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DEPARTMENT OF TH( ARMY MLER-RI - D-C 7 Sru~
WALTER REED ARMY MDCCENTER

WASHINGTON- D.C. 20307-5001

REPLY TO3191
ATTENTION OF: 31July 19

Health Physics Office

United States Nuclear Regulatory Commission
631 Park Avenue
King of Prussia, Pennsylvania 19406

Dea~r Sir:

Pursuant to Title 10, Chapter 1, Code of Federal
.Regulations, Part 35, Section 35.33 (c), we provide you with
notification of a diagnostic misadministration of a
radiopharmaceutical involving three patients. This notification
includes, as an enclosure, a NRC Form 473, Diagnostic
Misadministration Report detailing specifics of the incident.

-Using the package insert, the Staff*Nu~clear Pharmacist
calculated, and health physics personnel verified, the following
doses:

Patient Admin-istered Activity Thyroid Dose

"1XV1
fly"l
litZ'1

20. 6 mCi
21*.8 mCi
21.5 mCi

2. 68 rad
.2.83 rad
2. 80 rad

WB Dose

0. 29 rad
0.31 rad
0. 30 rad

,In addition to the referring physician, the Acting Chief,
Nuclear, Medicine notified the patient. The Health Physics Office
rece,.ived prompt notification and conducted'an investigation.

our review of written statements and interview with Nuclear
Medicine pers~onnel reve.:ai this +-0 to0 bosola4ted -'I ratu4-e

and due to a student technologist's error that was not properly
observed and corrected by the supervising technologist. The
Nuclear Pharmacist formally counseled the responsible student and
supervisory technologist. The Acting Chief, Nuclear Medicine
discussed the incident during the next technical staff meeting
following the misadministration. As indicated in the attached
NRC Form 473, revisions of the Nuclear Medicine work practices.
now require closer scrutiny of student technologists and
delineate measures for supervisory technologists to confirm the
adequacy of drawn dosages.I

In light of these facts, the Health Physics Office concurs
fully with the corrective actions taken. The Radiation Safety
officer will retain appropriate records in accordance with
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Nu ,clear Regulatory Commission regulations an d will discuss the
matter' at the next Radiation Control Committee meeting.

Sincerely,

RO4Y D. QUICK,J
NAJ, MS
Executive officer

.Enclosure

Copy Furnished:

Commander
US Army Health Services Command
Fort Sam Houston, Texas 78234-6000

TSG (HQDA(DASG-PSP-E))
5111 Leesburg Pike
Falls Church, Virginia 22041-3258
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D IA G Pp!> STIC MISADMINISTRATIOPL>kREPORT

frl - E:ýS NAME 1j :~',SE NLIMBEý

AI13 CITY ý,J~o.NA STAE - N vEENT L)ATE N6E REPORT ZOAT

To f-) c I MON T ý DAY YEAR MON T " DAY

(NII TYPE OF MISAOMINISTRATION NINS DID THE MISADMINISTRATION INVOLVE AN '.Q~i NUMBER OF PAtIENTS VVHO RECEIVED
011 RONG 021 DOSAGE DIFFERING

