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Orce oF RADIATION Sarery MC-3930
Tel (203) 679-225¢

October 27, 1993

U.$. Nuclear Regulatory Commission
Attention: Document Control Desk
Washington, DC 20555

RE: Reply to a Notice of Violation
License No: 06-13022-02
Docket No: 030-01295
Inspection No: 93-001

Dear Sirs.

The University of Connecticut Health Center (UCHC) is responding to a
"Notice of Violation” letter dated September 29, 1993, in which two violations
were identified as a result of a routine inspection conducted August 30 and
31, and September 1, 1993, Reference is also made in this Notice of Violation
letter to a Nuclear Medicine Technologist extremity exposure of 17.02 Rem
which occurred in August of 1993. This dose is in error as the estimated
exposure recorded was 14.12 Rem. This correspondence addresses each violation
in turn and corrective actions taker, since these violations were identified.

VIOLATION A: Nuclear Medicine Technologist Not Wearing a Finger
Ring Monitor

REASON _FOR VIOLATION

The University of Connecticut Health Center admits that a Technologist
did not wear a finger ring monitor during preparation and assay (f
radiopharmaceuticals on August 31, 1993, but denies the Technologist was not
wearing a finger ring during elution of the generator, Records piresent in the
department and a corroborating statement from the Lead Technologist indicate
that the generator was eluted prior to the time the NRC inspection team was
present. We submit this information in order to ensure the record is
accurate, even though we are admitting to the violation. Interviews with the
technologist have indicated that he was aware of the finger ring requirement,
but that he simply forgot to don the dosimeter after washing his hands. In
addition, he stated he was somewhat distracted due to the fact he was under
direct observation by the NRC.
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CORRECTIVE STEPS TAKEN TO DATE

; The violation was presented by the NRC Inspection Team to
UCHC Management and Committee members on September 1, 1993, at 3:00 PM.
Management, the Radiation Safety Officer, and selected Committee members met
with the Technologist at 8:00 AM on September 2, 1993. During this meeting,
the results of the inspection and the alleged violations were discussed with
the Technologist. In addition, the possible ramifications of the alleged
violations were discussed, as well as the importance of adhering to all UCHC
licensing conditions. The Technologist was informed that the alleged
violation would be discussed by the Radiation Safety Committee, and that the
Committee would take corrective actions. The Technologist stated that he
would be very cognizant of the finger ring requirement in the future.

. , The Radiation Safety Officer met with the Technologist on
October 7, 1993, to discuss the violation. The possible ramifications and the
absolute need to adhere to radiation safety requirements, especially wearing
extremity dosimetry at all times while working with radioactive materials,
were discussed. The Technologist was also informed that the Committee would
meet to discuss corrective actions.

October 11. 1993: The Radiation Safety Committee met on October 11, 1993, at
8:30 AM to discuss corrective actions which should be taken as a result of the
Notice of Violation letter. The Committee was of the opinion that since the
Technologist had been involved in a previous violation which led to an
enforcement conference, and that other incidents had been noted since that
conference, significant corrective action must be taken. The Committee
decided to require the Technologist to appear before the Committee on October
20, 1993, to discuss these cvents prior to making any final decisions on
corrective action(s).

The Radiation Safety Officer again met with the
Technologist to inform him of the Committee's requirement for his attendance
at a special meeting to be held on October 20, 1993, Again, radiation safety
requirements were discussed and a copy of an NRC Enforcement Action taken
sgainst the Department of Veterans Affairs Medical Center, Birmingham, Alabama
(a copy attached), which appeared in the Monday, September 27, 1993, (pg
50371) Federal Register, was provided to t'.e Technologist for his ongoing
education concerning the gravity of the situation.

