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DELIBERATE MISCONDUCT BY UNLICENSED
PERSONS: NRC EXTENDS ENFORCEMENT
SANCTIONS TO EMPLOYEES AND OTHER
INDIVIDUALS

®  Aradiographer knows that he is required (o conduct e
survey each time the source is retracted, but deliber-
ately fails to do so, 1o save ume.

& A nuclear medicing technologist, although s(he) per-
forms the daily constancy check of the dose calibrator
on weekdays, deliberately does not bother 1o do the
check when the dose calibrator is used for patient
doses on weekends.

e A well-logger knowingly provides inaccurate infor-
mation during a Nuclear Regulatory Commission
(NRC) investigation

® Anempioyee at an irradiator facility deliberately de-
feats a radiation alarm

® A manager directs an employee to omit significant in-
formation dunng an NRC inspection

® A consultant knowingly includes inaccurate informa
tion in a request for a license amendment that the li-
ceusee submits 10 NRC

What do these examples have in common? They demon-
strate deliberate wrongdoing on the part of employees
and consultants who do not hold NRC licenses, but who
are now subject 1o NRC enforcement action under a rule
change published in the Federai Register on August 15,
1991 (56 FR 40664). This change became effective on
September 1o, 1991,

Under the new rale, unlicensed persons ace subject o
NRC enforcement action for deliberaie miscondut L
(1) causes an NRC licensee 10 be in violation of apy ~ O
requirement, or () would have caused the licensee to be
in violation, if the misconduct had not been detected in
tune. Enforcement actior may also be taken against an in-
dividual who deliberately provides incomplete or (naccu-
rate information to NRC, a hicensee, or licensee contrac-
tor, provided that the information is relevant to NR(
regulatory activiiies
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The rule covers licensee employees; consultants; conirac-
tors, subcontractors, and their employees, and others
who knowingly provide goods or services for activities
regulated by NRC. Specific knowledge of the NRC li-
cense or the NRC reauirement that would be violated is
not necessary; it is erough for the individual to know the
activity 18 reguiated by NRC and that the act would be a
violation of company procedures or policy. The rule does
not apply 1o violations caused by simple crror, misjudg-
ment, miscalculation, ignorance, or confusion, on the
part of an individual

Depending on the circumstances, the action that NRC
takes upainst the person might be an Order that prohibits
the person from further involvement in NRC-licensed
acuvities for a specified period of time. The person also
could be required (o inform any Hrospeciive employer (or
customer) engaged in NRC-hoensed activities that the
person has been subject to an NRC Order. Manetary
penalties as well as criminal sanctions may be used if the
persoy fails to comply with the Order,

Oiders associated with enforcement actions are pub-
lished in the Federal Register and i an NRC public docu
ment known as NUREG-0940. Orders are normally the
subject of a press release. In addition, NRC has estab-
lished a system of records that will include a list of all per-
sons currently subject to an Order that affects their par:
ticipation in licensed activities. Thus compilation will be
made available 1o materials licensees and members of the
public, on request.

NRC has a long-standing practice of holding employers
acconntable for the acts of their employees, contractors,
anc agents. Thus, in cases where enforcement action i
taken again< an individual employee at a licensed facility,
NRC normally will also take related enforcement action
directly against the holder of the NRC license, as appro-
priate.

This rule change affects partions of the NRC regulations
in 100 CFR Parts 2, 30, 40, 50, 60, 61, 70, 72, 110, and 150,
as well as the NRC Enforcement Policy pubLished in
Part 2, Appendix C. For complete detalls, readers shouid
refer 1o the Federal Register notice cited above. Copies of
the Federal Register notice were sent toall NRC licensees
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Date Reported: April 12, 1991

NRC Region 111 was notified by the licensee chat 4 num.
her of coball-60 eletherapy misadministrutions had o
curred between September 1989 and March 1991, The
misadmunst retions (defined as thetupeutic doses varying
maore than 10 percent from prescribed doses) were discor -
ered during & 1 sview of past Lestment data in March £nd
April 1991 Cn Annil 25, the licessee forzlly reroned
that 12 misad minisirations had occurred.

