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Lessons of Operational Importance
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——/Unfavorable geometry vessels should be avoided in areas where high concentration solutions might be present.
——Important instructions, information, and procedural changes should always be in writing.

——The processes should be familiar and well understood so that abnormal conditions can be recognized.
——=Criticality control should be part of an integrated program that includes fissile material accountability.
—-Operations personnel should know how to respond to foreseeable equipment malfunctions or their own errors.
———-Operations personnel should be trained in the importance of not taking unapproved actions

after an initial evacuation.

—Readouts of radiation levels in areas where accidents may occur should be considered.

—{0perations involving both organic and aqueous solutions require extra diligence in understanding possible
upset conditions if mixing of the phases is credible.

—{0perations personnel should be made aware of criticality hazards and be empowered to implement a stop work
policy.

———Operating personnel should be trained to understand the basis for and to adhere to the requirement for always
following procedures.

———Hardware that is important to criticality control but whose failure or malfunction would not necessarily
be apparent to operations personnel, should be used with caution.

———Criticality alarms and adherence to emergency procedures have saved lives and reduced exposures.
Lessons of Supervisory, Managerial, and Regulatory Importance

——Process supervisors should ensure that the operators under their supervision are knowledgeable and capable.
—Equipment should be designed and configured with ease of operation as a key goal.

——Policies and regulations should encourage self reporting of process upsets and to err on the side of learning
more, not punishing more.

———Senior management should be aware of the hazard of accidental criticality and its consequences.
—Regulations should exist which promote safe and efficient operations.

—Regulators, like process supervisors, should ensure that those they regulate are knowledgeable and capable.
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