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UNITED STATES OF AMERICA

TUESDAY, !IOVEMBER 7, 1995

The interview took place in Room 4B-2 in the Nuclear
Regulatory Commission Building Number Two, Rockville,
Maryland, at 10:30 a.m., John E. Glenn, Chief

Investigator, presiding.

PRESENT: JOHN E. GLENN, Chief Investigator
BETSY ULLRICH

SAMI SHERBINI

NEAL R. GROSS
COURT AEPORTERS ANO TRANSCRIBERS
1329 AMODE SLAND AVENUE. N W
(208) 2344430 WASHINGTON, D C. 20008 (202) 234443
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P-R-0-C-E-E-D-1-N-G-S
(10:34 a.m.)

INVESTIGATOR GLENN: Today is November 7. My
name is John Glenn. I am the leader of an Incident
Investigation Team that was chartered to look into an
incident involving P-32 update at the Massachusetts
Institute of Technology in August. The time is
approximately 10:30. The purpose of this interview is to
find out something about precursor events that may have
occurred in the past.

I would like at this time to ask that the other
members of the interviewing team introduce themselves for
the record, and state their names and positions.

MR. SHERBINI: Sami Sherbini, Health Physicist,
at NMSS.

MS. ULLRICH: 1I'm Betsy Ullrich, Senior Health
Physicist from UG1.

INVESTIGATOR GLENN: And Mr. Lubenau, if you
could state your name and your current position.

MR. LUBENAU: My name is Joel Lubenau. I am a
Senior Health Physicist with NMSS.

INVESTIGATOR GLENN: Okay. The purpose of the
1IT is to establish what happened at MIT, to identify a
proobable causes. The reason we are talking to you is also

to develop lessons learned and make recommendations to the

NEAL R. GROSS
COURT REPORTERE AND TRANSCRIBERS
1329 AHODE ISLAND AVENUE, N W
WASHINGTON. O C. 20008 (202) 2344433
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agency as to possible changes that need to be made in our %
regulatory program,

The reason we are recording, haviug it
transcribed is twofold. One, it permits us not to worry
about writing notes in order to know what is said. Number
two, the facts and findings that come out of the IIT need
to be appropriately documented. This provides the
mechanism for doing that.

The transcripts will be made available for your]
review, usually within 24 hours. You can contact Cherie
Seigel and make arrangements for a time to come and look
at them. When we are through, I'll give you a little
sheet of paper that talks about the rules for review and
availability of transcripts. You can make changes through
an errata sheet, not by actually changing the text of the
transcript.

The other thing is the transcripts will at the
conclusion when the record has written the transcript, it
will be put in the PDR.

Okay. I think one of the main reasons we want
to talk to yocu and in terms of looking at precursor
events, we did run across an event that occurred in
California in 1978. It happened at a time when you were

in the Office of State Programs. We thought you might

know something about that.

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 AMODE ISLAND AVENUE. N W
(202) 2344430 WASHINGTON, 0.C. 20008 (202) 2344430
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I was wondering if you could just tell us what
you remember about it. Also, what the agency’'s follow-up
action was, if any, that you remember.

MR. LUBENAU: I was afraid you were going to
ask me the second part, because I don’'t remember. But on
that, let me offer you some suggestions on where you can
go to find the answers to that, because we're talking
about an event that was 17 years ago. My recollections
are pretty much in common with Herb Book’'s memo. I was
trying to search my memory as to what we did afterwards.

I'm not too sure I can recall it, but state
program’s files for agreement state matters are organized
by state. So you want to go to State Programs and ask
them to pull out a retirement state file for California
for this time period.

Another place to look is the microfiche records
of the Periodic Reviews of the State Programs. In this
particular case, the next review, whenever that was
conducted of the California program. Tney are kept on
microfiche. Those I think are in State Programs, or they
used to be.

The other thing in reading this, of course Herb
brought up the question of whether or not this was an
abnormal or treated as an abnormal occurrence repcrt. I

don’'t remember. In the library, well you’'ve got all
NEAL R. GROSS

COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVENUE. NW.
(202) 2344430 WASHINGTON, D C. 20008 (202) 2344430
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different ways of accessing those.

My recollection of this was that this was a
case that caused us a lot of concern at State Programs
because of the way that the state handled it or didn’'t
handle it. Herb has already addressed the fact that they
were not, state was not conducting an independent
investigation. They were leaving it to the university and
to the local police, who as Herb pointed out, turned out
to be the campus police.

It was a case involving deliberate
contamination. There’s not that much more I can add to
it. I was trying to search my memory as to what I could
recall in addition to what Herb has reported. Without
having a look at some of the other papers, as I said, it's
17 years ago.

It caused us a lot of concern though. I do
know that. At that time, we had just overall -- we had
overall concerns about the State of California. Chet Mott
was head of the compliance program. Another person was in
charge of licensing. Joe Ward was the program director.
This was just another item that caused us concern about
the overall program at that time.

INVESTIGATOR GLENN: Okay. I guess you've told
us where to look for additional information. You don’t

remember how the program office reacted to it, anything of

NEAL R. GROSS
COURT REPORTERS ANO TRANSCRIBERS
132 RHODRE ISLAND AVENUE. N W
(202) 2344430 WASHINGTON. D C. 20008 (202) 2344439
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that nature?

MR. LUBENAU: I remember having conversations
with Chet Mott. I remember having conversations with Bill
Ward -- who was the guy in IG, about providing assistance
to the state, investigative assistance. I guess the other
players in the State Programs would have been Wayne Kerr.
I guess Bob Ryan might have been there at the time. I
remember spending some time on the phone with Chet Mott
trying tc get him to change their approach there about
deferring to the licensee to do the investigation. That
was troubling to us.

How we escalated it, and there was a reference
to Peter Bradford, Commissioner Bradford, I don’t recall
the details.

INVESTIGATOR GLENN: We have done a search to
see if there were any INs or anything like that. We
haven’'t found anything.

MR. LUBENAU: There was a PN.

INVESTIGATOR GLENN: There was a PN.

MR. LUBENAU: Those should be available in the
PDR.

INVESTIGATOR GLENN: We have a copy of the PN.

MR. LUBENAU: Now I don’t know if we issued
anything like we do today with the morning report or the

other communications. That’'s why I say go to the

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1325 AHODE SLAND AVENUE. N.W
(202) 2344433 WASHINGTON, O C. 20008 (202) 2344433
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California file and see what is there.

INVESTIGATOR GLENN: Okay. There’'s a couple of
othe: incidences that we have become aware of in agreement
states and just ask you to see whetber you recollect
anything about those.

There was cne at Duke University in North
Carolina. I guess it occurred in 1988. It apparently
wasn‘'t reported until 1990.

INVESTIGATOR GLENN: That rang no bell with me.
The one that rang a bell with me was the one at Brown
University of Rhode Island. My reccllection on that one
is we saw similarities between that event and the one at
UCSF. In fact, I think at one point we even wondered
whether or not there were some same people involved. In
other words, it’'s parties that were involved in California
had managed to find their way to the east coast.

Other than that, I can not recall any of the
details on the Rhode Island one. The Rhode Island program
overall was always thought to have pretty good program.

My guess is they did an investigation on their own.

INVESTIGATOR GLENN: We have a copy of their
report. It, at least on the surface, appears to have more
independence associated with it.

MR. LUBENAU: Well that would be consistent

with what we knew about the Rhode Island program.

NEAL R. GROSS
COURT REPORTERS ANO TRANSCRIBERS
1323 AMODE ISLAND AVENUE. NW
(208 2344430 WASHINGTON, D.C. 20008 (202) 2344433
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INVESTIGATOR GLENN: About the same time, there
was a contamination incident at Albert Einstein in about
the 1990 period.

MR. LUBENAU: That rings no bell with me. That
is not to say I wasn’'t involved.

INVESTIGATOR GLENN: Well, B2tsy, do you have
any questions?

MS. ULLRICH: No. I don't.

MR. LUBENAU: I wish I had a John Dean total
recall memory. I don’t.

INVESTIGATOR GLENN: Okay. Well, at least you
did give us some ideas of where --

MR. LUBENAU: If I can recall anything else,
I'll be more than happy to let you know.

INVESTIGATOR GLENN: Okay. The time being
about 10:42, the interview is concluded.

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

concluded.)

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 AMODE ISLAND AVENUE. N W
WASHINGTON, D.C. 20008 (202) 7344430




CERTIFICATTE
This is to certify that the attached
proceedings before the United States Nuclear

Regulatory Commission in the matter of:

Name of Proceeding: INTERVIEW OF JOEL LUBENAU

Docket Number: (NOT ASSIGNED)

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

'raportinq company, and that the transcript 18 a true and

ot PP~

CHARLES PYOTT
Official Reporter
Neal R. Gross and ("o., Inc.

accurate record of the foregoing pro;z;dings.
7“;

NEAL R. GROSS
COURT REPORTERS ANO TRANSCRIBERS
1323 AMODE ISLANO AVENUE, N W
208) 2344433 WASHINGTON, 0.C. 20008 (202) 2344433




December 5, 1988 OPERATIONAL EVENTS UPCATE \

Stanford Mining Company - Missing Gauges (Austin)

On October 27, 1988, during review of a license termination request,
Region | contacted the firm shown on the NRC Form 314 as the recipient of
two (2) Texas Nuclear Model 5030 density gauges. The alleged recipient,
Phoenix F~ - ent Leasing Company, Danvil?c, West Virginia, did not
possess . or Agreement State license and denied ever taking possession
of the ,¢5. Phoenix had contracted with Stanford to prepare mine sites
for lase 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 saivage 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.

DUL DATE: January 3, 1989

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

On November 8, 1988, the Texas Bureau of Radiation Control (TBRC)
informed Region IV that radioactive contamination was found in steel
flanges imported from [taly. The contamination was discovered when metal
turnings from several flanges were sent to a scrap steel company in
Houston, Texas, and a radiation d:tector alerted personnel. The flanges
were part of a batch of 750 flanges imported in July 1988 from SOTOV,
Milano, Italy. The Italian supp?ier 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 t~ pe 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-I11-85-37).

ACTION: 1P to confirm that Italians will.accept contaminated flanges
back. SLITP to provide update at next meeting,

DUE DATE: January 3, 1989



Washington State University (Washington) - State Confirmatory Order to
ease Receipt of Sealed Sources :

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. Tnis 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. The largest single source (5,000 curies)
encapsulated by General Electric was reportedly not evaluated for
compliance 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

Comb.stion Engineering, Incorporated - Receipt of Contaminated Package
(SGTR)

On November 9, 1988, the licensee reported to Pegion I that a box of
equipment received on November 72resu1ted in a single contamination
measurement of 50,000 dpm/100 cm®. No other wipes revealec any abnormal
contamination leveis. The box was shipped in an exclusive-use vehicle
from the Arkansas Muclear One reactor facility, Russelville, Arkansas.
The box arrived with the 1id 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 contaminaticn., The initial survey by the
licensee on November 7, 1988, indicated a maximum reading of 10 mrem/hr
at the surface and no removable contamination. Additional surveys by the
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 represenic
loose contamination or a single "hot particle.” Mo 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
Additional Events (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 cabfnet different than where

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.



10.

Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination
from Static Elimination Devices !lusgin;

ACTION: 1IMAB to provide status of 3M's RAD work on Po-210 static
eliminators.

DUE DATE: January 3, 1989

Radiation Sterilizers, Inc. (RSI) - Incident involving leaking WESF
(CesTum-137) Sources !Iusfin?S[;TP)

ACTION: [IMAB to provide status report. SLITP to determine content
of draft report from State Task Force.

DUE DATE: January 3, 1989

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
Dev ' ce End-of-Life Problems (AEOD)

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

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

ACTION: AEOD to report at February meeting

DUE DATE: February 6, 1989

Sacred Heart Hospita) (Mary1andl - Teletheraoy Misadministrations
(Austin/SLTTP)

ACTION: SLITP to provide State report to AEOD 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
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NUCLEAR REGULATORY COMMISSION
OFFICE OF NUCLEAR MATERIAL SAFETY AND SAFEGUARDS
WASHINGTON, D.C. 20555

December 2, 1988
NRC INFORMA'!ON NOTICE NO. 86-93: TELETHERAPY EVENTS

Addressees:

Al]l NRC madical licensees.

Purpose:

This notice 1s intended to alert recipients to the circumstances leading to

two recent telethcrapy events and to emphasize the importance of the correct
use of computerized treatlnnt-plannin?. 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 sftuation from occurrin? 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

at a hospita: in an Agreement State, the higher activity of the new source was
not properly accounted for in the computerized treatment-planning system, In
particular, vhe computer program related to the use of beam trimmers was not
updated because the beam trimmers were not bein? used by the licensee at the
time of source exchange. At a later date, the licensee began using beam
trimmers again and based its treatment planning calculations on the incorrect
old source output., Because the licensee failed to update the program with the
new source output, 33 patients received doses 75 percent in excess of the
prescribed dyses.

In a second case, in a different Agreement State, teletherapy events occurred
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 when using the programs.

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

8811290030



IN 88-93
December 2, 1988
Page 2 of 2

Discussion:

A1l 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,
Ticensees should consider steps to ensure that individuals using treatment-
planning computer systems are properly trained in the use and limitations of
those systems,

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

Sl L Croary e

Richard E. Cunningham, Director

Division of Industrial and
Medical Nuclear Safety

Office of Nuclear Materia) Safety
and Safeguards

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

J. McGrath, Regfon I
(215) 377-5216

Attachment: List of Recently Issued NRC Information Notices



Attachment

IN 88-93
December 2, 1988
Page 1 of |
LIST OF RECENTLY ISSUED -
NRC INFORMATION MOTICES
Tatormation ~ Date of
Notice No, Subject Issuance Issued to
88-92 Potential for Spent Fuel 11/22/88 A1l holders of OLs
Pool Draindown or CPs for nuclear
power reactors.
88-91 Improper Administration 11/22/88 A1l holders of OLs
and Control of or CPs for nuciear
Psychological Tests power reactors and
all fuel cycle facility
l{censees who possess,
use, import, export,
or ansport forsula
quantities of strategic
special nuclear material.
88-90 Unauthorized Removal of 11/22/88 A11 NRC Ticensees
Industrial Nuclear Gauges authorized to possess,
use, manufacture, or
distribute industrial
nuclear gauges.
84-39 Degradation of Kapton 11/21/88 A1l holders of OLs
Electrical Insulation or CPs for nuclear
power reactors.
88-88 Degradation of Westinghouse 11/16/88 A1l holders of OLs
ARD Relays or CPs for nuclear
power reactors,
88-87 Pump Wear and Foreign 11/16/88 A1l holders of OLs
Objects in Plant Piping or CPs for nuclear
Systems power reactors,
86-106, Feedwater Line Break 11/10/88 A1l holders of OLs
Supp. 3 or CPs for nuclear
power reactors,
88-86 10/21/88 A1l holders of OLs

Oporatin? with Myliiple
Grounds 1n Direct Curvent
Distribution Systems

or CPs for nuclear
power reactors.

OL = Operating License
"™ = Construction Permit



1989 OPERATIONAL EVENTS SCHEDULE

Tuesday, January 3, 1989
Wonday, February 6, 1989
Monday, March 6, 1989
Monday, April 3, 1989
Monday, May 1, 1989
Monday, June 5, 1989
Monday, July 3, 1739
Monday, August 7, 1989
Tuesday, September 5, 1989
Monday, October 2, 1989
Monday, Movember 6, 1989
Monday, December 4, 1989
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White Flint
White Flint
White Flint
White Flint
White Flint
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Scheduled:

Subject:

Purpose of Briefing:

Background Information:

Handouts:
Enclosure:

Invitees:

BRIEFING SHEET

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

Operationa’ Events Briefing
To brief Director, NMSS, on Recent Operational Events.

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 -~ events in Agreement States and events
being considered for the Abnormal Occurrence Report
to Congress.

To be distributed at the meeting if necessary.
List of Events

Thompson
Bernero

. Cunningham

. Sjublom
Hickey

. Cool

Ramsey

Rouse

Swift

. Bidinger
Austin
McETroy
Lamastra
Burnett
McCorkle

. MacDonald
Knapp

Greeves
Browning

J. Youngblood
Black, AEOQD
Miller, SLITP
Bolling, SLITP
Flack, OE

Mr<XODCXTOODIIZCLCOLMROLOHD T DT
* e s = P « s s = . . .

