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# j2-007t2-06
Safety Office, Armament and Chemical Jga /30 ,?7

Acquisition and Logistics Activity

Mr. James Cameron

U.S. Nuclear Regulatory Commission
Region III

801 Warrenville Road

Lisle, Illinois 60532-4351

Pear Mr. Cameron:

Enclosed with this memorandum are 30 day follow-on reports
concerning the Aberdeen Proving Grounds, MD incident
reported to the Operations Center on 15 April 1997.

A synopsis of the incident follows:

On April 14, 1997 Aberdeen Proving Grounds, MD (APG)
reported an incident involving breakage cf an M187 Mount
Telescope in a classroom. An instructor at APG attempted to
remove the tritium sources from an M-187 prior to use in the
classroom. After removing the M-187 cover, the instructor
tried to cut away the potting material holding one of the
sources in place. While doing so, the source ruptured and
tritium gas escaped. The instructor stopped work, bagged
the item and reported the breakage to the RPO.

The room was isolated (greater than 24 hours) until surveys
could be performed and a decon completed, as necessary. Surveys
of the area revealed that the floor, door knob to the room and
other areas in the room had been contaminated. A biocassay
was ordered for the instructor and results indicated a
tritium uptake. USACHPPM's evaluation indicated an uptake
of .5 microcuries/liter. The calculated exposure from this
uptake was 4.8 mrem.

Attached are two reports. The first report is from Gutierrez
Palmenberg, Inc., who acted as the ACALA representative in
the investigation of this incident. The second report is |
from the APG radiation protection officer (RPO). These two
reports lay out the actions taken and actions to be taken to \
preclude reoccurrence.
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" The point of contact for this action is Mr. Timothy J. Mohs,
AMSTA-AC-SF, (309) 782-6228.

Sincerely,

Gty 7oy

Major, OD
Chief, Safety Office



Gutierre: - R)Irncnherg. Inc.

333 North Rancho Drive, Suite 580
Las Vegas, Nevada 89106

May 7, 1994

Mr. Tim Mohs, Health Physicist
Director, ACALA

Dept of the Army

Attn: AMSTA-AC-SS

Rock Island, IL 61299-7630

Subject:

The enclosed letter and report are provided as a response to your request for an investigation into the
Tritium Accident Event that occurred at Aberdeen Proving Grounds (APG) on 14 April 1997. The onsite
investigation was conducted from 21 April through 24 April ‘97, and the long term actions and effects of
this incident are on-going at this time.

With regard to regulatory impact of this incident, the Army Ordnance Center and School (AOCS, a tenant
at APG) personnel were in violation of NRC Radioactive Materials License 12-00722-06. This license is

administered for the Army by the Armament & Chemical Acquisition & Logistics Activity (ACALA) and
contains, in part, provisions with regard to Tritium.

AOCS was in specific violation of License Conditions (LC):

11.A., which states in part, “...Ampoules containing hydrogen-3 shall not be opened or removed
Jfrom fire control devices except...only at the Letterkenny Army Depot, Anniston Army Depot, Rock
Island Arsenal, Albany Georgia Marine Corps Logistics Base and Barstow, California Marine
Corps Logistic Base. ", and

13., which states, “Sealed sources containing licensed material shall not be opened. "

In addition to the AOCS violations, there was an APG violation with regard to the requirement for a
physical inventory every twelve (12) months, in accordance with AR 710-2, AR 740-26, and 12-00722-06,
Rev 9 & 30. During the investigation, the discovery of a small cache of removed radioactive devices, of
which the APG personnel had no knowledge indicates that such an inventory could not have been
conducted.

As an agent for the licensee, TACOM-ACALA, APG was in violation of 10 CFR 30.41, in that they
received and shipped radioactive material, without having a copy of NRC License 12-00722-06 for the
radioactive trittum commodities that were being handled.

Both tenant (AOCS) and landlord (APG) were in general violation of several sections of the License
implementing document, AR 385-11. These sections include, but are not limited to;
1-18 (d), 1-20 (a), (b), (¢), (d), (D), (), & (h), 1-24, 1-26, 1-28, 1-29, and others.