October 20, 1993: The Technologist appeared before the Committee to provide
information regarding the violation and other incidents which had occurred in
the past. The Technologist stated that he had changed his work habits to
ensure a finger ring will be worn at all times while working with radicactive
materials. These changes in work habits were:



1. Putting on the finger ring when he arrives in the Department and not
removing it until the end of the day or when leaving the department,

2. Washing his hands with the ring on.

After deliberation by Committee members, it was decided to suspend the
Technologist's authorization to work with radicactive materials from Monday,
October 25, 1993, through November 5, 1993. 1In addition, the Committee
{nstituted a two week surveillance period by select members of Nuclear
Medicine Faculty, the Radiation Safety Office, and the Committee. During this
period, spot checks will be performed to ensure the Technologist does indeed
wear a finger ring while working with radiocactive materials. This
surveillance period will begin Monday, November 8, 1993, and extend through
Friday, November 19, 1993. This surveillance period is intended to reinforce
the Technologist's awareness of all licensing requirements., The Committee
further required that any NRC reportable incident attributable to the
Technologist or observation of work with radicactive materials without vearing
a finger ring or protective gloves during the surveillance period would result
{n {mmediate suspension of radiocactive materials work privileges until the
Committee meets to discuss further action. The Committee also voted that
after the surveillance period any NRC reportable incident in which the
Technologist is involved would result in immediate suspension of work
privileges until such time the Committee could meet to discuss corrective
action. A letter was drafted from the Committee Chairman to the Technologist
explaining the corrective actions and hand delivered by the Radiation Safety
Of ficer on October 21, 1993, at 4:50 PM. A copy of this letter is attached.

October 25. 1993. Hospital Management decided to suspend the Technologist
from work at the UCHC, without pay, from 12:00 Noon on October 25, 1993,
througk November 5, 1993,

CORRECTIVE STEPS THAT WILL BE TAKEN

Corrective steps to be taken in the future will depend on the
individual's work habits and Committee mandated actions should future
violations occurr. Corrective steps in progress or that will be taken
include:

1. Suspension from work with radiocactive materials from Monday,
October 25, 1993, through Friday, November 5, 1993, inclusive.
Hospltal Management has decided that this suspension will be without

pay .



2. Surveillance of the Technologist's work habits for the period
November 8, 1993, through November 19, 1993, by selected Nuclear
Medicine Faculty members, Radiation Safety Office staff members,
and/or members of the Committee. Such surveillance will involve spot
checks to ensure the Technologist is wearing a finger ring and
protective gloves while working with radicactive materials. This {s
intended to be an educational reinforcement of the licensing
requirements. Any violation noted during this period will result in
{mmediate suspension of radioactive materials work privileges until
the Radiation Safety Committee meets to decide upon further action,

3. Immediate suspension of the Technologist’'s privileges to work with
radioactive materials at .he UCHC should an NRC reportable violation
oceur in the future directly attributable to the Technologist. This
suspension would be in effect until the Radiation Safety Committee
meets to decide upon further action.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

The suspension period will extend from Monday, October 25, 1993, and end
Friday, November 5, 1993, inclusive.

The surveillance period will extend from November 8, 1993, through
November 19, 1993, Inclusive.

It is expected that full compliance will be achieved by November 19,
1993, Should an additional reportable future vielation occur, attributable to

the Technologist, such violation will be identified in Radiation Safety
Committee minutes with the date when corrective action was taken.

VIOLATION B: ¥Food Items In Thyroid Uptake Room.

REASON FOR VIOLATICN

The UCHC admits that said items were present in the Nuclear Medicine
"Swing Room". This area has historically been used as an "on again® "off
again" breakroom. The use of the "Caution-Radiation Area" sign was to inform
individuals when the room was not to be used as a breakroom. The violation
occurred as a vesult of the failure to follow protocol.




CORRECTIVE STEPS TAKEN TO DATE

The alleged violation was identified during the NRC closeout meeting with
Management on September 1, 1993, at 3:00 PM. Management, the Radiation Safety
Officer, and selected Committee members met at 8:00 AM on September 2, 1993,
to discuss the alleged violation. Individuals present agreed to move all work
vith radicactive materials out of the "swing room” into another room, CGle7.
This was accomplished by September 3, 1993, Room CC167 is now a radioactive
materials use area and is labeled as such. The "Swing Room" is mow a
breakrocm only, with no radioactive materials permitted.

CORRECTIVE STEPS THAT WILL BE TAKEN

The UCHC is of the opinion that the corrective step taken by September
3, 1993, was sufficient to correct the violation. It is anticipated that in
the early part of 1994, the Nuclear Medicine Department will move into new and
spacious quarters which will be conducive to a safer and less congested
radiocactive materials use environment, This new area does have a designated
breakroom that will be used hy staff for consumption of food and beverage.