Of the 12, *%7. 2 patients receved doses 10 10 18 percent
higher than the prescribed doses, and nine paticnis re-
cetved doses from 10 10 27 percent below the prescribed
doses. * \l misadministrations resulted from erroneou: in-
formation in the treatment-planning computer program.
All treatments, with one exception (an arc treatment) in-
volved the use of wedges.

The treatment discrepancies were "'rst discovered in
March 1991, when a therapy technologist, preparing for
an u ing board certification test, pulled the files of

treated patients 1o practice hand-calculated
dosimetry. The technologist later informed licensee man-
agement that her results did not match the wedge-related
treatment doses indicaled in the patient files. On
March 22, the Radiatin Safety Officer (R8O) was asked
1 investigate the apparently conflicting rasults. The RSO
developed & lisi of patients who re- sived wedge-related
treatments since the inception of that type of treatment in
August 1989, On March 25, the RSO presented the list to
the Radiation Oncology staff, who began hand calcula-
tions of all patient treatments. Reruns of the orginal
computer calculations also were initiated.

By Mi ch 29, the reworks supported the technologist's
origir © finding that actual administered doses had devi-
ated significantly from prescribed doses. All of the pa-
tients' referring physicians were subsequently notified of
the dose differentials, except for one physician who had
left the area (the patient wos notified directly, here). The
licensee stated that no adverse effects have been ob-
served, to date.

In 11 of the 12 misadministrations, the licensee failed to
calculate & computer program's “wedge normalization
factor,” in making initial dose calculations. The wedge
normalization factor is describeo in the manufacturer's
wanputer program instruction manual. Instead of using
this factor, the lic nsee used different neasured wedge
factors that were not compatible with the computer pro-
gram. The other misadministration resulted from the li-
censee’s failure . correct the computer program, as di-
rected by the manufacturer's r=!. ise notes.

On April 12, 1991, the licens, = = sted an amendment
10 its NRC license, requiring inov pendent venfication of
cobalt-60 teletherapy treatment plans, to prevent further
misadministrations. [n addition, the licensee has imple-
mented an interna’ procedure that also requiies inde-
pendent verification of treatment plans before treatment.

On April 18, 199, NRC Region 11 conducted a specisl
safety nspection at the Medica! Center, in response 10
the cobalt-60 misadministrations. On May 10, 1991, Re-
glon 111 issued & Sevenity Level IV (ust above least se-
vere) violation, citing the licensee for fuiling to noufy
NRC within 24 hours of discovery of the iniia' misadmin.
stration,

On April 15, 1991, Region U approved Amendment 18
of the Medical Center's (eletherapy license, which re-
quues the licensee 10 perform dual calculations for all
cobalt-60 therapies before mitiation of treatment. The
licens.ze also must maiawin records - f the dual verifica:
Lon,

Fvent 3. Radiation Exposures of Members of the
Public from & Lost Radioactive Source

Date Notifie:  September §, 1991

Licensee: Western Atlas international
Yukon, OK

On Se ember 5, 1991, Western Atlas Inte rnational noti-
fied the State of Texas that a 2-curie cesium-137 sealed
well-logging source had been lost that morning from the
licensee's vehicle enroute from the licensee's Yukon,
Oklahoma, facility 10 us Houston, Texas, facility,

The licensee initiated a scarch. Meanwhile, at approxi-
mately 5:30 p.m. that day, a citizen spotted the shipping
container lying on a gravel shoulder near *he Interstate
5 Exit 118 road, and notified the Huntsville Police Loe-
partment.

A police officer was dispatched 10 the scene, found the
radioactive source 3 to 4 feet from its shipping container,
picked it up, and 1s believed 10 have held it for about §
seconds before dropping it near the container. The area
was closed to the public until a member of the city's emer-
gency management services retrieved the source, using 2
knives as handling tools; at approximasely 6:15 p.m., the
source was placed back into the shapping container, which
was missing its shield plug. Licensee personnel placed the
source in a complete shipping container at approximately
730 p.m,

The large pin attached 1o the bar securing the shipping
container shield plug was missing. This allowed the safety
bar w0 shide out of position, and the plug and source to
come out of the shipping container.