Engineers — Consultants - Managers

Telephone: (702) 647-5699 24-Hour Telecopies: (702) 647-6180
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The accident that occurred in Room 203 of Building 3144 was reportable to the NRC within twenty-four
(24) hours, in accordance with 10 CFR 30.50 (b). The regulation requires that an incident must meet all
four (4) of its’ stated event criteria. An incident must be:

L] An unplanned contamination event, that

* restricts access for greater than 24 hours by imposing additional controls or prohibiting entry,
and;

* involves a quantity of material greater than five (5) times the lowest ALI in appendix B for tae
material of interest, and;

¢ has access restricted for a reason other than allowing decay of isotopes with a half-life of less
than 24 hours.

This incident was unplanned, the area was restricted for greater than 72 hours, the potential activity
released was greater than 800 millicuries (mCi) with the lowest ALI=80 mCi (80 mCi * 5§=400 mCi for
the comparison value), and the half-life of tritium is greater than 24 hours (T'4 = 12.3 years).

In accordance with the information nrovided, 1 have completed an accident/incident evaluation of the
Personnel and Area Contaminatio ..ccident at APG. A synopsis of the event, contributing history,
investigation details (including any attachments or drawings for clarity), problem solving, and conclusions
are included in the attached report.

Thank you for the opportunity to assist you in this incident investigation. I look forward to working with
you in this or other similar capacities in the future. Please feel free to call me at 702-647-5699 if you have
any questions, comments, Or concerns.

Sincerely

Dixie Wells, RRPT
GPI-RSO

o R 1
T A

ce: Maj Terry Schaefer, ACALA Safety
Thomas O'Dou, GPI-CHP
Walter Cunningham, GPI-VP
Kelly Crooks, 10C Contracting
Ralph Cardenuto, APG-PRPO
Ed Bennett, AOCS/SEO-RPO




Radiological Accident/Incident Report 97-23

Initial Probl

On April 14, 1997 at 1000, Sgt_vas removing the radioactive components
from an XM 187 Telescope subassembly wher the last of the four (4) components being
removed - cracked. The broken component contained 0.81 Ci of Tritium (*H). The Sgt was
working alone in a closed classroom and was the only person exposed to the radioactive
material. He received an uptake (internal contamination); also, his work station, the adjacent
area, and some other isolated ‘spots’ were contaminated.

Initial Acti

The Sgt reacted in an appropriate manner to the broken radioactive component by immediately
double-bagging it in plastic, placing the wrapped component in a box, closing and marking the
box as “Broken Tritium Device". He notified his coworkers, Sgts Cox, Johnston, Rivera, and
Fowler while proceeding to wash his face and hands (exposed skin areas) with soap and water.
The affected classroom was secured and posted, and the FC-RPO was notified.

Eollowup Actions

The FC-RPO, Bernard Miller, made his required notifications - to his immediate supervisors,
and the Aberdeen Proving Grounds (APG)-PRPO, Raphael Corpuz. Mr. Corpuz responded to
the call and came to Building 3144 within the hour. He conducted a survey of the area,
prepared the ‘wipes’ for submittal to US Army Center for Health Promotion and Preventive
Medicine (CHPPM) for analysis, and arranged for il to report to the clinic for a
tritium bioassay (approximately four (4) hours after the incident), as required.

Results

Initial survey of Room 203 documented contamination levels up to 2700 DPM on the floor in
the area that Sgt Gombos was working and levels approximately 10% less in adjacent floor
area, on the doorknob, and on the floor near the door. Room 203 was deconned and surveyed
several times over a 3-day period. The levels following the decontamination efforts were
generally <20 DPM and the room was released for use.

14 April bioassay results on“‘were 2.014:0.02uCi/L, 16 April results were
1.5240.02 uCi/L. Utilizing an ICRP-2 calculation [(51.1)(g)(f,)(0)/(m)(A%)=total dose] and
the initial bioassay resulit, the Sgt's total dose for this event was approximately 5 mRem. The
second count indicated that the trittum was being eliminated from his body in a normal
manner.