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

Full compliance was achieved on September 3, 1993.

Sincerely,

R

Leonard P, Paplaus
Assistant Vice President for Research

LPP: ep

ce: Dr. A. Lurie

Mr. K. MeCarthy

State of Connecticut
Mr, W. Pickett
Mr. K. Price
USNRC

Region 1

Regional Administrator
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measurements over three consecutive inspection in the Cominission's Public may have administered diaguostc
broeding seasons, interannual variation  Docament Room, 2120 L Stwet, NW. radiopharmaceutical dosages to patients
in feeding scology and reproductive (Lower Level), Weshington, DC 20555,  in excess of the dosages prescribed.

performance will be assessod to
determine composition
Lotmion

Padaes Sratian, Antrseta Periren'n o

: Bay, East AnlarGida

Dates October 1, 1993 AMamh 1 1496
hornas ¥ Furhan,
Porerat Officer. Office of Poior rograms
IFR Dxwc. 63-23517 Fuded 9-24-903 845 am|
BILLING CODE 756801 -

and at the Local Pubilic Document Roomn
at the Peery Public Library, 3753 Main
St
+

action of the Commission, unless the
Commiss)an, on {15 own motion.

NUCLEAR REGULATODRY
COMMISSION

Cieveiand Electric luminating Co., et
al. Perry Nuciear Power Plant;
1ssuance of Supplemaital Director's
Decision Under 10 CFR 2.206

[Docket No. $50-440]

Notice is hereby given that the
Ihrector, Office of Nuclear Reactor
Regulution (NRR), has issued a
BT lemental decision concerming a
petition of September 29, 1992,
submitied by Steven C LaTouretle on
behall of the Lake County Board o

County Commissioners [petitianers

The petition requested that the U.5. for Intormenon
RCI

Nuclear Regulatory Commissian (N
take action, so that (1) s public hearirn
is held before the construction of an
onsite, low: level radicactive waste
storage facility at the Perry Nuciear
Power Plant and (2) the construction of

the storage facality is suspended until (8)

the NRC or the licensee produces an
environmental impact statement on the
forcite storage of low-ier !
Lavhve wasle and (o) the Niw
promulgates regulations for the siorace
of low-level radioactive wastes al
nuclear power plant sites,

The Director, NRR, denied the
petition in Director's Decision DD-93-
05 dated March 28, 1993. On April 21,
1997 the petitioners requested that the
Commission review and reverse thal
decision. Although the regulations of 10
CFR 2206 pr that no petition or
other request for Commmission review of
a director's decision under thet saction
will be entertained by the Commission:
the Director, NRR, subsequently elected
1o iesue 8 wpﬁhmm 10 the original
decision, to clanfy the bases upon
which thm decision was reached.

The Director, NRR, has confiroed the
previous denial of the . The
romsons for this decision are expleined
in the “Supplemental Director’s
Decision Under 10 CFR 2.206™ [DD-93 -
15), which s available for public

of S :“m‘l.m 1943

Thamas E. Musley,

BiLUNG COLE 738001

e —
[Dothet No, 038-01204; Licerse No.
//" 0054302 €A 93-174)

Center.

Additidnally. the alleger stated that the
technologist may have falsified recards
to conceal his actions. An investi
was conducted by the NRC Office of
Investicatior 1O con-erring the faltu-2
of the technoiogist tc foliow regulaton /
or license requirements which may have
led to misadministrations and the
follow up of these concerns by manapers
al the Licensee's facility (i.e., Chief
Technologist, Radiation Safety Officer,
and Chairman of the Radiation Safety
Committee). A synopsis of the
investigation report was sent to the
Licensee by letter dated January 7, 1993,
As 8 result of the investigation,
violations of NRC requirements were
identified. These violations are
identified as described in the Notice of
Violation and Proposed Imposition of
Civil Penalty issued concurrently with

this Confirmatory order and Demand for

Information.

