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Inspection Summary

&g:gif;ngngQng: This special inspection was conducted primarily to review

the circumstances surrounding reported damage to a nuclear device at a
temporary jobsite on September 10, 1992. Two other incidents reported to
the Region 111 office by the licensee in letters dated November 7, 1991
and December 20, 199! were also reviewed. The inspection included a review
of records and interviews with personnel.

. : Of the areas inspected, four apparent violations of NRC requirements
were identified: (1) failure to lock or otherwise secure a gauge when not in
use - Section 3; (2) failure of an authorized user to maintain licensed
material under constant surveillance and immediate control - Section 4; [,)
failure to store a gauge in its authorized storage facility - Section 4; and
(4) failure to provide complete information on shipping papers - Section 5.



Persons Contacted

*Trevor Craig, Vice President

*Waldon Meeks, Jr., Radiation Protection Officer
Robert Thompson, Project Engineer

Ronald Tope, Senior Engineering Technician

Jeff Thompson, Gauge User

Todd Bun?ardner. Gauge User

Larry Holley, Gauge User

Bob Hiles, Gauge User

Kobert Fetters, Gauge User

Dana Shaggs, Gauge User

*Indicates those present at the exit meeting held on October 21, 1992,
Licensed Program and Inspection History

The licensee 1s authorized to possess and use americium-241 and
cesium-137 in gauging devices to measure moisture and/or density of
construction materials. Licensed material may be used at temporary job
sites anywhere in the United States where the U, S. Nuclear Regulatory
Commission maintains jurisdiction., The licensee currently possesses 13
gauges containing byproduct material and 23 individuals have been
designated by the Radiation Protection Officer as authorized users.

License Mo, 34-18894-01 was last inspected in August 1989. No
violations of NRC requirements were identified.

September 10, 1992 Incident Summary and Inspection Findings
t_Summary - On September 10, 1992, a licensee representative
began performing a series of compaction tests at an excavation site
in Columbus, Ohio using a Troxler Model No. 34018 moisture density gauge
containing licensed material. A construction crew was in the process of
refilling a 35 foot deep cavity with special fill material. After each
fill operation compaction tests were performed. At noon, the gauge
operator along with other members of the construction crew took a lunch
break. The gnuge was placed on an earthen ledge inside the hole
approximately 40 feet away from where the operator ate his lunch. This
allowed the operator to maintain direct visual contact with the gauge.
Agproximately twenty minutes later, the crew began using & bulldozer in
the hole below the ledge on which the gauge had been placed. At 1:15
p.m. while preparing to perform another compaction test, the operator
noticed that the gauge's index rod was bent. The bulldozer uperator
denied striking or otherwise damaging the device. The gauge user
terminated operations and returned the device to the BBCAM office where

a leak test was performed. The Radiation Protection Officer (RPO) was
notified of the incident.



1n§g¥g11nn“11ndingg - The inspectors discussed this incident with the
involved licensee representatives. The facts as presented in the

licensee's letter dated September 11, 1992, remained the same
(Attachment 1). The RPO speculated that the dozer may have nicked the
device durin? the course of its operation. It is also possible that
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dozer operations may have kicked up debris which struck the index rod
and caused the damage (Attachment 2). The gauge user stated that he
was in visual contact with the device from noon until 1:15 pm, but
acknowledged that he wasn't watching it every second durin? that time.
He also indicated that he had placed the device in a safe location
above the area where the backfill operations were taking place. The
user indicated that the source rod was in the safe position but was
not locked., License Condition 19 requires the licensee to conduct

its program in accordance with statements, represercations and
procedures contained in certain referenred lette.s and applications.
Item No. 3 of the referenced letter dated March 19, 1980, entitled
“Protection of Gauges at Temporary Job Locatiois" requires, in part,
that the source rod be locked in the safe posi fon when the technician
is not attending the gauge with the intention o' making a series ot
tests at a temporary job location. The failure of the gauge user, on
require ent violation of License Conditig' 9.

