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Better Oversight Needed For
Safety And Health Activities At
DOE’s Nuclear Facilities

Major changes are required in the safety and

health oversight program at the Department

of Energy’s (DOE’s) contractor-operated nu- |
clear facilities to ensure that safety, health,

and environmental standards are met. This

responsibility falls to the operating contrac-

tors, which are also responsible for meeting . 115979
production or program objectives. As a result,

safety and health concerns must often com-

pete with program goals.

i

GAO recommends a major reorganization of
DOE’s safety and health program as well as
other actions to correct program deficiencies.
GAO also suggests that the Congress consider
legislation to require the Nuclear Regulatory
Commission to review the safety of several
DOE nuclear facilities.
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To the President of the Senate and the
Speaker of the House of Representatives

This report discusses organizational changes needed to
improve the Department of Energy's safety and health over-
sight program for nuclear facilities. Although this report
is being issued to the Congress, it was initiated at the re-
quest of Representative Patricia Schroeder, who requested
that we not obtain the Department of Energy's comments on
our report.

We are sending copies of this report to Congresswoman
Schroeder and the Secretary of Energy.

WA

Acting Comptroller General
of the United States






COMPTROLLER GENERAL'S BETTER OVERSIGHT NEEDED FOR
REPORT TO THE CONGRESS SAFETY AND HEALTH ACTIVITIES

Tear Sheet

AT DOE'S NUCLEAR FACILITIES

The Department of Energy (DOE) owns facilities
for producing and processing special nuclear and
radioactive material, developing and operating
research reactors, producing nuclear reactor
fuel, developing and fabricating nuclear explo-
sives, managing nuclear wastes, and performing
research. Operating these facilities involves
some risk of worker injury or death from mechani-
cal operations and industrial hazards—--much the
same as many other industries do--and from using
toxic chemicals and handling radioactive materials.
DOE's nuclear facilities, which are operated

for DOE by contractors, are exempt from Nuclear
Regulatory Commission and Occupational Safety
and Health Administration safety and health
regulation and oversight. 1/ Although DOE has
historically had a good safety record, in terms
of occupational injuries and radiation exposures,
in the absence of such outside regulation and
oversight, it becomes imperative that DOE
maintain an aggressive program of monitoring

and oversight to identify safety and health
program weaknesses and prevent accidents. _
DOE has established a safety and health over-
sight program to provide independent, objective
oversight of DOE's nuclear facilities; however,
the organizational structure of its program in-
hibits independence and objectivity.

Representative Patricia Schroeder requested
that GAO determine if the Nuclear Regulatory
Commission or some other form of regulation
would be preferable to the DOE oversight pro-
gram currently in existence for safety and
health matters at DOE's nuclear facilities.
To determine what arrangement would provide

l/Section 202 of the Energy Reorganization
Act of 1974 provides an exception to this
exclusion. The Nuclear Regulatory Commis-
sion has specific authority to license cer-
tain commercial and long-term, high-level
radiocactive waste storage activities.
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the best safety and health oversight for these
facilities, GAO reviewed the four functional
program areas (occupational safety, emergency
preparedness, facility design safety, and en-
vironmental monitoring) and sought to answer
the following questions:

--Is DOE's program adequate to assure the
employees at DOE's nuclear facilities are
provided with safe and healthful working
conditions? The short answer is "No."

DOE needs to (1) improve its handling of
employee complaints and safety and health
violations and (2) develop a system for
focusing oversight activities on high-risk
hazards. GAO recommends that DOE take such
action. (See pp. 6 to 13.)

--Is DOE providing adequate emergency pre-
‘paredness guidance and assuring that DOE
facilities are prepared to respond to nu-
clear accidents? The short answer is "No."
DOE has provided limited guidance in this
area. Overall, DOE does not know the
status of the emergency preparedness pro=-
grams at its facilities and needs to update
their emergency preparedness to the post
Three Mile Island state-of-the-art. GAO
recommends actions to correct these, as
well as several other, aspects of DOE's
emergency preparedness program. (See
pp. 14 to 27.)

--What actions is DOE taking to assure that
its older facilities meet current safety
criteria and standards? The short answer
is "Very limited, if any." DOE's safety
analysis program, designed to provide such
assurance, receives relatively low priority
and, as such, DOE is not aware of the level
of design safety at many nuclear facilities.
GAO recommends that DOE take several actions
to expedite completion of safety reviews
for all nuclear facilities. (See pp. 28 to
350)

~=-How does DOE assure itself that information
concerning radiological releases from DOE's
nuclear facilities is accurate and reliable?
GAO's answer is that DOE has little assurance.
DOE currently relies heavily on data supplied
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by its operating contractors. DOE needs to
(1) provide guidance to the contractors to
assure monitoring uniformity and (2) use
independent monitoring data to verify data
reported by the operating contractors.

GAV recommends that DOE take such action.
(See pp. 36 to 40.)