The violations and the circumstances

surround ing themn are of very cﬁﬁum

_concern 1o the NRC because of

mt.l‘.g.()hm 44081,
A copy ol the supplemental decision
¢ Yoo filed with the Sec e

nisson for the Commission §
rey ew in accordance with 10 CFR
2mhlc). The decision, as
ppiemented, will consi

sy of o

tute the final

institutes review of the decision, as
supplernented, within 25 days of
issuance of the supplemental decision.

Dated at Rockville. Maryland. this 215t day

For the Nuclenr Regulatory Commission
Director, Office of Nuclear Reoctor
Regulation

IFR Doe 93-23554 Filed 9-24-93; 8 45 am)

e e e

A ectiveness of the Radiation Salety
Confirmatary Order Modifying License

er [RSO) and Radiation Safety
(EHective Immediately) and Demnand mittee (RSC) in ensuring that the
b‘dmiﬂ]uh W
ing follow devistions
P 8

comectad. The technologist fuiled 10
properiy record patient dossees over
a'most 3 two-vear penod, even aher

The Veterans Administtation Medical
{ enter (Licensee), Birmingnham,

5 anama is the holder of Byproduct receiving counseling from managemen.
Narerial License No, 01-00643-02 Furthet, the 's supervisor
(License), issued by the U S Nuclear (Chiel Technologist), the Chairmen of
Repulatory Commission (NRC or the RSC (also serving as Chief of the

Cormmission) pursuant to 10 CFR par.
d 3% THotl rpns

e 18 WY

Nuclear Medicine Services end an
aherized usesi tre RSO and the B5C
all had subsiantia’ information
indicating the failure of the technologist
1o follow requirements and the
implications with that
failure, and yei, actions 1o correct the
pﬁ.mmﬂm
staffconcludes that the of
very significant concern and that VAMC

10 possess and use byproguct m-a!e.r;i‘l
for diagnostic and therapeutic nuclear
medicine .and fo;‘r:s-rch
and developmem purposes. This isa
bmp- :icon- mmmudb’
m on humans is or
under the ofs S
authorized by the Radiation Safety

Committee, subjec to the training and management actions were ineffoctive
experinnee requirements in 10 s, and were unacceptable in that despite
.wg;mj. The License was most its knowledge that violations of
recenly amended oo April Y0, 1992, re#ulauom were ongoing, no lasting or
and was duc o expire on July 31,1992 effective corrective action was taken.
The License is currently under timely The Licensee a broad scope
renewal. license which p B st cand
responsibility oo the &s well as the
i ng?to ensure that licansed activities
_ On September 13,1991, an allegation  are conducted safely and in accordance
was received by the NRC relating to with NRC requirements. .
sossible dimgnostic missdministrations  broed scope license, the NRC sliows
which ocourred in huty 1991 a1 the grea! latitude in Yhe management of the
Licensee's facitity. The alleger indicated  radiation safety p . and, in relumn
that a nuctesr medicine technologt for that Yatitude, the NEC expecis an

{technologist) # the Licensee's facility  unusually high degree of responsibility

F(-,a %ur Iﬂgnmjun, /MM /éﬂ ﬂm
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by ihe Licensee 1o assure that all
requirements of the NRC license are
met, and to identify and promptly
correct potential violations of NRC
requireiments. The licensee’s failure to
maintain sufficient control over the
administration of radiopharmaceuticnls
t@ pataentnand 100
recordbevping of hiense § acthyities
raises significant questions regarding
the njn‘...» v 48 118 OverSiatit ¢ {
activities at i1 faciiity. as well as the
ability of the Licensee 1o assure that
activities ot the facility under its broad
scope License are ( onducted safely and
in accordance with Commission
requirements. The Licensee had
continued 1o allow the recordkeeping
violations in this case even though the
NKC (1) took enforcement action for
recordheeping violations as a result of
previous NRC inspections in March
1991 and May 1992, including recurney
recordkeeping violations wdentified in
the May 1992 inspection, (2) held a
management meehing with VAMC
management tepresentatives on April
26, 1991, 10 discuss the results of the
recordkerping 1ssues from the March
1991 inspection, and (3) 1ssued a letter
dated June 16, 1992, as a result of the
Nay 1642 inspection, to VAMC
expressing NRC concemns regarding the
Licensee s recordheeping system, need
for increased management attention,
and recurring violations. The NRC
recopnizes that attempts were made by
\ AMC management to correct the
violations. These attermipts were
ineffective and the recordkeeping
violations recurred. Accordingly,
without additional requirements, there
is inadequate assurance that licensed
Fireitiog will be adecuate'y centrolled