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



NEW EVENTS - DECEMBER 5, 1988

MQS Inspection, Incorporated - Raciographer Overexposure (Austin)

On November 3, 1988, a 69 Ci Ir-192 source unexpectedly moved from its
shielded position in a radiography camera into the guide tube while a
radiographer and his assistant were setting up equipment tor a radiograph.
The work was being performed at the Midland Power Station construction site
fn Midland, Michigan. The radiographer's survey meter showed a high
reading and the source was promptly cranked back into the camera. Pocket
dosimeters worn by the two (2) individuals were off-scale.

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,

\ .‘(ﬂ ‘
Tion: . ”;ﬂ:«:& v"‘c’)\.""ﬁ J’;‘;ﬁ\ Mﬁw -’
DUE DATE:

Stanford Mining Company - Missing Gauges (Austin)

On Uctnber 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
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: pllesed' dences 3 b *“‘/" '::‘“" - 5%’3& = ’
PN h\uaw\' T

'“,n¢~ $ w!

DUE DATE:



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

On November B8, 1988, the Texas Bureau of Radiation Control (TBRC)
informed Region IV that radioa-tive contamination was found in steel
flanges imported from Italy. Tne 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 SOTOV,

J2 g;;:ao Italy. The Italian supplier was Venete and a heat number was

(;g}o 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.
The contamination appears to be Co-60 (100 pCi/g estimated) uniformly
distributed throughout the steel. This is very similar to the
contaminated uell casing pipe imported from Brazil (PNO-11-85-37).
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DUE DATE: ————— e

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-6N" sealed sources encapsulated by

)Ja different manufacturers, containing approximately 8,049 curies, are

0? presently in the pool. The licensee's RSO was unable to assure the State
V&N the sources were evaluated for water emersion in accordance with ANSI
standard N452-1977. The largest single source (5,000 curies)

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

frequency of pgo u?é:r alysis for Co-60 to three (3) times a week.
ACTION: ’f‘}ﬁﬁé U ,,-)‘g.» g ¢
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DUE DATE:
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5. Combustion Engineering, Incorporated - Receipt of Contaminated Package

On November 9, 1988, the licensee reported to Region | that a box of
equipment received on November ' .resulted in a single contamination
measurement of 50,000 dpm/100 cm“. ho 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 1id 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
j;\) licensee on November 7, 1988, indicated a maximum reading of 10 mrem/hr
at the surface and no removable contamination. Additional surveys by the
Ticensee 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:

¢ Wt "
DUE DATE: b -W""“*" 3’“;&
6. Additional Events (SLITP) 38 .0 “ g ekl 3‘\@‘

7. Abnormal Occurvrence Reports (AELD)

8. Recent Enforcement Actions

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



1.

NOVEMBER 7, 1988 FOLLOW-UP ITEMS

Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination
rom Static mination Devices (Austin

45 "w‘ﬁ’
On November 10, 1988, Region 'l met with management representatives to wk'&
discuss 3M's schedule to close cut several issues including the return of ¥
all devices to 3M, ,/ut'i‘c‘L

9 3 e =1l
ACTION: [IMAB provide status report. y/‘w':.;*‘eb r”E :.' .-m"
DUE DATE: 12/05/88
Problems with Luminous Devices - General Follow-up Topic (LLWM)

LLWM should consider need to look at ultimate disposal of luminous
devices., Consideration needs to be given to sending a User-Need r"(‘; 6‘{’,0
memo to RES on tritium-phosphor interactions, “, "’
ACTION: LLWM provide status report. “‘,.J‘ \est / M ')%‘2?“’
DUE DATE: 12/05/88 ’bw'“‘,,«t 'a"/p.c&w) [U/)Lw»- - Jw*a-“"* c"ﬂ i
ol T
Radiation Sterilizers, Inc. - Incident involving leaking WESF 'C “f-'
esium- ources us’ n P
) S\J" Task

ACTION: IMAB to provide ¢tatus report. \D"R 'd‘ ?"t,,; M H
DUE DATE: 12/05/88

Amersham Corporation - Excessive Radiation Levels on Shipment (MacDonald)

ACTION: SGTR to follow-up and provide status report,
DUE DATE: 12/05/&8
Device End-of-Life Problems (AEOD)

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
Gaxse of Pn‘lﬂﬂ$7

Source failed to return to shielded position "
\ ;'w" “" PRreny iy
ACTION: AEOD to report at eting ,s\ e

U
DUE DATE: 12/05/88 \ rm\ﬂ" regmt 7



Bartholomew County Hospital - Patient Crushed by Teletherapy Head (Austin)

ACTION: 1IMAB provide results of investigation into shis incident (3355;)
at next meeting b P e ) ‘
b . e’
Mot P'u,g;,.r we o G0

DUE DATE: 12/05/88 S leansets

Measurex Corgoration (California) - "ingertip Overexposure to Two
ndividuals (Austin ‘ana

ACTION: [IMAB to provide status report Lur® )Ps\s)‘“ ”f
DUE DATE: 12/05/88 et

Sacred Heart Hospital (Maryland) - Teletherapy Misadministrations
ustin

On October 27, 1988, the state called Region I concerning a report from
Sacred Heart Hospital that over the last 13 months, 33 patients “eccived
therapy treatment doses in excess of *he prescribed dose. The licensee
indicated that all 33 patients were “terminal," 20 of these 33 patients
have died during the course of their treatments. The state sent an
inspector to the facility to investigate the circumstances surrounding
this occurrence,

On November 3, 1988, Region I reported the patients received doses 75% in

excess of the prescribed doses. The Chief Technologist brought her

concerns to the radiotherapist/RSO on three separate occasions after

noticing erythema on patients. The radiotherapist/RSO took no action to
investigate. After the third erythema case, the technologist called in

their consultant medical physicist group, Mid-Atlantic Radiation

Services, who confirmed the misadministrations. The radictherapist's

hospital privileges were suspended and a new therapist was hired. An br ade,
independent consultant from the University of Virginia was hired by the g k
hospital to determine if the overexposures contributed to the deaths of ="

20 patients. The State of Maryland also contacted an independent -—ﬂb~w“f”§:“
consultant from the University of Maryland to assist in evaluating this | ke

incident, fﬂh 'n 18 b‘l,

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 trimmers during
therapy treatment, Approximately 13 months ago the therapist decided to
use the beam trimmers for brain tumor therapy and used the old source
output with trimmer data in the treatment planning.

ACTION: SLITP to provide state report to AEOD to enter into Abnormal done
Occurrence report, IMOB to issue Information Notice on 'Failure"'ej-a“m
to Check Computer Program Against Source Change." IMAB provide v/

status at next meeting. et % TN’
-

0P b

G ‘)_\C

DUE DATE: 12/05/88



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 )
y"q o\; 2 "\,!‘ f% :
Yoyt (G
‘ib «¢ﬁ>' GJB d‘by
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NOVEMBER 7, 1988 FOLLOW-UP [TEMS ‘\W

- P0-210 Contamination

ACTION: [IMAB provide status report.
DUE DATE: 12/05/88

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

-)Incldont involving leaking WESF
b

ACTION: [IMAB to provide status report.
DUE DATE: 12/05/88
Amersham Corporation - L«cessive Radiation Levels on Shipment (MacDonald)

ACTION: SGTR to follow-up and provide status report,
DUE DATE: 12/05/88
Device End-of-Life Problems (AEQD)

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: AEOD to report at December meeting

DUE DATE: 12/05/88



6.

8.

Unscheduled Topics

a. Hugh son requested & follow-up to crushed patient incident
at Bartholomew County Hos; ‘tal

b, Discussed 1iquid Tow level waste that did not solidify propcrl}
at Hope Creek Reactor Plant (Knapp)

Measurex Covporation (California) - Fingertip Overexposure to Two
viduaTs (V. er

ACTION: IMAB to provide status report
DUE DATE: 12/05/88
Sacred Heart Hospital (Maryland) - Teletherapy Misadministrations (SLITP)

On October 27, 1988, the state called Region ! concerning a report from
Sacred Heart Hospital that over the last 13 months, 33 patients received
therapy treatment doses in excess of 103 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 pro?ral 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
‘nvestigate the circumstances surrounding this occurrence.

ACTION: SLITP to provide state report to AEOD to enter into Abnormal
Occurrence report. IMOB to issue Information Notice on *Failure

to Check Computer Program Against Source Change.“ [MAB provide
status at next meeting.

DUE DATE: 12/05/88
West Virginia University Hospital - Loss of Licensed Material (V. Miller)

ACTION: Region II to investigate cause of lost source. IMAB to provide
status report at next meeting.

DUE DATE: 12/05/88



October 3, 1988 OPERATIONAL EVENTS UPDATE

Berthold Systems (Pennsylvania) - Cobalt-60 Source Lost in Transit
(Burnett)
On September 20, 1988 Region | received notification from Berthold
Systems that a 2 mC{ Co-60 sealed source was lost durin? transport from
West Germany. The licensee noticed the source was missing when surveys
of the shipping container received measured background levels. The
shipp:ngicontaincr handles were damaged and the padlock securing the 1id
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 Yorx. 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 | requested the New York State Bureau of Radiological Health to
conduct a physical search and radfological 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
preopared for transport back to West Germany. Shipment is pending New
York State sample analysis and confirmation from U.S. Cus*toms that the
shipment has been cleared.

ACTION: Provide review of reporting requirements for material in transit
(IMOB/JLong).

DUE DATE: 11/7/88

Amersham Corporation - Excessive Radiation Levels on Shipment (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 Boston by Air France and trucked from Boston to Amersham by
Reliable Air Freight, Amersham deiermined the truck driver received
minimal exposure and notified Air France of the incident,

ACTION: SGTR to foliow-up and provide status report.
DUE DATE: 12/05/88



Device End-of-Life Problems (AEOD)

&. Providence Hospital (Alabama) - Malfunction of Remote Afterloading Device
Sealed source failed by release of source wafers

b. Beloit Memoria) 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: AEOD to report at December meeting

DUE DATE: 12/05/88

Minnesuta Mining & Manufacturing Company (3M) - Po-2i0 Contamination
From Static ETimination Devices (Hg:qer;

ACTION: [IMAB provide status report,
DUE DATE: 11/07/88

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: 11/07/88

Radiation Sterilizers, Inc. (RSI) - Incident involving leaking WESF
(Tesium-137) Sources (MiTTer/SCITP)

ACTION: [IMAB to provide status report.
DUE DATE: 11/07/88

Unscheduled Events

R. Burnett (SGTR) discussed Force-on-Force exercise for security
at a Category I Fuel Facility.




Monday., November 7, 1988
Wonday, December 5, 1988

OPERATIONAL EVENTS SCHEDULE

- White Flint 6811
- Write Flint 6811
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ITEM 4. DEPARTMENT OF THE ARMY -~ MISSING SEALED RADIATION
SOURCES CONTAINING TRITIUM

ACTION: IMAB TU CONTACT ARMY FOR ACCOUNTING OF DEVICES.

Below is a rough outline of now the U.S. Army Armament,
Munitions and Chemical Command (AMJ2COM) lccated in Rock
Ieland Illinois accounts for radicactive devices. This
command uses two different types of systems to track
devices. One is the Radiation Testing and Tracking Systen
(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
account for each device and cell moduie by serial number
throughout its iife cycle, that is to say from purchase
though disposal. When maintenance is performed on these
items, replacement source are not issued unti’ the defective
source modules are turned in for disposal.

The other radicactive devices licensed for useé 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
under 12-0722-02. H

thousand devices used under gereral license provisions and
under the exemptions provisions of NRC requlations. These
types of devices generally fall outside of any accounting
system. .

Complete inventory records on devices used under the above
specific licenses are note centrally maintained by AMCCOM.
They do maintain records on total quantities procured, and
records of quantities stored at each bulk storage depots.
Once the devices are fielded to users, AMCCOM maintains
neither z-zountability nor visibility of the devices until
the devices are turned in to a depot for repair or disposal.

The basic property book accounting system requires the users
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.

The tritium luminous fire control devices used under license
12-00722-06 are repaired in the field. The maintenance



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.
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Scheduled:

Subject:

Purpose of Briefing:

Background Information:

Handouts:
Enclosure:

Invitees:

BRIEFING SHEET

October 3, 1988
2:00 p.m, - Whit2 Flint North - 6 B 11

Operational Events Briefing
To brief Director, NMSS, on Recent Operational Events.

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 of events in Agreement States and cvents

being considered for the Abnormal Occurrence Report
to Congress.

To be distributed at the meeting if necessary.

List of Events

-

Thompson

. Bernero
Cunningham
Sjoblom
Hickey

Cool

Ramsey

Rouse

Swift

Miller

. Austin

. McElroy
Lamastra
Burnett
McCorkle
MacDonald
Knapp

. Greeves
Browning

. J. Youngblood
Black, AEOD
Flack, OE
Bolling, SLITP
McGuire, RES

. -

-

nNrMmMmxoxGCTIOODETTQWacwr-r-moowopDomo T
e v « o * = o M

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



October 3, 1588 New Operational Events

Baxter Healthcare Corporation (Aibonito, PR) - Apparent Overexposure
V. WiTler]

On September 16, 1988, Region II received a report of an apparent
overexposure measured on a TLD. An employee received 2,860 mrem in a
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
sterilization of medical products. The cause is still under
investigation. Employees are now wearing self-reading pocket dosimeters.

}M’ 1nes ) r"‘"‘(f‘- irradoader .
ACTION: RE fo ssved wsp. pt. , AE2D PO B J‘J’" L‘s" .o &“’:::’ “,,J.
DUE DATE:

Berthold Systems (Pennsylvania) ~ Cobalt-60 Source Lost in Transit
TBurnett)

On September 20, 1988 Region [ 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 1id
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 | 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
Y:rk State sample a?alysis and confirmation from U.S. Customs that the
shipment has been cleared.

0B revitw J‘ h mr-mués fv "‘4
AcTion; TM*B Py o AL B

DUE DATE: 1'(3 r.,m‘? rpuraments of ot
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Trainer Surveys, Incorporated (Louisiana) - Lost Well Logging Source

On September 21, the Loufsiana Nuclear Energy Division notified Region IV
that a 3 C1 americium-beryllium source was lost, The source was last
used at a field site near Shreveport, Louisiana or September 20 and found
nissin? 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
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
miles before the unsecured source fell off the truck bed.

ACTION: Mo  achen
DUE DATE:

Davis Besse, Toledo Edison Company - Detached Radiography Source
!H1||er7IEUﬂ)

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: Mo achen
DUE DATE:

Fitzpatrick, New York Power Authority - Detached Radiography Source
er )

Onr 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:  Unl Rle puck 21 rpk . by CE
s
DUE DATE: R o N

Special Presentation - Proposed Regulation of Large Pool-type Irradiators

Discuss AEOD/S807-Review of Events at Large Pool-Type Irradiator and

provide status of rulemaking. Q4> interlocks ;,.,}.up on cables
ACTION: Yoor wmstr. cridena

ro QJ Op- regmts.
MB rvmuﬁl—d"

DUE DATE:



Additional Events in Agreement States (SLITP) 4 "/ " LA Darde

Status of Abnormal Occurrence Renorts (AEOD) N from zhéfJ"
16 = Rr France.  TL < j5-e5

Recent Enforcement Actions shodd o TT> f0

Licensee Date Action
Bridgeton Hospital September 1, 1988 $1,250 civil penalty
Bridgeton, New Jersey paid
Bi11 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



October 3, 1988 Follow-up Items

Veterans Administration Medical Center - Excessive Radiation Levels
on Mo Tybdenum-99/Technetium-99m Generator (Austin)

On July 29 or 30, 1988, a M0o-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 <urveyed
not provided). 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
corner,

On August 1, 1985 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 perforned
surveys. The representative concluded that the generator was not damaged
or leaking (note: Tc-99m only has a 6 hour half-1ife). NMSS is
coordinating with FDA who is discussing the matter with Cintichem,

ACTION: Verify differences between VA data and Cintichem data (IMAB)
f‘l'ﬂ‘dlb M '\J ok

DUE DATE: 10/03/88 4 jiiie bean nbile b gad v wihogoried

Device End-of-Life Problems (AEOD)

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

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

Source failed to return to shielded position

ACTION: AEon'cu report at next meeting nuﬁ
DUE DATE: 10/03/88 Shaet hs montty (lkth 3! ‘E ! é_,
”7-‘. i ‘}" "7“ s S‘U. ”\"'\ ’.'l +> N
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3. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination
from Static Elimination Devices (Miller

Mt, ACTION: IMAB provide status report. E‘f‘i;‘j""{
DUE DATE: 10/03/88 beus o QA

4. Department of the Army - Missing Sealed Radiation Sources Containing
Tritium (H-=3) (Killer)

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 Army 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 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.