In addition, .he truck bed from which the source was lost
was flat, with only a canvas cover held in place with four
elastic straps. During transportation, several shipping
containers fastened on the truck bed by locks attached to
the containers and to the links of a slack steel chain
(which was attached to truck structures) moved some-
what, on the truck bed. The shipping containers acceler-
ated their movement when the vehicle turned corners,



treaking & lock and allowing the shipping container 1o fall
off the back of the try

Tie police officer whe held (e source received an esti-
mated of approximately § rem o his fingers.
The ndividual who retrieved the source received an esti-
mated exposure of approximately 30 millirem 1o his fin-

gers.

The event was attributed to human error. Western Atlas
International personnel Jid not follow the licensee's pro-
cedures of management instructions in eorrecting ship-
ping container deliciencies and in properly secuning the
shipping containers to the transporting vehicle.

G Seprerabor 6, 1991, the day after the incident West-
ern Atlas International issued 8 memorandum to all its
North Amenican facilities, on corrective measures, effec-
tive immediately. Shortly thereafter, the licensee re-
moved the personnel involved in the incident from li-
censed activities,

Event 4 Medical Diagnostic Misadminstration
Date Reported: Seprember 9, 1991

idcensee: St John's Mercy Medical Center
St Louis, MO

A bone scan diagnostic study was scheduled for Septem-
ber 9, 1991, for & 15-month-old male child with possible
osteomyelitis (bone inflammation) of the ankle. Because
of an error in the hospital's radiopharmacy, the child was
given an adult dose of technetium-9%9m MDP, the radio-
active pharmaceutical used for a bone scan. The normal
dose for a child of his weight would be 1.91 millicuries.
The standard adult dosage used for the diagnostic study
wag about 21.96 millicunes, more than 10 times the in-
tended dosage 10 the child,

The licensee uses a computer system 1o determine the ap-
propriate amounts of the radiopharmaceutical to use in
the bone scan. For adult patients, there are standardized
dosages; for patients under 18 years old, the dosages are
caleutarsd ., the basis of body weight. The pediatric pa
s @re identified on the licensee's treatment st with
an asterisk, accompanicd by a handwritten notation of the
patient’s body weight.

The radiopharmacist who prepared the technet um-99m
MDP for the bone scan failed 1o note the asterisk and
handwritten body weight on the computer printout of
scheduled diagnostic stucdies. As a result, he prepared the
standard adult dosage.

The nuclear medicine technician failed 1o detect the error
befor= administering the radiopharmaceutical to the pa-
tient. The technician checked the patient's name on the
dose ticket accompanying the syringe, but did not verify
the radiopharmaceutical and dosage, as reguired by hos-
pital policy. After the administration, the technician

R,

| noted that the volume of the techneuum - 99m MDP was

greater than expected, rechecked th 2 dose ticket, and dis-
covered the error.

Because the error would not negate the results of the di-
ARNGSLIC study, the bone scan was completed Although
the amount of radiation the child received was greater
than intended, the hcensee determined the ncreased rsk
ol mologi effects wis not significant. The caleulated re-
dustion dose for the study was about 4.4 rads 1o the bone
and 1.3 rads 10 the total body. This compares 1o about
(0.35 rads 10 the bone and 0.11 rads to the whole body, had
the correct gosage been administered.

The cause is attributed to human error on the part of e
radiopharmacist and the nuclear medicine technician.
The hospital has counseled the two employees involved
in the error. Hospital management met with the nuclear
medicine department staff on Sepiembser 17, 1991, 1o re-
view the impact of the errors in this incident, 1o stress the
importance of checking one's own work as well as the
work of others, and 1o point out the need to follow de-
partment policies.

Event 5 Overexposure of a Non-Rudiation Worker
Date Reported: May 1991

| censee: H&G Inspection Co., Ing., Houston, TX
(Agreement State Licenseed

During radiography operations by H& G Inspection Com

pany, Incorporated, Houston, Texas, on a barge near Port
Arthur, Texas, &an unmonitored, non-radintion worker
employed by the Exxon Corporation receivea a whole-
bady eposure, estimated 1o be between | K and 39 rem,
from a radicactive source that was not properly shieldod

This exceeds the abnormal accurrence reporting thresh-
old of 0.5 rem in one calendar year for « member of the
general public. In addition. & radiographer received o
whale-body exposure of about 7 7 rem. {This exceeds the
license limit for whole-body exposure 1o & radistion
warker in one calendar quarter; however, it is below the
abnormal-occurrence reporting threshold of 25 rem
whole body | There were three root causes for the event

The first cause was a camera locking with the source in
the unshielded position, The second cause was the faily: o
of the radiographer 1o perform an adeguate survey 1+ e
termine whether the source was in the shiclded position.
The third cause was inadequote procedures regarding
unmern < d personnel entering 4 restricted area.