Report 97-23, Page |



lNVl"STlGATlON DETAILS
History

The US Army Ordnance Center and School (AOCS) it a Training and Doctrine Command
(TRADOC) tenant on the Army Materiel Command (AMC) facility - Aberdeen Proving
Grounds. It is one of 50+ tenants at APG. AOCS instructs its’ personnel in the ‘hands on’
aspect of maintenance on all components that it teaches. Each of several schools teaches a
different part of any component, such as; engine maintenance and repair, fire control
maintenance and repair, electrical maintenance and repair, etc. As a rule, the instructors have
many years experience in maintenance and repair prior to becoming instructors.

The majority of the instruction in Building 3144 is in the area of fire control devices. Many of
the Army’s fire control devices have a radioactive component which is generally in place for
night vision functions. One of the primary radioactive components used for this purpose is
Tritium (*H). It's form is generally as a gas, which makes it very dispersable in air if its’
containment is broken.

Sgt.is a fire control instructor for AOCS at APG. His area of instruction is
normally that of fire control devices that contain radioactive tritium. However, his area of
instruction is not with regard to any of the night vision capabilities. The instructios. in night
vision capabilities is taught at a different Army facility, therefore the fact that the devices
contain radioactive materials has become an unnecessary hazard for these instructors and their
students.

In recent years, in an effort to provide a better and safer learning and teaching atmosphere for
their students, the radioactive materials were removed from the fire control devices prior to
using them in a teaching situation. Initially, the devices had been sent to a contractor operated
maintenance and repair shop (within the APG confines) where the radioactive materials were
removed. The transmittal and tracking document used was a DA Form 2407, Maintenance
Request (Attachment 1),

Within the last year, one of the instructors became concerned with the QA being exercised in
the contractor shop. Several telescopic sights sent for radioactive material removal had been
returned from that shop with cracked and smudged lenses rendering them unusable for
tramning. In one particular incident, several telescopic devices (w/tritium removed) valued at
“$7000.00/ea were discarded as trash. To prevent a recurrence of this type of situation, tne
instructor checked one of the Tech Manuals (TM), found the section that showed how to
remove the radioactive materials. The TM gave no indication that disaliowed this removal.
The instructor determined that this was a simple maintenance function and began removing
them locally (within the school).

The removed radioactive materials were wrapped in  protective manner and stored in a locked

tool box until the instructor had accumulated toc many for the tool box. They were then
moved to a locked area in the basement of Puilding 3144 for storage pending proper disposal,

Report ©7-23, Page 2



which had become a problem. Within storage area, they were posted as ‘Tritium Devices’ and
were inventoried.

Incident Detail

The removal of tritium from the fire control devices for the purpose of protecting the students
was in practice before arrived at APG (" 10 months ago). The removal
was performed in accordance with instructions in Army Tech Manuals and/or Bulletins, which

was the same techniquc- used.

On the morning of Monday, April 14, 1997, Sl as preparing an XM 187 fire
control device for use in one of his training sessions. He was working in Room 203 of
Building 3144. Since he was removing the tritium, he had closed the door to the classroom
(Dwg 1), placed the device on a work table near the windows, and was alone. He had four (4)
radioactive components to remove from within the body of the device. He had completed
removal of the two (2) rectangular level vials in the ‘elevation’ sight (Dwg 2) and one (1) of
the 2 half-moon shaped components from the ‘correction’ sight. He was attempting to remove
the second of these two by ma: "~ulation of the inside screw slot, when his hand slipped, and
impacted the component, thus cracking it and releasing the tritium.

‘ went immediately to the garbage can in the classroom,

removed the plastic garbage bags,
wrapped the M187 in plastic,

placed it in a cardboard box,

placed the box inside more plastic bags,
and the sealed the outside package.

He walked across to the door, opened it, walked across the hall and notified SSG Cox that he
had broken a tritium component. Within the next ten (10) minutes, he notified SSG Johnston,
SFC Fowler, SFC Rivera, and went to the ‘mens room’ to wash his face, hands, and arms.

left Room 203 secured (the door was closed) when he departed to make
notifications and clean up (decontaminate bare skin surfaces). SFC Rivera called the
(TRADOC) FC- RPO, Bernard Miller, who reporied the incident to his supervision and the
APG-RPO office. Upon the arrival of the PRPO Corpuz, Room 203 was surveyed for
contamination, access restricted, and area posted. Arrangements were made for-
to report to the medical facility for a tritium bioassay.

