “Knothole” process.

Current Status and Independent Oversight Evaluation: BNI’s response correspondence to DOE stated
in part that: “The WTP currently has several formal change management processes that are used to ensure
nuclear safety programs are not degraded by changes in project scope, design, status or priorities.” The
BNI correspondence went on to outline what these processes were and why they were required.
However, BNI also indicated that an action outlined in their NSQC Plan required development and
issuance of requirements and/or guidance document(s) that address the impact of change on project
personnel. The avoidance or mitigation of such impacts is not otherwise addressed by BNI’s formal
change management processes. The PIER established to document and track WTP’s response to the 2010
HSS recommendations required establishment of this new document.

The Manager, NSQC and Commissioning Support, indicated that BNI learned that some members of the
staff had positive experiences with change management using the “RADKAR (Recognition, Awareness,
Desire, Knowledge, Ability, Reinforcement) Change Assessment Questionnaire.” Management decided
to establish a new change management guide endorsing the use of the RADKAR questionnaire to
supplement existing WTP formal change management processes. The new Guide for Assessment,
Planning and Execution of Organization and Process Changes was issued in June 2011. Implementation
of this Guide was intended to ensure that changes to requirements, programs, processes, procedures,
organizations, and work conditions are thoroughly evaluated and accepted by affected personnel. The
stated intent of the Guide is to challenge management with a series of questions in anticipation of change
implementation that may result in detrimental, unexpected, or unacceptable consequences, and to identify
corrective or mitigating action to avoid those consequences. Use of the Guide was not mandatory unless
directed by senior management.

BNI was also aware of HSS and WTP staff concerns about the then-current Change Authorization guide,
known as the “Knothole” process. The Change Authorization guide is intended to ensure that those
changes or actions that may fall into the category of limited return to the customer and WTP, while
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increasing cost, are evaluated by senior management prior to implementation. The guide is not intended
to be applied to minor changes that have no material impact on cost, schedule, procedures, processes, or
infrastructure; when organizational acceptance of change is not essential; or when the consequence of
change is minimal. The guide assigns responsibility to the initiator to outline the justification for the
change considering ten change attributes (the former “Ten Hard Questions™). BN! revised the Change
Authorization guide in July and November 2011 to remove the term “Knothole” and require documented
justification of any impact on NSQC as the revised tenth “Hard Question.”

The establishment of the new Guide without a requirement, thresholds, or criteria for its use does not
resolve the HSS recommendation. Further, the fact that senior managers decided that their staff did not
even need training on either the new Change Authorization guide or the new Guide for Assessment,
Planning and Execution of Organization and Process Changes indicates that BN! had not appropriately
responded to the 2010 HSS report recommendation as defined above.

The Manager of Engineering indicated during an interview that most WTP staff did not need training on
the new Guide because the decision to implement the described process should be reserved to senior
management, such as the Executive Review Board (ERB), due to the resulting imposition of significant
additional effort and resource expenditures.

In response to Independent Oversight team feedback and questions, senior management revisited the
decision on the need to train appropriate managers on the revised and new change management guides.
On November 4, 2011, the ERB made the following decisions:

e The ERB will revise its charter to add change management to its scope.
¢ The ERB will add a standing agenda item to discuss any salient changes of interest.

¢ The Change Authorization guide will be revised to strengthen the tie between it and the Guide for
Assessment, Planning, and Execution of Organization and Process Changes. The new wording
puts the decision to use the new tools in the new guide, and the RADKAR checklist and/or
change management plans, in the hands of the Project Management Team instead of the “user.”
It also changes the expectation from “may use” to “is used” when implementing major change.
In addition, new wording will be added to the new guide to outline what sorts of events shoutd
prompt its use, as administered by the ERB.

* Cascaded training will be developed for delivery to management on the processes, requirements,
and expectations for management's role in implementing major change.

e Actions will be tracked in either a PIER or an ATS item.

These decisions had not been implemented by December 1, 2011, when the Independent Oversight team
completed its onsite data gathering activities.

No changes were made to the other WTP change management processes that are responsive to the HSS
recommendation. These processes include the change control program, the E&NS Screening and
Authorization Basis Maintenance procedure, the Review of Engineering Documents procedure, the
Project Risk Assessment and Management procedure, the Critical Items Action Reporting (CIAR)
procedure, the Design Change Control instruction, the Design Change Control Documents procedure, and
the Advance Change Authorization instruction. The Independent Oversight team agrees that the WTP
change management programs and procedure requirements, when effectively and appropriately
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implemented, provide assurance that approved changes will not degrade physical nuclear safety,
However, additional effort is planned and needed to enhance BNI change management planning processes
to ensure avoidance or appropriate mitigation of potential negative impacts of changes in project plans,
priorities, procedures, schedules, organizations, and responsibilities on nuclear safety culture.

HSS Recommendation #3 for BNT

“As part of the ongoing effort to strengthen the safety culture, identify mechanisms to strengthen
trust among the workforce and better communicate information to employees. Management
attention is needed to address the pockets of employees who perceive a chilled environment. A major
focus of the effort should be the belief among some employees that job security is enhanced by not
reporting safety issues. BNI needs to establish a formal company policy addressing all aspects of nuclear
safety culture and train or retrain supervision and management at all levels (including work group leads)
on fostering and maintaining a SCWE. BNI also needs to ensure that its communications to staff clearly
indicate that the increased focus on WTP’s transition to commissioning and operations does not reduce
the importance of a strong safety cuiture that encourages identification and reporting of all problems,
issues, and concerns. Improved processes are also needed to provide feedback to professional staff on the
status of technical issues, including planned follow-on actions (e.g., further research and testing) and, in
some cases, the reasons why some technical issues may not be implemented (e.g., because the benefits of
implementation are not sufficient to outweigh the impact on project cost, schedule, and scope). BNI
should also consider increasing efforts to positively reinforce reporting of safety issues (e.g., recognition
of individuals who raise safety issues).” (Quoted from HSS report Jndependent Review of Nuclear Safety
Culture at the Hanford Waste Treatment and Immobilization Plant Project, October 2010)

WTP Action: PIER MGT-10-1128-D, Action 4, required the development and issuance of an NSQC
Communications Plan.

Current Status and Independent Oversight Evaluation: Nuclear Safety and Quality Culture
Communication Plan (24590-WTP-PL-MGT-10-0004, Rev 0), was issued December 15, 2010. Thisis a
three-page, high-level document that mimics the slide presentation used to communicate the three key
messages about the program: (1) NSQC is not a new program, but a renewed focus as the WTP transitions
from design-and-construct job to a construct-and-commission job; (2) There are three attributes to NSQC,
each one important in achieving the project goals, i.e., leadership, employee/worker engagement, and
organizational leaming; and (3) NSQC is personal to employees. The program takes credit for
communications activities initiated prior to the plan, including general newsletter articles such as the
“Message from Management” section in the WTP Today newsletter; the NSQC intranet website; and “all
employee” meetings.

Based on feedback from focus group interviews, employees ~ both “manual” and “non-manual” employee
groups - had strong perspectives/opinions on nuclear safety culture. Many employees indicated that BNI
as a company had safety as a core value. However, some employees indicated the need to remove the
reference to “values and behaviors modeled by its Leader” when referring to the Energy Facility
Contractors Group/DOE safety culture definition as it applies to the WTP project. Many groups indicated
that there are many communication avenues. Some commented that they are sometimes given too much
information, making it difficult to focus on what is important/relevant to safety and project status. Many
indicated that they much prefer the small group meetings (which were recently initiated), rather than the
all-employee meetings, for effective communication. In general, the immediate supervisor may be the
best source for what is important to the individuals, if the working relationship is good.

Many avenues of communication have been established. Several initiatives, including small group
meetings with the WTP Project Director, were recently initiated. Early responses indicate that the small
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group meetings are worthwhile and support two-way communications. However, based on the feedback
from interviews, the effort to strengthen trust among the workforce is not fully effective, and BNI
management has not made sufficient efforts to identify the pockets of workers who have specific concerns
and to identify and address the specific concerns and the underlying factors.

WTP Action: PIER MGT-10-1128-D, Action 5, required the development of an NSQC guide for
“management by walk-around.”

