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What really went wrong at WIPP: An insider’s view of two accidents at the only
US underground nuclear waste repository
David M. Klaus

ABSTRACT
Within a 10-day period in February 2014, two accidents happened at the Waste Isolation Pilot
Plant (WIPP) in New Mexico – the United States’ only underground repository for nuclear waste.
First, a truck fire deep in the mine spread soot over key equipment and disabled the reposi-
tory’s air monitoring system. Then a chemical reaction breached a waste drum, causing
a radiological release that contaminated large areas of the repository. Two Accident
Investigation Boards and a Technical Assessment Team identified the immediate causes of
the accidents and recommended remedial actions. The author, who served as the Deputy
Under Secretary of the Energy Department at the time of the accidents and during the three
years WIPP was closed, examines the larger problems within the Energy Department and its
contractors that set the stage for the accidents. He places the blame on mismanagement at the
Los Alamos National Laboratory; structural problems created by a statutory “fence” between
the National Nuclear Security Administration and the rest of the Energy Department, including
the Office of Environmental Management, which is responsible for disposing of the waste from
more than 60 years of nuclear weapons production; and a breakdown of the “nuclear culture.”

KEYWORDS
Los Alamos national
laboratory; Meis-Augustine
commission; NNSA; normal
accidents; nuclear waste;
waste Isolation Pilot Plant

For 15 years, starting in 1999, the United States’ only
underground repository for nuclear waste seemingly ran
like clockwork. Shipments of transuranic waste –material
contaminated with plutonium and other radioactive ele-
ments that have atomic numbers heavier than uranium –
from nuclear weapons plants and national laboratories
around the country arrived at the Waste Isolation Pilot
Plant (WIPP) in New Mexico on a regular schedule and
were deposited 2,000 feet underground in a layer of salt
that, over time, would encase the waste and prevent its
release for thousands of years. Then everything changed
within a 10-day period in February 2014 when two
accidents struck the facility.

The first accident, a truck fire, covered critical equip-
ment with soot and disabled the repository’s air mon-
itoring system. The second accident – a chemical
reaction that blew open the top of a waste drum and
vented radioactive materials – contaminated large areas
of the underground portion of the waste repository
(abbreviated as “the underground”). The accident
caused the facility to close for a three-year period and
nuclear waste to pile up at sites around the country. As
a result, the US government and its contractors were
subjected to millions of dollars in fines and penalties –
in addition to the approximately $1 billion it will ulti-
mately cost to put WIPP back into full operation.

I served as the Deputy Under Secretary of the Energy
Department, with responsibility for WIPP, at the time of
the accidents and for the three years that the facility
was closed. It was my responsibility to oversee the
investigations and to ensure that the Department met
Secretary Ernest Moniz’s commitment to reopen WIPP
before the end of the Obama administration. (We made
it, with two weeks to spare.) Two Accident Investigation
Boards and a Technical Assessment Team with repre-
sentatives from five national laboratories determined
the causes of the accidents and identified actions to
prevent similar incidents in the future.

The investigations were thorough and the reports
comprehensive. However, the reports were written for
experts and, because bureaucratic protocol requires
that the reports be fact-based and appear to be impar-
tial, they do not highlight the most egregious mistakes
and errors in judgment that ultimately were significant
in causing the accidents and complicating the
response. More important, the reports confine their
analyses to the accidents themselves and do not iden-
tify the larger, structural problems within the Energy
Department and its contractors that created the envir-
onment in which these accidents could happen. So, in
layman’s terms, this is what happened at WIPP –
and why.
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Two accidents in 10 days

The basic facts are straightforward. On February 5, 2014,
at 11:00 in the morning, a fire started in the engine
compartment of a salt haul truck located more than
2,000 feet below the surface, near the main elevator
shaft. The fire spread quickly to engulf the vehicle. All
86 workers escaped the underground, even though the
WIPP operations room caused smoke to build up in the
mine by improperly switching the ventilation system
from normal to filtered mode, which reduced the air-
flow. WIPP shut down operations to determine the
cause of the fire and to clean up soot that covered the
main elevator shaft, portions of the underground, and
key equipment.