Initial survey results indicated that the room was contaminated in several areas, primarily on
the work table, floor, partial pathway, and sites touched by SgiiJsiger such as tools,
doorknob, etc.(Initial Survey-Attachment 2). A series of decontamination efforts were
initiated in Room 203 beginning on 15 April. The room was released for occupancy on 18
April ‘97 (Release Survey-Attachment 3).
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binitial bioassay result indicated his measured level of uptake was
2.0140.024Ci/L, which calculated to 5 mRem as an assigned dose. His second bioassay
result indicated that his body (and nature) were eliminating the tritium at a normal rate. At the
time of this investigation, he was scheduled for periodic repeat bioassay testing until all
measurable tritium was gone.

The licensee, ACALA was notified on 16 April 1997, by the FC-RPO, Bernard Miller. He
provided Betty Peterson with the information that was available at that time. Ms. Peterson
notified the NRC Region Il HQ within two (2) hours that a ‘Reportable’ incident had occurred
at APG.

Problem Solving

This incident and its’ ramifications were discussed with the tenant RPO staff and the fire
control instructors, as it progressed. All personnel were made aware that their actions
regarding the removal of the radioactive components was in violation of the Army’s NRC
license for the possession and control of tritium containing devices.

All personnel involved in this investigation have ceased this type of activity and are now aware
that they are not allowed to remove radioactive materials of any kind from the fire control
devices.

Actions had been recommended in the past to have the fire control components delivered with
the radioactive materials removed, see lette. dated 28 June 1994 (Attachment 4). Followup
action on this issue seems to be clouded by the fact that AOCS is a TRADOC tenant on an
AMC facility, which limits the amount of ‘problem to problem solver’ communication
required.

Note: This investigator contacted personnel via telecon, at depot-level with an inquiry into the
manner in which AOCS could receive devices without radioactive materials. It appears
that the difficulty factor may be minimal, just the MACOM to MACOM logistics need
to be facilitated.

An additional complication occurred when (SRR xpressed concerns regarding the fact
that he was told that his initial bioassay results were ‘hot’. He had asked for an explanation of
the terminology and had not received an acceptable answer, from either the Medical personnel
or the PRPO personnel. He indicated that his wife had become concerned about his ‘uptake’,
what it all meant to his health, and could she or his children be harmed by what had happened.

This investigator contacted personnel at CHPPM and arrangements were made to allow perusal
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of the Sgt's bioassay results. Those results were verified by the use of similar calculations and
defined for SEREEMSNNhat his dose from the uptake was. On the following day, this
investigator spent as much time as required with the Sgt and explained the inaccuracy of using
inappropriate terminology, demonstrating the dose calculations and verification, explaining
how tritium acts and reacts in the body, and the fact that his family need not be concerned and
why. When complete, he was asked if he felt comfortable enough with the details to explain
to his wife or would he like the investigator to meet with both of them and help with the
followup explanation. He indicated that he was comfortable with and understood the details
with which he had been provided and felt confident conveying the information to his family.
He was left with the understanding that he need only place a phone call if he needed any
further help.

The FC-RPO and the tenant staff have made several concerted efforts to get the help required
to properly dispose of the stored tritium components. They have contacted a variety of
personnel within the RPO Staff and the facility logistics division, but remain without real
guidance.

During the course of the investigation, contact with the logistics personnel was needed for
response regarding the method of supply for controlled materials, accountability concerns, etc.
Within those conversations, the Director of the Division ensured that the tenant staff was
placed in direct contact with the logistics personnel required to facilitate proper shipping of the
radioactive materials to an appropriate receiving agency or facility.
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Conclusions

1) The instructors were not aware that they were in violation of any regulation(s) in removing
the tritium components. They believed that their actions were in the best interest of their
students. They had Technical Manual guidance for the removal of the tritium, which they
followed ‘to the letter’,

2) The instructors had never seen documents nor received any instruction on either NRC
License 12-00722-06 or implementing procedure, AR 385-11.