ALTERNATIVES FOR SAFETY AND
HEALTH OVERSIGHT AT DOE'S
NUCLEAR FACILITIES

The specific problems noted in DOE's
occupational safety, emergency preparedness,
facility design safety, and environmental
monitoring programs warrant immediate corrective
action. Some of these problems can be corrected
by improved management techniques and a greater
awareness of safety and health oversight.
However, the underlying organization problems--
a lack of headquarters authority and the
decentralized nature of the program--may be

the more serious problems over the long term.

GAO believes that several alternatives exist

for improving the oversight at DOE's nuclear
facilities. These range from reorganizing the
entire safety and health function within DOE to
having outside agencies provide safety and health
oversight. Between these extremes lie various
forms of cooperative oversight involving DOE and
outside, independent agencies.

Each alternative has its own particular advan-
tages and disadvantages. For example, an
alternative advocating independent regulation

of DOE's nuclear facilities by an outside agency
would provide the surest increase in program in-
dependence and uniformity, and in the public's
confidence that DOE's facilities are safely
operated. Practical concerns, how=ver--such

as classification and access to nuclear weapons
plants—--mitigate the desirability of this
alternative at ‘this time.

Another alternative involves the reorganization
of the safety and health organization within DOE.
This alternative is very practical and does have
potential for achieving the desired program
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qualities. This alternative would also reduce
safety and health competition with program of-
fices and the safety and health organization
would have the authority to mandate adherence
to policy and standards. GAO, therefore,
recommends that the Secretary of Energy
elevate the oversight aspects of the head-
quarters safety and health organization to re-
port, as a staff function, to DOE's Under
Secretary.

Major changes are also required in the field/
headquarters relationship. The current
organization offers great potential for conflict
between programmatic and safety and health
activities. To increase program uniformity and
to isolate field safety and health staff from
program activities, DOE should reorganize those
field organizations involved in safety and
health oversight to report directly, and
exclusively, to the elevated safety and health
organization at headquarters. (See pp. 41 to 46.)

In response to a high-level DOE study of safety

at DOE's nuclear reactors, DOE has plans for es-
tablishing a separate reactor safety organization.
This organization, however, will be established at
the same level as the existing safety and health
program. GAO believes that this organization will
do little to enhance the independence or authority
of DOE's safety and health oversight program.

MATTERS FOR CONSIDERATION
BY THE CONGRESS

Most of the problems noted during GAO's review
can be corrected by reorganizing DOE's safety
and health program and by implementing specific
corrective action. One situation noted does not
appear to be correctable by these actions, but
does seem to be more suited to a cooperative
arrangement between the Nuclear Regulatory Commis-
sion and DOE. In the past, DOE's efforts in
ensuring the safety of its facilities have not
been adequate. Of particular concern are those
cases where safety analysis reviews have been
conducted, but have failed to identify hazards
which exist at the facility. A lack of
technical expertise by DOE safety and health
staff, acknowledged by DOE officials, may have
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contributed to-the incompleteness of these
reviews. As a result, GAO believes that con-
sideration should be given for an independent
technical review of DOE's safety analysis
program for nuclear facilities. Although

such a review will undoubtedly involve the
commitment of additional staff and resources,
GAO believes that the Congress should consider
legislation to require the Nuclear Regulatory
Commission to review and evaluate a number and
variety of DOE's nuclear facilities and proc-
esses, including detailed review of plant
operations, the contractor's safety analysis
methodology and report, and actions taken to
mitigate hazards. This evaluation should also
examine the adequacy of DOE's review of the
safety analysis document. The Commission should
report to the Congress on the results of its
review and evaluation within 1 year. (See pp.
45 and 46.) Suggested legislative language to
implement this program appears as appendix I
of this report.

As requested by Congresswoman Schroeder, GAO
did not forward a copy of this report to DOE,
the Occupational Safety and Health Adminis-
tration, the Federal Emergency Management Agency,
or the Nuclear Regulatory Commission for review
and comment. The facts presented in this report
were, however, discussed with DOE officials.
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CHAFPTER 1

INTRODUCTION

The Department of Energy is responsible for regulating
health and s=fety programs at DOE-owned, contractor-operated,
nuclear facilities. Activities at these facilities include pro-
ducing and processing special nuclear and radioactive material,
developing and operating research reactors, producing nuclear
reactor fuel, developing and fabricating nuclear explosives,
managing nuclear waste, and performing research. Operating these
facilities involves some risk of worker injury or death from
mechanical operations and industrial hazards, much the same as
many other industries do. 1In addition, DOE's nuclear operations
involve some risk to workers and the public from toxic chemicals
and radiation.

In the private sector, regulation of worker and public safe-
ty and health programs at nuclear facilities is the responsibil-
ity of either the Nuclear Regulatory Commission (NRC), the Occu-
pational Safety and Health Administration (OSHA), State agencies,
or a combination of these agencies. These agencies do not regu-
late DOE-owned, contractor-operated facilities because of the
following:

--Section 110(a) of the Atomic Energy Act (42 U.S.C.
2140(a)) excludes DOE-owned, contractor-operated
facilities from NRC licensing requirements. 1/

~-The Occupational Safety and Health Act of 1970
does not apply to employees whose working condi-
tions are regulated by other Federal agencies
pursuant to statutory authority (29 U.S.C. 653
(b)(1)). 1In 1974, OSHA agreed that the Atomic
Energy Commission had such authority under the
Atomic Energy Act of 1954 and was not subject to
OSHA oversight.

