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CERTIVIED MAIL-R.E.K. P 507 819 148 -
UENRC |
Region 1 '
475 Allendale Road |
King of Prussia, Pa. 19405-1415 Re: License #29-03038-02 :

Dear Sir: ]

In response to your communication dated September 22, 1992, Docket #0230~ |
00347, we are providing the following informationi A

With respect to the roof of the Cobalt installation after the incident on :
January 31, 1991, "In Services" were held with maintenance to prevent a |
recurrence, Documentation for this and the other steps taken have already 3
been filed with the NRC, During Ms. Cahill's inspection on August 25,1992,
ladders were placed against the wall of the building to support scaffolaing
for work on the wall adjacent to the atrium, The workers were aware of the
roof restrictions and ne workers went onto the roof. The levels on the

atrium are low and a review of the situation determined that the workers |
could not have been exposed to more than 10mR for the entire period (see v
enclosed addendum). However, another in service was held with maintenance v
and the workers involved in the incident, to stress the importance of the
situation on the roof. In addition, the fence on the roof has high radia-
tion signs posted, i

’ In answer to the viclations listed we will respond to them in the order in :
which they are presented in your letter. t
1

} A, The Prime-Alert system which had been in place prior to our
renovations was found to be inoperable when it was replaced after the [
installation of the new Cobalt unit. A new one was ordered and has been :
installed at this time, However, during the interim period when Ms.Cahill ;
arrived, a monitor with a preset level which provided a flashing indicator m
was in place in the room. Unfortunately the technologist had not switched ,
the unit on when Ms. Cahill entered the room, Both technologists have been .
given "In Services" on the importance of having the radiation detection
device "ON" when in the Cobalt room. The new Prime-Alert system is “ON"
permanently, and its operation tested daily. %

B. A beam condition light has been ordered and will be installed over
the entrance to the room as soon as it arrives.

C. Monthly checks of the Cobalt unit will now include a timer linear-
ity check over the range of use. This will be done by checking the timer |
against a stop watch. '
cont'd. !
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D. Monthly checks of the Cobalt unit will now include checks of
timer constancy, the accuracy of the optical distance indicator and the
alignment of lasers, Notations indicating the operability of the
electrical and mechanical stops, beam indicator lights and viewing
system will also be made,

E. The radiation safety officer will now countersign all records
of the leak and wipe tests,

All of the above corrective actions, with the exception of the installation
of the beam indicator lights have now been taken, and records will be
maintained., We expect to install the beam indicater light before the end
of October, 1992,

We hope the steps we have taken meet with your approval.

Arthu} T Dunn(f

Taa P. Sinclair, Ph.D

7 J a
.,,,10/17{{/(/‘, e,
< Mary Natrélla, M.D.
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The Hospital Center 2
at Orange

Please use the enclosed self-addressed gieen envelope when you respond to this letter to
assist us in the timely processing of your response.

In accordance with Section 2,790 of the NRC's "Rules of Practice," Part 2, Title 10, Code
of Federal Regulations, a copy of this letter and your reply will be placed in the Public
Document Room,

The responses directed by this letter and the accompanying Notice are not subject to the
clearance procedures of the Office of Management and Budget as required by the Paperwork
Reduction Act of 1980, PL 96-511,

Your cooperation with us is appreciated.

Sincerely,

e Ak

Mohamed M. Shanbaky, Chief

Medical Inspection Section

Division of Radiation Safety
and Safeguards

Enclosures: Appendix A. Notice of Violation

cc:
Mary Natrella, M.D., RSO

Public Document Room (PDR)

Nuclear Safety Information Center (NSIC)
State of New Jersey



APPENDIX A

NOTICE QOF VIOLATION
The Hospital Center at Orange Docket No. 030-00347
Orange, New Jersey 07051 License No. 29-03038-02

As a result of the inspection conducted on August 25, 1992, and in accordance with the
"General Statement of Policy and Procedure for NRC Enforcement Actions,"
10 CFR Part 2, Appendix C (Enforcement Policy) (1992), the following violations were
identified:

A

10 CFR 35.615(d) requires, in part, that a permanent radiation mcnitor
capable of continuously monitoring bexm status be installed in each teletherapy
room, and if the permanent radiation monitor is inoperable, that any individual
entering the teletherapy room use a survey instrument or audible alarm
personal dosimeter to monitor for any inalfunction of the source exposure
mechanism that may result in an exposcd or partially exposed source.

