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SUBJECT: NOTICE OF VIOLATION
(NRC INSPECTION REPORT NO. 30-01213/94-01)

Attention: Mr. Kenneth Clark, Director

This refers to the special inspection conducted by Messrs. Kent M. Prendergast
and Gregory P. Yuhas of this office on February 2-3, 1994. The inspection
included a review of the circumstances surrounding the Joss and subsequent
d¢iscovery of five iridium 192 seeds reported to the NRC on January 21, 1994.
At the conclusion of the inspection, the inspection findings were discussed
with Mr. B. Herrorn., M. Bays, and other members of your staff.

The inspection was an examination of the activities conducted under your
license as they relate to radiation safety, and to compliance with the
Commission’s requirements. The inspection consisted of an observation of
facilities in your Radiation Therapy Services Department, a selective
examination of procedures and representative records for iridium 192 use,
interviews with personnel, and a visit to your brachytherapy source vendor.

Based on the results of this inspection, certain of your activities appeared
to be in violation of NRC requirements, as specified in the enclosed Notice of
Viclation (notice). These items have been categorized by severity levels as
described in the NRC Enforcement Policy, 10 CFR Part 2, Appendix C. Violation
A in the enclosed Notice involved the failure to inventory brachytherapy
sources following their use. Violations B and C involved a failure to prepare
adequate records of source use and surveys. Normally violations B and C would
be noncited violations in accordance with Section VII.B. of the Enforcement
Policy. However, in this case, Violations B and C are being cited because the
failure to maintain adequate records is reflective of the more serious
deficiency of your inadequate control of brachytherapy sources.

Other areas of concern identified during the inspection which were discussed
with your staff included the level of oversight of your Brachytherapy Program
provided by the Radiation Safety Office, and the level oV supervision provided
by the Source Custodian for physicians and phvsicists who have access to and
use the sources. These issues may be indicative of program weaknesses and
should be addressed to prevent future probleme or violations.
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