From: Pomije, Brian D. (LCDR)

Sent: Friday, October 13, 2006 2:42 PM

To: Forcier, Michael R. Civ; 'Hanan El Mohammady'; Tomon, John LT; Burke, Gerald; Clark, Dorothy M. (CIV); Ely, Karen D. (CIV); Fairchild Gregory R LT; Feightner, Michael P. LT; Fletcher, Douglas W LCDR NNMC; Fong, Raynard K CAPT; Frampton, Scott W CIV; Giel, Daniel T. (CTR); Goodwill, Michael E CTR NNMC; Gorsuch, Gregory M. CAPT; Harden, Gary W; Houston, Tony L. HM2; Johnson, Gabrielle M.; LaFontaine, Richard L CT; Loscocco, Michele F CDR NNMC; Minette, Christopher E. (LCDR); Ozeroglu, Muhammed A LT; Pomije, Brian D. (LCDR); Scott, John H., CIV.; Smith, Glenee L. (Civ); Solanki, Haresh P. CTR; Straiff, Walt; Van Way, Rick L LCDR (Ret); Younes, Georges E LCDR

Cc: Ely, Karen D. (CIV); Clark, Dorothy M. (CIV); Pomije, Brian D. (LCDR); Mohon, Melissa A. (CDR); Hernandez, Jose E. (CIV); Fallon, Ann P. (CAPT); Earles, Marvin R LCDR ; Glennon, Brendan K. CDR BUMED; Lino CDR Fragoso (E-mail) (Lino.Fragoso@navy.mil); Hutto, Robert CAPT; Miller, David B, CAPT (NMSC); Nazareno, Felix M GS; Netzer, Patricia H. (CAPT); Styles, Donna L (CAPT)

Subject: U.S. Nuclear Regulatory Commission (NRC) Significant Enforcement Actions
To all Radiation Safety Officers and Medical NRMP Permittees:

The U.S. Nuclear Regulatory Commissions (NRC’s) enforcement program can be accessed via NRC’s homepage [http://www.nrc.gov/] under “What We Do.”  Documents related to cases can be accessed under “Electronic Reading Room,” “Documents in ADAMS.”  ADAMS is the Agency-wide Document Access and Management System within the NRC.

The following is a summary of NRC’s significant enforcement actions:

· Southside Community Hospital: A Notice of Violation was issued for a Severity Level III violation involving the failure to perform surveys, or secure from unauthorized removal, or limit access to six vials, at least two of which contained radioactive Iodine-131. 

 

· Indiana University Medical Center: A Notice of Violation was issued for a Severity Level III violation involving the licensee’s failure to develop, implement, and maintain written procedures to provide “high confidence” that each administration of NRC-licensed material is in accordance with the written directive of an authorized user physician, as required by 10 CFR 35.41, “Procedures for Administrations Requiring a Written Directive.” 

· Hospital Andres Grillasca, Inc.: A Notice of Violation was issued for a Severity Level III violation involving the licensee’s failure to implement written procedures to provide high confidence that each patient treatment is in accordance with the treatment plan and written directive, and that both manual and computer-generated dose calculations are verified for a High Dose Rate (HDR) treatment.  As a result, a dose was calculated and delivered to a depth of 1 cm rather than the prescribed 2 cm depth, resulting in an underdose of 57 % to the treatment site. 

· Community Hospitals of Indiana, Inc.: A Notice of Violation was issued for a Severity Level III violation involving the licensee’s failure to provide high confidence that each administration was in accordance with a written directive for an HDR treatment.  As a result of inadequate/incomplete written procedures, the location of the radioactive source was not accurately determined during the simulation process, resulting in an underdose to the treatment site and an overdose to normal tissue.  In addition, the licensee failed to notify the NRC Operations Center by the next calendar day after discovery of the medical event. 

· Eastern Shoshone & Northern Arapaho Tribes: A Notice of Violation was issued for a Severity Level III violation involving the failure of the licensee to conduct operations so that the total effective dose equivalent (TEDE) to individual members of the public would not exceed 0.001 sievert (100 mrem) in a year.  Specifically, a member of the public, working in close proximity to the radioactive storage area, received a calculated dose in excess of the annual limit for calendar year 2000 and 2001.  In addition, for the past 6 years, the licensee failed to make, or cause to be made, surveys for radiation levels in unrestricted and controlled areas as required to demonstrate compliance with dose limits for the public.      

The issues addressed in this e-mail should be discussed by each Command's Radiation Safety Committee (RSC) to ensure similar issues do not occur within Naval Radioactive Materials Permit (NRMP) permittee commands.

Please contact the Navy Environmental Health Center if you have any questions and/or concerns.

[This e-mail has been sent to all medical radiation safety officers; no response is necessary]
Very respectfully,

LCDR Pomije

 

Brian D. Pomije, MS, D.A.B.R.

Commander (select), Medical Service Corps, USN

Radiation Health Team Leader

Navy Environmental Health Center

620 John Paul Jones Circle (Suite 1100)

Portsmouth, VA 23708-2103

 

pomijeb@nehc.med.navy.mil
W: (757) 953-0766; DSN: 377-0766

Cell: (757) 651-2814; Fax: (757) 953-0690

 

HIPPA Disclaimer: This document may contain information covered under the Privacy Act, 5 USC 552(a), and/or the Health Insurance Portability and Accountability Act (pl 104-191) and it’s various implementing regulations and must be protected in accordance with those provisions. Healthcare information is personal and sensitive and must be treated accordingly. If this correspondence contains healthcare information it is being provided to you after appropriate authorization from the patient or under circumstances that don't require patient authorization. You, the recipient, are obligated to maintain it in a safe, secure and confidential manner. Redisclosure without additional patient consent or as permitted by law is prohibited. Unauthorized redisclosure or failure to maintain confidentiality subjects you to application of appropriate sanction. If you have received this correspondence in error, please notify the sender at once and destroy any copies you have made.
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