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NRC STAFF PROPOSES $2, 750 FI NE
FOR VI OLATI ONS AT OVERLOOK HOSPI TAL

The Nucl ear Regul atory Comm ssion staff has cited Overl ook
Hospital in Summt, N J. for two violations of NRC requirenents.
The staff has proposed a $2, 750 fine.

An NRC i nspection was conducted at the hospital on May 7, to
review the circunstances surrounding a m sadnm nistration of
iodine-131 (1-131) to a patient at the facility two days earlier.
A patient was adm nistered approximately 7 mllicuries of iodine-
131 rather than the intended dose of approximately 2 mllicuries.
(A m sadm nistration occurs when the adm ni stered dosage differs
fromthe prescribed dosage by nore than 20 percent.)

Based on the infornmation devel oped during the inspection, as
wel | as information provided during a predecisional enforcenent
conference on July 16, two violations are being cited. Those
violations are: failure to prepare a witten directive prior to
adm ni stration of a radi opharmaceutical and failure to provide
adequat e supervision over licensed activities.

In a letter to the hospital, Region | Adm nstrator Hubert J.
MIller said, “Along with the concern that there was a
m sadm ni stration, the NRC is concerned that the required witten
directive was not conpleted, as required, prior to the
adm nistration of 1-131. This failure to conplete the directive
was a contributing factor to the m sadmnistration.”

M. MIller added that it was al so clear during the
i nspection that the technol ogi st was not sufficiently famliar
with the hospital’s quality managenent program because he di d not
know the correct definition of a m sadm nistration. (NRC
requires that hospitals have a quality nmanagenent programto
provi de high confidence that byproduct material wll be
adm ni stered as directed by the authorized user physician.)
“Clearly, the | evel of supervision provided by the authorized
users over licensed activities, including the supervision of the
t echnol ogi st, was i nadequate,” M. MIller wote.






The regional admnistrator also said this m sadm nistration
takes on “added significance because your facility has
experienced two prior m sadm nistrations of iodine-131 for whole
body scans in 1990 and 1991.”

M. MIler recognized that the hospital has taken a nunber
of steps to correct the violations and prevent recurrence,
including retraining all authorized users and nucl ear nedici ne
technol ogi sts in quality managenent plan requirenents; devel opi ng
a conpetency exam nation for all authorized users and
technol ogists, with a stipulation that no individuals use NRC
material until the exam nation is passed; and devel opi ng specific
sanctions for failure to conply with the quality managenent plan

The hospital has 30 days either to pay the proposed fine or
to request in witing that all or part of the penalty be
W t hdr awn.