Current Status and Independent Oversight Evaluation: GPG-MGT-062, WIP Management
Workplace Visitation Program, was issued on March 1, 2011, to enhance the WTP nuclear safety and
quality culture. This procedure specifies the requirements and process for senior management to “review
project activities and associated worker environments and gauge employee performance.” The specified
intent of the program includes emphasizing the importance of continuous improvement; increasing the
interface between workers and senior management; encouraging workers to actively participate and take
ownership for safety, quality, and compliance; increasing management oversight; and providing workers
with positive feedback for improvements and for identifying and resolving issues or deficiencies. The
procedure establishes a goal of performing one team “walk-around” per month. The team is nominally
conducted by the Project Director and Safety Assurance Manager, with other members of the senior
leadership team invited to participate. Visits are to cover the construction site, the Material Handling
Facility, and in-town offices. Visits are structured with presentations to the management team by
facility/area managers on recent activities, accomplishments, and ongoing activities and management
concerns, followed by a tour with the team engaging employees and observing work. Any actions
resulting from the visits are to be captured and addressed by the cognizant manager. Team members are
to submit written feedback about the visit to the Safety Assurance Manager, who is to consolidate
responses and complete the WTP Management Workplace Visitation form.

While the walk-around activity is a positive, proactive method for providing face-to-face communication
between senior managers and employees, HSS considers that the WTP leadership team is not taking full
advantage of this activity and the information gathered to accomplish the stated intent and objectives of
this process. In addition, implementation weaknesses reduce the effectiveness of this program in
achieving its intended objectives.

The Independent Oversight team interviewed the Safety Assurance Manager and reviewed available
documentation related to implementation of this program. As of November 1, 2011, nine walk-arounds
had been performed, but only two visits have been documented on a walk-around form. For the two visits
with completed report forms, the responses are not being consolidated as specified in the procedure, but
separate report forms are completed for each participating manager. The report forms are handwritten,
often illegible, and cryptic in content. Neither the procedure nor the reporting form provides for any
analysis or documentation to achieve the intention of gauging employee performance, periodically and
formally analyzing the collective results of these interactions to characterize the safety culture in the
facilities and organizations observed, and formulating any needed additional improvement actions. The
form provides fields only for listing areas toured, employees engaged, positive points, and “issues.”
Actions to address the issues are not identified on the form. As might be expected, it has been difficult to
coordinate the schedules of project senior managers to support team visitations. A number of the walk-
arounds to date involved only two managers, neither of whom was the Project Director or Deputy
Director. It is also possible that the project over-reached in its definition of the intent and objectives of
this process and that a more modest objective, focused on increasing direct interaction and feedback
between employees and senior management, would be appropriate. WTP management needs to review
this process and how it is being implemented and take action to align the prescribed expectations with the
actual results.
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WTP Action: PIER MGT-10-1128-D, Action 6, required conducting NSQC “cascading training.”

Current Status and Independent Oversight Evaluation: The cascading training lesson plan was
reviewed. The content was appropriate as a starting point for NSQC awareness. Based on the sign-in
sheets and other handwritten documentation, it appears that 1786 people had been trained as of April
2011. It was interesting that there was no central training database to pull the training records for such a
significant effort. Individual managers are relied on to ensure that they provide the training to each of
their employees.

The training course provided to management by consultant Morgan Lewis, Maintaining a Healthy Safety
Culture at WTP, focused on using case studies with issues similar to those that exist or could occur at
WTP to instruct management on how not to respond in a manner that could create a chilled environment.
Case studies were geared primarily toward distinguishing the appropriate response to personnel
performance issues from the appropriate response when employees exercise their rights to protected
activities, especially when the two issues are combined in one event.

Training is one important element in understanding expectations. However, training alone is not
sufficient to achieve “sustainable and continuous improvement in NSQC.” Based on some interviews
with employees, there is limited appreciation of what a nuclear safety culture is, especially among
employees who had not worked at a nuclear facility before working at WTP. Continued BNI
management attention is needed in this area.

WTP Action: PIER MGT-10-1128-D, Action 7, required issuance of a “new NSQC procedure or guide
(sustainability via assessments, surveys, etc.).”

Current Status and Independent Oversight Evaluation: Procedure 24590, WTP-GPP-MGT-061, Rev
0, WTP Nuclear Safety and Quality Cuiture (September 15, 2011), was issued to direct the
implementation of NSQC at Hanford Tank Waste Treatment and WTP. This procedure is a good start for
specifying requirements and expectations for implementing NSQC. The implementation procedure flows
from the policy statement WTP Nuclear Safety and Quality, 24590-WTP-G63-MGT-016, and the Nuclear
Safety and Quality Culture Plan, 24590-WTP-PL-MGT-10-0001. The procedure contains management
expectations for behaviors and activities that are intended to augment NSQC at WTP. The prime
management expectation is that the WTP facility is designed, built, and operated ensuring the nuclear
safety of workers, the public, and the environment remain the top priority.

The procedure identifies the responsibilities for the Nuclear Safety and Quality Culture Monitoring Panel
(NSQCMP) and the frequency for meetings ( a procedure that governs the activities of the NSQCMP has
yet to be developed). It also identifies the responsibilities of managers and supervisors, as well as
individual contributors and subcontractors. In addition, it maps to other procedures as implementing
procedures for various attributes. For example, for the Leadership attribute, the Senior Supervisory
Watch, the area operations management observation program, and the WTP workplace management
visitation program are the implementing procedures for those actions. The procedure also includes a step
that requires a nuclear safety culture survey to be performed biennially. One of three NSQC focus areas
will be assessed each year so that all three will be completed every three years. In addition to self-
assessments, independent subject matter experts may be hired to evaluate the program. Training is
covered by formal classroom and computer-based training, as well as the various forms of
communication.

Appendix C of the procedure provides details on management expectations for achieving acceptable
results on each attributes, tying into the expectations for behaviors that leaders (supervisors through
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senior managers) should exhibit. Setting these expectations establishes the foundation for evaluating and
holding leaders accountable for implementing NSQC.

HSS Recommendation #4 for BNI

“Include actions and elements in the development and implementation of the NSQC Plan to ensure
that it results in sustainable and continuous improvement in the nuclear safety and quality culture
at the WTP. A structured analysis is needed to identify why the actions and initiatives for implementing
the WTP NSQI [Nuclear Safety and Quality Imperative] have not been fully effective or consistently
maintained or implemented. A structured analysis is also needed to identify causal factors contributing to
any deficiencies and weaknesses identified in recent or planned culture surveys, assessments, or gap
analyses, as well as effective actions for addressing these causal factors. Where appropriate, formal
project policies and procedures, processes, controls, and other initiative elements need to be established as
part of the improvement plan to ensure continuity and consistency. BNI also needs to examine all
credible concemns to ensure that the nuclear safety culture does not degrade over time and to better
determine the extent of the concerns.” (Quoted from HSS report Independent Review of Nuclear Safety
Culture at the Hanford Waste Treatment and Immobilization Plant Project, October 2010)

WTP Action: PIER MGT-10-1128-D, Action 8, required the development of NSQC modules for
continuing Hanford General Employee Training (HGET) and orientation training for new employees.

Current Status and Independent Oversight Evaluation: New employee training on NSQC was
developed and is being provided as part of the HGET training. The information provided in the HGET
course is similar to the information provided in the cascading training to ensure that new employees
receive a message similar to what current employees receive. As previously stated, this information is
appropriate as an introduction to nuclear safety and quality culture. BNI managers indicated that they
have yet to determine the need (content and frequency) for periodic refresher training to continue
reinforcing NSQC.

The NSQC gap assessment discusses performance monitoring done by the ECP staff and presentations to
BNI management and ORP since 2006, It concluded that the data showed that WTP personnel are
increasingly comfortable using internal processes to address issues, including PIERs, NCRs, and the ECP.
This conclusion was based on the decreasing number of reported concemns, fewer requests for
confidentiality or anonymity, fewer concerns being transferred or referred from ORP/RL, and the results
of the NSQC survey.

HSS considers that the gap assessment review was insufficiently rigorous in that it did not include any
direct examination and evaluation of any performance evidence, such as ECP investigations and case file
contents. Contrary to the conclusions in the gap assessment report (e.g., that WTP employees are more
comfortable using the various issue systems and that the ECP was effective), the survey data actually
shows that a noticeable fraction of employees have concerns about the ECP process. For example, the
report cited as a positive factor that 67 percent of respondents had a clear understanding of what
comprises a nuclear safety and quality culture. However, the Independent Oversight team considers that
about 33 percent of workers lacking a clear understanding of the nuclear safety culture is not a positive
statistic, but a condition warranting management attention. Similarly, the report noted that 84 percent of
respondents were aware of the various processes for identifying and resolving issues and concerns, but
BNI management should be concerned that 16 percent of the workforce is not aware of these important
processes. Likewise, the report cited as a positive factor that 69 percent of respondents believe that the
existing procedures for identifying and resolving issues are effective, but BNI management should
consider that 31 percent of their employees believing that issues management processes are not effective
is a significant issue that needs to be investigated to identify its validity and take specific actions to either
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strengthen these processes or better communicate their effectiveness. Finally, the report cited as a
positive factor that 75 percent of respondents believe they can report concerns without fear of retribution,
but BNI management should consider that one-quarter of their employees fearing retribution for reporting
concerns constitutes a significant issue warranting specific investigation and corrective action.