3) This investigator verified, in conversation with depot-level maintenance, that the removal
technique being employed was the same as that used at depot.

4) Although the tenant RPO staff was new, having been in the position only three (3) weeks,
they handled the incident in an admirable manner.

5) The APG-RPO personnel indicated that they may suffer from an overburden condition
since there are many tenants at APG. In addition, they indicated that they could not keep
up with all the tenants actions. This is a serious problem since they are ultimately
responsible for all tenants activities - with regard to the Radiation Protection aspect(s).

Recommendations

All parties need to facilitate the proper training and qualificatior:s of tenant RPO Staff
personnel, so that they may assume a more responsible and productive role in their activities.
This would alleviate some of the burden on the APG Staff.

The need for removal of radioactive materials from the training devices has been exacerbated
by this incident. This type of activity must be done at a license approved facility with proper
controls; such as, hoods, ventilation, and tritium monitors. This serves to minimize the
possibility of any activity release. Should an accident occur, this would ensure that

conta: “ination is contained, controlled, and monitored personnel are protected. A more
directed effort toward resolution and proper removal of the radioactive materials must be
implemented.

Followup on the progress being made towards getting the stored radioactive materials shipped
to an appropriate facility or being transferred to the APG-RPO personnel for disposal through
the I0C. (See discussion, this report - Page 5, last item.)
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In pursing the trail of the incident, Mr. James Loar’s maintenance shop was, not only a major
‘find’, but apparently a complete surprise to everyone. Mr. Loar's shop was “20'x40'x15'
and completely full of work benches, tool boxes, bookcases, desks, etc. A more significant
discovery in his shop was a small box with tritium Jevel vials including several broken tritium
components. PRPO Corpuz was notified and responded to the investigator’s call for help in
surveying Mr. Loar's shop. Ultimately, no significant contamination was discovered in the
shop, but the fact that some elevated levels were detected indicates that there may have been a
problem in the past. Mr. Loar had a significant file of 2407's that should be investigated.

There is a significant possibility that tritium contamination may exist in previously unsurveyed
areas, since the APG Radiation Protection Office was unaware that;

an ‘external’ maintenance shop that removed tritium existed, or
* that the instructors were removing tritium components in building 3144,

The greatest priority needs to be placed on the followup of this potential problem.
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PADIATION ARFA SURVEY

BUILDING NO.3144 rm 203 oreno :___monie DATE: O4/14/97
INSTRUMENT: [ ] LUDLUM [ ] EBERLINE: OYHED
MODEL: NON-USED SERIAL NO. surveyor: CODLPUZ
callbration due date:

AL F
-
9 4
10 Gmﬂ cover
(1) (12)7 6
27 31 13

24

th 15

11 scrnFlri ver
12 razorplade

14 chair E]

17 door Knob 22
18 shirt
19 shoes
20 pants

29 door MD

ad

16 17

SR
e 25
26
CHDDM SMEAD ANALYSIS DATED
NUMBER: | pistntesration / sinute 3t | Disinteeration / Minute 3t NUMBER:
: 23+7 72+3 15
2 28+7 €2+9 16
3 54+8 330+20 7
« 14+6 20+9 8
& 25+7 7 (E]
6 18+7 28+8 20
7 150410 2700+40 V]
. 110+10 66+9 22
) 97410 12+8 23
10 7149 8 24
n 59+9 10+7 25
2 200+10 247 26
3 1600+30 260+10 27
14 4148 270+10 28
PEMADKS: :
L I o (o u//t/‘a/
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PADIATION AREFA SURVEY

BUILDING NO.3144 rm 203 sreno s___mutir DATE: O4/17/97
INSTRUMENT: [ ] LUDLUM [ ] EBERLINE: OTHER
MODERL: NON-USED SEFRIAL NO. surveyor: CORDUZ
calibration due date: non used

.