The radiog. phers and the Fxxon employee were totilied
of their exposure. All licensee employees were notified of
the incident by memo. The incident was discussed duning
the next safety meeting. New procedures were developed
pertaining to unmonitored personnel entering restricted
atcas. The requirements for performing a proper survey
were reemphasized lo ensure that a source has been
properly retracted into its shielded position. When the
camera is moved (o a different job site, the guide tube wil|



be discon nected and the salety plug inserted. Anyone not
following the new procodurc s will b fined $100.

The liconsee was cited by the Texas agency for allowing an
unmonitored individual 10 receive an exposure goeater
than 2 millirem in an hour, for the cxposuies of the two

and for the fallure to perform adequate
surveys 10 determine whether the radiation surce was se-

Fvent 6 Extremity Overexposure of a Radiation
Waorker

Date Reported: July 10, 1990

Licensee: Rosemont, Inc., ML Prospect, 1L
(Agrecment State Licenset)

While extracting & 10-curie cesium-1137 source from its
housing, an employee (radiction worker) received an
overexposure (o his left hand. The actual exposure is not
preciscly known, but was likely between 200 and 714 rem.
Because the higher value, which was indicated by the
worker's dosimetry, could not be disproved, 714 rem 10
the left hand was enternd into the worker's radiation rec-
ords. The event was inventigated by the Illinois Depart-
ment of Nuclear Safety (referred 10 as the State Agency).

On July 10, 1990, the worker was removing the source
from a Madel 7064F source housing. Operating on this
particular source holder was a special case requiring di-
rect observation and tming of operations by the worker's
SUpErvIsor,

Extraction of the source from the sourc» halder began.
After about 28 percent of the cimp was peeled back, the
cylinder in which the source was contained separated
from the base of the source holder After uncrimping the
broken sourve holder, the worker tried to extract the
source, and was successful on his second atiempt. The
source was then placed ‘n & lead pig. The total time re-
poried by the worker's supervisor for the entire proce-
dure was 4 minutes and 43 seconds.

Pecause the source manipulation was unusual, the super-
visor suggested that the worker's ring thermoluminescent
dosimeter (TLD) be processed. On July 12, 1990, the re-
sults irdicated an exposure of 714 rem (instead of the
usual 3 10 4 rem) 10 the left hand.

The worker was examined by a pbsician on the evening of
July 12, and found normal. The worker showed no visible
signs of acute radiation overexposure 1o his left hand. He
stated that there was no discomfort, reddening, swelling
or other ill effects. On July 20, an ~= ologist nematolo-
gist informed the worker that .l tests were normal and
that he could find no sign of damage. Based on these find-
ings, the doctor believed that the worker had not been ex-
posed to the high level of radiation reported.
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‘The worker's explanation of this event is un errof in read-
ing the TLD or an imperfection in the TLD o terial it
sell. The worker stated that he knew of no enerm.ies st the
plant who would sabowspe his dosimetry. He also sated
that access 1o his dosimetry while not being worn is raiher
restricted.

The State Agurcy inspoctons winessed a reenactment of
the source-extraction procedure, using @ blank stainless
steel source holder, and it is unlikely that the worker re-
ceived an exposure of 714 rem. However, the Agency
concluded that an extremity overvaposure did accur, esti-
mated 1o be approximately 200 « M0 rem.

The following recommendations were offered during the
interview:

1. The licensec should contact the processor an 1 have it
check the TLID chip and reading system for proper
response (quality assurance ).

2. The licensee should seriously consider engineering
changes or changes in procedure thint would increase
the distance between the source and the source
remover's hand. In the absence of this change, the |
censee should consider discontinuing the practice of
reusing high-activity sources, because of the poten-
tial for & radiation overexposure of this kind.

The causes are attributed 1o inadequate procedures and
supervision during operations involving & aigh-activity
source. Greater use of remote-handiing equipment could
considerably reduce the potential for overexposure.,

The licensee proposed the following corrective actions:

1. Effective immediately, no source capsule larger than
2 curies will be uncnimped from its holder.

2. Elffective immediately, no source capsule larger than
0.5 curie will be uncrimped from its holder without
direct supervision of the operation.

