
10-95- 2al6
@fficiOI Transcript of Proc 3edinga

O NUCLEAR REGULATORY COMMISSION

,

Title: MIT: Incident investigation Team
Interview of Joel Lubenau

Docket Number: (not assigned)

i
.

4

! Location: Rockville, Maryland
:
:

i

|O oate: Tuesday, November 7,1995
;

i

i

!

| Work Order No.: NRC-406 Pages 1-8

;

|i

!4

)

NEAL R. GROSS AND CO., INC.
! Court Reporters and Transcribers

1323 Rhode Island Avenue, N.W.
Washington, D.C. 20005 ,

(202) 234-4433 j'

!!! A8n? '7o227 |
, , 1535 C PDR \

I



.. . _. .- . - . . . .. . . - - _ .

ADDENDUM

: v
Page Line Correction and Reason for Correction

>
.

W

4 n G/,4/,3 c " /' ora '> " ) ><y- A 't
'

(, + CD-u "Kr " 5 "oI- askFL ~ .i

7 9 cld h641 6/~ " F L. L L 'i
p"" n=~ * C4=k 1 - ad,a t Gla man.

7 15 CAAa ' d 's " & "if'' 'n d % Nhm
'

; i

|| !! kok ">" / urla it wYL a n,,J.
' ' zL G wd " u '.' - 4
O ,L W iue, "f~ J % c ~ - -'

2nd & 6 vo m.~, k .
;

.

t

4

'

3

3

, _ . ... .. . . - -

as ,n
Page / Date 7 A ignature ' -.

. ,~ y-
. - - _ - - -



-. . . ..

1 '

1 UNITED STATES OF AMERICA
l
'

2 - ----

(
3 NUCLEAR REGULATORY COMMISSION

4 - - -- -

5 INCIDENT INVESTIGATION TEAM

6 - - ---

|

7 INTERVIEW OF JOEL O. LUBENAU l

8 - ----

9 TUESDAY, MOVEMBER 7, 1995

10

11

12 The interview took place in Room 4B-3 in the Nuclear

13 Regulatory Commission Building Number Two, Rockville,

14 Maryland, at 10:30 a.m., John E. Glenn, Chief

15 Investigator, presiding.

16

17 PRESENT: JOHN E. GLENN, Chief Investigator

18 BETSY ULLRICH

19 SAMI SHERBINI4

20

21

22 ,

23

24

- 25
.

NEAL R. GROSS
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2

1 P-R-O-C-E-E-D-I-N-G-S

2 (10:34 a.m.)
bl
's/ 3 INVESTIGATOR GLENN: Today is November 7. My
'

4 name is John Glenn. I am the leader of an Incident

5 Investigation Team that was chartered to look into an'

6 incident involving P-32 update at the Massachusetts

7 Institute of Technology in August. The time is

8 approximately 10:30. The purpose of this interview is to

9 find out something about precursor events that may have

10 occurred in the past.

11 I would like at this time to ask that the other

12 members of the interviewing team introduce themselves for

13 the record, and state their names and positions.

() 14 MR. SHERBINI: Sami Sherbini, Health Physicist,

15 at NMSS.

16 MS. ULLRICH: I'm Betsy Ullrich, Senior Health

17 Physicist from UG1.

18 INVESTIGATOR GLENN: And Mr. Lubenau, if you

19 could state your name and your current position.

20 MR. LUBENAU: My name is Joel Lubenau. I am a

21 Senior Health Physicist with NMSS.

22 INVESTIGATOR GLENN: Okay. The purpose of the
,

23 LIT is to establish what happened at MIT, to identify a

24 probable causes. The reason we are talking to you is also

25 to develop lessons learned and make recommendations to the
1
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1 agency as to possible changes that need to be made in our

2 regulatory program.
,_

!

3 The reason we are recording, having it~

4 transcribed is twofold. One, it permits us not to worry

5 about writing notes in order to know what is said. Number

6 two, the facts and findings that come out of the IIT need

7 to be appropriately documented. This provides the

8 mechanism for doing that.

9 The transcripts will be made available for your

10 review, usually within 24 hours. You can contact cherie

11 Seigel and make arrangements for a time to come and look

12 at them. When we are through, I'll give you a little

13 sheet of paper that talks about the rules for review and
(D
(/ 14 availability of transcripts. You can make changes through

is an errata sheet, not by actually changing the text of the

16 transcript.

17 The other thing is the transcripts will at the

18 conclusion when the record has written the transcript, it

19 will be put in the PDR.

20 Okay. I think one of the main reasons we want

21 to talk to you and in terms of looking at precursor

22 . events, we did run across an event that occurred in

23 California in 1978. It happened at a time when you were

24 in the Office of State Programs. We thought you might

(~')
(_/ 25 know something about that.

NEAL R. GROSS
mUar neeOntmas ANo ra4Nacneens
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1 I was wondering if you could just tell us what

2 you remember about it. Also, what the agency's follow-up
C)-
\,_/ 3 action was, if any, that you remember.

4 MR. LUBENAU: I was afraid you were going to

5 ask me the second part, because I don't remember. But on

6 that, let me offer you some suggestions on where you can

7 go to find the answers to that, because we're talking

8 about an event that was 17 years ago. My recollections

9 are pretty much in common with Herb Book's memo. I was

10 trying to search my memory as to what we did afterwards.

11 I'm not too sure I can recall it, but state

12 program's files for agreement state matters are organized

13 by state. So you want to go to State Programs and ask

) 14 them to pull out a retirement state file for California

15 for this time period.

16 Another place to look is the microfiche records"

17 of the Periodic Reviews of the State Programs. In this

18 particular case, the next review, whenever that was
i

19 conducted of the California program. Tney are kept on
i

20 microfiche. Those I think are in State Programs, or they

El used to be.

22 The other thing in reading this, of course Herb .

,

|

23 brought up the question of whether or not this was an

24 abnormal or treated as an abnormal occurrence report. I

' _j( 25 don't remember. In the library, well you've got all

NEAL R. GROSS I
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1 different ways of accessing those.

2 My recollection of this was that this was a
, i

3 case that caused us a lot of concern at state Programs~

4 because of the way that the state handled it or didn't

5 handle it. Herb has already addressed the fact that they

6 were not, state was not conducting an independent

7 investigation. They were leaving it to the university and

8 to the local police, who as Herb pointed out, turned out
'

9 to be the campus police.

10 It was a case involving deliberate

11 contamination. There's not that much more I can add to

12 it. I was trying to search my memory as to what I could
.

13 recall in addition to what Herb has reported. Without
G
k_) 14 having a look at some of the other papers, as I said, it's

15 17 years ago.

16 It caused us a lot of concern though. I doi

'

17 know that. At that time, we had just overall -- we had

18 overall concerns about the State of California. Chet Mott

19 was head of the compliance program. Another person was in

20 charge of licensing. Joe Ward was the program director.

,

21 This was just another item that caused us concern about

22 .the overall program at that time.

23 INVESTIGATOR GLENN: Okay. I guess you've told

24 us where to look for additional information. You don't
,Q
(_) 25 remember how the program office reacted to it, anything of

NEAL R. GROSS
couar meOmas ANO tmNecaeEas

1333 RHOOE ISLAND AVENUE N.W.

(208) 2364433 WASHINGrON..D.C. 20005 (202) 234-4433



.- . . .=_ . . . . - - = .

1

6

1 that nature?
.

2 MR. LUBENAU: I remember having conversationsO'
3 with Chet Mott. I remember having conversations with Bill-

4 Ward -- who was the guy in IG, about providing assistance

; 5 to the state, investigative assistance. I guess the other

6 players in the State Programs would have been Wayne Kerr.;

| 7 I guess Bob Ryan might have been there at the time. I

!

8 remember spending some time on the phone with Chet Mott

9 trying to get him to change their approach there about

!

10 deferring to the licensee to do the investigation. That

11 was troubling to us.
.

12 How we escalated it, and there was a reference

i
.

13 to Peter Bradford, Commissioner Bradford, I don't recall |'

O |

14 the details.,

15 INVESTIGATOR GLENN: We have done a search to

16 see if there were any ins or anything like that. We

i 17 haven't found anything.

|
18 MR. LUBENAU: There was a PN.

19 INVESTIGATOR GLENN: There was a PN.

|>

20 MR. LUBENAU: Those should be available in the

~

21 PDR.

1 22 INVESTIGATOR GLENN: We have a copy of the PN..

23 MR. LUBENAU: Now I don't know if we issued

24 anything like we do today with the morning report or the

O)(- 25 other communications. That's why I say go to the ]
iNEAL R. GROSS
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1 California file and see what is there.

2 INVESTIGATOR GLENN: Okay. There's a couple of
f( l

''
3 other incidences that we have become aware of in agreement

4 states and just ask you to see whether you recollect

5 anything about those.

6 There was one at Duke University in North

7 Carolina. I guess it occurred in 1988. It apparently

8 wasn't reported until 1990.

9 INVESTIGATOR GLENN: That rang no bell with me,
a

10 The one that rang a bell with me was the one at Brown
,

11 University of Rhode Island. My recollection on that one
,

12 is we saw similarities between that event and the one at
,

13 UCSF. In fact, I think at one point we even wondered

D l%- 14 whether or not there were some same people involved. In

15 other words, it's parties that were involved in California

16 had managed to find their way to the east coast.

17 Other than that, I can not recall any of the

18 details on the Rhode Island one. The Rhode Island program

,

19 overall was always thought to have pretty good program.

20 My guess is they did an investigation on their own.

21 INVESTIGATOR GLENN: We have a copy of their

22 . report. It, at least on the surface, appears to have more

23 independence associated with it.

24 MR. LUBENAU: Well that would be consistent

'

25 with what we knew about the Rhode Island program.

NEAL R. GROSS
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1 INVESTIGATOR GLENN: About the same time, there

2 was a contamination incident at Albert Einstein in about,

7~
3 the 1990 period.

4 MR. LUBENAU: That rings no bell with me. That

5 is not to say I wasn't involved.

6 INVESTIGATOR GLENN: Well, Betsy, do you have

7 any questions?

8 MS. ULLRICH: No. I don't.

9 MR. LUBENAU: I wish I had a John Dean total

10 recall memory. I don't.

11 INVESTIGATOR GLENN: Okay. Well, at least you

12 did give us some ideas of where --

13 MR. LUBENAU: If I can recall anything else,

/7
I_) 14 I'll be more than happy to let you know.

15 INVESTIGATOR GLENN: Okay. The time being

16 about 10:42, the interview is concluded.

17 (Whereupon, at 10:43 a.m., the interview was

18 concluded.)
|
|

19r

20

21

22
,

23

24

/ ^ N,. 1

vJ 25 :
1
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(O
'kJ proceedings before the United States Nuclear

Regulatory Commission in the matter of:

Name of Proceeding: INTERVIEW OF JOEL LUBENAU
<
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Place of Proceeding: ROCKVILLE, MARYLAND

were held as herein appears, and that this is the original

transcript thereof for the file of the United States Nuclear

Regulatory Commission taken by me and, thereafter reduced to

typewriting by me or under the direction of the court

reporting company, and that the transcript is a true and

accurate record of the foregoing proce dings.

A yV
CHARLES PYOTt
Official Reporter
Neal R. Gross and Co., Inc.
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(_ December 5. 1988 OPERATIONAL EVENTS UPDATE

l

1. Stanford Mining Company - Missing Gauges (Austin)
.

On October 27, 1988, during. review of a license termination request, )
Region I contacted the firm shown on the NRC Form 314 as the recipient of |

ltwo(2)TexasNuclearModel5090densitygauges. The alleged recipient,
Phoenix Fe :ent Leasing Company, Danville, West Virginia, did not

, or Agreement State license and denied ever taking possessionpossest <

of the ss. Phoenix had contracted with Stanford to prepare mine sites
for la.io reclamation in exchange for rights to any salvable equipment. A
Phoenix representative said he had seen the gauges but the company was not )interested in them and had neither sold them to a third party or removed |
them. Access to the site was not controlled during demolition and other ,

persons could have removed the gauges. The gauges were last seen in
February or March 1988, when salvage operations were in progress.

On October 28, 1988, a Region I inspector visited the Stanford site.
The building that housed the gauges was demolished, and a survey revealed
no sign of the gauges. Region I has directed the licensee to initiate-
actions to locate the gauges. -

ACTION: Region I inspectors to visit site regarding allegations
.

of devices bulldozed into mine by owner. IMAB to provide
'

update at next meeting.

DUE DATE: January 3,1989

.|

2. National Flange (Texas Nonlicensee) - Contaminated Steel Flanges (SLITP)

OnNovember8,1988,theTexasBureauofRadiationControl(TBRC) i

informed Region IV that radioactive contamination was found in steel '

flanges imported from Italy. The contamination was discovered when metal
turnings from several flanges were sent to a scrap steel company in ,

'Houston, Texas, and a radiation ditector alerted personnel. The flanges
were part of a batch of 750 flanges imported in July 1988 from 50T0V,
Milano, Italy. The Italian supplier was Venete and a heat number was
25340.

On November 9, 1988, TBRC reported that only 11 of the 750 flanges were
shipped from the Houston area and the balance had been located for return
to Italy. The 11 flanges were sent to Vinson Supply Company and possibly
installed in the Salt Lake City area. Utah authorities were notified.
The import broker, Ferrostall Metals, Houston, Texas, stated this order
of flanges was the only order from Italy with this heat number (25340).
Products from other heat numbers do not appear te be contaminated.

Radiation levels on the surface of the flanges read 50-80 microrem/hr.
The contamination appears to be Co-60 (100 pCi/g estimated) uniformly

' distributed throughout the steel. This is very similar to the
contaminated well-casing pipe imported from Brazil (PNO-II-85-37).

'

ACTION: IP to confirm that Italians will accept contaminated flanges
back. SLITP to provide update at next meeting.

DUE DATE: January 3,1989

1
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3. Washington State University (Washington) - State Confirmatory Order to |

Cease Receipt of Sealed Sources (5LITP)
|

.

'

On November 9,1988, the State of Washington issued a Confirmatory Order
to Washington State University to cease further receipt of sealed sources
for use in the pool irradiator. This order resulted from an inspection
conducted October 10-13, 1988. The irradiator is located in the TRIGA
reactor pool. . A total of 27 Co-60 sealed sources encapsulated by
different manufacturers, containing approximately 8,049 curies, are
presently in the pool. The licensee's RSO was unable to assure the State I
the sources were evaluated for water emersion in accordance with ANSI !
standard N452-1977. The largest single source (5,000 curies)

i

encapsulated by General Electric was reportedly not evaluated for icompliance with the ANSI standard. The licensee has increased the '

frequency of pool water analysis for Co-60 to three (3) times a week.

ACTION: Respond to technical assistance request from State. SLITP
to provide status at next meeting.

DUE DATE: January 3,1989
!

4. Combustion Engineering, Incorporated - Receipt of Contaminated Package
(5GTR)

On November 9, 1988, the licensee reported to Region I that a box of
equipment received on November 7 resulted in a single contamination

2measurement of 50,000 dpm/100 cm . No other wipes revealed any abnormal
contamination levels. The box was shipped ta an exclusive-use vehicle
from the Arkansas Nuclear One reactor facility, Russelville, Arkansas.
The box arrived with the lid loosely in place and with no evidence that
the box had been banded prior to shipment. The reactor facility survey
records shipped with the box indicated a maximum reading of 960 mrem /hr
at the surface and no removable contamination. The initial survey by the,

licensee on November 7, 1988, indicated a maximum reading of 10 mrem /hri

at the surface and no removable contamination. Additional surveys by the;

licensee on November 9,1988, to identify possible " hot particles"
4 detected the elevated contamination level. The licensee is investigating

to determine whether the measured removable contamination represents:

loose contamination or a single " hot particle." No contamination was
| found in the vehicle after the shipment was unloaded.
'

ACTION: SGTR to report at next meeting due to cognizant staff member
not available.

'

DUE DATE: January 3,1989

5. AdditionalEvents(SLITP)

L. Bolling, SLITP discussed two reports of missing gauges. In both
instances the gauges were misplaced, not lost or stolen. The first

:instance involved a gauge locked in a cabinet different than where 1

it is normally stored. The second instance involved a van containing
two gauges reported stolen when it was parked in a different part
of parking lot than where it is normally parked.

.

1
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6. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination
from Static Elimination Devices (Austin)

ACTION: IMAB to provide status of 3M's R&D work on Po-210 static
eliminators.

DUE DATE: January 3,1989

7. Radiation Sterilizers, Inc. (RSI) - Incident involving leaking WESF
(Cesium-137) Sources (Austin /5LITP)

ACTION: IMAB to provide status report. SLITP to determine content |

of draf t report from State Task Force. l

DUE DATE: January 3,1989 l

1

8. Amersham Corporation - Excessive Radiation Levels on Shipment (MacDonald)
,

ACTION: Cognizant staff member not available. SGTR to report at
next meeting.

DUE DATE: January 3,1989 1

9. Device End-of-Life Problems (AE00)

a. Providence Hospital (Alabama) - Malfunction of Remote Afterloading Device

Sealed source failed by release of source wafers

b. Beloit Memorial Hospital - Malfunction of Picker C-9 Teletherapy Unit

Source failed to return to shielded position

c. Greenwich Hospital Association - Failure of Cobalt-60 Teletherapy Unit

Source failed to return to shielded position

ACTION: AE00 to report at February meeting

DUE DATE: February 6,1989
.

10. Sacred Heart Hospital (Maryland) - Teletheracy Misadministrations
,

(Austin /5LITP) |

ACTION: SLITP to provide State report to AE0D to enter into Abnormal
Occurrence report. Copy of NRC Information Notice No. 88-93:
" Teletherapy Events" attached. IMAB provide status at next
meeting.

DUE DATE: January 3,1989
{

:

|

.

O
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NUCLEAR REGULATORY C0petIS$10N

| OFFICE OF NUCLEAR MATERIAL SAFETY AND SAFEGUARDS
1 WASHINGTON, D.C. 20555 -

1
'

December 2, 1988 |
i ,

i NRC INFORMAi!Oh NOTICE NO. 86-93: TELETHERAPY EVENTS
4

j Addressees:

; All NRC s;edical licensees.

Purpose:
;

i This notice is intended to alert recipients to the circumstances leading to
two recent teletherapy events and to em

!
i

use of computerized treatment-planning.phasize the importance of the correct; It is expected that licensees will
|review this information for applicability to their programs, distribute this

; notice to those responsible for radiation safety, and consider actions, if
appropriate, to preclude a similar situation from occurring at their facilities.

; However, suggestions contained in this notice do not constitute any new NRC
: requirements, and no written response is required.
'

Description of Circumstances:.

'
In March 1987, following a source exchange for a cobalt-60 teletherapy unit I

at a hospitai in an Agreement State, the higher activity of the new source was |
:

not properly accounted for in the computerized treatment-planning system. In '

: particular, the computer program related to the use of beam trimmers was not
; updated because the beam trimmers were not being used by the licensee at the :

j time of source exchange. At a later date, the licensee began using beam '

; trimmers again and based its treatment planning calculations on the incorrect i

old source output. Because the ifcensee failed to update the program with the '

; new source output, 33 patients received doses 75 percent in excess of the
prescribed doses.<

.

! In a second case, in a different Agreement State, teletherapy events occurred
i at three different hospitals. Each of these hospitals used a different

treatment-planning computer system. A consulting >hysicist who was working
at all three of the hospitals made random errors wien using the programs.4

'

The errors made indicated a misunderstanding of the computer parameter
j definitions and the limitations of the different treatment-planning systems.
.

.

-.

4

8811290030 ,

-

I $
.

.

i
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IN 88-93' '*

December 2, 1988
Page 2 of 2

*

Discussion: .

All medical licensees are reminded of the importance of making accurate
therapy-dose calculations, including computer-assisted calculations. This
is particularly important on occasions when the operating characteristics
of the equipment might have been modified, such as after servicing or a
source exchange. Licensees should consider methods to ensure that only
updated programs and data files are used in treatment planning. In addition,
licensees should consider steps to ensure that individuals using treatment-
planning computer systems are properly trained in the use and limitations of
those systems.

J
!

No written response is required by this information notice. If you have any |
questions about this matter, please contact the appropriate NRC regional I
office or this office,

fYS0 = -,&
Richard E. Cunningham, Director
Division of Industrial and

Medical Nuclear Safety
Office of Nuclear Material Safety

and Safeguards
1

Technical Contacts: J. R. Metzger, MSS
(301)492-3424

J. McGrath, Region I-

(215)377-5216,

.

Attachment: List of Recently Issued NRC Information Notices I;

!

,

'

;

!

!
-

i

*

-

1
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!.
j. Attachment !

''

IN 88 93
'

:

December 2, 1988 |
'

Page 1 of I
|,

| LIST OF RECENTLY !$5DED
!.

.

NRC INFORMATION NOTICES4

; Information Date ofNotice No. Sub.fect Issuance Issued toi

: 88-92 Potential for Spent Fuel 11/22/88 All holders of OLsi Pool Draindown or cps for nuclear
i power reactors,
; 88-91 Improper Administration 11/22/88 All holders of OLsi and Control of or cps for nuclear! Psychological Tests jpower reactors and
1

all fuel cycle facility
i

1

licensees who possess, '

. use, import, export.
' or transport formula
! quantities of strategic

special nuclear material.
|

3

I 88-90 Unauthorized Removal of 11/22/88 All NRC licensees! Industrial Nuclear Gauges authorized to possess,;

i use, manufacture, or
i distribute industrial
4 nuclear gauges.
1

88-89 Degradation of Kapton 11/21/88 All holders of OLs
1

! Electrical Insulation[. or cps for ruclear
power reactors.,

i 88-88 Degradation of Westinghouse 11/16/88 All holders of OLs| ARD Relays ior cps for nuclear !. -

t power reactors.
3

88-87 Pump Wear and Foreign 11/16/88 All holders of OLsObjects in Plant Pfping
,

i, Systems or cps for nuclear
i power reactors. ;
1 86-106 Feedwater Line Break 11/10/88 All holders of OLs; Supp. 3

or cps for nuclear
*

power reactors.

88-86 Operating with Multiple 10/21/88 All holders of OLs
4

Grounds in Direct Current
Distribution Systems or cps for nucleari

power reactors.

_

: CL = Operating License (

; " ' Construction Permit
.

i

!
.

4
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,. - 1989 OPERATIONAL EVENTS SCHEDULE
'

< .

~

Tuesday, January 3,1989 White Flint 6811 2:00 p.m.-

White Flint 6811 2:00 p.m.Monday, February 6,1989 --

White Flint 6B11 - 2:00 p.m.Monday, March 6, 1989 -

White Flint 6811 2:00 p.m.Monday, April 3, 1989 -

White Flint 6811 2:00 p.m.Monday, May 1, 1989 -
,

White Flint 6811 2:00 p.m.Monday, June 5, 1989 -
;

White Flint 6811 2:00 p.m.Monday, July 3,1:39 -

f Monday, August 7, 1989 White Flint 6811 2:00 p.m.-

White Flint 6811 2:00 p.m.Tuesday, September 5, 1989' -

White Flint 6811 2:00 p.m.Monday, October 2,1989 -;

White Flint 6B11 2:00 p.m.Monday, trovember 6,1989 -
,,

'White Flint 6B11 2:00 p.m.Monday, December 4, 1989 -

)

.
4

1

I

:

!

l
i

|

|
!,

I;

i

<

!

1

|

|
. ,

o

9



- .- . . - _ . .. .- - . . . _

i
'

? s-

, , BRIEFING SHEET
ts

|

Scheduled: Decembe- 1 1988
2:00 p.t.. - White Flint North - 6 B 11

Subject: Operational Events Briefing
|

IPurpose of Briefing: To brief Director, NMSS, on Recent Operational Events.
!

Background Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or
problems which will not be quickly resolved.

GPA and AEOD have also been requested to provide
a summary cf events in Agreement States and events
being considered for the Abnormal Occurrence Report
to Congress.

Handouts: To be distributed at the meeting if necessary.
|

|
Enclosure: List of Events !

Invitees: H. Thompson
R. Bernero
k. C9nningham
G. Sjeblom
J. Hickey
D. Cool

:Kr Ramsey
L. Rouse
J. Swift
G. Bidinger
J. Austin
N. McElroy
M. Lamastra
R. Burnett
G. McCorkle
C. MacDonald
M. Knapp
J. Greeves
R. Browning
B. J. Youngblood
K. Black, AEOD
V. Miller, SLITP
L. Bolling, SLITP
E. Flack, OE

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING

. _ __. . . _ . _ _ .
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'c NEW EVENTS - DECEMBER 5, 1988,.

.

1

1. MQS Inspection. Incorporated - Radiographer Overexposure (Austin)- |

!
On November 3, .1988, a 69 Ci Ir-192 source unexpectedly moved from its 1
shielded position in a radiography carnera into the guide tube while a |
radiographer and his assistant were setting up equipment for a radiograph. |

The work was being performed at the Midland Power Station construction site l

in Midland, Michigan. The radiographer's survey meter showed a high
reading and the source was prom Pocketdosimeters worn by the two (2) ptly cranked back into the camera. ,

individuals were off-scale. l

On November 8, 1988, the licensee received the results of expedited film
badge processing showing exposures of 4.470 rem to the radiographer and
2.750 rem to the assistant. The workers have been removed from radiation
work. The cause of the source entering the guide tube unexpectedly has not.
been determined. A Region III radiation specialist was scheduled to
visit the site. on November 10, 1988. #
ACTION: *

DUE DATE:

'

2. Stanford Mining Company - Missing Gauges (Austin)

On October 27, 1988, during review of a license termination request,
Region I contacted the firm shown on the NRC Form 314 as the recipient of
two (2) Texas Nuclear Model 5090 density gauges. The alleged recipient,
Phoenix Equipment leasing Company, Danville, West Virginia, did not
possess an NRC or Agreement State license and denied ever taking possession
of the gauges. Phoenix had contracted with Stanford to prepare mine sites

! for land reclamation in exchange for rights to any salvable equipment. A
| Phoenix representative said he had seen the gauges but the company was not
: interested in them and had neither sold them to a third party or removed
j them. Access to the site was not controlled during demolition and other

g persons could have removed the auges. The gauges were last seen in
February or March 1988, when sa vage operations were in progress.,

I On October 28, 1988, a Region I inspector visited the Stanford site.
The building that housed the gauges was demolished, and a survey revealed<

no sign of_the gauges. Region I has directed the licensee to initiate<

actions to locate the gauges. ,

pe['- p in [[ACTION:

DUE DATE:-,
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3. NationalFlange(TexasNonlicensee)-ContaminatedSteelFlanges(SLITP)

i On November 8, 1988, the Texas Bureau of Radiation Control (TBRC)
informed Region IV that radioactive contamination was found in steel
flanges imported from Italy. The contamination was discovered when metal
turnings from several flanges were sent to a scrap steel company in
Houston, Texas, and a radiation detector alerted personnel. The flanges
were part of a batch of 750 flanges imported in July 1988 from 50T0V,

o Milano, Italy. The Italian supplier was Venete and a heat number was
M 25340.

On November 9, 1988, TBRC reported that only 11 of the 750 flanges were
shipped from the Houston area and the balance had been located for return
to Italy. The 11 flanges were sent to Vinson Supply Company and possibly
installed in the Salt Lake City area. Utah authorities were notified.
The import broker, Ferrostall Metals, Houston, Texas, stated this order
of flanges was the only order from Italy with this heat number (25340).
Products from other heat numbers do not appear to be contaminated.

Radiation levels on the surface of the flanges read 50-80 microrem/hr.
ThecontaminationappearstobeCo-60(100pCi/gestimated) uniformly
distributed throughout the steel. This is very similar to the
contaminated well-casing pipe imported from Brazil (PNO-II-85-37). __ _ ,

fh [ 'I [ ,)""ACTION:
,

sure <uJe Ms rurdp
DUE DATE: -

4. Washington State University (Washington) - State Confirmatory Order to
Cease Receipt of Sealed Sources (SLITP)

On November 9,1988, the State of Washington issued a Confirmatory Order
to Washington State University to cease further receipt of sealed sources
for use in the pool irradiator. This order resulted from an inspection
conducted October 10-13, 1988. The irradiator is located in the TRIGA
reactor pool. A total of 27 Co-60 sealed sources encapsulated by

[ different manufacturers, containing approximately 8,049 curies, are
presently in the pool. The licensee's RSO was unable to assure the State
the sources were evaluated for water emersion in accordance with ANSI
standard N452-1977. Thelargestsinglesource(5,000 curies)
encapsulated by General Electric was reportedly not evaluated for
compliance with the ANSI standard. The licensee has increased the
frequencyofpgo wgr alysis for Co-60 to three (3) times a week.

ACTION: $.

DUE.DATE:
' , _ -J 4, leebed~
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5. Combustion Engineering. Incorporated - Receipt of Contaminated Package
(SUIM)

On November 9, 1988, the licensee reported to Region I that a box of
equipment received on November 7 resulted in a single contamination

2measurement of 50,000 dps/100 cm . No other wipes revealed any abnormal
contamination levels. The box was shipped in an exclusive-use vehicle
from the Arkansas Nuclear One reactor facility, Russelville, Arkansas.
The box arrived with the lid loosely in place and with no evidence that
the box had been banded prior to shipment. The reactor facility survey

r Y,j records shipped with the box indicated a maximum reading of 960 mres/hr
at the surface and no removable contamination. The initial survey by the

p licensee on November 7,1988, indicated a maximum reading of 10 mres/hr
at the surface and no removable contamination. Additional surveys by the

[Q[. licensee on November 9,1988, to identify possible " hot particles"
detected the elevated contamination level. The licensee is investigating
to determine whether the measured removable contamination represents
loose contamination or a single " hot particle." No contamination was
found in the vehicle after the shipment was unloaded.

ACTION:

IEsew'(,?sf*bl*j#DUE DATE: or s

6. Additional Events (SLITP) 2 1 M E *** I

7. AbnormalOccurrenceReports(AE0D)

8. Recent Enforcerent Actions

Licensee Date Action

E. L. Conwell and Company 11/18/88 $1,950 civil penalty proposed
Bridgeport, Pennsylvania Order to Show Cause

Bab:ock and Wilcox Company 11/18/88 $6,250 civil penalty proposed
Lynchburg, Virginia

Shadyside Hospital 11/21/88 $2,500 civil penalty paid
Pittsburgh, Pennsylvania

|
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|< NOVEMBER 7, 1988 FOLLOW-UP ITEMS
'

*
|s
!

1. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination p
from Static Elimination Devices (Austin) p,o )
On November 10, 1988, Region III met with management representatives to gg * 7
discuss 3M's schedule to close cut several issues including the return of Mpall devices to 3M. j ,..s . . g a & Lfq fJff'q@h*,**"h*WACTION: IMAB provide status report. j ia

DUE DATE: 12/05/88

2. Problems with Luminous Devices - General Follow-up Topic (LLWM)

LLWM should consider need to look at ultimate disposal of luminous

/,c+f' / J S[*p#(devices. Consideration needs to be given to sending a User-Need
memo to RES on tritium-phosphor interactions.

[*bACTION: LLWH provide status report. * C*

%@' a d [c/)$s M t<A*eu-eM +4-6e
DUE DATE: 12/05/88 ,,g

.q, shed
3. Radiation Sterilizers, Inc. RSI - Incident involving leaking WESF

(Cesium-137) Sources (Aust n P) .Tak. y

q ACTION: IMAB to provide t,tatus report. 9 4*
DUE DATE: 12/05/88

4. Amersham Corporation - Excessive Radiation Levels on Shipment (MacDonald)
^

ACTION: SGTR to follow-up and provide status report.

f DUE DATE: 12/05/884 p

5. DeviceEnd-of-LifeProblems(AE00)
,

a. Providence Hospital (Alabama) - Malfunction of Remote Afterloading Device

Sealed source failed by release of source wafers

b. Beloit Memorial Hospital - Malfunction of Picker C-9 Teletherapy Unit

Source failed to return to shielded position

c. Greenwich Hospital Association - Failure of Cobalt-60 Teletherapy Unit

| Source failed to return to shielded position yt '(
*

AE00 to report at h;:"d _. meeting \ bJ 'h*'1
\.k%p V g pgc_ AACTION:

?**'A' "t" '

DUE DATE: 12/05/88

_ __
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6. Bartholomew County Hospital - Patient Crushed by Teletherapy Head (Austin)4

ACTION: IMABprovideresultsofinvestigationintophisincident [A
d4

k w,+0f' ' W)
at next meeting

*)c. fs@g abe <*t* #
'

Q#
DUE DATE: 12/05/88 PP can\#j4

7. Measurex Corporation (California) - Fingertip Overexposure to Two,

; Individuals (Austin)

b )W /'ACTION: IMAB to provide status report p k
! v' '(6er

DUE DATE: 12/05/88

8. Sacred Heart Hospital (Maryland) - Teletherapy Misadministrations
(Austin /SLITP)

On October 27, 1988, the state called Region I concerning a report from:

Sacred Heart Hospital that over the last 13 mont.'.s, 33 patients received
therapy treatment doses in excess of the prescribed dose. The licensee
indicated that all 33 patients were " terminal," 20 of these 33 patients.

i have died during the course of their treatments. The state sent an
| inspector to the facility to investigate the circumstances surrounding
| this occurrence,

i

j On November 3, 1988, Region I reported the patients received doses 75% in
excess of the prescribed doses. The Chief Technologist brought her-

i concerns to the radiotherapist /RSO on three separate occasions after
! noticing erythema on patients. The radiotherapist /RS0 took no action to
0 investigate. After the third erythema case, the technologist called in
| their consultant medical )hysicist group, Mid-Atlantic Radiation

Services, who confirmed tie misadministrations. The radiotherapist's!

hospital privileges were suspended and a new therapist was hired. An k
independent consultant from the University of Virginia was hired by the k' k

,

:

hospital to determine if the overexposures contributed to the deaths of W
'

20 patients. The State of Maryland also contacted an independent --+ Jgf
consultant from the University of Maryland to assist in evaluating this f i

incident. p
g,

On November 17, 1988, the State's investigation revealed that at the time
of the source exchange (March 1987) the hospital's medical physicist was
directed by the radiotherapist not to include and/or update the output |
data for beam trimmers because the therapist never used trimers during j
therapy treatment. Approximately 13 months ago the therapist decided to ;=

use the beam trimers for brain tumor therapy and used the old source |
~-

j output with trimmer data in the treatment planning.

; ACTION: SLITP to provide state report to AE00 to enter into Abnormal p
Occurrence report. IMOB to issue Information Notice on " Failure Q
to Check Computer Program Against Source Change." IMAB provide N,

status at next meeting. p3 J rd'
'

hp 1)
'

DUE DATE: 12/05/88 ,

!
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9. West Virginia University Hospital - Loss of Licensed Material (Austin),

ACTION: Region 11 to investigate cause of lost source. IMAB to provide-

status report at next meeting.
!

DUE DATE: 12/05/88 ) g,
'
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NOVEMBER 7. 1988 FOLLOW-UP ITEMS,

1. MinnesotaMining&ManufacturingCompany(3M)-Po-210 Contamination
from 5tatic Elimination Devices (M111er) )

,

ACTION: IMAB provide status report. 1

DUE DATE: 12/05/88

2. Problems with Luminous Devices - General Follow-up Topics

LLWM should consider need to look at ultimate disposal of luminous
devices. Consideration needs to be given to sending a User-Need
memo to RES on tritium-phosphor interactions.

ACTION: LLWM provide status report.

DUE DATE: 12/05/88

3. Radiation Sterilizers. Inc. (RSI) - Incident involving leaking WESF
(cestum-137) sources (M111er/5LITP)

ACTION: IMAB to provide status report.

DUE DATE: 12/05/88

4. AmershamCorporation-LxcessiveRadiationLevelsonShipment(MacDonald)j

ACTION: SGTR to follow-up and provide status report.

DUE DATE: 12/05/88.
,

'
I

5. DeviceEnd-of-LifeProblems(AE00) |
,

a. Providence Hospital (Alabama) - Malfunction of Remote Afterloading Device ,

,

Sealed source failed by release of source wafers
*

b. Beloit Memorial Hospital - Malfunction of Picker C-9 Teletherapy Unit |
4

r ;

Source failed to return to shielded position
,

d

c. Greenwich Hospital Association - Failure of Cobalt-60 Teletherapy Unit
i
d Source failed to return to shielded position

ACTION: AE00 to report at December meeting

| DUE DATE: 12/05/88
i

'
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6. Unscheduled Topics

' a. Hugh Thompson requested a follow-up to crushed patient incident '

at Bartholomew County Hospital

Discussedliquidlowlevelwastethatdidnotsolidifyproper1)b.
atHopeCreekReactorPlant(Knapp)

7. Measurex Comoration (California) - Fingertip Overexposure to Two
Individuals ;V. Miller)

ACTION: IMA8 to provide status report

DUE DATE: 12/05/88

8. Sacred Heart Hospital (Maryland) - Teletherapy Misadministrations (SLITP)

On October 27, 1988, the state called Region I concerning a report from
Sacred Heart Hospital that over the last 13 months, 33 patients received
therapy treatment doses in excess of 10% of the prescribed dose. The
cause was that after a source change in March 1987, no information
regarding the new source was incorporated into the computer program used
for treatment planning. The licensee indicated that all 33 patients were
" terminal," 20 of these 33 patients have died during the course of their
treatments. The state has sent an inspector to the facility to
investigate the circumstances surrounding this occurrence. ,

!
ACTION: SLITP to provide state report to AE00 to enter into Abnormal

Occurrence report. IM08 to issue Information Notice on " Failure
to Check Computer Program Against Source Change." IMAB provide
status at next meeting.

DUE DATE: 12/05/88

9. WestVirginiaUniversityHospital-LossofLicensedMaterial(V. Miller)2

!

ACTION: Region II to investigate cause of lost source. IMAB to provide.

; status report at next meeting,
i

| DUE DATE: 12/05/88

i

I
e

;
,
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!
!
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October 3. 1988 OPERATIONAL EVENTS UPDATE

1. Berthold Systems (Pennsylvania) - Cobalt-60 Source Lost in Transit
(Burnett)

On September 20, 1988 Region I received notification from Berthold
Systems that a 2 mci Co-60 sealed source was lost during transport from
West Germany. The licensee noticed the source was missing when surveys
of the shipping container received measured background levels. The
shipping container handles were damaged and the padlock securing the lid
was missing.

The source was transported by truck from the shipper, Laboratorium
Berthold, Wilbad West Germany and delivered to the airport in
Stuttgart. Lufthansa Airlines transported the package to JFK Airport in
New York. Scalia Airport Service transported the package by truck to the
Greater Pittsburgh Airport. A Greater Pittsburgh Air Cargo truck
delivered the package to Berthold Systems.

Region I requested the New York State Bureau of Radiological Health to
conduct a physical search and radiological survey of the Lufthansa
facility at JFK Airport. New York State inspectors detected radiation
levels from a large trash dumpster on the premises consistent with
expected radiation levels from the source. On September 22, a
representative from Berthold Systems searched the dumpster and retrieved
the source. The source was not damaged. No leakage was detected by
field measurements but New York State inspectors took wipe samples for
analysis. The source was placed in the original shipping container and
prepared for transport back to West Germany. Shipment is pending New
York State sample analysis and confirmation from U.S. Customs that the
shipment has been cleared. -

ACTION: Provide review of reporting requirements for material in transit,

(IM0B/JLong).

! DUE DATE: 11/7/88

2. AmershamCorporation-ExcessiveRadiationLevelsonShipment(MacDonald)
!
'

On September 23, 1988, Amersham Corporation received four (4) containers
from IRE, Belgium. When the truck arrived, all the containers were on

| their side on a pallet. The containers were righted and moved to the
; receiving doors where high radiation levels set off the building alarms.

The highest radiation levels measured were 1,300 mR/hr at the surface of
a package and 40 mR/hr at one (1) meter. The containers were originally:

flown to Soston by Air France and trucked from Boston to Amersham by*

Reliable Air Freight. Amersham determined the truck driver received
4

| minimal exposure and notified Air France of the incident.

f ACTION: SGTR to follow-up and provide status report.

DUE DATE: 12/05/88

|

i

:
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3. DeviceEnd-of-LifeProblems(AE00)

a. ProvidenceHospital(Alabama)-MalfunctionofRemoteAfterloadingDevice

Sealed source failed by release of source wafers

b. Beloit Memorial Hospital - Malfunction of Picker C-9 Teletherapy Unit

Source failed to return to shielded position

c. Greenwich Hospital Association - Failure of Cobalt-60 Teletherapy Unit

Source failed to return to shielded position -

ACTION: AE00 to report at December meeting

DUE DATE: 12/05/88

4. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination
from Static Elimination Devices (Miller)

ACTION: IMAB provide status report.

DUE DATE: 11/07/88

5. Problems with Luminous DevicesQGeneral Follow-up Topics

LLWM should consider need to look at ultimate disposal of luminous
devices. Consideration needs to be given to sending a User-Need
memo to RES on tritium-phosphor interactions. .

ACTION: LLWM provide status report.

DUE DATE: 11/07/88

6. Radiation Sterilizers, Inc. (RSI) - Incident involving leaking WESF
(Cesium-137) Sources (Miller /5LITP)

ACTION: IMAB to provide status report.

DUE DATE: 11/07/88

7. Unscheduled Events

R. Burnett (SGTR) discussed Force-on-Force exercise for security
at a Category 1 Fuel Facility.
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OPERATIONAL EVENTS SCHEDULE

White Flint 6811 2:00 p.m.Monday, November 7, 1988 -

White Flint 6811 2:00 p.m.Monday, December 5, 1988 -
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O * ITEM 4. DEPARTMENT OF THE ARMY - MISSING SEALED RADIATION
SOURCES CONTAINING TRITIUM.

; ACTION: IMAB TO CONTACT ARMY FOR ACCOUNTING OF DEVICES.
3

!

! Below is a rough outline of how the U.S. Army Armament,
Munitions and chemical Command (AN0COM) Iccated in Rock-

i Island Illinois accounts for radioactive devices. This
| command uses two different types of systems to track
| devices. One is the Radiation Testing and Tracking System
: (RAT) and is enforced by chapter 4 of Army Regulation 700-3,
! copy attached. The other is a series of property book

officers who are held accountable for them after signing of;

{
a hand receipt.

{ About 43,000 chemical agent detectors containing 250
microcuries of americium-241 are licensed under 12-00722-13

! and about 800 (soon to be 30,000) chemical agent monitors
! with 10 millicuries of nickel-63 are licensed under

12-00722-14.- These devices are accounted for by the RAT.
The Navy and Marine Corps will also follow this regulation,

; for the detectors and monitors fielded in their services.
By using this accountability procedure, the Army Command can

j account for each device and cell module by serial number
throughout its life cycle, that is to say from purchasei

i though disposal. When maintenance is performed on these
items, replacement source are not issued until the defective

i source modules are turned in for disposal.
!

| The other radioactive devices licensed for use by AMCCOM are
! tritium luminous fire control under 12-00722-06 and
! 12-00722-09; promethium -147 luminous antitank weapon under

*

; 12-00722-02; and tritium luminous rifle sights, licensed
L under 12-0722-02. Please Note: There are also several

thousand devices used under annaral license nrovisions and
under the exemotions nrovisions of NRC reaulations. These
tvoes of devices aanerally fall outside of any accountina

|- system.
.

1

| Complete inventory records on devices used under the above
specific licenses are note centrally maintained by AMCCOM.i

They do maintain records on total quantities procured, ands

records of quantities stored at each bulk storage depots.,

Once the devices are fielded to users, AMCCOM maintains'

neither e :ountability nor visibility of the devices until
the devices are turned in to a depot for repair or disposal.2

I The basic property book accounting system requires the users
i maintain records of receipts, transfers, annual inventories,

and records of adjustments. The property book officer
signs for the devices and is held accountable for them until
they are transferred to another property book officer.4

The tritium luminous fire control devices used under license*

12-00722-06 are repaired in the field. The maintenance

i

!

i
. . - . . - . _
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units maintain an inventory of replacement source modules.
Replacements modules are issued by AMCCOM to users as
needed. These replacement source modules are not accounted
for by serial number, and AMcCoM does not require turn in of
source modules prior to release of replacement modules.

Devices used under research and development programs of the ;

ARMY are subject to the specific controls required by a
specific license issues by the NRC. |

|

l

:

|
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( BRIEFING SHEET

.

Scheduled: October 3, 1988
2:00 p.m. - Whito Flint North - 6 B 11

Subject: Operational Events Briefing

Purpose of Briefing: To brief Director, NMSS, on Recent Operational Events.

Background Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or
problems which will not be quickly resolved.

GPA and AE00 have also been requested to provide
a sumary of events in Agreement States and events
being considered for the Abnormal Occurrence Report
to Congress.

Handouts: To be distributed at the meeting if necessary.

Enclosure: List of Events

Invitees: H. Thompson
R. Bernero
R. Cunningham
G. Sjoblom
J. Hickey
D. Cool
K. Ramsey
L. Rouse
J. Swift

' V. Miller
J. Austin
N. McElroy
M. Lamastra
R. Burnett
G. McCorkle
C. MacDonald.

M. Knapp
J. Greeves
R. Browning
B. J. Youngblood
K. Black, AE00
E. Flack, OE
L. Bolling, SLITP
S. McGuire, RES

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING
,

w



..- _ - _ _ . _ - . .-. . - . _ - - - . - - - . . . - - . - . - - . - . . _ - . . - . -

| -

i. .
,

,{ October 3, 1988 New Operational Events
g ,

:.
L
i 1. Baxter Healthcare Corporation (Aibonito, PR) - Apparent Overexposure

(V. Miller)

On September 16, 1988, Region 11 received a report of an apparent
. overexposure measured on a TLD. An employee received 2,860 mrem in a
1 one (1) month period ending July 24, yielding a second quarter total of

3,640 mrem. The licensee operates a Co-60 irradiation facility for,

j sterilization of medical products. The cause is still under'

,

; investigation. Employees are now wearing self-reading pocket dosimeters.
An... @Va. ir LA

ACTION: yy 4,p.,gasy ,,,.\.,- A dds W n 4
,

DUE DATE:r

7
j 2. Berthold Systems (Pennsylvania) - Cobalt-60 Source Lost in Transit
-

(Burnett)
.

On September 20, 1988 Region I received notification from Berthold
! Systems that a 2 mci Co-60 sealed source was lost during transport from
j West Germany. The licensee noticed the source was missing when surveys
j of the shipping container received measured background levels. The

shipping container handles were damaged and the padlock securing the lida

: was missing.

The source was transported by truck from the shipper, Laboratorium
Berthold, Wilbad, West Germany and delivered to the airport in

,
'

Stuttgart. Lufthansa Airlines transported the package to JFK Airport in
New York. Scalia Airport Service transported the package by truck to the

.
Greater Pittsburgh Airport. A Greater Pittsburgh Air Cargo truck

I delivered the package to Berthold Systems.

Region I requested the New York State Bureau of Radiological Health to'

L conduct a physical search and radiological survey of the Luf thansa -

facility at JFK Airport. New York State inspectors detected radiation
levels from a large trash dumpster on the premises consistent with
expected radiation levels from the source. On September 22, a
representative from Berthold Systems searched the dumpster and retrieved

| the source. The source was not damaged. No leakage was detected by
field measurements but New York State inspectors took wipe samples for

. analysis. The source was placed in the original shipping container and
! prepared for transport back to West Germany. Shipment is pending New
i York State sample analysis and confirmation from U.S. Customs that the

shipment has been cleared.;

ACTION: 'f [ Y

! DUE DATE: ith *l""*
*
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'
3. Trainer Surveys. Incorporated (Louisiana) - Lost Well Logging Source

! (5LITP)
I
'

On September 21, the Louisiana Nuclear Energy Division notified Region IV
that a 3 Ci americium-beryllium source was lost. The source was last

,

| used at a field site near Shreveport, Louisiana on September 20 and found
: missing at the licensee's facility in Shreveport the next day. The source

was left on the rear bed of the truck and lost on the road when returning
from the field site. Surveys were conducted including the use of the i.

logging tool as a sensitive radiation detector. On September 22, 1988,,

. the source was found just outside the city limits of Shreveport by a
! man walking his dogs. He recognized the source from public notices and |

called authorities without handling it. The truck had traveled about 20 l
- miles before the unsecured source fell off the truck bed. !
!

l

i ACTION: 6 d -
1

; I

: DUE DATE:

! 4. Davis Besse. Toledo Edison Company - Detached Radiography Source
(Miller /AEOD)1

1
; On August 24, 1988, a 47 curie Iridium-192 source detached from its cable
; and could not be retracted into the shield after a radiographic exposure ;
' in a containment. The contractor's home office sent help to recover the ;

source. Davis Besse health physics technicians located the source, a
recovery was planned and the source was returned to its shield. The
maximum whole body dose received was approximately 400 mrem to a contractor
during source recovery.

ACTION: No a. chm

DUE DATE:

5. Fitzpatrick, New York Power Authority - Detached Radiography Source
(Miller /AEOD)

On September 14, 1988, an 89 Ci Ir-192 source became detached from its
drive cable during radiography of a valve in the reactor building. The
radiography equipment is licensed to Combustion Engineering (CE).
General area dose rate near the camera was about 300 mR/hr. On
September 15, a response team from CE returned the source to the shielded
container. Less than 100 mrem was received during this recovery action.

ACTION: WI De. e-+ 21 ry:4. T

DUE DATE: n .c

6. Special Presentation - Proposed Regulation of Large Pool-type Irradiators

/q
Discuss AE00/S807-Review of Events at Large Pool-Type Irradiator and
provide status of rulemaking.-

. f G4 -+ AI.elsy hop = c.Wes

#
V A E:v m*
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7. Additional Events in Agreement States (SLITP) Q j, g jMg

'" ^8. StatusofAbnormalOccurrenceReports(AE00)
Cene~ 4< L co. 7r g.u-

9. Recent Enforcement Actions 4 g ,j. y

Licensee Date Action

Bridgeton Hospital September 1, 1988 $1,250 civil penalty
Bridgeton, New Jersey paid

Bill Miller, Incorporated September 13, 1988 $8,000 civil penalty
Henryetta, Oklahoma proposed

Payne and Payne, Inc. September 20, 1988 $1,600 civil penalty
Shawnee, Oklahoma proposed

Wise Appalachian Regional September 30, 1988 $1,250 civil penalty
Hospital proposed
Wise, Virginia

Gb# f' me).rtA
#

Sc4g-

.
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. October 3. 1988 Follow-up Items

,

1. Veterans Administration Medical Center - Excessive Radiation Levels
on Molybdenum-99/ Technetium-99m Generator (Austin)

On July 29 or 30,1988, a Mo-99/Tc-99m generator was delivered during
off hours. It measured 20 mR/hr at 3 feet when surveyed at 10 a.m.

'

a

,

on July 30, 1988. Approximately 2,500 cpm removable contamination was

not provided) package and generator surface (efficiency and area surveyed
found on the

The generator was a Medi-Physics cintichen with 5.3.

curies nominal Mo-99 activity. The box containing the generator was
delivered by an air freight courier and appeared to be crushed on one
corner.

|On August 1,1986 the licensee surveyed the facility, delivery vehicle
and personnel and found no contamination. On August 2, 1988, a
manufacturer's representative examined the generator and performed
surveys. The representative concluded that the generator was not damaged
or leaking (note: Tc-99m only has a 6 hour half-life). NMSS is

,

coordinating with FDA who is discussing the matter with Cintichem.

ACTION: Verify differences between VA data and Cintichem data (IMAB)
byki's M nd whg ,e 6 & 4 d y w h MDUE DATE: 10/03/88

-+-F.w y - a ty w
2. Device End-of-Life Problems (AE00)

a. ProvidenceHospital(Alabama)-MalfunctionofRemoteAfterloadingDevice

Sealed source failed by release of source wafers

b. Beloit Memorial Hospital - Malfunction of Picker C-9 Teletherapy Unit

j. Source failed to return to shielded position

; c. Greenwich Hospital Association - Failure of Cobalt-60 Teletherapy Unit

1 Source failed to return to shielded position I

: ACTION: AE00 tc report at next meeting

D#*DUE DATE: 10/03/88

: M. L . f, n a a se * OW
P|f- |;
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; 3.
MinnesotaMining& Manufacturing (Miller) Company (3M) - Po-210 Contaminationfrom Static Elimination Devicesi

i ACTION: IMAB provide status report. ROn.Jwk W;

DUE DATE: 10/03/88 b,M

4.
Department of the Army)- Missing Sealed Radiation Sources ContainingTritium (H-3) (Niller

1 On June 15, the licensee reported to Region III that it was unable to
: locate 27 sealed sources each containing between 0.075 and 3.0 curies of
~

tritium in gaseous form. The sources were missing from devices sent from
various military bases to the Letterkenny Arg Depot in Chambersburg, PA,

' for repair. The Depot is reviewing its records to determine which bases
returned the devices for repair. These sources are used to illuminate
level vials and sighting devices on weapons. The Arg does not maintain;

a master inventory listing of these sources and devices since there are2

j tens of thousands of these devices used at 480 bases worldwide.

I The licensee has sent notices to all bases on June 8 and 16, 1988

f[+ reiterating the instructions which require that they do not remove the
radioactive sources from the devices. The second notice requires a

b response from the users,
b

/ Region III is monitoring the Arg 's review.

[N 50; e cb7cei
7 ACTION: IMAB to contact Army for accounting of devices. >n., n

[gW DVE DATE: 10/03/88 g

Qs4p
5.

RadiationSterilizers,(Miller /SLITP)Inc. (RSI) - Incident involving leaking WESF!
(Cesium-137) Sourcesg
The potential for redistribution of activity from RSI/Decatur pool walls I

d. and capsule rack surfaces was evaluated by scrubbing the walls. Noy
significant increase in pool activity was observed. On September 8, DOE

Me3f notified RSI of plans to recall the WESF capsules and RSI agreed to j
., release the capsules.

/))v(/
On September 9,1988, DOE began screening / evaluating WESF capsules at !
RSI/Westerville. On September 12, the State of Georgia RSI Investigative 1

Task Force was scheduled to meet in Atlanta.p j
On' September 16, suspect capsules 1507 and 1542 were shipped from
RSI/Decatur to ORNL after modifying the overpacks and revising the
loading procedures to ensure dryness prior to shipping. Overpack surveys
at ORNL showed no significant contamination. Sipping operations were
suspended at RSI/Decatur pending evaluation of sipping techniques.

assef neul memo v. %S h. k
4

ys M n ads %k p -4 ens.

y,. i.bb p ~4 W . pk.p
m,4 a.

-
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On September 16, Region III issued a license amendment authorizing
RSI/Westerville to load up to 1.2 million curies of Co-60 and initiate
cosinercial operation contingent upon removal and shipment of 36 WESF
capsules to DOE /Hanford. Shipment was planned for the week of
September 19.

OnSeptembgr21,RSI/Decaturpoollevelshadingreasedfrom
1.17 X 10~ uCi/ml on September 16 to 3.27 X 10~ uCi/ml after the
demineralizers were down for 114 hours. Pool vacuuming operations were
initiated and processing water through the demineralizers was restarted.
Additional sipping tests on the remaining capsules are to begin the first
week of October.

On geptember 23, RSI/Decatur pool levels had decreased to 1.15 X
10" uCi/ml. Activity is continuing to be introduced into the pool at a
rate of 30-40 uCi/hr. Several pounds of sludge-like material with an
activity of 0.5 uti/gm were vacuumed from the pool bottom. Preliminary
results of the two capsules shipped to ORNL indicate they are not leakers.

ACTION: IMAB to provide status report.

DlJE DATE: 10/03/88
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q, OPERATIONAL EVENTS SCHEDULE, ,

.!.
1

Monday, November 7, 1988 White Flint 6B11 2:00 p.m.-

White Flint 6811 2:00 p.m.Monday, December 5, 1988 -
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SEPTEMBER 6, 1988 OPERATIONAL EVENTS UPDATE ;
'

.

1. Veterans Administration Medical Center - Excessive Radiation Levels
on Molybdenum-99/ Technetium-99m Generator (Austin)

. On July 29 or 30, 1988, a Mo-99/Tc-99m generator was delivered during
; off hours. It measured 20 mR/hr at 3 feet when surveyed at 10 a.m.

on July 30, 1988. Approximately 2,500 cpm removable contamination was |found on the package and generator surface (efficiency and area surveyed ;

i notprovided). The generator was a Medi-Physics Cintichem with 5.3
curies nominal Mo-99 activity. The box containing the generator was |,

: delivered by an air freight courier and appeared to be crushed on one ,

1 corner. l

:
4 On August 1,1988 the licensee surveyed the facility, delivery vehicle
: and personnel and found no contamination. On August 2, 1988, a

manufacturer's representative examined the generator and performed
sur veys. The representative concluded that the generator was not damaged

|or leaking (note: Tc-99m only has a 6 hour half-life). NMSS is 1

coordinating with FDA who is discussing the matter with Cintichem. l4

f ACTION: Verify differences between VA data and Cintichem data (IMAB)
i

DUE DATE: 10/03/88 |
:

2. Device End-of-Life Problems (AE00)

| a. Providence Hospital (Alabama) - Malfunction of Remote Afterloading Device

Sealed source failed by release of source wafers.

b. Beloit Memorial Hospital - Malfunction of Picker C-9 Teletherapy Unit

Source failed to return to shielded position

c. Greenwich Hospital Assoication - Failure of Cobalt-60 Teletherapy Unit
4

Source failed to return to shielded position
,

ACTION: AE00 to report at next meeting
.

DUE DATE: 10/03/88
'

;

i

!
.

I
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MinnesotaMining& Manufacturing (Miller) Company (3M) - Po-210 Contamination
3.

from Static Elimination Devices

During the week of August 1-5, 1988, Region III and representatives from
OSHA, EPA and ORAU conducted a team inspection at the 3M facility in
St. Paul, Minnesota.

ACTION: IMAB provide status report.

DUE DATE: 10/03/88
;

I4.
DepartmentoftheArg)-MissingSealedRadiationSourcesContainingTritium (H-3) (Miller i

!
On June 15, the licensee reported to Region III that it was unable to
locate 27 sealed sources each containing between 0.075 and 3.0 curies of !
tritium in gaseous form. The sources were missing from devices sent fron |

various military bases to the Letterkenny Arg Depot in Chambersberg, PA,
i

for repair. The Depot is reviewing its records to determine which bases
returned the devices for repair. These sources are used to illuminate
level vials and sighting devices on weapons. The Arg does not maintain
a master inventory listing of these sources and devices since there are

,

j
tens of thousands of these devices used at 480 bases worldwide.

The licensee has sent notices to all bases on June 8 and 16, 1988 |
reiterating the instructions which require that they do not remove the |

radioactive sources from the devices. The second notice requires a
response from the users.

Region III is monitoring the Arg 's review. I

ACTION: IMAB to contact Arg for accounting of devices.

DUE DATE: 10/03/88

RadiationSterilizers,(Miller /SLITP)Inc. (RSI) - Incident involving leaking WESF
5.

(Cesium-137) Sources

On August 29, 1988, a DOE / Westinghouse team began visual examination of
WESF capsules at RSI/Westerville. If no leakers are found, DOE plans to
test the remaining capsules at RSI/Decatur using an underwater " bell
jar" system that will heat the capsules causing " spitting" of any
contaminated annulus water from the capsules.

ACTION: IMAB to provide status report.

! DUE DATE: 10/03/88

4
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6. Additional Events in Agreement States (SLITP)
|

None discussed. I

l

7. StatusofAbnormalOccurrenceReports(AE00)
,

AE00 was unable to attend due to conflict in schedules. !