C.3 Conclusions

BNI has taken many actions to address the specific recommendations in the 2010 HSS safety culture
report and other reviews identifying cultural and issues management weaknesses. These actions have
contributed, and will continue to contribute, to a stronger nuclear safety and quality culture at the WTP.
However, the Independent Oversight team considers that project management did not sufficiently or
accurately evaluate the significance of the collective safety culture weaknesses, deficiencies, and concerns
documented by the DNFSB, the 2010 HSS report, BNI internal reviews, and other external assessments.
This shortcoming was reflected in assigning the lowest significance level to PIERs used to evaluate and
manage the HSS recommendations. Further, weaknesses in developing corrective actions for some of the
recommendations, specified actions that were later deemed unnecessary or were less rigorous than
specified, and less than fully effective implementation of some actions have limited the progress in
improving the WTP nuclear safety and quality culture.

C.4 Finding

The Independent Oversight team identified one finding that requires a formal corrective action plan to be
developed and managed using site issues management processes, in accordance with DOE Order 227.1,
Independent Oversight Program.

Finding #1: BNI has not been fully effective in implementing its corrective action management process
for documenting, evaluating, and resolving safety issues as required by DOE Order 226.1B,
Implementation of Department of Energy Oversight Policy; BNI procedure WTP-GPP-MGT- 043,
Corrective Action Management; the WTP Assurance Program Description CASP-MGT-06-0001; and
BNI QA manual WTP-QAM-QA-06.
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The Secretary of Energy
Washington, DC 20585

September 20, 2013

MEMORANDUM FOR HEADS OF DEPARTMENTAL ELEMENTS

FROM: ERNEST J. MONIZ
SECRETARY OF ENERGY

DANIEL B. PONEMAN @
DEPUTY SECRETARY

SUBJECT: Personal Commitment to Health and Safety through Leadership,
Employee Engagement, and Organizational Learning.

We are writing to ask you to join us in reaflirming our personal and professional
commitment to safely fulfilling the Department’s important mission responsibilities. The
Department’s thousands of Federal, laboratory, and contractor employees work hard
every day in pursuit of energy independence, global scientific leadership, national
security, and environmental stewardship. They are the key to our success. We would
like to revitalize our efforts to protect the health and safety of our employees, as well as
the health and safety of those who reside in the communities in which the Department
operates or arc otherwise affected by our work. The Department’s ultimate safety
objective is to have zero accidents, work-related injuries and illnesses, regulatory
violations, and reportable enviranmental releases. The Department’s Integrated Safety
Management policy is the foundation of our approach to safety and health.

The following precepts reflect our strong commitments to safety and health, We ask you
to join us in advancing these leadership, employee engagement, organizational, and
educational goals in your areas of responsibility.

¢ We will pursue a safety culture built on an environment of trust and mutual respect,
worker engagement and open communication, an atmosphere that promotes a
questioning attitude with effective resolution ol reported prablems, and continuous
learning.

e We will operate our facilities and conduct work activitics in a manner that protects
our employees, the public, and the environment. We recognize that meeting
minimum requircments merely reflects the starting point in our pursuit of excellence
and is not the end objective.

e Each one of us is responsible for safety at the Department. We will strive to ensure

that every employee understands his or her role, responsibility, authority, and
accountability in safely planning, cxecuting, and monitoring work performance,
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We will foster a safety conscious work environment across all Departmental
operations. Federal, laboratory, and contractor workers have the right to identify and
raise issues that affect their safety and health or that of their co-workers openly, and
without fear of reprisal. We must not deter, discourage, or penalize employees for the
timely identification of safety, health, environmental, quality or security issues, the
reporting of illnesses or injuries, or the use of Employee Concerns or Differing
Professional Opinion Programs. Our workers will receive a prompt, professional, and
transparent evaluation and resolution of their concerns.

We will learn from our mistakes and experiences. We will report errors and
problems, establish vigorous corrective action programs, monitor performance
through multiple means, learn from operational experience, and encourage a
questioning attitude.

We greatly value — and depend upon - the service of the men and women working to
achieve the Department’s important missions that the American people have entrusted to
us. We can only advance these challenging missions if we provide all of our employees a
safe and healthy work environment and foster a culture in which workers at all levels are
empowered to bring forth problems, participate in the development of solutions, and are

considered partners in decisions that affect their work.

Thank you for your leadership in ensuring the safe execution of the Department’s vital

and urgent responsibilities.
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QUESTIONS FROM SENATOR CLAIRE MCCASKILL

Whistleblower Retaliation at the Hanford Nuclear Site

Ql.

Al

At the hearing, Department of Energy (DOE) officials testified that it is up to the
contracting officer to determine whether contractor costs of litigation and settlement with
whistleblowers are wholly or partially allowable.

What are the criteria by which the contracting officer for the Waste Treatment Plant
determines whether such costs are allowable?

The Department has regulations at 10 CFR Part 719 that facilitate management of
retained legal counsel and contractor legal costs, including litigation and legal matter
costs that provide guidance to aid contractors and the Department in making
determinations regarding the reasonableness of outside counsel costs, including the costs
associated with litigation. DOE’s regulations were developed in the 1990’s and were
updated in 2013. The regulations generally provide the ability to engage with the
contractor regarding legal management in a forward-looking manner, instead of limiting

reviews to backward-looking audits.

Contractor and retained legal counsel compliance with these regulations is a prerequisite
for allowability of legal costs. However, compliance with the regulations does not
guarantee that legal costs will be determined to be allowable. The contracting officer will
separately determine whether costs are allowable in accordance with 48 CFR (FAR) part

31 and (DEAR) part 931 and all other applicable contract terms and conditions.

In terms of allowability, reasonable legal costs contractors incur related to whistleblower
allegations may be alliowable if, after the legal proceedings conclude, the allegations are
not substantiated, and unallowable if, after the legal proceedings conclude, the allegations

are substantiated. Costs may be partially allowed or disallowed for cases with mixed
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legal outcomes. When cases are settled before legal proceedings conclude, the contractor
may be reimbursed if the settlement is in the best interests of the government, In
situations where legal costs may be allowable, the Contracting Officer would determine
allowability after consulting with legal counsel, on a case-by-case basis afier considering
the terms of the contract, relevant cost regulations, and the relevant facts and
circumstances, including federal law and policy prohibiting reprisal against

whistleblowers, available at the conclusion of the employee whistleblower action.

Federal regulations generally allow for provisional reimbursement of contractor legal
expenses pending resolution of legal proceedings brought by third parties. DOE
regulations give contracting officers the discretion to provisionally reimburse contractor
legal costs related to whistleblower allegations pending resolution of the legal
proceedings on a case-by-case basis. If a determination is later made that costs are
unallowable, the contractor is obligated under the contract’s terms to return the

provisiona! reimbursements,

Does DOE reimburse contractors for costs associated with responding to congressional
requests, including preparation for hearings?

Yes, if the costs meet the Federal Acquisition Regulation (FAR) and/or the Department

of Energy Acquisition Regulation (DEAR) in regards to allowability of costs.

What, if any, costs associated with preparation for this hearing have been reimbursed to
Bechtel or URS?

Itis the Department’s understanding that Bechtel has not at this time sought

reimbursement related to preparation for the March 11 hearing. It is the Department’s
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understanding that URS will seek reimbursement for allowable costs. Reasonable and
allowable costs associated with the preparation for this hearing will be reimbursed to
Bechtel or URS through their respective general and administrative expense rates, which
are paid based on forward-looking projections and then trued up after the end of each
year. The salaries and travel of the individuals who participated in the hearings are
normally included in the indirect costs that are charged to the government through the
contractor’s general and administrative expense rates. This cost appears to be allowable
under FAR 31.205-22(b)(1), which addresses costs associated with providing a technical
and factual presentation of information on a topic directly related to the performance of a

contract through hearing testimony to Congress.

How has DOE reviewed whether its contractors’ employees whistleblower rights are not
impacted by the signing of non-disclosure agreements or that these agreements do not
prevent employees from raising safety or environmental issues to DOE, the Inspector
General, Congress, or any other oversight agency?

