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Conference Summary: The findings documented in Inspection Report ,

'No. 030-12270/89-001 were discussed. The licensee described planned
and completed corrective actions. The NRC's enforcement policy was |
reviewed. -
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1. Persons Participating

Licensee

Alan R. Helton M.D., Radiation Safety Officer
Clarence Silvia, Vice President
Michele Rispoli, Nuclear Medicine Technologist

U.S. Nuclear Regulatory Commission

Malcolm R. Knapp, Division Director, Division of Radiation Safety
and Safeguards

John D. Kinneman, Acting Chief, Nuclear Materials Safety Branch'
,

Keith Christopher, Enforcement Officer
Richard B. Provencher, Health Physicist, Nuclear Materials Safety Section B

2. Conference Sunmary

Each.of the apparent violations identified in NRC Inspection Report
No. 030-12270/89-001 was discussed. Particular emphasis was focused :on the safety. significance of the violations and the licensee's actions
taken to ccrrect identified problems and prevent recurrence. The licenseee

described correct'.ve actions in letters dated June 16 and July 31, 1989.
'The licensee's response to the need for corrective actions was prompt. ;

The licensee's completed actions included:

a. Hiring a new, qualified Chief Nuclear Medicine Technologist;

b. Training of all technologists in the license conditions and NRC
requirements, including the new 10 CFR 35 requirements, by the
Chief Nuclear Medicine Technologist, with support from a health
physics consultant;

c. Improvement of the performance of dose calibrator constancy and
molybdenum breakthrough tests and evaluations and procedures; ;

d. Assuring performance of the required personnel contamination
surveys prior to leaving a restricted area, and establishment of
area contamination trigger levels which require RSO notification;

e. Equipping all radiation survey instrumentation with dedicated
check sources and labels, and performance of the required checks
on each day of use of radioactive material;

f. Calibration of all required radiation survey instrumentation at
least once every twelve months;
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g. Performance of all required radiation safety record reviews and i
documentation by the RSO and the applicable technologists; posting !

of radioactive gas clearance times in areas of use; and maintenar.ce t

of the area contamination wipe survey records as required.,

The licensee provided additional information regarding the apparent violations j
concerning the failure to perform leak tests of sealed sources every sir months
(10 CFR 35.59(b)), and the failure to conduct a quarterly physical inventory of ;

all sealed sources 0 0 CFR 35.59(g)). The licensee provided reports from their
consultant health physicist dated Janusry 28, 1989, and October 28, 1988, which ;

demonstrated that the required leak tests and inventories had been conducted as ;

; required. The NRC staff stated that based on this information, which was not :
made available at the time of the inspection, the apparent violations are '

withdrawn, t

Also, with regard to the apparent violation concerning the failure to initial
the radiopharmaceutical dose record by the individual performing the evaluation
(10 CFR 35.53(c)(5)), the licensee provided additional clarification. The R50

,

agreed that the radiopharmaceutical dose records reviewed by the inspecte did
not contain the " performer's" initials; however, other records meintained by
the license., including the patient records, were required to be and were, in ,

fact, initia11ed by the individual preparing and administering the radiopharm -
ceutical. Further, the RSO stated that the individual's identity was traceable
in records maintained by the licensee. The NRC staff stated that based on this i

information, which was not made available at the time of the inspection, this
apparent violation is withdrawn.

|
In addition, the NRC representatives stated their concern regarding the
apparent degredation of management control as well as the unclear division
of responsibility between the Radiation Safety Committee, the Radiation Safety
Officer, the nuclear medicine technologists and the consultant health physicist. |

NRC enforcement options were reviewed. The licensee stated their intent to be
in full compliance with all applicable regulatory requirements. ,
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