3. Beginning September 17, 1990, as a precaution
against tampering, ull source loaders’ dosimeters will
be kept under lock and key, when not in use.

On July 31, 1990, the State Agency issued a notice of vio-
lation for the overexposure. The hicense was amended 1o
include tne licensee's proposed corrective actions, and
the letter transmitting the amendment included a strong
suggestion that remote-handling equipment be consid-
ered more often in the interest of keeping exposures us
low as reasonahly attainable.

Event 71 Overexposure of a Radiographer
Date Reported: November 1990

Licensee: Big State X-Ray, Eastland, TX
{Agreement State Licensee)



During madiography operations st Prde Refinery in
Abilene, Texas, received an estimated ex-

posure of 35 ram 10 his right thigh, from & radioactive
source not locked in its shielded position.

The primary cause of this incident wis & failure of the ra-
diographer to praperly lock & source i & camers and re-
move & key before moving a camers. The radiographer
alwo falled 1o determine whether his survey meter was op
erating correctly after it became wet in the rain.

The licensee was cited by the State Agency for the overex:
posure and failure 10 properly lock and remove o key from
a radiography camera before relocating it

INFORMATION NOTICES PUBLISHED
AUGUST 16, 1991-NOVEMBER 12, 1991

A Emergency Access 1o Low-level Radioactive
Waste Disposal Facilities — IN No. U165,
dated Citober 16, 199)
Technical Contact: Richard M. Turtil, 301-504-1447

This notice informs licensees who generate of may gener-
ate low-level waste (1L1LW) of the stevt requirements gov-
erning implementation of the emergency access provision
of the 1 ow-Level Radioactive Waste Policy Amendments
Act of 1988 (LLRWPAA). Congressional concern that a
serious and immediate threat 1o the nublic health and
safety could result from denial of access to 8 LIW dis-
posal faciity led to inclusion of the eroergency access pro-
vision, which permits a generator of LLW or any Gover-
nor 1o request that NRC grant access 1o a disposal facility.
NRC's emergency acoess rule (10 CFR Part 62) and Com-
mission policy follow Congressional intent in discourag-
ing use of emergency access as 8 means for disposal for
any circumstance other than an urgent situation that re-
quires disposal to protect public health and safety. Appli-
cations must provide information on the need for dis-
posal; the material 1o be disposed of; the health and safety
consequences of not granting emergency access; and al-
ternati:es lo emergency access, including onsite storage,
voluntary agreement for access 10 a disposal facility, pur-
chasing disposal capacity, and ceasing generation of
LLW.NRC can grant acoess only if all ulternatives prove
unreasonable.

B. (1) Errongous Data in “Nuclear Safety Guide,
TID-7016, Revision 2"  (NUREG/CR-009S,
ORNIL/NUREG/CSD-6 (1978)) and (2) “Thermal
Scattering Data Limitation in the Cross-Section Sets
Provided with the KENO and SCALE Codes”

IN No. 91-66, dated October 18, 199)
Technical Contact:
Charles H. Robinson, 301-504-2576

This notice alerts licensees 10 errors in a common refer-
ence for nuclear criticality calculations and 1o potential
problems resulting from limitations in a common cross.
section library used in support of criticality safety.
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(1) Table 2.8 of the guide referred (o in (1) above contains
errors in the caleulated subonitical lumits for mixtures of
U(VL5) metal, water, and graphite. The values in the ta-
ble were intended 10 indicate limits corresponding to &
multiplication factor of 095 However, after the discoy-
ery of errors by two independent groups, calculations per-
farmed st Gak Ridge National Laboratory (ORNL) sug-
pested that limits presented in the table o
multiplication factors as high as 1.09. ORNL has gm:
ated a correction table that users may obtain. (2) ORNL
was informed of a discrepancy between CASMO-3 and
NITAWL-KENO-V.a. calculations involving fuel stor-
age ol clevated temperatures. Larger water gaps en-
hanced the temperature effects.

Criticality safety evaluations based on the incorrect data
in the Nuclear Safety Guide, TID-7016, or on caleula-
tons with inappropriate hydrogen scattering matrices,
may be significantly nonconservative. User review of
those evaluations for continuing operations would ensure
that adequate salety marging are retained.