--The various State agencies generally derive their
authority from NRC and OSHA legislation and conse-
quently have no jurisdiction over DOE's nuclear
facilities.

1l/Section 202 of the Energy Reorganization Act of 1974 provides
an exception to this exclusion. NRC has specific authority to
license certain DOE demonstration reactors and high-level radio-
active waste storage activities.



Although DOE has historically had a good safety record, in
terms of occupational injuries and radiation exposures, in the
absence of outside requlation and oversight, it becomes imperative
that DOE--solely responsible for protecting the safety and health
of employees, the public, and the environment from the effects of
activities at DOE nuclear facilities--maintain an aggressive pro-
gram of monitoring and oversight to identify program weaknesses
and prevent accidents.

ORGANIZATION OF DOE'S SAFETY
AND HEALTH PROGRAM

Responsibility for DOE's safety and health program (including
emergency preparedness and environmental protection) is divided
among three groups--the Assistant Secretary for Environmental Pro-
tection, Safety and Emergency Preparedness, DOE's program offices;
and DOE's field offices.

At DOE headguarters, the Assistant Secretary for Environmental
Protection, Safety and Emergency Preparedness (more specifically,
the Division of Operational and Environmental Safety) is responsi-
ble for (1) developing program policies, standards, guides, and
requirements; (2) providing technical advice and assistance; and
(3) serving as a focal point for safety and health protection mat-
ters both within DOE and with other departments, agencies, and
groups. The Assistant Secretary, however, has no authority over
the program or field offices and coordinates with these groups
in an advisory capacity only.

DOE's program offices (Defense Programs, Nuclear Energy,
Energy Research, etc.) are responsible for implementing the safety
and health program at DOE's nuclear facilities and ensuring that
all related policies, standards, guides, and regulations are fol-
lowed. These program offices (which are located primarily at DOE
headquarters) have delegated nearly all these responsibilities
to DOE's field offices.

DOE's field offices--eight operations offices and a number of
subordinate area offices--are ultimately responsible for ensuring
that contractors operate DOE's nuclear facilities safely. Con-
sequently, each field office has a safety and health staff respon-
sible for overseeing the activities of the facilities and guaran-
teeing that both the public and workers are adequately protected
from radiological and other hazards.

Safety and health staff in the field are independent of
direct authority from the program offices, and the Assistant
Secretary for Environmental Protection, Safety, and Emergency



Preparedness, report instead--in some cases directly, ip some
cases indirectly=--to the operations office manager. This manager
reports to DOE's Under Secretary. 1/

OBJECTIVES, SCOPE, AND METHODOLOGY

This review of DOE's environmental protection, safety,
health, and emergency preparedness programs for nuclear facili-
ties was performed at the request of Congresswoman Patricia
Schroeder. The request specifically asked us to determine (1)
if NRC should have oversight or regqulatory role over DOE's
nuclear facilities and (2) if such oversight or requlatory role
is undesirable, what other options are available to ensure the
adequate separation of nuclear research, development, and wea-
pons production activities from health, safety, and environmental
oversight.

To determine if NRC should assume some oversight or reg-
ulatory role over DOE nuclear facilities, or if some other
internal or external alternatives are available to increase
program independence and objectivity, we sought first to deter-
mine the extent and adequacy of DOE's safety and health program.
Once we established a perspective on the quality of DOE's safety
and health oversight, we determined the advantages and disad-
vantages of alternative forms and sources of oversight.

In a prior report ("Department of Energy's Safety and Health
Program for Enrichment Plant Workers Is not Adequately Implemented,"
EMD-80-78, July 11, 1980) we provided some insight into DOE's
occupational safety and health program at three DOE-owned gaseous
diffusion enrichment facilities and one operations office. We
reported that while the program appeared to be adequately designed,
implementation of oversight activities by DOE was lacking.

That review, however, provided only a limited insight into
the broad range of activities comprising DOE's safety and health
program. Overall, DOE's program consists primarily of four major
functional areas--occupational safety and health, emergency pre-
paredness, facility design safety, and environmental monitoring.
Occupational safety was reviewed to determine if DOE's program is
adequate to ensure that employees at DOE's nuclear facilities are
provided with safe and healthful working conditions. DOE's emer-
gency preparedness program was reviewed to ascertain if DOE is
providing adequate guidance and ensuring that its nuclear facili-
ties are prepared to respond to nuclear accidents. We reviewed
DOE's facility design safety program to determine what actions DOE
is taking to ensure that its older nuclear facilities meet current

1/GAO plans to issue a report addressing DOE's headquarters/field
organization structure.



safety criteria and standards. In the area of environmental
monitoring, we focused on how DOE ensures that information
concerning radioclogical releases from its nuclear facilities
is accurate and reliable.