'8. Recent Enforcement Actions

Licensee Date Action

University of Medicine July 26, 1988 $5,000 civil penalty

29,1988[J
and Dentistry of New Jersey imposed paid August
Newark, New Jersey

Bridgeton Hospital July 29, 1988 $1,250 civil penalty
Bridgeton, New Jersey imposed )

;

Brigham and Women's August 10, 1988 $5,000 civil penalty |

Hospital paid
Boston, Massachusetts

Wrangler Laboratories, August 15, 1988 General license
Larsen Laboratories, authorization revoked
Orion Chemical Company,
and Mr. John P. Larsen
Provo, Utah

Yale University August 17, 1988 $1,125 civil penalty
New Haven, CT paid

De)artment of the Ariqy August 19, 1988 $1,000 civil penalty'

A1)uquerque, New Mexico imposed

Veterans Administration August 19, 1988 $2,500 civil penalty,

; Medical Center paid
; Wichita, Kansas

Computalog, Incorporated August 22, 1988 $1,000 civil penalty,

Druaright, Oklahoma imposed-

Midwest Wireline Logging August 29, 1988 Order suspending.

and Perforating, Inc. license and show
; Seminole, Oklahoma cause

9. Unscheduled Events Discussed

R.Burnett(SGTR)discussedSeptember5,1988eventinwhich
NFS security guard shot himself while handling weapon. Guard
is recovering. No follow-up action necessary.

,

,-n - - .- . . , , , --
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BRIEFING SHEET

4i

.

Scheduled: September 6, 1988
2:00 p.m. - White Flint North - 6 B 11>

Subject: Operational Events Briefing

Purpose of Briefing: To brief Director, NMSS on Recent Operational Events.
i

Background Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or

' problems which will not De quickly resolyed.

GPA and AEOD have also been requested to provide
a summary of events in Agreement States and events
being considered for the Abnormal Occurrence Report .

to Congress.

Handouts: To be distributed at the meeting if necessary.

I
Enclosure: List of Events |

M (pi b
# i

|Invitees H. Thompson

h9[hgc 6 lR. Bernero i v
.

|,
R. Cunningham

~

R. M:l' 1

iJ. Hickey
D. Cool !

: K. Ramsey
i L. Rouse

J. Swift4

| - J. Austin
| N. McElroy

H. Lamastra .4

i R. Burnett I
; G. McCorkle

'

C. flacDonald
i h Knapp

J. Greeves
R. Browning i4

' '

B. J. Youngblood
K. Black, AE00 /
E. Flack, OE M
Dr48usbaumeFr SLITP

| I

| NOTE: THE PROJECT ttAf!AGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING

i
!i

.
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AUGUST 1, 1988 OPERATIONAL EVENTS FOLLOW-UP'

. .

.

Compan (3M)-Po-210 Contamination
Minnesota Mining & Manufacturing (Mille

1.
from Shtic Elimination Devices-

During the week of August 1-5, 1988, Region III and representatives from
OSHA, EPA and ORAU conducted a team inspection at the 3M facility in
St. Paul,Jinnesota. gg
ACTION: IMAB provide status report. C*"c*^ 5 * * *

h'#. (' 3,w cause -, oG4 b#
'

DUE DATE: 9/6/88 p,,g yd[ cgc , c, , m,7
2. Letterkenny Army Depot - Tritium Contamination (Miller),

Surveys by the Letterkenny Army Depot Site Safety Office indicated that
the entire radiographic facility at the depot was contaminated with
tritium as a result of improper nan-destructive examination of a tritium
light source. The light source was originally part of a range finder for
an artillery piece. As a consequence of the general contamination, the )

' radiographic facility was shut down immediately on April 14, 1988, and
i isolated from personnel.

1

'
'

An investigation is being conducted by the Letterkenny Army Depot.
Decontamination methods e s expected to be determined a: part of the.

investigation. ;

1

ACTION: Determine if Army is completing decontamination according to
schedule.

:

DUE DATE: 9/6/88
:
' 3. HoustonInspectionService(SLITP/AE00/SGTR)

| SLITP/AEOD/SGTR to follow-up on reasons for Type B package failure and
: any generic implications. SLITP to consider training for State personnel

responding to event notifications to improve recognition of potentially'

I significant events. (7/11/88)

to issue an Information Notice. Ucensee to recertify
ACTION:f'SG ekage. Give status report at next mertP g.

|Aleg <. m,c.o / QA
DUE DATE: 9/6/88 Cy rew SAF 4 ce c. A

4. Beloit Memorial Hospital - Teletherapy unit malfunction (AE0D)

On March 12, 1988, during a routine safety check following installation I

of a new 5470 curie cobalt-60 source in a Picker C-9 teletherapy unit,

v% d the licensee discovered that the source failed to return to its shielded
de position. A service representative from the vendor was able to return

b,h the source to its shielded position the next day. The cause of the
(/ failure may have been a chip in the nylon pinion gear of the shutter,

. drive mechanism.

ACTION: AEOD to look at end-of-life product and prepare Commission !

Information Paper (Benaroya) based on this item and other items
discussed by Nussbaumer.

007. DATE: 9/88

,

- - . _ - - . _ - - _ - . . _ _ _ _
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5. Penn Inspection Company - Potential Overexposure to a Radiographic Source
(Miller)

4

On May 28, 1988, a Penn Inspection Company radiographer reported a
possible overexposure after attempting to return a stuck source to,

' the camere wearing no TLD, film badge or pencil dosimeter. The licensee
reported worse-case dose estimates of 15.8 rems to the hands, 2.6 rems tor

the gonads and 1.1 rems to the whole body.

On May 31, 1988, the licensee's activities were inspected. On August 11,
of 1988 an enforcement conference was held in Region IV offices.'

ACTION: This incident to be added to AE00 lists of events indicating
potential equipment end-of-life problems. Update status l

at next meeting.

DUE DATE: 9/88

Department of the Arsy)- Missing Sealed Radiation Sources Containing
6.

Tritium (H-3) (Miller

On June 15, the licensee reported to Region III that it was unable to
locate 27 sealed sources each containing between 0.075 and '.0 curies of
tritium in gaseous form. The sources were missing from d, es sent from
various military bases to the Letterkenny Army Depot in Chombersberg, PA,
for repair, The Depot is reviewing its records to determine which bases
returned the devices for repair. These sources are used to illuminate
level vials and sighting devices on weapons. The Arnty does not maintain
a master inventory listing of these sources and devices since there are
tens of thousands of these devices used at 480 bases worldwide. |

The licensee has sent notices to all bases on June 8 and 16, 1988
reiterating the instructions which require that they do not remove the j

radioactive sources from the devices. The second notice requires a |
response from the users.

Region III is monitoring the Army's review.

ACTION: Determine extent of problem tracking sources and identify
possible improvements.

#''M N '"
DUE DATE: 9/6/88 >

. - - _ _ _
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Inc. (RSI) - Incident involving leaking WESF
RadiationSterilizars,(Miller /SLITP)7.
(Cesium-137) Sources;

4

On June 7,1988, Cs-137 contamination from leaking WESF capsule sources
was detected in the storage pool of Radiation Sterilizers, Inc., Decatur,-

Georgia. An June 10, a Confirmatory Action Letter was-issued to RSI's'

sister plant in Westerville, Ohio. On June 13, DOE assumed project
management for the recovery and cleanup of the Decatur facility..

,

On July 19, 1988 DOEreported29suspectcapsules(outof252)
identified after visual a The pool has been
decontaminatedtothe10-gdultragoundexaminations.uC1/ml range and remains stable. Cause

i
ito 10'

of accelerated corrosion and pitting of stainless steel in the RSI/Decatur

|
pool is still unknown.

! On July 22, 1988, the State advised RST/hecatur they had cleared the saline |
solution process line for operation. FDA approval is still required |

: d before this line goes into operation.
: .O )'p On July 27, 1988, the State advised Region II that DOE is drafting an

g,(4.$' g*'4,
'

advisory to permanently maintain all Cs-137 WESF capsules in pool
F U storage. On July 28, 1988, representatives of NRC headquarters andj c/ y>! C

regional staffs visited the RSI/Decatur facility.j

.E On July 29, 1988, a Confirmatory Action Letter was sent to'' RSI/Westerville to suspend operations, place WESF capsules in temporary
storage in'the pool and monitor pool water for Cs-137 contamination. NRC
approval is to be obtained prior to removing Cs-137 sources or
introducing any new sources into the pool.

On August 5, 1988, the State's Investigative Task Force met to review
management plans and objectives. The next meeting is scheduled for )
September 1 or 2. |

On August 17, 1988, the first suspect capsule was shipped to Oak Ridge
National Laboratory (ORNL). About 100 ml of uncontaminated water was
focnd in the annular region of the overpack when received. There was no
leakage from the overpack. A second shipment of 2 capsules (identified by
ultrasound as containing water) to ORNL is scheduled for August 31, 1988.
DOE will be listed as the shipper vice RSI.

On August 23, 1988, DOE completed " sipping" examinations of the 28
suspect capsules remaining at RSI/Decatur. No leaking sources were
identified. Additional ultrasound examinations may be performed.

On August 29, 1988, a DOE / Westinghouse team began visual examination of
WESF capsules at RSI/Westerville. If no leakers are found, DOE plans to
test /theremainingcapsulesatRSI/Decaturusinganunderwater" bell
jar" system that will heat the capsules causing " spitting" of any
contaminated annulus water from the capsules.

ACTION: Obtain report from DOE regarding capsule data. Event
to be tracked for status reports.

DUE DATE: 9/6/88

_ _ _ _ _ ._ _ _ _ _ _
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SEPTEMBER 6, 1988 NEW OPERATIONAL EVENTS
v

1. Veterans Administration Madical Center - Excessive Radiation Levels
on Molybdenum-99/ Technetium-99m Generator. (Austin)

On July 29 or 30,1988, a Mo-99/Tc-99m generator was delivered during ,

off hours.
It measured 20 mR/hr.@2,500 cpm removable contamination was

when surveyed at 10 a.m.
30, 1988. Approximatefyon July

found on the package and generator- rface (efficiency and area surveyed
notprovided). The generator wa a Medi-Physics Cintichen with.5.3

f . A ,,r >
-

curies nominal Mo-99 activity The box containing the generator was
p delivered by an air freig,ht courier and appeared to be crushed on oney5

ce corner. . ..._ . '

[3./'*N d[ August 1,1988 the licensee surveyed the facility, delivery vehicle
l 4j and personnel and found no contamination. On August 2, 1988, a

'f manufacturer's representative examined the generator and performed
O'u V ,g. i

* surveys. The representative concluded that the generator was not damagedpq )* or leaking (note: Tc-99m only has a 6 hour half-life). NMSS is
A coordinating with FDA who is discussing the matter with Cintichen. i

*A by h Ot ''*N- 'S h '' " " '**" fVhrd el O ,'S
'~

ACTION:

hes.(
t

peso .

DUE DATE:
,

2. Providence Hospital (Alabama)- Malfunction of Medical Device (SLITP)

On August 10, 1988, a remote afterloading device containing 5 curies of
Iridium-192 failed after 3 attempts to load the sources into a patient.
The device is manufactured by Nucletron Engineering BV, Holland, and
distributed by Nucletron Corporation, Columbia, Maryland under Maryland
License MD-27-035-01. The sealed source is a BYK Mallinckdrodt CI L BV

,
model containing seven source wafers. The patient was removed from the

i room, catheters removed and surveys conducted. No contamination or
radiatica levels were detected on the patient or any material outside the

2 treatment room. The Nucletron Corporation's RSO responded and his 200 mr
dosimeter went off scale after 3 to 5 minutes in the room. Radiation
levels were 800 mrem /hr near the device. A second entry by the RSO under

,

: Alabama State guidance revealed all source wafers were contained in the
J device drive mechanism. The State calculated total exposure for the two

entries was approximately 360 mrem.'

Preliminary results of a joint investigation by the State and'

| Mallinckdrodt indicate an end cap most likely came off and released the
contents of the source within the device.
the device back to the Nucletron Corporation who will be responsible forThe State intends to transfer d,( &

,,. t
e

shipping the entire device to Mallinckdrodt, St. Louis, Missouri for
.

further investigation.j

Y"'Ea M ,% ha M '
' " ' ' ' " ' * " *'"""""#of aACTION *

FM/I dc.f
ODUE DA E.

!
4
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3. Movats, Incorporated (Georgia) - Contamination Found on Testing Equipment
Imported 4 rom India (5LITP,

contaminated test equipment was shipped from Bombay,).
On July 22, 1988,
India to Movats, Incorporated in Kennesaw, Georgia (an Agreement State
The test equipment was received from AEC of India and used to test
" motorized water flow valves" at nuclear power plants. Movats,
Incorporated did not have a radioactive materials license but notified
the State that an initial survey of a broken package indicated
contamination inside.

The State found no contamination on the delivery truck or two (2)
delivery personnel. Eastern Airlines was advised to perform a .

precautionary survey for contamination. On July 25, 1988, the State)g performed additional surveys on five (5) packages and their contents. No
t . 6" contamination was found on any exterior surface of the packages. Gamma

.y radiation levels of 0.8 mres/hr and beta radiation levels of 4.0 mres/hr
F .. were found on some equipment. The State will issue a license to Movats,

M,,,r)' J ,[ achieved. Samples of removable contamination were taken and are being

Incorporated for possession of the material until proper disposition isqf .

M evaluated by the State.

.C.f .[e ACTION:j
e f', 4. DUE uATE:

n -

e
il g4

' #e9 4. Greenwich Hospital Association - Failure of Cobalt-60 Teletherapy
g).M Source to Return to Safe Position (Austin)

| On July 28, 1988, the source on a Co-60 teletherapy device could not be
returned to a shielded safe position after a patient treatment. The

g,A,, bfr5
;

patient was not ambulatory and two (2) physicians entered the therapy'^ room to remove the patient. The patient received an additional 100 Rads
d<g(e'#,k

,,

to the hip being treated. Licensee physicians determined this dose will;.
j) not have an adverse effect. The source was eventually retracted using *- A'"N

i gc'e ' ' ,[gP the emergency stop as directed by the licensee's consulting teletherapy ['hej
>

P ysicist.hy# g
#) $ The licensee estimated the two (2) shysicians were in the therapy room rd@rd-

t #g
}f.

for 45 seconds. A film badge worn )y one (1) of the physicians was
,

Creturned to the vendor for emergency processing. After the unit is s-4
'

1[* y>(
serviced, licensee representatives will re-enact the incident to estimate
doses to the physicians.!

o ACTION:

DUE DATE. ;

I
,
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5. AdditionalEventsinAgreementStates(SLITP)

6. StatusofAbnormalOccurrenceReports(AE00)

7. Recent Enforcement Actions

Date ActionL fgjn3 j

University of Medi July 26, 1988 $5,000 civil penalty
imposed (and Dentistry of Ne Jersey
29,1988)paidAugustNewark, New Jersey

'

Bridgeton Hospital July 29, 1988 $1,250 civil pensity
Bridgeton, New Jersey imposed

Brigham and Women's August 10, 1988 $5,000 civil penalty
,

"- 't-1 paid |
Massachusetts

sog mr Laboratories, August 15, 1988 General license
L:,i sen Laboratories, authorization revoked
Orion Chemical any,
and Mr. John P.- sen 1

'Provo, Utah t

; Yale University August 17, 1988 $1,125 civil penalty
New Haven, CT paid

1'

'7 |$1,000civilpenal[ty
Department of the Arnty August 19, 1988

( .imposedAlbuquerque, New Mexico . ,

Veterans Adrilinistration August 19, 1988 $2,500 civil penalty
1 Center paid

' tich , Kansas
'

i Computalog, Incorporated August 22, 1988 $1,000 civil penalty |
Drumright, Oklahoma imposed -

1
~

Hidwest Wireline Logging August 29, 1988 Order suspending I

and Perforating, Inc. license and show I

Seminole, Oklahoma cause

|

|

|

___________-- - - -______ - -__
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Monday, October 3, 1988 White Flint 6811 2:00 p.m.-

Monday, November 7, 1988 - White Flint 6811 2:00 p.m. -

Monday, December 5,1988 White Flint 6B11 2:00 p.m.-

,
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BRIEFING SHEET

Scheduled: August 1, 1988
2:00 p.m. - White Flint North - 6 B 11

Subject: Operational Events Briefing

Purpose of Bri;fing: To brief Director, NM55 on Recent Operational Events.

Backgrour.d Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or
problems which will not be quickly resolved.

|
GPA ,and AE00 have also been requested to provide I

a summary of ??ctr:t erforc?" Sat =etinnt ; events in
Agreement States and events being considered for the
Abnormal Occurrence Report to Congress.

|

Handouts: To be distributed at the meeting if necessary.

Fnclosure: List of Events

invitees H. Thompson
R. Bernero

.

R. Cunningham I
R. Hall |

J. Hickey
D. Cool
K. Ramsey
L. Rouse
J. Swift
J. Austin
N. McElroy

. M. Lamastra'
R. Burnett
C. MacDonald s,

M. Knapp I,

"J. Greeves c -y -

R. Browning .;
'

,
,

T. Gilbert. 01 ; , c < C '', "
K. Black, AE00
D. Nussbaumer, SLITP

,

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING

4
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AUGUST 1, 1988 NEW OPERATIONAL EVENTS

1. Westinghouse Electric Corporation - Loss of Fuel Rod (SGTR/ Burr.ett/ Jackson)

On June 30 Westinghouse could not account for a fuel rod during a routine
audit and initiated an investigation. The fuel rod contained low J,5 O
enriched uranium containing 54.4 grams of U-235. Westinghouse believes ce r d ")
the rod was transferred to scrap recovery without the appropriate computer '','jj
entries. On July 8, the licensee notified Region II and is developing

'''' ' * dy .g corrective action to prevent recurrence. Region II will follow-up during ,

v the next routine inspection. "/;" * *

p .c' <l o* erar S f,*celares. :- . . f. ', q , , ' ., ~ < - - , ' Ie =b f r* d, *" }}_ p hACTION: >: 6 . . , . . - x - ..< -

;.;,,.) pare)-).?:t3 ',ep, 4 c #p < <h
'

use ,ca,.a,1 n ?DUE DATE: p,n u,,;..,4,4, .e, 'a ra, g- ,g (,,g ,oc

t io e ,, , ( , , .-

2. Flow Measurements, Inc. % Sealed Sources in Unlicensed Locations (SLITP)
'
i

|

On July 6, 1988, the Idaho Bureau of Hazardous Materials informed Region |
IV that sealed radiation sources were found stored in unlicensed i

locations since the licensee went out of business and vacated his
facility 1-1/2 to 2 years ago. The licensee manufactured flow
densitometers and did not notify the state when operations terminated.
Sources wera stored in the RS0's garage and the radiation lab at Eastern
Idaho Vo-Tet1 School. The RSO now works for Idaho National Engineering

ip Laboratory (INEL). !

' During July 12-15, 1988, state inspectors and members of INEL's health
physics staff impounded one 25 C1 Cs-137 source, one 250 mci Am-241
source, two 1.1 mci Cd-109 sources, fifteen 10 mC1 Co-60 sources and
several unknown sources in a 55-gallon drum. Sources were stored at INEL
awaiting final dispcsition.

;J, .,., ,. .,
( ,.',,. ,,. ' ' ,.. .I, c''' L 'ACTION: - 4

s

DUE DATE: [ ], jy ' ., ,

3. EventsinAgreementStates(SLITP)
p ) d.c(,c nn,,.

4. Status of Abnormal Occurrence Reports (AE00)

(,,,,,,,. i,.,, ) ,, % nd-A NW [*f*o
ry ..e , ,,, e

'le w v| % ',n o

t

)[ ;, ,,Je9*r==
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AUGUST 1, 1988 OPER. vNAL EVENTS FOLLOW-UP

1. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination
from Static Elimination Devices (Miller) <d "..

/} ACTION: IMAB provide status report. c('' d'Y- ,g pg ps(J wed'^
.

"-

, J .,, .,e7 o- w
*

DUE DATE: 8/1/88 6

2. Warrenton Refining Co. - Radioactive contaminatirn found in smelted
copper slag (Miller)

Region III was advised on 5/19/88 that Warrenton Refining Company Shipped
two boxcars of copper slag to Noranda Co. in Toronto, Canada. Upon
arrival at Noranda Co., the slag was checked by a company representative
for radioactivity and found to contain radioactive material including
Co-56 Co-57. Co-58, Co-60, Mn-54, and Zn-65. Region III was advised,
that the Canadian Atomic Energy Control Board is going to " order" Noranda
Co. to return the contaminated material to the U.S.

On June 7, RIII received a phone call from Warrenton Refining Company who I

demanded to know who within the NRC was heading NRC's investigation of j

the copper slag problem. RIII informed him that NRC was not conducting -

an investigation and has no jurisdiction in this matter because the j
radioactive material is believed to be accelerator-producted. The Company ;

representative indicated that it was his belief that it was a federal
probleni because the energies of the accelerator.that could have produced

; |the isotopes in question indicate that it is a 0E accelerator. When
'

RIII suggested that Warrenton Refining contact L0E, the representative
felt that it woulo be inappropriate to ask DOE to investigate a problem
that might have been caused by one of their own facilities.

The representative indicated that NRC could expect to receive a formal
request to investigate this matter signed by either the Governor or
Attorney General of Missouri.

i

1

ACTION: Follow-up to determine disposition of slag. ,,,J,e ,

, g,, f a ed la c?"^DUE DATE: 8/1/88 -

,
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3. Letterkenny Army Depot - Tritium Contamination (Miller)

Surveys by the Letterkenny Army Depot Site Safety Office indicated that
the entire radiographic facility at the depot was contaminated with j
tritium as a result of improper non-destructive examination of a tritium i

light source. The light source was originally part of a range finder for
an artillery piece. As a consequence of the general contamination, the

I,e,
P , .' ,,*" isolated from personnel, radiographic facility was shut down immediately on April 14, 1988, and

eb
F An investigation is being conducted by the Letterkenny Amy Depot.

P Decontamination methods are expected to be determined as part of the.c
investigation.

d'P,v'h'.dih.k
ACTION: Determine the facility is decontaminated according to plan

i approved by RI. IMA8 to determine if current work by DOE
'8 ' will be satisfactory.

DUE DATE: 8/1/88

4. P-32 Ingestion at Einstein Medical College (SLITP)

ScITP to work with State of New York and City of New York to determine
cause of incident. Case is being investigated as a poisoning. Case may
be referred to AEOD as a potential for inclusion in the Abnormal
Occurrence Report. Region I to issue an updated PN with infonnation
received from New York City Police. Investigation still pending (7/11/88)

ACTION: A0 report being prepared by New York for submission in time
/{pf,W-

'

! for 3rd Quarter Abnormal Occurrence Report. (Note: A0 report
receivedon7/11/88.)|

DUE DATE: 8/1/88

| 5. Houston Inspection Service (SLITP/AECD/SGTR)
i

SLITP/AEOD/SGTR to follow-up on reasons for Type B package failure and
i any generic implications. SLITP to consider training for State personnel
: responding to event notifications to improve recognition of potentially

significant events. (7/11/88)

| ACTION: Continue tracking per action plan developed by SGTR.

DUE DATE: 8/1/88 d.e
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6. Beloit Memorial hospital - Teletherapy unit malfunction (AE0D) |

On March 12, 1988, during a routine safety check following installation ,

of a new 5470 curie . cobalt-60 source in a Picker C-9 teletherapy unit, '

a the licensee discovered that the source failed to return to its shielded )
O,g 342 position. A service representative from the vendor was able to return '

gle'' the source to its shielded position the next day. The cause of t
p,4 8f' failure may have been a chip in the nylon pinion gear of the sh te j,.

,,4 f, 7
drive mechanism.e

36
ed ACTION: AE00 to look at end-of-life product and prepare Commission4r
e -)P Y,'eV ,t - Information Paper (Benaroya) based on this item and other items

p**9 g JeC,u
*

li j. discussed by Nussbaumer.

d g DUE DATE: 8/88

F[/'',7. Penn Inspection Company - Potential Overexposure to a Radiographic Sourcec
7

d (Miller)
60'f 1

pk On May 28, 1988, a Penn Inspection Ccmpany radiographer sought medical-
|

attention to establish whether he had been overexposed to a 45 Ci |

'7 3 iridium-192 source. The State of Oklahoma and NRC were notified by the |
Grady Memorial Hospital. The potential overexposure resulted from attempts !i

to return a stuck source to the camera. The radiographer was nct using a
h,#,. k TLD, film badge, or pencil dosireter at the time of the incident. On May

j It 30, the licensee's owner reported that he and his consultant had reenacted
,

'

the incident and obtained worst-case dose estimates of 15.8 rems to the!,'$ }( hands, 2.6 rems to the gonads, and 1.1 rems to the whole body. An NRC I

, . .

-

fo',I,( inspector, accompanied by a representative of the State of Oklahoma, was |
to inspect the licensee's activities on May 31, 1988.

ACTION: Region IV to seek possible assistance from 01 to interview
individual. This incident to be added to AE00 lists of events
indicating potential equipment end-of-life problems.

t

DUE DATE: 8/884

:
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8. Department of the Army - Missing Sealed Radiation Sources Containing
Tritium (H-3) (Miller)

On June 15, the licer.see reported to Region III that it was unable to
locate 27 sealed sources each containing between 0.075 and 3.0 curies of
tritium in gaseous form. The sources were missing from devices sent from
varicus military bases to the Letterkenny Army Depot in Chambersberg, PA,
for repair. The Depot is reviewing its records to determine which bases
returned the oevices for repair. These sources are used to illuminate
level vials and sighting devices on weapons. The Army does not maintain
a master inventory listing of these sources and devices since there are
tens of thousands of these devices used at 480 bases worldwide.

The licensee has sent notices to all bases on June 8 and 16, 1988 |
reiterating the instructions which require that they do not remove the i

radioactive sources from the devices. The second notice requires a j
response from the users. ;

Region III is monitoring the Army's review. ,

O **ACTION: Determine hew Army controls enerally licensed devices. ,.

Determine if the prcblem is imited to these devices or

M..c[-jeif there are other problem areas. Status report due
tat next meeting, ecu .

Jey# 7 '',,, p da "'
DUE DATE: 8/1/88 p ,,, 7 Lr" p7

d4 i
9. Radiation Sterilizers, Inc. (RSI) - Incident involving leaking WESF

!
(Cesium-137) Sources (Miller /SLITP) |

On June 7, 1988, Cs-137 contamination was detected in the water thielding |!

of Radiation Sterilizers, Inc., Decatur, Georgia. The contamination was
determined to be caused by leakage from the WESF capsule sources located
in the pool. On June 10, a Confirmatory Action Letter was issued to RSI's
sister plant in Westerville, Ohio. In addition, the State of Colorado

was asked to inform 10 TECH (a State licensee) who also utilizes the WESF ;

Ce:ium sources. On June 13 DOE sent senior representatives to RSI to
assume project management of the recovery and cleanup of the facility.

Based on results of June 28, 1988, demineralization of pool water
'

continues to lower concentrations of cesium to 0.022 microcurie /ml, down
about half from the precleanup concentration of 0.06 microcurie /ml.
Leaking source identification equipment is expected to be onsite and
ready for use on July 5, 1988. RSI is discussing with FDA the restart of,

the saline packaging operations on site.
i

|

;

|

_ _ _ _ _ _ _ .
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On July 19, 1988, the Westinghouse Hanford team (DOE) performing visual'

and ultrasourd examinations reported 29 suspect capsules (out of 252)
identified. A color camera identified the pinhole capsule stains as rust
emana from the weld area. Three (3) or four (4) of the most suspect
capsu are to be shipped to Oak Ridge National Laboratory (0RNL) for

|<0*' exami ion by August-6r 1988. The remaining suspect capsules are expected
y,,,

t
to be returned to Hanford. N g

C(#ar Ie On July 20, 1988, the divider wall between the opthalmic canning area and
g)37'..';, rest of R The pool activity level is

f' 4 7, 3.4 X 10~g!/Decatur facility was complete.uC1/ml.- Cause of accelerated corrosion and pitting of

q('qM''c8.stainlesssteelinRSI/Decaturpoolisstillunknown.
m' DOE may recomunend,

, , - RSI begin visual examination of their capsules at Westerville, Ohio using
binoculars and a bright swim pool light. State plans to establish an I

sf investigation team to develop operation lessons learned.
d On July 22, 1588, the State advised RSI they had cleared the saline solution

process line for operation. This portion of the building is now on its
ycq own ventilation system and has separate entrances. FDA' approval is still

required before the line goes into operation.

ACTION: Obtain report from DOE regarding capsule data. Event
to be tracked for status reports. I

DUE DATE: 8/1/88

10. Marion Steel Conipany - Leaking Radioactive Gauges; Employees Contaminated
.,(Miller)

On June 10, Region !!! was notified by the licensee that on the evening

(M.F''p. of June 9,1988, a ladle of molten steel structurally failed, pouring its
-

/, contents directly into four cesium-137 level gauges (500 mci each). The
4 '

g)Q)
molten steel stuck the gauge shutters in the open position and proceededc b to melt out their protective lead linings and radioactive sources.

Q,' ,'g
'

7 Without performing a radiation survey, the licensee refrcved the gauges i

Q from the steel slag and moved them via a forklift (three unshielded and |
gr- one in a steel box) to a field within the licensee's property. Initial

'

,/ wipe tests of the gauges reported contamination levels of 1.1 mR/h to 45
mR/h.-

On June 11, State and DOE specialists surveyed approximately 16 homes
pq (none contaminated), 60 plant employees (16 with detectable contamination),

and plant facilities (two major contaminated areas found and restricted).

One June 24, a Region III inspector surveyed areas decontaminated by
Chem-Nuclear Services, Inc., and found the areas to be within the NRC
release criteria. The sealed sources and other contaminated equipment
are scheduled for waste shipment during the week of June 28-July 1.

' ACTION: RIII waiting for final report from licensee. Verify that waste
was shipped as scheduled. ,

1

DUE DATE: 8/1/88 '

|
;
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CPERATIONAL EVENTS SCHEDULE

Tuesday, September 6,1988 White Flint 6311 2:00 p.m.-.

Monday October 3. 1988 White Flint 6B11 2:00 p.m.-

Monday, November 7, 1988 khite Flint 6B11 2:00 p.m.-

Monday, December 5, 1988 White Flint 6811 2:00 p.m.-
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BRIEFING SHEET

tcheduled: July 11, 1988
2:00 p.m. - White Flint North - 6 8 11

Subject: Operational Events Briefing

Furpose of Briefing: To brief Director, NMSS on Recent Operational Events.

Background Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or
problems which will not be quickly resolved. Input
for this meeting was received from the Division of
Industrial and Medical Nuclear Safety.

OE, GPA, and AE00 have also been requested to provide
a sumary of recent enforcement actions, events in
Agreement States and events being considered for the
Abnormal Occurrence Report to Congress. j

Handouts: To be distributed at the meeting if necessary.