Contrary to the above, a permanent rad ation monitor capable of continuously
monitoring beam status was not installed in the teletherapy room, and
individuals entering the teletherapy room did not use a survey instrument or
audible alarm personal dosimeter to monitor for any malfunction of the source
exposure mechanism that might result in an exposed or partially exposed
source. Specifically, on August 25, 1992, a permanent radiation monitor was
not installed in the teletherapy room and a temporary radiation monitor
installed in the teletherapy room was not operable while patients were being
treated, and a survey instrument or auditle alarm personal dosimeter was not
used.

This is a Severity Level IV violation. (Supplement VI)

10 CFR 35.615(c) requires that each entrance to the teletherapy room be
equipped with a beam condition indicator light.

Contrary to the above, as of August 25, 1992, each entrance to the teletherapy
room was not equipped with a beam condition indicator light. Specifically,
from January 1990 to August 1992, a beam condition light was not installed at
the entrance to the teletherapy room.

This is a Severity Level IV violation. (Supplement VI)




Appendix A 2

C.

10 CFR 35.632(b) and 10 CFR 35.634(a) require, in part, that full calibrations
and spot-checks, performed on each teletherapy unit at intervals not exceeding
one year and once in each calendar month, respectively, include a
determination of timer linearity over the range of use.

Contrary to the above, full calibrations and spot checks, performed on each
teletherapy umit at intervals not exceeding one year and once in each calendar
month, respectively, did not include a determination of timer linearity over the
range of use. Specifically, a full calibration of a teletherapy unit performed in
August 1992 and spot checks of another teletherapy unit performed from
September 1991 to June 1992 did not include a determination of timer linearity
over the range of use.

This is a Severity Level IV violation. (Supplement VI)

10 CFR 35.634(f) requires, in part, that records of each spot check of the
teletherapy unit include an assessment of timer constancy, the determined
accuracy of each distance measuring or localization device, and notations
indicating the uperability of each electrical or mechanical stop, beam condition
indicator light, and the viewing system.

Contrary to the above, records of each spot check of the teletherapy unit did
not include an assessment of timer constancy, the determined accuracy of each
distance measuring or localization device, and notations indicating the
operability of each electrical or mechanical stop, beam indicator light, and the
viewing system. Specifically, spot checks performed on the Picker Corp.
Model 6223 (C8M/80) teletherapy unit from September 1991 to June 1992 did
not include an assessment of timer constancy, the determined accuracy of each
distance measuring or localization device, and notations indicating the
operability of each electrical or mechanica! stop, beam indicator light, and the
viewing system.

1ais is a Severity Level V violation. (Supplement VI)
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Appendix A 3

E 10 CFR 35.59(d) requires, in part, that records of leak tests of sealed sources
contain the signature of the Radiation Safety Officer.

Contrary to the above, as of August 25, 1992, records of leak tests of sealed
sources did not contain the signature of the Radiation Safety Officer.
Specifically, records of leak tests of the cobalt-60 sources performed in uly
1991, January 1992, and June 1992 did not include the signature of the
Radiation Safety Officer.

This is a Severity Level V violation, (Supplement VI)

Pursuant to the provisions of 10 CFR 2.201, the Hospital Center at Orange is hereby
required to submit to this office within thirty days of the date of the letter which transmitted
this Notice, a written statement or explanation in reply, including: (1) the corrective steps
which have been taken and the results achieved; (2) corrective steps which will be taken to
avoid further violations; and (3) the date when full compliance will be achieved. Where
good cause is shown, consideration will be given to extending this response time,