L

uft 2 v

During an enforcement conference on
Fobruary 16, 1993, the Licensee
presented a corrective action plan,
including the removal of the
technologist from activities requiring
the use of radioactive materiale after
receipt of NRC's January 7, 1993 letier.
The Licensee indicated that the
technologist would not be allowed to
usé or supervise the use of radiocactive
materials at the Licensee's facilities.
Additionally, the Licensee committed
ro: (1) Requiring that the RSO now
report directly to the Chief of Staff, who
reports to the Medical Center Director,
(2) designating of a new Chairman of the
RSC, and (3) inutiating sudits of the
radiation safety program by someone
independent of the VAMC, In view of
the concerns set forth in Section 1l of
this Order, 1 have agreed with VAMC
that additional actions are needed to

increase and improve management
attention 1o hicensed activities and that
the Licensee’s comn.itments, as
described in Section IV, are necessary to
assure that licensed activities are
conducted 50 as 1o assure radiological

,safety and in accordance with NRC

FOGQUATEY IS “L"" fianiy hove
determined that the public health and
safety require tht License No. 01-
064302 b difled 19 confiem the
Licensee's commiments. The Licensee
consented to the issuance of this
Confirmatory Order during a June 29,
1997 telephone conversation between
yourself and Mr. Raymond ). Reevey,
VAMC, and Dr. Bruce §. Mall«it of the
NRC Region 1l staff. Pursvant 10 10 CFR
2.202, based on the significance of the
violations described above and on the
licensee's consent to the Order, | have
also determined that the public health
and safety require that this Order be
immediately effective.

v

Acrordingly, pursuant 1o sections 81,
161b, 161§, 1610, 182 and 186 of the
Atomic Energy Act of 1954, as amended,
and the Commission's regulations in 10
CFR 2.202 and 10 CFR part 30, It is
Hervby Ordered, Effective Iimmediately,

ht License No. 10-00643-02 is
Modified as Follows:

A The Licensee shall provide wntten
natice to the Regional Administrator,
NRC Region 11 at least one week prior
1o Mr Carl E. Chappell's reinvolvement
1 Lo sed activites authorized under
License No. 01-00643-02, including a
ciatement from the Licensee explaining
the basis for concluding that, in light of
Mr. Chappel's prior conduct described
in the sttached Kh.vm e hecan be
vaprted 10 mainiain Lo !
sLcurate records in accordance with
regulatory requirements and otherwise
comply with NRC requirerments (this
condition expires five years trom its
effective date).

B. The Licensee shall retain an expert,
independent of the Licenses's stafl, to
perform an audit of the Licensee's
radiation safety program and provide
recommendations for a performance
improvement program based on the
audit findings and the specific concerns
and violations described in the letter
transmitting this Order and the attached
Notice of Viclation and Proposed
Iimposition of Civil Penalty enclosed
with that Jetter. Within 60 days from the
date of this Order, the Licensee shall
submit to the Regional Administrator, *
N2C Region 11, for spproval, the
credentials of one or more experts
(Consultant) with experience in the
management and implementation of a
broad scope radiation program,

ber 27, 1993 / Notices

including activities similar to those
authorized under the Licensee's
pmunm. qualified to perform an audit
of the Licensee's radiation safety

pragnm.
Within 30 days of NRC approval of
the consultant selection as described
diove, the Looensee shall submat 1o tte
Regional Administrator, NRC Region |1,
for approv al. an audit plan, In

gveloping the audit plan, the Licensee
ot Consultant shall review the
documents submitted 10 NRC in suppont
of the license renewal applications and
consider incorporation, within the
scope of the audit, of any proposed
changes in the Licensee’s program. The
Consultant must notify the Licensee at
any time during the program review if
it dentifies violations of the VAMC
license and NRC requirements. The
audit of the Licensee's radiation safety
rrogram shall include, but not be
imited 10 a review of the following

1. Organizational and management

structures, to include assigned
responsibilities and authorities of
individuals responsible for ihe
management of the radiation safuty

m.