DOE does not have a policy on what a contractor can or cannot include in a non-
disclosure agreement (NDA) with its employees and has not surveyed contractor
employees on this topic. However, contractors are contractually required to ensure that
their employees can and do raise issues through specific avenues. Contractors are
affirmatively required to ensure their employees notify appropriate authorities if they
have any information about fraud, waste, abuse, mismanagement, safety and health
violations, etc. (DOE Order 221.1A). They also must ensure that their employees do not
suffer reprisal for disclosing information to the IG or other lawful appropriate entities

(DOE Order 221.2A).
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DOE also has policies and directives that provide contractor and subcontractor employees
with avenues for reporting fraud, waste, abuse, and other concerns of mismanagement
related to DOE programs, operations, facilities, and contracts. Employees can access
multiple processes to raise claims of whistleblower retaliation including: the
whistleblower protection provision of the Energy Reorganization Act; DOE regulations
contained in 10 C.F.R. Part 708; and DOE’s Inspector General for certain action
prohibited under the Federal Acquisition Regulation. Contractor NDAs may not inhibit a

contractor employee’s ability to access these avenues and processes.

Has DOE asked contractor employees whether they believe these NDAs allow them to
raise safety issues?

DOE has not surveyed contractor empioyees on this topic and does not have a policy on
what a contractor can or cannot include in a non-disclosure agreement (NDA) with its
employees. However, contractors are required by law to protect employees who report
violations of various workplace safety, commercial motor carrier, environmental,
financial reform, and nuclear laws. Rights afforded by these whistleblower acts include,
but are not limited to, worker participation in safety and health activities, reporting a
work related injury, iliness or fatality, or reporting a violation of the statutes, DOE
contractors are required by federal law and DOE Orders to ensure that their employees

can and do raise issues through specific avenues.

The 2013 National Defense Authorization Act included provisions aimed at protecting
contractor and subcontractor employees from whistieblower retaliation. One of those
provisions requires that agencies include these provisions in the contract.
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Have these provisions been included in the Waste Treatment Plant and other contracts
associated with Hanford?

The new law applies to new contracts, and permits the new provisions to be incorporated
into existing contracts upon agreement by both parties. Although not required to do so,
the U.S. Department of Energy Office of River Protection is preparing contract
modifications to include the provisions implementing the new law into the WTP and
other ORP contracts. Also, as noted in question 4a, DOE O 221.2A requires that
contractors ensure that their employees do not suffer reprisal for disclosing

information to the IG or other lawful appropriate entities.

The law also requires that the head of the agency ensure that contractors and
subcontractors inform their employees of their whistleblower rights and remedies in
writing. Does DOE know whether Bechtel or URS are in compliance with this
requirement?

As discussed above, the new law is only required to be applied to new contracts. As
reflected above, DOE is in process of negotiating the provisions of the new law into the
existing WTP and other ORP contracts. Only when the provisions of the new law are
incorporated into the existing contracts would the requirement that the head of the agency
ensure that contractors and subcontractors inform their employees of their
whistleblowing rights and remedies in writing come into effect.

The Hanford Concerns Couricil investigates and seeks full, fair and final resolution of
significant employee concerns that involve issues of health, safety or environmental
protection, and has a significant track record of success. Although DOE provides a
representative to the Council, neither Bechtel nor URS participate with respect to the

Waste Treatment Plant,

Does DOE support the participation of Bechtel and URS as Hanford Concerns Council
members with respect to the Waste Treatment Plant?
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The Department ensures that it contractors maintain robust programs that enable the
timely resolution of safety, technical, and other issues raised by employees. The
Department does not prescribe the use of this or other altemative processes in addition to

existing programs.

Has DOE encouraged Bechtel and URS to participate, and if so, how?

The Department supports measures taken by its contractors to strengthen issues
resolution avenues for employees. It is the primary responsibility of the Department's
contractors to determine if and how alternative or supplemental processes can augment

their current programs,

Have the positions vacated by Donna Busche and Dr. Wait Tamosaitis been filled, and
does DOE know by whom?

The Department will continue to follow established procurement procedures to review
and approve any individuals identified by Bechtel for Key Personnel positions under
Bechtel's Waste Treatment Plant contract. The position held by Ms, Busche was a Key
Personnel position, The contractor proposed and DOE approved Robert “R.T.” Brock to
fill the Key Personnel position of Manager of Nuclear Safety Engineering. Dr.

Tamosaitis’ position was not & Key Personnel position under the contract.

At the hearing, DOE stated that it had requested a consolidated list of safety issues raised
by Ms. Busche and Dr. Tamosaitis from the contractor, and that upon receiving the list
DOE would make a technical evaluation of the merits of the issues.

Please provide the list and DOE’s evaluation for each issue.
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The Department is not aware that Ms, Busche raised any issues within any contractor
issues management systems. However, Ms, Busche did raise issues directly to DOE
Headquarters. The Department has directed the Office of River Protection to review and

address the technical and safety issues she raised.

The items contained in the 45-item list Dr. Tamosaitis presented to contractors in 2010
have been captured and are either closed or being tracked to closure. Please see
enclosure.

What steps, if any, has DOE taken to determine whether the firing of Donna Busche has
discouraged other employees from identifying safety or environmental issues?

Safety culture, like any other culture, is shaped by a wide variety of factors including the
actions and behaviors of management and employees and the opinions expressed by
community leaders, the media and others on the status of the culture. At the Office of
River Protection (ORP), the safety culture has been reviewed and discussed very publicly
since 2010, While it is difficult to define the precise impact any one particular action or
event has on an organization’s culture, what we do know is that there is still much work
to be done to improve the culture at ORP, and we are fully committed to taking the steps
needed to build and sustain a robust safety culture. Over the past couple of years, the
Department has taken several steps to improve the culture at ORP and across EM. For
example, we have trained over 1,800 federal and contractor managers on the principles of
and steps needed for ensuring a Safety Conscious Work Environment (SCWE). Asa

result, we have secn increased SCWE awareness and knowledge across our management
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staff, We have also completed self-assessments across the EM complex to build the

capacity to self-identify and correct issues when they first appear.

At ORP we have an Qrganizational and Safety Culture Improvement Council (OSCIC),
The OSCIC consists of managers and staff representing a diverse cross-section of federal
and contractor employees and disciplines with the specific knowledge, skills, abilities,
and desire to successfully implement, manage, and model positive safety culture
attributes at Hanford. ORP also has a zero-threshold issues management system. This is
designed to both encourage and facilitate employees at all levels reporting any and every
issue that causes them some level of concern. DOE, EM and ORP leadership at all levels
is committed to improving the organizational safety culture and will continue to take the
steps needed to ensure federal and contractor employees feel free to raise issues without

fear of retaliation,

Whistleblower Retaliation at the Hanford Nuclear Site

Ql0.

AlO,

Why does DOE require approval before contractors at Hanford dismiss “key personnel”
without cause?

The WTP Key Personnel clause states that the contractor must notify the Contracting
Officer "[p]rior to ... diverting any of the employees in [Key] Positions to other
positions.” The clause thus does not speak to a situation where the contractor dismisses
an employee rather than choosing to move the employee to a different position. DOE’s
later-issued standard key personnel clause (DEAR 952.215-70), which is included in
more recent Hanford contracts, is more explicit on this issue, providing that contractors
may not remove a key person without notice to and approval from DOE, except where

the contractor “deems immediate removal or suspension ... necessary to fulfill its
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obligation to maintain satisfactory standards of employee competency, conduct, and
integrity ...” Key personnel clauses generally are aimed at protecting the government

against contractors bringing in less qualified leaders after the contract is awarded,

At the hearing, DOE officials stated that if the Inspector General found that the contractor
retaliated against Ms, Busche, DOE would “take action,”

What are the specific actions or steps that DOE could take?

If the Inspector General found that the firing of Ms. Busche by her employer (a
subcontractor) was retaliation against Ms. Busche as a consequence of whistleblower
activities, DOE could take a variety of actions. At this time, it would be speculative to
predict what the IG may find, what recommendations the IG might make to DOE, or
what Departmental action would be appropriate. Although not an exhaustive list, DOE
would expect the prime contractor to take appropriate action with its subcontractor in
response to an [G finding. DOE could consider the retaliatory behavior in the context of
any applicable provisions of the performance management plan in determining award fee
payable to the contractor. DOE could review the allowability of costs, most notably any
costs that were provisionally allowed, that were incurred to defend against any
whistleblower allegations that are found to have merit. DOE could explore whether
termination of the prime contract is appropriate. DOE could also take action in the form
of documenting the matter in the contractor past performance database used by agencies
to evaluate a contractor’s past performance for purposes of obtaining future government
contracts and/or consider whether to propose for suspension or debarment individuals or

contractors.
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According to Ms. Busche, Shirley Olinger, the former DOE Manager for DOE’s Office
of River Protection, “censored” notecards she was allowed to receive from her staff
during her October 2010 testimony before the Defense Nuclear Facilities Safety Board.
According to Ms. Olinger, “[t]he specific questions about [Ms. Olinger’s] involvement
back when I was working for DOE were well worked with DOE-HQ’s general counsel
years ago. They have my answers documented...”

