Physics Department Minor Incidents Log

Incident No. 2003-03 Date:  1/30/03
Reportable No

Status ES&H Committee Final Report

Groups Involved: Administration

Lead Investigator: Joe Vignola

Description:

An *’Am 10mCi Special Form Multi-X-ray Source was found in a container with a label on it in the Physics Department
storage cage in Building 510, Room 1-136. This cage is a Radioactive Materials Area/Controlled Area and is under
administrative control with a unique keyed lock. The item was not recorded on the Laboratory Master Source Custodial List.
This was discovered following a request by an experimenter to use such a source. Said event was on or about 1/30/2003.
Subsequently the Sealed Radioactive Source Inventory Form and Sealed Radioactive Source Accountability Form were
completed and filed with the Site Master Source Custodian. A contamination survey was performed and no activity was
detected.

History:

The source was purchased by an Exxon employee (who is now a BNL employee) in 1992 for use at the NSLS. Exxon, in
addition to beam lines at the NSLS, maintained offices in Building 510E at that time. After interviewing Exxon employees,
PO and RCD staff it was determined the source was labeled and never used. It most likely remained in storage in the Physics
building since it was received at BNL. The deficiency was not recording the source on the Laboratory Master Source
Custodial List.

Root Cause:
Personnel Error — Failure to follow established procedures, in this case, failure to comply with source inventory requirement.
Contributing Causes:

The fact that this source belonged to Exxon and not BNL led to the source not being inventoried. Department personnel failed
to contact Exxon to either take possession of the source or to notify Site Master Source Custodian.

Corrective Actions:

Source Inventoried with Site Master Source Custodian.

RAR was written.

PO will investigate if any other sources need to be inventoried.

PO will notify users of the necessity to inventory sources.

Group Safety Coordinators (GSC) will be informed and there will be discussion of this incident at the next GSC
meeting, Group Leaders will be briefed, and the Department will be informed of the incident at the next Department
Meeting.
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Lessons Learned: Any situation where lines of responsibility are not clear can lead to a condition where no one takes the
accountability for the task. Although the Department has generally done well in this area, there is a need to raise the
consciousness of all personnel to be alert for these situations and make sure responsibility is assigned.



The above incident has been investigated and requires no further action.
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