2. The radiation safety program, to
include oversight functions by
management, including but not limited
10 ensuring records are accurate,
complete, filed and maintained; and
that the RSO fully investigates
incidents.

3. The scope, methods, and frequerncy
of the Licensee's progrom for
surveillance and audits performed

D. The Licensee shall provide wr.'ten

uarterly audit reports to the NRC
&n.&on 11 office for a period of one yeor
and semiannual reponts for a period of
WO sEars there i er

The Regional Administrator, NRC
Region 1. may, in writing, relax or
rescind any of the above conditions
upon demonstration by the Licensee of

good cause.
v

Any person adversely affected by 5 s
Confirmatory Order, other than the
Licensee, may request a hearing within
20 days of its issuance. Any request for
a hearing shall be submitted 1o the
Secretary, U.S. Nuclear Regulatory
Commission, ATTN. Chief, Docketing
and Service Section, Washington, DC
20555. Copies also shall be sent to the
Director, Office of Enforcement, U 5.
Nuclear Regulatory Commission,
Washington, DC 205585, 10 the Assistant
General Counsel for Hearings and
Enforcement at the same address, to the
Regional Administrator, NRC Region I,
101 Marietta Street, NW., suite 2900,
Atlanta, Georgia 30323, and to the
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Licenses. If such a person requests 8
hearing, that person shall set forth with
particulnrity the manner in which his
interest is advorsely offected by this
Order and shell address the criveria o
forth w) 10 CPX 2.7181d),

If & howdug ts roguested by the
Licenare or 8 person whose interest s o
adversely aflocted, the Commission w il
issue sn Ordor designating the time and
place of smy hearing. i a hearing is held,
the ssue 1o be considerad ot such
hearing shall be whether this
Confirmatory Order should be
sustained,

Pursuant 40 10 CFR 2.202(c)(2Mi) any
person advarseiy allected by this Order
other than the Licensee, may, in
addition o demanding 8 hearing, at the
time the answer is filed or sooner, move
the presidmg officer 10 set aside the
immediate effectiveness of the Order on
the ground that the Order. including the
need for immediate effectiveness, is not
based on adequate evidence bul on mere
suspicion, uafounded allegations, or
v

In the sbsence of any request for
hearing, the provisions specified in
Section IV sbove shall be final 20 davs
fronn the date of this ODrder without
further order or proceedings. An
A nswer or 8 Request for Hearing Shall
net Stay the tmmediate Effectiveness of
This Order,

i

In sddition 4o issuance of this
Confirmatory Order modifying License
Yoo D1400643-02, the Commission
reaquires further mformaton from the
Licensee in erder to determine whether
the Comemesion can have reasonable
sssurance that in the Tuture the Licenses

‘1 conduct its activities in accordaroe

n the Commission § requ . teme!

Accordingly, pursuant 10 sections
161c 1630, 182, and 186 of the Atom
Enetgy Act of 1954, as amended, and
the Commission's roquirements ia 10
CFR 2.204 and 10 CFR 30.32(b), in order
for fhe Oomeiission to dotesmaine
whether your ticense should be further
m odified, suspended ar revoked, of
other snforcement action taken to
ensure comphance with NRC regulatory
requirements, the Licenses is required
10 submit to the Director, Office of
Foafarcement, U.S. Nuclear Regulatory
Commission, Washington, DC 20555,
within 30 days of the date of this Order
and Demand for Information, in writing
and under oath or aifirmation:

A. Writhen assurance that the
proposed new RSO, the formes
Chairman of the RSC (listed as an
puthorized user on the license), and the
Chied 'I‘ninml;xm fully understand
their responsibilities and their

obligation to Lo“nérly with NRC
requirernents, including Yicense
conditions,

B Wrimen assuance that the
reponting relationship of the RSO and
R5C ave 1o vhe Medical Cemer Chief of
Staff and independem of any
oranization they audit for radiation
safvty purposes,