BULLETIN PUBLISHED

Reporting Loss of Criticality Safety Controls —~NRC

Bulletin 91-01, dated October 18, 1991

Technical Contacts:
George H. Bidinger, 301-504-2683
Robert . Wilsoa, 301-5M4-2126
A. Thomas Clark, 301-504-3424

This bulletin requests that all fuel cycle and uranium fuel
research and development licensees inform the Commis-
sion of “heir ertena and procedures that ensure the
prompt evaluation and reporting, to licensee manage-
ment, of the degradation Jf any controlled parameters
used - “revent nuclear eriticality and that ensure the im-
me ceporting, to the Commission, of any sign‘ficant
degre tion of such controls, as required by 10 CFR
20 403(n). Licensees must respond in writing.

As the result of occurrences involving le « of eriticality
controls at licensed activities, one of whic.. . described,
the Commission is concerned that licensees may pay in-
sufficient attention to the need for internal reporting and
prompt evaluation of failures of controlled parameters
related to cniticality safety, und that licensees may not
have adequate procedures for reporting these matters 1o
the Commission.

RADIOACTIVE FENCE PRODUCTS IMPORTED
FROM INDIA

On August 9, 1991, the State of Washington notified the
ULS. Nuclear Regulatory Commission (NRC) that radio-
active material had been detected during a routine survey
of a truck leaving the Department of Energy's (DOE's)
Hanford Reservation facility. The DOE staff found two
chain-link-fence  tension  bars  contaminated with



cobali-60. Radiation control programs in the States of
Washingion and Oregon traced the material 0 a whole-
sale lence distributor in Portland, Oregon, where addi-
tional contaminated fence products were found.

Within several days, NRC, with several States’ help, as
sessed the extent of the contamination throughout the
United States. Two UK. importers had brought in the
contaminated fence products from India. They had pur-
chased material from two separate Indian steel facilities,
Kata Steel Rolling Works, in Caleutta, India, and Mangal
Steel Enterprises, Lad,, in Howrah, India.

Based on the initial survey and laboratory analysis of con-
taminated fence products, NRC concluded that no action
was necessary for bars already installed in funces of in the
possession of retail companies, due o the estimated low
risk and wide distribution of the fence products. In addi-
ton, it was concluded that any contaminated bars in the
possession of wholesale distributors should be returned
10 India or transferred (o a low-level waste site, for dis-
posal.

Analysis of data from the importers, distributors, and the
States indicates that contaminated fence products were
identified at 64 of the initial 145 sites that were «dentified
as receiving material from the two importers. Additicnal
evaluation of these survey results indicated that less than
§ percent of the products at these locations were contami-
nated, and that radiation levels for the majority of con-
taminated fence products ranged from 30 to 200
microroentgens/hour, at contact.

NRC informed the Government of India of the contami-
nation. India has initiated its own investigation into the
cause of the incident. NRC s continuing to communicate
with the Indian Goverument and has received two pre-
liminary reports of its investigation.

The Office of Nuclear Material Safety and Safeguards
continues 10 analyze the survey informat on on existing
inventories and incoming shipments. To prevent further
import of contaminated products, NRC has requested
that both the importers and suppliers involved ensure
that all incoming shipments are surveyed before export
from India. In addition, transportation of the contami-
nated fence products within the U §. is being coordinated
with the UL.S. Department of Traasportation. NRC re-
mains ia frequent contact with the importers and distribu-
tors as they arrange propes disposal, probably by return of
the contaminated material to Ind'a.

SIGNIFICANT ENFORUEMENT ACTIONS
AGAINST MATERIALS LIC ENSEES

One way to avoid regulatory problems is 10 be aware of
enforcement probleras others have faced. Thus, we have
included here a aiscussion of some representative
enforcement actions against materials licensees. These

enforcement actions include civil penalties, orders of
vanous types, and notices of violations.

