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Rotiert Ondo, PACS Coordinator, Re: 
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south Czmpus 
moo south M& snecc 
NcW CW?IS, P A  I6ldT-4673 
Tolephone: 72+.658.'35 I I 

. Tha~ lc  ybu for taking rhe.time 10 speak yith mc yesterday. h noted in our ponwmtion, t k  following 

. CFR?!Q ftw'20,'22E regqh.g tiotificxion of incidents and reportabIe events. 

I On 10 May 2006, tbe $SO's'office received (z fau fiom GIobal Dosimetry Solurions; indicaring that Wccer 

. I  

'. 
I Dcscripfio'n of Event:. 

. 3 '12& AOcwnt3 25915DPT wear ckte 11 45-05 received a Deep dose of 9218 millirem. 'The f x  was 
.', * .  $I &red OS/bs/2006 0826'at Thc'heedcr on the top of rhc paze. (.4ttachmmt 2) Tho process infoma.tion.and 

report numbercare 0155S23 and 04754 respectively. The RSO notified the Vice President of Professional ~ 

Services -office md requested &at we norify the PsDEP and NRC of a potential oveitxposure. The Vice 
Pkesidsnr was available by phone and placed the calls to both the Po. DEP Cencrd Ofice and she WC 
Ofice o f  Public Af6irs in Washtngton, D.C. The Vico President's call was recorded by thc NRC as event 
#,52564 at 1957 AM The Vice President's caI1 ro the DaDEP Bureau of hdiqtion Proteceian Cmtral 

ThetRSO alsp wils able to back down Wearer W 12s and notify him in writing and m perscn. This 
individual is a Physiciatl md an Anesthesiologist and the RSO was aware that he IMS been participxingh 
an'd perfaning spin4 injection procedures, mostly at the hedth system's South Campus. In a brief 
interv\ew, rhe RSO and Physician were able co determine that rhe source of any occupational exposure for 
this individusl most likely wgulc! be from these types of procedures and in the Physician's words, 99.9 % of 
his wcrk was perfomed at 'rhe South Campus. He was very ooncemed for his safety and rhc RSO 
cbpfirmed with him' rhr~ he wbuld cerwinly investigate this report and obtain any guidance ss'$iven by she 

, Burcw as necessary. The S O  also told Wearer # 128 that h t  would have the badge re-evaluatedto 
conflnn the reading and to o b u h  any processiQ notes rhar mishhr: be available associatod wlrh rhc process. 
The RSO felt ir appropriate to nodfy borh the NRC and PaDEP of the potential ovnexposuro h e c a w  in the 
course ofThe investigation, ifpnrt. or all of the exposure was determined to be received from vzrious 

requirement 

rkport is pro.vided to meeLtbe requiremenrs of 25 Pa Codo 219222 and is in the farmat specified.+ 10 
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' #Office WBS qlso rccorded 

' 

' 
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, socirqs inclnding activirizs mgutared by the NRC, Thc RSO wanted to mcct the 24 hour reporting 
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Invcstigition 2nd posZible muse for elevated crposurc reading: 
' Before titerviewing Wcwer # 128 &our possible causes for the badge to come back with a high reading 

rhe G O  was awwre that the Physicizn had worn this particular badge for more than &e usual one konth 
period. As the Med.icnl IniagQ dcpartmcnt manages the accounts for the enrirc organization, the Medical 
ImaSin,o office was contacted ar least twice that h e  RSO was aware of by t he  OR staff a tha South Cqnpus 

, regardin;: Wearer * 138's badge. After pulling the records, rhe orikinal request for dosimeuy wz5 dared I2 

interview. today'when tka RSO wx giving him an update that he had asked staff members at the OR South 
for his badge repeatedy and when it finally did amve to him a srsff membar had stared thar b y  had fQund 
it Ranging, in the OR zt he North Cmpus. Thc RSO told Wearei f! 128 thar that was certainly a significanr 
piece of information bocagse whenever we receive an out of the ordina-y dose rczqcling ve immediately ask 
if a badge had been left somewhere. 011 a second occasion, rhc RSO w3s contacted by the OR staff, It is 
b e b e d  10 be sometime in Februay, again about the whereabouts of Wearer # 128's rcplacemenr: badge 
znd what he should do. At th3t time rhc RSO advised.the smff to have him 10 continue to  wear rhe curpent 
badge because at a quick look at ?lie on-line account it w3s noted that the replacement bsdgc was issued 

depzrtmeats would hive to monitor the inaiiagement of the badgcs in zeneral znd Wearer f 128's in 
parriculnr. The Bc.bnnry 2006 replacement badge WM found, Sivon to Wenm # 128 and It's reported 
dosimwy is 45 millirem. (Anachmenr 5) 