10 CFR 20.207(b) requires that licensed material in an unrestricted area
and not in storage be under constant surveillance and immediate control
of the licensee. An unrestricted area is defined in 1( CFR 20.3 as any
area in which access is not controlled by the licensee for purposes of
protection of individuals from exposure to radiation a\d radioactive
materials. During the September 10, 1992 incident described above, a
representative of the licensee left a density gauoe containing licensed
material in an unrestricted area. The gauge w2, not in storage and it
was not uider constant surveillance and imiediate control of authorized
individuals. As a result the device wis damaged by heavy machinery.

The failure to keep license: materizi in an unre d_area and not ir
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The inspectors confirmed through a review of records that the individual
involved had received appropriate training in radiation safety and gauge
operations and had received an affidavit of instruction on November 6,
1991, In addition, the RPO officially designated him as an authorized
user as required by License Condition No. 11. Since receiving
;u;horization, the user has regularly operated the gauges at temporary

ob sites.

The inspectors reviewed the record of the leak test gerformed following
the incident and found the results to be within regulatory limits.
Replacement of the index rod was performed by persons specifically
Ticensed by the Commission to perform such services. Neither the
source rod nor the electrunics was damaged during this incident.

Through interviews with several designated users, the inspectors learned
that the RPO conducts perfodic training and/or safety meetings to review
gauge use operations and company procedures. The users indicated that
the RPO had discussed the subject incident and reviewed operating
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procedures with them during a September 22, 1992 safety meeting. The
RPO has instituted the use of bright orange cones to be placed near the
gauging devices in use at jobsites to alert machinery operators in the
area.

Two apparent violations of NRC requirements were identified.

Review of November 1991 Gauge Theft Incident

In a letter dated December 20, 1991, (Attachment 3) the licensee
reported that a nuclear gauge containing a nominal 8 millicuries of
cesium-137 and 40 millicuries of americium-24]1 had been stolen from an
employee vehicle. Between 7:25 pm on November 21, 1991 and 6:00 am on
November 22, 1991, a Troxler Model No. 34018 moisturo density qcug was
stolen from an employee's truck which was parked in front of his

The letter indicated that the device had been locked in its shtppinq
container which was tethered to the covered bed of a locked vehicle.
Efforts to find the device included neighborhood searches by employees
and the posting of notices in the general area of the theft. The
licensee also contacted the local newspaper which ran a news article
about the incident. The inspectors discussed the theft with the
employee involved who confirmed that the information submitted in the
December letter was accurate. No additional information was obtained.
Despite the licensee's endeavors to locate the gauge, it has not been
found.

License Condition No. 19 requires the licensee to conduct its program in
accordance with the statements, representations and procedures contained
in certain referenced letters and applications. Item No. 3 of the
referenced letter dated March 19, 1980, states, in part, that if the
technician is commuting to and from the job, the gauge is locked and
stored in the licensee’s laboratory overnight. The operator was working
at a local jobsite and was commuting to and from the site on a daily
basis. On the evening of November 21, 1991, the operator stored the
?auge in his vehicle instoad of returning it to the liconsoe $

aboratory as required. . :

No. 19.

A1l operators have been instructed by the RPO to return the gauging
devices to the laboratory when working at a local jobsite.

One apparent violation of NRC requirements was identified.
Review of October 1991 Damaged Gauge Incident

In a letter dated November 7, 1991, (Attachment 4) the licensee reported
that a Troxler Model 3401B gauge containing a nominal 8 millicuries of
cesium-137 and 40 millicuries of americium-24]1 was run over by a
bulldozer on October 25, 1991. The incident occurred while the gauge
was being used at a temporary job site located at the Mid-America Waste
site in Cana) Winchester, Ohio. The individuals involved in the
incident were interviewed by Ms. B. J. Holt on February 9-10, 1993, The
interviews were conducted by telephone. All three individuals confirmed
the information provided in the licensee's report.
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Trevor P, Craig, P

We have continued to search and make inguiries but the
gauge has not been recovered to date,
regretted, and it i8 our sincere hope th -t this situation

might yet be reso)ved.
Very truly yours,

BBCAM ENGINEERING, INC.

E.

Vice President

e Yerppen~

Robert R. Thompson, P.E.
Manager of Field Services

TPC/slf
Submitted: 2 copies

Enclosures: A. On-scene Report
B. Information Poster
C. Newspaper Item

The incident is
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