) a 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
a,.r 4 radioactive sources from the devices. The second notice requires a
\ r(; response from the users.

//,') Region 111 is monitoring the Army's review.

. v, voo dewvrce.
ﬁ)ﬁ \:}j‘ﬁ ACTION: [MAB to contact Army for accounting of devices. A

y"’ DUE DATE: 10/03/88 Sea. Sabgeris P
& /lb JAﬂ W - Unk.
ﬁ',&- 5. Radiation Sterilizers, Inc. (RSI) - Incident involving leaking WESF

Q ,p*\ (Cesium-137) Sources (Miller/SLITP)

o

» The potential for redistribution of activity from RSI/Decatur pool walls
) .,g'v and capsule rack surfaces was evaluated by scrubbing the walls., No

'.v" ,)’/ . significant increase in pool activity was observed., On September 8, DOE
e“'n,) notified RSI of plans to recall the WESF capsules and RSI agreed to

. )", release the capsules.

&
bv"’ X \0" On September 9, 1988, DOE began screening/evaluating WESF capsules at
\)' ¥ RSI/Westerville. On September 12, the State of Georgia RSI Investigative
o ’) 4 Task Force was scheduled to meet in Atlanta.
Py

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.

tonsdaraton aweds to be quen Fo a Usery need Mto?s P on
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On September 16, Region [T issued a license amendment authorizing
RSI/Westerville to load up to 1.2 million curies of Co-60 and initiate
commercial operation contingent upon removal and shipment of 36 WESF
capsules to DOE/Hanford, Shipment was planned for the week of
September 19,

On Scptenggr 21, RSI/Decatur pool levels had 1n§rcasod from

1.17 X 10 “uCi/m) on September 16 to 3.27 X 10" “uCi/ml after the
demineralizers were down for 114 hours. Pool vacuuming operations were
inftiated 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 uCi/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.
DUE DATE: 10/03/88
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SEPTEMBER 6, 1988 OPERATIONAL EVENTS UPDATE

Veterans Administration Medical Center - Excessive Radiation Levels
on MoTybdenum-99/Technet Tum-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
not provided). 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
corner,

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
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)
DUE DATE: 10/03/88

Device End-of-Life Problems (AEQD)

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 Teietherapy Unit
Source failed to return to shielded position

ACTION: AEOD to report at next meeting

DUE DATE: 10/03/88



-

Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination
from Static Elimination Devices (Hi!lcﬁ{

During the week of August 1.5, 1988, Region IIl 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

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

On June 15, the licensee reported to Regfon 111 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 Army 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 sightin? 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
radioactive sources from the devices. The second notice requires a
response from the users.

Region IIl is monitoring the Army's review.

ACTION: [IMAB to contact Army for accounting of devices.

DUE DATE: 10/03/88

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

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



Additional Events in Agreement States (SLITP)

None discussed.

Status of Abnormal Occurrence Reports (AEOD)

AEOD was unable to attend due to conflict in schedules.

Recent Enforcement Actions

Licensee Date Action
University of Medicine July 26, 1988 $5,000 civil penalty
and Dentistry of New Jersey imposed gpaid August
Newark, New Jersey 29, 1988
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

Department of the Army August 19, 1988 $1,000 civil penalty
Albuquerque, 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
Drumright, Oklahoma imposed

Midwest Wireline Logging August 29, 1988 Order suspending

and Perforating, Inc. Ticense and show
Seminole, Oklahoma cause

Unscheduled Events Discussed

R. Burnett (SGTR) discussed September 5, 1988 event in which
NFS security guard shot himself while handling weapon. Guard
is recovering. No follow-up action necessary.
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BRIEFING SHEET

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

Operational Events Briefing
To brief Director, NMSS on Recent Operational Events.

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

GPA and AEOD have also been requested to provide

u« summary of events in Agreement States and events
being considered for the Abnormal Occurrence Report
to Congress.

To be distributed at the meeting if necessary.
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AUGUST 1, 1988 OPERATIONAL EVENTS FOLLOW-UP

1. Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination
from S*.:1c Elimination Devices (Miller

During the week of August 1-5, 1986, Region III and representatives from
OSHA, EPA and ORAU conducted a team inspection at the 3M facility in

St. Paul,Minnesota. inor  vidahons ot
(\ w.'( ACTION: [IMAB provide status report. concerns @ A "
| ol Show ctause —» oGe talkie b3

DUE DATE: 9/6/88 keep unnl CAL , corm, I

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 n~n-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
isolated from personnel.

\~c€ An investigation is being conducted by the Letterke'ny Army Depot.
N Decontamination methods i ¢ expected to be determined ac part of the
investigation.

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

DUE DATE: 9/6/88
3. Houston Inspection Service (SLITF/AEOD/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
significant events. (7/11/88)

}'0( ACTION: SéﬂR to issue an Information Notice. | -~nsee to recertify
package. Give status report at next mc.t. g,
Jol«'ff*f & resewn) & @A

DUE DATE: 9/6/88 Oy stns SEP 5 ob Gort
4. Beloit Memorial Hospital - Teletherapy unit malfunction (AEOQD)

On March 12, 1988, durin? a routine safety check following installation
. of a new 5470 curie cobalt-60 source in a Picker C-9 teletherapy unit,
, ”,;’( the licensee discover<d that the source failed to return to its shielded
v \Lc position. A service representative from the vendor was able *o 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 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.

Du  DATF: 9/88



yof

6.

?enq]ln;pection Company - Potential Overexposure to a Radiographic Source
Miller

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

the camerg 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 to
the gonads and 1.1 rems to the whole body.

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

ACTION: This incident to be added to AEOD 1ists of events indicating
potential equipment end-of-1ife problems. Update status
at next meeting.

DUE DATE: 9/88

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

On June 15, the licensee reported to Region II1 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 Chumbersberg, 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 rot remove the
radioactive sources from the devices. The second notice requires a
response from the users.

Region 111 is monitoring the Army's review.

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

DUE DATE: 9/6/88 Mt radaaste, nd Fracked
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Radiation Sterilizers, Inc. (RSI) - Incident involving leaking WESF
(Cesium=137) Sources (Miller/SLITP)

On June 7, 1988, Cs-137 contamination from leaking WESF capsule sources
was detected in the storage pool of Radiation Sterilizers, Inc., Decatur,
Georgia. +On 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, DOE reported 29 suspect capsules (out of 252)

identified after visual agd ultraaound examinations. The pool has been
decontaminated to the 10™° to 107" uCi/ml range and remains stable. Cause
of accelerated corrosion and pitting of stainless steel in the RSI/Decatur
pool is stil] unknown,

On July 22, 1988, the State advised RSL/ﬁecatur they had cleared the saline
solution process line for operation. FDA approval is stiil required
before this line goes into operation.

On July 27, 1988, the State advised Region II that DOE is drafting an
advisory to permanentiy maintain all Cs-137 WESF capsules in peol
storage. On July 28, 1988, representatives of NRC headquarters and
regional staffs visited the RSI/Decatur facility.

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
found 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 remainin? 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) 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: Obtain report from DOE regarding capsule data. Event
to be tracked for status reports.

DUE DATE: 9/6/88



SEPTEMBER 6, 1988 NEW OPERATIONAL EVENTS

Veterans Administration Madical Center - Excessive Radiation Levels
on MoTybdenum-99/Technet um-99m Generator (Austin)

On July 29 or 20, 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 gonerltogkturface (efficiency and area surveyed
not provided). 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
corner. P

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
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: v;'ﬁ' £ dabe 15 g00d fry v decemoe £ s » anoher example
o (24

zn Fvndtﬁ":.
DUE DATE:

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 scurce wafers., The patient was removed from the
room, catheters removed and surveys conducted. No contaminaticn or
radiaticn levels were detected on the patient or any material outside the
treatmert 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
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 State intends to transfer d-,,u,i
the device back to the Nucletron Corporation who will be responsible for Comp e b
shipping the entire device to Mallinckdrodt, St. Louis, Missouri for

further investigation,

ACTION: (ot autdhoral inbocmatbior on why Sescce came apart
/
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Movats, Incorporated ieeorgia) - Contamination Found on Testing Equipment
mported Srom [ndia )

On July 22, 1988, contaminated test equipment was shipped from Bombay,
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
performed additional surveys on five (5) packages and their contents. No
contamination was found on any exterior surface of the packages. Gamma
radiation levels of 0.8 mrem/hr and beta radiation levels of 4.0 mrem’/hr
were found on some equipment. The State will issue a license to Movats,
Incorporated for possession of the material until proper disposition is
achieved. Samples of removable contamination were taken and are being
evaluated by the State.

) i
ACTION: i g g

Greenwich Hospital Association - Failure of Cobalt-60 Teletherapy
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

patient was not ambulatory and two (2) physicians entered the therapy

room to remove the patient. The patient received an additional 100 Rads

to the hip being treated. Licensee physicians determined this dose will

not have an adverse effect. The source was eventually retracted using « P " J

the emergency stop as directed by the licensee's consulting teletherapy .i*°/

physicist. o
Vo .C_F‘(:,

The Ticensee estimated the two (2) physicians were in the therapy room retvac

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

returned to the vendor for emergency processing. After the unit 1is e

serviced, licensee representatives will re-enact the incident to estimate

doses to the physicians.
ACTION:
DUE DATE:
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Additional Events in Agreement States (SLITP)

Status of Abnormal Oc-urrence Reports (AEOD)

Recent Enforcement Actions

j nse2 ->

Univers1ty of Medide
and Dentistry of Ne
Newark, New Jersey

Bridgeton Hospital
Bridgeton, New Jersey

Brigham and Women's
"a-u't-1
Massachusetts

.ou e Laboratories,
.= sen Laboratories,

Orion Chemical any,
and Mr. John P. Pgrsen
Provo, Utah L

Yale University
New Haven, CT

Department of the Army
Albuquerque, New Mexico

Veterans Adiuiinistration

] Center
tickd, Kansas

g’
Computalog, Incorporated

Drumright, Oklahoma

Midwest Wireline Logging
and Perforating, Inc.
Seminole, Oklahoma

Jersey

Date

July 26, 1988

July 29, 1988

August 10,

August 15,

August 17,

August 19,

August 19,

August 22,

August 29,

1988

1988

1988

1988

1988

1988

1988

Action

$5,000 civil penalty
1nposed (paid August
29, 1988)

$1,250 civil penalty
imposed

$5,000 civil penalty
paid

General license
authorization revoked

$1,125 civil penalty
paid

$1,000 civil pena}ty
1mposed

$2,500 civil pena]ty
paid

$1,000 civil penalty
imposed

Order suspending
license and show
cause
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Backgrourd Information:
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ERIEFING SHEZT

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

Operational Events Briefing
To brief Director, NMSS on Recent Operational Events,

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 of recent-enforceaent actions, events in
Agreement States and events being considered for the
Abnormal Occurrence Report to Congress.

To be distributed at the meeting if necessary.
List of Events
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NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING
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AUGUST 1, 1988 NEW OPERATIONAL EVENTS

Westinghouse Electric Corporation - Loss of Fuel Rod (SGTR/Burnett/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 2.8 =
enriched uranium containing 54.4 grams of U-235. Westinghouse believes ereiched
the rod was transferred to scrap recovery without the appropriate computer e
entries. On July 8, the licensee notified Region Il and 1s developing ot
corrective action to prevent recurrence. Region Il will follow-up during

the next routine inspection, ;

1%, ",)

V/n Ay /

Trspec we Zasgr el 0w tonﬂl pw(rlurft, ;v .
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Flow Measurements, Inc. - Sealed Sources in Unlicensed Locations (SLITP)

On July 6, 1988, the ldaho Bureau of Hazardous Materials informed Region
IV that sealed radiation sources were found stored in unlicensed
locations since the licensee wenrt 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 cperations terminated.
Sources wera stored in the RSO's garage and the radiation lab at Eastern
Idaho Vo-Te« 1 School. The RSO now works for Idaho National Engineering
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-24]
source, two 1.1 mCi Cd~109 sources, fifteen 10 mCi Co-60 sources and
several unknown sources in a 55-gallon drum, Sources were stcred at INEL
awaiting final dispcsition,

ACTION: 't S AR B
DUE DATE: (1o b’ m ‘
Events in Agreement States (SLITP) o [J?;~; ;
Status of Abnormal Occurrence Reports (AEOD)
Coen meid sals warked Kbm (opers
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AUGUST 1, 1968 OPER, JNAL EVENTS FC.LCOW-UP

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

ACTION: [MAB provide status report, ":" e e - «uo&‘f}"’"'

Ler 1ra o o Akl

DUE DATE: 8/1/88 f

Warrenton Ref1n1n? Co. - Radioactive contaminatirn found in smelted
copper slag (Miller)

Region [1] 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 In-65, Region [I] was advised
that the Canadian Atomic Energy Control Board is going to "order" Noranda
v0. to return the contaminated material to the U.S.

On June 7, RIII received a phone call from Warrenton Refining Company who
demanded to know whc within the NRC was heading NRC's investigation of
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
representative indicated that it was his belief that it was a federal
problen because the erergies of the accelerator that could have produced
the isotopes in question incicate that it is a  0F accelerator. When
RITI suggested that Warrenton Refining contact [QE, the representative
felt that it woulc be inappropriate to ask DOE to investigate a problem
that might have been caused by cone 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.

ACTIUN:  Follow-up to determine disposition of slag. arcer&io
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Letterkenny Army Depot - Tritium Contamination (Miller)

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

/"" )
A g ('.'JW ACTION: Determine the facility is decontaminated according to plan
{

gr \Cd
.O.

approved by RI. [IMAB to determine if current work by DOE
will be satisfactory.

DUE DATE: 8/1/88
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 informe: on
recefved from New York City Police. Investigation still pending (7/11/88)

ACTION: AO report being prepared by New York for submission in time
for 3rd Quarter Abnormal Occurrence Report, (Note: A0 report
received on 7/11/88.)

DUE DATE: 6/1/88

Houston Inspectior Service (SLITP/AECD/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

significant events, (7/11/88)

ACTION: Continue tracking per action plan developed by SGTR,

DUE DATE: 8/1/88 ot af
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Beloit Memorial hospital - Teletherapy unit malfunction (AEOD)

On March 12, 198, durin? 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 t
failure may have been a chip in the nylon pinion gear of the shu(?::}
drive mechanism,

ACTION: AEOU to look at end-of-1ife product and prepare Commission
Information Paper (Benaroya) based on this item and other items
discussed by Nussbaumer,

DUE DATE: 8/88

Penn ln§pectwon Company - Potential Overexposure to a Radiographic Source
(Miller

On May 28, 1988, a Penn [nspection Ccmpany radiographer sought medical
attention to establish whether he had been overexposed to a 45 (i
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 nct using a
TLD, film badge, or pencil dosimoter 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 iicensee's activities on May 31, 198§,

ACTION: Region IV to seek possible assistance from 0l to interview
ingividual. This incident to be added to AEOD lists of events
indicating potential equipment end-of-1ife problems.

OUE DATE: &/88



-

Department of the Army - Missing Sealed Radiation Sources Containing
Tritium (KH=3) (Miller)

On June 15, the licersee reported to Region II] 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 cevices for repair., These sources are used to {lluminate
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 al) bases on June 8 and 16, 1988
reiterating the instructions which require that they do not remove the
radioactive sources from the cdevices. The second notice requires a
response from the users,

Region II[ is monitoring the Army's review. 5

ot 200

ACTION: Determine hew Army controls ?enerally licensed devices. ' n* @°
Deternine 1f the prcblem is limited to these devices or +=" ¢ _

if there are other problem areas. Status report due e s
at next meeting, o o
Jp-;!‘lf' ,g.- e f" - f{.
DUE DATE: 8/1/88 > e g
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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 ‘. elding
of Ragiation 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 acuition, the State of Colorado

was asked to inform JOTECH (a State licensee) who alsc utilizes the WESF
fesium sources. Or 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 pcol water
continues to lower concentrations of cesfum 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, 1986, RSI is discussing with FDA the restart of
the saline packaging operations on site.