~, Octaber 2005 and the badge was shipped with. an 11-0!G2005 start dam. Wearer ## 12s stated in a second 

* The RSO also, w e t  to see the Assistant Director Surgical Services and at rhat time it was decided both 
. .  

.. . 
. .  

. On 10 Miy i o 0 6  iniesporrsc i o  the Vice Presidont of Professional Services call, represcnrati?cs &om &e 
NLIEILLW Regulzzro~y Corninissiqn and o, Medical Health Physicist from the Nuclear Re,oularory.Commission 

' coniachd..tlie RSO. Et was Setqrriined that the Anesthosiologkt Wcarer $128 is not an Authorkod User 
md d q a  cot pdcipate in 3ny NRC regulated activities. Therefore &ere would be no  occupationdl or I 

' .re&ictive ncrion on the put  of die asency on Wearer #12S's practice. It vms also determinsd that a , 

followup repon rd the NRC would not be rcquired as specified in 10 CFR20.2203. The RSO yas advised 
10 rtionitor. Wearer 8128 in the event his pracrice would change and consider limiting his participation in 
NRC 1icensed.actbit.ies. 

' 

On 1 1 May 2006, The RSO was mncacted by die Cenrral Office of the Pa DEP Bureau oPRadiaion 
.Pro?oction in Harrjshurg , sgaio in response to the Vice President of Professions1 Services call. It was 
dermined b t  there WQUM be n lot of variables in the courso of the investigation, 6ne of which was ware 
there arly o d m  in'divlduals who work wid1 the Physician Wearer #12S with any high reaclinss or was this 
went an outlier? The RSO stated rhat in kct there \vas onIy one other reading on zn individual 

:p&dcipzring in these same types of procedures w s  less thaa 125 millircm for a year to date (2005) 
averiqing 'less ttqt 20 millirem per month. The RSO wcva~ advised to contact the Regional Office with tlae 
samc information and tofonynrJ the written report to the same. It was also determinkd thar having the 
badsc reproccsscd coutd possibly provide additional informa~ian or at least include some procassing n o m  
Lscr  an Z 1 May 2006, the RSO received by phone the resub of the reprocessins request for Badgh 
Process 0155823 from the PhysiciSt at GlabaI Dosimetry Solutions. A follow up email report was also 
prqvided. (Azsdiment 4)  The results were verified with the rehence  items being within limirs wen 

t rhough 3 refcrence control was used, however two specific problems were €ound with the badge. Onc 
being that far whnccver rewon, die orisind badge was issued ro rhis individual Wearer * U S  as an "area 
badge" (This w2s corrected on 16 Feb 2006 on-line by the RSO, Atttachmerlt 5 )  and secondly, the badge 
was licit rcturnedrc Glolkl Dosimcrry until 24 April 2006 ~ near the expiration date of 06 May 2006. 

I 
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, Again o n  11 M a y  2006. after r.eccivins the reprocessing results and talking to the Central Office, &e RSO 

' does the Spinal proced&es two days a week end on avercge he estimates his panicigarion &t inost abour, 

. Prbrlsctian L&aln.ing M d u k  and Is confident tliat this individual is competent in understanding ihts 

, . ' connckd Wearer #12S to give & update. During rhc discussion again thc Physician stated Qat at*mosr he 

three l-~ours perday. Thc RSCl confinned h a t  die Physician ha panicipated in the arganization's Radiation 

prhciples of dase rat, dase, and protection. The RSO end Physician agreed to monitor very closoly any 
rrdditionzl e.upos,ure reddings and ro be very conscious of applying radiation protecrion measures dpring his 
participation h thesc rypes of procedures. Ir was discussed that rcgardIess ofthe causa2 or conrributing 
factoir ofthis high reading, wlicther it be management of h e  badge itself or procedural, it does not 
minimize .rhe fict that this is a considerable dose and therefore appropri2te concern should be 
demonstrated. 