Nine days later, at 11:34 p.m. on February 14,
a Continuous Air Monitor located near where workers
had been placing waste prior to the fire detected the
presence of radioactivity and triggered the mine’s ven-
tilation system to again shift from normal to filtration
mode. (Figure 1 shows the locations of the truck fire
and the air monitor.) Subsequent investigations would
determine that drum number 68,660, which contained
nuclear waste processed several months earlier at Los
Alamos National Laboratory, had undergone a chemical
reaction that caused it to burst open, sending its con-
tents into the air and contaminating the exit path of the
ventilation system. The drum contained waste from an
evaporator that used nitric acid to recover plutonium
from residues and scraps generated by operations at
the national lab. Fortunately, no workers were in the

underground at the time, and air filters trapped most of
the contamination. However, air monitors detected
trace elements of plutonium, americium, and other
toxic chemicals as far away as 20 miles.

The three official reports of the two Accident
Investigation Boards (one investigating the truck fire,
and the other producing “Phase 1” and “Phase 2”
reports on the radiological release) total almost 900
pages and include 77 specific conclusions as to the
“direct, root, and contributing” causes of the accidents
and 122 “Judgments of Need” (US Energy Department
2014a, 2014b, 2015). A fourth report, issued by the
Technical Assessment Team, spells out the precise
mechanisms and chemical reactions in the drum that
contaminated the underground at WIPP (Wilson et al.
2015). The Technical Assessment Team determined that
the reaction was a “thermal runaway,” started because
of heat-releasing reactions in the “parfait” in drum
68,660, which had nitrate salts from the waste stream
layered adjacent to, and mixed with, wheat-based kitty
litter that had been used to absorb liquids during pro-
cessing at Los Alamos National Lab. The technical team
also identified an organic acid neutralizer, used to pro-
cess the liquids, as a contributing factor to the reaction.

Here are some of the more troubling facts buried in
the almost 1,200 pages of official reports:

● If the chemical reaction in the drum had happened
50 hours earlier, all of the radioactive contamina-
tion would have gone, unfiltered, out the WIPP

Figure 1. This diagram shows the location of two unrelated accidents that occurred in the underground portion of the Waste
Isolation Pilot Plant (WIPP) in February 2014: a truck fire that covered critical equipment with soot, and an air monitor that sounded
an alarm after detecting radiation released from a nearby waste drum.
Source: Energy Department.
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exhaust stack – exposing nearby residents, con-
taminating the areas surrounding the facility, and
causing a public-relations nightmare. That is
because there were no operating air monitors in
WIPP for eight of the nine days between the fire
and drum incident. They had been disabled by the
soot and smoke from the fire.

● The WIPP ventilation system, although it success-
fully shifted to ventilation mode at the time of the
drum release, was not built and operated as
a safety system to protect the public. The WIPP
safety analysis assumed that a major radiological
release would never happen in the underground.

● The chemical reactions in drum 68,660 were simi-
lar in nature, though at a much smaller scale, to
those that occurred in the fertilizer bomb Timothy
McVeigh used to blow up the Alfred P. Murrah
Federal Building in Oklahoma City. The reactions,
caused by mixing nitrates and organic materials,
are taught in basic chemistry classes.

● Organic material never should have been added to
drum 68,660 when it was processed at Los Alamos.
The Waste Acceptance Criteria for WIPP prohibit the
disposal of drumswith free liquids and require the use
of inorganic clay absorbent where necessary. Instead
of using an inorganic absorbent (a clay-based kitty
litter), the national lab used an organic, wheat-based
kitty litter called Swheat Scoop – because a staffer at
the processing facility who had minimal, if any, tech-
nical training misunderstood the requirement for
“inorganic” absorbent and revised the processing
guidelines to specify “an organic” absorbent.

