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CDRIBATHY 1432 PROV.CANOER THERAPY CTR

PROVIDENCE HOSPITAL

1200 PROVIDENCE DRIVE

PO BON (90604

ANCHORACE, ALASKA 995(9.6004
PHONE (907) 562-2211

December 1, 1994

Mr James Montgomery

Licensing

U.S Nuciear Regulatory Commission
Region V

Nuclear Materials Safety Section
1450 Maria Lane, Sulte 210

Walnut Creek, California 94596

REFER TO: Docket 030-13426
License 50-17838-01
Control: 571953

Dear Mr Montgomery,

| received @ voice mail message from Mr. Ken
our response to the notice of violation sent on
response

In further response to that voice mail message,
November 16th did not identify the RS0 as
apparently interpreted by Mr. Prendergast

resulting in excessive dependence on
blame for violations, it 1S
operational managers falled to maintain adequate
despite efforts of the RSO.
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bearing any blame
My letter of Novemnber 1 6ih stated that a
regson for the violations was gepartmentalization of the radiation safety program

the RSO Rather than the RS0 bearing any

my conclusion that the individual departments and those
awareness of radiation safety Issues
It has been my expenence that progrems requiring daily
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Prendergast requesting that | resubmit
September 27. Attached is a summary

please let me clarify that my letter of

for the violations as
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awareness and attention to datail in multiple locations cannct be adequately
maintained to the intended lavel of the program without the support and reinforcement
of those with operational management responsibility. The most exceptional RSO
would be hard pressed (o maintain a compliant program without this support

| hope this clears up the perception that Mr prendergast apparently received from the
November 16th letter.

Sincarely,

Caden e,

Robin Adams
Medical/Surgical/Oncology Director
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SUMMARY RESPONSE TO NOTICE OF VIOLATIONS
(September 27, 1994)

VIQLATION A:

1. Reason for Violation.
Since this physician had applied for and received practice privileges as a
Radlologist, he assumed that this approval included the authorization to

administer 1-131 of > 30 microcurles, and that any required regulatory paperwork
was addressed by the institution.

2 Corggtive Steps and Resulls Achigved,
A Medical Director, Radiology and Administration, Medical Staff Office
informed of viclation and requirements for licensure amendments to
authonze new users.

B. License amendment submitted and approval received.

3. Corective Steps to Avoid Further Violations.

Future physician applications for practice privileges will result in RSO/RSC review
for appropriate NRC licensure amendment revisions prior to the initiation of
physician practice

Site and document audits will be randomly done to monitor for comphance with
authorized user/supervision requlations.

4 Date When Full Compliance wilbe. Achigved.  Immediately

VIOLATION B:
1 Reason for Yiolation.

Previous interpretations of 10 CFR 20.1802 were incorrectly interpreted to
indicate that an unlocked "hot lab" door was acceptable because it was loocated
within the confinas of a locked door.

2 Cormective SIeps (0 Avoid Further Violalions:

A cipher lock has been placed on the "hot lab” door resulting in appropriate
security through the distribution of the combination only to authorized users.
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3. Corregtive Steos to Avoid Further Vielatjons,

Routine, random audits will be Initiated to monitor compliance with security
status.

4. QRate of Full Compliance. November 30, 1994,

VIOLATION C:

1. Reason for. Violation,
Inattention to detail and poor documentation mechanism.

2 Mmﬁtﬁoﬁ.gﬂiﬁe_&ﬂiﬁﬁ’ﬂw&
Documentation process enhanced to allow for ease of statf compliance and all
staff informed of requirements and process Initial review indicates appropriate

awareness of requirements and consistent hand monitoring and documentation of
same.

3 Coueclive Steps to Avoid Fuither Violalions.

Random audits will be used to monitor conistent compliance  Stff awareness will
be reinforced through a radiation safety inservice in early December.

4. Date for Full Compliance. Immediately

Violatign D:
1 Reason for Violation. Innattention to detail
2. Corregtive Steps and Resulls Achieved.

Process of patient venfication identification by the two methods reviewed and
posted for staff reviews

3. Corrective Sleps (0 Avoid Further Violations.

Routine audits will be performed to monitor compliance with patient identification
process. Noncompliance with the process will be addressed through the
appropriate educational and/or disciplinary process.

4. Date of Compliance. Immediately