Please provide Ms. Olinger’s account of why she supposedly “censored” Ms. Busche’s
notecards, as well as any actions DOE took in response.

While DOE officials recall that the Department looked into what transpired at the
Qctober 2010 DNFSB hearings, the Department has not located information that would

illuminate the specific event to which the Committee’s question appears directed.

DOE states that one of the purposes of the employee concern program is to address
concerns in a timely manner. Ms. Busche filed an employee concem letter in October of
last year, DOE's response to most concerns was that it would not consider them because

they were the subject of litigation. However, complaints made to the Department of
Labor frequently sit for a year without resolution.

Why won't DOE look into these problems at the same time as the courts or the
Department of Labor?

The Department’s Employee Concerns Program (ECP) provides DOE federal and
contractor employees with a voluntary, independent avenue for the reporting of concerns
related to issues such as the environment, safety, health, and management of DOE
programs and facilities. The ECP is intended to supplement, not replace, existing

processes designed to address concerns and resolve disputes.

A DOE contractor employee may choose to utilize the Department’s ECP, the
Department’s 10 C.F.R. Part 708 contractor whistleblower protection program process,
relevant Department of Labor processes, and/or litigation, among other avenues, to

address his’her concerns. The choice of which process to utilize, if any, rests solely with

10
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the employee.
However, the Department’s ECP generally will not process a concern when an employee
has filed a complaint on the same or related matter(s) in another forum, such as with the
Department of Labor. The primary reason for this is that the ECP was designed as an
alternative mechanism, rather than as a concurrent process, for the resolution of concemns.
If the Department were to allow an employee to file a concern with the ECP when the
employee was also seeking redress through a regulatory process or court, there is
the potential for conflicting findings/conclusions based on different burdens of proof and
criteria. In addition, such a system would result in inefficiencies in agency resource

utilization as a result of duplication of efforts.

Does DOE believe that it is timely addressing employee concems by referring them to the
courts?
An individual may voluntarily choose to bring a matter to court. However, the

Department’s Employee Concerns Program does not refer concems to the courts.

Does DOE anticipate any further increases in the cost of the Waste Treatment Plant?

Yes, The Department is moving forward with rebaselining the WTP project in phases.

The Department has directed the contractor to develop a contract modification proposal

11
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for completing the Low-Activity Waste, Balance of Facilities and the LAB facilities.
After the Department better understands the magnitude of the effort necessary to address
the Pretreatment (PT) and High-Level Waste (HLW) Facilities technical challenges, the
DOE will then direct the contractor to develop subsequent contract modification
proposals for the HLW and PT Facilities. Corresponding contract modifications and

rebaselining will be performed to ensure alignment between the baseline and the contract.

The Secretary of Energy met with concerned individuals from Hanford last year.

Is DOE aware that it may have disclosed the names of those individuals to contractor
management?

During his confirmation hearing before the United States Senate, Secretary of Energy
Emest Moniz committed to a number of immediate actions, including meeting with
concerned individuals at the Hanford Site. Secretary Moniz made his first visit to
Hanford shortly after his confirmation, and his agenda included meetings with concerned
individuals. The Department met with these individuals off site without any request for
confidentiality.

Does DOE have any procedures for communicating or interacting with individuals who
claim whistleblower status?

The Department established 10 CFR 708, and with its contractors, have established
Employee Concemns, Differing Professional Opinion, Equal Employment Opportunity,
and other programs, with approved procedures and processes that help facilitate discrete
interactions with employees who raise safety and other concerns. The procedures
associated with these programs allow contractor personnel to raise concems through the

DOE programs.

12
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What is the current status of the plan DOE is required to submit by June under the 2014
National Defense Authorization Act regarding the Waste Treatment Plant?

DOE is finalizing the plan and will submit it when complete,

At the hearing, DOE officials refused my request for you to appear on the same panel as
witnesses representing URS and Bechtel. Please explain why.

Executive Branch officials are almost always afforded the opportunity to testify on

panels that exclude non-governmental private sector witnesses.

This practice is an important reflection of comity between two co-equal branches of
government that permits government agency officials to contribute to the hearing process
while enabling them most efficiently to use the time their many duties demand.
Observance of this practice also recognizes the differing nature of functions and
responsibilities between private business entities and federal agencies responsible for
execution of the laws that affect such private sector entities. This is especially important
where, as was the case here, the private sector contractors were subject to regulation by
the Department in the underlying matters that were the focus of the subcommittee’s

hearing,.

13
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QUESTIONS FROM SENATOR RON JOHNSON

Whistleblower Retaliation at the Hanford Nuclear Site

QL

Al

Q2.

A2,

Ms. Busche was listed as “Key Personnel” on Bechtel’s contract for the Waste Treatment
and Immobilization Plant (her direct employer was URS, a subcontractor). You stated
that the Department of Energy (DOE) was not asked about, and did not approve, her
termination. Under the terms of the contract, what are the requirements for Bechtel/URS
to notify and/or consult DOE when changing Key Personnel? In practice, how is this
typically handied? What are the contractor’s obligations in a case like Ms. Busche’s
where the contractor decides to terminate Key Personnel for cause?

The WTP Key Personnel clause does not include limits on a contractor’s authority to
terminate an employee for cause, nor does it require the Department’s prior notification
or consent for such a termination. The clause states that the contractor must notify the
CO "[p]rior to ...diverting any of the employees in [Key] Positions to other positions.” In
this situation, the contractor did not divert a key person to an "other position” and, thus,
the clause does not speak to this situation. Thus, BNI did not have a contractual
obligation to notify DOE or seck its consent before URS terminated Ms. Busche for
cause. More recent Hanford contracts contain a standard key personnel clause that

contains a notification requirement, but no requirement to obtain DOE consent,

Please provide information sufficient to show that DOE has personnel in appropriate
numbers and expertise to oversee the contractors’ performance of nuclear remediation
work on its behalf.

Office of River Protection;

The Office of River Protection (ORP) has approximately 135 full-time equivalents (FTEs)
on board. Within those 135 FTEs, approximately 40 work on the Waste Treatment and
Immobilization Plant (WTP) project with approximately 30 of these FTEs in the

Engineering, Project Controls, and Construction Oversight and Assurance Divisions in

14
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addition to the Federal Project Directors. Tank Farms has approximately 30 FTEs with
approximately 10 FTEs working in the Operations Division, performing operational
oversight. There are also approximately 35 FTEs providing technical and regulatory
support to both the WTP and Tank Farms with approximately 20 of these FTEs providing
nuclear safety, and safety and health oversight. From a Contracting Officer perspective,

ORP currently has 7 Contracting Officers.

At Department of Energy Headquarters, there are approximately 17 FTEs dedicated full-
time to oversight of ORP, including personnel from:

s The EM Office of Tank Waste & Nuclear Material

¢ The EM Office of Safety, Security and Quality Programs

¢ The EM Office of the Chief of Nuclear Safety

¢ The EM Office of Acquisition and Project Management

* The DOE Office of Acquisition and Project Management
Additionally, the Department’s Office of Independent Assessment provides independent
oversight assessments and enforcement using its technical staff based upon its analysis of

site issues and conditions, project activities, and operational events.

15
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Post-Hearing Questions for the Record
Submitted to James Taylor
From Senator Claire McCaskill

“Whistleblower Retaliation at the Hanford Nuclear Site”

March 11, 2014
Q. Which concerns raised by Donna Busche, regardless of whether they were raised
before by others, has URS reviewed?
Q. How were each of those concerns brought to the attention of either contractor or
Department of Energy management?
Q.  What, if any, determination was made regarding fhe validity of each of those
claims?
Q. Of those claims that were determined to be valid, what steps were taken to

address the concern?

RESPONSE (Questions 1-4): There are two primary mechanisms by which employees
may document concerns at the Waste Treatment Plant (“WTP”)-—the Differing
Professional Opinion (*DPO”) procedure and the Project Issues Evaluation Reporting
(“PIER™) system. These systems are designed to ensure a full and fair consideration of
concerns raised, 1o ensure careful tracking of the process, and to ensure a formal and final
decision. Based on our review of these systems, Ms. Busche did not, at any time after
she began her assignment at WTP, raise concerns through these mechanisms.