These four areas were chosen for review because they all
directly affect the health and safety of workers and the public.
In addition, emergency prepardness was chosen to ascertain what
actions DOE has taken to implement the recommendations made in
our 1979 report 1/ and to implement the emergency preparedness
lessons learned from the Three Mile Island accident.

The majority of our review work for all four safety and
health functional areas was performed at DOE headquarters in
Washington, D.C., and DOE's Albuquerque (New Mexico), Richland
(Washington), and Savannah River (South Carolina) Operations
Offices. Review of reports, policies, guidance, and require-
ments and discussions with DOE officials within the headquarters
offices of the Assistant Secretary for Defense Programs and the
Assistant Secretary for Environmental Protection, Safety, and
Emergency Preparedness enabled us to gain a perspective of the
overall program goals and objectives and the organization of the
program. DOE's Albuquerque, Richland, and Savannah River Opera-
tions Offices were chosen because they are responsible for
many of DOE's most critical nuclear facilities and are among
the largest of DOE's operations offices. Review of complaint
procedures and files, exposure records, facility safety analysis,
environmental reports, appraisals, inspection reports, emergency
drill critiques, procedures, guidance and other documents, and
discussions with DOE officials at the Savannah River Operations
Office provided information on program implementation at DOE's
Savannah River facility in Aiken, South Carolina. Similar
work at the Albuquerque Operations Office provided information
on the Pantex Plant (Amarillo, Texas), Mound Facility (Miamis-
burg, Ohio), Kansas City Plant (Kansas City, Missouri), Los
Alamos Scientific Laboratory (Los Alamos, New Mexico), Pinellas
Plant (Pinellas, Florida), Rocky Flats Plant (Rocky Flats,
Colorado), and Sandia Laboratories (Albuquerque, New Mexico and
Livermore, California). Our work at the Richland Operations
Office provided information related to the four major con-
tractors operating facilities on the Hanford (State of Washing-
ton) reservation. 2/

1/U.5. General Accounting Office, "Areas Around Nuclear Facili-
ties Should Be Better Prepared for Radiological Emergencies,"
EMD-78~110, Mar. 30, 1979.

2/While the locations listed do not represent all contractors
operating under the three operations offices, they do comprise
all the major operating contractors and facilities.



To obtain more detailed information concerning several of
the facilities, we (1) also reviewed similar documents and held
discussions with DOE officials from DOE's Rocky Flats, Amarillo,
Layton (Ohio), and Sandia (New Mexico), area offices and (2)
talked with contractor and labor union officials, reviewed docu-
ments, and . .ewed plant conditions at Sandia Laboratories, the
Savannah River Plant, the Rocky Flats facility, the Pantex plant,
and the four major contractors on the Hanford reservation. These
facilities were chosen to provide information on a variety of
activities (research, production, storage, etc.) as well as
materials (uranium, plutonium, etc.).

To provide a basis for comparing DOE's program with that
which could be provided by an independent agency, our review
also included reviewing documents and holding discussions with
officials at NRC and OSHA. Where appropriate, OSHA and/or NRC
program criteria were used as a comparison to DOE's efforts,
although no effort was made to evaluate OSHA or NRC criteria
or their programs. In addition, to evaluate DOE's support of
the Federal Emergency Management Agency (FEMA), we reviewed
FEMA policies and guidance and held discussions with FEMA of-
ficials concerning their coordination with DOE.

It should be noted that, subsequent to the start of our
review work, DOE's Office of the Inspector General began a
review with similar objectives. Contact, for coordination
purposes, has been maintained with the Office of the Inspector
General throughout our review. The Inspector General's report
is anticipated later this year.



CHAPTER 2

OVERSIGHT OF WORKER PROTECTION

PROGRAMS NEEDS TO BE INCREASED

. If DOE's nuclear facilities were privately owned and operated,
they would be regulated by NRC for radiological matters, and by
OSHA for non-radiological safety and health concerns. Because DOE
is exempt from such regulation, it must guarantee that each of
its facilities operate in a manner which protects the public and
workers' safety and health.

DOE records of occupational injuries and exposures at nuclear
facilities indicate that relatively few individuals have been in-
jured or received exposures exceeding DOE's internal and exter-
nal radiation standards. 1/ DOE appears, however, to rely almost
solely on contractors to resolve complaint and correct safety and
health violations, with little or no DOE oversight. DOE oversight
efforts are not sufficient to guarantee that a contractor will con-
tinue to operate the facilities in a manner which provides safe
and healthful working conditions. To provide such oversight, DOE
needs to (1) be more responsive to employee complaints which may
identify serious safety and health hazards; (2) treat safety or
health violations in a more formal, uniform manner, including
posting citations, setting time limits on corrective actions and
following up to ensure prompt correction; and (3) systematically
make use of available information to ensure that the most serious
hazards are identified and eliminated before injury or exposure

occurs.

