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PART I - LICENSE, INSPECTION, INCIDENT/EVENT AND ENFORCEMENT HISTORY 

1. AMENDMENTS AND PROGRAM CHANGES SINCE LAST INSPECTION: 

AMENDMENT# 

03 

DATE 

03/30/2017 

SUBJECT 

Changes to Griffith, IN field office 

2. INSPECTION AND ENFORCEMENT HISTORY: 

Three inspections at various field offices were conducted in 2017. The inspections at 
the Griffith, Indiana and Portage, Michigan offices resulted in no violations. The 
inspection results of the Billings, Montana office were pending at this time. 

3. INCIDENT/EVENT HISTORY: 

EN 52849 I NMED No. 170334 
Since the previous inspection, the licensee reported one incident to the NRC involving a 
stuck radiography source. On June 28, 2017, at approximately 5:25p.m., EDT, two 
radiographers (based in the Akron, Ohio office) performed radiography on a pipe line 
within a trench at a temporary job site for Dominion Energy, Morgantown, West Virginia. 
The radiography crew utilized a camera, containing an lr-192 source, with a 7 foot guide 
tube and a 7 foot extension guide tube. The crew had radiographed several welds and 
prepared to move their equipment along the pipeline for the next exposure. The crew 
placed the camera on the top of the trench with the guide tube and extension on the top 
surface of the pipe. As the crew made an exposure, the top of the trench collapsed, 
causing the camera to roll and fall into the trench, crushing the guide tube while the 
source was exposed. The crew made several unsuccessful attempts to retract the 
source into the camera. The crew notified their field office RSO, adjusted their restricted 
area boundary tapes, and maintained surveillance of the area until licensee personnel 
arrived at 9:30 p.m., EDT. The licensee assembled and dispatched three individuals 
including the Akron field office RSO, to the respond to the struck source incident; all 
individuals were trained and qualified to perform source retrievals. 

The retrieval team surveyed the exposure set up and determined, based on their 
readings, that the source was unshielded (i.e., outside of the collimator and the camera). 
The retrieval team initially pulled on the crank controls to the camera in order to drive the 
source into the collimator. Once source was in the collimator, the retrieval team 
assessed the camera and the extension guide tube. The team noted that the guide tube 
extension was crimped at the connection behind the "bayonet." The team pulled on the 
crank to straighten the alignment of the camera and the guide tube but could not free the 
source past the crimped area on the guide tube. 

The retrieval team decided to move the entire exposure set up approximately 10 feet 
(within the trench) using remote handling tools for a better viewing in order to retrieve the 
source. As the radiography crew surveyed the exposure rates, the retrieval team placed 
bags of lead shot (2-person teams) over the collimator to further shield the source to an 
exposure rate of 5 mR!hr. The retrieval team manually straightened the crimped portion 
of the guide tube allowing the source to be cranked into the camera: the retrieval 
operations were completed at 12:00 a.m. EDT on June 29, 2017. Surveys of the camera 
confirmed that the source was successfully secured within the camera. 
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The license transported the camera to the field office. The damaged guide tube was 
tagged out as unusable and removed from service. The field office sent the camera to 
the device manufacturer for a complete maintenance service and inspection. 

The maximum exposures for the members of the retrieval team were reported as 
follows: 

Individual A 
Individual B 
Individual C 

TEDE 
13 
5 
4 

SDE 
M 
M 
10 

The maximum exposures for the radiography crew were reported as follows: 

DOE June 2017 TEDE YTD2017 pocket dosimeter reading for 6/28/2017 
Individual A 92 313 40 mR 
Individual B 228 763 50 mR 

The licensee's corrective actions in response to the stuck source event included 
providing instruction to radiography personnel on the suitable placement of cameras in 
trench testing jobs. 