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

and ultrasourd examinations reported 29 suspect capsules (out of 252)
fdentified. A color camera identified the pinhcle capsule stains as rust
emana from the weld area. Three (3) or four (4) of the most suspect
caps are to be shipped to Cak Ridge National Laboratory (ORNL) for
examifidtion by Auqust-65-1988. The remaining suspect capsules are expected
to be returned to Hanford.—.

On July 20, 1988, the divider wall between the opthalmic canning area and
rest of ggI/Decatur facility was complete. The pocl activity level is

.4 X 10 7 uCi/ml. Cause of accelerated corrosion and pitting of
stainless steel in RSI/Decatur pool is still unknown., DOE may recommend
RSI begin visual examination of their capsules at wWesterviile, Ohio using
binoculars and a bright swim pool light. State plans to establish an
investigation team to develop operation lessons learned.

On July 22, 1788, the State advised RSI they had cleared the saline solution
process Tine 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 regarding capsule data. Event
to be tracked for status reports,

CUE DATE: 8/1/88

?arion itee1 Conpany - Leaking Radioactive Gauges; Employees Contaminated
Miller

On June 10, Recion III was notified by the licensee that on the evening
of June 9, 1988, a ladle of molten steel structurally failed, pouring 1ts
contents directly into four cesium-137 level gauges (500 mCi each). The
molten steel stuck the gauge shutters in the oper position and proceeded
to melt out their protective lead 1inings and radioactive sources.
Without performing a radiation survey, the licensee remcved the gauges
from the steel slag and moved then 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 contam‘nation levels of 1.1 mR/h to 45
mR/h,

On June 11, State and DOE specialists surveyed approximately 16 homes
(none contaminated), 60 plant employees (16 with detectable contamination),
and plant facilities (twoc major contaminated areas found and restricted).

Cne June 24, a Region II] 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.

DUE DATE: 8/1/88



CPERATIONAL EVENTS SCHEDULE

Tuesday, September €, 1988
Monday, October 3, 1988
Monday , November 7, 1988
Monday, December 5, 1988

White Flint
white Flint
white Flint
White Flint
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6811
6811



Lcheduled:

Subject:

Furpose of Briefing:

Background Information:

Handouts:
Enclosure:

Invitees

BRIEFING SHEET

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

Operational Events Briefing
To brief Director, NMSS on Recent Operational Events.

Monthly briefing to discuss significant events that
may have high visiLility, 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 AEOD 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.

To be distributed at the meeting if necessary.
List of Events

Thompson
Bernero
Cunningham
Sjoblom
Hickey

Cool

Rouse

Swift

Miller

. McElroy

. Lamastra
Burnett
MacDonald
Knapp

Greeves

R. Brownin

OE E. Flack
01 T. Gilbert
AEOD ¥. Black
SLITP D. Nussbaumer
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NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING



1.

2.

NEW EVENTS

Radiatior Sterilizers, Inc. (RSI) - Incident involving leaking WESF
(Cesium=137) Sources) (Miller/SLITP)

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
sister plant in Westerville, Ohio. In addition, the State of Colorado
was asked to inform IOTECH (a State licensee) who also utilizes the WESF
Cesium sources. On June 13, DOE sent senfor 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 1s discussing with FDA the restart of
the saline packaging operations on site, i Ae

ACTION:
DUE DATE:

?ar1on ?teel 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 structuraliy failed, pouring its
contents directly into four cesium-137 level gauges (500 mCi each). The
molten stee! stuck the gauge shutters in the cpen position and proceecsd
to melt out their protective lead linings and radicactive sources.
Without performing a radiation survey, the licensee remcved the gaunes
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
(none contaminated), 60 plant employees (16 witn 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-Juiy 1.

ACTION:
DUE DATE:
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Department of the Army - Missing Sealed Radiation Sources Containing
Tritium (H=3) (Miller)

On June 15, the licensee reported te 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
varfous military bases to the Letterkenny Army 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 inveniory 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 III1 is monitoring the Army's review,

. o
ACTION:
DUE DATE:

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 & 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 RIl inspector was expected to be onsite on 6/28/88. The
Commonwealth of Virginia was notified,

ACTION:
DUE DATE:
Events in Agreement States (SLITP)

Status of Abnormal Occurrence Reports (AEOD)



FOLLOW-UP EVENTS

Minnesota Mining & Manufacturing Company (3M) - Po-210 Contaminationr
from Static Elimination Devices (Hillor{

On June 14, 1988, members of RII] 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

g:inq radioactive products manufacturered and distributed via 3M's NRC
cense.

ACTION:
OUE DATE:

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

Region 111 was advised on 5/19/88 that Warrenton Refining Compan) 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 tg contain radioactive material including
Co-56, Co-57, Co-58, Co-60, M§-54, and Zn-65. Region I1I 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
demanded to kr  whc within the NRC was heading NRC's investigation of
the copper slag problem. RIII informed him that NRC was not conducting
an investigation and has no jurisdictior in this matter because the
radioactive material is believed to be accelerator-producted. The Company
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
RITI suggested that Warrenton Refining contact DOE, the representative
felt that it would 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.

ACTION:

DUE DATE:



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 1ight 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 1ulndiate?y on April 14, 1988, and
fsolated from personnel.

An investigation 15 being conducted by the Letterkenny Army Depot.
Decontamination methods are expected to be determined as part of the
investigation,

ACTION: Investigation on tritium contamination needed. IMAB to
determine if current work by DOE will be satisfactory.

DUE DATE: 7/11/88

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 AEOD 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. Investigation still pending (7/11,/88)
ACTION:

DUE DATE:

Houston Inspection Service (SLITP/AEOD/SGTR)

SLITP/AEQD/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)

ACTION:

DUE DATE:



4,

FUTURE FOLLOW-UP EVENTS

Beloit Memorial Mospital - Teletherapy unit malfunction (AEQD)

On March 12, 1988, durin? a routine safety check following installation
of a new 5470 curie cobalt-60 source in a Picker C-§ teletherapy unit,
the 1icensee 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 huve been a chip in the nylon pinion gear of the shuttter
drive mechanism,

AEOD to look at end-of-life product and prepare Commission Information
Paper (Benarova)! based on this item and other items discussed by
Nussbaumer,

DUE DATE: 8/88

?en? ln§pectton 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
fridium-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-cese dose estimates of 15.8 rems to the
hands, 2.6 rems to the gonads, and 1.1 rems to the whnle 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 Ol to interview individual.
This incident to be added to AEOD lists of events indicating potential
equipment end-of-1ife problems.

DUE DATE: 8/88



OPERATIONAL EVENTS SCHEDULE

Monday, August 1, 1968
Tuesday, September 6, 1988
Monday, October 3, 1988
Monday, November 7, 1988
Monday, December 5, 1988

White Flint
White Flint
wWhite Flint
white Flint
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6811
6811
6811
6811



Scheduled:

Subject:

Purggso of Brieflng:
Background Information:

Handouts :

Enclosure:

Invitees

BRIEFING SHEET

June 6, 1988
2:00 p.m. - White Flint North - 6 B 11

Operational Events Briefing
To brief Director, NMSS on Recent Operational Events,

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 AEOD 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.

To be distributed at the meeting 1f necessary,
List of Events

Thompson
Bernero
Cunningham
Sjoblom
Hickey
Coo

oo
.
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Rouse

Swift

Miller
McElroy
Lamastra
Burnett
MacDonald
Knapp
Bangart
Greeves
Brounin?

E. Flack
T. Gilbert
AEOD K, Black
SLITP D. Nussbaumer
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NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING



- two boxcars of copper slag to Noranda Co. in Toronto,

NEW EVENTS

Warrenton Rcfinin? . = Radfoactive contamination found in smelted
copper slag (Miller)

Region III was advised on 5/19/88 that Warrenton Ref1néng g:npczy Shipped
anada. Upon
arrival at Noranda Co., the slag was checked by a company representative
for radioactivity and found to contain radicactive material including
Co-56, Co-57, Co-58, Co-60, Mg-54, and Zn-65, Region II] was advised
that the Canadian Atomic Energy Control Board is going to “order” Noranda
Co. to return the contaminated material to the U.S.

ACTIM: f e v wey?
DUE DATE:

- ,'l Fove ‘(,qu 7 »4//  ad

Attt

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

On May 17, Region III was notifiec regariing the uncovering of 55-gallon
drums containing 1iquid 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 soi] was contained, redrummed,
and sampled. The results indicated possible radioactive contamination
from thorium and/cr 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 ‘n the vicinity of St. Louis. DOE and NRC were onsite
on 5/18{88. and excavation will not be reinitiated until DOE or NRC gives
approval,

ACTION: i ..l/‘ ¥ / o ¥

DUE DATE: -
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3.

Edlow International/Allied Chemical - Loss of UF6 cylinders during
shipment (SGTR)

Region 11 was notified by Edlow International that the Dart Container
Lines ship, “America," was transporting eight 48Y UF. cylinders from
Frarce to Cherleston, South Clrog?na when it encountﬁred high seas on May
5. This resulted in the loss overboard in international waters of one
C{linder and valve cover damage to others. The lost cylinder 1s probably
floating. The lost and damaged cylinders were "empty" and contained only
three to five kilograms of natura{ uranium. A survey of the cylinders
#gon arrival in Charleston did not detect any radioactive contamination.

€ coast Guard is attempting to determine the location where the
cylinder was lost.

ACTION: 4. Y
DUE DATE:

E.I. Oupont/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 2
possible uptake in excess of regulatory limits. The incident occurred at
the licensee's Boston facility on May 2, 1988 and the injected materia’
included tritiated bromoacetic acid and tritiated water. The license
estimates that between 9 and 11 millicuries were injected into the
chemist's finger and that approximately one millicurie was in the form 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 samples to 290 microcuries per liter.

The licensee estimates that the uptake was equivalent to an exposure of
900 MPC-hours and that the #use commitment from the uptake is
approximately 2.3 rem.

ACTIn": £ / . 7 ¥ioe ¥ i e c e bnils/ e’y e
DUE DATE:
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(L)

Welex (Halliburton Company) - Potential neutron overexposure (Miller)

The licensee was informed on May 3, 1988 by its personnel dosimetry
vendor that one of its employee's first quarter 1988 TLD's received 0,255

- rem (?anma) and 105 rem (neutron). The employee works on occasion with

well logging sources out of the Oklahoma City District Office. The
Ticensee and the State of Oklahoma are investigating the cause of the
apparent overexposure. No apparent reason for the high TLD reading has
been discovered, although improper wearing of the monitoring device has
been mentioned as a possible reason for a portion of the dose. The
individual involved is undergoing medical tests.

ACTION: # ¢ cer '
DUE DATE:

?onn In;pection Company - Potential Overexposure to a Radfographic Source
Miller

On May 28, 1988, a Penn Inspection Company radiographer sought medical
attention to estabiish whether he had been overexposed to a 45 Ci
irfdium-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.

A aesd 4 o’

ACTION: , " v o -
DUE DATE:
£ /
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Status of Abnormal Occurrence Reports (AEOD)
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Recent Enforcement Actions (0E)
St. Louis University - Imposition of Civil Penalty - $6,000

Bridgeton Hospital, Bridgeton, NJ - Notice of Violation and Proposed
Imposition of Civi) Penalty - $1,250

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

Professional Service Industries, Inc, - Proposed Imposition of Civil
Penalty - $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
Proposed Modification to Enforcement Policy



1.

FOLLOW-UP EVENTS

Minnesota Mining & Manufccturin? Company (3M) - Po-210 Contamination from
Static Elimination Devices (Miller)

On May 18, 1988, a Notice was signed by H.L. Thompson, NM35, @ ‘axiyj
Sections 111 A and B of the Order tu General Licensees dated February 18,
1988, The Notice gives the licensees permission for continued use of 3M
static elimination devices for a prescribed period of time, provided that
certain conditions are met, The relaxation did not apply to devices used
in the production or packaging of food, beverage, pharmaceutical, or
cosmetic products.

The Food and Drug Administration reported analyzing approximately 520
samples and visiting 320 sites associated with the food, beverage,
pharmaceutical, medical device, and cosmetic applications. No confirmed
evidence of product contamination was found in any ceses.

SCHIR -, o 2 & 2 8l ol 7 ¢ K fl v M aiemcnt $%L Z,

7
ACTIO“: 2l L gl tS 2 st U come -l o /—.r' - (N -k

DUE DATE:

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
1ight source. The 1ight source was origfnally part of a range finder for
an artillery piece. As a consequence of the ?eneral contamination, the
radfographic 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,

Follow-up investigation for QA and reasons for personnel exposure. Plan to

be prepared by IMNS. (IMNS/Ri) (6/6/88) .

ACTION: [ - A Pogaliond Ko L L4, nla
e T pA LN ‘ot LPE -
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3.

%vc?{lo;Crator. Inc, - Incident involving Polonium-210 contamination
Miller

On April 19, 1938, Regfon 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 pelonfum-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, 1988 after discovery of the
incident. and %RD conducted surveys and decontamination, NRD will
dispose of waste from the decontamination effort and contaminated plastic
from produc* and 2dditional 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.

SLITP to follow-up to see that State notified about NRD not completely

clearing contamination. [NMS/SLITP to check on license coverage of waste
disposal. (6/6/88)
ACTION: '

DUE DATE:

L

Beloit Memorial Hospital - Teletherapy unit malfunction (AEOD)

On March i2, 1988, during a routine safety check following installation
of a new 5470 curie cobalt-60 source in & 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 1ts 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.

AEOD to look at end-of-1ife product and prepare Commission Information
Paper (Benarcya) based on this item and other ftems discussed by
Nussbaumer. (8/88)

ACTION:

DUE DATE:
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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 fnvestigated as a poisoning. Case may
be referred to AEOD as a potential for inclusion in the Abnorma)
Occurrence Report. Region I to issue an updated PN with information
received from New York City Police. (6/6/88)

ACTION:

DUE DATE:

Houston Inspection Service (SLITP/AEOD/SGTR)

SLITP/AEOD/SGTR to follow-up on reasons for Type B package failure and
any generic implications, (6/6/88)

ACTION:
DUE DATE:
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05/02/88 OPERATIONAL EVENTS UPDATE

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
Tight 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
isolated from personnel,

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

ACTION: Follow-up investigation for QA and reasons for personnel exposure.
Plan to be prepared by IMNS, (IMNS/RI)

DUE DATE: 6/6/88

“Evenflo-Crater, Inc, - Incident invoiving 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, 1988 after discovery of the
incident, and NRD conducted surveys and decontamination. NRD will
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 Regfon I on April 21 indicited 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,

ACTION: SLITP tr, follow-up to see that State notified about NRD not

complztely clearing contamination., INMS/SLITP to check on license
coverage of waste disposal.

DUE DATE: 6/6/88



3.

5.

Events in Agreement States (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., AEQD to
consider & Commission Paper on "End-of-Life Problems." (8/88)

B. Transportation incident regarding medical research radioisotopes
on commercial aircraft,
Status of Abnormal Occurrence Reports (AEOD)

I1st Quarter 1988 Report now in preparation. Events likely to include
3M Static Eliminators, and three misadministrations.

Recent Enforcement Actions (OF)
OE provided summary of recent enforcement actions. OE to pursue revision

of enforcement policy to reflect severity levels for mislabeling of
pharmaceuticals.



1.

"of a new 5470 curie coba

FOLLOW-UP EVENTS

Minnesota Mining & Manufacturin? Company (3M) - Po-210 Contamination from
Static Elimination Devices (Miller)

On April 21, 3M reported that 52.2% of the static elimination devices had
been returned. Of devices in the food, beverage, pharmaceutical, and
cosmetic applications, 86.9% have been returned., Of those returned,
1.89% 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,

ACTION: INMS to give briefing on how to close out 3™ Items
DUE DATE: Meeting scheduled for 5/19/88 - 10:00 - 11:00 a.m,

Beloit Memorial Hospital - Teletherapy unit malfuaction (Follow-up - AEOD
to examine for potential trend. Due Date: May 7, 1988)

On March 12, 1988, durin? a routine safety check following installation

t-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.

ACTION: AEOD to look at end-of-11fe product and prepare Commission
Information Paper (Benarcya) based on this item and other
items discussed by Nussbaumer,

DUE DATE: 8/88

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)

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 initiaily installed in 1963. The present
source strength is estimated a 11 mCf, 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.