Enclosure: List of Events

invitees H. Thompson
R. Bernero
R. Cunningham
G. Sjoblom
J. Hickey
D. Cool
L. Rouse
J. Swift
V. Miller
N. McElroy
M. Lamastra
R. Burnett
C. MacDonald
M. Knapp
J. Greeves
R. Browning
OE E. Flack
01 T. Gilbert
AE00 K. Black
SLITP D. Nussbaumer

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING

.

m.______ ____ . . _ _ _ _ _ _ _ _ _ _ _ _ _
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NEW EVENTS

1. Radiation Sterilizers Inc. (RSI) - Incident involving leaking WESF
(Cesium-137) Sources) (Miller /SLITP)

On June 7, 1988, Cs-137 contamination was detected in the water shieldingi

of Radiation Sterilizers, Inc., Decatur, Georgia. The contamination was
j

determined to be caused by leakage from the WESF capsule sources located
in the pool. On June 10 a Confirmatory Action Letter was issued to RSI's
sister plant in Westerville, Ohio. In addition, the State of Colorado i

was asked to inform 10 TECH (a State licensee) who also utilizes the WESF
|

Cesium sources. On June 13 DOE sent senior representatives to RSI to
assume project management of the recovery and cleanup of the facility.

, i
'

' Based on results of June 28, 1988, dominera11zation of pool water 1

'continues to lower concentrations of cesium to 0.022 microcurie /ml, down
about half from the precleanup concentration of 0.06 microcurie /ml.
Leaking source identification equipment is expected to be onsite and i

ready for use on July 5, 1988. RSI is discussing with FDA the restart of
the saline packaging operations on site, ru /*>. '" '' s

^"'

ACTION: '

DUE DATE:

2. Marion Steel Company - Leaking Radioactive Gauges; Employees Contaminated
(Miller)

On June 10, Region III was notified by the licensee that on the evening
of June 9,1988, a ladle of molten steel structurally failed, pouring its
contents directly into four cesium-137 level gauges (500 mci each). The
molten steel stuck the gauge shutters in the open position and proceeded
to melt out their protective lead linings and radioactive sources.
Without performing a radiation survey, the licensee removed the gauges
from the steel slag and moved them via a forklift (three unshielded and
one in a steel box) to a field within the licensee's property. Initial

,

wipe tests of the gauges reported contamination levels of 1.1 mR/h to 45
mR/h.

On June 11. State and DOE specialists surveyed approximately 16 homes
,

(nonecontaminated),60plantemployees(16withdetectablecontamination), )'

i and plant facilities (two major contaminated areas found and restricted). '

One June 24, a Region III inspector surveyed areas decontaminated by'
'Chem-Nuclear Services, Inc., and found the areas to be within the NRCi

release criteria. The sealed sources and other contaminated equipment
: are scheduled for waste shipment during the week of June 28-July 1.
'

ACTION: Tfr

DUE DATE:

i

:

'

i

*
.

- _ _ _ _ _ _ - _ _ _ - _ _ _ _ _ - _ . - -. . _ . - - - . .



.

.

!

<.

,- 2 -

Department of the Anny)- Missing Sealed Radiation Sources Containing3.
Tritium (H-3) (Miller

On June 15, the licensee reported to Region III that it was unable to
locate 27 sealed sources each containing between 0.075 and 3.0 curies of
tritium in gaseous form. The sources were missing from devices sent from
various military bases to the letterkenny Amy Depot in Chambersberg, PA,
for repair. The Depot is reviewing its records to determine which bases
returned the devices for repair. These sources are used to illuminate
level vials and sighting devices on weapons. The Arg does not maintain
a master inventory listing of these sources and devices since there are
tens of thousands of these devices used at 480 bases worldwide.

The licensee has sent notices to all bases on June 8 and 16, 1988
reiterating the instructions which require that they do not remove the
radioactive sources from the devices. The second notice requires a
response from the users.

Region III is monitoring the Anny's review.
,

'" ' '
ACTION: l< , , , ,

|
'

^ DUE DATE: . .
'

;

4. Department of the Navy - Potential Over-Exposure to A Radiography Source
(Miller) |

The licensee notified Regior II by telephone on 6/28/88 of a 11.5 Rem
exposure on a TLD assigned to a radiographer at Norfolk Naval Shipyard,
Portsmouth, VA. The radiographer was assigned to the graveyard shift, |

11:00 p.m. 6/27/88 to 7:00 a.m. 6/28/88, and recorded a pocket ;osimeter |
reading of zero. The TLD had been returned for daily routine processing.

!

The Navy was to interview the individual on 6/28/88 to gather further |
Information. A RI! inspector was expected to be onsite on 6/28/88. The

'

Comonwealth of Virginia was notified.

ACTION:

DUE DATE:

5. Events in Agreement States (SLITP) / '/

6. Status of Abnormal Occurrence Reports (AEOD)

.

E

d

____ _ _ _ _ _ _ _ _ _ _ _ . . _ _ _ _ _ _ _
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FOLLOW-UP EVENTS

Minnesota Mining & Manufacturing (Miller) (3M) - Po-210 Contamination
1. Company

from Static Elimination Devices
'On June 14, 1988, members of RIII and NMSS staff initiated a team'

assessment at the 3M facility. The first phase of the assessment was
from June 14-17 to evaluate problems encountered by 3M customers
using radioactive products manufacturered and distributed via 3M's NRC
license.'

,

ACTION:

DUE DATE:

2. Warrenton Refining Co. - Radioactive contamination found in smelted
copper slag (Miller)

'

Region III was advised on 5/19/88 that Warrenton Refining Company Shipped
two boxcars of copper slag to Noranda Co. in Toronto, Canada. Upon
arrival at Noranda Co., the slag was checked by a company representative
for radioactivity and found to contain radioactive material including
Co-56, Co-57. Co-58. Co-60 MI,-54, and 2n-65. Region III was advised

j that the Canadian Atomic Energy Control Board is going to " order" Noranda
Co. to return the contaminated material to the U.S.-

On June 7. RI!! received a phone call from Warrenton Refining Company who
demanded to kr.; who within the NRC was heading NRC's investigation of;

i the copper slag problem. RIII informed him that NRC was not conducting
an investigation and has no jurisdiction in this matter because the

: radioactive material is believed to be accelerator-producted. The Company
i representative indicated that it was his belief that it was a federal

problem because the energies of the accelerator that could have produced
the isotopes in question indicate that it is a DOE accelerator. When.

j RIII suggested that Warrenton Refining contact DOE, the representative ,

felt that it would be inappropriate to ask DOE to investigate a problem I4

i that might have been caused by one of their own facilities. |
' 4

The representative indicated that NRC could expect to receive a fornal j

request to investigate this matter signed by either the Governor or i

tAttorney General of Missouri.
!

ACTION: //
'

|

| DUE DATE:
'

:

i

:

!

1
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3. Letterkenny Amy Depot'- Tritium Contamination (Miller)

Surveys by the Letterkenny Army Depot Site Safety Office indicated that |
the entire radiographic facility-at the depot was contaminated with
tritium as a result of improper non-destructive examination of a tritium
light source. The light source was originally part of a range finder for
an artillery piece. As a consequence of the general contamination, the
radiographic facility was shut down innediately on April 14, 1988, and
isolated from personnel.

An investigation is being conducted by the Letterkenny Amy Depot.
Decontamination methods are expected to be detemined as part of the
investigation.

idn.
ACTION: Investigation on tritium contamination needed. IMAB to .

. ' 'detemine if current work by DOE will be satisfactory.

DUE DATE: 7/11/88

4. P-32 ingestion at New York University (SLITP) ( j
,

' .
'", SLITP to work with State of New York and City of New York to determine |

cause of incident. Case is being investigated as a poisoning. Case may i<

; p- be referred to AE0D as a potential for inclusion in the Abnormal )
! Occurrence Report. Region I to issue an updated PN with infomation 1

j received from New York City Police. Investigation still pending (7/11/88) )
'

! ACTION: / '

l

DUE DATE:

5. Houston Inspection Service (SLITP/AE00/SGTR) !
'

i

SLITP/AE00/SGTR to follow-up on reasons for Type B package failure and
any generic implications. SLITP to consider training for State personnel

' responding to event notifications to improve recognition of potentially
significant events. (7/11/88),

e, ' l,

ACTION: :,

..

DUE DATE:-
t

) >,

!
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FUTURE FOLLOW-UP EVENTS

4. Beloit Memorial Hospital - Teletherapy unit malfunction (AEOD)

On March 12, 1988, during a routine safety check following installation
of a new 5470 curie cobalt-60 source in a Picker C-9 teletherapy unit,
the licensee discovered that the source failed to return to its shielded
position. A service representative from the vendor was able to return
the source to its shielded position the next day. The cause of the
failure may have been a chip in the nylon pinion gear of the shuttter
drive mechanism.

AE00 to look at end-of-life product and prepare Commission Information
Paper (Benaroya) based on this item and other items discussed by
Nussbaumer.

DUE DATE: 8/88 |
l

2. Penn Inspection Company - Potential Overexposure to a Radiographic Source 1

(Miller)

On May 28, 1988, a Penn Inspection Company radiographer sought medical
attention to establish whether he had been overexposed to a 45 Ci
iridium-192 source. The State of Oklahoma and NRC were notified by the
Grady Memorial Hospital. The potential overexposure resulted from attempts
to return a stuck source to the camera. The radiographer was not using a
TLD, film badge, or pencil dosimeter at the time of the incident. On May
30 the licensee's owner reported that he and his consultant had reenacted
the incident and obtained worst-case dose estimates of 15.8 rems to the
hands, 2.6 rems to the gonads, and 1.1 rems to the whole body. An NRC
inspector, accompanied by a representative of the State of Oklahoma, was
to inspect the licensee's activities on May 31, 1988.

Region IV to seek possible assistance from 01 to interview individual.
'

This incident to be added to AEOD lists of events indicating potential
equipment end-of-life problems.

;

DUE DATE: 8/88

i
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OPERATIONAL EVENTS SCHEDULE'

.

$

White Flint 6B11 2:00 p.m.Monday, August 1, 1968; -

White Flint 6811 2:00 p.m.Tuesday, September 6, 1988 -

White Flint 6B11 2:00 p.m.Monday, October 3, 1988 -
1

White Flint 6B11 2:00 p.m.| Monday, November 7,1988 -

White Flint 6811 2:00 p.m.4 Monday, December 5, 1988 -
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BRIEFING SHEET

Scheduled: June 6, 1988
2:00 p.m. - White Flint North - 6 811

Subject:
Operational Events Briefing

Purpose of Briefina:
To brief Director. HMSS on Recent Operational Events.

Background Infonnation:
Monthly briefing to discuss significant events that
may have high visibility, generic implications, or
problems which will not be quickly resolved. Input
for this meeting was received from the Division of
Industrial and Medical Nuclear Safety.

OE, GPA, and AE00 have also been requested to provide
a summary of recent enforcement actions, events in
Agreement States and events being considered for the
Abnonnal Occurrence Report to Congress.

Handouts:
To be distributed at the meeting if necessary.

_ Enclosure: List of Events |

|

Invitees H. Thompson
R. Bernero
R. Cunningham
G. Sjoblom
J. Hickey

--Drepet "
:

L. Rouse
J. Swift
V. Miller

i
N. McElroy

.

i M. Lamastra
R. Burnett
C. MacDonald

.

,

M. Knapp3

R. Bangart*

J. Greeves
4
' R. Browning

OE E.' Flack
01 T. Gilbert |

: AE00 K. Black I

SLITP D. Nussbaumer
; NOTE:

THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETINGi

|;

|
!

._ _ _
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NEW EVENTS

1. Warrenton Refining Co. - Radioactive contamination found in smelted
copper slag (Miller)

/'jrA
'j^ Region III was advised on 5/19/88 that Warrenton Refining Company Shipped,.

e " , ,* two boxcars of copper slag to Noranda Co. in Toronto, Canada. Upon
,

-
/ arrival at Noranda Co., the slag was checked by a company representativec

for radioactivity and found to contain radioactive material including1 f

f g, e pt" Co-56. Co-57, Co-58, Co-60, Mg-54, and Zn-65. Region III was advised
Q) 8 that the Canadian Atomic Energy Control Board is going to " order" Noranda<,f[ i e' , Co. to return the contaminated material to the U.S.

V ,,, ' ACTION: /W + %. O r -~d ^>' . & " m ' ~^ ' /2 " ^ ' ' I"

DUE DATE: m

2. Midcoast Aviation - Excavation of possible contaminated drums (Rouse /LLWM)

On May 17, Region III was notified regarding the uncovering of 55-gallon
drums containing liquid material at Lambert International Airport near St. )

Louis, Missouri. The drums were uncovered during excavation for a new
hanger on May 6, 1988. During removal of the drums, some liquid leaked
onto the surrounding soul. The contaminated soil was contained, redrumed,
and sampled. The results indicated possible radioactive contamination
from thorium and/or radium. The EPA and Missouri radiological health
department were notified. On May 17, NMSS contacted DOE who is taking the
lead because the site may be part of the DOE program for cleaning up
contaminated sites in the vicinity of St. Louis. DOE and hRC were onsite
on 5/18/88, and excavation will not be reinitiated until DOE or NRC givesapproval.

' ACTION: i m w' .s e < " dum ' b-

DUE DATE: /g , g |
|

i

,

t
.

'
, ,

_.._ _ -_- - _ -_ __
- -



. . . .

.

. ..
,

*
A

-2-

4

3. Edlow International / Allied Chemical - Loss of UF cylinders during
6shipment (SGTR)

Region II was notified by Edlow International that the Dart Container
Lines ship, " America," was transporting eight 48Y UF cylinders from
France to Charleston, South Carolina when it encounthred high seas on May

,

5. This resulted in the loss overboard in international waters of one.,

cylinder and valve cover damage to others. The lost cylinder is probably
: floating. The lost and damaged cylinders were " empty" and contained only

three to five kilograms of natural uranium. A survey of the cylinders
upon arrival in Charleston did not detect any radioactive contamination.
The coast Guard is attempting to determine the location where the
cylinder was lost.;

ACTION: & (., A. ye m,-

DUE DATE: fp , ,

4. E.I. Dupont/NEN - Possible exposure to tritium in excess of regulatory
limits (Miller).

On May 4,1988, licensee representatives reported to Region I that a
chemist had accidentally injected herself with tritium, resulting in a
possible uptake in excess of regulatory limits. The incident occurred at
the licensee's Boston facility on May 2, 1988 and the injected material
included tritiated bromoacetic acid and tritiated water. The licensee
estimates that between 9 and 11 millicuries were injected into the
chemist's finger and that approximately one millicurie was in the fonn of
bromoacetic acid. The peak concentration of tritium measured in the
chemist's urine after the incident was 2,000 microcuries per liter, which
quickly decreased in subsequent samnles to 290 microcuries per liter.
The licensee estimates that the uptake was equivalent to an exposure of'

900 MPC-hours and that the d:,se commitment from the uptake is- v ' ,, approximately 2.3 rem.g
~ a .

e ACTION: yo p . , i. . . gfo,, y , y ,, $ s s ,, p ,, f
' l DUE DATE:

N,,o ,,s h,m',
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5. Welex(HalliburtonCompany)-Potentialneutronoverexposure(Miller)

The licensee was informed on May 3, 1988 by its personnel dosimetry
vendor that one of its em
res (ganna) and 105 rem (ployee's first quarter 1988 TLD's received 0.255neutron). The employee works on occasion with

' g 'Ip /;.'well icgging sources out of the Oklahoma City District Office.The
,

b licensee and the State of Oklahoma are investigating the cause of theI

'apIj//,fj apparent overexposure. No apparent reason for the high TLD reading has
been discovered, although improper wearing of the monitoring device has

i been mentioned as a possible reason for a portion of the dose. The4

; (et individual involved is undergoing medical tests.

ACTION: fy, 4, , , , y ,6.<

DUE DATE: l

g ,,
'

'

6. Penn Inspection Company - Potential Overexposure to a Radiographic Source
3 (Miller)

On May 28, 1988, a Penn Inspection Company radiographer sought medical
attention to establish whether he had been overexposed to a 45 Ci
iridium-192 source. The State of Oklahoma and NRC were notified by the

:
Grady Memorial Hospital. The potential overexposure resulted from attemptsi . f to return a stuck source to the camera. The radiographer was not using a# ', f
TLD, film badge, or pencil dosimeter at the time of the incident. On May ,

[., th' 30, the ifcensee's owner reported that he and his consultant had reenactedM '

;

./ # ,/ * the incident and obtained worst-case dose estimates of 15.8 rems to the
p# hands, 2.6 rems to the gonads, and 1.1 rems to the whole body. An NRC

inspector, accompanied by a representative of the State of Oklahoma, was.,

to inspect the licensee's activities on May 31, 1988.
% . e, i .: o .tr n .& t e -% a %d .y o

ACTION: [ jf g, ,, ,, ,s ggs

[ DUE DATE:
.

i JJ
1 7. EventsinAgreementStates(SLITP) 5 "" c' . -'

Te y p a,,s, s n ~s. , tu. d&rna, %., .u t, pw ( < d' d~'+

$ll10 'Is {allems - t y is/ Sfo<f N $0Luo *d thll'' w":

h 8. Status of Abnonnal Occurrence Reports (AE00)
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9.
RecentEnforcementActions(OE)

St. Louis University - Imposition of Civil Penalty - $6,000

Bridgeton Hospital, Bridgeton, NJ - Notice of Violation and Proposed{ Imposition of Civil Penalty - $1,250

Radiology and Nuclear Medicine. Inc., Tulsa, Oklahoma - Order Suspending
License and Order to Show Cause Why License Should Not Be Revokedi

Professional Service Industries, Inc. - Proposed Imposition of CivilPenalty - $500

_

Southern Ohio Coal Company - Proposed Imposition of Civil Penalty - $750

Osage Wireline Service - Imposition of Civil Penalties - $1.450

Finlay Testing Laboratories. Inc. - Settlement Agreement
'

Syncor Corporation - Enforcement for Multiple Misadministrations and
i

Proposed Modification to Enforcement Policy /;

/

1

,, * |
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FOLLOW-UP EVENTS

1. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination from
| Static Elimination Devices (Miller)
e

j On May 18, 1988, a Notice was signed by H.L. Thompson, NhSS W ariq
Sections III A and 8 of the Order to General Licensees dated February 18,

i I pr} 1P 6 1988. The Notice gives the licensees permission for continued use of 3M
ad ,, static elimination devices for a prescribed priod of time, provided that"

i

W'[d[(
certain conditions are met. The relaxation did not apply to devices usedi

in the production or packaging of food, beverage, phamaceutical, or|

cosmetic products.4

'

The Food and Drug Administration reported analyzing approximately 520
' samples and visiting 320 sites associated with the food, beverage,

phamaceutical, medical device, and cosmetic applicabons. No confimed,

.
evidence of product contamination was found in any ceses.

:
* y. n u% y t isin and n tt e ir e . s s s t ,

ACTION: jis a n , .) sn, .~< i , insung.

i DUE DATE:
:

2. Letterkenny Army Depot - Tritium Contamination (Miller)

Surveys by the Letterkenny Army Depot Site Safety Office indicated that
the entire radiographic facility at the depot was contaminated with
tritium as a result of improper non-destructive examination of a tritium;

light source. The light source was originally part of a range finder fori

; an artillery piece. As a consequence of the general contamination, the
i radiographic facility was shut down immediately on April 14, 1988, and

isolated from personnel.#

! An investigation is being conducted by the Letterkenny Army Depot.
Decontamination methods are expected to be determined as part of the .

investigation.
i

i Follow-up investigation for QA and reasons for personnel exposure. Plan to
bepreparedbyIMNS.(INNS /Rl) (6/6/88)e

''# '" 'Y * ^#g "W-"<ACTION: W^ s' ,$' ' v' A#

jt/w ! b / y w' WW QW|/< cr |vo cm.
DUE DATE: 4 % ggf

|
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3. Evenflo-Crator, Inc. - Incident involving Polonium-210 contamination
(Miller)

.

On April 19, 1988, Region I was notified by Evenflo-Crator, Inc. (a
manufacturerofplasticbabybottlesandsimilarproducts)of
contamination of products and their facility in Tionesta, Pa as a result
of the inadvertent destruction of a NRD static elimination device
containing polonium-210. According to the report, the NRD device had
fallen into a machine used to regrind plastic scrap accumulated from the
manufacture of plastic bottles.

The licensee centacted NRD on April 13, 1988 after discovery of the
incident, and hRD conducted surveys and decontamination. NRD will

.

dispose of waste from the decontamination effort and contaminated plastic'

| from produc* end edditional material used to ensure that the process line
was decontaminated.

An inspection by NRC Region I on April 21 indicated that additional4

contamination was present in at least two locations. These have now been
-decontaminated. Both the Food and Drug Administration and the US

! Consumer Product Safety Commission have been advised, and FDA visited the
' facility on April 20, 1988.
'

SLITP to follow-up to see that State notified about NRD not completely
clearing contamination. INMS/SLITP to check on license coverage of waste
disposal. (6/6/88)i

in <trad k~ du- tu~ %~wA'

DUE DATE:<

4. Beloit Memorial. Hospital - Teletherapy unit malfunction (AE00)
,

On March 12, 1988, during a routine safety check following installation
of a new 5470 curie cobalt-60 source in a Picker C-9 teletherapy unit.
the licensee discovered that the source failed to return to its shielded.

! position. A service representative from the vendor was able to return
the source to its shielded position the next day. The cause of the.

failure may have been a chip in the nylon pinion gear of the shuttter
drive mechanism.

: AE00 to look at end-of-life product and prepare Commission Information
Paper (Benarcya) based on this item and other items discussed by-

Nussbaumer. (8/88)
2

ACTION:

DUE DATE:

.

1
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5. P-32 Ingestion at New-York flaivar+f-ty (SLITP)

SLITP to work with State of New York and City of New York to detennine
cause of incident. Case is being investigated as a poisoning. Case may
be referred to AE00 as a potential for inclusion in the Abnormal
Occurrence Report. Region I to issue an updated PN with information
received from New York City Police. (6/6/88)
ACTION:

DOE DATE:

6. Houston Inspection Service (SLITP/AE00/SGTR)

: SLITP/AE00/SGTR to follow-u
any generic implications. (p on reasons for Type B package failure and*

6/6/88)

i ACTION: Sc i + 4 /s s t<- q 4, :M f.' o-o
| u s ia, .,. 1 , , w ;,;,., , ,

1 DUE DATE:
?
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OPERATIONAL EVENTS SCHEDULE I

|

s e hg II

does, day,JulyX1988 White Flint 6811 2:00 p.m. I-

'Monday, August 1, 1988 White Flint 6811 2:00 p.m.-

Tuesday, September 6, 1988 White Flint 6B11 2:00 p.m.-

Monday, October 3, 1988 White Flint 6811 2:00 p.m.-

Monday, November 7,1988 White Flint 6811 2:00 p.m.-

Monday, December 5,1988 White Flint 6B11 2:00 p.m.-

!

|

:

|

1

4

:

)

:

4

f
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H. inompsen 2'

' "
, R. Bernero

R. Cunningham
-. G. Sjoblom'

d

J. Hickey
'M.tCoeW

L. Rouse
V. Miller.; N. McElroy
M. Lamastra
R. Burnett
C. MacDonald

' N. Knapp
R. Bangart
J. Greeves
R. Browning
OE E. Flack

|

,

OI T. Gilbert
AE00 K. Black
SLITP D. Nussbaumer

,

|
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05/02/88 OPERATIONAL EVENTS UPDATE

:
i 1. Letterkenny Army Depot - Tritium Contamination (Miller)

; Surveys by the Letterkenny Army Depot Site Safety Office indicated that
j the entire radiographic facility at the depot was contaminated with
- tritium as a result of improper non-destructive examination of a tritium

light source. The light source was originally part of a range finder for
. an artillery piece. As a consequence of the general contamination, the

radiographic facility was shut down immiediately on April 14, 1988, and
i isolated from personnel.

. An investigation is being conducted by the LetterkMny Army Depot.
I Decontamination methods are expected to be determined as part of the
i investigation.

| ACTION: Follow-up investigation for QA and reasons for personnel exposure.
j Plan to be prepared by IMNS. (!MNS/RI)
;
'

DUE DATE: 6/6/88

l
,

'
2. 'Evenflo-Crator, Inc. - Incident involving Polonium-210 contamination l

4

(Miller)

On April 19, 1988, Region I was notified by Evenflo-Crator. Inc. (a*

manufacturer of plastic baby bottles and similar products) ofa

contamination of products and their facility in Tionesta. Pa as a result
! of the inadvertent destruction of a NRD static elimination device
. containing polonium-210. According to the report, the NRD device had
! fallen into _a machine used to regrind plastic scrap accumulated from the

manufacture of plastic bottles.
,

1

: The licensee contacted NRD on April 13, 1988 after discovery of the
incident, and NRD conducted surveys and decontamination. NRD will

i- dispose of waste from the decontamination effort and contaminated plastic |
from product and additional material used to ensure that the process line
was decontaminated.,

An inspection by NRC Region I on April 21 indicated that additional
contamination was present in at least two locations. These have now been4

decontaminated. Both the Food and Drug Administration and the US
Consumer Product Safety Connission have been advised, and FDA visited the!

facility on April 20, 1988.

ACTION: SLITP to follow-up to see that State notified about NRD not
completely clearing contamination. INMS/SLITP to check on license,

covarage of waste disposal.'

i

DUE DATE: 6/6/88
:

$
i

,- _
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3. EventsinAgreementStates(SLITP)

A. Teletherapy source failure due to broken spring. Patient overexposure
as a result of incident. State following up. SLTIP to evaluate
need for information notice and coordinate with FDA. AEOD to
consider a Commission Paper on "End-of-Life Problems." (8/88)

B. Transportation incident regarding medical research radioisotopes
on connercial aircraft.

4. Status of Abnorwal Occurrence Reports (AEOD)

ist Quarter 1988 Report now in preparation. Events likely to include'

j 3M Static Eliminators, and three misadministrations.

5. RecentEnforcementActions(OE)'

,

; OE provided summary of recent enforcement actions. OE to pursue revision !of enforcement policy to reflect severity levels for mislabeling of
pharmaceuticals.

]
4

|
.

f

|

>

s
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FOLLOW-UP EVENTS

1

] - 1. MinnesotaMining&ManufacturingCompany(3M)-Po-210Contaminationfrom
j Static Elimination Devices (Miller)
1

4 On April 21, 3M reported that 52.2% of the static elimination devices had
been returned. Of devices in the food, beverage, pharmaceutical, and

i cosmetic applications, 86.9% have been returned. Of those returned, i

i 1.89% were leaking greater than 5 nanocuries,

i On April 13, MMSS extended the date for 3M to file their response to the |
4 February 18, 1988 Order to Show Cause from April 18 to July 18, 1988.

|ACTION: IMS to give briefing on how to close out 3M Items
,

1

i DUE DATE: Meeting scheduled for 5/19/88 - 10:00 - 11:00 a.m.
1

2. Beloit Memorial Hospital - Teletherapy unit malfunction-(Follow-up - AE00,

i to examine for potential trend. Due Date: May 2, 1988)

On March 12, 1988, during a routine safety chr.ck following installation
; ;of a new 5470 curie cobalt-60 source in a Mcker C-9 teletherapy unit,

the licensee discovered that the source failed to return to its shieldedi

position. A service representative from the vendor was able to return
the source to its shielded position the next day. The cause of the.

i, failure may have been a chip in the nylon pinion gear of the shuttter
drive mechanism.,

l

ACTION: AE0D to look at end-of-life product and prepare Commission !
;'

Information Paper (Benareya) based on this item and other l

items discussed by Nussbaumer. !

DUE DATE: 8/88

|

3. Montana Resources Inc. - Lost Cesium-137 source (Followup - IMNS/LLWM
(Hickey) to check with Region IV on location of scrap to determine if the

| scrap went to a dealer that can be located. Due Date: May 2, 1988)
t 1

Montana Resources, Inc. reported a lost cesium-137 source at their Butte, i-

Montana, milling facilities. The missing source was used as a slurry j
! density gauge and had been initially installed in 1963. The present

source strength is estimated a 11 mci. The licensee suspects that the,

source was lost on the off shift of July 15, 1987, when a section of pipe
was removed that may have contained the gauge. It is theorized that the
gauge was then placed in a scrap dumpster and was either placed in an
onsite waste dump (which now has a 20 ft, dirt covering) or shipped to a
scrap metal dealer.i

ACTION: Item closed - No further action required by NMSS

i.
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4. P-32 Ingestion at New York University (SLITP)

. SLITP to' work with State of New York and City of New York to det3rmine
4 cause of incident. Case is being investigated as a poison'ng. Case may

be referred to AE0D as a potential for inclusion in the Atnormal*

Occurrence Report.

ACTION: Region I to issue an updated PN with information received<

from New York City Police.

DUE DATE: Report status at next OP meeting

5. Houston Inspection Service (SLITP/AEOD/SGTR) |

SLITP/AE00/SGTR to follow-up on reasons for Type B package failure
and any generic implications. (6/6/88),

I

1
'
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OPERATIONAL EVENTS SCHEDULE

honday, June 6, 1988 White Flint 6B11 2:00 p.m. |
-

Tuesday, July 5, 1988 White Flint 6811 2:00 p.m.-

Monday, August 1, 1988 White Flint 6B11 2:00 p.m.-

Tuesday September 6, 1988 White Flint 6B11 2:00 p.m.-

Monday, October 3, 1988 White Flint 6811 2:00 p.m. |-

Monday, November 7, 1988 White Flint 6811 2:00 p.m.-

Monday, December 5, 1988 White Flint 6811 2:00 p.m.-

|
|
|

|

I
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-f BRIEFING SHEET
e. t

,

.-

Scheduled: Monday, May 2, 1988
2:00 p.m. - White Flint North - 6 8 11

Subject: Operational Events Briefing !

Purpose of Briefing: To brief Director, NMSS on Recent Operational Events.

Background Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or
problems which will not be quickly resolved. Input

,

for this meeting was received from the Division of' .

' 'Industrial and Medical Nuclear Safety.

OE, GPA, and AE00 have also been requested to provi
a sunnary of recent enforcement actions, events in e
Agreement States and events being considered for the-
Abnormal Occurrence Report to Congress. '

Handouts: To be distributed at the meeting if necessary.