DOE RESPONSIVENESS TO EMPLOYEE
COMPLAINTS NEEDS IMPROVEMENT

In the private sector, OSHA gives employee complaints high
priority among their activities, secondary only to imminent danger
investigations and investigations of catastrophic or fatal acci-
dents. Complaints may serve to identify safety or health hazards
and also provide a form of appeal once an employee has failed to
obtain resolution with the contractor.

DOE's procedures for handling employee complaints tend to
encourage contractor employees to resolve their safety or health
problems through the contractor's complaint procedures. If the

1/DOE's annual dose standard has been derived from dose levels
recommended by the National Committee on Radiation Protection
and Measurements and the International Commission on Radiologi-
cal Protection.



complaint cannot be resolved at this level or if, for some reason
(such as desiring anonymity), the employee does not wish to com-
plain to the contractor, the employee may file a written or ver-
bal complaint with DOE. Complaints involving imminent danger--
threatening death or serious physical harm--should be dealt with
immediately DOE procedures provide that all other complaints
are to be reviewed and, if determined necessary by a DOE official,
an inspection should be made of the area of the complaint within
15 days. When the complainant has identified himself or herself,
DOE is required to prepare a written response notifying the com-
plainant of the results of the DOE inspection or state why no
inspection was made. Complaints are usually handled by DOE field
offices.

DOE however, is not resolving complaints in accordance with
these procedures. Instead, DOE is relying extensively on the
operating contractors to resolve serious complaints which have
been submitted to DOE, even when the employee desires anonymity.
In addition, DOE is not being responsive to the actual issue of
the complaint nor is it always viewing complaints as a source of
valuable information about potential hazards. For example, on
June 9, 1980, an employee at DOE's Rocky Flats facility noted
an improperly installed filter on a glove box. 1 The employee
reported this to his supervisor. On June 12, the area around the
glove box was checked and found to be contaminated. Respirator
protection was immediately prescribed for the area, and that
specific glove box was shut down.

The employee filed a complaint which stated that the con-
taminated condition existed for 3 days after discovery because
the supervisor did not want to disrupt production to correct the
problem. Although the complaint focuses on a serious allegation
that hazardous conditions were knowingly allowed to exist to fa-
cilitate production, DOE's Rocky Flats Area Office did not inves-
tigate this issue. The complainant received a response from DOE
23 days later, informing him that DOE could not substantiate his
allegation and that safety was the responsibility of the operating
contractor. ‘

Another Rocky Flats complaint also involved glove box opera-
tions. On August 5, 1980, 4 days after a contamination incident,
a complaint was filed alleging that workers performing certain
glove box operations were routinely exposed to air contaminated
with radioactivity in excess of allowable standards. DOE did not
investigate the complaint. However, DOE had received a copy of

1/A glove box is a sealed box in which workers, using gloves at-
tached to and passing through openings in the box, can handle
radioactive materials safety from the outside.



the contractor's investigation of the August 1, 1980, incident
which documented at least 14 incidents of contaminated air in
that specific work area. DOE did not mention this to the
complainant, and the response stated only that although there
were some deficiencies, the containment system and procedures
were adequate to ensure the safety and health of individuals.

Although both of the examples cited occurred at the Rocky
Flats plant, such treatment of complaints is not unique to a
particular DOE field office and occurred at almost all locations
included in our review.

SAFETY AND HEALTH VIOLATIONS
SHOULD BE TREATED MORE FORMALLY

OSHA requires inspectors to classify safety or health viola-
tions noted during workplace inspections. These classifications
help categorize the relative seriousness of the violation and
assign appropriate time limits, or abatement dates, for corrective
action and penalties. For violations classified in the more seri-
ous categories, OSHA follows up to ensure abatement. All OSHA
citations of violations are posted in the workplace to inform

employees of potential hazards.

DOE periodically performs OSHA-type inspections, but does not
always post citations, set abatement dates, or follow up to ensure
abatement. A formal violation classification system such as OSHA's
could help ensure that more serious hazards receive the most at-
tention and are corrected on a prioritized basis. 1In addition,
DOE, at times, notes safety and health violations during oversight
activities other than OSHA-type inspections. Because they are
not found during a formal inspection, however, these violations
are not treated as violations, and are handled informally. Em-
ployees are not notified, abatement dates are not usually set,
and followup to ensure abatement is not performed.

Failure to classify violations
minimizes significance of hazards

OSHA classifies safety and health standards into three major
categories: "de minimis," other than serious violations, and seri-
ous violations. De minimis violations are rarely used, but refer
to violations having no bearing on worker safety and health, such
as failure to comply with OSHA records requirements. Other than
serious violations are those which have a direct relationship to
job safety and health, but would not cause death or serious
physical harm. Serious violations are those which have a sub-
stantial probability that death or serious physical harm could
result. OSHA sets abatement dates for all three types of viola-
tions. Followup inspections are mandatory for serious viola-
tions, and abatement dates for serious violations are usually
shorter than for other violations.