X

CHIDDM SMEAL ANALYSIS DATED
NUMBER: Disintegration / Minute 3H

| 6+7
2 10+7
3 7+7
4 Vo-7
] 7+7
6 4+7
7 4+7
oy 6+7
3 4+7
1o 3+6
i a+7
2 i+7
REMADES:
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‘ i Ut ) Sep ¥4
AUSMC ~ARH R B 1T

HEMORANDUN ¥OR Commander, Praining and Dootring Comaand, ATTHY  WINCUA,
Fort Monrow, VA 23651=5000

sunJrcTi Restricting the Lue of Radlosctive dystems During Training

1. MWweerous Huslear ungnlatory Commivwion (MRC) Vicanand ftume Lhet are used
in tralning pows potentisl radiation and wnviorneuntal hazavds., Thedu husardy
avo crosted whon the ltemw are aither broken or iwproperly diwpouvd vl when
they are no longer tunct tonal.

3, To #liminate, or ul luant winimlzs, these impacts on our whvitonnt, W
are propooing that wv« 1icansod commoditive be restricted, whunuvor poavible,
to combat Wew only. Sinco this may result in tenining with dinfurwnt
equipmant than ‘the “yo to wAr® aquipment, wa noed your holp in courducting
study to determinu what impact, if any, this procedurw will have on Lraeining.

3. Eknclovud ie an Armamant and Chamical Acquinition and Logiutice Activity
(ACALA) llut of une items that we requowst you review and provide
encomnerdations for poseible substilution or elininatiom during yuur training
exorohnas, Fach jtem thal. we can remove from your training ruducee the riek
to onr soldlern und the anvircrment.

4. 1If your reoommondat ions and our reviev Indicate that you cannot conduct
your tralning without the item, we may be sble to redesign Lhe ftum Lo
function satinfactorily withoul or with a reducad source during tvaining.

3. Requect your reaponoe ha provihud by 1 SepLember 1994.

6. *“The pPo¢ ls Mr. ROnooO spancer, AMEMC=ASW-T, (effuctive 1 oultubur 1994,
AUCTA-AC-WST), DSH 793-6495.

S1GNED

tnel RONALD §. GENCE -
chisf, Weapons tntannive
Management Clvision

cri
cdr, AMCCOM, ATTNI AMSHC-NMA) MMSMC-MM; BMCAR-ES (K)) AMBMC-RY, nook Iwland, IL
61299-6000 .

Attachment 4




Table used for remeving the

tritium components from the

M187

§
N’

Drawing 1

S

PrU——

Room 203, Bidg 3144



0.075 Ci

xM187
MOUNT, TELESCOPE, AND QUADRANT PN -12599i66

Total Activity 2.65 Ci
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=15~ : 3 ITRONMENT  TO 87936758 P.@2

ATSL-DET-SEO 14 May 1997

MEMORANDUM FOR Director, Armament and Chemical Acquisition and Logistics
(ACALA) Activity, ATTN: AMSTA-AC-SF (Mr. Tim Mohs), Rock Island, IL 61299-
7630

SUBJECT: Radiological Incident Report

1. On 14 April, 1997 an incident involving breakage of an M187, Mount Telescope in a
classroom occurred and reported to ACALA.

a. Description of licensed matenal involved, kind, quantity, chemical and
physical form: ;
(1) Tntium
(2) .81 cunes
(3) Gas

b. Descniption of the circumstances under which the loss occurred:

A tritium source from an M-187 was being removed prior to use n the
classroom. After removing the M-187 cover, the instructor tried to cut
away the potting material holding one of the sources in place. While
doing so, the source ruptured and tritium gas escaped.