Enclosure: List of Events
! l

} ' Invitees H. Thompson
'

R. Bernero .

;> R. Cunningham jJ G. Sjoblom
t'

J. Hickey '

,

| 4 8t*Coel l

; L. Rouse
V. Miller, ,

.

| M. Lamastra
1 R. Burnett

' C. MacDonald
M. Knapp i
R. Bangart '

i J. Greeves i'

R. Browning
OE E. Flack i

4

; O! T. Gilbert
AEOD K. Black<

4 ;

SLITP D. Nussbaumer 1

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING

|

i

1 -

:

I*

, - - -
\
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NEW EVENTS

1. Letterkenny Army Bepet - Tritium Centaminatten (Miller)

Surveys by the Letterkenny Army Depot Site Safety Office indicated that
the entire radiographic facility at the depot was contaminated with
tritium as a result of improper non-destructive examination of a tritium
light source. The light source was originally part of a range finder for
an artillery piece. As a consequence of the general contamination, the
radiograpnic facility was shut down immediately on April 14, 1988, and
isolated from personnel.

An investigation is being conducted by the Letterkenny Anny Depot.
Decontamination methods are expected to be detennined as part of the
investigation. h t. w

-gw ma, s,on/ g.e .<,.ny ? a a n <a.+ r ? fo J,, << suma.,- Q,
a.

'

ACTISN: uM* " * ##' M# /' -~

r/r/n
~

m .. . , a fi n a t+ r<< % .l''' ' ) i n ,g,,a w m v
SUE BATE: J ! ,

.

2. Evenflo-Crator, Inc. - Incident involving Polonium-210 contamination
(Miller)

On April 19, 1988, Region I was notified by Evenflo-Crator, Inc. (a
manufacturer of plastic baby bottles and similar products) of
contamination of products and their facility in Tionesta, Pa as a result
of the inadvertent destruction of a NRD static elimination device
containing polonium-210. According to the report, the NRD device had
fallen into a machine used to regrind plastic scrap accumulated from the
manufacture of plastic bottles.

The licensee contacted NRD on April 13, ;988 after discovery of the
incident, and NRD conducted surveys and decontamination. NRD will
dispose of waste from the decontamination effort and contaminated plastic6

from product and additional material used to ensure that the process line
was decontaminated.

'

An inspection by NRC Region I on April 21 indicated that additional
contamination was present in at least two locations. These have now been
decontaminated. Both the Food and Drug Administration and the US
Consumer Product Safety Commission have been advised, and FDA visited the
facility on April 20, 1988..

'
ac, n o '<a is < <sra - % W"O-n saga. n

*

ACTION:_ u,u a a s ,,4
vv
w <a m ,:.t. u a to -e. .t. L s. e 1. t Am * f~ ~ .~.

m fu% * ({g no )s,

'/-hr DUE DATE: , aarn e,- p .n . c a u ( m e)
| ,_
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3. EventsitAgreementStates(SLITP)

4. Status of Abnonnal Occurrence Reports (AE00)
/

/ a /LM;

j

f5. Recent Enforcement Actions (OE)
,/

/
' i
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FOLLOW-UP EVENTS'

i

.StaticEliminationDevices(Miller)pany(3M)-Po-210Contaminationfrom
: 1. Minnesota Mining & Manufacturing Com

| On April 21, 3M reported that 52.2% of the static elimination devices had
] been returned. Of devices in the food, beverage, pharmaceutical, and
i cosmetic applications, 86.9% have been returned. Of those returned, ;

[ 1.895 were leaking greater than 5 nanocuries. '

.

On April.13 NMSS extended the date for 3M to file their response to the |
'

| February 18, 1988 Order to Show Cause from April 18 to July 18, 1988. l

ACTION:

DUE DATE: - .

<

I 2. Beloit Memorial Hospital - Teletherapy unit malfunction (Followup - AE0k , -
j to examine for potential trend. Due Date: t y 2, 1^^") B e.c M & Mr <wt
i 40 rwm ' '

| On March 12, 1988, during a routine safety check following installation
of a new 5470 curie cobalt-60 source in a Picker C-9 teletherapy unit.,

I the licensee discovered that the source failed to return to its shielded i

position. A service representative from the vendor was able to return |
|j the source to its shielded position the next day. The cause of the

| failure may have been a chip in the nylon pinion gear of the shuttter
! drive mechanism.

ACTION:
;

DUE DATE:j

i

! 3. Montana Resources. Inc. - Lost Cesium-137 source (Followup - INNS /LLIM
. (Hickey) to check with Region IV on location of scrap to determine if the
j scrap went to a dealer that can be located. Due Date: May2,1988)

Mantana Resources. Inc. reported a lost cesium-137 source at their Butte,i

; Montana, milling facilities. The missing source was used as a slurry
j density gauge and had been initially installed in 1963. The present
f source strength is estimated a 11 mC1. The licensee suspects that the

source was lost on the off shift of July 15, 1987, when a section of pipe
was removed that may have contained the gauge. It is theorized that the,

gauge was then placed in a scrap dumpster and was either placed in ani

onsite waste dump (which now has a 20 ft, dirt covering) or shipped to a;

scrap metal dealer.

; ACTION:

DUE DATE:

i'

. - . . _ - -_ . _ _ - -. . - .
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4. P-32 Ingestion at New York University (SLITP)

SLITP to work with State of New York and City of New York to determine
cause of incident. Case is being investigated as a poisoning. Case may
be referred to AE00 as a potential for inclusion in the Abnormal'

Occurrence Report.

ACTION:
'

DUE DATE:

:
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OPERATIONAL EVENTS SCHEDULE

:

Monday, June 6, 1988 White Flint 6811 2:00 p.m.-

Tuesday, July 5, 1988 White Flint 6811 2:00 p.m.-

Monday, August 1, 1988 White Flint 6811 2:00 p.m.-

Tuesday, September 6, 1988 White Flint 6811 2:00 p.m.' -

Monday, October 3,1988 White Flint 6811 2:00 p.m.-

Monday, November 7, 1988 White Flint 6811 2:00 p.m.
.

-

Monday, December 5,1988 White Flint 6811 2:00 p.m. ]
-

.
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l |

!
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GPERATIONAL EVENTS SCHEDULE

Monday. May 2, 1988 White Flint 6811 2:00 p.m.-

! Monday, June 6, 1988 White Flint. 6811 2:00 p.m.-

i Tuesday, July 5,1988 White Flint 6B11 2:00 p.m.-

Monday, August 1, 1988 White Flint 6811 2:00 p.m.-,
'

Tuesday. September 6, 1988 White Flint 6811 2:00 p.m.-

Monday, October 3, 1988 White Flint 6B11 2:00 p.m.-

; Monday, November 7, 1988 White Flint 6811 2:00 p.m.-

Monday December 5,1988 White Flint 6B11 2:00 p.m.-

:

i

j
r

i
i

! H. Thompson

| R. Bernero
R. Cunninghama

G. Sjoblom

M. HickeyJ;
u*

L. Rouse'

V. Miller'

M. Lamastra
R. Burnett;

i C.-MacDonald
M. Knapp

! J. Greeves
R. Browning-

OE E. Flack
01 T. Gilbertj
AE00 K. Black
SLITP 0. Nussbaumer

.

'
.

;

i

i

,

e

r

A

a

,
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APRIL 4. 1988 OPERATIONAL' EVENTS UPDATE
.

1. . American Telephone and Telegraph Technology System, Lee's Susmit MO -
Krypton-85 gas release from Tracer-Flo unit (Miller)

: On March 17, 1988, the licensee reported that a vacuum pump from one of
its two Tracer-Flo units failed, resulting in the release of approximately'

i-' 50 curies of Krypton-85 to the outside air. Reconstruction of the event
; revealed that only 2.63 curies were released rather than the initial
;' estimate. The eight processed film badges showed a maximum radiation

' dose of 60 millirems to one individual who was involved in the cleanup i

of oil and debris near the damaged vacuum pump. Radiation surveys by
,

j Region III on March 18 indicated no contamination remaining. '

i

ACTION: No Action necessary '

;

! 2. Beloit Memorial Hospital - Teletherapy unit malfunction (Miller)

On March 12, 1988, during a routine safety check following installation.

of a new 5470 curie cobalt-60 source in a Picker C-9 teletherapy unit,
the licensee discovered that the source failed to return to its shielded 1

position. A service representative from the vendor was able to return )
the source to its shielded position the next day. The cause of the !
. failure may have been a chip in the nylon pinion gear of the shuttter -

drive mechanism. I

ACTION: AE00 to examine for potential trend.
!

DUE DATE: May 2, 1988 !

3. Montana Resources, Inc. - Lost Cesium-137 source (Knapp)

Montana Resources, Inc, reported a lost cesium-137 source at their Butte, !

Montana, milling facilities. The missing source was used as a slurry
density gauge and had been initially installed in 1963. The present
source strength is estimated a 11 mci. The licensee suspects that the
source vas lost on the off shift of July 15, 1987, when a section of pipe
was rewived that may have contained the gauge. It is theorized that the
gauge was then placed in a scrap dumpster and was either placed in an
onsit's waste dump (which now has a 20 ft. dirt covering) or shipped to a
scrap metal dealer.

ACTION: LLW to check on location of scrap to determine if the scrap
went to a dealer that can be located.

DUE DATE: May 2, 1988

. .
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4. Multiple Licensees - Loss of Moisture / Density Gauges (Miller /SLITP)

A number of moisture / density gauges have been involved in incidents
involving ~ loss or theft. The licensees include Professional Services
Industries, Inc., in Oak Brook, IL, Soils Engineering Services, Inc.,
Shippany, NJ, Driggers Engineering Conpany, Clearwater, Florida, and
Alabama Highway Department Birmingham, Alabama. Three of these
incidents were in Agreement States.

ACTION: No action necessary

5. Events in Agreement States (SLITP)

a. Houston Inspection Service - Transportation incident involving
ejection of radiography source from camera.

DOT investigating failure of Type B package.
Referred to AE0D as a potential for inclusion in the Abnormal
Occurrence Report,

b. ICN Biomedicals Inc. - Loss of tritium gas.

No action necessary

c. Cintichem. Inc. - Contaminated individual leaving the facility.

RI investigating.

d. P-32 Ingestion at New York University

SLITP working with State of New York and City to determine
cause of incident. Case is being investigated as a posioning.
Case maybe referred to AE00 as a potential for inclusion in the
Abnormal Occurrence Report.

6. Status of Abnormal Occurrence Events (AE00)

AEOD provided of sunnary of reports.

7. Recent Enforcement Actions (OE)

OE was not represented.

.
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; NOTE TIME CHANGE

!
BRIEFING SHEET

.

+

!

j Scheduled: Monday, April 4, 1988
'

10:00 k.m. - White Flint North - 6 8 11

Subject: Operational Events Briefing

Purpose of Briefing: To brief Director, NMSS on Recent Operational Events.

.|

Background Information: Monthly briefing to discuss significant events that
'may have high visibility, generic implications, or

problems which will not be quickly resolved. Input
for this meeting was received from the Division of
Industrial and Medical Nuclear Safety.

OE, GPA, and AE00 have also been requested to provide |
a summary of recent enforcement actions, events in '

Agreement States and events bei:19 considered for the
Abnormal Occurrence Report to Congress.

Handouts: To be distributed at the meeting if necessary,

l
Enclosure: List of Events |

Invitees H. Thompson
R. Bernero
R. Cunningham
G. Sjoblom

Y. HickeyJ
400h ,

L. Rouse
V. Miller
M. Lamastra
R. Burnett
C. MacDonald
M. Knapp - [ 6,m
R. Browning
OE E. Flack
01 T. Gilbert
AEOD K. Black
SLITP D. Nussbaumer

i

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING

-- . . -. . -- - - . . .
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NEW EVENTS

1. American Telephone and Telegraph Technology System, Lee's Sununit, MO -
Krypton-85 gas release from Tracer-Flo unit (Miller)

On March 17, 1988, the licensee-reported that a vacuum pump from one of
its two Tracer-Flo units failed, resulting in the release of approximately
50 curies of Krypton-85 to the outside air. Reconstruction of the event
revealed that only 2.63 curies were released rather than the initial
estimate. The eight processed film badges showed a maximum radiation
dose of 60 millirems to one individual who was involved in the cleanup

i

of oil and debris near the damaged vacuum pump. Radiation surveys by !
Region III on March 18 indicated no contamination remaining. '

ca up n tJ * > wsr s u. w w ta .~ r .,, n . < .. n!.
,

man.' <to a . tosetu .uu m
- e

DUE DATE:

2. Beloit Memorial Hospital - Teletherapy unit malfunction (Miller) l
|

On March 12, 1988, during a routine safety check following installation
of a new 5470 curie cobalt-60 source in a Picker C-9 teletherapy unit,
the licensee discovered that the source failed to return to its shielded

'h
- position. A service representative from the vendor was able to retu m

the source to its shielded position the next day. The cause ci the
Ice- CgA failure may have been a chip in the nylon pinion gear of tN shuttter

drive mechanism.
gov.~1 .u ted.. c . x. yr ,, -c a r<.. - .t m,va. a c e w % er w

ACTION: r. o y ,a - f.ees, . .* e w c ewd 4 eM4 4 74< ~ <~ q v'aJ<
u cu ~W pr v~ -en.g a rvgm

3. Montana Pesources, Inc. - Lost Cesium-137 aource (Knapp)

Montana Resources, Inc. reported a lost cesium-137 source at their Butte,
Montana, milling facilities. The .nissing source was used as a slurry
density gauge and had been initially installed in 1963. The present
source strength is estimated a 11 mCf. The licensee suspects that the
source was lost on the off shif t of July 15, 1987, when a section of pipe
was removed that may have contained the gauge. It is theorized that the
gauge was then placed in a scrap dumpster and was either placed in an
onsite waste dump (which now has a 20 ft. dirt covering) or shipped to a
scrap metal dealer.

Mh naae, W c.an < ta u y a r sy si n A r.' fav ,, n t, ~ . '

ACTION: 4 ,,x

'

E ""DUE DATE: "" '" ~ "''
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4. Multiple Licensees - Loss of Moisture / Density Gauges (Miller /SLITP)

A number of moisture / density gauges have been involved in incidents
involving loss or thef t. The licensees include Professional Services
Industries, Inc., in Oak Brook, IL, Soils Engineering Services, Inc.,
Shippany, NJ, Driggers Engineering Conpany, Clearwater, Florida, and
Alabama Highway Department, Bimingham, Alabama. Three of these
incident were i AgrementStges. ,, m j

,

' ' ' "~ ^ ' *ACTION: '""oca -4

DUE DATE:

5. Events in Agreement States (SLITP)

a. Houston Inspection Service - Transportation incident involving,

ejection of radiography source from camera.,

(ur c',,,..si,u,it. p n.-.s it,an,ea, wr.& s ..n . he '. 4<a '~ T
1 ~ T'3 7, ,,

< o ps . , , :. s: o < ~ w w. . tu e m; ,

b. ICN Biomedicals Inc. - Loss of tritium gas,
i w ,, ..., * t. es . e.sa , . ,.- i c~ aee . s+ n J qt..'G su A
j 4,. 5 flavs M PC

c. Cintichem, Inc. - Contaminated individual leaving the facility.
,

. e, p .-, t ....e.,<...,
i

6. Statt.s of Abnomal Occurrence Events (AE00) ? '' -
.

-1,e ,:,,
'

f ( .b| ,fg A

7. Recent Enforcement Actions (OE) ,,,<c a,.+

|' :) (. s r . .? C.s .o .'t o : f.- fr***

1} { n . pa, . % .m b e - . 4,

2

1

bn y ',(a4 Za / _m .,
,f t~ L w ps h ee CQ u U V LJ
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FOLLOW-UP EVENTS
,

,

1. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamiration from
Static Eliminator Devices (Miller) ;

Orders were issued on February 18, 1988, to 3M and the general licensees
using Po-210 3M static elimination devices, which called for the
immediate suspension of use and recall of the devices. Exceptions have

,

been issued on the basis of workplace safety for a number of companies by !

both agreement states and the NRC. ;

On March 21, 1988, a memorandum to the Commission responded to the Staff
Requirements Memorandum concerning the briefing held on February 18,
1988. The memorandum presented information on other manufacturers of-
polonium-210 static elimination devices (NRD and a company that uses NRD
foils), coordination with the International Atomic Energy Agency, and
steps being taken to ensure protection of the public health and safety.

On March 18, 1988, a Brookhaven National Laboratory (BNL) scientist
presented a briefing concerning BNL's investigation into failure of the
devices at Ashland Chemical Company's Easton plant. The report concluded
that (1) imperfect microspheres appear to have been manufactured, (2)
rough handling may cause loosening of microspheres, and (3) the epoxy
binder used in the manufacture may not be suitable for the conditions of
use.

ACTION:

DUE DATE:

,

2. Allied Signal Corporation - Spills of Uranium (Rouse)

IMSS to followup discussions on uranium spills at the Allied UF
6conversion facility in Metropolis, 11. Spills involved uranium oxides

from a calciner and UO /UF from a hydrofluorinator.
2 4

ACTION:

DUE DATE:

3. Sequoyah Fuels Corporation - Overfilled Cylinder (Rouse)

IMSB to followup DOE actions on overfilled depleted UF cylinder received
by Sequoyah Fuels for use in the UF to UF process. E was to conduct
an investigation and obtain an exem,ption fhom DOT for return of the
cylinder.

ACTION:

DUE DATE:1

-
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OPERATI0t:At EVENTS SCHEDULE,

Monday, May 2, 1988 White Flint 6B11 2:00 p.m.-

Monday, June 6, 1988 White Flint 6811 2:00 p.m.-

Tuesday, July 5, 1988 White Flint 6B11 2:00 p.m.-

Nonday, August 1, 1988 White Flint 6811 2:00 p.m.-

White Flint 6B11 2:00 p.m.Tuesday. September 6, 1988 -

White Flint 6811 2:00 p.m.Monday, October 3, 1988 -

White Flint 6B11 2:00 p.m.Monday, Nove.bar 7,1988 -

Monday, Drcember 5, 1988 White Flint 6811 2:00 p.m.e -

.
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03/07/88 OPERATIONAL EVENTS UPDATE

i
j 1. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination from
; Static Eliminator Devices (Miller)

i Orders were issued on February 18, 1988, to 3M and the general licensees
; using Po-210 3M static elimination devices, which called for the inmediate
i suspension of use and recall of the devices. The recall was initiated

because data uncovered in the preceeding weeks by field st rveys hadi

| revealed widespread evidence of the uncontrolled release of radioactive
; material from these devices in ordinary use. The recall of devices is
j now underway, and the impact on users of the devices is expected to be
j substantial. The order to 3M also included an order to show cause why
' License No. 22-00057-32G should not be revoked in its entirety and thy

License No. 22-00057-06 should not be revoked to the extent that it
}

authorizes manufacturing of static elimination devices containing Po-210.
4
1 ACTION: SLITP to track Agreement States for responses to survey.

NMSS to prepare response to SRM dated February 25, 1988.'

! DUE DATE: March 25, 1980 to SECY, to NMSS Director 3/10/88, to EDO
; 3/18/88

:

2. Allied Signal Corporation - Spills of Uranium (Rouse)

! On February 6,1988, Allied infomed the NRC of an uranium spill and the
UF conversion facility in Metropolis, IL. The' incident involved about- g
300 pounds of uranium oxides that leaked past a metal seal in the calciner.
The spill resulted when an operator failed to teminate ore feed to the"

i
calciner during a production shutdown. Production shutdown situations

- will be more frequent because Allied has placed the facility on a 10 day
on 4 day off production schedule.

; On February 28. Allied informed the NRC that approximately one pound of
~ uranium in the fom of UO,/UF, had leaked from a crack in a hydrofluorinator
i shell into the hydrofluortnator cooling air, which exhausts outside the
' plant. The release mechanism was identified after two consecutive elevated

air samples. Surveys showed the maximum contamination spread to be about
j 25 feet from the feed material building. The nearest site boundary is ,

several hundred feet from the release point..
;

ACTION: IMSB to provide R. Bernero with trip report on upcoming inspection
j and comparison of Sequoyah Fuels and Allied Chemical.

00E DATE: April 4, 1988
i
,

I

e

|
#
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] 3. V. A. Edward Hines, Jr. Medical Center - Order to Show Cause (Miller / Flack)
f

On February 25, 1988, an Order to Show Cause Why License Should Not Be
,

' Modified. Effective Immediately, was issued to V. A. Edward Hines Medical
Center. This Order imposed verification requiremer.ts before a certain'

; technologist administers any licensed material. The Order also imposed a
reporting requirement as to the technologist's performance in radiological<

,

,
activities. The action was based on a technologist injecting a patient '

j with a second agent in an effort to cover up a mistake and his subsequent
false statements to VA and NRC personnel.

ACTION: None - Department of Justice Case

DUE DATE: N/A |

i 4. Sequoyah Fuels Corporation - Overfilled Cylinder (Rouse)

! On February 29, Sequoyah Fuels Corporation (SFC) reported that it had
depleted uranium cylinder at its

received an overfilled Model 48G UF,inder, which had been received in|
facility in Gore, Oklahoma. The cyTs

recent months from the DOE Paducah plant as feed for SFC's UF to UF
process line, war determined to be about 3,300 pounds ovenveihht whe8
weighed in preparation for processing. After confirming the weight

i measurement, the cylinder was returned to storage and DOE was promptly
j notified. DOE's contractor, Martin-Marietta, is in contact with SFC. As

of March 1,1988, no decision had been made by DOE on actions to be taken.i

DOE is reviewing records and has verbally notified other sites that have
cylinders. This included Carolina Metals, a

been shipped depleted UF, hat processes UF:
South Carolina licensee t to UF . SLITP has notified

6 4the State of South Carolina of the matter

.

ACTION: DOE to conduct investigation. DOE to obtain exemption for
| return of cylinder from Sequoyah.

OUE DATE: N/A.

:

1

5. Kerr-McGee Refining Corporation - Possible Radiography Overexposure;

(Miller)4

The potential radiation exposure of two welders at the Wynnewood, Oklahoma
j

refinery (PNO-IV-88-15) has not yet been resolved. Thermoluminescent !4

dosimeters obtained f rom INEL were used to measure exposure rates inside )
.

the pipe where the welders may have been exposed. Also, blood sample kits I
i are being sent from Oak Ridge Associated Universities to Oklahoma in order

to make cytogenetic analyses of the potentially exposed individuals.

ACTION: Region IV to follow-up with welders.

clue DATE: N/A
,

,

T
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6. Status of Abnormal Occurrence Events (AE00)

AE00 unable to attend.

7. Events of Interest in Agreement States (SLITP)

1. Leaking Cs Source manufactured by 3M
2. Albert Einstein Medical Center --P-32 Contamination and potential

ingestion
3. University of Toledo - Storage of radium in basement of building

8. Recent Enforcement Actions (OE)
!

Sumary was provided on 11 Enforcement Actions taken during February. j

9. LLWM Items

1. Letter to DOE on accountability for Greater-than-Class C Waste
signed 3/4/88.

2. Lucky Mack Uranium Mill shutdown. Shirly Basin mill remains as
the only fully operating facility.

i

4

1

4

- _ ______n ___ _ _ _ _ _ _ ._ _ _ _ _ _ _ __ _ .___
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,

i OPERATIONAL EVENTS MEETING

i
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_ BRIEFING SHEET

Scheduled: Monday, March 7, 1988
10:30 a.m. - White Flint North - 6 B 11

- Subject: Operational Events Briefing

Purpose of Briefing: To brief Director NMSS on Recent Operational Events.
i

LBackground Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or
problems which will not be quickly resolved. Input
for this meeting was received from the Division of
Industrial and Medical Nuclear Safety.

4 OE, GPA, and AE00 have also been requested to provide
a summary of recent enforcement actions, events in |

'

Agreement States and events being considered for the
Abnormal Occurrence Report to Congress.

:

Handouts: To be distributed at the meeting if necessary.

Enclosure: List of Events

Invitees H. Thompson ,

IR. Bernero,

R. Cunninghami

G. Sjoblom
J. Hickey

.aW:Geela
L. Rouse
V. Miller
M. Lamastra
R. Burnett
C. MacDonald
M. Knapp i

R. Browning
OE E. Flack
0! T. Gilbert
AE0D K. Black
SLITP D. Nussbaumer

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING

t
i

_ _ _ _ _ _ __ _ _ . _ _ _
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NEW EVENTS

: .

!

! 1. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination from g ,.A
Static Eliminator Devices (Miller) p m.c p'

f
#"#

(~ ' '# Orders were issued on February 18, 1988, to 3M and the general licensees S""#$,$ #*'' ~ using Po-210 3M static elimination devices, which called for the inmediate&
suspension of use and recall of the devices. The recall was initiated*. , M

4 ,# y
, I because data uncovered 'in the preceeding weeks by field surveys had Al Mp

revealed widespread evidence of the uncontrolled release of radioactive /=/w "
l I '/ F material from these devices in ordinary use. The recall of devices is- %

.

#*,~#. now underway, and the impact on users of the devices is expected to be
j Jd " , , , ' , substantial. The order to 3M also included an order to show cause why

i,, License No. 22-00057-32G should not be revoked in its entirety and why' rjepf g. 4 License No. 22-00057-06 should not be revoked to the extent that it
c*'N' s,.#=>9,., authorizes manufacturing of static elimination devices containing Po-210.

'

W* rup a -c. mv a.n . m ua n ,,, a y g, m,
j f . , p \ ACTION: eaut imu ,M ae . , w ,,g. m., c,u ,, s,u p rt; 4,

}.h!
~ # ' '

DUE DATE:o'g /, d .'

11' 7s

), oV 2. Allied Signal Corporation - Spills of Uranium (Rouse)

! On February 6,1988. Allied infomed the NRC of an uranium spill and the
! UF conversion facility in Metropolis, IL. The incident involved about

306 pounds of uranium oxides that leaked past a metal seal in the calciner.
; The spill resulted when an operator' failed to terminate ore feed to the
! calciner during a production shutdown. Production shutdown situations
; will be more frequent because Allied has placed the facility on a 10 day
! on 4 day off production schedule.

n- n
!
| On February 28 Allied informed the NRC that approximately one-pound,of

uranium in the form of UO,,/UF had leaked from a crack in a hydrofluorinator
shell into the hydrofluortnat8r cooling air, which exhausts outside the3

1 plant. The release mechanism was identified after two consecutive elevated
air samples. Surveys showed the maximum contamination spread to be about

i 25 feet from the feed material building. The nearest site boundary is
i several hundred feet from the release point.

ACTION: - k *b 6mm m W we do wh G M O l S't ~ r= L
7ca w w t. n w a s .u ar w

] DUE DATE: . p_ , ,ta 4a4,,- a 7,,y og y,yy2, ey ou
;
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*
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3. V. A. Edward Hines, Jr. Medical Center - Order to Show Cause (Miller / Flack)

# [*# On February 25, 1988, an Order to Show Cause Why License Should Not Be
Modified. Effective lamediately, was issued to V. A. Edward Nines Medical

9 d Center. This Order imposed verification requirements before a certain'/y technologist administers any licensed material. The Order also imposed a-

reporting requirement as to the technologist's performance in radiological
activities. The action was based on a technologist injecting a patient
with a second agent in an effort to cover up a mistake and his subsequent
false statements to VA and NRC personnel.

ACTION: pu g j a g oor

DUE DATE: n/p |

6e , 4. Sequoyah Fuels Corporation - Overfilled Cylinder (Rouse)
,b

f,/y'jN On February 29. Sequoyah Fuels Corporation (SFC) reported that it had
cr received an overfilled Model 48G UF depleted uranium cylinder ct its5p / 4

'

4 facility in Gore, Oklahoma. The cy inder, which had been received in1

P < > e/
%,[)

recent months from the DOE Paducah plant as feed for SFC's UF to UFt
/', processline,wasdeterminedtobeabout3,300poundsoverweihtwhe8

M P, weighed in preparation for processing. After confirming the weight
/j 'p,Yg :( measurement, the cylinder was returned to storage and DOE was promptly

#p+g notified. DOE's contractor, Martin-Marietta, is in contact with SFC. As
6,/ ji of March 1,1988, no decision had been made by DOE on actions to be taken.

DOE is reviewing records and has verbally notified other sites that have
been shipped depleted UF cylinders. This included Caroline. Metals, ag
South Carolina licensee that processes UF to UF . SLITP has notified

4the State of South Carolina of the matter,

1 Deex. Deu.w .( et4. cru t. t t.d' tgssdut sa a f $ FC
'

j ACTION:

DUE DATE:

,!

: 5. Kerr-McGee Refining Corporation - Possible Radiography Overexposure
j (Miller)

The potential radiation exposure of two welders at the Wynnewood, Oklahoma-

refinery (PNO-IV-88-15) has not yet been resolved. .Thermoluminescent
dosimeters obtained from INEL were used to measure exposure rates inside |

the pipe where the welders may have been exposed. Also, blood sample kits !
Iare being sent from Oak Ridge Associated Universities to Oklahoma in order

to make cytogenetic analyses of the potentially exposed individuals.
7tn'< sd 4 M ew. u.s 44 |tk ce, -c. & .<ecans n,

WU EL *0 Nkf!'fgQ. $$. [pfde. "'cs*< M
'

DUE DATE: 4ddu,

i
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OPERATIONAL EVENTS SCHEDULE

I

Monday April 4, 1988 White Flint 6811 2:00 p.m.-

Monday, May 2, 1988 White Flint 6B11 2:00 p.m.-

Monday, June 6, 1988 White Flint 6811 2:00 p.m.-

White Flint 6B11 2:00 p.m.Tuesday, July 5, 1988 -

White Flint 6811 2:00 p.m.Monday, August 1, 1988 -

White Flint 6811 2:00 p.m.Tuesday. September 6, 1988 -

White Flint 6811 2:00 p.m.Monday, October 3,1988 -

White Flint 6811 2:00 p.m.Monday, November 7, 1988 -

White Flint 6B11 2:00 p.m.Monday, December 5, 1988 -

Ad L euk
. . ;
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BRIEFING SHEET

Scheduled: Tuesday, February 2, 1988 (NOTE DATE CHANGE)
10:30 a.m. - White Flint North - 6 11

Subject: Operational Events Briefing

Purpose of Briefina: To brief Director, NMSS on Operational Events in the
Office.