DOE has no overall policy concerning the classification and
treatment of violations. Thus, DOE has no requirements regarding
abatement timeframes or followup inspections to ensure correction.
The DOE field offices we visited either made no distinction between
types of violations or used only two categories, "de minimis" and
"violations.“ We do not believe this provides adequate assurance
that serious hazards will be promptly abated. For example, at
DOE's Richland Operations Office, the operating contractor was
cited for violations of standards requiring guards on cutting
equipment. This violation meets OSHA's criteria for a serious
violation. Two months later, the contractor reported to DOE that
guards had been installed, but DOE did not conduct a followup
inspection to ensure abatement. Under OSHA jurisdiction, a fol-
lowup inspection would have been mandatory.

While OSHA rarely uses the de minimis classification, our re-
view showed that DOE has used de minimis improperly to cite viola-
tions which may jeopardize worker safety and health. For example,
the Richland Operations Office cited de minimis violations of
standards for storage of acids, blocked fire exits, and require-
ments for emergency equipment such as chlorine masks and stretchers.
The Savannah River Operations Office similarly classified the fail-
ure to label flammable liquids as de minimis violations. While
not being in a category of threatening life, these violations
have potential serious impacts on the safety and health of workers.
In addition, the Savannah River and Richland Operations Offices
do not require contractors to post citations of de minimis viola-
tions in the workplace, and Richland does not set abatement dates
for de minimis violations.

Seriousness of violations noted
during non-0SHA-type compliance
activities minimlzed

OSHA inspectors are required to formally cite and post viola-
tions, regardless of the type of oversight activity being conducted.
DOE conducts many oversight activities other than OSHA-type inspec-
tions. DOE may note safety and health violations during appraisals
of contractors' safety and health programs, complaint and accident
inspections, or informal workplace visits. DOE has, however, no
overall procedures for dealing with violations of safety and health
standards which are found during these other oversight activities.
DOE's field offices, therefore, have each developed and adopted
their own set of procedures for dealing with violations noted
during appraisals, informal workplace inspections, and complaint
or accident investigations.

When serious violations of safety or health standards are
noted by DOE during non-0SHA-type monitoring activities, a letter
or memo is usually sent to the contractor pointing out safety
or health violations, but citations are not posted in the



workplace. DOE sometimes requires the contractor to prepare a for-
mal response indicating the actions that will be taken to cor-

rect the violations. The abatement time frame, however, as with
the formal OSHA-type inspection citation, is usually left to the
discretion of the operating contractor.

If a formal OSHA-type citation were issued for such viola-
tions, DOE would be responsible for posting the citation in the
workplace for 3 days or until all violations are corrected, which-
ever is longer. A primary purpose of posting citations in the
workplace is to advise workers of the potential hazards. Informal
treatment of violations, therefore, does not provide the same de-
gree of worker protection embodied in the formal procedures used
for OSHA-type compliance inspections. While DOE's informal treat-
ment of violations is a quick administrative solution for promptly
advising the contractor of hazards, it does not provide the needed
assurance that vioclations are promptly and adequate abated.

For example, at DOE's Richland Operations Office, the DOE
safety and health staff has developed a rather informal walk-through
inspection program for contractor facilities. These inspections
are scheduled in advance with the various contractors at Hanford.
During the past 3 years, several hundred such inspections were per-
formed by the Richland Operations Office safety and health staff,
compared to 14 OSHA-type compliance inspections. Violations of
safety and health standards were noted during many of these facil-
ity inspections. In most cases, the DOE safety and health staff
prepared a handwritten summary of violations noted and provided
a copy of the summary to the operating contractor. These viola-
tions were not posted and, in many cases, correction of the
violations was left to the contractor with no documented feed-
back or followup by the DOE safety and health staff to determine
whether the violations were promptly and adequately abated.

In one instance, during a November 1978 informal facility
inspection of a waste encapsulation and storage plant, DOE's
Richland Operations Office safety and health staff identified
a hazardous condition. Several sump alarms 1/ were not opera-
tional--either turned off or silenced due to water in the sump.

The problem was brought to the attention of the operating
contractor in November 1978, but a violation was not formally
cited or posted. In January 1979, DOE again observed that four
alarms were not operational, and the matter was brought to the
attention of the responsible DOE program division and a con-
tractor representatives. DOE did not set abatement dates or
post a notice of the violation, but indicated that corrective
action is the responsibility of the DOE program division and
the operating contractor.

1/Sump alarms are designed to alert operating personnel to the
presence of radioactive water before it can flood nearby work

areas.
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In late April 1979, DOE observed inoperable alarms and
determined that no apparent corrective action had been taken by
the contractor. DOE program personnel and the contractor were
again advised of the problem. In November 1979, a year after
the original notification, the problem had still not been cor-
rected and ., .;ulted in the undetected leakage of contaminated
water to the area outside the cell area. In February 1980, the
contractor finally took action to correct the situation.