Finally on I I May 2001, the RSO contncrcd tlie Reglonal Office of the Pa DEP Bureau of Radixria 
Prorection. The above issues were discussed. In addition, the RSO was notified that the Nuclcar 
R&$ubtory Commission liad already forwncdcd the above information to rho Regional Office in m e.mai1. 
All of the W v e  resuIrs were rcviewed. It was determined that this report be sen1 to the Region21 Office 
who would in turn forward IK IO the Central Office in Harrisbug. 

. Carrcctive Steps Phnncd.fo ensure against a recurrencc. I 

I. The RSD went to,the OR and met with tho Senior Anesthesin, Tech. The management of this 
par tkuh  individual, Wearer #128's badge appeared to be.incansistent with how rhe othcr 
ba&es of the anesthesia department were being hmdlcd, and there were no appargnt 
problems withany of the other individuals. Both the Tech. 3nd Weam #I28 stated-dut the 
CXzf CRNb hadbeen managing die badges for &e anestIiesioTogisfs. The RSO requested 
$at W&cr #12S's bzdge be maneged by the Senior Anesthesia Tech in a mmnner consistent 
wirh.tke',badges of tlx other staff members. The Senior Anesrhesia Tech zgrcad and k t  the 
C U E  CRNA k n w  thar this wpuld be the proccdure. 
The RSO' discussed with the A&mt Director af Surgical Smices about possibly 
trmferrinS Wearer # 128's bacjge Io the Surgical Account. Again, the ihought process w'S 
that sincc none of rhc other badges were having any probIem gatting to,the South Campus,. we 
might include Wearer #128 as wdl. After further review, the F&O and Assbtant Directar of 
Sur$icaI Savices agrecd since rlie leveI of awareness ofproper rnana$ment of these devices 
has heightened, there would probably be no further problems. It was also discussed that since 
rhe Anesthesiolosists were a conrracr: service, the devices should be mnaged by a Health 
System cmphyee 
Progcr use 'and mamgemrmt ofrhe film badge device were reviewed with Wemr til28 by rhc 
RSO at rlic time ofrhe hit in2 notificarion of the event. Again, the RSO is coorideat that 
Wcarer #I38 is lcnowlcdgeablc in radiztion protection mcasures and is wearing the monitor 
appropriately and COnsiStmtly. 

The. RSO and Administrative Director of Medica1 Imaging both monitor and sign eacbmd 
evcq dosimwy repon that r m m  to the depnrunent. Tho S O  will conduct a Radiation 
Safety Review with both the staff of the OR Nonh and Anesrhesia. A similar review was 
conducted ar t h ~  South Campus ORsraff on 11 April 2006 prior to this event. 
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Conclusion: 

' The 1Ggh:dc~e readihg for Wearer #12S is inconsisrenc witk the readings for the orher individuals 
parrhipxing in i!hC proccdws and as described above and rhere do exist some circumsrsnces with W 
particular. badge rharlnzy sit lept p'arthlly explain the high reading. However, it dots not midrnize the f& 
rlut rhis is a considerable dosa and therefore approprim concern should be demonstrated by 011 [he parties 
inyolvcd in rho process, The Tcsponsible individuals will: monitor Wearer f128's d o s i m q  rc.sults v q  . 
closdy a d  rcpck ro%ie agmy any additional issues or concerns. ~ 

Ploascs see rho att,lchments provided including the frst one labeled '(Privacy Act Information: Not for 
, Public Disc!Qsurr . ~ .  

, ;For. furrhetr hfbnnatitin, ple&e cor,taa us ai (724) 656-4123 or by e.mail zt 
~nndo~.iamamesdnheal~system.com. 

' 1 ' .  ' . ' I  .. , . ' ' . '  . 
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' : Submi,peds,by: 

Rabert:A, Ondo 
<Radiation Safety -0ffrcer 
J a m e m  Health System. 
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Wiar ion Safety Cbmminee , .  
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