Background Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or
problems which will not be quickly resolved. Input
for this meeting was received from the Division of
Industrial and Medical Nuclear Safety and the
Division of Safeguards and Transportation.

GPA and AE00 have also been requested to provide a
summary of events in Agreement States and events |

being considered for the~ Abnormal Occurrence Report
to Congress.

Handouts: To be distributed at the meeting if necessary.

Enclosure: List of Events

Invitees H. Thompson -

R. Bernero
R. Cunningham
G. Sjoblom,

J. Hickey,

MW'

; .. Rouse
i V. Miller'

M. Lamastra
' R. Burnett
i C. MacDonald

M. Knapp
i R. Browning

OE E. Flack,

01 T. Gilbert
AE00 -K. Black
SLITP D. Nussbaumer

| NOTE: Tile PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING

i

|
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TENTATIVE SCHEDULE FOR FUTURE MSS OPERATIONAL EVENTS 8RIEFINGS

Monday, March 6, 1988 White Flint 2:00 p,,,-

Monday, April 4, 1988 White Fitnt 2:00 p.m.-
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NEW EVENTS

.

I 1. Ashland Chemical Company - Po-210 Contamination from Static Eliminator
(Miller).

On January 22, 1988, Ashland Chemical Company's (ACC) radiation safety.

: consultant notified NRC's Region I office of the detection of alpha
i contamination of worker clothing at its electronic chemicals packaging
i plant in Easton, Pennsylvania. Contamination was also detected in the

plant areas in the vicinity of Minnesota Mining and Manufacturing Company
: (3M) high pressure static elimination air guns. Contamination was also

detected at ACC's facility in Dallas, Texas.'

The NRC has established an AIT to investigate the incident, and has
issued an order to 3M regarding the static eliminators.t

r,v. n t er 1m % /s ! ur? <mu A dc &~ tuha + d su A l''A
ACTION:; y ,, w ,, a aun . tub,, a<+ w w%<

) DUE DATEl" # # "" #" #

1 Nie

2. West Valley Demonstration Project - Welding QA Problem in High Level
Waste Transfer Piping (Rouse)-

,,

* "\p.,M , P'#2 During a pre-startup inspection conducted by Region I the first week of,. g-

| January, 1988, quality assurance problems with the radiography of weldseg l,,,,'Pp / for the high-level waste transfer piping were discovered. The transfer
d e piping is triple-walled and buried underground; it was not possible toe

0:' j # ,' p '"
# see any welds directly. The inspector examined a random sample of the;

# radiographs of welds on the innermost pipe and found numerous codeM ,, '/ violations in the radiography. There was no code requirement
: rl' /#y* e radiograph welds on the outer two pipes, but those pipes were,tosubjected,, $

# v *, * p ', ,*''A to other required tests. The inspector did not find evidence of bad
p * '' 6'' / welds in the radiographs, but the radiography itself was inferior to that

i +1 j ,j y- normally required for nuclear plant work. This matter was discussed withl
I r DOE at the site and DOE has started an investigation.

h DOE is evaluating all radiographs of the pipe to assess the welding and
i r determine if the piping is suitable for intended service and is to keep
; the NRC informed of its actions. The staff will evaluate DOE findings

and proposals.

p m u TE cn a p*a. p + =ACTION: p,

DUE DATE: N/A

-
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3. Combustion Engineering, Inc. - Drug Use Allegation (Rouse)

In response to previous allegations and actions be Region I, evidence of
drug use onsite was uncovered at the Combustion Engineering, Inc.'

facility at Windsor, Connecticut. Region I is presently requesting
Combustion Engineering management to establish and implement a policy to,

i dwter further drug use at the facility, and provide some assurance that
j the policy and implementation is adequate.
i w w,,~ w a , & w ,, ~ % w e, a,a a en ; ,,s ,s s;,,
~ ACTION: nu wa AA, 3,~ y N, e s /. ,an k s rar% y og a

n pu% w un
DUE DATE: 4

m

4 ., Transnuclear, Inc. (Burnett)
'

Recently, the NRC learned that West German authorities had suspended the
transportation licenses of Transnuklear (FRG), part owner of
Transnuclear, Inc. (US), because of charges of illegal shipments of,

nuclear waste between the FRG and Belgium and financial irregularities.
4_ NRC also learned that these authorities have suspended the operating
. licenses of NUKEM in Hanau, FRG, the part owner of Transnuklear (FRG),
'

for the same reasons. While the primary charges reported relate to'-

Transnuklear's and NUKEM's nuclear waste handling operations, West German-

' officials are also investigating allegations that the firms have been
i involved in illegal shipments of nuclear material to Libya and Pakistan.

U.S. Government authorities continue to investigate this matter and are
awaiting receipt of official reports from responsible governmental
authorities in Europe.

.

In view of Transnuclear, Inc.'s (US) current authorizaticns under NRC
export licenses to ship nuclear material from the U.S. to the FRG
(including to NUKEM) and its connections with the FRG companies whose
licenses have been suspended, these developments raise questions,

concerning the continued reliability of Transnuclear, Inc., (US) as a
shipper and exporter of nuclear material.

,

1 ACTION: sly danni pe, Qmih 2 2'au.w w,/~,
3 DUE DATE:

N/A

;|
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5. Status of Abnormal Occurrence Events (AE00) !
l

AEOD to provide briefing on status of events presently under
consideration for the quarterly Abnormal Occurrence Report to Congress.

% w Lo bs - pewes suwd. n has~ het 4~-h >'
ACTION: g , , ,,s ,, g,,; , g g, ,,

[E%<IrDAM"-*#jDUE DATE:

6. Events of Interest in Agreement States (SLITP)

SLITP to provide briefing on status of events in Agreement states for
activities similar to those regulated by the NRC for non-agreement states.

ACTION: S t<o, h 44 c -+ u. e<. ,~ r* v as h.c ~
,

DUE DATE:

le
Tw- <s run 7. ap .u r e s 4,1 n<v uar ~ L w< ,- p urc,, , ,, |

r < >U* * * * *'_ pjin - eks s y< <.n :s- ac
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FOLLOW-UP EVENTS

1. Brazilian Cs-137 Contamination From Teletherapy Source (Nussbaumer)

ACTION: R. Greeves (LLWM) to' prepare a letter to DOE requesting
assistance for criteria for disposal of greater than class C
waste.

DUE DATE: 2/1/88 I

a I

a

4' d[b8 WL&b*
14[ M

UCL .ccw ra c e s t u n+T. (a w &<e m p , p a z. ,y w wc |r.

- tP, Adt up 6 , itw t w ,,z peg 04w , e ar
l
1

04) 4 A tt rt 3/sitt +L4 7 & m db 5 &* CLs l,
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TENTATIVE SCHEDULE FOR FilTURE NMSS OPERATIONAL EVENTS BRIEFINGS
\
1

j Monday, March 7, 1988 White Flint 6811 2:00 p.m.-

~

Monday. April 4. 1988 White Flint 6811 2:00 p.m.-
.
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I 02/02/88 OPERATIONAL EVENTS UPDATE

!

.
1. Ashland Chemical Company - Po-210 Contamination from Static Eliminator

; (Miller)
i

; On January 22, 1988, Ashland Chemical Company's (ACC) radiation safety
1 consultant notified NRC's Region I office of the detection of alpha'

contamination of worker clothing at its electronic chemicals packaging
plant in Easton, Pennsylvania. Contamination was also detected in the'

i plant areas in the vicinity of Minnesota Mining and Manufacturing Company
! (3#) high pressure static elimination air guns. Contamination was also

,

} detected at ACC's facility in Dallas, Texas. |

The NRC has established an AIT to investigate the incident, and has,

j issued an order to 3M regarding the static eliminators.
]

I
ACTION: Daily highlights will be provided by IM08 as incident develops. |

DUE DATE: N/A
e-

2. West Valley Demonstration Project - Welding QA Problem in High Level
Waste Transfer Piping (Rouse)

During a pre-startup inspection conducted by Region I the first week of
January,1988, quality assurance problems with the radiography of welds
for the high-level waste transfer piping were discovered. The transfer
piping is triple-walled and buried underground; it was not possible to
see any welds directly. The inspector examined a random remple of the
radiographs of welds on the innermost pipe and found nume. Ms code
violations in the radiography. There was no code requirement to-

radiograph welds on the outer two pipes, but those pipes were subjected
to other required tests. The inspector did not find evidence of bad
welds in the radiographs, but the radiography itself was inferior to that
normally required for nuclear plant work. This matter was discussed with I
DOE at the site and DOE has started an investigation. j

DQE is evaluating all radiographs of the pipe to assess the welding and
determine if the piping is suitable for intended service and is to keep |
the NRC informed of its actions. The staff will evaluate DOE findings 1

and proposals.

ACTION: RI to follow DOE activities, possibly to include futher
Inspection. |

DUE DATE: N/A

w
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| 3. Combustion Engineering, Inc. - Drug Use Allegation (Rouse)

In response to previous allegations and actions be Region I, evidence of
I drug use onsite was uncovered at the Combustion Engineering, Inc.

facility at Windsor, Connecticut. Region I is presently requestingi

Combustion Engineering management to establish and implement a policy to
deter further drug use at the facility, and provide some assurance that

i the pclicy and implementation is adequate.
2

i ACTION: Region I to follow licensee actions for policy implementation.'

] SGTR to factor event into Fitness for Duty Rulemaking.

:j DUE DATE: N/A
;

) 4. Transnuclear, Inc. (Burnett)

Recently, the NRC learned that West German authorities had suspended the
] transportation licenses of Transnuklear (FRG), part owner of
! Transnuclear, Inc. (US), because of charges of illegal shipments of
i nuclear waste between the FRG and Belgium and financial irregularities. *

NRC also learned that these authorities have suspended the operating),licenses of NUKEM in Hanau, FRG, the part owner of Transnuklear (FRG
' for the same reasons. While the primery charges reported relate to
; Transnuklear's and NUKEM's nuclear waste handling operations, West German
; officials are air.o investigating allegations that the firms have been
: involved in illegal shipments of nuclear material to Libya and Pakistan.
' U.S. Government author', ties continue to investigate this matter and are

awaiting receipt of official reports from responsible goverrwental
: authorities in Europe.
:

In view of Transnuclear, Inc.'s (US) current authorizations under NRC
.

export licenses to ship nuclear material from the U.S. to the FRG
(including to NUKEM) and its connections with the FRG companies whose4

; licenses have been suspended, these developments raise questions
'. concerning the continued reliability of Transnuclear, Inc., (US) as a

shipper and exporter of nuclear material.

ACTION: GPA to issue Demand for Information Letter to Transnuclear, Inc.
I

DUE DATE: N/A

5. Status of Abno?nal Occurrence Events (AE00)
'

AE00 to provide briefing on status of events presently under
consideration for the quarterly Abnormal Occurrence Report to Congress.

;

3rd Quarter CY 1987 - Tracer Labs - Possible revocation of license-

| Ard Quarter CY 1987 - Wright-Patterson
Case Western Reserve University

;
, ,- - . , - - - , , - . - - , , . . , ,
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| 6. Events of Interest in Agreement States (SLITP)

SLITP to provide briefing on status of events in Agreement states for
,

i
I

i activities similar to those regulated by the NRC for non-agreement states. '

! _ Stolen Troxler gauge in AZ, violation of requirement to lock gauge,
i PNO-V-88-05 issued 1/28/88.

Update on State of Texas actions regarding 3M static eliminators.

|
Update on Schlumberger Well Services - source still not found.

Update on United Technologies - Railcars now in Indiana. Material I
may be disposed of at NORM disposal site to be opened by the State !

of Utah.1

Overexposure to ankles of two industrial radiographers in Texas, i

Source not fully retracted while stored under bench in office.
Reporting to State of Texas and NRC was delayed to 1/20/88.

{
1

,

*

7. Brazilian Cs-137 Contamination From Teletherapy Source (Nussbaumer)

ACTION: Information Notice being prepared by J. Hickey. Letter to
DOE being reviewed by IMNS and State Programs.

DUE DATE: 3/1/88*

8. Case Western Reserve University

ACTION: Headquarters currently considering Enforcement Package prepared
by Region.

DUE DATE: 2/12/88 to Bernero on status of Enforcement Package
j

(Flack / Miller)

.

l

l

1

!

|

1
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BRIEFING SHEET

Scheduled: January 4, 1988
2:00 p.m. - 9th Floor Conference Room

Subject: Operational Events Briefing

Purpose of Briefing: To brief Director, NMSS on Operational Events in the
Office. |

- Background Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or j
problems which will not be quickly resolved. Input i

for this meeting was received from the Division of |
Industrial and Medical Nuclear Safety. J

l

Handouts: To be distributed at the meeting if necessary.

Enclosure: List of Events

Invitees H. Thompson
R. Bernero

.

R. Cunningham
'

G. Sjoblom
J. Hickey /
D. Cool V
L. Rouse
V. Miller
M. Lamastra
R. Burnett
C. MacDonald
M. Knapp
R. Browning
OE E. Flack
OI T. Gilbert
AE00 K. Black'

SLITP D. Nussbaumer

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING
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j NEW EVENTS

.

1. Schlumberger Well Services - Missing well-logging source (Miller /Nussbaumer)
,

On December 17, 1987, the Louisiana Nuclear Energy Division (LNED), which4

fd is responsible for Louisiana's radiation control programs, infonned NRCi " ''', gu #j, Region IV that the state is requesting the Department of Energy to conduct4
p M , p /N an aerial survey in the Lake Charles. Louisiana area in search of a
gc P j / missing 1.5 Ci Cesium-137 well-logging source.f

; fa'N The source, which was discovered missing from its shielded container on
December 9, belongs to Schlumberger Well Services, Lake Charles, a

'.

licensee of the state. Ground-based surveys done by LNED and company
personnel have been unsuccessful in locating the source. Company
officials have told the state that the source was last accounted for on4

j November 9. Surveys have been conducted of all known locations at which
i the source may have been since then, including an offshore drilling

platfonn. Company and LNED officials are also investigating the#

i possibility of it having been stolen.

ACTION: C r.s a uds 4 /do 9
DUE DATE: /@

2. Allied Chemical - Chemical Spill (Rouse)

On December 2, 1987, Allied Chemical Corporation, Metropolis Works,
infonned Region III of a chemical spill containing about 10 pounds of
uranium. A warte stream containing potassium diuranate collected from
treated ore concentrates, was being pumped to a hold tank. The liquid
level alann failed and the tank overflowed. The operators engaged the
shut-off valve and estimated that 20 gallons of the waste stream had
overflowed into the spill prevention basin beneath the tank. The spill
was washed into the basin sump pump and discharged to an onsite waste
pond. There was no offsite release. The licensee stated that the spill
was reported to the U.S. EPA offices as required by CERCLA.

f?) ACTION: hu-f qwb T.. dLaw wf un f c.lud .,gr f,

%pS(d.I , uuwdrZL. .
DUE DATE: ''

.

l'j)'|p,f w ecw s, ax ~~ Ay _D c w a s s no.
'

l

'
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3. City of Toledo - Sewage Sludge with low levels of iodine-131 (Miller)

On about November 25, 1987, a resident living near the Davis-Besse
Nuclear Power Station requested that the plant analyze a sample of sewage
sludge which had been recently applied to adjacent farmland. Samples )
were analyzed on December 2 and detected . low concentrations of '

iodine-131. The preliminary belief is that the iodine-131 is from
sanitary sewage discharged by medical facilities served by the Toledo
sewage treatment system.

ACTION:
,.

+* I""'J .g4;, %
,j<

DUE DATE: |

4. Atlanta Federal Penitentiary - Burned Generally Licensed Material (Miller)

The U.S. Department of Justice, Bureau of Prisons, Atlanta Federal
Penitentiary reported that a maximum of 10 exit signs (each containing 21 ,

curies of tritium) has been totally destroyed in the recent fire at the '

prison. The building was a four-story complex with 275,000 sq. ft. and
the signs were located throughout the building. During the fire, i

prisoners vacated the building but re-entered after the fire. Given the
nature of the fire and the configuration of the signs, (i.e., gaseous
tritium contained in a sealed phosphor-coated tube), the staff believes
that there would be no residue, since the fire was allowed to burn with no
attempts to extinguish it.

. Ni -
ACTION: I 1, / 4 '

|]|g,i .t o
DUE DATE:

|.

5. Marathon Petroleum Co. - Hydrofluoric acid release ()lickey)
,

[Non-licenseeevent)

1 On October 30, 1987, a tank containing about 35,000 gallons of
! hydrofluoric acid at Marathon Petroleum Co.'s refinery in Texas City,

Texas, ruptured and released a large plume of toxic acid vapor, forcing
the evacuation of 3,000 residents and seriously injuring 52 people. The
hydrofluoric acid was controlled by water spray and neutralization with
lime, soda ash, and water, with the remaining contents transferred to,

1 other storage facilities. Evacuation from a 52 block area was required,
with relocation when the initial evacuation' point was threatened. NRC

i - licensed material was not involved in the incident. .

I
'" W (#b * dd* fw{'' M JJACTION *--

tem a g u,.y%J
DUE DATE:,

~
2

. . - - - . . - -
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FOLLOW-UP EVENTS

|

1. Case-Western Reserve Universit.v - News media interest in laboratory
Contamination. (Miller) i

A license consultant detected 0.5 mil 11 curies 3 H and 0.5 mil 11 curies 14C
contmaination in a research laboratory in the Rainbow Babies and
Children's Hospital. Cleveland area press were contacted by two
technicians who work in the lab full time, and covered the story.

Patients had been allowed into the lab for Halloween treats. There is no
apparent health hazard. The two technicians had negative bioassays;
there is no contamination in the hallway.

,

.) A confinnatory actfon letter was issued November 19 requiring surveys and
'

;' verification of training. An inspection was scheduled for November 23.g..
te

M(, P,/et' Local news media interest continues. The State of Ohio is receiving
./ updates.

,sy
. />>y 'f *)' ACTION: Enforcement Conference scheduled for 11/30 at 1:00 p.m. with RIII and OE

L ., 4 V. Miller to let H. Thompson know who attended from the university.
fg < I

.
IMNS to keep OCA apprised of actions on incidents in Ohio.

[.I(; / 90gt"' V. Miller to do review of adequacy of inspection program and
f0 inspectors role,

sp
4 DUE DATE: 12/30/87

jP

, [td Brazilian Cs-137 Contamination From Teletherapy Source (Nussbaumer)
"90' , ACTION: D. Nussbaumer to send letter to Agreement States asking

'? e4 fe' p how many units similar to the one involved in the incident

.$'.[*s$ff (, do they have. dia ,
iV

*

'[/gr)[',p/'g(c -

-p
DUE DATE:

,

.
e -

_ __

N,, b"
3. United Technology - Contaminated aluminum found in scrap yard. (Hickey /"

I5j Nussbaumer)

i ACTION: 'GPA was requested to provide follow-up infonnation on how,

h I/ Missouri and Indiana resolved who gets contaminated rail cars.

gjf DUE DATE:
# *

.
-

.

'

_

g

-cr .

. .. .

p#r > .g a%)' _

'" *"~ "A"A
7

,;1'>7 g ,& ,& N ueN & fA'"N'i h t. 4 amA

w v ,- w,-- -,o w w w ,-m - -y4
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TENTATIVE SCHEDULE FOR FUTURE NMSS OPERATIONAL EVENTS BRIEFINGS-

.

Monday, February 1, 1988 - White Flint 2:00 p.m..

White Flint 2:00 p.m.Monoay, March 6. 1988 -.

I Monday, April 4, 1988 White Flint 2:00 p.m.-

!

3

-

.g

4

4

i
4

|

,

6
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f 01/04/88 OPERATIONAL EVENTS UPDATE

: ;

|
r

,
,

j 1. Schlumberger Well Services - Missing well-logging source (Miller /Nussbaumer)

On December 17, 1987, the Louisiana Nuclear Energy Division (LNED), which
is responsible for Louisiana's radiation control programs, informed NRC
Region IV that the state is requesting the Department of Energy to conduct
an aerial survey in the Lake Charles. Louisiana area in search of a
missing 1.5 Ci Cesium-137 well-logging source.4

!

| The source, which was discovered missing from its shielded container on
; December 9 belongs to Schlumberger Well Services. Lake Charles, a
| licensee of the state. Ground-based surveys done by LNED and company
i personnel have been unsuccessful in locating the source. Company

officials have told the state that the source was last accounted for on
November 9. Surveys have been conducted of all known locations at which,

! the source may have been since then, including an offshore drilling
platfom. Company and LNED officials are also investigating the
possibility of it having been stolen.

: ACTION: Louisiana to have meeting with DOE to determine future CoJrse of action.
] State to have lead on whether to call off search if not able to be found
{ DUE DATE: N/A (update any additional information at next meeting)
s ,

! 2. Allied Chemical - Chemical Spill (Rouse)
('

On December 2,1987, Allied Chemical Corporation, Metropolis Works,
; infomed Region III of a chemical spill containing about 10 pounds of
. uranium. A waste stream containing potassium diuranate collected from |
| treated ore concentrates, was being pumped to a hold tank. The liquid
j level alam failed and the tank overflowed. The operators engaged the
a shut-off valve and estimated that 20 gallons of the waste stream had
j overflowed into the spill prevention basin beneath the tank. The spill
j was washed into the basin sump pump and discharged to an onsite waste
; pond. There was no offsite release. The licensee stated that the spill
' was reported to the U.S. EPA offices as required by CERCLA.
.

ACTION: Possible discuss with EPA on interpretation of CERCLA.

DUE DATE: No follow-up action necessary,

:
4

1 .

i

'

4
4

4

4

I

!
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|- 3. City of Toledo - Sewage Sludge with low levels of iodine-131 (Miller)

) On about Ncvember 25, 1987, a resident living near the Davis-Besse
Nuclear Power Station requested that the plant analyze a sample of sewage1-

i
i sludge which had been recently applied to adjacent farmland. Samples-

!2 were analyzed on December 2 and detected low concentrations of
I iodine-131. The preliminary belief is that the iodine-131 is from
; sanitary sewage discharged by medical facilities served by the Toledo
j< sewage treatment system.
.

ACTION: No Action necessary;

| DUE DATE:

,

j 4. Atlanta Federal Penitentiary - Burned Generally Licensed Material (Miller)

; The U.S. Department of Justice, Bureau of Prisons, Atlanta Federal
Penitentiary reported that a maximum of 10 exit signs (each containing 21,

curies of tritium) has been totally destroyed in the recent fire at the;_
: prison. The building was a four-story complex with 275,000 sq. ft. and
! the signs were located throughout the building. During the fire,
i prisoners vacated the building but re-entered after the fire. Given the
i nature of the fire and the configuration of the signs, (i.e., gaseous I

,

tritium contained in a sealed phosphor-coated tube), the staff believes
that there would be no residue, since the fire was allowed to burn with no,

' attempts to extinguish it.

; ACTION: No Action necessary
i
; DUE DATE:
:

i

5. Marathon Petroleum Co. - Hydrofluoric acid release (Hickey)
[Non-licenseeevent]4

! On October 30, 1987, a tank containing about 35,000 gallons of
I hydrofluoric acid at Marathon Petroleum Co.'s refinery in Texas City, !i . Texas, ruptured and released a large plume of toxic acid vapor, forcing i

! the evacuation of 3,000 residents and seriously injuring 52 people. The
hydrofluoric acid was controlled by water spray and neutralization with;

; lime, soda ash, and water, with the remaining contents transferred to
j other storage facilities. Evacuation from a 52 block area was required,

with relocation when the initial evacuation point was threatened. NRC>

licensed material was not involved in the incident.

Get copy of formal report on effect on three people for comparasionACTION:

with our enrichment facilities (Justin Long/ Don Cool)
DUE DATE:

N/A

,

J

J

'
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6. Case-Western Reserve University - News media interest in laboratory
Contamination. (Miller)

A license consultant detected 0.5 millicuries 3 H and 0.5 mil 11 curies 14C
contamination in a research laboratory in the Rainbow Babies and
Children's Hospital. Cleveland area press were contacted by two
technicians who work in the lab full time, and covered the story,

f Patients had been allowed into the lab for Halloween treats. There is no
apparent health hazard. The two technicians had negative bioassays;<

there is no contamination in the hallway.

A confirmatory action letter was issued November 19 requiring surveys and
verification of training. An inspection was scheduled for November 23.

'

Local news media interest continues. The State of Ohio is receiving
updates.

ACTION: PN to be issued on 1/6/88 updating information.
A Civil Penalty is also forthcoming from..

(copy attached)

DUE DATE: N/A

7. Brazilian Cs-137 Contamination From Teletherapy Source (Nussbaumer)

ACTION: R. Greeves (LLWM) to prepare a letter to DOE requesting,

assistance for criteria for disposal of Greater-than-Class-C
Waste.

DUE DATE: 2/1/88
-

: 8. United Technology - Contaminated aluminum found in scrap yard. (Hickey /
Nussbaumer)

ACTION: Hanford has agreed to accept waste - problem is now how
to package and ship car to Hanford

DUE DATE: N/A

9. Ed Flack brought NMSS up-to-date on pending enforcement action concerning
NMSS.

10. D. Nussbaumer discussed stolen generators from Texas and PN was
to be issued on 1/5/88. (copies attached on PN and Updates)
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FFEllihRt I.GT FICAT10h 0F EVB6 GR UNUSUAL OCCURRENCE--FNC-Ill-87-193C DATE J4UARY 6, IC

.

THIS PRELIMINARY NOTIFICATION CONSTITUTES EARLY NOTICE OF EVENTS OF FOSSIBLE SAFETY'
'

OR PUBLIC INTEREST SIGNIFIC#lCE. THE INFORMATION IS AS INITIALLY RECEIVED WITHOLfri'
VERIFICAT!0fl OR EVALUATION, #0 IS BASICALLY ALL THAT IS KNOWN BY THE RE3 ION lli
STAFF ON THIS DATE.i *

FACILITY:- CASE WESTERN RESERVE UNIVERSITYLICENSEE EMERGENCY CLASSIFICATION:: 1093) EUCLID AVENUE NOTIFICATION OF #1 UNUSUAL EVENTi CLEVELM O, W 44106
ALERT
SITE AREA EERGENCY

LICENSE NO. 34-00738-04 GET!ERAL EERGOICY
D T APPLICABLE

| SUBJECT: !OS EDIA lhitNts IN LABORATORY CONTAMINATION--(THIRD lFDATE)
|

'.
ON DECEMFR 8,127, REGION 111 (CHICAGO) AllTHORIZED THE LICENSEE TO BEGIN LIFTING ITS

! SUSPENSION OF fGC-LICENSED ACTIVITIES, BASED ON TE LICENSEE'S PROGRAN TO IPGRADE ITS
MANAGEENT CONTROLS #O ITS RADIATION SAFETY STAFF. TE LICENSED ACTIVITIES HAD BEEN

.

!

SU3 pef 0ED BY TE UNIVER$1TY ON NOVEMER 25,1%7, BECAUSE OF PROBLEMS IDENTIFIED IN TEi

CONTROL AND MANAGEMNT OF ITS RESEARCH PROGRAM LTTILIZING RADICACTIVE MATERIALS. UNDICAL
] PROGRAMS INVOLVING PATIENT TREATENT NO CARE WERE NOT AFFECTED.)
!

THE LICENSEE'S RADIATION SAFETY Cam!TTEE HAS REVIEWED THE QLLALIFICATIONS OF 197 PRIMWlY
:

INVESTIGATORS HEADING VARIOUS RESEARCH PRCUECTS. TO DATE, 129 0F M i
!GATORS HAVE

! . BEEN APPRWED. THE LICENSEE CONDUCTED RADIATION SAFETY TRAINING FOR SCEMSEARQets'

AND TECHNICIANS ON DECEMBER 2 AND 3,1987. AN INTERIM RADIATION SAFETY OFFICER
BEEN

RETAINED TO AUDIT LICENSED ACTIVITIES, AND A CONSULTANT HAS INSPECTED # O
| M

LICENSEE'S LABORATORIES. ABOUT 3E) LABORATORIES HAVE BEEN INSPECTED #C APPROWER POR; REOPENING.

'

THE DIABETES RESEARCH LABORATORY MERE EXTENSIVE LOW-LEVEL CONTAMINATION WAS IDENTIFIED INNOVEEER 1%7 HAS NOT BEEN REOPENED, pef 0 LNG FURTER DECONTAMINATION.
t

IN RESPONSE TO REGION 111 CONCERNS WITH A WASTE STORAGE AREA, TE LICENSEE HAS SEPARATED ITS
+

CHEMICAL WASTE AND RADIOACTIVE WASTE. ALL P/D10 ACTIVE WASTE IS TO BE SHIPPED TO A LICENSED
| DISPOSAL SITE ON JANUARY 6,1988. THE LICENSEE IS ALSO PLANNit(i TO REDES!GN ITS WASTE[ STORAGE AREA.
I

; THE STATE OF OHIO WILL BE INFORED OF THIS UPDATED INFORMATION.

! THIS INFORMATION IS CURRENT AS OF 11 A.M., JANUARY 6, 1 % 8. : : 71 ROUTING ONLY

I
TAT 1P;0N /
b. ..liR0 VCCNTACT: J. FilLLAIER D. WlEDEMAN B. MALLETT

FTS388-5623 FTS 388-5616 FTS388-5612 cc:4

-

| DISTRIBitTION: r
- i 3 41LLIPS WILLSTEHAI ZECH MR Itm

<J

Com. ROBERTS A 01 cr
:
i

Com. BERNNAL EDO AIRRIGHTS MA L Tot
(Lam. ROGERS
Om CARR PA SLIIF M waloit )

j

OGC
*

SECY. A6 (TBANS. Y)-

! OGC-H T0: NICHOLSON LANE REGIONS
: CA tt5 REGION !; GPA NSAC REGION 11ACPS LICENSEE f(EGION IV
! PDR RESIDENT INSPECTOR REGI0tlV) HQS OPERATIONS OFFICER
'

REGION 11!_ ,

4

_ . . . - _ . . - _ ,_. _ _ . . _ . s . . _ . . _ _
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PRELIMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE -- PNO-IV 88-02
'

.