A Civil Penalties and Orders

1. Amerscan Fibrit, Inc., Battle Creek, Michigan
Supplement V1, EA 91-0%

A Notice of Violation and Proposed Imposition of
Civil Penalty was issued August 2, 1991, 1o empha-
size the importance of effectively managing the li-
censce's radiation safety 10 ensure the
health and safety of the workers and the public. The
ACION was on violations involving the failure to
have an individual serve as radiation protection offi-
cer (RPO), improper use of licensed material, failure
10 test sealed sources, and failure to maintain records
of the physical inventory of licens J sealed sources.
The base civil penalty was escalated 200 percent be-
cause NRC identified the violations, prior notice that
identified the lack of a qualified RPO, and the length
of time the licensee was without a qualified RPO,

2. Cleveland Clinic Foundation, Cleveland, Ohio
Supplements IV and V1, EA 91-084

A Notice of Violation and Proposed Imposition of
Civil Penalty was issued July 29, 1991, to emphasize
the need for effective luderlh‘ir. management, and
oversight of licensed activities. The action was based
on 14 violations in the licensee's radiation safety pro-
gram. The base avil ‘Fcultr wis escalated 20 percent
because NRC identified all but one of the violations,
the licensee did not correct all the immediate viola-
tions, and the licensee was provided prior notice of a
similar event in a previous enforcement action,

3 Cotton Houston Services, Inc., Huffman, Texas
Supplement V1, EA 91-087

A Notice of Violation and Proposed Imposition of
Civi! Penalty was issued July 31, 1991, to emphasize
the impor, ince of ensuring that radiographers are
a'qfuipped with all devices designed .0 ensure their

ety, and the importance of taking prompt action to
avoid noncompliance, when given notice of the po-
tential for such noncompliance. The action was based
on the failure 10 provide alarm rate dosimeters,

4. Industrial NDT Company, Inc., North Charleston,
South Carolina Supplement IV, EA 91-061.

A Notice of Violation and Proposed Imposition of
Civil Penalty was issued June 28, 1991, to emphasize
the importance of maintaining proper control of li-
censed material and ensuring that only authorized in-
dividuals have access to such material, The action
was based on a violation involving the failure to se-
cure licensed material fron mautkorized removal
and a failure to provide coustant surveillance and
control of licensed material, A licensee radiogra-
pher, unaware that a radiographic exposure device



had been placed on the tailgate of the vehicle he was
10 drive 10 u jobsite, left the facility with the device
sitling on the tuiigate. The device fell off about a mile
from the facility and was found by a private citizen.

Materiais and Testing, Incorporated,
Fort Wayae, Indiana
Supplements IV, V u0d VI, EA 91078

avl:uia of Vbh‘t.k‘:.n l;w" e Imposition of
Penalty was issued July 19, . 10 emphasize
the inportance of with license and regula-
lory requirements ensuring effective manage-
ment oversight of licensed programs. The action was
based on numerous violations that represented a sig-
nificant lack of management control of licensed ac-
tivities. The base civil penalty was escalated 250 per-
cent because of NRC identification of the violations;
the licensee being provided ample prior notice of
similai events, during previous inspections and via
NRC information notices; the duration of the viola-
tons, in¢” viing the S-year duration of the most s
nificant vi dation; and the lack of radiat on safety
tratning ‘ or two gauge users,

St. La ke’s Midland Regional Medical Ceniey,
Aber feen, South Dakota
Supp ements IV and VI, EA 91-109

A Nov'.e of Violation and Proposed Imposition ol
C' a Penalty was issued August 28, 1991, (0 empha-
size the importance of conducting the licensee's nu-
clear med.cine program in accordance with all radia-
tion safety requirements and the importance of
developing an effective management system 1o en-
sure that such requirements are met. The action was
based on 13 violations of NRC requirements in the
licensee’s nuclear medicine program. The base civil
penalty was increased 50 percent, because NRC dis-
covered the violation.

Stone Container Corporation, Coshocton, Ohio
Supplements IV and VI, EA 91 112

A Notice of Violation and Proposed Imposition of
Civil Penalty was issued September 16, 1991, 10 em-
phauize the need to effectively manage the licensee's
radiation safety program and ensure the health and
safety of workers and the public. The action was
based on six violations, including the loss of a 28 mill-
icurnie cesium-37 sealed source encased in 4 density/
level gauge, that, in the aggregate, represented & sig-
nificant lack of management cortrol of licensed ac-
tivities. The base civil penilty was escalated 100 per-
cent because NRC identified the licensee's weak
management control of licensed activities and the li-
censee had received prior notice of simiiar events.