ACTION: Item closed - No further action required by NMSS



4.

P-32 Ingestion at New York University (SLITP)
SLITP to work with State of New York and City of New York tn det:rmine
cause of incident, Case is being investigated as a poison’ng. Lase may

be referred to AEOD as a potential for inclusion in the A'normal
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
Houston Inspection Service (SLITP/AEOD/SGTR)

SLITP/AEQOD/SGTR to follow-up on reasons for Type B package failure
and any generic implications, (6/6/88)



OPERATIONAL EVENTS SCHEDULE

monday, June 6, 1988
Tuesday, July 5, 1988
Monday, August 1, 1988
Tuesday, September 6, 1988
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Monday, November 7, 1988
Monday, December 5, 1988
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Scheduled:

Subject:

Purpose of Briefing:

Background Information:

Handouts:
Enclosure:

Invitees

&
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BRIEFING SHEET

Monday, May 2, 1988
2:00 p.m, - White Flint North - 6 B 11

Operational Events Briefing
To brief Director, NMSS on Recent Operational Events,

Monthiy 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 AEOD have also been requested to providh
a summary of recent enforcement actions, eveats in *
Agreement States and events being considered for the
Abnormal Occurrence Report to Congress.

To be distributed at the meeting 1f necessary.
List of Events

H. Thompson

. Bernero

. Cunningham
Sjoblom
Hickey

. "Cool

Rouse

Miller
Lamastra
Burnett
MacDonald
Knapp

Bangart
Greeves

R, Brownin

0E E. Flack
01 T. Gilbert
AEOD K. Black
SLITP D. Nussbaumer

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



NEW_EVENTS

1. Letterkenny Army Bepet - Tritium Centaminatien (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 plece. As a consequence of the ?onerai contamination, the
radfograpnic facility was shut down immediately on April 14, 1988, and
isolated from personnel.

An investigaticn is being conducted by the Letterkenny Army Depot.
Decontamination meihods are expected to be determined as part cof the

investigation, : iday U O«
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2. Evenflo-Crator, Inc. - Incident involving Polonfum-210 contamination

(Miller)

On April 19, 1988, Region I was notified by Evenflo-Crator, Inc, (a
manuvacturer 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 devi.e had
fallen into a machine used to regrind plastic scrap accumulatec from the
manufacture of plastic bottles.

The licensee contacted NRD on April 13, 1988 after discovery of the
incident, and NRD conducted surveys and decontamination, NRD will
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 2) indicated tha: 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 2U. 1988.
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3. Events im @’n.nnt States (SLITP)
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Status of Abnormal Occurrence Reports (AEOD)
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Recent Enforcement Actions (OE)
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1.

FOLLO-UP EVENTS

Minnesota Mining & Nunufacturin? Company (3M) - Po-210 Contamination from
Static Elimination Devices (Miller)

On April 21, 3M reported that 52.2% of the static elimination devices had
been returned. Of devices in the food, beverage, pharmaceutical, and
cosmetic applications, 86.9% have been returned. Of those returned,
1.89% were leaking greater than 5 nanocuries.

On April 13, NMSS extended the date for 3% to file their response to the
February 18, 1988 Order to Show Cause from April 18 to July 18, 1988,

ACTION:
DUE DATE:

Beloit Memorial Hospital - Teletherapy unit malfunction (Followup - AEOD"
to examine for potential trend. Due Date: May 2,-1988) - . . ~ U R poned

Bl Pt
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,

ACTION:
DUE DATE:

Montana Resources, Inc. - Lost Cesfum-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)

Montana Reseurces, Inc. reported a lost cesium-137 source at their Butte,
Montana, mi11ing 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 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 efther placed in an
onsite waste dump (which now has a 20 ft. dirt covering) or shipped to a
scrap metal dealer,

ACTION:
DUE DATE:



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 AEOD as a potential for inclusfon in the Abnormal

Occurrence Report,
ACTION:

DUE DATE:
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APRIL 4, 1988 OPERATIONAL EVENTS UPDATE

American Telephone and Telegraph Technology System, Lee's Summit, 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 cleawup

of o1l and debris near the damaged vacuum pump. Radiation surveys by
Region 11l on March 18 indicated no contamination remaining.

ACTION: No Action necessary
Beloit Memorial Hospital - Teletherapy unit malfunction (Miller)

On March 12, 1988, durin? 2 routine safety check following installation
of a new 5470 curie cobalt-60 source in a Picker C-9 teletherapy unit,
the licensee discovereo that the source failed to return tu 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,

ACTION: AECD to examine for potential trend.
DUE DATE: May 2, 1988
Montana Resources, Inc, - Lost Cesium-137 source (Knajp)

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 remsved that may have contained the gauge. It is theorized that the
gauge sas then placed in a scrap dumpster and was either piaced in an
onsite waste dump (which now has a 20 ft. dirt covering) or shipped to a
scrap metal dealer,

ACTION: LLWM to check on location of scrap to determine if the scrap
vwent to a dealer that can be located.

DUE DATE: May 2, 1988



- -

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
incident: were in Agreement States.

ACTION: No action necessary

Events in Agreement States (SLITP)

2. Houston Inspection Service - Transportation incident involving
ejection of radiography source from camera,

DOT investigating failure of Type B package.
Referred to AEOD as a potential for inclusion in the Abnorme!
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 1nvesti?ated as a posioning.
Case maybe referred to AEOD as a potential for inclusion in the
Abnormal Occurrence Report.

Status of Abnormal Occurrence Events (AEOD)

AEQD provided of summary of reports.

Recent Enforcement Actions (OE)

0F was not represented.



Scheduled:

Subject:

Purpose of Briefing:

Background Information:

Handouts:
Enclosure:

Invitees

NOTE :
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NOTE TIME CHANGE

BRIEFING SHEET

Monday, April 4, 1988
10:00 gm, - White Flint North - 6 B 11

Operational Events Briefing
To brief Director, NMSS on Recent Operational Events,

Monthly briefing to discuss sigrificant 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,

0E, GPA, and AEOD 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.

To be distributed at the meeting if necessary.
List of Events

H. Thompson

R. Bernero

R. Cunningham

G. Sjoblom

J., Hickey
Qoo

Rouse

. Miller
Lamastra

. Burnett

. MacDonald
Knapp .

R. Brownin

413 E. Flack
01 T. Gilbert
AEOD K. Black
SLITP D, Nussbaumer
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THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING



NEW EVENTS

American Telephone and Telegraph Technology System, Lee's Summit, 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 involvel in the cleanup
of o1l and debris near the damaged vacuum pump., Radiation surveys by
Region III on March 18 indicated no contamination remaining.
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DUE DATE:

Beloit Memorial Hospital - Teletherapy unit malfunction (Miller)

On March 12, 1988, durin? a routine safety check following installation
of a new 5470 curie cobalt-60 source in a Picker (-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 retu=-
the source to its shielded position the next day. The cause Z: the
failure may have been a chip in the nylon pinion gear of th. shuttter
drive mechanism,
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DUE DATE:

Montana Pesources, Inc. - Lost Cesium-137 .ource (Knapp)

Montana Resources, Inc, reported a lost cesium-137 source at their Butte,
Montana, milling facilities. The wissing source was used as a slurry
density gauge and had been ini*,ally installed in 1963. The present
source strength is estimated a 11 mCi. The Ticensee 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,
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Multiple Licensees - Loss of Moisture/Density Gauges (Miller/SLITP)

A number of moisture/density gauges have been involved in incidents
fnvolving loss or theft, The licersees 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 Agr :
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Events in Agreement States (SLITP)

a. Houston Inspection Service - Transportation incident involving
ejection of radiography source from camera, ) .
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c. Cintichem, Inc, - Contaminated individual leaving the facility.
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FOLLOW-UP EVENTS

Minnesota Mining & Manufacturing Company (3M) - Po-21C Contamiration from
Static Elim nator Devices (Miller)

Orders were issued on February 18, 1988, *o 3M and the general licensees
using Po-210 3M static elimination devices, which called for the
immediate suspension of use and recal! 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
Reguirements Memorandum concerning the briefing held on February 18,
1988. The memorandum presented information on other manufacturers of
polonium-210 static elimination devices (NRD and @ company that uses NRD
foils), coordination with the International Atomic Energy Agency, and
steps being taken to ensure protection of ths 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 manufuctured, (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:

Allied Signal Corpcration - Spills of Uranium (Rouse)

IMS3 to followup discussions on uranium spills at the Allied UF6
corversion facility in Metropolis, 11. Spills involved uranium
‘~om a calciner and UOZ/UF4 from a hydrofluorinator.

oxides

ACTION:

DUE DATE:

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_. tc UF, process. BOE was to conduct
an investigation and obtain an exethion ffom DOT for return of the
cylinder,

ACTION:

DUE DATE:
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037/07/88 OPERATIONAL EVENTS UPDATE

Minnesota Mining & Manufacturin? Company (3M) - Po-210 Contamination 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., The recall was initiated
because data uncovered in the preceeding weeks by field s rveys had
revealed widespread evidence of the uncontrolled release of radiocactive
material from hese devices in ordinary use. The recall of devices is
now underway, and the impact on users of the devices is expected to be
substantial. The orcer to 3M also included an order to show cause why
License No. 22-00057-326 should not be revoked in its entirety and v~y
License No. 22-00057-06 should not be revoked to the extent that it
authorizes manufacturing of static elimination devices containing Po-210.

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

Allied Signal Corporation - Spills of Uranium (Rouse)

On February 6, 1988, Allied informed 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,

On February 28, Allied informed the NRC that approximately one pound of
uranfum in the form of UO,/UF, had leaked from a crack in a hydrofluorinator
shell into the hydrofluor?netar 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
25 feet from the feed material building. The nearest site boundary is
several hundred feet from the release point.

ACTION: 1IMSB to provide R, Bernero with trip report on upcoming inspection
and comparison of Sequoyah Fuels and Allied Chemical.

DUE DATE: April 4, 1988



5.

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 Immediately, was 1ssued to V. A, Edward Hines Medical
Center. This Order imposed verification requiremerts 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
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

Sequoyah Fuels Corporation - Overfilled Cylinder (Rouse)

On February 29, Sequoyah Fuels Corporation (SFC) reported that it had
received an overfillied Mode! 48G UF_. depleted uranium cylinder at its
facility in Gore, Oklahoma. The cyfinder. which had been received in
recent months from the DOE Paducah plant as feed for SFC's UF. to UF
process line, wa: determined to be about 3,300 pounds overueiaht wheﬂ

weighed in preparition for processing. After confirming the weight

measurement, the (ylinder was returned to storage and DOE was promptly
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.
DOE is reviewing records and has verbally notified other sites that have
been shipped deyleted UF. cylinders., This included Carolina Metals, a
South Carolina licensee ihat processes UF6 to UF4. SLITP has notified
the State of South Carolina of the matter.

ACTION: DOE to conduct investigation, DOE to obtain exemption for
return of cylinder from Sequoyah.

WUE DATE: N/A

?er;;nc?ee Refining Corporation - Possible Radiography Overexposure
Miller

The potential radiation exposure of two welders at the Wynnewood, Oklahoma
refinery (PNO-I1V-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
are being sent from Oak Ridge Associated Universities to Oklahoma in order
to make cytogenetic analyses of the potentially exposed individuals.

ACTION: Region IV '~ follow-up with welders,
NUE DATE: N/A



6.

Status of Abnormal Occurrence Events (AEOD)

AEOD unable to attend.

Events of Interest in Agreement States (SLITP)

1. Leaking Cs Source manufactured by 3M

2. Albert Einstein Medical Center --P-32 Contamination and potentia)l
ingestion

3. University of Toledo - Storage of radium in basement of building

Recent Enforcement Actions (OfF)

Summary was provided on 11 Enforcement Actions taken during February.

LLWM ]tems

1. Letter to DOE on accountability for Greater-than-Class C Waste
signed 3/4/88.

2. Lucky Mack Uranium Mi1l shutdown. Shirly Basin mill remains as
the only fully operating facility.



LIST OF ATTENDEES
OPERATIONAL EVENTS MEETING

NAME PHONE_EXTENS [ON
e L amastia  pNsS Y Y234/
fric A3 ﬂ-&l‘ﬁ;

//Mc/ Bolling , SLITP 49-20327

Lt{a-v\J C ﬁj;; NMS S I MEE Y- 2336 |

D N uusstaumee qm Y9 206 O

K ,‘rnw

Clew S/obloun Y7 2 3y 30
Veudey Mo ller "
John Mk, VS S X277

_Pa\ L onous LLwm _XROSER

sg_,#ﬁgmmj_mﬂ Fesl 20693

MiKE _Reue  Heym 23408

T Y. 237 9
g 4. C / i5422

Servy . Switt 20607




webbslpF T T M E CHANGE

Purpose of Briefing:

Background Information:

Handouts:
Enclosure:

Invitees

BRIEFING SHEET

Monday, March 7, 1988
10:30 a.m. - White Flint North - 6 B 11

Operational Events Briefiny
To brief Director, NMSS on Recent Operational Events.

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 AEQOD 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.

To be distributed at the meeting if necessary.
List of Ever's

. Thompson
. Bernero
. Cunningham
Sjoblom
Hickey
“Cool
Rouse
Miller
Lamastra
Burnett
MacDonald
Knapp
Browning

E. Flack
0l T. Gilbert
AEOD K. Black
SLITP D, Nussbaumer
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NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING



NEW _EVENTS

Minnesota Mining & Manufacturin? Company (3M) - Po-210 Contamination from . . .
Static Eliminator Devices (Miller) xV5 a6 fv
Orders were fssued on February 18, 1988, to 3M and the generai licensees :fiﬁ'“"
using Po-210 3M static elimination devices, which called for the immediate™ '

suspension of use and recall of the devices. The recall was initiated

because data uncovered i the preceeding weeks by field surveys had il Hp i
revealed widespread evidence of the uncontrolled release of radioactve Fufusy ¢
material from these devices in ordinary use. The recall of devices is panslorys

now underway, and the impact on users of the devices is expected to be
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 why
License No. 22-00057-06 should not be revoked to the extent that it
authorizes manufacturing of static elimination devices containing Po-210.
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Ailied Signal Corporation - Spills of Uranium (Rouse)

On February 6, 1988, Allied informed the NRC of an uranium spill and the
UF. conversion facility in Metropolis, IL. The inciden. 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 shutdowr, 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 o
uranium in the form of UO,/UF, had leaked from a crack in a hydrofluorinator

shell into the hydrofluor?nat r 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

25 feet from the feed material building. Yhe nearest site boundary is

several hundred feet from the release point.
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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 Immediately, was issued to V. A, Edward Hines Medical
Center. This Order imposed verification requirements 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
with a second agent in an effort to cover up a mistake and his subsequent
false statements to VA and NRC personnel,

ACTION: AU« i bl ¥ DOF
DUE DATE:

Sequoyah Fuels Corporation - Overfilled Cylinder (Rouse)

On February 29, Sequoyah Fuels Corporation (SFC) reported that it had
received an overfilled Model 48G UF_ depleted uranium cylinder ~t its
facility in Gore, Oklahoma. The cy?inder. which had been received in
recent months from the DOE Paducah plant as feed for SFC's UF_. to UF
process 1ine, was determined to be about 3,300 pounds overve1aht uheﬂ
weighed in preparation for processing. After confirming the weight
measyrement, the cylinder was returned to storage and DOE was promptly
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.
DOE is reviewing records and has verbally notified other sites that have
been shipped depleted UF. cylinders. This included Caroline Metals, a
South Carolina licensee Qhat processes UF, to UF4. SLITP has notified

the State of South Carolina of the matter?

Vo0& % Dilumar of Ui coufrttd tylandos asaf §FC
ACTION:
DUE DATE:

?er;;ﬂc?ee Refining Corporation - Possible Radiography Overexposure
Miller

The potential radiation exposure of two welders at the Wynnewood, Dklahoma
refinery (PNO-IV-88-15) has not yet been resolved. Thermoluminescent
dosimeters obtained from INEL were used tc measure exposure rates inside
the pipe where the welders may have been exposed. Also, blood sample kits
are being sent from Oak Ridge Associated Universities to Oklahoma in order
to make cytogenetic analyses of the potentially exposed individuals,
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OPERATIONAL EVENTS SCHEDULE

Monday, April 4, 1988

Monday, June 6, 1988

Tuesday, July 5, 1988
Monday, August 1, 1988
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FOLLOW-UP_EVENTS



Document Name:
0P EVENTS

Requestor's 1D:
CooL

Author's Name:
COOL DONALD A

Document Comments:
operational events breifing sheet - do not destroy



Scheduled:

Subject:

Purpose of Briefing:

Background Information:

Handouts:
Enclosure:

Invitees

BRIEFING SHEET

Tuesday, February 2, 1988 (NOTE DATE CHANGE)
10:30 a.m. ~ White Flint North - 6/g 11

Operational Events Briefing

To brief Director, NMSS on Operational Events in the
Office.