This preliminary notification constitutes EARLY notice of events of POSSIBLE
,

safety or public interest significance. The infonnation is as initially received;

; without verification or evaluation, and is basically all that is known by the
: Region IV staff on this date.

FACILITY: NONE Licensee Emergency Classification:
4 Notification of Unusual Event
1 Alert
i Site Area Emergency

General Emergency.

j X Not Applicable

SUBJECT: TRANSPORTATION ACCIDENT

i

At about 8:20 p.m. CST. January 5,1988, an Associated Couriers truck / trailer4

i carrying 84 spent molybdenur-technicium generators to Mallinckrodt in St. Louis ;:'
i was hit by a car that crossed a median on the Turner Turnpike near Oklahoma |

City. The car driver was killed; the truck driver was not injured. Although"

the truck / trailer tipped over onto a guard rail, the generators wem
; undamaged. The truck was replaced and the shipment has continued on to

St. Louis.,

;

j Oklahoma State Radiological Health personnel responded to the accident scene.

According to the licensee and Oklahoma State Radiological Health personnel,.

there was no media interest. Neither the licensee nor the NRC intend to issue |
a press release.;

I Region IV received notification of this occurrence by telephone from the
Headquarters Operations Officer at 11:15 p.m. on January 5,1988..

CONTACT: W. L. Fisher. FTS 728-8215

DISTRIBUTION:<

NAIL:
; H. St. MNBB E/W Willste RT(Original)
i Chainnan Zech AEOD OIA_ _, uva.s...... only)

NHSS. @]UTING ONLY
' 'Cosa. Roberts PA OI

*

Cose. Bernthal OGC VIB FAX:
Com. Carr MPA TU.1PSONVTRP0 4

|Com. Rogers ARM E JiR0 W SAC
ACRS RRI,

SECY CC: NRC OC3

- CA Phillips AirRights LICENSEE
-

| PDR NRR SLITP (Reacta rLicensee)
i OGC-H
A GPA

'
: '

ACRS Nicholser. Lare OF __

| POR RES -
- -- [;

Regional Offices | -
- -

_ _ _

; -
-

__

'

RIV:D:DRSS RA Transmitted via 5S20 9
RLBangart;ap RDMartin
/ /88 / /88

, . .

i
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PRELIMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE--PNO-I!!-87-157A Date Januar/ 5,1988;.

.
! *: This preliminary notification constitutes EARLY notice of events of POSSIBLE safety

or public interest significance. The information is as initially received without ',

verification or evaluation, and is basically all that is known by the Region III
! staff on this date,

facility: Mallinkrodt Inc. Licensee Emergency Classification:,

2703 Wagner Place Notification of an Unusual Event'

Maryland Heights, Missouri Alert i

Site Area Emergency.

i License No. 24-04206-01 General Emergency
j I Not Applicable

Subject: MISSING MOLYBDENUM-99 GENERATOR----(UPDATE)
:

On January 5, 1988, the licensee reported to Region III (Chicago) that a
molybdenum-99/ technetium-99m generator, reported missing on December 22, 1987, had been '

,

j found. 1

1

: The licensee's review detamined that the generator was not delivered to a Fort Worth,
i

Texas, hospital on November 16, 1987, as intended, and was mixed with used p rators
| returned to the licensee's facility in Missouri. According to the licensee s report, the
; generator in question was dismantled on December 22, 1987, in accordance with standard
! procedures for used generators. Because the contents (molybdenum-99 with a half-life of
| 66 hours) had decayed to about 11 microcuries, the dismantling procedure did not represent
i a significant hazard to licensee personnel.

i

j The matter will be reviewed by Region III during the next routine inspection. Region IV
! (Dallas) has been advised that the licensee had detemined the missing generator
! had been returned to its facility and was dismantled.

The States of Texes Oklahoma, and Missouri will be notified.
;

j Region !!I was notified of the licensee's findings at 2:55 p.m. on January 5, 1988. This
j information is current as of that time.
:
. __

,

CONTACT: R. Caniano 8. Mallett ~ "i V'JTING ONLY
'

-
,

FTS 388-5721 FTS 388-5612
i T O?10N V
j L . ..id0 V
i
: c.. @
; DISTRIBUTION:
; H. St. 3048 8 Phillips

LEW Willste
~

" 1

Chairman Zech E65 NRR OIA ISISS
< '

Comm. Roberts ARM O!
; Cose. Bernthal EDO AirRights Mail T3: 02 _

a Cose. Carr PA SLITP DCS (Original)
4 Cose. Rogers OGC DOT (T ansr-0n1.v) - - -

SECY; - --

i OGC-H FAX TO: Nicholson Lane Regiono ---

CA TICU-- RES Region I l

,

,

GPA NSAC Region II-

ACRS Licensee Region IV,

PDR Resident Inspector Region V;

] HQS. Operations Officer
Region III
Rev. November 1987

1

_ _ _ _ _ _ - _ _ _ - _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _
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p~ January 4, 1988
1

!.-
PRELIMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE -- PNO-IV-88-01!, e

This preliminary notification constitutes EARLY notice of events of POESIBLEi

safet.y or public interest sightficance. The information is as initially received
without verification or evaluation, and is basically all that is known by the,

'

Region !Y staff on this date.
'

FACILITY: Mercury Delivery Service Licensee Emergency Classification:-
| Houston, Texas Notification of Unusual Event

,

'

i
; (Transportation Carrier) Alert

Site Area Emergency,

'

General. Emergency
j T-~ Not Applicable
s

'

'UBJECT: APPARENT THEFT OF TWO MALLINCKRODT, INC. TECHNETIUM GENERATORS
1
i At approximately noon on January 2,1988, an NRC licenssa, Mallinckrodt. Inc.,'

St. Louis, Missouri, notified the NRC headquarters' operations officer that two
technetium-99m generators had been stolen from a warehouse located in Houston,
Texas. The licensee reported that the last date the generators were known to,

i have been in that location was December 30, 1987.,

I

; Region IV immediately (1:00 p.m., January 2,1988) notified the Texas Bureau of
| Radiation Control (BRC), which alerted their Houston regional office for,

'

investigation of the incident. A BRC inspector, in the afternoon of Janary 2
: found thst two spent generators (.20C1 and .26C1 molybdenum-99. respecti dly) . i
, were stolen from a small warehouse. The warehouse is used by Mercury Delfvery
| Service and it contained seven spent generators at the time of the theft.' Each'

generator is packed in a shipping box for transportation. One of the stolen
i generators was taken in its shipping box while the other was removed, leaving the l

,

shipping box behind. The BRC inspector searched the local area around the '

:
warehouse, including dumpsters and garbage cans, without finding the missing) generators.'

i l

Local authorities in Houston, Texas, have been notified.
!

'

Region III has been informed of this information, which is current as of,

i
i 11:00 a.m. CST on January 4, 1988.

j

| CONTACT: Robert J. Doda (FTS: 728-8139)
4

L i DISTRIBUTION:
,

MAIL:,

) H. St. MN88 E/W Willste RT(Original)
'

: Chairman Zech AE00 OIA NMSS D0T:(Transonly)
Coma. Roberts PA OI

* -

. Cosa. Bernthal OGC VIB l "I Tl R')UTIMOWWLY'
j Cosa. Carr MPA

~~

|
Cosa. Rogers ARM T E !P30's C tACRS L , ..1% ARI l

| SECY NRC 0F t
~

'

CA Phillips Airl ights :' ICENSEF
~

c.,

PDR NRR SLI1 P (Reactor M ensee)i OGC-F

i
CRS Nicholser Lane Regiona ces

'D' RES
,

O'l _ _ . _

: SAO RA
-

RJDode:,ic RONartin 2 ~~*

| 1- /PF l' /89
_

_ ,

'
i

1 l

. . . _ -. . . -- --
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g j. q EFING SHEET d'Ni g

| Scheduled: November 30, 1987
i gh4frp.m.-9thFloorConferenceRoom

hCO

! Subject: Operational Events Briefing
i
f
^

Purpose of Briefing: To brief Director, MMSS on Operational Events in the
j Office.

,

Background Information: Monthly brief*,.ig to discuss significant events that
! may have high visibility, generic implications, or
;l problems which will not be quickly resolved. Input
i for this meeting was received from the Division of

Industrial and Medical Nuclear Safety.
4

i I

Handouts: To be distributed at the meeting if necessary. J
!

l
"

Enclosure: List of Events

{ Invitees H. Thompson
R. Bernero
R. Cunningham;

G. Sjoblom.

' J. Hickey
D. Cool.

L. Rouse
V. Miller
R. Burnett
C. MacDonald
M. Knapp
R. Browning ,

;

i UE Ed Finox )
O! red 6dberti

AE00 Radwg Black-
SLITP houssbw

d

I

.

i 1
i

:

a

4
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: NEW EVENTS

CNiete$n'R eveknNsit media interest in laboratory w/4?

Contamination. (McElroy) w """ Gfp n,A.

1 ,s A license consultant detected 0.5 mil 11 curies 3 H and 0.5 mil 11 curies 14C ''g ,,+
F contamination in a research laboratory in the Rainbow Babies and '-

~

/ Children's Hospital. Cleveland area press were contacted by two'

J P M;s

[/,,I,. | technicians who work in the lab full time, and covered the story.There is no%,/c/ fj
/

hr 9* pI|}
Patients had been allowed into the lab for Halloween treats.j'p pparent health hazard. The two technicians had negative bioassays; Ip

di ' pr/! -

/

p)'j y t'g there is no contamination in the hallway.p A confirmatory action letter was issued November 19 requiring surveys and ), n
j/

.
Y,f'

t9
a4

p verification of training. An inspection was scheduled for November 23..j

P lh Local news media interest continues. The State of Ohio is receivingt fgaf updates.,

fNN I /I/7I,$,7{u)f8"*6"Y Y
* ~ " ' "

ACTION:h, (t es 11, sr. p <> r a, a & s ht> & br0 4 *uh ,
i 8' DUE DATE: n/n/e7 ' ^[, [d['

c A - At t'Ly each Mr4 L
. 2. Nuclear Fuel Services Inc. (NFS) - Explosion in scrap Recovery Facility, i

i October 27,1987(Rouse) j

i At 4:30 p.m. on October 27, an explosion occurred in a furnace in the
licensees high enriched uranium scrap recovery facility. The explosion
occurred as a production foreman was adjusting a damper on exhaust system

,

serving the furnace. This adjustment was initiated because of smoke'

escaping from the furnace into the work area. Other workers had
evacuated the immediate area because of the smoke. The explosion broke
the prexiglass covers of the ventilated entrance of the furnace. No one<

was injured and no unusual contamination or airborne radioactivity was
detected. The furnace is used to combust uranium bearing scrap waste j

placed in a 2-inch deep trays in a single layer prior to further |
.

processing of the ash residues for uranium recovery. The license called
in consultants from the Oak Ridge Y-12 Plant to assist the licensees
investigation. No license violations have been noted to date by Region II<

or the Resident Inspector.
f ruu.s e m c.m r .1 m A C.bri=K aaf4w,omnand W A...

,

p gg og g4 ,w{ACTION:

DUE DATE: g
1

!,

! l

,
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3. Nuclear Fuel Services, Inc (NFS) - Contamination Event in Fuel Production
.i Facility, November 7,1987(Rouse)

At 1:00 p.m. on November 7,1987, as a worker was tightening a clamp on
an off-gas trap on a finishing unit, the clamp bolt broke and the trap l

'fell off. The worker sustained skin contamination to 100,000 d/m and
_

nasal contamination of 1500 d/m. Three other employees in the area
showed positive nasal smears. Air concentration to about 100 times i4

Appendix 8, 10 CFR Part 20, were detected. The work area was evacuated 1

immediately after the event. Evaluations of employee exposures revealed ;*

no significant intakes,
m p a., + s v,.n.a essw u*G " g

ACTION: ud
DUE DATE: @

*

|

! 4. Nuclear Fuel Services, Inc. (NFS) - Water Leak at a Process Furnace in
j Fuel Production Facility, November 4, 1987 (Rouse)

| On November 4, an operator observed water overflowing from a cooling
water trough on a process furnace in Building 303. Approximately 30 |'

liters of water had drained to the elevator pit below the furnace before4

| the operator cleared the trough drain, but the quantity of water in the
pit was insufficient to activate the level alarm. The event was reported'

by the licensee in accordance with a specified license condition.4

ACTION: |!g

DUE DATE: 0 t,
5

5. Combustion Engineering (Windsor, Conn.) - Confirmatory Action Letter and,

Scheduled Management Enforcement Conference, December 1, 1987 (Rouse)!

) Inadequate contamination control practices in the pellet production area,
inadequate respiratory protection program and procedural deficiencies as1

observed by a Region I inspector, including follow-up on employee
allegations, resulted in a confinnatory action letter for decontamination
to specified license action levels on October 27, 1987. A management ,

enforcement conference is scheduled for December 1, at Region I to,

discuss deficiencies in the licensees radiation protection program and
,

: management controls.

ACTION: fx y s 7 % 48 b M "*7 *

DUE DATE:

NOTE: Next meeting is scheduled for Monday, January 4, 1988, at 2:00 p.m.

i

_ _ _ _ _ _ _ _ _ _ _ _ _ _ __
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FOLLOW-UP EVENTS

1. Contamination Events (Miller / Hickey)
,

Draft Manual Chapter to cover NRC actions when radioactive material is
not under proper control is currently being circulated for coments to t

S p d' p Aother offices. n,. .I. -f . y,

f b/ M & A ff tACTION: y
^ YDUE DATE: / 4 r 74,

2. Eastern Testing Inspection Company - Transportation Accident on
October 26, 1987 (Miller /MacDonald)

Follow-up inspection and possible enforcement action to be coordinated
with Region I and OE.

ACTION: -

hU
'

DUE DATE: j

3. Combustion Engineering Drug Use Allegation (Rouse /Burnett)

Resolve allegations and determine drug policy for CE in the future.
Enforcement conference with CE tentatively scheduled for November 30,
1987.

ACTION:

DUE DATE:

4 (!/41yJ j
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OPERATIONAL EVENTS UPDATE

November 2, 1987 |
i

NOTE: NEXT MEETING IS SCHEDULED FOR MONDAY, NOVEMBER 30, 1987 AT 2:00 P.M. ),

i - 1. BRAZILIAN - Cs-137 Contaisination from Teletherapy Source (Miller)
l

ACTION: IP will receive briefing every other day from the U.S. Embassy
;- in Brazil and keep fMSS offices informed.

DUE DATE: N/A,

| 2. Eastern Testing Ins action Company - Transportation accident on
; October 26, 1987 (|4uller/MacDonald)
4
^ An Order imposing Civil Penalties was issued on October 20, 1987. The
; action was based, in part, on transportation of a radiography source to a
j field site without the source being accompanied by the required shipping
i papers. On October 26, 1987, a vehicle operated by the licensee was
! involved in an accident on the new Jersey Turnpike. The radiographic
! source (17 Curies Ir-192) remained intake and no release of radioactivity
: was reported. Initial discussions with the New Jersey authoritieis

indicated a potential problem with shipping papers.

ACTION: Check with Rr. gin I on follow-up inspection and possible
,

enforcement action. Is DOE taking enforcement action?
Coordinate with OE.

; DUE DATE: 11/30/87
'

3. Combustion Engineering - Drug Use Allegation (Rouse /Burnett)
|

! During an NRC inspection of Combustion Engineering, Windsor facility.
conducted during the week of October 5, 1987, an allegation was received44

concerning drug and alcohol usage by employees while performing their'

duties onsite. On October 16, 1987, the licensee was notified that three
,

employees had been arrested on drug charges while offsite and during
nonworking house. Region I is continuing to follow licensee actions with
regard to drug policy and fitness for duty.

.
,

ACTION: Resolve allegations and determine what kind of Drug Policy CE
: will have in the future. An enforcement Conference is

tentatively scheduled for 11/30/87.,

DUE DATE: 12/15/87

;

a

;

4
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FOLLOW-UP EVENTS
,

1. New Jersey State Police - Tritium Contamination (Muller / Hickey)

Draft Manual Chapter to cover NRC actions when radioactive material is
not under proper control is currently being circulated for comments to
other offices.

1ACTON: NMSS draft is currently being commented on by the regions.
l

DUE DATE: 12/18/87

2. United Technology - Contaisinated Aluminum Found in Scrap Yard
(Hickey /Mussbaumer) |

GPA was requested to provide follow-up information on how Missouri and
Indiana resolved who gets contaminated rail cars.

ACTION: Closed. Radium will be disposed of at Hanford by United |
Technology. Further distribution of " Hazardous Scrap Warning 4

Poster" being made to non-ferrous metal scrap dealers and metal
industries (copy attached)

: DUE DATE: N/A ;

3. Misadministratoins(AE00)
4 AE00 was requested to conduct a special study on teletherapy mis-
.

administrations and identify the relationship of these occurrences to our
current rulemaking packages on QA, to determine if our QA packages areJ

; sufficiently detailed to have prevented these misadministrations. AEOD
: report due November 15, 1987. m

f ACTION: Study almost completed.

DUE DATE: 11/15/877

1

4

J

f
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11/30/87 OPERATIONAL EVENTS UPDATE
ds

NOTE: AT NEXT MEETING SCHEDULED FOR 1/4/87 AT 2:00 P.M., IN 9TH I
FLOOR CONFERENCE ROOM BE SURE TO INCLUDE PROJECT MANAGERS i

WHENEVER POSSIBLE

1. Case-Western Reserve University - News media interest in laboratory |

Contamination. (McElroy)

A license consultant detected 0.5 millicuries 3 H and 0.5 millicuries 140
contamination in a research laboratory in the Rainbow Babies and i

Children's Hospital. Cleveland area press were contacted by two |
technicians who work in the lab full time, and covered the story, i

|
Patients had been allowed into the lab for Halloween treats. There is no I

I, apparent health hazard. The two technicians had negative bioassays;,

there is no contamination in the hallway.

A confirmatory action letter was issued November 19 requiring surveys and
verification of training. An inspection was scheduled for November 23.

Local news media interest continues. The State of Ohio is receiving
updates.

ACTION: Enforcement Conference scheduled for 11/30 at 1:00 p.m. with RIII and OE |

V. Miller to let H. Thompson know who attended from the university. I
INNS to keep OCA apprised of actions on incidents in Ohio, j

V. Miller to do review of adequacy of inspection program and
inspectors role.

1
DUE DATE: 12/30/87 1

2. Nuclear Fuel Services, Inc. (NFS) - Explosion in scrap Recovery Facility,
October 27,1987(Rouse)

At 4:30 p.m. on October 27. an explosion occurred in a furnace in the
licensees high enriched uranium scrap recovery facility. The explosion
occurred as a production foreman was adjusting a damper on exhaust system
serving the furnace. This adjustment was initiated because of smoke
escaping from the furnace into the work area. Other workers had
evacuated the immediate area because of the smoke. The explosion broke
the prexiglass covers of the ventilated entrance of the furnace. No one
was injured and no unusual contamination or airborne radioactivity was

' detected. The furnace is used to combust uranium bearing scrap waste
placed in a 2-inch deep trays in a single layer prior to further
processing of the ash residues for uranium recovery. The license called
in consultants from the Oak Ridge Y-12 Plant to assist the licensees
investigation. No license violations have been noted to date by Region II
or the Resident Inspector.

ACTION: R. Burnett and R. Bernero to see how management is doing
and to get copy of report. This is basically an OSHA issue
and no NMSS follow-up is needed.

DUE DATE: N/A
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3. Nuclear Fuel Services, Inc NFS) - Contamination Event in Fuel Production
Facility, November 7,1987 Rouse)

At 1:00 p.m. on November 7,1987, as a worker was tightening a clamp on
an off-gas trap on a finishing unit, the clamp bolt broke and the trap
fell off. The worker. sustained skin contamination to 100,000 d/m and
nasal contamination of 1500 d/m. Three other employees in the area !
showed positive nasal smears. Air concentration to about 100 times 1
Appendix B, 10 CFR Part 20, were detected. The work area was evacuated
immediately after the event. Evaluations of employee exposures revealed
no significant intakes.

ACTION: No follow-up action needed 1

DUE DATE: N/A

4. Nuclear Fuel Services, Inc. (NFS) - Water Leak at a Process Furnace in
Fuel Production Facility, November 4, 1987 (Rouse)

,

On November 4, an operator observed water overflowing from a cooling
water trough on a process furnace in Building 303. Approximately 30 1

liters of water had drained to the elevator pit below the furnace before
the operator cleared the trough drain, but the quantity of water in the
pit was insufficient to activate the level alarm. The event was reported
by the licensee in accordance with a specified license cor.dition.

ACTION: No' follow-up action needed |*

DUE DATE: N/A j

5. Combustion Engineering (Windsor, Conn.) - Confirmatory Action Letter and
ScheduledManagementEnforcementConference, December 1,1987(Rouse)

Inadequate contamination control practices in the pellet production area,
inadequate respiratory protection program and procedural deficiencies as
observed by a Region I inspector, including follow-up on employee
allegations, resulted in a confirmatory action letter for decontamination
to specified license action levels on October 27, 1987. A management.

enforcement conference is scheduled for December 1, at Region I to4

discuss deficiencies in the licensees radiation protection program and-
management controls.

,

ACTION: J. Swift to attend Enforcement Conference on 12/1/87
e

i DUE DATE: N/A
.

4

.

' 5
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6. Contamination Events (Miller / Hickey / Don Cool)

Draft Manual Chapter to cover NRC actions when radioactive material is
not under proper control is currently being circulated for comments to
other offices.

.

ACTION: Final Draft being prepared

DUE DATE:
:

7. Eastern Testing Inspection Company - Transportation Accident on
October 26, 1987 (Miller /MacDonald)

Follow-up inspection and possible enforcement action to be coordinated
1 with Region I and OE.

ACTION: Schedule inspection within the next six months

DUE DATE: N/A

8. Combustion Engineering Drug Use Allegation (Rouse /Burnett)

Resolve allegations and determine drug policy for CE in the future.
Enforcement conference with CE tentatively scheduled for November 30,
1987.

ACTION: N/A

DUE DATE: N/A

9. Brazilian - Cs-137 Contamination From Teletherapy Source
(TMartin/VM111er/DNussbaumer)

ACTION: D. Nussbaumer to send letter to Agreement States asking
how many units similar to the one involved in the incident
do they have.

10. Misadministra tions

ACTION: V. Miller to give H. Thompson copy of AEOD report dated 11/13
AEOD will be issuing another report in January on Radiographers-

4

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _
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11. United Technology - Contaminated aluminum found in scrap yard. (Hickey / |

Nussbaumer) {
,

GPA was requested to provide follow-up information on how Missouri and
JIndiana resolved who gets contaminated rail cars. ' i

1

|
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BRIEFING SHEET
'

:n },

Scheduled: November 7, 1988 - >

2:00 p.m. - White Flint North - 6 B 11

Subject: Operational Events Briefing

Purpose of Briefing: To brief Dir2ctor, NMSS, on Recent Operational Events.

Background Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or,e

'
j ,; ; problems which will not be quickly resolved.. %

GPA and AE00 have also been requested to provide~.

a summary of events in Agreement States and events
being considered for the Abnormal Occurrence Report
to Congress.

I
Handouts: To be distributed at the meeting if necessary.

Enclosure: List of Events

Invitees: H. Thompson
R. Bernero
R. Cunningham
G. Sjoblom
J. Hickey
D. Cool
K. Ramsey
L. Rouse
J. Swift
V. Miller
N. McElroy
M. Lamastra
R. Burnett .

G. McCorkle i
C. MacDonald :i

M. Knapp |-

J. Greeves j
R. Browning -)
8. J. Youngblood
K. Black, AEOD
L. Bolling, SLITP
E. Flack, OE j

1

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING j
i
I
1

I

.
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NOVEMBER 7, 1988 NEW OPERATIONAL EVENTS
:.- .

,,

1. Amoco 011 Company (Indiana) - Explosion, Fire and Fatalities at Site
: (V. Miller)
1

On October 31, 1988, the licensee notified Region III that a fire and*

explosion occurred at their facility on October 30, 1988. Two (2)
i nuclear gauges containing 7 curies of Cs-137 each were involved in the
; explosion. Licensee personnel measured 100 mR/hr in the general area

where the gauges were located. Two (2) NRC inspectors were immediately-

' dispatched to the site. The Indiana State Department of Health and
j 00E/Agronne were notified.

OycA(_ + *ia ,A,4 - W 7! ACTION: 4 44,

DUE DATE: @ /gg,

i 2. Measurex Cori) oration (California) - Fingertip Overexposure to Two
Individuals J. Miller)-

. On September 16, 1988, Measurex Corporation informed Region I of an
1 exposure incident while two (2) employees were servicing a gauge at a

Kimberly-Clark facility in New Milford, CT. The individuals directly<

! contacted that source housing window of a Measurex Model 2201 gauge
.

containing 319 mci Kr-85 with their fingertips for a maximum of 20 lseconds. Exposure at that time was calculated to 17 Rad to the '

,
extremities of each employee.

!

| On October 7, 1988, the Measurex RSO reassessed the exposure and
1 determined it to be about 58 Rad for each individual. The licensee will l
i report this event in writing within 30 days (10 CFR 20.405). The gauge i
! was distributed and serviced by Measurex as a generally licensed device i

'

; in accordance with California licenses 1856-43 and 1663-43.
L Kimberly-Clark i:: authorized to possess and use the gauge in accordance

with Measurex instructions, and Measurex is authorized to service the-

; device (10 CFR 31.5 and 31.6).
* M 'E*PD"t , e" # thne |ACTION * w& n M Y,

- u;

c iA s e% see h Egu- 4 sL4.- /w sk.4b ( \ ,

#*,
'

| % . Q w we. y (bu x y k A ds m das.y / m W h*
4 3. B&W/NNFD - Research Laboratory " ;; O m Release of Contaminated Liquid pas
; (L. Rouse) |

|

13,1988,(Babcock & Wilcox (B&W) Naval Nuclear Fuel Division
t On October

Lynchburg, VA) detected a loss of abcut 1,0C0 - M*
. Research Laboratory
! gallons of water from the Fuel Storage pool. B&W has determined that |

; the pool was overfilled. Water passed thru the overflow scupper into
i the pipes leading to the collection tank and leaked through cracks or
' breaks in the pipes into the soil. The estimated activity in the 1,000

gallons was about 1.6 millicuries (major contaminants are Cobalt, Cesium;

and Manganese); the concentration of radioactivity in the water was 1.5'

times the restricted area MPC. The licensee has' established an'

operations requirement to maintain the water level in the pool below the ;

i scupper. The licensee is formulating a plan to identify the location of |
the leak. I

'

bc%* b 8>
i ACTION:

DUE DATE: I

L

i
2

- . - .- .- - - . . .
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4. Sacred Heart Hospital (Maryland) - Teletherapy Misadministrations (SLITP)
: ~+S '). ,

'
On October 27, 1988, the state called Regi n I concerning a report from !

Sacred Heart Hospital that over the last 3 months, 33 patients received |
. therapy treatment doses in excess of 10% of the prescribed dose. The I

cause was that after a source change in March 1987, no information
regarding the new source was incorporated into the computer program used
for treatment planning. The licensee indicated that all 33 patients were'

" terminal," 20 of these 33 patients have died during the course of their
treatments. The state has sent an inspector to the facility to g/rf]
investigate the circumstances surrounding this occurrence..

[ fACTION: , Oecu.4ea-
~'

DUE DATE- *
,i.A - s6d esse M = / 3 #g*~ A b'"hjp

*

5. West Virginia University Hospital - Loss of Licensed Material (V. Miller) *t
; ,

%g'h
! During September 9-11, 1988, a patient underwent implant of 11 strands of

Ir-192 seed [six (1) mci seeds / strand] for treatment of cancers of the
neck. During removal of the strands, one (1) was unretrievable under,

i conventional methods and was removed under a flouroscope and placed in a
i lead shield. The first ten (10) strands were also placed in a lead shield

after an inventory count in the patient's room. The licensee suspects-

one (1) strand of seeds (6 mC1) was lost during transport to the vault.
! The loss was not discovered until a routine inventory was conducted on
4 October 18, 1988. Between October 18 and October 27, an extensive search

was performed by the licensee.
1

On October 28, 1988, Region II received initial notification of the event
,

i from the licensee's Radiation Safety Officer. The State of West Virginia
! has been notified.

ACTION: j .h ks. |d*k )4

i DUE DATE: g!r 46 (ed= ** M f f*M M M)
I h Ua s rf.6. Amereco Environmental Service., Inc. (Missouri) - Fire Destroys Facility

(V. M1Uer) |.

: On October 7,1988, the licensee reported a two-story building was
destroyed by fire on September 30, 1988, and fell into the basement area

,

where four (4) gas chromatograph detector cells were located. Three (3)4

: cells contained 15 mci of Ni-63 each and one (1) cell contained 5 mci of
| Ni-63. The burned facility was roped off and posted on October 7, 1988,

pending radiation surveys and leak tests during the week of October
10-14, 1988. The facility is on a 10-acre site patrolled by a 24-hour
security force. Region III will issue a CAL requiring the licensee to<

restrict access to the burned area until the cells and any identified
i Ni-63 contamination are r ved
| wudlav- A b W~ot' ***'**

! ACTION: b,4 fam ..<< W.

DUE DATE:

!
;

i
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NOVEMBER 7. 1988 FOLLOW-UP ITEMS !
'#

|' '. |
.

! 1. Berthold Systems (Pennsylvania) - Cobalt-60 Source Lost in Transit
j (Burnett)
!

: On September 20, 1988 Region I received notification from Berthold
i Systems that a 2 mci Co-60 sealed source was lost during transport from
i West Germany. The licensee noticed the source was missing when surveys

of the shipping container received measured background levels. Thei
'

shipping container handles were damaged and the padlock securing the lid
: was missing.

