
July 19, 2001

PRELIMINARY NOTIFICATION OF EVENT OR UNUSUAL OCCURRENCE -- PNO-IV-01-034 

This preliminary notification constitutes EARLY notice 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 known by the Region IV staff on this date.  

Facility
Bolder Community Hospital
Bolder, Colorado
License No.: 262-01
Colorado Agreement State Licensee

Licensee Emergency Classification
      Notification of Unusual Event
      Alert 
      Site Area Emergency
      General Emergency
 X    Not Applicable                 

SUBJECT: LEAKING IODINE-125 BRACHYTHERAPY SEED

DESCRIPTION:  On July 18, 2001, the Colorado Department of Public Health and Environment
(CDPHE) notified NRC�s Operations Center of an incident that compromised the integrity of an iodine-
125 brachytherapy seed.

Bolder Community Hospital informed CDPHE on July 12, 2001, that during the course of implanting an
iodine-125 seed into a patient�s prostate gland on June 5, 2001, the seed was inadvertently extracted
with the implant plunger into a position partly in the implant applicator and partly in the seed cartridge. 
This position caused the seed cartridge to bind in the implant applicator.  The licensee surveyed the
implant applicator with a GM survey meter, but did not detect the presence of the seed.  The cartridge
was then forcefully removed from the applicator.  The applicator was rinsed into a stainless steel basin
to remove debris from the instrument.  The licensee discovered the bent seed within a blood clot in the
rinse water during a routine survey at the end of the procedure.  After removing the seed from the rinse
water and conducting another survey, the licensee determined that the water was also contaminated. 
Apparently, the shielding around the seed had been compromised when the cartridge was forcefully
removed from the applicator.  No licensee personnel received a radiation dose from this event.  

As a precaution, the licensee performed a thyroid bioassay on the patient by direct measurement.  The
procedure indicated an uptake of 0.2 ± 0.09 microcurie corrected to the day of the implant.  Based on
this measurement, the licensee determined that the patient received a radiation dose to the thyroid of
not more than 0.8 centigray (0.8 rad).   However, this measurement may be attributed to radiation
scatter from the other implanted iodine-125 seeds and not the result of an uptake from a leaking seed.  
The licensee determined that, even if the dose to the patient�s thyroid is valid, it has no clinical
significance.

Region IV received notification of this occurrence from NRC�s Operations Center at approximately
4:00 p.m. (CDT) on July 18, 2001.  Region IV has informed OEDO, NMSS, OSTP, and the Region�s
SLO and PAO.

This information has been discussed with the State and is current as of 1:00 p.m. (CDT) on July 19,
2001.  
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