● The salt haul truck that caughtfire in the underground
at WIPP had not been properly maintained or cleaned
in months and was not using nonflammable lubri-
cants as required. Its automatic fire-suppression sys-
tem had been deactivated years earlier.

● The WIPP control room made critical mistakes in
both accidents. During the fire, a control-room
operator reduced the airflow through the mine,
which caused smoke to build up in the under-
ground rather than exit the stacks. Nine days later,
when the Continuous Air Monitor detected radia-
tion and automatically shifted the ventilation sys-
tem from normal to filtered operation – which had
never happened before in WIPP’s 15-year operating
history – control-room operators assumed this had
happened in error and waited eight hours before
manually checking radiation levels. In the interim,
a fire-investigation team with more than 110 peo-
ple arrived onsite, only to be ordered to shelter in
place once it was determined that there had been
an accident.

● Because WIPP was not prepared to respond to
a radiological release in the underground, staff
were unable to reenter the mine for a number of
days after the accident. They lacked proper train-
ing and had to acquire the equipment necessary to
work in a radiologically contaminated environ-
ment. Fortunately, nobody was in the under-
ground at the time of the release.

The official reports identified each of these errors and
recommended corrective actions to prevent them from
happening again. But the reports did not address the
more important question of why the errors – so obvious
in hindsight – happened in the first place. What was the
environment and culture in which mistakes of this magni-
tude could occur in nuclear facilities, particularly given the
strict discipline that is presumed for the management and
handling of radioactive materials? Was there something
fundamentally wrong with the way the Energy
Department managed and oversaw these facilities? And if
so, what has been done to address these larger problems?

Mismanagement at Los Alamos

From my perspective as the official charged with over-
seeing the investigations, the starting point for under-
standing what led to the radiation release that
contaminated WIPP and caused its closure for almost
three years – the farmore significant of the two accidents –
was mismanagement at the Los Alamos National
Laboratory by Los Alamos National Security LLC, the man-
agement contractor. A lot of attention has been focused
on how the requirement to use an “inorganic” absorbent
was changed to require use of “an organic” absorbent by
an employee of Energy Solutions, the subcontractor hired
by the national lab tomanage its nuclear waste-processing
facility. At one level, this mistake and the failure to put in
place review procedures to prevent it could be character-
ized as bureaucratic errors, but that explanationmisses the
fundamental management failures that created an envir-
onment in which these and other mistakes could occur.

The extent of that mismanagement is reflected in
a summary chart of a report to Charles F. McMillan, the
lab director at the time of the accidents, prepared by an
independent investigation team (see Figure 2). As
reflected in this chart, a key focus of the Los Alamos
investigation was on what the personnel involved in
operating and overseeing the nuclear waste process facil-
ity knew – and did not know. The investigation found
that senior managers overseeing environmental pro-
grams and the processing of nuclear waste for disposal
at WIPP “possessed the knowledge of basic chemistry to
recognize the problem of mixing organic kitty litter
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with acid, but were completely unaware this was occur-
ring at WCRRF [the facility processing nuclear waste]”
(Longenecker & Associates 2014, 9).

How about the managers who worked for the sub-
contractor Energy Solutions at the nuclear waste-
processing facility every day and were in charge of its
operations? The Los Alamos investigation found that
the Operations Manager “lacked technical knowledge
needed to manage the work” and that every employee
who was aware of the mixing of organic kitty litter and
nitric acid “did not possess the basic knowledge of
chemistry to recognize it as a problem” (Longenecker
& Associates 2014, 10, 14).

In other words, the people who knew organic kitty
litter would be a problem had no knowledge of what
was going on at the facility, and the people who knew
what was going on at the facility had no understanding
of basic chemistry. As a result, there were no effective
controls and procedures in place at a facility that was
responsible for handling toxic, radioactive wastes.