C. A swtement describing the
Licensee's procedures that have been
estahlished 10 ensure that the formet
Chairman of the RSC Misted as an
authorized user on the license) and the
Chief Techuologist will comply with
Commission regulations and the
conditions of the license;

D. The results of the Licensec's review
of the July 22, 1991, incidents which
demonstrate thnt patiends administered
diagnostic doses by the technologist on
that date did not receive excessive or
inadequate doses,

E A statement as 1o why the NRC
should not modify \he license to limit
the scope of the VAMC program lo a
specific licanse of Lmited scope until
the Licensee demonstrates that it can
custain the required Jeve! of
managemeul oversight and properly
manage & broad scope program; and

F A statement as to why the NRC
<hould have reasonable assurance that
the VAMC aill lake prompt and lasting
corrective action wheo a violation of
NRC requirements is identiliad.

Copies also shall be sent 1o the
Assistant Genersl Counsel for Hearings
and Eaforcement st the same address,
and 10 the Regional Administrator, NRC
Region 11, 101 Marietts Sireet, NV,
Suite 2900, Atlanta, GA 30323,

Alter reviewang your sesponse, the
LEC will determane whether further

Lulh s Dbcessary (o ensate
comphiance with regulatory
requiremants

For the Neclea Regulatary Commmsion

Dated ot Rockvifle, Maryland this 13th day
of Seprember 1993,

Hugh L. Thompsea, Jr.,

Deputy Executive Director for Nucleor
Mutetiols Safety, Sofeguards, and Operations
Support.

IFR Doc. 9323555 Filed 92693, B 4S5 o
BILLMG CODE 7800014

QFFICE OF POLICY DEVELOPMENT
President's Council on Sustainable
Development; Meeting

AGENCY: Office of Policy Development.

ACTION: Naticing the second meeting of
the Presidant's Council on Sustainable
Development.

Time ond Date: 8-5, Monday. Octaber 18,
14993

Place Auditorium=A1S Department of
Commorce. 14th A& Consutulion Avenue,
NW ., Washiaglon, DC

Status: Open 1o Public

Matters to be Considered. The President’s
Council on Susteisable Developament is »
pastaershin of industey lebor, goversimg it
and envisunmental organzatkons, not -l
profit groups, and omil cghts organizations
The Council will hear reponts from interim
task faroes, and establish short and fong termn
priotities for dovc\upmg recommentdalions 1o
the Prosident for o U S Sustainable
Development siralegy.

Contact: Keith Laughlin ~The White House
Office on Environmental Policy, (202) 456~
6224
Keith vaoghlin,

Associate Director
IFR Doc. 93-23599 Filed 9-24-93. 8 45 am)

BILLMG CODE M27-01-M

SECURITIES AND EXCHARGE

COMMISSION

[Ratease No. 34-32930, Fie No. SR-NASD-
2 -48)

SeH-Regulatory tzamons; Filing
of Proposed Rule by Mational

Association of Secories Dealers, e,
Reiating to Contlicts of interest in the
Distribusion of Secunitns

Seplember 21, 1993,

Pursuant to section 19(b)(1) of the
Securites Exchange Act of . 934
("Act”], 15 U.S.C 78s(b)1). notice is
hereby givea that on August &, 1993, the
National Associstion of Securities
Dealers, Inc, ("NASD™ or “Associstion )
filed with the Securities and Exchange
Commission ("SEC™ or “Commission”) !
158 proposed rule change as described
in ltems I, 1, and 1] below, which liems
have been pre by the NASIL The
Commission is publishing this notice 1o

+ The NASD fled the
the Commission um
has Nied thewn
change Amwadment No. 1, filled oo Janoar
repcried e resulis of & memoer vute on 1

posed rule change: 1675 voling io fuvee. 231
opposed. amd 41 not voting o

18 1983, amen ded

the voct of the rule change o (he languags

of the proposed rule changs pending in File No.
SH-WNASD-#9-15 See infru note 2. Amendment No.
1 fled on Avgust 3. 1993, amended the rule change
1o clarify that the 1arm “preierred eqnity™ under the
rule change would ot include debt securrties In
avdution, the smendment clarified the NASD's
position under Secton 2is) of Schedule E to the
NASD By Laws tha the term “common equity”
includes um“zu o I\.hbtm Mlh
within the y poriod g the oflering The
amendment slso cmﬁd the pon posed rule
language wilh reapect 40 secumitins that are mried by
a nationally recogn esd saustical sating
urganization i one of i dew highest genens raling
categot s,

rule Chamge with
42, ¥992. The NASD
' ‘:n._
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THE UNIVERSITY OF CONNECTICUT HEALTH CENTER