¢. Description of disposition, or probable disposition of the licensed material
mvolved:

When the incident occurred the instructor stopped work, bagged the
item and reported the breakage to the RPO. The room was isolated (24
hours) until surveys could be performed and a decon completed. The
bagged breakage was tumed in through S-4 for disposal as contaminated
waste,

d. Exposures of individuals to radiation, circumstances under which the
exposures occurred, and the possible total effective dose equivalent to persons in
unrestricted areas:

A bioassay was ordered for the instructor exposed when he broke

a triti ule while removing it from a training device. AT
wmimj bioassay results showed detectable tritium resulting in

a dose of 4.8 mili rem. The first bioassay dated 17 Apr 97 showed 2.01

micro curries per liter and the second bioassay dated 21 Apr 97 showed

1.52 micro curries per liter. This drop indicates that

! TOTAL P.B2
MAY-13-1997 11:30 96 P.@2
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s well below the 100 mil rem per yr. limit w/no expected health
effects from s exposure (encl. 1). Follow up bioassay's will be
performed to confirm continued elimination of tritium detection indi"

@ERER. Additionally, in accordance with regulation a permanent record
of this bioassay will be filed with the individuals medical record and with
the:

drﬁing tritium from his system as expected. The dose received by Sl

Chuef, U.S. Army lonizing Radiation Dosimetry Center,
U.S. Army Test Mcasurcment and Diagnostic Equipment
Activity, ATTN: AMSMI-TMDE-SR-DD/Bldg 5417,
Redstone Arsenal, AL 35898-5400

No dose equivalent to persons in unrestricted areas.
e Actions taken torecover the material:

The mstructor stopped work, bagged the item and reported the

breakage to the RPO. The breakage was contained in an isolated area. All
fragments were recovered and bagged. The room was )solated (24 hours)
until surveys could be analyzed and a decon completed, as necessary.
Surveys of the arca revealed that the floor, door knob to the room and
other areas in the room had been contaminated (enc. 2).

I Procedures or measurcs that have been or will be adopted to ensure against the
reoccurrence of the event. Please identify any common threads if a similar occurrence
has occurred at that jocation previously.

E-mail was staffed throughout the command stating that tritium would no
longer be removed at the U.S. Army Ordnance Center and School. We
have no common threads of similar occurrences as this was the first known
imcident reported at this or any other location at our site.

2. Our POC for this action;at the Ordnance Center and School 1s ARPO Mr. Edward
Bennett DSN: 298-3654/3418 or Comm. 410 278-3654/3418.

st /W

Mr. Frank E. Majewski
Safcety and Environmental Office Manager

£0°'d BSL9LELS 0L  AINZWNOJINNT B AL3MS SB00 WOd4 0O7:80 L66T-ET1-AbM
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DEPARTMENY OF THE ARMY
U S ARMY CENTER FOR HEALTH PROMOTION AND PREVENTIVE MEDICINE
6168 BLACKKAWK ROAD
ABERDEEM PROVING GROUND, MARYLAND 21010-6422

Al TO
“TTEnT 0n OF

2 4 A’R 1937

MCHB-DC-OMH (40-14c)

MEMORANDUM FOR Chief, U.S. Army Ionizing Radiation Dosimetry,@
Center, U.S. Army Test Measi.rement ana
Diagnostic Equipment Activity, ATTN:
AMSMI -TMDE-SR-DD/Bldg 5417, Redstone Arsenal,
AL 35898-5400

SUBJECT: High Priority Interpretation of Tritium Bicassay
Results

1 See enclosure 1 for ¢ ...c of references

2. As reguested, the bioassay results provided to us have been
used to estimate radionuclide uptake and dose for the individual
involved in the tritium incident 14 April 1997 at Aberdeen
Proving Ground (USAIRDC Account Ccde: CK).

3. The estimated dosec was calculated using the RBD computer

package and is listed below.

NAME SSN DOSE in mrem

R W A i, a8

A committed dose report (enclosure 2) for the individual is
provided 1AW AR 40-14 For bioassay results above the detection
limit, estimated doses were verified using hand calculations.

Readiness thru Health

st 1)
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MCEB-DC-OMH (40-14c¢)
SUBJr.T: High Priority Interpretation of Tritium Biocassay
Results

4. The point of contact is Mr. Sam Dunston, DSN 584-3548.

FOR THE COMMANDER :

R DSehaclle

2 Encls DEBRA D. SCHNELLE
as MAJ, MS
Program Manager

cr:

CDR, ACALA, ATTN: AMSTA-AC-SF

OIC, Kirk U.S. Army Health Cliniec, ATTN: Occupational Health
Clinic

el /) 1{3
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REFERENCES

1. Radiological Bioassay and Dosimetry (RBD)
version 4.1, 1 August 1992.

2. AR 40-14, Occupationa.
30 June 1995.

3. DA Pam 40-18,
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Radiation, 30 June 1995.

4. ICRP Publication No. 54,

85 :80 LE6T-ET1-AtMW

Software Package,

Ionizing Radiation Dosimetxy,

personnel Dosimetry Guidance and Doss: Recording
or Personnel Occupationally Exposed to Ionizing

"Individual Monitoring for Intakes

of Radionuclides by Workers: Design and Intexpretations, " 1988.