Vincent Ialenti, a cultural anthropologist who con-
ducted extensive interviews at WIPP and Los Alamos,
has suggested that the problems in the waste-
processing facility at Los Alamos were the product of
an initiative called the 3706 Campaign, which from
2012 to 2014 prioritized and accelerated the processing
of transuranic nuclear waste at Los Alamos. In an article
published last year in the Bulletin, Ialenti argued that
the initiative to ship 3,706 cubic meters of waste to
WIPP on an accelerated timetable was “the likely real
culprit” that led to “many oversight lapses, frenzies of
collaborative enthusiasm, pressures to speedily ship
waste, hiring of scientifically inexperienced schedule-
driven supervisors, and lack of appetite for WCRRF
workers to question their superiors” (Ialenti 2018).

While acknowledging that Los Alamos National
Security LLC – in its capacity as the prime contractor
running the laboratory – was ultimately to blame,
Ialenti criticized the accident investigation reports on
the radiation event for failing to identify the 3706
Campaign as one of the accident’s “root causes.”

I disagree. In my view, the challenges of the 3706
Campaign provided senior laboratory officials with
a convenient excuse for serious management failures at
the laboratory and its subcontractor Energy Solutions,
a company that advertises itself as “an industry leader in
the safe recycling, processing, and disposal of nuclear
material” (Energy Solutions 2019). The pressure of dead-
lines and the potential for financial bonuses will certainly
bring out problems in an organization, but the failure to
ensure that workers have the knowledge and skills to do
their jobs; proper procedures are in place; and managers
can effectively oversee operations are management fail-
ures – particularly when the task at hand involves nuclear
materials. In the words of the laboratory director’s inde-
pendent review team, “the fact that so many critical man-
agement, safety, and oversight mechanisms all failed
simultaneously over an extended period of time and
contributed to the mixing of incompatible materials and
shipment of waste to WIPP, are of significant concern”
(Longenecker & Associates 2014, 6).

Structural and cultural obstacles

Structural problems with the Energy Department’s over-
sight of the laboratory’s waste-processing facilities com-
pounded the fundamental management problems at Los
Alamos. Although nuclear waste processed at the lab was
destined for disposal at WIPP and had to meet the
Waste Acceptance Criteria established by the Energy
Department’s Office of Environmental Management, the
Energy Department field office in charge of overseeing
the Los Alamos nuclear waste-processing operations was
instead part of theNational Nuclear Security Administration
(NNSA). NNSA is a semi-autonomous agency within the
Energy Department, established by statute in 2000. The
NNSA Act created an operational “fence” between NNSA
and the rest of the department – only two non-NNSA
officials, the Energy Secretary and Deputy Secretary, are
authorized to providedirection toNNSAofficials ormanage
NNSAoperations. Because thewaste-processingoperations
at Los Alamos were incorporated into the NNSA’s larger
management contract to run the laboratory, the office with
the expertise and responsibility for managing the disposal
of nuclear waste at WIPP lacked the legal and operational
authority to direct how that waste was processed at Los
Alamos.

Figure 2. This chart, included in a report prepared for the
director of the Los Alamos National Laboratory by an indepen-
dent review team, illustrates the four “primary root causes” at
the laboratory of the drum accident at WIPP “to better com-
municate their highly interrelated and systemic nature.”
Source: Longenecker and Associates (2014).
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Cultural problems within the Energy Department
further aggravated the legal obstacles erected by the
NNSA Act. The Office of Environmental Management
does not receive the respect within the Energy
Department that one might expect given the importance
of the mission and the fact that it consumes approxi-
mately 20 percent of the department’s budget. It is led
by a Senate-confirmed Assistant Secretary and has an
annual budget in excess of $6 billion, employing approxi-
mately 3,000 federal and 25,000 contractor employees at
17 sites across the country. It is responsible for cleaning
up the legacy waste of more than 60 years of nuclear
weapons production, a task that is projected to cost
more than $490 billion and extend for at least another
30 to 40 years. Yet the signs of internal disrespect are
evident to anyone who has worked at the department.
For example, the Office of Environmental Management is
not a highly regarded place to work within the depart-
ment, and its operations are heavily criticized in back-
channel conversations and formal department-wide
reviews. It is subject to micromanagement and strict bud-
get controls by the Office of Management and Budget,
which prevent managers from responding quickly to
changing needs and priorities. In retrospect, the ongoing
underfunding of operations and maintenance at WIPP
and other Office of Environmental Management facilities
was likely a contributing factor that led to the salt haul
truck fire at WIPP and greatly complicated its reopening.