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 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.

To be distributed at the meeting if necessary.
List of Events

H. Thompson
R. Bernero

R. Cunningham
G. Sjoblom

J. Hickey

. Rouse
V. Miller
M. Lamastra
R. Burnett
C. MacDonald
M. Krapp
R. Browning
113 E. Flack
0l T. Gilbert
AEOD K. Black
SLITP D. Nussbaumer

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



TENTATIVE SCHEDULE FOR FUTURE NMSS OPERATIONAL EVENTS BRIEFINGS

Monday, March 6, 1988 - White Flint 2:00 p.m.
Monday, April 4, 1988

White Flint 2:00 p.m.



NEW EVENTS

?s?land)Chonical Company - Pn-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
contamination of worker clothing at its electronic chemicals packaging
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.
beaw? o r‘” % ’/"uo ace? toaie X o Ui [ ene bvw ove Auvte l 4L,

L -
ACTION- '/ ,(r;lﬂU /' (v LWQ‘ P 4 ‘[I LeelV br lor b ovy &7 “‘f"' Lot 1 -

FOk wadl Aenl well jrr Lhirugt AMRC
DUE DATE: A
NIk

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-leve! 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 sample of the
radiographs of welds on the innermost pipe and found numerous 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
DOE at the site and DOE has started an investigation.

DOE 1s 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
and proposals.

ACTION: v e Zdu aclim o e pact, fr rew
DUE DATE: w/a



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. Regior I is presently requesting
Combustion Engineering management to establish and implement a policy to
deter further drug use at the facility, and provide some assurance that
the policy and implementation is adequate.

(47 qoapors  wadigeal | 1 g Meim pupaid 0, dend with coplimelatis
ACTION: 5eve will tuks avee o This oot paele b Folosny gy, Uty fimbe

A1 foltawvy Lliewes: aelions
DUE DATE: Nl

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.
NRC also learned that these authorities have suspended the operating
lTicenses 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
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.

ACTION: Gf)ﬂ Aewavs h “;fﬁ.-‘ Terw L ;‘Ju Rise Lo ,4‘-‘,
8 Y pridev g  On coadsk Clkifeca b
DUE DATE:

N /A



5. Status of Abnormal Occurrence Events (AEOD)

AEOD to provide briefing on status of events presently under
consideration for the quarterly Abnormal Occurrence Report to Congress.

ACTION Taace Lobs pOadr i MavocaTuas ¢ Auesins 7ol Gusli 7
‘ @fuw‘d Hat Casv lugaTive way walu o 2 Y eail 07
B Monpsdet X conolilvalued
DUE DATE: (3 folunty i cdlhotl sl oiitnton?

6. Events of Interest in Agreement States (SLITP)

ILITP to provide briefing on status of events in Agreement states for
activities similar to those regulated by the NRC far non-agreement states.
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FOLLOW-UP EVENTS

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
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JENTATIVE SCHEDULE FOR FI'TURE NMSS OPERATIONAL EVENTS BRIEFINGS

Monday, March 7, 1988 - White Flint 6811 2:00 p.m,
Monday, April &, 1988 - wWhite Flint 6811 2:00 p.m,



1.

2/02/88 OPﬁRATlONAL EVENTS UPDATE

?;?:?nd)Chemical Company « Po-210 Contamination from Static Eliminator
er

On January 22, 1988, Ashland Chemica) Company's (ACC) radiation safety
consultant notified NRC's Region | 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
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
fssued an order to 3M regarding the static eliminatoers.

ACTION: Daily highlights will be provided by IMO8 as incident develops.
DUE DATE: N/A

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 rample of the
radiographs of welds on the innermost pipe and found nume ws 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
DOE at the site and DOE has started an investigation.

DQE 1s evaluating all radiographs of the pipe to assess the welding and
determine 1f 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.

ACTION: RI to follow DOE activities, possibly to include futher
Inspection,

DUE DATE: N/A



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 | is presently requesting
Combustion Engineering management to establish and implement a policy to
deter further drug use at the facility, and provide some assurance that
the pcifcy and implementation is adequate.

ACTION: Region I to follow licensee actions for policy implementation,
SGTR to factor event into Fitness for Duty Rulemaking,

DUE DATE: N/A

Transnuclear, Inc, (Burnett)

Recently, the NRC learned that Wes: German authorities had suspended the
transportation licenses of Transnuklear {FRG), part owner of
Transnuclear, Inc. (US), because of charges of 1llegal shipments of
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. wWhile the primury char?es reported relate to
Transnuklear's and NUKEM's nuclear waste handling operations, West German
officials are also investigating allegations that the firms have been
involved in 11legal shipments of nuclear material to Libya and Pakistan,
U.S. Government author’iies continue to investigate this matter and are
awaiting receipt of orficial reports from responsible goverrmental
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 1ts connections with the FRG companies whose
1icenses 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.
DUE DATE: N/A
Status of Abnommal Occurrence Events (AEOD)

AEOD to provide briefing on status of events presently under
consideration for the aquarterly Abnormal Occurrence Report to Congress,

3rd Quarter CY 1987 - Tracer Labs - Possible revocation of license
4rd Quarter CY 1987 - Wright-Patterson
Case Western Reserve University



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.

Stolen Troxler gauge in AZ, violation of requirement to lock gauge.
PNO-V-88-05 {ssued 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
may be disposed of at NORM disposal site to be opened by the State
of Utah,

Overexposure to ankles of two industrial radiographers in Texas.
Source not fully retracted while stored under bench in office.
Reportina to State of Texas and NRC was delayed to 1/20/88,
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
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
(Flack/Miller)
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Background Information:

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

BRIEFING SHEET

January 4, 1988
2:00 p.m. - 9th Floor Conference Room

Operational Events Briefing

To brief Director, NMSS on Operational Events in the
Office.

Manthly briefin? 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.

To be distributed at the meeting 1f necessary,
List of Events

. Thompson

. Bernero

. Cunningham

. Sjoblom

. Hickey

Cool

. Rouse

. Miller

. Lamastra

. Burnett

. MacDonald

. Knapp

. Browning

]3 E. Flack
01 T. Gilbert
AEOD K. Black
SLITP D. Nussbaumer
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NEW EVENTS

Schlumberger Well Services - Missing well-logging source (Miller/Nussbaumer)

On December 17, 1987, the Louisiana Nuclear Energy Division (LNED), which
is responsible for Louisfana'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 C1 Cesium-137 well-logging source.

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 on
November 9. Surveys have been conducted of all known locations at which
the source may have been since then, including an offshore drilling
platform, Company and LNED officials are also investigating the
possibility of it having been stolen.

ACTION: ¢, A sl ol -anp
DUE DATE:

Allied Chemical - Chemical Spill (Rouse)

On December ?, 1987, Allied Chemical Corporation, Metropolis Works,
informed 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 ho'd tank, The iiquid
Tevel alarm 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 preventisn 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,

ACTION: /.7 ¢ A res ol a - ,/{14 st Ad {(Y/ £ A % el 1/
DUE DATE Aep ot Tiny U riininesds
,’,,, LA [/u/ -',u« /J,'.(f/' ALwves j-"""
- ! P . "" - :’ ‘ [4 ‘.
¢ g iagh A 7l 'l o) J = s
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City of Toledo - Sewage Sludge with low levels of {odine-131 (Miller)

On about November 25, 1987, a resident living near the Davis-Besse
Nuclear Power Station requested that the plant analyze a sample uf 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. n

ACTION: A o JuatT0 s e
’/ (\’
DUE DATE:

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,
prisoners vacated the building but re-entered after the fire., Given the
nature of the fire and the configuration of the signs, (i.e., gasecus
tritium contained in 2 sealed phosphor-coated tube?. the staff believes
that there would be nc residue, since the fire was allowed to burn with no
attempts to extinguish it.

ACTION:
DUE DATE:

!

Marathon Petroleum Co. - Hydrofluoric acid release (Mickey)
[Non-1icensee event]

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
Iime, soda ash, and water, with the remaining contents transferred to
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. .

6 opy 5 Ert gaped o efffee” (hs & tagoes

AT / > L A e s mand f“;/r rale jﬁlu ./’F TTIPRY Py
DUE DATE:



FOLLOW-UP EVENTS

1. Case-Western Reserve University - News media interest in laboratory
Contamination. (Miller)

A license consultant detected 0.5 millicuries 3 H and 0.5 millicuries 14C
contymination 1n 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 confirmatory action letter was issued November 19 requiring surveys and
- verification of training. A inspection was scheduled for November 23.

" . : Local news media interest continues. The State of Ohio is receiving
gF : updates.

& a0 b 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.
f ! IMNS to keep OCA apprised of actions on incidents in Ohio,

S V. Miller to do review of adequacy of inspection program and
4 fnspectors role.

DUE DATE: 12/30/87

2,, Brazilian Cs-137 Contamination From Teletherapy Source (Nussbaumer)

‘ }‘ ' ,ACTION: D, Nussbaumer to send letter to Agreement States asking
ooty how many units similar to the one involved in the incident
oK do they have. Aot ,

’ " ™
o r
. {’!r'DUE DATE :

it
b

P

United Technology - Contaminated aluminum found in scrap yard. (Hickey/
Nussbaumer)

ACTION: GPA was requested to provide follow-up information on how

¥ . Missouri and Indiana resolved who gets contaminated rail cars.
»" [ Las L xt F wled Ttibwete
oy DUE DATE: : "
1 . Lusl 4 et ewiths Cufvienmst Al
— ¢ '4 ; "
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TENTATIVE SCHEDULE FOR FUTURE NMSS OPERATIONAL EVENTS BRIEFINGS

Monday, February 1, 1988 - White Flint 2:00 p.m,
Monoay, March 6, 1988 - White Flint 2:00 p.m,
Monday, April 4, 1988 - White Flint 2:00 p.m,



01/04/88 OPERATIONAL EVENTS UPDATE

Schiumberger Well Services - Missing well-logging source (Miller/Nussbaumer)

On December 17, 1987, the Louisiana Nuclear Energy Division (LNED), which
is responsibie for Louisiana's radfation 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 Cf Cesfum-137 well-logging source.

The source, which was discovered missing from its shielded container on
Uecember 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 fn 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 lncations at which
the source may have been since then, including an offshore drilling
platform. Company and LNED officials are also investigating the
possibiiity of it having been stolen.

ACTION: Louisiana to have meeting with DOE to determine future course 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)

Allied Chemical - Chemical Spill (Rouse)

On December 2, 1987, Allied Chemical Corporation, Metropolis Works,
informed Region 1] of a chemical spill containing about 10 pounds of
uranfum, A waste stream containing potassium diuranate collected from
treated ore concentrates, was being pumped to a hold tank. The liquid
level alarm failed and the tank overflewed. 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.

ACTION: Possible discuss with EPA on interpretation of CERCLA.

DUE DATE: No follow-up action necessary



. Xin

City of Toledo - Sewage Sludge with low levels of fodine-131 (Miller)

On about Ncvember 25, 1987, a resident living near the Davis-Besse
Nuciear 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 lTow concentrations of
fodine-131. The preliminary belief is that the iodine-131 is from
sanitary sewage discharged by medical faciiities served by the Toledo
sewage treatment system,

ACTION: No Action necessary
DUE DATE:

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,
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.

ACTION: No Action necessary

DUE DATE:

Marathon Petroleum Co. - Mydrofluoric acid release (Hickey)
[Non-1icensee event]

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 vapar, forcing
the evacuation of 3,000 residents and seriously fnjuring 52 people. The
hydrofluoric acid was controlied by water spray and neutralization with
Iime, soda ash, and water, with the remaining contents transferred to
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.

FETIN; . Set copy of formal report on effect on three people for comparasion
. with our enrichment facilities (Justin Long/Don Cool)

N/A



10.

Case-Western Reserve University - News media interest in laboratory
Contamination. (Miller)

A Vicense consultant detected 0.5 millicuries 3 W and 0.5 millicuries 14C
contamination in & 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 aliowed into the lab for Halloween treats. There is no
apparent health hazard. The two technicians had negative biozssays;
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 Ohfo 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

Brazilian Cs-137 Contamination From Teletherapy Source (Nussbaumer)

ACTION: R. Greeves (LLWM) to prepare a letter to DOE requesting
:ss;stance for criteria for disposal of Greater-than-Class-C
aste,

DUE DATE: 2/1/88

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

szsglack brought NMSS up-to-date on pending enforcement action concerning

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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Erelllisimiy WOTIFICATION OF EVENT GP UMUSUAL OCCURRENCE--PNC~1[1-87-1S3C DATE JAWARY 6, 3

THIS PRELIMINARY MOTIFICATION CONSTITUTES EARLY MOTICE 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 KNOWM BY THE REsION []]
STAFF ON THIS DATE. :

FACILITY: CASE WESTERN RESERVE UNIVERSITY LICENSEE EMERGENCY CLASSIFICATION:

ID AVENUE NOTIFICATION OF AN UMUSUAL EVENT
CLEVELAND, OH 44106 ALERT
ITE AREA EMERGENCY
LICENSE No, 34-00738-04 ERAL EMERGEMCY
X _NOT APPLICABLE

SUBJECT: NEWS MEDIA INTEREST IN LABORATORY CONTAMINATION-—-(THIRD UPDAE)

ON DECEMBER 8.'&%7. REGION 11 (CHICAGO) AUTHORIZED THE LICENSEE TO BEGIN LIFTING ITs
SUSPENSION OF NRL-LICENSED ACTIVITIES, BASED ON THE LICENSEE'S PROGRAM TO UPGRADE ITS
MANAGEMENT CONTROLS AMD ITS RADIATION SAFETY STAFF, THE LICENSED ACTIVITIES HAD BEEN
SUSPENDED BY THE UNIVERSITY ON NOVEMBER 25, 1987, BECAUSE OF PROBLEMS IDENTIFIED IN THE
CONTROL AND MANAGEMENT OF [TS RESEARCH PROGRAM UTILIZING RADIOACTIVE MATERIALS, (MEDICAL
PROGRAMS INVOLVING PATIENT TREATMENT AMD CARE WERE MNOT AFFECTED.)

THE LICEMSEE'S RADIATION SAFETY COMMITTEE HAS REW?ED THE %urmnms ofF 197 PRIMARY
INVESTIGATORS HEADING VARIOUS RESEARCH PROJECTS. 10 DATE, OF THE mve%&m HAVE
BEEN APPROVED, THE LICENSEE CONDUCTED RADIATION SAFETY TRAINING FOR SGME RESEARCHERS
AND TECHNICIANS ON DECEMBER 2 AND 3, 1987, AN INTERIM RADIATION SAFETY OFFICER BEEN
PETAINED TO AUDIT LICENSED ACTIVITIES, AND A CONSULTANT MAS INSPECTED AND THE
LICENSEE'S LABORATORIES. ABOUT 300 LABORATORIES MAVE BEEN INSPECTED AND APPROVER} FOR
REOPENING,

THE DIABETES RESEARCH LABORATORY WHERE EXTENSIVE LOW-LEVEL CONTAMINATION WAS IDENTIFIED IN
NOVEMBER 1987 HAS NOT BEEN REOPENED, PENDING FURTHER DECONTAMINATION,

IN RESPONSE TO REGION 11l CONCERNS WITH A WASTE STORAGE AREA, THE LICENSEE HAS SEPARATED ITS
CHEMICAL WASTE AND RADIOACTIVE WASTE, ALL RADIOACTIVE WASTE IS TO BE SHIPPED TO A LICENSED
DISPOSAL SITE ON JANUARY 6, 1988, THE LICENSEE IS ALSO PLANNING TO REDESIGN ITS WASTE
STORAGE AREA,

THE STATE OF OHIO WILL BE INFORMED OF THIS UPDATED INFORMATION,

THIS INFORMATION 1S CURRENT AS OF 11 A.M., JANUARY 6, 1988, * 2% ROUTING ONLY
14319508
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January €, 187
PRELIMINARY NOTIFICATION CF EVENT OR UNUSUAL OCCURRENCE -- PNO-1Vv-88-02

This preliminary notification constitutes EARLY notice of events of POSSIBLE
safety or public interest significance. The information 1s 2s initially received
without verification or evaluation, and is basically all that is known by the
Pegion IV staff on this date,

FACILITY: NONE Licensee Emergency Classification:
Notification of Unusual Event
Alert
Site Area Emergency
General Emergency
X Not Applicable

SUBJECT: TRANSPORTATION ACCIDENT

At about 8:20 p.m. CST, January 5, 1988, an Associated Courfers truck/trailer
carrying 84 spent molybdenur-technicium generators to Mallinckrodt in St. Louts
was hit by a car that crossed a median on the Turner Turnpike near Oklahoms
City. The car driver was killed; the truck driver was not injured. Although
the truck/trailer tipped over onto a guard rail, the generators were

undamaged. The truck was replaced and the shipment has continued on to

St. Louis.