SYSTEMATIC IDENTIFICATION AND
ELIMINATION OF HAZARDS NEEDED

In addition to investigating accidents and complaints,
OSHA conducts programmed inspections of various facilities in
the private sector. Facilities to be inspected are selected
based on death, injury, and illness incidence rates, and the
nature of the facility--that is, industries which expose workers
to serious hazards are the most likely to be selected.

DOE has information available which may indicate where the
most serious hazards exist. Trend analysis of prior appraisals,
OSHA~type inspections, informal inspections, complaints, acci-
dents, and unusual occurence reports 1/ all may indicate the
areas with the most potential for causing employee injury or ill-
n:ss. DOE has not analyzed this information, however, and has
little assurance that oversight activities are targeted at the
higher risk areas. For example, asbestos products have been
widely used in existing nuclear facilities at DOE's Hanford com-
plex. Demolition, modification, removal, or repair of such in-
stallations can result in high airborne concentrations of asbestos
fibers if proper control procedures are not employed. In addition,
normal deterioration and flaking of asbestos products can release
asbestos fibers in the air. Asbestos is widely recognized as a
severe high-risk health hazard because exposure to asbestos fibers
can cause lung cancer.

Our review of the appraisal and inspection records for the
past 3 years indicated that asbestos violations were noted during
a few workplace inspections conducted by the Richland Operations
Office. Samples taken by an industrial hygiene consulting firm
in November 1980 indicated that airborne concentrations of asbes-
tos fibers which greatly exceeded DOE's standard (more than 10
times) were present in a workplace during an insulation removal
operation being conducted by employees who were not wearing proper
protective equipment. The Richland Operations Office has not,
however, conducted a comprehensive review of operations involving
this hazard, despite its widespread use and severity, and the
violations which have been noted during workplace visits.

1/An unusual occurence report is filed whenever any accident
occurs at a DOE facility.
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If DOE had systematically analyzed this hazard, it might have
identified this problem at an earlier date and taken action to
mitigate the hazard.

CONCLUSIONS AND RECOMMENDATIONS

In lieu of OSHA oversight of non-radiological and radiologi-
cal workplace conditions, DOE must ensure that safe and healthful
working conditions exist and are maintained at DOE's contractor-
operated nuclear facilities. This role places DOE in the awkward
position of both operating and regulating its facilities. Certain
areas of DOE's oversight appear to be suffering from that apparent
conflict and should be improved to ensure that workers at DOE's
nuclear plants are provided with better protection from safety
and health hazards.

DOE's complaint process often does not offer employees an
independent and objective source of complaint fesolution. DOE's
handling of complaints places too much reliance on the operating
contractor and is often not responsive to the complainant.

DOE currently does not have a system for classifying safety
and health violations according to the degree of hazard involved.
In addition, DOE has not treated violations noted during oversight
activities, other than OSHA-type inspections, in a formal manner.
Informal treatment of violations tends to minimize the seriousness
of violations and does little to ensure employee awareness of
hazards and prompt correction of the violations. DOE's current
treatment of violations does not always provide adequate employee

protection.

In addition, DOE does not have a systematic method of ana-
lyzing hazard information (readily available from accident reports,
safety analysis documents, unusual occurence reports, or complaints)
to ensure that oversight priorities are correctly established and
that hazards are eliminated, and radiation exposures and injuries
are maintained as low as reasonably achievable.

We perceive no difference between the level of safety which
should be provided for workers in private industries and DOE
nuclear facilities. As a minimum, DOE should use OSHA criteria as
a basis for its safety and health oversight activities. There-
fore, to improve DOE's oversight of occupational safety and health
programs at DOE's nuclear facilities we recommend that the Secretary

of Energy:

--Require, for a potentially serious safety or health complaint
which cannot be adequately resolved at the contractor level,
that DOE safety and health officials conduct an independent
investigation and provide to the complaintant a response
which clearly addresses the issues of the complaint and pro-
vides data clearly supportive of DOE's findings or opinions.

12



~-Take action to develop a uniform policy for dealing with
safety and health violations. This policy should include
a system to delineate classes of violations based on danger
to employees as well as requirements for posting violations,
setting abatement timeframes, and checking to ensure that
corre._.tive action has been taken.

~-Direct that a formal, consolidated system be established to
collect and analyze information on workplace hazards for
all DOE nuclear facilities and establish priorities for
future safety and health oversight activities based on that
analysis.
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CHAPTER 3

DOE'S RADIOLOGICAL EMERGENCY PREPAREDNESS

PROGRAM NEEDS TO BE UPGRADED

The greatest danger from a nuclear accident is the release of
significant amounts of radioactive material into the environment.
To minimize the potential health and safety impact of such releases,
DOE must plan and prepare for radiological emergencies. DOE re-
quires each nuclear facility operator to develop a program to pro-
tect people, property, and the environment from radiological emer-
gencies. These programs, however, only cover onsite protective
actions. When releases go beyond the site boundary, DOE's role
is limited to (1) notifying Statz and local agencies of potential
offsite releases; (2) providing assessments of the offsite hazard;
and (3) recommending protective measures, such as evacuation. If
requested, DOE facilities are also prepared to provide off-site
radiological monitoring assitance but, for the most part, offsite
protective measures are the responsibility of State and local
governments.