The source was transported by truck from the shipper, Laboratorium
j Berthold, Wilbad, West Germany and delivered to the airport in
; Stuttgart. Lufthansa Airlines transported the package to JFK Airport in
i New York. Scalia Airport Service transported the package by truck to the i
! Greater Pittsburgh Airport. A Greater Pittsburgh Air Cargo truck 1

! delivered the package to Berthold Systems.
;

'! Region I requested the New York State Bureau of Radiological Health to
conduct a physical search and radiological survey of the Lufthansa

i facility at JFK Airport. New York State inspectors detected radiation
levels from a large trash dumpster on the premises consistent with
expected radiation levels from the source. On September 22, a

! . representative from Berthold Systems searched the dumpster a id retrieved
i the source. The source was not damaged. No leakage was detected by

field measurements but New York State inspectors took wipe samples for-

analysis. The source was placed in the original shipping container and
prepared for transport back to West Germany. j

lOn October 3, 1988, the source was received by Laboratorium Berthold in i,

Stuttgart and inspected with three members of the Stuttgart Trade Board. pd.

' It is Laboratorium Berthold's opinion that the loss of the source could
-

only have been caused by irregularities in handling the package and they |plan to seal similar packages on all sides in the future to minimize |

external interference.

On October 18, 1988, Berthold Systems reported the source must have been '

in the cargo area of the airport adjacent to the dumpster in which it was
found. It was in a black trash bag suggesting the sweeper at JFK must
have placed it there and then thrown the bag into the dumpster.

ACTION: Provide review of reporting requirements for material in transit
(IM08/JLong). pg g,g 4, g gau

g DUE DATE: 11/7/88 yy 4

2. MinnesotaMining&ManufacturingCompany(3M3-Po-210 Contamination
from Static Elimination Devices (Miller) 4 ;:,

ACTION: IMAB provide status report.

DUE DATE: 11/07/88 b w.* p M
TT

_ - ___
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} 3. Problems with Luminous Devices - General Follow-up Topics

LLWM should consider need to look at ultimate disposal of luminous i

devices. Consideration needs to be given to sending a User-Need;

memo to RES on tritium-phosphor interactions.;

I

| ACTION: LLWM provide status report.

DUE DATE: 88

1 4. Radiation Sterilizers, Inc. (RSI) - Incident involving leaking WESF
i (Cesium-137) Sources (M111er/5LITP)

On September 27, 1988, sediment vacuumed from the pool floor was observed
to contain resin beads. Possible sources of the sediment include,

i deteriorated cardboard boxes and duct particles. A 46.3 gram sediment.
sample requested by DOE to assay for Cs-137 read 30 mrad /hr Beta on
contact and contained 0.5 uCi/ gram. There is speculation the sediment may

; be a radioactivity sink rather than a possible source. Rust spots have
: been observed on the pool floor similar to those seen on the sides.
.

| On September 28, 1988, Chem-Nuclear Systems, Inc. , (CNSI) completed
i removal and packaging of the contaminated trolley chain. Four (4) filter

bags were collected from pool vacuuming operations. Each bag contained
'

2-3 pounds of sludge reading from 200 to 280 mrad /hr on contact. The
i

! filter bags were packaged and stored onsite awaiting further disposition. I

i CNS! is continuing disassembly and decontamination of conveyor / elevator !
: components. i

)4

3 On September 30, 1988, DOE completed design work on a revised method of |
capsule sipping. The new method involves wet sipping six (6) capsules in l

i

an enclosure which can heat the capsules. The new device is to be '

.

i fabricated, tested and sent to the site on or about October 17. 1
;~

On October 11, 1988, the State notified Region !! the cesium leakage rate '

was estimated to have increased from 25 uCi/hr to about 244 uCi/hr. The*

! State requested DOE to expedite preparation of procedures to deal with
| capsule failure. DOE advised they would dispatch additonal technical

representatives to the The pool concentration rose to
approximately 1.7 X 10"gtatet,: uCi/ml. A public hearing is scheduled for
October 17 in Dekalb County, Georgia.,

On October 12, 1988, DOE /CNSI estimated the capsule-to-pool inleakage
rate to be about 600 uti/hr, which remains within the resin capacity when
operatedat30GPMrgtherthan20GPM. The pool concentration has been;

reduced to 5.7 X 10" uCi/ml. The new ca!

expected to be ready for another two (2)psule heating sipper is notweeks.
,

3

l

, - , . . - . - - - - - - - - -. - . -
|
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On October 26,'1988, the State notified Region 11 they 'have strong
indications from sipping results of leaking sources in the north racks in
drawer C-4, Four (4) or five (5) capsules in the drawer have been
identified for individual sipping. A date to begin individual sipping
was not specified. The Cs-137 inleakage rate is currently ranging from
130-190 uCi/hr. ,J

j ACTION: IMAB to provide status report.- p# M
DUE DATE: 11/07/88 bog Dneff j 4g j
Amersham Corporat M Excessive Radiation Levels on Shipment (MacDonald)j 5.

! On September 23, 1988, Amershau Corporation received four (4) containers
from IRE, Belgium. When the truck arrived, all the containers were on.

! their side on a pallet. The containers were righted and moved to the
; receiving doors where high radiation levels set off the building alarms.

The highest radiation levels measured were 1,300 mR/hr at the surface of
a package and 40 mR/hr at one (1) meter. The containers were originally,

flown to Boston by Air France and trucked from Boston to Amersham by'

Reliable Air Freight. Amersham determined the truck driver received

|
minimal exposure and notified Air France of the incident.

ACTION: SGTR to follow-up and provide status report.

DUE DATE: 12/05/88;

6. Device End-of-Life Problems (AE0D)
1

4 a. ProvidenceHospital(Alabama)-MalfunctionofRemoteAfterloadingDevice

{ Sealed source failed by release of source wafers

b. Beloit Memorial Hospital - Malfunction of Picker C-9 Teletherapy Unit
9

p Source failed to return to shielded position

i hd c. Greenwich Hospital Association - Failure of Cobalt-60 Teletherapy Unit-Yp-

l M W Source failed to return to shielded position

p k ACTION: AE0D to report at December meeting
'

# DUE DATE: 12/05/88-

7. AdditionalEvents(SLITP).

,

8. AbnormalOccuranceReports(AE00)

,
- ~

$V -

. -n,
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9. Recent Enforcement Actions

,
Licensee Date Action

Penn Inspection Company 10/6/88 $2,500 civil penalty proposed
Chickasha, Oklahoma Order Modifying License

. (effective immediately)
!

Order to Show Cause

Combustion Engineering, Inc. 10/07/88 $12,500 civil penalty proposed
Windsor, Connecticut

Syncor International 10/12/88 Order modifying licenses
Corporation (effective immediately)
Chadsworth, California

Payne and Payne, Inc. 10/24/88 $1,600 civil penalty paid
Shawnee, Oklahoma

Hole Truth, Inc. 10/24/88 Order Modifying License
Oklahoma City, Oklahoma .(effective immediately)

Davis Great Guns Logging 10/27/88 $500 civil penalty proposed
Wichita, Kansas

Ford Motor Company 10/27/88 $500 civil penalty proposed
Dearborn, Michigan

Wise Appalachian 10/28/88 $1,250 civil penalty paid
Regional Hospital
Wise, Virginia '

Shadyside Hospital 10/28/88 $2,500 civil penalty proposed
Pittsburgh, Pennsylvania

.
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OPERATIONAL EVENTS SCHEDULE
. .,

White Flint 6811 2:00 p.m.Monday, December 5, 1988 -
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AUGUST 1. 1988 OPERATIONAL EVENTS FOLLOW-UP j

Minnesota Mining & Manufacturing (Miller) Company (3M) - Po-210 Contamination
1.

from Static Elimination Devices
1

ACTION: IMAB provide status report.
.

!
'

DUE DATE: 9/6/88

2. Letterkenny Army Depot - Tritium Contamination (Miller)

Surveys by the Letterkenny Arg Depot Site Safety Office indicated that
the entire radiographic facility at the depot was contaminated with
tritium as a result of improper non-destructive examination of a tritium*

light source. The light source was originally part of a range finder for
an artillery ^ piece. As a consequence of the general contamination, the '

radiographii. facility was shut down immediately on April 14, 1988, and
isolated from personnel.

: An investigation is being conducted by the Letterkenny Arg Depot.
Decontamination methods are expected to be determined as part of the .

investigation. |
\.

ACTION: Determine if Arg is completing decontamination according to l
schedule. |

DUE DATE 9/6/88
1

3. Houston Inspection Service (SLITP/AE0D/SGTR) l
!

SLITP/AEOD/SGTR to follow-up on reasons for Type B package failure and |
any generic implications. SLITP to consider training for State personnel i

responding to event notifications to improve recognition of potentially
significant events. (7/11/88)

ACTION: SGTR to issue an Information Notice this week. Licensee
to recertify package. Give status report at next meeting.

DUE DATE: 9/6/88

3. Beloit Memorial Hospital - Teletherapy unit malfunction (AE00)

On March 12, 1988, during a routine safety check following installation
of a new 5470 curic cobalt-60 source in a Picker C-9 teletherapy unit,
the licensee discovered that the source failed to return to its shielded
position. A service representative from the vendor was able to return
the source to its shielded position the next day. The cause of the
failure may have beers a chip in the nylon pinion gear of the shuttter
drive mechanism.

'

ACTION: AEOD to look at end-of-life product and prepare Commission
,

|Information Paper (Benaroya) based on this item and other items !

discussed by Hussbaumer.

DUE DATE: 9/88

4
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4. Penn Inspection Company - Potential Overexposure to a Radiographic Source
(Miller)

On May 28, 1988, a Penn Inspection Company radiographer sought medical
attention to establish whether he had been overexposed to a 45 Ci
iridium-192 source. The State of Oklahoma and NRC were notified by the I

Grady Memorial Hospital. The potential overexposure resulted from attempts
,

to return a stuck source to the camera. The radiogra >her was not using a |TLD, film badge, or pencil dosimeter at the time of tie incident. On May <

30, the licensee's owner reported that he and his consultant had reenacted
the incident and obtained worst-case dose estimates of 15.8 rems to the
hands, 2.6 rems to the gonads, and 1.1 rems to the whole body. An NRC
inspector, accompanied by a representative of the State of Oklahoma, was
to inspect the licensee's activities on May 31, 1988.

ACTION: This incident to be added to AEOD lists of events indicating
potential equipment end-of-life problems. Update status
at next meeting.

DUE DATE: 9/88

Department of the Army)- flissing Sealed Radiation Sources Containing
5.

Tritium (H-3) (Miller

On June 15, the ifcensee reported to Region III that it was unable to
locate 27 sealed sources each containing between 0.075 and 3.0 curies of
tritium in gaseous form. The sources were missing from devices sent from
various military bases to the Letterkenny Anny Depot in Chambersberg, PA,
for repair. The Depot is reviewing its records to determine which bases
returned the devices for repair. These sources are used to illuminate

; level vials and sighting devices on weapons. The Army does not maintain !

a master inventory listing of these sources and devices since there are,
'

tens of thousands of these devices used at 480 bases worldwide.
! The licensee has sent notices to all bases on June 8 and 16,1988

reiterating the instructions which require that they do not remove the4

i

? radioactive sources from the devices. The second notice requires a |

response from the users.
3

Region III is monitoring the Army's review.
,

ACTION: Determine extend of problem tracking sources and identify i

possible improvements.

DUE DATE: 9/6/88,

,

RadiattonSterilizers,(Miller /SLITP)Inc. (RSI) - Incident involving leaking WESFj 6.
(Cesium-137) Sources-i

,

|

On June 7,1988 Cs-137 contamination was detected in the water shielding
; of Radiation Sterilizers, Inc., Decatur, Georgia. The contamination was

determined to be caused by leakage from the WESF capsule sources located
in the pool. On June 10, a Confirmatory Action Letter was-issued to RSI's,

;

!

. .
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sister plant in Westerville, Ohio. In addition, the State of Colorado
wasaskedtoinform10 TECH (aStatelicensee)whoalsoutilizestheWESF
Cesium sources. On June 13 DOE sent senior representatives to RSI to
assume project management of the recovery and cleanup of the facility.

,

Based on results of June 28, 1988, domineralization of pool water
,~

continues to lower concentrations of cesium to 0.022 microcurie /m1, down
about half from the precleanup concentration of 0.06 microcurie /ml.
Leaking source identification equipment is expected to be onsite and
ready for use on July 5,1988. RSI is discussing with FDA the restart of,

i the saline packaging operations on site.
'

On July 19, 1988, the Westinghouse Hanford team (DOE) performing visual ;

! andultrasourdexaminationsreported29suspectcapsules(outof252) ,

identified. A color camera identified the pinhole capsule stains as rust,

emanating from the weld area. Three (3) or four (4) of the most sus
capsultes are to be shipped to Oak Ridge National Laboratory (ORNL) pect4 for
examination by August 6, 1988. The remaining suspect capsules are expected

3

j to be returned to Hanford.

; On July 20, 1988, the divider wall between the opthalmic canning area and

3.4 X 10"gI/Decatur facility was complete. The pool activity level is |rest of R'

uC1/ml. Cause of accelerated corrosion and pitting of '

|
stainless steel in RSI/Decatur pool is still unknown. DOE may recossend j,

RSI begin visual examination of their capsules at Westerville, Ohio using'

binoculars and a bright swim pool light. State plans to establish an'

investigation team to develop operation lessons learned.
,

1 On July 22, 1988, the State advised RSI they had cleared the saline solution
{ process line for operation. This portion of the building is now on its

own ventilation system and has separate entrances. FDA approval is still
required before the line goes into operation.>

; ACTION: Obtain report from DOE reg:rding capsule data. Event
to be tracked for status reports.'

] DUE DATE: 9/6/88

:

4

d

i
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|
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OPERATIONAL EVENTS SCHEDULE

White Flint 6B11 2:00 p.m.Tuesday, September 6, 1988 -

White Flint 6811 2:00 p.m.Monday, October 3, 1988 -

White Flint 6B11 2:00 p.m.Monday, November 7, 1988 -

White Flint 6811 2:00 p.m.Monday, December 5, 1988 -
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DCS No: 999999880302
Date: March 3, 1988 |

*
*

l
PRELIMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE--PNO-I-88-24

'

This preliminary notification constitutes EARLY notice of events of POSSIBLE safety
ior public interest significance. The information is as initially received without ;

verification or evaluation, and is basically all that is known by the Region I
staff on this date.

Facility: Licensee Emergency Classification:
Albert Einstein Medical Center Notification of Unusual Event

,

|
New York, New York Alert i

(Agreement State Licensee) Sito Area Emergency
General Emergency |

y Not Applicable i

Subject: WORKER INGCSTION OF P-32

On March 2, 1988, Region I received a call from the New York City Department of Health
concerning an incident at Albert Einstein Medical Center in which a female graduate I
student apparontly ingested a quantity of Phosphorus-32 (P-32). A routine survey with

'

thin window GM of the student on March 1 revealed counts of 10,000 cpm (ef ficiencya

of the counter not known at this time) at contact over most portions of her body with
readings of 15,000 cpm at the top of her head. Analysis of a urine sample f rom the
student revealed 6,000 cpm /mi of P-32. At this time it is not known how or when the |

uptake occurred, but the student had been working with P-32 during the period '

February 24 to March 1. Further bioassays are planned and the Department of Health
has inspectors on site to conduct an investigation.

CONTACT: John R. McGrath - 346-5216

OISTRIBUTION: -

H. St.
-

HNBB Phillips ~'~ E/W Willste Mail: ADM: 0MB
ChairmaE2Ech E00 NRR NHSS 00T:Trans only
Comm. Roberts PA OIA RES
C on.m . Bernthal OGC AE00 NRC Ops Cet
Comm. Carr
Comm. Rogers

ACRS Air Rights INP0----
SECY SP NSAC----
CA

POR Regional Offices ~~ TM! Resident Section
-

RI Resident Office
_

Licensee:
(Reactor Licensees)
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P'dL'IMINARY N0f!FICATf 0N OF EVENT OR UNUSUAL OCCURRENCE--PNO-1-88-24A

This preliminary notification cons'.itutes EARLY notico of events of POSSIBLE safety
The information is as initially received withoutor public interest significance.

verification or evaluation, and is basically all that is known by the Region I
staff on this date.

Facility: Licensee Emergency Classification:
Albert Einstein Medical Center Notification of unusual Event
New York, New York Alert
(Agroomont r.,tato Licensno) Sito Area Emorgency

. _, Ceneral Emergency ,

|
'.

.J.__. Not Applicable
.

Subject: WORKER INGESTION OF P-32

This is to updato PN0-1-88-24 dated ciarch 3, 1988 which reported the apparent ingestion
of a quantity of P-32 by a female graduate student. As reported earlier the analysis 1

i

of a urine sample taken from the student on March 1, 1998 revealed 6,000 cpm /ml of
'

An analysis taken at 4:00 p.m. on March 2 revealed 11,000 cpm /ml of P-32. An
P 32.
analysis taken at 4:00 p.m. on March 3 revanlad 5,000 cpm and one taken at 8:00 a.m.

'

March 4 revealed 4,500 cpm. A bone scan taken on Marcr 2 was inconclusive and a whole
body count is being scheduled. Contrary to earlier information, the student states
that she has not used P-32 while working at this lab, hrveys of the '.,tudent's
tipartment and roommatos wero negative. A survey of a re rigerator where food andc

Imverages are kept on the same floor of the lab was negstive. Beverages were also
sampled with negative results. All individuals working on the same floor as the lab
in question were bicanayed with negative results. The responsible investigator's
laboratories have all been shut down as of March 4.

i

The |Department has engaged a medical consultant to follow the student's progress.lim
Department intends to hold an enforcement conference in the next few days. Some

off-the'-record statements by individuals indicate possible intentional contamination
of the student's food or beverages. The Department has notified the NYPD and some
preliminary questioning has taken place.

CONIACT: John McGrath
346-5216

OlsrRl0U110N:
H. St. MNDB Phillip', F/W Willste' Mati: ADM: DMB

Chairman lech E00 NRR NMSS 001:Trans only~~~ ~'

Comm. Roberts PA OIA RCS

comm. Bornthal OGC AE00 NRC Ops Cet ._ _
Conm. Carr
Cnmm. Rogers

ACRS Air Rights INPO----
5fCY SP NSAC----
CA

PDR Regional Offices TM' Resident Section . ._,___

R1 Resident Office

Licensee:
(Reactor LTcinsees} (

I
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DCS No: 99999880303
Date: March 14, 1988

PREllMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE--PNO-I-88-248

This preliminary notification constitutes EARLY notice of events of POSS!BLE safety
or public interest significance. The information is as initially received without
verification or evaluation, and is basically all that is known by the Region I
staff on this date. -

Facility: Licensee Emergency Classification:
Albert Einstein Medical Center Notification of Unusual Event
New York, New York Alert
(Agreement State Licem ee) .__ Site Area Emergency

_ General Emergency
X Not Applicable

subject: WORKER INGEST 10N OF P-32

This is to update PNO-!-88-24 and 24A regarding the ingestion of P-32 by a
female graduate student. As previously reported, urine samples were begun on
the day the uptake was detected. However, results were erratic and no firm
conclusion could be drawn regarding the extent of the original uptake. On
Friday, March 11, a whole body count was performed at New York University.
The results indicated that the amount of P-32 remaining in the body wa around
130 microcuries. Assuming the uptake occurred on February 29, the day before

ithe uptake was detected, the estimated total uptake was in the range of 400
microcuries. If the uptake occurred shortly after the previous background
check on the student (February 17) the total uptake could have been as high as .

800 microcuries. Further whole body counts are anticipated to try to refine
these estimates. The opinion of the NYU staff is that the uptake was the
result of a very freak accident or the intentional administration of the
isotope to the student, the latter being the most likely.

The city Department of Health is considering a number of enforcement options
in this case and have attempted to involv9 police authorities, however,
neither the individual nor the Univers;tv will file a complaint with the
authorities.

CONTACT: John McGrath
346-5216
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BRIEFING SHEET

1

Scheduled: Monday, July 1, 1991 !.

2:00 p.m. - White Flint North 68-11 '

Subject: Operational Events Briefing

Purpose of Briefing: To brief Director, NMSS, on Recent Operational Events

Background Information: Monthly briefing to discuss significant events that
may have high visibility, generic implications, or

;
problems which will not be quickly resolved. l

GPA and AE0D have also been requested to provide
a suntnary of events in Agreement States and events

;

being considered for the Abnonnal Occurrence Report |to Congress. |

Handouts: To be distributed at the meeting if necessary. i

i

l

Enclosurz- List of Events

Invitees: R. Bernero K. Black, AE0D |

G. Arlotto H. Karagiannis, AE0D i

R. Cunningham S. Schwartz, GPA
J. Greeves V. Miller, SP/GPA

,

C. Haughney L. Bolling, SP/GPA j
J. Hickey R. Hauber, IP/GPA

!
C. Trottie J. Delmedico, OE

'

K. Ramsey K. Dattilo, OC
J. Swift R. Bellamy, R-I
J. Glenn W. Cline, R-II.

L. Camper J. Grobe, R-III
|

H. Lamastra A. Beech, R-IV
S. Baggett R. Pate,, R-V
P. Vacca
J. Schlueter,

R. Burnett
C. N. Smith
C. MacDonald
R. Bangart
E. Ten Eyck
L. Person
B. J. Youngblood
J. Linehan 1

C. Jones '

F. Goldberg, ED0 |

|

|

NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING

|
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New Operational Events - July 1,1991-

1. General Electric (Wilmington, NC) - Excess Uranium in Unsafe Geometry |
Tank (Haughney)

!

In the early morning of May 29, 1991, the licensee identified higher than I

expected amounts of uranium in a process tank of the waste treatment i
sptem, posing a potential criticality safety problem. The systems 1

apparently causing the situation were shutdown. The maximum I
concentration in the tank of concern (V104) was measured at 2300 ppm or 1

150 kg of total uranium. The licensee informed Region II of this finding i
at 3:40 pm on May 29 and the NRC entered Standby mode at 5:50 pm. A Site

lTeam consisting of three Region II staff members was dispatched and '

arrived at approximately 1:00 am on May 30, 1991. Contingency measures
to extract the excess uranium from the tank using a centrifuge continued
through the night. The State of North Carolina and Federal Agencies were
notified. '

At approx. 6:30 am on May 30, 1991, the licensee declared on Alert.
Although some equipment problems were experienced, centrifuge operations were
conducted until approx. 3:00 am on June 1, 1991. The contents of the
V-104 tank were reduced to less than critical mass. The Alert was

,

4

6 terminated by the licensee and NRC went out of Standby Mode. All uranium
recovery operations from tanks V-103, V-104, and the connecting lines,

were completed on June 3, 1991. An incident investigation team was
.

I
dispatched to the site.

[ g [ Mem. )
* '

ACTION:

DUE DATE: * '"'y "M h '

2. Siemens AG (Hanau, Federal Republic of Germany) - Explosion at
Fuel Fabrication Plant (Haughney)

On December 12, 1990, an explosive mixture ignited in the circulating
pump of a spray sc.rubNr at the Siemens facility. The shock wave from
the ignition was transmitted along the pipeline to the scrubber and
caused the scrubber to exp) ode. One employee was severply injured.

goo } U rskased Sen d6se swisers ed W/l,e. exfstm
ACTION: (d ch Ut M 15Md 'IM on b& Ocmd. led ye.plastets

, - S b le- u

gie J 4, f ,$ t%h.f,4sa -

DUE DATE: %d4,- wl ,- p J,
3. Del-Med, Inc. (South Plainfield) - Material Lost by Common Ct.rrier

TUlenn)

On June 10,1991, the 00T National Response Center notified the NRC
.

IOperatioes Center that two packages of iodine-123 had fallen off a truck
i

ontoI-78(exit 13)nearBloomsbury,NJ. One of the packages was l
reported to be damaged. The shipper was Del-Med, Inc. of South j
Plainfield, NJ.

,

l

|
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A radiation protection specialist for Del-Med was contacted and reported t'iat
two type 7A fiber board packages carrying iodine-123 (half-life 13 hours)
had fallen off.a Del-Med truck transporting the packages from the
Amersham Corporation (South Plainfield, NJ) to the Syncor Corporation
(Allentown,PA). Each package carried 20 lead vials with a single
gelatin capsule containing 0.1 millicurie of I-123 in each vial. The
driver did not know that the package had fallen off his truck but
discovered them missing during a rest stop. He informed company
management and a search of his route ensued. When the packages were
found, one was undamaged but the other appeared to have been run over by
other vehicles and the contents scattered. Of the 20 vials in the
damaged package, 10 vials were recovered with 1 intact and 9 damaged.
The other 10 were still missing. The damaged vials were removed from the
scene and carried back to the Del-Med warehouse. The two individuals
that moved them have been surveyed and no contamination found. However,
they will receive a thyroid scan.

Del-Med contacted the NJ State Police and the NJ Department of
Environmental Protection for assistance. Two representatives from the
State Bureau of Radiation Protection and two members of an environmental
response unit responded to the scene and helped Del-Med management to
search for the 10 missing vials. Darkness hampered the search. It was
decided that blocking through traffic on I-78 was not warranted.-

On June 11, 1991, the state reported that Del-Med had assumed they had
recovered 10 of the sources (capsules) because they had recovered 10 lead
pigs. Based on this information, the search teams looked for 10 missing
Capsules and in fact recovered 9 capsules and parts of another one.

.

However, it has been discovered that the capsules (sources) were not
inside of 9 of the 10 lead pigs that were originally assumed to have been
recovered. Therefore, an additional 9 capsules are still at the site.

p pr'f'4Members of the Del-Med and state search teams recommenced the search to IArecover the balance of the capsules on June 12. j 4, W
yL wel 4 wss 66w w* a J do*~ c y ofte. Y k
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4. Wilford Hall Medical Center (San Antonio, TX) - Lost Radiotherapy Ribbon
(Glenn),

On May 31, 1991, the Brooks Air Force Base (AFB) Radioisotope Connittee I
notified the NRC Operations Center that they could not account for twelve !

Ir-192 radiotherapy seeds. During the removal of 14 radiotherapy implant
ribbons from a patient, the licensee discovered that one ribbon had
become dislodged and was missing. The ribbon contained twelve Ir-192
seeds (approx. 16 mci). The licensee was reasonably sure that the ribbon

Q was still intact. A search was made of the facility lucluding trash and
r laundry facilities. On June 1,1991, the licensee notified the

Operations Center that the ribbon only contained 11 seeds, instead of
12. They called in health physics support from Armstrong Laboratory to j

locate the ribbon. A complete search of the facility had negative ;

results. The licensee planned to survey local landfills. l

% [ ldll w& w*3 Nfe-ACTION:
,

DUE DATE:
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5. University of California (Irvine, CA) - Potentially Deliberate Internal
Contamination (SP)

On June 18, 1991, the State of California notified Region V that the
licensee had reported a thyroid burden of 78 microcuries of I-125 in a
foreign researcher. During a routine laboratory survey, the researcher
appeared to be contaminated. When the contamination could not be removed
and the most intense spot appeared at the front of the neck (approx.10 -

millirem / hour), the researcher was sent immediately for a thyroid
bioassay. The bioassay indicated approx. 78 microcuries of I-125 in the
thyroid. A second bioassay two days later indicated 73 microcures. The
researcher's visa was due to expire on June 15, 1991. The university and
state'-investigation had revealed that the isotope was most likely
self-ingested. Nose, mouth, and throat samples indicate an ingestion
pathway. In addition, there was no volatile iodine present in the
facility and the researcher was not working with volatile iodine.
The researcher did not have a good relationship with the university.

sldt uulg m p. Ru d 6 pareMs bd 6% c%).d
ACTION: ]'

"5 ''

DUE DATE:

6. North Ridge Hospital (North Ridge, CA) - Therapeutic Misadministration
(SP)

' On May 5,1991, the licensee administered 15 millicuries of I-131 to the
wrong patient. The licensee did not notify the State of California until
May 31, 1991. The state has cited the licensee for numerous violations
and has retained a consultant to evaluate the thyroid status of the
patient.

q g ,J , mV4 w s m e. (Urv,s fub son .G u nst d &
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DUE DATE:

7. Additional Events

8. Abnormal Occurrence Report (AE00)

4

9. Significant Enforcement Actions (OE)
,

3

.
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Followup Operational Events - July 1, 1991
,

.

1. Cleveland Clinic Foundation (Cleveland, OH) - Laboratory Contamination
Spread Offsite (Glenn)

On May 16, 1991, a researcher in a Cleveland Clinic Foundation laboratory
J found evidence of radioactive contamination from leaking vial of phosphorus-32
%, . which had been used earlier in the day in the laboratory. 4

ACTION: IMAB provide status report at next meeting. -f b mne. veelaltms.
&< L<-<1'llE seuce4DUE DATE: July 1, 1991 ,g, fg

2. QEST Corporation (Tulsa, OK) - Contaminated Radiography'

J Equipment (Glenn) A
.

-

# On April 16, 1991, Amersham Corporation in Massachusetts notified the
iic$p licensee that a returned sealed source and its changer was found to beg&

contaminated with iridium-192. On April 17, 1991, the radiography
- g /* licensee notified Region IV that iridium-192 contamination had been

identified at the licensee's office and work site at Tulsa./p
,

A A, pTION: IMAB follow Amersham's investigation of leakage through the
,

g', j, inner capsule weld and provide status report at next meeting.w
A

c DUE DATE: July 1, 1991
h "

Mislabeled and Mishandled Chemicals - (Haughney)

c

3.-

On March 15, 1991, Babcock and Wilcox (Lynchburg, VA) received four

'.
55-gallon drums of toluene labeled as "AMSCO 140/TBP." On April 12,
1991, General Electric (Wilmington, NC) received a tank truck of nitric
acid that the driver identified as hydrochlo',ic acid.

ACTION: Region !! draft an information notice on the use of hazardous
chemicals. IMSB provid

->Ts4 , wha 6 % [rst[atus report at next meeting.m
DUE DATE: July 1, 1991

4. A State-Run University Hospital (Zaragoza, Spain) - Therapeutic
Overexposures with a Linear Accelerator (Hickey)

/g_ On March 4,1991, NRC Headquarters was notified by IAEA and REAC/TS that
bV several overexposures had occurred in Spain during December 1990 when a

linear accelerator was used for cancer treatment. Seven people have died.

ACTION: IM08 provide status report at next meeting.

DUE DATE: July 1, 1991
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1991 OPERATIONAL EVENTS SCHEDULE

.

'

Date Time ' Location

Monday, July 1, 1991 2:00 p.m. 68-11
Monday, August 5, 1991 2:00 p.m. 68-11
* Tuesday, September 3, 1991 2:00 p.m. 6B-11
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