Oklahoma State Radiological Health personnel responded to the accident scene.
Accerding to the licensee and Oklahoma State Radiclogical Health personnel,
there was no media interest. Neither the licensee nor the NRC intend to issue
a press release.

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:
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PRELIMIRARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE--PNC-111-87-157A Date January 5, 1988

This gnliniury notification constitutes EARLY notice of events of POSSIBLE safety
or public interest significance. The information s as initially received without
verification or evaluation, and is basically all that is known by the Regfon [II
staff on this date.

Facility: Mallinkrodt, Inc. Licensee Emergency Classification:
2703 Wagner Place Notification of an Unusual Event
Maryland Heights, Missour{ . RAlert
. Site Area Emergency
License No. 24-04206-01 __General Enrrm:y
— X7 Not Applicable

Subject: MISSING MOLYBDENUM-99 GENERATOR----(UPDATE,

On January 5, 1988, the licensee reported to Region II! (Chicago) that a
nfvo!ybdom--”/uchmtiuwm generator, reported missing on December 22, 1987, had been
ound,

The licensee's review determined that the generator was not delivered to a Fort Worth,
Texas, hospital on November 16, 1987, as intended, and was mixed with used rmntors
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-1ife of
66 hours) had decayed to about 1l microcuries, the dismant ing procedure did not represent
a significant hazard to licensee¢ personnel.

The matter will be reviewed by Region III during the next routine inspection. Region IV
(Dallas) has been advised that the licensee had determined the missing generator

had been returned to its facility and was dismantled.

The States of Texas, Oklahoma, and Missouri will be notified,

Region 11l wes notified of the licensee's findings at 2:55 p.m. on January 5, 1988. This
information 15 current as of that time.

CONTACT: R. Caniano B. Mallett | TUTING ONLY
FTS 388-5721 FTS 388-5612 :
T 150NV
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January 4, 198¢

PRELIVINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE -« PNO-]V-88-01

This preliminary notification constitutes EARLY notice of events of POSSIBLE
safety or public interest sighificance. The information s as inftially received
without verification or evaluation, and is basicilly all that is known by the
Region IV staff on this date.

FACILITY: Mercury Delivery Service Licensee Emergency Classification:
Houston, Texas Notification of Unusual Evenrt
(Transportation Carrier) ) Aert

Site Area Emergency
General Emergency
X WNot Applicable

SUBJECT: APPARENT THEFT OF TWO MALLINCKRODT, INC. TECHNETIUM GENERATORS

At approximately noon on January 2, 1988, an NRC 1icenses, Mallinckrodt, Inc.,
St. Louis, Missouri, notified the NRC headquarters' operations officer that two
technetium-99m generators had been stoien from a warehouse located in Houston,
Texas. The licensee reported that the last date the generators were known to
have been in that location was December 30, 1987,

egion IV immediately (1:00 p.m., January 2, 1988) notified the Texas Buresu of
Radiation Control (BRC), which alerted their Houston regional office for
investigation of the incident. A BRC inspector, in the afternocon of Jammry 2,
found that two spent generators (.20Ci und .26C1 molybdenum-99, respectively)
were stolen from a small warehouse. The warehouse 1$ used by Mercury Delfvery
Service and it contained seven spent generators at the time of the theft. Each
generator 1s packed in a shipping box for transportation. One of the stolen
generators was taken in its shipping box while the other was removed, leaving the
siipping box behind. The BRC inspector searched the local area around the
warehouse, including dumpsters and garbage cans, without finding the missing
generators.

Local authorities in Houston, Texas, have been notified.

Region II1 has been informed of this informatfon, which is current as of
11:00 a.m., CST on January 4, 1988,

CONTACT: Robert J. Doda (FTS: 728-8139)
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p.m. - 9th Floor Conference Room

noo
Operational Events Briefing

To brief Director, NMSS on Operational Events in the
Office.

Monthly brie J? 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.

To be distributed at the meeting if necessary.
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A Vicense consultant detected 0.5 millicuries 3 H and 0.5 millicuries 14C ~ . ..~
contamination in a research laboratory in the Rainbow Babies and 4
Children's Hospital. Cleveland area press were contacted by two o
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Nuclear Fuel Services, Inc. (MFS) - 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 tu date by Region Il
or the Resident Inspector.
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NOTE:

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 sxin contamination to 100,000 d/m and
nasal contamination of 1500 d/m. Three other employees in the area
showed positive nasal smears. Afr concentration to about 100 times
Appendix B, 10 CFR Part 20, were detected. The work area was evacuated
fmmediately after the event. Evaluations of employee exposures revealed

no significant intakes. N e
9 Al ' adiind wu ohe T caplivet @t it wta v lore
ACTION: L

DUE DATE: Ni#

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
liters of water had drained to the elevator pit below the furnace before
the operato:- 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.

ACTION: v
DUE DATE: (

Combustion Eng1neer1ng (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 pro?ram and grocedural deficiencies as
observed by a Region I inspector, inciuding follow-up on employee
allegations, resulted in a confirmatory action letter for decontamination
to specified 1icense action levels on October 27, 1987. A management
enforcement conference 1s scheduled for December 1, at Region I to
discuss deficiencies in the licensees radiation protection program and
management controls,

ACTION: [¢w. . & 7% s honsss  awarnaleionsy
DUE DATE:

Next meeting is scheduled for Monday, January 4, 1988, at 2:00 p.m.
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FOLLOW-UP EVENTS

Contamination Events (Miller/Hickey)

Draft Manual Chanter to cover NRC actions when radioactive material is
not under proper control 1s currently being circulated for comments to

other offices. P
- . ( = o Zbl 14"" ‘M‘b '{",‘ ‘Ud‘
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Eastern Testing Inspection Company - Transportation Accident on
ober I"T?§7'Tlg%T'“7lacDonaId)

Follow-up inspection and possible enforcement action to be coordinated
with Region I and OF.

ACTION:
DUE DATE:

e

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.
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NOTE:

BACKGROUND

OPERATIONAL EVENTS UPDATE
November 2, 1987

NEXT MEETING IS SCHEDULED FOR MONDAY, NOVEMBER 30, 1987 AT 2:00 P.M.
BRAZILIAN - Cs-137 Contaimination from Teletherapy Source (Miller)

ACTION: IP will receive briefing every other day from the U.S. Embassy
in Brazi] and keep NMSS offices informed,

DUE DATE: N/A

Fastern Testing Inspection Company - Transportation accident on
October 26, !§§7 (ﬁ511er7lacgona*a)

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
field site without the source being accompanied by the required shipping
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 Regin I on follow-up inspection and possible
enforcement action. Is DOEtaking enforcement action?
Coordinate with OE.

DUE DATE: 11/30/87

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 received
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



1.

2.

BACKGROUND

FOLLOW~UP_EVENTS

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.

ACTON: NMSS draft is currently being commented on by the regions.

DUE DATE: 12/18/87

United Technology - Contaiminated Aluminum Found in Scrap Yard
ckey/Nussbaumer )

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
Poster" being made to non-ferrous metal scrap dealers and metal
industries (copy attached)
DUE DATE: N/A

Misadministratoins (AEOD)

AEOD 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 1f our QA packages are
sufficiently detailed to have prevented these misadministrations. AEOD
report due November 15, 1987.

ACTION: Study almost completed.

DUE DATE: 11/15/87
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11/30/87 OPERATIONAL EVENTS UPDATE

NOTE: AT NEXT MEETING SCHEDULED FOR 1/4/87 AT 2:00 P.M., IN 9TH
FLOOR CONFERENCE ROOM BE SURE TO INCLUDE PROJECT MANAGERS
WHENEVER POSSIBLE

Case-Western Reserve University - News media interest in laboratory
Contamination. (McElroy)

A license consultant detected 0.5 millicuries 3 H and 0.5 miilicuries 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,

Patients had been allowed into the lab for Halloween treats. There is no
apparent health hazard. The two technicians had negative bicassays;
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 OF
V. Miller to let H. Thompson know who attended from the university,
IMNS to keep OCA apprised of actions on incidents in Ohio.

V. Miller to do review of adequacy of inspection program and
inspectors role.

DUE DATE: 12/30/87

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
Ticensees 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 vertilated entrance of the furnace. No one
was injurec 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
tnvestigation. No license violations have been noted to date by Region I
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 1s needed.

DUE DATE: N/A



-2.

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
Appendix B, 10 CFR Part 20, wer> detected. The work area was evacuated
immediately after the event. Evaluations of employee exposures revealed
no significant intakes.

ACTION: No follow-up action needed
DUE DATE: N/A

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 overflouinx 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 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 1icense coc.dition,

ACTION: No follow-up action needed
DUE DATE: N/A

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 as
observed by a Region | 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 to
discuss deficiencies in the licensees radiation protection program and
management controls,

ACTION: J. Swift to attend Enforcement Conference on 12/1/87

DUE DATE: N/A



10.

«3a

Contamination Events (Miller/Hickey/Don Cool)

Draft Manual Chapter to cover NRC actions when radicactive material is
not under proper control is currently being circulated for comments to
other offices.

ACTION: Final Draft being prepared

DUE DATE:

Eastern Testing Inspection Company - Transportation Accident on
October 26, !§ﬂ7 IH§11er7ﬂacDona1§)

Follow-up inspection and possible enforcement action to be coordinated
with Region I and OE,

ACTION: Schedule inspection within the next six months
DUE DATE: N/A

Combustion Engineering Drug Use Allegation (Rouse/Burnett)

Resolve allegations and determine drug policy for CE in the future,
Enforcement conference with CE tentatively scheduled fcr November 30,
1987,

ACTION: N/A
DUE DATE: N/A

Brazilian - Cs-137 Contamination From Teletherapy Source
artin er/UNussbaumer )

ACTION: D. Nussbaumer to send letter to Agreement States asking
how many units similar to the one involved in the incident
do they have.

Misadministrations

ACTION: V. Miller to give H. Thompson copy of AEOD report dated 11/13

AEOD will be issuing another report in January on Radiographers



11.
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United Technology - Contaminated aluminum found in scrap yard. (Hickey/
Nussbaumer )

GPA was requested to provide follow-up information on how Missouri and
Indiana resolved who gets contaminated rail cars,



Scheduled:

Subject:

Purpose of Briefing:

Background Information:

‘

Handouts:
Enclosure:

Invitees:

BRIEFING SHEET

November 7, 1988
2:00 p.m, - White Flint North - 6 B 11

Operational Events Briefing
To brief Di» 2ctor, NMSS, on Recent Operational Events.

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 of events in Agreement States and events
being considered for the Abnormal Occurrence Report
to Congress.

To be distributed at the meeting if necessary.
List of Events

. Thompson
Bernero
Cunningham
. Sjoblom

. Hickey

. Cool

Ramsey
Rouse

. Swift
Miller

. McElroy
Lamastra
Burnett
McCorkle
MacDonald
Knapp
Greeves

. Browning

. J. Youngblood
. Black, AEOD
. Bolling, SLITP
. Flack, OE
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NOTE: THE PROJECT MANAGER COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING



NOVEMBER 7, 1988 NEW OPERATIOMAL EVENTS

Amoco 011 Company (Indiana) - Explosion, Fire and Fatalities at Site
(V. WiTTer)

On October 31, 1988, the licensee notified Region II] that a fire and
explosion occurred at their fac‘lity on October 30, 1988. Two (2)
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
DOE/Agronne were notified,
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DUE DATE:

Measurex Corporation (California) - Fingertip Overexposure to Two
ndividuals (V. MiTTer)

On September 16, 1988, Measurex Corporation informed Region I of an
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
seconds. 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
determined it to be about 58 Rad for each individual. The licensee will
report this event in writing within 30 days (10 CFR 20.405). The gauge
was distributed and serviced by Measurex as a generally licensed device
in accordance with California licenses 1856-43 and 1663-43.
Kimberly-Clark iz 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). " "'{"3
ACTION:  Emplyems e i €T and wrke puf & Shair homes u,.v""

] D aet b debscier W Sam (4 D R»'h;).y)
DUE DATE: Conld st u&lvm MW“‘WMT‘I‘U ‘6\’\"

: 'L\m&rh Servics ('fmn}ov)ud device dns?n/mpku‘)uv; o (.J.o
[

BAW/NNFD - Research Laboratory «80004;;§‘Release of Contaminated Liquid A
(L. Rouse) b

On October 13, 1988, Babcock & Wilcox (B&W) Naval Nuclear Fuel Division
Research Laboratory (Lynchburg, VA) detected a loss of abcut +066—— 5% T
gallons of water from the Fuel Storage pool. BAW has determined that
the pool was overfilled., Water passed thru the overflow scupper into
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
scupper, The licensee is formulating a plan to identify the location of

the leak. ; u@&"‘ b
ACTION:  Shange dam sebheg , mpact pud bor, Ay 4 bk i

DUE DATE:



Sacred Heart Hospital (Maryland) - Teletherapy Misadministrations (SLITP)
357
On October 27, 1988, the state called R;:}dﬁ-l concerning a report from
3

Sacred Heart Hospital that over the last 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, ne information

regarding the new source was incorporated into the cougutlr 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 5"TP:Z

investigate the circumstances surrounding this occurrence.
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West Virginia University Hospital - Loss of Licensed Material (V. Miller) by«

During September 9-11, 1988, a patient underwent implant of 11 strands of s
Ir-192 seed [six (1) mCi seeds/strand] for treatment of cancers of the (ree
neck., During removal of the strands, one (1) was unretrievable under

conventional methods and was removed under a flouroscope and placed in a

lead shield. The first ten (10) strands were also placed in a lead shield

a‘ter an inventory count in the patient's room. The licensee suspects

one (1) strand of seeds (6 mCi) was lost during transport to the vault,

The loss was not discovered until a routine inventory was conducted on

October 18, 1988, Between October 18 and October 27, an extensive search

was performed by the licensee.

On October 28, 1988, Region Il received initial notification of the event
from the licensee's Radiation Safety Officer. The State of West Virginia
has been notified.

(%) of lost ¢ bons (aeod)
wcrion: Spmd e ot AT TET S s, (o Wy U o)
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Amereco Environmental Services, Inc. (Missouri) - Fire Destroys Facility
V. MiTler)

On October 7, 1988, the licensee reported a two-story building was
destroyed by fire on September 30, 1988, and fell into the bzsement area
where four (4) gas chromatograph detector cells were located. Three (3)
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 II1 will issue a CAL requiring the licensee to
restrict access to the burned area until the cells and any identified
Ni-63 contamination are removed.

- sed do pekyp Sources
ACTION: Unwv. of Mussewn "a poncrrel.

DUE DATE: )pr



NOVEMBER 7, 1988 FOLLOW-UP ITEMS

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

On September 20, 1988 Region | 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'contafner handles were damaged and the padlock securing the 1id
was missing,

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

Stuttgart. Lufthansa Afrlines 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 | 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.