Tumbleweed X-Ray Company,
Greenwood, Arkansas
EA 91-102
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An Order § General License (Effective
Immediately) and Termination of NRC License was
wsued September 6, 1991, The action was based or:
history of fallures 10 meet numerous regulatary re-
Quirements and commitments as 1o licensing, audits,
and corrective actions; the intentional failure of an
assistant radiographer 1o conduct 8 survey of an ex-
posure device, which resulted in injury to him, and &
radiographer’s intentionally allowing the assistant 1o
perform unsupervised hy. 1 he licensee e
quested termination of its NRC license. NRC sus

pended the general license 1o prohibit conduct of ra

diography in NRC States under reciprocity

Western Stress, Ing., Houston, Texas
Supplements IV and VI, EA 90-213

A Notice of Violation and Proposed Imposition of
Civil Penalty was issued May 6, 1991, 10 emphasize
the importance of stnct attention 1o radiation safety
requirements in the conduct of industrial radiogra-
phy and the im nce of providing accurate infor.
mation 1o NRC personnel. The action was based on
an incident where the radiographer intentionally re-
maeved his dosimetry 1o avoid recording a high radia-
ton dose, and either did not carry or did not use a sut-
wey meter, when approaching the source, which had
fulien from its mounted pasition on & tank.

- Severty Level T Violation, No Civil Penalty

Cintichem, Inc., Tuxedo, New York
Supplement IV, EA 91079

A Notice of Violation was issued July 3, 1991, based
on violations involving a contamination incident that
occurred during a radioactive waste-handling opera-
ton. A civil penalty was not proposed because the |-
censee identified the violations and promptly re-
ported them to NRO, and the licensee's corrective
actions. which include measures o prevent recur-
rence of all of the violations, were considered prompt
and extensive.

Department of the Navy, Portsmouth Naval Hospi-
tal, Portsmouth, Virginia
Supplement VI, EA 91094

A Notice of Violation was issued July 26, 1991, based
on the unauthorized administration of licensed ra-
dioactive material 1 a ruember of the facility nuclear
medicine stafl. A civil penalty was not proposed be-
cause of the licensee's exteasive corrective action,
which included retraming of the nuclear medicine
staff, notification of all Department of the Navy nu-
clear medicine activities of the event, revision of pro-
cedures, and appropriate counseling for those indi-
viduals directly involved.

Photon Field Inspection, Inc. Sagina./, Michigan
Supplements VI and VII, EA §9-243
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A Nutice of Violatioa and Termination of License
was usued 23, 1991, based on the hicen-
see's fallures 100 comply with employee protection
regulations, accurate and complete informa-
ton, and ographic utilization logs. The
licensee requested term of its hicense.

4. University of Cincinnati, Cinannati, Onio
Supplement 1V, EA 91-097

A Notice of Violation was issued August & 1991,
hased on the loss o' ieensed matenial A cvil penalty
wiis not proposed because of the licensee's prompi
identification, reporting, and extensive Cormective -
Hons,

NEW NUCLEAR REGULATORY COMMISSION
(NRC) PHONE NUMBERS

NRC has changed the phone numbers al its Headquar-
ters, in Rockville, Md., One White Flint North, This in
cludes the phone numbers within the Office of Nuclear
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Materil Safety and Safeguards (NMSS), but not ihe
phane numbers within some of the other NRC olfices
such as the Office of Nuclear Regulatory Rescarch.
fhwn is 00 change 1o numbers for the “ive regional of-
es.

As part of & switch from the previous system (o the new
Washington Interagency Telecommunications System
(WITS), local numbers (in the 301 area code) beginuing
with 492-0, 4921, and 492- 1 will change 1o S04 prefives
for commercial calls. For 492-1 and 492- 3 numbers, the
suffor will remain the same as it was for the 492-XXXX
number. The exception is numbers whose suffixes began
with “0"; in most cases, & “2" will replace the “0." Callsto
the old 492-XXXX number will be unswered for six
months by an intercept recording that will give the caller
the new SO4-XX¥ X number,

For calls on the Federal Telecommunications Systein
(F1S), the new numbers will be 964-XXXX, where the
XXXX suffix is the same as the suffix for the WITS
SO04-XXXX number.
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UNITED STATES
NUCLEAR REGULATORY COMMISSION
WASHINGTON, D.C. 20666
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