Nowhere within the department is this attitude toward
the Office of Environmental Management more evident
than at the NNSA. The NNSA is responsible for, among
other missions, researching, developing, manufacturing,
and maintaining the nation’s arsenal of nuclear weapons.
It participates in national security policy development at
the highest levels of the US government. Given the nature
of its nuclear missions, the NNSA does not approach the
processing and disposal of nuclear waste in the same way
or with the same regard as the Office of Environmental
Management, for which this is its primary mission and top
priority.

The NNSA attitude toward the Office of Environmental
Management is shared, if not more pronounced, at the Los
Alamos National Laboratory. The Accident Investigation
Board reports found that regular audits of waste processing
and characterization processes had not been conducted at
the Los Alamos waste-processing facility. It attributed this
in part to questions as to whether these audits would be
conducted by the NNSA field office in Los Alamos or by
officials from theOffice of EnvironmentalManagement and
its contractor in Carlsbad, NewMexico –which oversees the
Waste Acceptance Criteria forWIPP. In tactful language, the
Phase 2 report concludes: “[Carlsbad FieldOffice] personnel

associated with the National TRU [Transuranic] Program
indicated in interviews that they did not have the authority
to conduct oversight of the waste generator site activities
beyond the [Central Characterization Program]-conducted
characterization and certification processes, although the
[Energy Department] Accident Investigation Board could
find no evidence that such authority was limited” (US
Energy Department 2015, 58).

The reality was that Los Alamos officials did not see
the need to have federal or contractor employees
representing the Office of Environmental Management
inspecting their facilities and, according to sources, they
did what it took to keep them off the premises.1

The Los Alamos attitude was evident throughout the
accident investigation: In the minds of officials there, the
national laboratory that developed the first atomic
weapons could never have made the mistake that
caused the radiation release at WIPP. In the immediate
aftermath of the accident, lab officials refused to accept
that it was caused by a waste drum processed at Los
Alamos, even when it was clear to everyone else that this
was the case. At first, they questioned whether any of
the drums processed at Los Alamos had the same che-
mical signature as the contamination in the ventilation
system – until it was found that Los Alamos had mis-
characterized the chemical components in drum 68,660.
Once photographic evidence confirmed that drum
68,660 had breached, Los Alamos officials pushed
a number of theories that placed the blame for the
accident anywhere but the lab. For example, they argued
in the press and within the Energy Department that the
chemical reactions would not have started in the drum
were it not for increased heat caused by the February 5
fire and the subsequent reduced ventilation in the
underground. They backed off only when the Technical
Assessment Team, composed of experts from five other
national laboratories, produced definitive evidence that
refuted this theory.

Establishing accountability

Now that everyone agrees on what happened during the
two accidents at WIPP, what has been done to address
the root causes of the accidents? At the operating level,
the Energy Department set up processes to monitor pro-
gress in addressing the 122 “Judgments of Need” laid out
in the three Accident Investigation Reports. At the senior
management level, led by Secretary Moniz, the depart-
ment took significant actions to address the fundamental
problems that created the environment in which these
accidents could occur. The objectives were to establish
contractor accountability, realign and streamline the
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Energy Department’s oversight of the cleanup program,
and change the divisive culture as much as possible
within statutory restraints.