We have also attempted to identify, in the limited time frame for response, concerns Ms.
Busche raised directly to the Department of Energy Headquarters (“DOE-HQ™) or
Department of Labor (“DOL”). The following responses are based on the information we

have been able to collect to date.

URS took each of her concerns seriously, as it does the concerns of each of its
employees,

Concerns Ms. Busche Appears to Status of the Issue
Have Raised

Concerns regarding inadequate As it always has, WTP continues to focus on
integration between the consistent improvement in the area of nuclear
Environmental & Nuclear Safety and | safety quality culture. The Independent
Engineering departments. Ms, Safety andQuality Culture Assessment Team
Busche has described her allegation | (“ISQCAT”) considered this issue, and URS is
alternatively as: (i) a lack of working to address any corcerns that were
integration of nuclear safety
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principles into the WTP design; and
(ii) a misalignment between the '
WTP*s Safety Basis and Design
Basis.

raised.

Concerns about inadequacies with
respect to the Safety Design Strategy
(“SDS”), .

The SDS was and still is currently going
through internal WTP review.

Concerns regarding the regulatory
propriety of using probabilistic risk
assessments for analyzing potential
hazards at the WTP.

Per DOE’s instructions, the WTP never used,
and has no intention to use, probabilistic risk
assessments to analyze potential hiazards,

Concerns regarding the adequacy of
the WTP’s quality assurance
computer systems.

Ms. Busche implemented a Management
Suspension of Work, which each concerned
employee can do. During that time computer
and nuclear safety staffs resolved the issue and
determined that the computer system did ot
require upgrade to a safety-related grade. Use
of the software resumed once the appropriate
project procedures were followed in order to
restart the work.

Concerns regarding the accumulation
of Plutonium Oxide in the WTP’s
tanks and the attendant risk of
criticality events,

The nature of the tank waste and the potential
for criticality have been central and core issues
at the WTP since Bechte]l and URS first
became involved in the project.

Between 2001 and 2002, a WTP engineer
began to ask questions regarding assumptions
that had previously been made regarding both
the size of Plutonium particles and the
concentration of those particles within the tank
waste,

Beginning in February 2006, WTP engineers
identified the potential for Plutonium to
precipitate out-of the tank waste and, therefore,
settle at the bottom of the tanks and vessels.

In late 2008 and early 2009, WTP engineers
updated reports analyzing criticality safety.

Throughout 2008, DOE-Office of River
Protection (“ORP”) was actively engaged in
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design oversight with respect to criticality
safety evaluations at the WTP. That oversight
resulted in the appointment of a DOE
Criticality Safety Support Group (“CSSG”),
which performed a review of the WTP’s pulse
jet mixing (“PJM”) systems and the
implications of those systems on criticality
safety and made recommendations on how to
improve criticality safety.

| Following the CSSG review, the WTP

developed a Plan of Action to address the
CSSG’s recommendations. That Plan of
Action was adopted in May 2010.

Also in 2010, the Defense Nuclear Facilities
Safety Board (“DNSFB”) directcd questions to
the WTP regarding the potential for Plutonium
Oxide particles to settle within the project
tanks. The WTP analyzed those questions and
provided responses in September 2010.

The. WTP analyzed and evaluated criticality
throughout Ms. Busche’s tenure at the project
{(including under her supervision). The WTP
continues to strive for a more complete
understanding of the sizes of particles that
could exist within the tank waste.

Concerns regarding the figure used to
calculate deposition velocity (that s,
the dispersion and settling of
radioactive particles) following a
postulated release of material from
the WTP.

Prior to the 2010 DNFSB hearings, DOE had
provided a specific value for use in deposition
velocity calculations at the WTP. Following
the DNSFB hearings, the WTP recommended
that DOE adopt a modified deposition velocity
value., DOE-HQ accepted that
recommendation and adopted a revised
deposition velocity value, for use at all DOE
sites, including the WTP,

Conceimis regarding the potential for

hydrogen to accumulate and combust
within the WTP’s piping and vessels
(“HPAV?” issue).

In approximately 2005, thc WTP retained
Dominion Engineering, Inc: (“DEI”) to
conduct study and analysis regarding HPAV
issues. Since then,”HPAV has been subject to
continuous and ongoing study and analysis.
Over the years, there have been numerous
different outside studies performed and reports
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given, including by DEI, CalTech, Global
Nuclear Network Analysis, and Southwest -
Research Institute.

In 2009, DOE-ORP chartered a study to
determine whether “operational complexity”
was resulting from “unwarranted
conservatism” with respect to HPAV issues.

HPAY remains an ongoing inquiry and issue at
the WTP. It has been and remains an issue that
will be analyzed to the fullest of the WTP’s
ability before the project becomes operational.

Corncerns fegarding the potential for | Nitrogen oxides are generated in the melter

the release of nitrogen oxide and and are treated in the melter offgas systems.
other hazardous materials that would | Those hazards were identified at the inception
be hazardous to the public during of the project and have been highly analyzed
plant operations. and controlled.

This event is adequately covered in the High
Level Waste Safety Design Strategy document.

Q. Has URS reviewed its non-disclosure agreements to ensure that Hanford
employees understand that it does not prevent them from raising safety or environmental
issues to the Department of Energy (DOE), the Inspector General, Congress, or any other
oversight agency? :

RESPONSE: URS encourages all employees to raise safety or environmental concerns;
nobody has more at stake than this company in having a safe and effective project, We
train our employees at Hanford to raise their concerns, and visible posters on site
encourage employees to raise any safety concerns they may have. The Department of
Energy requires non-disclosure agreements at WTP, The DOE requirement is limited to
ptrotecting from disclosure confidential or proprietary business, technical or financial
information belonging to the government or other companies; that is FOlA-exempt
information. The DOE requirement does not extend to the communication of safety-
based or environmental-based concerns, We have reviewed our non-disclosure
agreements implementing the DOE requirement; and do not believe those agreements
prevent employees from raising safety or environmental issues tothe Department of - :
Energy, the Inspector General, Congress, or any other oversight agency.

Q. What steps, if any, has URS taken to determine whether the firing of Donna
Busche has discouraged other employees from identifying safety or environmental
issues? )
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RESPONSE: Ms. Busche’s employment was terminated for cause, based on her
behavior and conduct. Ms, Busche was not retaliated against; and her employment was
not terminated because she raised safety concerns. We encourage all of our employees to
raise safety concerns and have a zero tolerance policy for retaliation against
whistleblowers.

Q. What are the total legal costs, including any pre-termination investigations, to
URS, associated with Ms. Busche and Dr, Walter Tamosaitis?

RESPONSE: The total legal fees and expenses to March 2014 associated with Ms.
Busche’s and Dr. Tamosaitis’s whistleblower claims are approximately $4,831,794.86.

Q. What firm(s) has URS retained in association with these two cases, and what are
the highest hourly rates that they have charged URS?

RESPONSE:

Day Pitney, $690/hr.

Latham & Watkins, $550/hr.
Morgan Lewis & Bockius, $585/hr.
Witherspoon Kelly, $285/hr.
WilmerHale, $1020/hr.

Q. Do any partners or assoeiations of those firms have any legal or membership
relationship to URS?

RESPONSE: Not to our knowledge.

Q. What portion of those costs has URS submitted for reimbursement to the
Department of Energy?

RESPONSE: URS has been reimbursed for $3,000,000 of the fees and expenses:

Q. What are the total costs to URS associated with this particular Subcommiitee
investigation and March 11, 2014 hearing, including the cost of any outside counsel?

RESPONSE: Total fees for the Senate Subcommittee investigation through the March
11, 2014 hearing are approximately $660,203.50,

Q. What firm(s) has URS retained in association with this hearing, arid what are the
highest hourly rates that they have charged URS?

RESPONSE:

Morgan Lewis & Bockius, $585/hr.
Witherspoon Kelly, $285/hr,
WilmerHale, $1280/hr.

Q. What portion of those costs will URS be submitting to DOE for reimbursement?
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RESPONSE: URS will be seeking reimbursement for allowable legal costs consistent
with the terms of the contract and applicable laws,

Q. Is URS conducting any investigations of any of its other employees at Hanford,
and if so, who?

RESPONSE: URS is not currently conducting investigations of any of its employees at
the Waste Treatment Plarit.

The Hanford Concerns Council investigates and seeks full, fair and final resolution of
significant employee concerns that involve issues of health, safety or environmental
protection, and has a significant track record-of success. URS does not appear to
participate as a Council Member, with respect to the Waste Treatment Plant.