5. Memorandum,
Pravent ive Medicine, MCHB-DC-LRC, 17 April 1997,

Biocassay Results.

U.S. Army Center for Health "romotion and

subject :

6 Memorandum, U.S. Army Center for Health Promotion and
rubject:

preventive Medicine, MCHB-DC-LRC, 21 April 19897,

Biocassay Results.
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RADIATION ARKFA SURVEY

BUNLDING NO.3144 rin 203 srenp 3w DATE: 04/14/97
INSTIRUMENT: [ ] LUDLUM [ ] EBPERLINE: OVHIFD
MODEL: NONLUSED S: RIA . NO, sarveyors CORPUZ
(calibration due date:

: L
‘ 9 Isﬂ
IOD“ cover 24

‘ 7

27 - i
11 er 5] 15
1. razorPlude
14 ehair D
17 door Krob 22
18 shirt

D 23

19 shoes
20 pants D
29 door
16 17

5
. =
U Q 25

CHIODM SMEAL ANALYSIS DAJED
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4 ) 1426 0+ L
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&“0'd 85491648 (07 ANTWNOGINNT B AL3MS SBO0  WOA- iT: L6611~ *

/77



80

RADIATION ADREA SUDRVEY

BUILDING NO.3144 rm 203 sreno i___muvw DATE: 04/55/97
INSTRUMENT: [ ] LUDLLAM. [ ] FBFDEINE: OTHED
MODEL: NON-USKFD SEFREAL NO. surveyor: CORDUZ

calibration due date; non used

u -
.~J
Cover

2 11

6
14 bathdoom sink D

b

B ,

~——

CHPDM SMEADR ANALYSIS DATED

NUMBEE,  Distntesrations —  NUMBEE:
FY

44+8
4348
N7
I8
Py

36+8

ko "f/f' vy

d

(‘EA‘((
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PADIATION AREA SURVEY

BUILDING NO.3144 rm 203 sremm s____mvir DATEs O4/36/37
ENSTRUMIENT: [ ] LUDLUM [ ] EBEDEINE: OTHEDR
MODEL: NON-LUSKED SEFRIAL NO. surveyor: CORPUZ
cafibration due dates non used

| w—

10

14

15

21

20

24

18

22

—
©

.

F

60°'d

0l

NUMBER: | costonsaration / Missutn 381 | Distnocsration / mamute 30|  NUMBER
[] 38+8 60+ [
2 25+90 £ 8 B
3 3O+8 3349 o
< 378 60+9 L ¥]
3 35+8 €38 2]
© 85+9 Y a
7 34+8 6348 a
. 338 BO+80 2
2 L8 83+9 23
) 6343 75+9 24
n 36+8 6P+ 25
13 IO+ 30 s @
4] 45+8 6+ o
7] <08
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RADIATION AREA SURVEY

BLELDING NO.3144 rm 203 prend s mbvie DATE: O4/17/97
INSTIRUMENT: [ ] LUDLEM [ ] FBEDRLINE: OTHEDR
MODIELs NON-LUSED SERIAL NO. surveyor: CORPDUZ
calibiation due date: non used

$

y,

CHh DM SMEAD ANALYSIS DATED

NUMBED: Disintegration / Minute 3H

6+7

10+7

7+7

1047

rr

4+7

47

L2

4+7

3+6

o+7

w7
f/c‘lbhfﬂ C!:‘ J\MI:LEQ ¥ EC:.,(J’. 4 &= Ea\
N Eifasss Sgl Kisme 8 fir Pfsis

g
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