. /.:{.

i, o)
Ornce oF RADATION Sarery MC-3930
Tel (203) 679-22%
Dby 23 T ve]
T0: Mr. John MeDonough
Staff Nuclear Medicine Technologist
FROM: Alan Lurie, D.D.S., Ph.D.
Chairman, Radiation Safety Committee

SUBJECT: Corrective Actions For Radiation Safety Violations,
Including Violation A Identified in
Nuclear Regulatory Commisslon Notice of Violation
letter Dated Sepcember 29, 1993

The Radiation Safety Committee held an emergency meeting on October 20,
1993, to discuss multiple Radiation Safety violations, including Vielation A
identified in a Nuclear Regulatory Commission "Notice of Violation® letter
dated September 29, 1993, As you are avare, the NRC violation was identified
during an NRC Routine Inspection conducted at the Health Center and it's
satellite facilities on August 30, 31, and September 1, 1993. Following that
inspection, the NRC cited you for ".. performing elution of the generator and
preparation and assay of the radiopharmaceuticals in your Nuclear Medicine Hot
Lab,.. not wearing a ring badge." The Radiation Safety Committee heard your
contention that you were wearing the said finger monitoring device while
eluting the generator but not during the preparation and assay of
radiopharmaceuticals. The University of Connecticut Health Center must admit
to the violation., ‘%e Committee would like to thank you for appearing at the
meeting to provide 1 formation concerning this and other violations.

After much deliberation, with due consideration of the gravity and
potential consequences of this violation, and of the information presented to
the Committee during the October 20 meeting, the Committee decided to
institute corrective actions. The Committes voted that the following actions
be taken to insure the safety of you and others, and to ensure that future
violations will be avoided:

1. Suspension of your authorization to handle and/or use radiocactive
materials at the University of Connecticut Health Center for a period
of two weeks, beginning Monday, October 25 extending to Friday,
November 5, 1993, inclusive.
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2. Beginning Monday, November 8, 1993 and continuing through Friday,
November 19, 1993 your activities invelving radicactive materials
will be under surveillance by Faculty of the Department of Nuclear
Medicine, the Office of Radiation Safety, and occasionally by
Radiation Safety Cormittee merhers

1f during the surveillance period any designated individual observes
you not wearing a finger ring while working with radiocactive
materials and/or not wearing protective gloves while working with
radioactive materifals or injected patients, your authorization to use
radioactive materials at the University of Connecticut Health Center
will be suspended by the Chairman of the Committee. In addition

if you are directly responsible for an incident which {s reportable
to the Nuclear Regulatory Commissior during this period your
authorization to use radioactive materials will be suspended. Any
such suspension will be effective until an emergency meeting of the
Radiation Safety Committee can be convened to decide upon further
definitive action.

4, 1f, after the surveillance period, you are directly involved or
otherwise responsible for an incident reportable to the Nuclear
Regulatory Commission, the Chairman of the Radiation Safety Committee
will immediately suspend your authorization to use radicactive
materials at the University of Connecticut Health Center. An
emergency Radiation Safety Committee meeting will then be convened to
decide upon appropriate actions up to and including permanent
suspension of your privileges to work with radicartive materials.

The Committee has an institutional and regulatory responsibility for
insuring the safe and compliant use of radiocactive materials, and for
maintaining tne authorization for individuals to conduct science and patient
care involving radicactive materials throughout the Health Center. It {s the
sincere wish of the entire Committee that these corrective actions will result
in your increased level of safety and that future incidents and/or violations
will ba avoided,

AL:ep

ce: Mr. P. Davern
Hr. L. Paplauskas
Mr. J. Patrylak
Mr. K. Price
Dr. R. Spencer