Q. Why is URS not a participant in the Hanford Concerns Council?

RESPONSE: URS is supportive of the Hanford Concerns Council. As to those two
projects at Hanford for which URS is the controlling party, the project entity is a Member
of the Council.

At the hearing, an email from Waste Treatment Plant manager Frank Russo was quoted
regarding concerns raised by Dr, Tamosaitis. Mr. Taylor stated that URS would provide
additional information about Mr.-Russo’s statement that: “We néed to kill this BS now.”

Q. What was Mr. Russo referring to as “BS” in this email? What was its impact on
URS officials that were included on the email?

RESPONSE: Mr, Russo was an employee of Bechtel, niot URS; accordingly, questions
regarding his e-mails and intent should be directed to Mr. Russo and Bechtel. Receipt of
this e-mail by URS led to additional discussion of the issue of non-Newtonian vessel
testing.
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Post-Hearing Questions for the Record
Submitted to Michael Graham
From Senator Claire McCaskill

“Whistleblower Retaliation at the Hanford Nuclear Site”
March 11, 2014

At the hearing, you testified that every safety issue raised by Ms. Donna Busche and Dr.
Walter Tamosaitis was being formaily tracked to closure.

Q. Is this tracking being conducted by Bechtel or URS? Please provide the list of all the
safety issues that are being reviewed, the date and process by which they were
brought to the attention of Bechtel their current tracking status.

A. Bechtel National, Inc., (BNI) tracks project issues in coordination with URS and the
Department of Energy (DOE). Raising and resolving technical questions is an
integral part of our work processes. Free and open discussion of technical and safety
issues related to the WTP project is encouraged and expected as part of day-to-day
activities. Multi-disciplinary reviews and comment resolution during development of
project documents, combined with assessments and surveillances, serve to identify
the vast majority of questions that are inherent to completing this highly complex
project. Differing views are routinely addressed as part of interaction between
colleagues and management.

If routine interactions do not effectively address a question, multiple avenues are
available for project personnel to raise issues and concerns, including but not limited
to: the Project Issues Evaluation Reports Process (PIER process), Employee Concerns
Program (ECP) and Differing Professional Opinions (DPO) process. All project
personnel receive extensive training and information on using these and other
avenues to report and resolve issues and concerns.

The PIER process is a “high volume, low threshold” tool for the use by any WTP
personnel to raise an issue or opportunity for improvement, no matter how
insignificant. Issues raised in the PIER process are fully transparent to the
Department of Energy. This readily available process provides a mechanism for the
evaluation, resolution, and tracking to closure of project issues.

Further review of any technical or safety issue is available through the Differing
Professional Opinion (DPO) Process. The DPO process is a formal mechanism for
WTP personnel to resolve questions and concerns about the adequacy of the technical
design where there is a legitimate disagreement regarding the appropriate technical
path. The DPO process provides for a formal review of the disputed issues by a
technically qualified, independent panel with oversight by a DPO review board.

In addition to the PIER and DPO processes, the Employee Concerns Program
provides all personnc| at WTP with an independent avenue for reporting and
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resolving concerns. Although concerns can be reported confidentially or
anonymously, we are pleased that few people on the WTP project feel the need to
seek anonymity.

Collectively, these represent robust best-in-class processes for identifying, tracking
and resolving issues and concerns in order to allow decisions to be made as necessary
for progressing the project.

The Department of Energy has been intimately involved in the process of reviewing
and resolving technical issues at WTP. Technical questions have been evaluated,
tracked and addressed through joint review processes. During the latter part of 2012
and into 2013, Secretary Chu became directly involved, resulting in the establishment
of joint dedicated technical issue resolution teams (Tech Teams) to evaluate and
resolve technical questions regarding the WTP. Secretary Moniz has also devoted
significant personal attention to this project, and last fall released a path forward
document outlining the Department’s approach to answering the remaining technical
questions.

To date, five of the six High Level Waste Facility (HLW) Tech Teams have
completed their evaluations and provided recommended resolutions that will be
implemented during production engineering, resuiting in removal of hazards and
improved overall capability to meet mission life. A plan for resolution of the final
HLW Tech Team question has been developed. The eight Pretreatment Facility Tech
Teams have developed plans for resolution of the remaining technical questions in
that facility. These plans will be integrated with and executed as part of the pian for
resumption of production engineering for that facility.

Please see the response to the question below with respect to matters related to Donna
Busche and Walt Tamosaitis.

. Has Bechtel made any determination as to the validity of Ms. Busche’s or Dr.
Tamosaitis’s safety or technical concerns, regardless of whether they were raised
before by others? If the question cannot be answered with a “yes” or “no” answer,
please explain why it cannot. Of those claims that were determined to be valid, what
specific steps were taken to address the concern?

. As mentioned above, there are multiple avenues at WTP for raising issues and
concerns, including the PIER process, Employee Concerns Program and Differing
Professional Opinions process. Donna Busche did not use any of these avenues to
raise issues related to WTP. Ms, Busche filed two employee concerns directly with
the Department of Energy. Each of those concerns made allegations against both BNI
and URS. Therefore, at BNI direction, URS employed a well-qualified outside firm
to conduct a thorough investigation of the concerns. That firm’s conclusion was that
the concerns were not substantiated. Ms. Busche also sent a letter to Secretary Moniz
dated February 27, 2014 stating her concerns regarding WTP, All of the items
discussed by Ms. Busche in her letter either had been or are being evaluated by BNI.
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One of the items discussed by her was evaluated and not substantiated and three of
the five items relate to areas for improvement that were already being addressed by
BNI prior to the date of her letter.

Walt Tamosaitis did not use any of the systems described above to raise safety issues
at WTP. He did submit a list containing 45 items identified by his work group in
June 2010. This submittal was in response to a directive from the BNI Technical
Director to all technical employees at WTP to submit lists of open technical issues
they were aware of in order to assure that all such issues were being addressed. This
effort was a repeat of an information call BNI management had made the prior year.
Walt Tamosaitis submitted a list of items that had been gathered by the members of
the Research & Technology (R&T) group, one of several WTP technical and
engineering groups that were subject to the BNI Technical Director’s mandate. BNI
compiled the lists submitted by all groups, evaluated and binned them, and assigned
actions to address them.

The 45 items raised by the R&T group, as submitted by Walt Tamosaitis, included a
number of suggestions for improvements or risk reduction opportunities, in-process
design or operations items, and some potential technical questions. Twenty-two of
the items have been evaluated and closed. Nine in-process items or suggested
improvements have been noted and are being tracked for disposition as part of routine
design completion and verification, or startup, commissioning and operations
planning. Thirteen potential technical items are being evaluated and will be closed or
addressed by the Tech Teams established as a result of the Secretary’s initiative. The
final item is being addressed by the DOE, as it is outside the scope of the WTP
contract.

The Hanford Concerns Council investigates and seeks full, fair and final resolution of
significant employee concerns that involve issues of health, safety or environmental
protection, and has a significant track record of success. Bechtel does not appear to
participate as a Council Member, with respect to the Waste Treatment Plant.

Q. Does Bechtel participate with the Hanford Concerns Council, and if not, why not?

A. The Hanford Concerns Council has no official standing and there are already multiple
mechanisms in place to ensure that any concerns raised by personnel at WTP are
appropriately addressed in a manner consistent with all applicable federal or state
regulatory and other requirements. First, all employees are encouraged to raise any
issue or concern to a supervisor or senior manager, craft supervisor, safety
representative, or union representative. Second, there are multiple internal processes
to formally identify and resolve issues and concerns, such as the engineering design
review (EDR) process, non-conformance reports, construction deficiency reports,
Project Issues Evaluation Reporting (PIER) process, and safety log books. If these
processes do not effectively address an employee’s issue, they are encouraged to
initiate a formal Differing Professional Opinion (DPO) or union grievance. BNI
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continuously reminds all personnel at WTP of the avenues available for raising
concerns.

In addition to these broad and well-used avenues for identifying and resolving issues,
there are significant resources with robust investigatory processes to address any
issues not previously resolved. These available resources include the following
internal BNT and URS programs at a local and corporate level: Ethics and
Compliance, Employee Concerns Program, Employee Relations, Employee Disputes
Resolution Process, and Nuclear Safety and Quality Culture (NSQC). Finally, there
are several external agencies who are available to investigate concerns raised with
them including the Department of Labor, Department of Energy Office of Hearings
and Appeals, and the Equal Employment Opportunity Commission.