On October 3, 1988, the source was received by Laboratorium Berthold in ‘rbv,
Stuttgart and inspected with three members of the Stuttgart Trade Board. A

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

i it 49 R [FIS) V& corhmung dosger f fe ”
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Minnesota Mining & Manufacturing Company (3M) - Po-210 Contamination
Trom Static ETimination Devices !H;”er; - “:“:?‘

ACTION: [IMAB provide status report.
DUE DATE: i./07/88 Commmmon. Pipor sor¥

el |



Problems with Luminous Devices - General Follow-up Topics

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

ACTION: LLWM provide status report,
12
DUE DATE: 88

Radiation Sterilizers, Inc, (RSI) - Incident involving leaking WESF
esium- ources er/SCITP)

On September 27, 1988, sediment vacuumed from the pool floor was observed
to contain resin beads. Possible sources of the sediment include
deteriorated cardboard boxes and duct particles. A 46.3 gram sediment
sampie 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
removal and packaging of the contaminated trolley chain. Four (4) filter
bags were collected from pool vacuuming operations. Each bag contained
c«3 pounds of sludge reading from 200 to 280 mrad/hr on contact. The
filter bags were packaged and stored onsite awaiting further disposition,
CNSI is continuing disassembly and decontamination of conveyor/elevator
components,

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
an enclosure which can heat the capsules. The new device is to be
fabricated, tested and sent to the site on or about October 17.

On Octeober 11, 1988, the State notified Region Il 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 itatt. The pool concentration rose to
approximately 1.7 X 107" 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 uCi/hr, which remains within the resin capacity when
operated at 30 GPM rgther than 20 GPM. The pool concentration has been
reduced to 5.7 X 10""uCi/m1, The new capsule heating sipper is not
expected to be ready for another two (2) weeks,



On October 26, 1988, the State notified Region I1 they have strong
indications from sipging results of leaking sources in the north racks in
drawer C-4, Four (4) or five (5) capsules in the drawer have been
fdentified for individual sipp ng. A date to begin individual sipping
was not specified. The Cs-137 inleakage rate is currentiy ranging from

130-190 uCi/hr. weld
esr ekl 0~*"‘f:::‘L,L.ﬁc

ACTION: 1IMAB to provide status report. ualh stress cugeles - De
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Amersham Corporatiof - Excessive Radiation Levels on Shipment (MacDonald)

On September 22, 1988, Amershawn 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 Tevels 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
Device End-of-Life Problems (AEQD)

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

¢. Greenwich Hospital Association - Failure of Cobalt-60 Teletherapy Unit
Source failed to return to shielded position
ACTION: AEOD to report at December meeting

DUE DATE: 12/05/88
Additional Events (SLITP)

Abnormal Occurance Reports (AEOD)




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 Logaing 10/27/88 $500 civil penalty nroposed

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



Monday, December 5, 1988

OPERATIONAL EVENTS SCHEDULE

- White Flint 6811

2:00 p.m,



AUGUST 1, 1988 OPERATIONAL EVENTS FOLLOW-UP

Minnesota Mining & Manufacturing Company (3M) - Po-210 Contaminatien
from Static Eliminacion Devices (Miller

ACTION: IMAB provide status report.
OQUE DATE: 9/6/88
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 imprcper non-destructive examination of a tritium
Tight source. The light source was ori*inally part of a range finder for
an ar(illery piece. As a consequence of the general contamination, the
radiographic facility was shut down 1unediategy 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.

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

DUE DATE- 9/6/88
Houston Inspection Service (SLITP/AEOD/SGTR)

SLITP/AEQOD/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 poientially
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
Beloit Memorial Hospital - Teletherapy unit malfunction (AEOD)

On March 12, 1988, dur1ng a routine safety check following installation
of a new 5470 curye 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 beer a chip in the nylon pinion gear of the shuttter
drive mechanism,

ACTION: AEOD to look at end-of-1ife product and prepare Commission
Information Paper (Benaroya) based on this item and other items
discussed by Nussbaumer.

DUE DATE: 9/88
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?en?llngpcction 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 4' (i
iridium-192 source. The State of Oklahoma and MRC were notified by the
Grady Memor:ial 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
te 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-1ife problems. Update status
at next meeting.

DUE DATE: 9/88

Department of the Army - Missing Sealed Radiation Sources Containing
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 Army 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 1lluminate
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
radioactive sources from the devices. The second notice requires a
response from the users.

Region I11 is monitoring the Army's review.

ACTION: Determine extend of problem tracking sources and identify
possible improvements,

DUE DATE: 9/6/88

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 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



sister plant in Westerville, Ohio. In addition, the State of Colorado
was asked to inform 10TECH (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.

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.

On July 19, 1988, the Westinghouse Hanford team (DOE) pcrforning visual
and ultrasourd examinations reported 29 suspect capsules (out of 252)
identified. A color camera identified the pinhole capsule stains as rust
emanating from the weld area. Three (3) or four (4) of the most suspect
capsultes are to be shipped to Dak Ridge National Laboratory (ORNL) for
examination by August 6, 1988. The remaining suspect capsules are expected
to be returned to Hanford.

On July 20, 1988, the divider wall between the opthalmic canning area and
rest of R§I/Decatur facility was complete. The pool activity level is
3.4 X 1077 uCi/ml, Cause of accelerated corrosion and pitting of
stainless steel in RSI/Decatur pool is still unknown. DOE may recommend
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.

On July 22, 1988, the State advised RSI they had cleared the saline solution
process line for operation. This portion of the buildaing 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 reoxirding capsule data. Event
to be tracked for status reports.

DUE DATE: 9/6/88
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DCS No: 999999880302
’ Date: March 3, 1988

PRELIMINARY NbTIFICATlON OF EVENT OR UNUSUAL OCCURRENCE--PNO-]-88-24

This preliminary notffication constitutes EARLY notice of events of POSSIBLE safety
or public fnterest sfignificance. The Informatfon 1s as fnitfally received without
verification or evaluation, and s basfcally all that {s known by the Region |
staff on this date.

Facility: Licensee Emergency Classification:
Albert Efnstein Medica) Center Notification of Unusual Event
New York, New York Alert

(Agreement State Licensee) Site Area Emergency
General Emergency

Not Applicable

L

Subject: WORKER INGUSTION OF P-32

On March 2, 1988, Reglon I recefved a call from the New York City Department of Health
concerning an fncident at Albert Efnstein Medical Center in which a female graduate
student apparently ingested a quantity of Phosphorus=-32 (P=32). A routine survey with
a \hin window GM of the student on March 1 revealed counts of 10,000 cpm (efficiency
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. Analysts of & urine sample from the
student revealed 6,000 cpm/m) of P-32. At this time ft s not known how or when the
uptare 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 finspectors on-site to conduct an fnvestigation,

CONTACT: John R. McGrath - 346-5216
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pr ¢ LIMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE==PNO-1-88-24A

This preliminary notification cons.itutes EARLY notice of events of POSSIDLE safety
or public interest significance. The information {s as inftia)ly recefved without
verification or evaluation, and s basfcally all that is known by the Regfon I
staff on this date.

Facility: Licensee Emergency Classification:
Albert Efnstein Medical Center Not{fication of Unusual Event
Now VO"[. New York Me"t

(Agroanent State Licenses) Site Aroa Emergency
Coneral Emergency

X__ Not Applicable
ject: WORKER INGESTION OF P-32

This ts to update PNO=1-88<24 dated march 3, 1988 which reported the apparent {ngestion
of a quantity of P=32 by a female graduate student. As reported earlfer the analysts
f a urine sample taken from the student on March 1. 1988 revealed 6,000 cpm/ml of

p-12, An analysis taken at 4.00 p.m. on March 2 revealed 11,000 cpm/m) of P=32. An
analysis taken at 4:00 p.m. on March 1 roysalad § 000 cpm and one taken at 8:00 a.m
March 4 revealed 4,500 cpm. A bone scan taken on Marc 2 was fnconclusfve and a whole
body count fs being scheduled., Contrary to carlier infurmation, the stiugent states
that she has not used P=32 while working at this lab. ‘turveys of the student's
apariment and roommates were negative A survey of a re rigerator where food and

| Loverages are kept on the same floor of the lab was negative. Beverages were also

sampled with negative results. All {ndividuals working on the same floor as the lab

in question were bivassayed with neqative results, The responsible 1nvest‘gator's

labnratorfes have all been shut down as of March 4,
he Departmant has engaged a medical consultant to follow the student’s proqress The
‘ yrtmont intends to hold an enforcement conference in the next fow days Some
oft-the=rocord statements hy fndividuals indicate possible fntentional contaminatior
of the student's food or beverayes Tha Department has notified the NYPD and some
oreliminary questioning has taken place.
CONTACT John McGrath
346-5216
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DCS No:. 99999880303
Date: March 14, 1988

PRELIMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE--PNO-1-88-248

This preliminary notfffcation constitutes EARLY notice of events of POSSIBLE safety
or public fnterest significance. The information s as inftially received without
verification or evaluation, and 1s basically all that 1s known by the Regfon I
staff on this date .

Facility: Licensee Emergency Classification:
Albert Einstein Medical Center Notification of Unusual Event
New York, New York — Alert

(Agreement State Licericw) Site Area Emergency

___ General Emergency
X Not Applicable

Subject: WORKER INGESTION OF P-32

This 1s 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 Unfversity.

The results indicated that the amount of P-32 remaining in the body was around
130 microcurfes. Assuming the uptake occurred on February 29, the day before
the 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
fsotope to the student, the latter befng the most likely.

The city Department of Health {s considering a number of enforcement options
in this case and have attempted to involve police authorities, however,
neither the fndividua) nor the Unfversitv 411l file a complaint with the

duthorities

ONTACT lohn MchGrath
346-5216
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Scheduled:

Subject:
Purpose of Briefing:

Background Information:

Handouts :

En. losure-

Invitees:

NOTE:

BRIEFING SHEET

Monday, July 1, 1991
2:00 p.m, - White Flint North 6B-11

Operational Events Briefing

To brief Director, NMSS, on Recent Operational Events

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 of events in Agreement States and events
being considered for the Abnormal Occurrence Report
to Congress.

To be distributed at the meeting if necessary.

List of Events

THE PROJECT MANAGER

:nnr_.wr‘mxnn:of_.‘vmzr-r_.c_.xnc.nc_zmx

. Bernero
. Arlotto
. Cunningham
. Greeves

Haughney
Hickey

. TrottieH
Ramsey

. Swift

Glenn
Camper
Lamastra

. Baggett

Vacca

. Schlueter
. Burnett
. N. Smith

MacDonald
Bangart

Ten Eynk
Person

J. Youngblood

. Linehan
. Jones

Goldberg, EDO

P (. EODVXLODr<nxT>x
. . N & P E W .

. Black, AEOD

Karagiannis, AEOD
Schwartz, GPA
Miller, SP/GPA
Bolling, SP/GPA
Hauber, I[P/GPA
Delmedico, OF
Dattilo, OC
Bellamy, R-I

. Cline, R-11I
. Grobe, R-III

Beach, R-1V
Pate . R-V

COGNIZANT FOR EACH EVENT SHOULD ATTEND THE MEETING



New Operational Events - July 1, 1991

General Electric (Wilmington, NC) - Excess Uranium in Unsafe Geometry
Tank (Haughney)

In the early morning of May 29, 1991, the licensee identified higher than
expected amounts of uranium in a process tank of the waste treatment
system, posing a potential criticality safety problem, The systems
apparently causing the situation were shutdown. The maximum
concentration in the tank of concern (V104) was measured at 2300 ppm or
150 kg of total uranium. The licensee informed Region Il of this finding
at 3:40 pm on May 29 and the NRC entered Standby mode at 5:50 pm. A Site
Team consisting of three Region Il 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
conductec 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
terminated by the licensee and NRC went out of Standby Mode. A1l uranium
recovery operations from tanks V-103, V-104, and the connecting lines
were completed on June 3, 1891, An incident investigation team was
dispatched to the site,
Hem was

ACTION: ﬁi&ll’“"‘tuwm m‘ﬁ WM ...,4) c.ﬁf ::Z’f";..& ‘,,.um
OUE DATE: ey ol restuct by cad ob ek

Siemens AG (Hanau, Federal Republic of Germany) - Explosion at
Fuel Fabrication Plant (Haughney)

On December 12, 1990, an explosive mixture igrited in the circulating
pump of a spray <crubh.r at the Siemens facility. The shock wave from
the ignition was transmitted along the pipeline to the s?rubber and
caused the scrubber to explode. One employee was severgly injured.

800 U veleas p-m e anmcrs j»\% e
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DUE DATE: Cat\hlu s«r'duu.-e‘- Yo eov-her N d"un , "A‘

Del-Med, Inc. (South Plainfield) - Material Lost by Common Cirrier

TCTenn)

On June (0, 1991, the DOT National Response Center notified the NRC
Operatiors Center that two packages of iodine-123 had fallen off a truck
onto 1-78 (exit 13) near Bloomsbury, NJ. One of the packages was
reported to be daraged. The shipper was Del-Med, Inc. of South
Plainfield, NJ.




A radiation protection specialist for Del-Med was contacted and reported tiat
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 1-123 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 anc 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 [-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. 41
Members of the Del-Med and state search teams recommenced the search to p:S;
recover the balance ot the capsules on June 12. 04'4 & e
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Wilford Hall Medical Center (San Antonio, TX) - Lost Radiotherapy Ribbon
(Glenn)

On May 31, 1991, the Brooks Air Force Base (AFB) Radioisotope Committee
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
was still intact. A search was made of the facility i :luding trash and
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 Armmstrong Laboratory to
locate the ribbon. A complete search of the facility had negative
results., The licensee planned to survey local landfills,

Durve & aadCll gurfoce wns fl1¢}“lc. U)ax* -&L' licensee s
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DUE DATE:
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University of California (Irvine, CA) - Potentially Deliberate Interna)

Contamination fSP)

On June 18, 1991, the State of California notified Region V that the
licensee had reported a thyroid burden of 78 microcuries of [-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 [-125 in the
thyroid. A second biocassay 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 nc 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,

Shil wack rq-wi. es ‘s fhﬁﬁdf visa comcel

DUE DATE:
North Ridge Hospital (North Ridge, CA) - Therapeutic Misadministration

(5P)

On May 5, 1991, the licensee administered 15 millicuries of [-131 to the
wrong patient. The licensee did not notify the Svate of California until
May 31, 1991. The state has cited the licensee for numerous vicolations
and has retained a consultant to evaluate the thyroid status of the

patient.
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DUE DATE:
Additional Events

Abnormal Occurrence Report (AE0D)

Significant Enforcement Actions (OE)
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Followup Operational Events - July 1, 1991

Cleveland Clinic Foundation (Cleveland, OH) - Laboratory Contamination
Spread Offsite (Glenn)

On May 16, 1991, a researcher in a Cleveland Clinic Foundation laboratory
found evidence of radicactive contamination from leaking vial of phosphorus-32

which had been used earlier in the day in the laboratory. Cod S wolahons.
ACTION:  IMAB provide status report at next meeting. + 1:.“,¢ vis laxtens.

L¢,‘IIH:9zv¢r47.
DUE DATE: July 1, 1991 Pt /5

a% 1 50 fan w,,'
EST Corporation (Tulsa, OK) - Contaminated Radiography Sources dndk'f"‘z:#

quipmen enn

On April 16, 1991, Amersham Corporation in Massachusetts notified the
licensee that a returned sealed source and its changer was found to be
contaminated with iridium-192. On April 17, 1991, the radiography

* licensee notified Region IV that iridium-192 contamination had been

identified at the licensee's office and work site at Tulsa.

‘”chION: IMAB follow Amersham's investigation of leakage through the

inner capsule weld and provide status report at next meeting.
DUE DATE: July 1, 1991

Mislabeled and Mishandled Chemicals - (Haughney)

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) rec:ived a tank truck of nitric
acid that the driver identified as hydrochloic acid.

ACTION:  Region Il draft an information notice on the use of hazardous
chemicals. IMSB provide status report at next meeting.

~>Tade mhce & r-u17 s¥7nnfu«;

DUE DATE: July 1, 1991

A State-Run University Hospital (Zaragoza, Spain) - Therapeutic

Overexposures with a Liiear Accelerator (Hickey)

On March 4, 1991, NRC Headquarters was notified by IAEA and REAC/TS that
several overexposures had occurred in Spain during December 1990 when a
linear accelerator was used for cancer treatment. Seven people have died.
ACTION:  IMOB provide status report at next meeting.

DUE DATE: July 1, 1991



1991 OPERATIONAL EVENTS SCHEDULE

Date Time Location
Monday, July 1, 1991 2:00 p.m 6B-11
Monday, August 5, 1991 2:00 p.m 66-11
*Tuesday, September 3, 1991 2:00 p.m 6B~11




