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From: Richard McKinley
': Constance YuskoDate: 9/29/04 2:05PM

Subject: LER

Connie,
If anything is missing, let me know.
Rich



| Telephone Conversation Log
For

Richard McKinley
'_-_:_i_--_- September 29, 2004 -c;- - - l

Person . Gary McCahill f License 1 06-09261-01 Phone (860)424-3691
Called - Robert Brouillette |Number Number (860)444-5197

Facility CT DEP Radiation Section [Docket 03001275 Mail Control
| -~'- 'IILawrence & Memorial Hospital |Nme ubr

| Subject Inadvertent shipment of radwaste to a landfill

Synopsis On September 28, 2004, Gary McCahill of the Connecticut DEP Radiation Section notified NRC
that a shipment of hospital waste from Lawrence & Memorial Hospital had triggered an alarm at

. . the Preston, CT incinerator. The hospital is located at 365 Montauk Avenue, New London, CT.
Mr. McCahill stated that at IOam on September 28, 2004, the Nal alarm at the incinerator
indicated that radwaste was contained in the shipment from the above hospital. When Mr.
McCahill responded he used an ion chamber to determine that there was a 0.3 mR/hr exposure
rate at the drivers side of the truck, and he used a Nal detector to determine that there was a 35
microR exposure rate on the passenger side.

He then called Robert Brouillette at the hospital, who responded to the incinerator. They isolated
the contaminated bag. Mr. McCahill then resurveyed the bag and found an exposure rate of 1.2
mR/hr on contact. He then used a Nal detector to determine that the contamination was Tc-
99m. The activity was not determined. Mr. Brouilette then returned to the hospital with the
contaminated bag of waste. He told Mr. McKinley that he believed that the Tc-99m came from
the diaper of an inpatient who had been admitted to the hospital on September 27, 2004, and

| had received a bone scan.. It had been mistakenly placed in the regular hospital waste by a
hospital employee. Regular hospital waste is not normally monitored for radioactivity before
disposal. Nuclear medicine waste and biohazard waste are monitored. He plans to advise the
nursing director to issue a memo to all nursing staff reminding them that patients who have
received certain nuclear medicine procedures will contain radioactive material and that
potentially contaminated items should be held for nuclear medicine staff to retrieve. This is not
an NRC reportable event.

Action Taken
or Required