In order to address the serious management problems
and establish contractor accountability at the Los Alamos
National Laboratory, the Energy Department fined and
fired the prime contractor, Los Alamos National Security
LLC. The contractor lost $57 million in potential bonuses
as a direct result of its management and operational fail-
ures related to the WIPP accidents. The accidents were
a significant factor in the Energy Department’s decision
not to renew the Los Alamos National Security LLC con-
tract to operate the laboratory. The contract, worth
approximately $22 billion over a 10-year period, was put
up for bid, with the department calling for a “culture
change” as part of the process. The only member of
Triad National Security LLC, which won the competition,
that was on the previous management team is the
University of California, which has a history at Los
Alamos dating back to the lab’s founding during the
Manhattan Project in 1942.

Given the management failures at WIPP, the Energy
Department also considered canceling or not renewing
the contract with Nuclear Waste Partnership, the contrac-
tor that managesWIPP. The accident investigation reports
identified major errors by Nuclear Waste Partnership that
were among the direct causes of the salt haul truck fire
accident; significant control-room mistakes made during
both accidents; and maintenance and operational issues
that had been overlooked for years – particularly with the
non-nuclear operations in the underground. The contrac-
tor also failed in its responsibility to oversee compliance
with the Waste Acceptance Criteria, which involves work-
ing with waste-processing sites such as Los Alamos to
ensure that they have proper procedures in place and
are following them. In addition, it was clear in the immedi-
ate aftermath of the accidents that Nuclear Waste
Partnership did not have at WIPP the leadership and
expertise necessary to manage a contaminated facility.

Notwithstanding these concerns, the Energy
Department determined that retaining the contractor
was the best path forward to reopening WIPP in a timely
manner. My colleagues and I questioned that decision any
number of times over the next three years, as the con-
tractor brought in new management with expertise in
contaminated facilities but stumbled at times in its efforts
to reopen the facility. However, each time the wisdom of
“not changing horses midstream” prevailed, and Nuclear
Waste Partnership was retained as the WIPP contractor
through the reopening in January 2017. With the arrival
of the Trump administration, the new leadership at

the Energy Department chose later that year to extend
the contract for an additional three years – a decision that
the previous management team might not have made.

At Los Alamos, in addition to establishing contractor
accountability, the EnergyDepartment addressed the struc-
tural problems that constrained theOfficeof Environmental
Management’s ability to effectively oversee the processing
of nuclear waste destined for disposal atWIPP. The contract
to clean up and process nuclear waste at Los Alamos is no
longer a component of the overall laboratorymanagement
contract awarded by the National Nuclear Security
Administration (NNSA). It is a separate contract issued by
the Office of Environmental Management and overseen by
a separate field office at Los Alamos established a year after
the accidents. These actions were designed to centralize
and streamline accountability for the management of
nuclear waste headed for WIPP, thereby overcoming, as
much as possible, NNSA Act barriers that established the
NNSA as a semi-autonomous agency within the Energy
Department.

Centralizing the Energy Department’s oversight of
nuclear waste cleanup within the Office of Environmental
Management, rather than having cleanup at NNSA sites be
separately managed by the NNSA, is consistent with the
November 2014 recommendations of the Congressional
Advisory Panel on the Governance of the Nuclear
Security Enterprise (also known as the Meis-Augustine
Commission). The Commission concluded that “numerous
studies and the panel’s own fact-finding revealed that
[the Energy Department]’s current separately-organized
approach is fundamentally flawed, and that adjustments
would not be sufficient to correct either the structural or
cultural problems” (Augustine et al. 2014, xii). Although the
Commission focused on the Energy Department’s weap-
ons programs and other nuclear security missions, its
determination that “[s]tructural change through an
amended NNSA Act represents an essential step, but only
an initial step, toward the cultural change necessary for
success” (Augustine et al. 2014, 6–7) is equally applicable to
the department’s cleanup mission in the future.

