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US Nuclear Regulatory Commission
" Region I
Office of Inspectlon and Enforcement g
631 Park Avenue
King of Prussia, PA 19406

L. Pursuant to Title 10, Chapter 1, Code of Federal Regulations, Part 35, Sec-
tion 35.43, the following information is provided to comply with the Nuclear
Regulatory Commission's regulation on the reporting of dlagnostlc mlsadmlnlstra—
tion of a radlopharmaceutlcal

2. On7 September 1982 at approximately 0820 hours, Dr. David B. Haseman, Res~
f~1dent Diagnostic ‘Radiology, who was on a Nuclear Pharmacy rotatlon, processed
a nuclear medicine consultation/prescription for Patient "X". Patient "Y' had

been prescribed a 20 mCi dose of Tc99m Gluceptate (Tc GLUC) for a brain scan,

The dose ticket had been prepared for Patient "X" indicating 'brain scan" and Tc.

. 'GLUC. - Dr. Haseman prepared a syringe, labeled it with the purple label with Tc
. GLUC on it and added the prescription ‘number label. He had prev1ously been draw-
ing several bone scan doses. He then drew a 20 mCi dose of bone agent (Tc MDP)
for Patient "X" 1nstead of Te GLUC.

3. The syrlnge was labeled Tc GLUC and the dose ticket attached to the syringe
stated that it was a bran scan dose of Té GLUC for Patlent "X" The dose was
also w1th1n the + 10% dose limits at the clinic. ’
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4. The dose ‘was taken to the camera room where the study was performed. The
dose was checked per clinic procedures prior to admlnlstratlon. The.error could

‘ not be detected at this point.

5. Dr. Haseman realized what had happened when he returned from the scanning
area, He immediately returned to pull the dose but the dose.had already ' & in- .
jected. : : i

6. Patient "X" and her physician, Dr. Smith of thé‘Neurology Service, were noti-
fied of the error by Dr. Julio Garcia, Nuclear Medicine Physician on duty.
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7. As it turned out, the flow study was the most important part of the study

- for this patient. The flow study was accomplished satisfactorily with Tec MDP.
Patient "X" did not have to receive any further radiation due to a repeat study
and Patient "X" received the same radiation dose of 20 mCi had the Tc GLUC been

administered.

8. The misadministration was due to human error in drawing the dose from the
" wrong vial, The clinic procedures.could not identify the wrong agent in the
syringe, when it was labeled incorrectly. '

9. Dr, Haseman fully realized the seriousness:of such an error.
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