BNI believes that these multi-layered processes effectively address potential
concerns, and has confidence that the few concerns not resolved by internal processes
are appropriately handled by the external agencies and courts, who have extensive
expertise and the authority to fully deal with such matters. Therefore, BNI does not
participate on the Hanford Concerns Council.

. Has Bechtel reviewed its non-disclosure agreement to ensure that Hanford employees
understand it does not prevent them from raising safety or environmental issues to the
Department of Energy, the Inspector General, Congress or any other oversight
agency?

. Consistent with standard practice for companies in business, all BNI employees are
required to sign a standard agreement at the time of employment that explains the
need to protect confidential or private information, citing examples that include
procurement bid evaluations, customer information, computer source code and
personnel data. This is signed as a part of the employee orientation process. The
standard confidentiality agreement does not prevent employees from raising safety or
environmental concerns through any of the various issue-resolution channels that
exist at WTP, nor does it prevent employees from raising any safety or environmental
concerns with the Department of Energy or any other government entity.

The employee orientation process also includes training on Nuclear Safety and
Quality Culture (NSQC). That training emphasizes that all personnel at WTP are
encouraged and expected to raise safety concerns both to their own management and
outside agencies (such as DOE) without fear of retaliation. Employees are informed
of the multiple avenues where they can freely raise issues, and they have used these
various avenues.

This orientation training is followed by more in-depth NSQC training that has been
provided to all WTP personnel, and is provided to new employees after their arrival.
In addition, periodic reminders are provided to employees about the expectation that
they will raise issues and the avenues available. The NSQC training and routine
reminders help employees understand that the agreement to protect confidential
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information from disclosure in no way limits their ability to raise safety or
environmental issues to any internal avenue or external oversight agency.

. What steps, if any, has Bechtel taken to determine whether the fiving of Donna Busche

has discouraged other employees from identifying safety or environmental issues?

As part of our commitment to a heaithy WTP nuclear safety and quality culture, BNI
routinely monitors the processes available for raising issues at WTP to assess whether
personne} appear willing to identify issues. During these first few months of 2014,
the rate of PIER generation has continued at a consistently healthy rate, with no
significant changes up or down. We will continue to monitor whether WTP
personnel are identifying issues, and future results will be assessed to determine
whether there was any impact.

According to Bechtel's briefing to Subcommittee staff, when URS informed Bechtel that it
was terminating Ms. Busche, URS did not provide details about why she was fired, and
Bechtel did not ask for them. Bechtel only asked that URS confirm that they had evidence
to support Ms. Busche’s dismissal.

0.

A.

Given that Ms. Busche had already raised claims of retaliation, why did Bechtel not
ask for more information about why URS fired Ms. Busche?

Because Ms. Busche was a URS employee, BNI did not request URS to share specific
details about the URS personnel action that resulted in termination. BNI makes it
clear to ali subcontractors, including URS, that the subcontractor is required to
comply with all legal and contractual requirements, including specifically
requirements pertaining to employment practices, management of employees, and
resolution of employee concerns. URS, as Ms. Busche’s employer, communicated
that they had conducted a full legal review, that the action they were taking was in
full compliance with all applicable laws and regulations, and that the termination was
as a result of Ms. Busche’s behavior and misconduct and not as a result of
performance or raising safety concerns. This was a proper level of inquiry by BNI

. What are the total legal costs, including any pre-termination investigations, to URS

associated with Ms. Busche and Dr. Walter Tamosaitis? What firm(s) has Bechtel
retained in association with these two cases, and what are the highest hourly rates
that they have charged Bechtel? What portion of those costs has Bechtel submitted to
the DOE for reimbursement?

. BN1is reimbursed for certain legal costs incurred in the performance of its contract,

as allowed by the specific terms of the contract, FAR cost principles, and applicable
legal management regulations contained in 10 CFR 719. These costs are carefully
reviewed and approved by the DOE, and routinely audited by oversight entities. BNI
is providing the Subcommittee with information relating to those legal fees for which
it has sought and received provisional reimbursement from the DOE:

With respect to the Walt Tamosaitis matter, BNI was reimbursed by the DOE for an
invoice from the firm of Pillsbury Winthrop Shaw Pittman in the amount of
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$77,288.85 and invoices from the firm of Halvorson Saunders & Willner in the total
amount of $172,711.15.

With respect to the Donna Busche matter, BNI was reimbursed by the DOE for
invoices from the firm of Pillsbury Winthrop Shaw Pittman in the total amount of
$42,000.02 and invoices from the firm of Corr Cronin Michelson Baumgardner &
Preece in the total amount of $207,999.98.

. What are the total costs to Bechtel associated with this particular Subcommittee
investigation and March 11, 2014 hearing, including the cost of any outside counsel?
What firm(s) has Bechtel retained in association with this hearing, and what are the
highest hourly rates that they have charged Bechtel? What portion of those costs will
Bechtel be submitting to DOE for reimbursement?

. BNTI has not sought reimbursement from DOE for the cost of legal services provided
to BNI related to the Subcommittee’s inquiry. BNI is willing to provide additional
information to the Subcommittee regarding this issue should that change at a later
date. BNI retained the firm of Akin Gump Strauss Hauer & Feld with respect to this
Subcommittee’s inquiry.

. Does Bechtel anticipate any further increases in the cost to finish construction of the
Waste Treatment Plant? If so, when were those anticipated increases in costs
submitted to and discussed with DOE?

. Yes, based on changes to the project funding profile and other factors, BNI
anticipates cost increases from the contractual baseline established in 2009. BNI has
regularly communicated with the DOE as to the impact of changes on the overall cost
and schedule to complete the WTP project. As an example, when BNI was advised
by the DOE of a new funding profile in February 2012, we sent a letter notifying the
DOE that there would be significant cost and schedule impacts; we submitted a
contract notification of change in April 2012; and we followed up with letters to the
DOE in the fall of 2012 when we provided details of the report prepared by an
independent expert which confirmed the significant impacts on overall project cost
and schedule as a result of the funding reductions.
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Post-Hearing Questions for the Record
Submitted to Michael Graham, Principal Vice President, Bechtel National, Inc.
From Senator Ron Johnson

“Whistleblower Retaliation at the Hanford Nuclear Site”
March 11, 2014

1. To date, what is the total Department of Energy (DOE) spending on Bechtel's Waste
Treatment and Immobilization Plant contract? Please provide a breakout of any award
and incentive fees paid.

A. Based on the information provided by Bechtel to the subcommittee in May 2013,
through fiscal year 2012, $7,307 million has been received for work on the WTP
contract. Of that amount, $198 million was received for award fees or incentive
payments.

2. Under the terms of Bechtel's contract with DOE to design and build the Waste Treatment
and Immobilization Plant, what percentage of profit is provided?

A. The WTP Contract provides for a maximum available fee pool of 5.6%.
3. What criteria must Bechtel meet in order to earn its fees?

A. The WTP Contract requires that work completed on the project meets or exceeds the
contractual performance requirements. There are five incentive fee elements
established in the Contract:

e Incentive Fee A ~ Final Fee Determination for Work Prior to Modification
No. A143 (January 2009)

e Incentive Fee B — Maximum Available Award Fee. Fee Element B is earned
based upon achievement of performance objectives set forth in the semi-
annual WTP Performance Evaluation and Measurement Plan (PEMP) and
other contract terms. This element includes Project Management and Cost
incentive fee, plus Request for Equitable Adjustment (REA) settlements.

e Incentive Fee C — Schedule Incentive Fee. Fee Element C is earned based on
the completion of specified Activity and Facility milestones documented in
the Contract, as representation of progress towards achieving the overall
Contract requirements.

» Incentive Fee D — Operational Incentive Fee. Fee Element D is earned upon
achievement of prescribed performance testing rates for Commissioning, as
described in the Contract.

¢ Incentive Fee E — Enhancement Incentive Fee. Fee Element E contains four
elements designed to reduce life-cycle operating costs of the WTP: (i)
Enhanced Plant Capacity; (ii) Sodium Reduction; (iii) Enhanced Plant
Turnover; and (iv) Sustained Production Achievement. These elements are
further defined in the Contract.
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4. What is the approximate actual percent profitability of Bechtel National's work on the
Waste Treatment and Immobilization Plant contract?

A. Based on the information provided by Bechtel to the subcommittee in May 2013,
through fiscal year 2012, Bechtel received a 2.7% return in the form of award fees
and incentives on the work performed.

5. On its DOE nuclear remediation work overall?

A. Based on the information provided by Bechtel to the subcommittee in May 2013, on
average, Bechtel has received a 3.3% return in the form of award fees and incentives
on the work performed as the primary contractor on environmental management work
for the Department of Energy through fiscal year 2012,
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