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Enforcement Conference Summary: Enforfement Conference held at King of
Prussia Pennsylvania on Ontmber IL_1RE The licensee representatives
discussed the corrective actions taken nd/or to be taken as a result of the
November 20-21, 1990 inspection. NM !spresentatives discussed their concern
regarding the apparent lack of adequa u management oversight of the licensed
program and violations identified during the inspection.
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1. Persons Attending
1

Veterans Adminjit.IAtion Medical Center

Fred Malphurs Director
Lawrence H. Flesh M.D., Chief of Staff
Andrew Kang M.D., Radiation Safety Officer
Mary-Ellen Piche Quality Msnagement Coordinator-

John Dapolito, Consultant / Certified Health Physicist

Veterans Administration Central Office

Francis Herbig, Radiation Safety Officer, VA St. Louis
Diana Stockdale, Radiation Safety Officer _VA Philadelphia

Veterans Administration Office of the Inspector General

Roger Tillson
| Timothy Bond
" Judith M. Garland

Nuclear Reaulatory Commission

Ronald Bellamy, Chief, Nuclear Materials safety Branch
'Karla Smith, Regional Counsel

Daniel J. Holody, Regional Enforcement Officer
Jean Gresick Schugsta, Senior Health Physicist
Christopher J. Eckert, Health Physicist

1

Joseph De1 Medico, Office of Enforcement
u

2. Conference Summarv -

On December 13, 1990, representatives of the Veterans Administration
Medical Center,-Voterans Administration Central Office, Veterans ,

Administration Office of the -Inspector General and Region I met at the
Region 1 Office in King of Prussia to discuss the results of the
November 20-21, 1990 inspection.

The. violations identified during the November 20 21 inspection t e
presented and: discussed. NRC representatives expressed their coi.cern

l regarding' the apparent lack of management-oversight of the licensed
L program, the adequacy of the-licensee's radiological safety training

program, the apparent lack of technical program guidance provided by the
Radiation Safety _0fficer -(RS0) and_ twenty other apparent violations.

The-licensee-representatives acknowledged that the RS0-did not ensure
that- appropriate radiation safety r_equirements were prope_rly
implemented, nor did facility management assure that he carried outihis
responsibilities. The licensee representatives al:o c; knowledged all of
the inspection findings except the failure to perform don calibrator

-accuracy te' sting and described the actions which had been taken to bring
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the program into compliance since the inspection. The licensee
,

1 described their procedure for performing dose calibrator constancy
a checks and indicated that part of this procedure included the

performance of a daily accuracy test. The inspector reviewed dose,

1 calibrator constancy records presented by the licensee and concluded
that an accuracy test was performed as indicated by the licensee.
Therefore, the NRC agreed that this apparent violation did not occur.

| Based upon additional information presented at the enforcement
conference by the licensee, NRC staff members reviewed the
appropriateness of two other apparent violations of licensee procedures:;

: (1) failure to survey hands, ciothing, and shoes for-radioactive
contamination prior to leaving research laboratory areas and (2) failure-

i of personnel frequenting radioactive material use and storage areas to
) wear required personnel dosimetry. NRC staff concluded that based upon

the type and quantity of radionuclides used (< 1 millicurie of C 14,
S 35 and H 3), these procedural deviations would not be cited.

| During the conference the licensee committed to significant improvements
.

to their licer. sed program which included recruiting a new full time RSO,
and obtaining consultant services to support the existing RSO in the'

day to day implementation of the program until such time as a new RSO is
hired, trained and added to the license as radiation safety officer,
furthermore, licensee representatives stated that as a result of the
inspection, management had Secome significantly more aware of their
responsibilities under a Srcad scope license and were committed to
providing the support and personnel necessary to correct the apparent
deficiencies and bring the program into full compliance with NRC

,

regulations.

Enforcement options available to the NRC were reviewed.
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