The licensee submitted a written report of this stuck source incident in its letter dated 
July 14, 2017. The NRC received the licensee's written report on July 19,2017, within 
30 days of the event. The written report contained the required information in 10 CFR 
Sections 30.50(c)(2) and 34.101(a). However, the licensee failed to notify the NRC 
Operations Center of the event by telephone within 24 hours of the event as required by 
10 CFR 30.50(b)(2); the licensee notified the NRC on July 12, 2017, 14 days (336 hours) 
after the discovery of the event. One violation of NRC requirements was identified during 
this inspection; refer to Item 4 of this report. 

PART II-INSPECTION DOCUMENTATION 

1. ORGANIZATION AND SCOPE OF PROGRAM: 

The licensee is a large testing firm and authorized to possess sealed sources in 
exposure devices and source changers for industrial radiography. The licensee operated 
over 50 field offices nationwide with the oversight of its radiation protection program 
headquartered in Duluth, Minnesota. The licensee is authorized to perform radiographic 
operations at temporary job sites and on the business property as well as within a 
permanent radiographic installation (PRI) and select locations listed on the license. The 
licensee is authorized to perform source recovery operations. The licensee is required to 
maintain records related to decommissioning at its Duluth, Minnesota office. 
Radiographic operations were conducted daily by over 1 ,000 radiography personnel who 
utilized exposure devices containing iridium-192, selenium-75, and cobalt-60 sources. 
The licensee possessed cesium-137 sources for instrument calibrations, and other 
sources in various analyzer devices. The majority of the radiographic operations were 
conducted at temporary job sites. 

The radiation safety program was managed by the Director of Radiation Safety (RSO) 
and supported by an Assistant Director. The RSO reported to the Chief Operations 
Officer in the company. The licensee designated an individual at each field office as the 
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site RSO who managed the day-to-day operations at the respective field office. The 
RSO conducted annual audits (either announced or unannounced) of each field office. 
The licensee used a points system as an assessment of compliance/performance. Each 
field office was required provide a response with a description of corrective actions to the 
audit findings. 

2. SCOPE OF INSPECTION: 

Inspection Procedures Used: 87121 

Focus Areas Evaluated: 

This inspection focused on the management oversight of the radiography activities. The 
inspection included a review of the licensee's report of a stuck source event that 
occurred on June 28, 2017, in Morgantown, West Virginia. The inspector reviewed other 
aspects of the licensee's radiation protection program, which included the security of 
licensed material, audits of the radiation protection program, radiographers' 
certifications, rad worker training, survey instrument calibration, physical inventory and 
leak testing of sealed sources. 

According to the licensee, no overexposures, additional equipment failures/stuck 
sources, attempted thefts or loss of material had occurred since the previous inspection. 
No industrial radiography activities were performed within NRC jurisdiction during the 
time of this inspection; therefore the inspector could not conduct a field inspection. 

3. INDEPENDENT AND CONFIRMATORY MEASUREMENTS: 

None. Radioactive materials stored or used at this office were not under NRC's 
jurisdiction. 

4. VIOLATIONS, NCVs, AND OTHER SAFETY ISSUES: 

One violation of NRC requirements was identified during this inspection. 

The licensee failed to notify the NRC Operations Center of a stuck source event by 
telephone within 24 hours of the event as required by 10 CFR 30.50(b )(2); the licensee 
notified the NRC on July 12, 2017, 14 days (336 hours) after the discovery of the event. 

At the time of the source stuck event, the RSO was returning from a vacation while the 
Assistant Director was preparing to depart for vacation. Both individuals assumed the 
other would make the required notification of the incident. The inspector determined that 
the root cause of the violation was due to a miscommunication between members of the 
staff on their assumptions who would call the NRC to provide the required notification. 
The inspector inquired on the licensee's corrective actions in response to its failure to 
timely report this event to the NRC. The RSO acknowledged that the company did not 
have a written procedure or policy on reporting events to the NRC. The RSO committed 
to evaluate a process within the company to report events and to formalize a procedure 
or policy for event reporting. 
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5. PERSONNEL CONTACTED: 

# Bruce F. Karie, Radiation Safety Officer 

# Attended exit meeting on 8/15/2017. 

-END-
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