The Three Mile Island nuclear power plant accident has prompted
a major rethinking of the whole area of radiological emergency plan-
ning and preparedness. This accident revealed that interaction
among the various emergency organizations in developing, reviewing,
and testing emergency plans was insufficient to ensure an adequate
level of preparedness for a serious radiological accident. Respond-
ing to lessons learned from Three Mile Island, the President (by
Executive Order 12148) directed FEMA to coordinate offsite radio-
logical emergency preparedness around nuclear facilities, including
DOE nuclear facilities.

Our study, therefore, concentrated on DOE's planning and pre-
paredness activities for emergencies involving offsite releases.
More specifically, we reviewed DOE's program to ensure that its
nuclear facilities are prepared to deal with radiological emergen-
cies, primarily those involving off-site releases. In addition,
in March 1979, we reported on specific weaknesses in DOE's emergency
preparedness program. This chapter also discusses the status of
DOE actions to correct those weaknesses.

We found that DOE's radiological emergency preparedness program
has not received sufficient priority and, in the event of an accident
at a nuclear facility, may not be prepared to adequately protect the
public, the environment, and property from the effects of a radio-
logical release. Responsibilities are fragmented throughout DOE, and
limited headquarters' guidance has caused a general atmosphere of
confusion as to the roles and responsibilities of DOE organizations.
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Specifically,

--emergency preparedness programs vary among DOE field offices
and improvements are needed to provide more effective over-
sight of emergency preparedness activities,

--DOE is providing limited support for FEMA's efforts to
upgrade radiological emergency preparedness nationwide, and

--weaknesses identified in GAO's March 1979 report have not
been corrected.

VARIATIONS IN EMERGENCY PREPAREDNESS MAY
IMPAIR PROTECTION FROM NUCLEAR ACCIDENTS

The scope of emergency preparedness programs and the priority
assigned emergency preparedness activities vary considerably from
one field office to another. Although management at all field
offices informed us that emergency preparedness is important, some
appeared better prepared to respond to emergencies than others.

Actions since the Three Mile Island accident provide some in-
sight into the extremes in field office emphasis on emergency pre-
paredness. For example, the Richland Operations Office has been
aggressively upgrading its emergency preparedness program by

--improving field office and contractor capabilities to re-
spond to accidents involving releases going beyond the site
boundary,

--working closely with the State and county governments and
the local public power supply system to integrate emergency
plans, and

-—-adapting planning criteria established jointly by FEMA and
NRC for developing and evaluating emergency response plans
for commercial nuclear powerplants.

Richland's actions are independent of any DOE-wide requirements.
Richland management informed us that needed improvements are too
important to wait for DOE headquarters to issue guidance.

Savannah River Operations Office officials, on the other hand,
are aware that the Three Mile Island accident emphasized the need
for clear, concise procedures for offsite alerts and notification
to local government officials and the general public. Savannah
River's procedures, however, date back to 1974 and do not include
notifying local government agencies of events during an accident.
The Savannah River Operations Office has evaluated its offsite
warning system for contacting local government agencies and com-
municating accident information to people living in nearby communi-
ties. Although Operations Office officials concluded that the
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system needs to be upgraded, management officials have deferred
action in this area until DOE headquarters issues specific planning
criteria.

Finally, we found little change in either the scope or at-
titude towards emergency preparedness at the Albugquerque Operations
Office. Officials at the Albugquerque Operations Office stated that
the accident at Three Mile Island has not changed what they do--it
just increased the amount of paperwork:

Several factors contribute to this wide variability among
field office and contractor emergency preparedness programs:

--The lack of a strong, centrally managed emergency prepared-
ness program at headquarters serves to dilute the importance
of emergency preparedness throughout the organization.

~-Headquarters' failure to issue policy directives further
downgrades its importance.

--Lack of aggressive oversight by DOE through its appraisal
program and evaluation of contractor drills does not ensure
contractor emergency preparedness programs are in place and
working.

Centralized, coordinated emergency
preparedness program needed at
DOE headquarters

A coordinated, unified approach to emergency preparedness
would help DOE ensure that its emergency preparedness needs are
being met. More specifically, it would provide a focal point for
all emergency preparedness activities, ensure clear assignments
of responsibility among its many program and field offices, and
aid in identifying overlaps and gaps in emergency preparedness
programs. Without this type of strong, centralized management,
however, each facility is relatively free to determine its own
level of emergency preparedness capability. The result may be
less than that needed to sufficiently protect people, property,
and the environment. The level of emergency preparedness required
should be a policy decision uniform throughout DOE, not an opera-
tional decision to be left to the field offices or the operating
contractors.

As currently exists, radiological emergency preparedness func-
tions at DOE headquarters are primarily divided among three organ-
izations. Two of these organizations--the Division of Military
Applications and the Office of Safe