A new “nuclear culture”?

Cultural change is a more challenging objective – one
that will take years of consistent actions by the Energy
Secretary and all levels of the department, reinforced by
a commitment from the leadership of the department’s
17 national laboratories and other major contractors.
A culture shift starts with the Energy Department, and
the Office of Environmental Management in particular,
establishing clear standards of performance for the
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management of its nuclear operations and then holding
its contractors accountable.

The culture had already begun to change at WIPP and
other waste-processing sites around the Energy
Department complex by the time WIPP reopened in
January 2017. Fifteen years of smooth, uneventful opera-
tions had lulled these sites into routines and practices
inconsistent with the discipline and order that is at the
core of a “nuclear culture.” This was evident in WIPP’s
condition at the time of the accidents, and in budgets
that, according to some senior officials, had not allocated
sufficient maintenance and operation funds to WIPP for
a number of years. The comprehensive readiness review
that was required for WIPP to reopen documented that
much had changed, but it remains to be seen whether
a new “culture” at WIPP and the Los Alamos waste-
processing facility will prevail as they return to regular
operations. The approximately $1 billion that will be spent
to fully reopen WIPP should serve as a strong reminder
that preventing accidents is more cost-efficient than
cleaning up after they happen.

It is troubling that the accidents atWIPP have somany of
the attributes of what sociologist Charles Perrow first
described as “normal accidents” to be expected in complex
and “tightly coupled” systems (Perrow 1984). The problems
that ultimately led to the WIPP accidents were with the
organizations, not the technologies. As is often the case
with “normal accidents,” operator error was a factor in both
the truck fire and the drum accident, and WIPP personnel
were unprepared to respond. The errors appear trivial when
viewed in isolation, but when combined they cascaded
through the system with serious consequences. In fact, the
consequences would have been much more severe had
WIPP staff not reactivated a Continuous Air Monitor in the
underground only one day prior to the radiological release
from drum 68,660.

Perrow argues that some complex systems, specifically
nuclear power plants and nuclear weapons, are so vulner-
able to “normal accidents” that they should be abandoned.
Notwithstanding the similarities noted above, underground
nuclear waste disposal facilities are different – they are not
as tightly coupled or as technologically complex as nuclear
weapons and nuclear power plants. Rather, WIPP and any
future underground repository for commercial spent fuel
are more similar to complex systems such as chemical
production andmining, which Perrow recommends be “tol-
erated and improved.” Moreover, Perrow recognizes that
some complex organizations that may be prone to natural
accidents are so essential to society that they cannot be
abandoned (Perrow1984, 349). Such is the casewith nuclear
waste disposal facilities – the nuclear waste and spent fuel
already exist and must be managed in the best way
possible.

Having been in a leadership role during several of the
most significant nuclear incidents in the Energy
Department’s history, I believe it is important for the
public and policy makers to know what really happened
at WIPP and to recognize the factors that came together
to create an environment in which the accidents could
occur. It is equally important to recognize and appreciate
what was done to address the core problems and, hope-
fully, prevent similar accidents in the future. Much of the
credit for the focus on contractor accountability and
overcoming the structural challenges created by the
NNSA Act goes to Secretary Moniz, one of the two offi-
cials that the NNSA Act authorizes to manage the Energy
Department in its entirety. Unfortunately, no Energy
Secretary can unilaterally repeal the NNSA Act. Perhaps
Congress will better appreciate the unintended conse-
quences of creating a semi-autonomous agency within
a cabinet department and do so in the future.

Note

1. The reluctance to allow Office of Environmental
Management officials to inspect the Los Alamos
National Laboratory waste-processing facility is consis-
tent with Victor Ialenti’s interviews with officials at WIPP
and Los Alamos (Ialenti 2018).
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