RAOI OPHAR MACE UTICA L FROM PRESCRIBED By $01%

IO~ WON PAIET(041 WRONG ROUTE' 1999) YES 1i m NO

IN101 INTENDED STD UIS INlOIA) INTENDED NIIIGIVEN

:1351 ND CLINICAL PROCEDURE 1081 ULTRASOUND STDY MILLICRE ISOTOPE CHEMICAL STUY ILLICURIESj ISOTOPE FORMI STAL

STUDY NUCoLEAR MEIIN1091 CT STUDY I

;Nb1A) INTENDED ani-O"o' 
Tc- Bo (Ffc77.,

INhI)G IVEN) I 10) NM.11 STUDY j2o F.~ e (, IJ 20 y LTI(r

1071 X-RAY STUDY 1111 OTHER,&f PT~

iN12I PRECIPITATOR

(71) REFERRING PHYSICIAN L 1751 AUTHORIZED USER 1~761 HOT LAB TECHNOLOGIST

(72) WARD NURSE o (77) IMAGING TECHNOLOGIST

173) WARD CLERK (781 CLINIC RECEPTIONIST

1741NUCLAR HARMCY.(791 SCHEDULING TECHNOLOGIST,
NAME OF NUCLEAR PHARMACY CITY STAE0)0 PATIENT

_______________________________81___ BIOTHER Co'iu)

IN131 ERROR

HoT LAB REFERRAL ADMINISTRATION OTHER

111MSLABELED A SYRINGE (15) SELECTED WRONG VIAL t2.1 MISUNDERSTDOOD 1301 SELECTED WRONG 1401 Seolyb
WHEN DRAWING DOSAGE REFERRING PHYSICIAN'S PATIENT

111MISLALELED A VIAL REQUEST I .-
OR VIALSHIELD 116) SET DOSE CALIBRATOR REU(EWOG1211 ANSWERED WAITING

IMPRPERLUD2 Y ROOM PAGE INTENDED
(131 RECONSTITUTED SUYFOR OTHER PATIENT*5h

WOGRAETKT1171 MISREAD DOSE (221 REGUESTED STUDY 1321 BROUGHT WRONG
I 1 CALIBRATOR FOR WRONG PATIENT, PATIENT TO CLINIC 1

VIAL IN WRONG SHIELD (18)1 MISUNDERSTOOD (331 SELECTED WRONG Tct ~~J~
_________________OR DOSAGE ORDER CART

IN141 CONTRIBUTING FACTORS IN15I ACTION TAKEN TO PREVENT RECURRENCE

1861 STUDENT TECHNOLOGIST I6S) REQUISITION NOT CHECKED IMPLEMENT NEW PROCEDURES FOR 1C6) IMPROVE SUPERVISION

181I NEW EMPLOYEE 186) PATIENT CHART NOT IClI VERIFICATION OF REQUEST

CH)ECKED LNGAG IC21 RADIOIPHARMACEUITICAL IC71 NO ACTION
LABELING ANO'HANDLING

(83) PATIENT INCOHEREN4T OR VBI NEW PROCEDU RE IC31 VERIFICATION OF PATIENT ICB81OTHER Td~d)0
UNCONSCIOUS IDENTIFICATION

1881 HEAVY WORKLOAD

(841 ID BRACELET NOT CHECKED Pf'0ncta re 1C4l REINSTRUCT PERSONNEL A.o cJ~I LuK
(89) OTHER.

1- Te L,4 :ý)ICSI REPRIMAND PERSONNEL

INiI6 EFFECT ON PATIENT-S NONE APPARENT SEE ABSTRACT

INI7) A ,BSTRACTfI/I ouvsm..a rtaecxR. r,ona own.) A a"- Te-c4 -Fo 0j rS7 i i -cl e-, -t a r re, 3 otýsesý
2.c , a T' -,q AOP LUTr atc e" 3 cu v *5- & 5Se-0i c

- " IN tý' I~-~ I pC-Z I y cfeA-C-AyIa

$TtC-p S e . cTk K.cE,< JST T40L ZciAc 4O /1U~ fevo A
7,rýt -r---T cIL 5Lt TorA ' L jF0- c'e f\- co,./ 5 A t C ~ s Trrs-v

a~k~r Lc~; dus~ *~-t-~ p~N~L~ThTec~~.i~~'5T3 D Cte4• c-L pr&2

C7 -%eLG, CL gstj 54~ i's TAA

RADIATION OFFI CARII Pnnleu MSel SIGNATURE ITELEPHONE 0 DL

Fo- le C rP/ý Jo 1 L
A Tu k C I 5A ~j A /,J UTC R F-- (IA L f- 1 PL-(5cc ci FFL c c:

NUCLEAR REGULATORY COMMISSION USE

IN19 18 N I N201 REGIONAL LOG IN211 ACCESSION NUMBER INZ22 INITIALS

199 ES

N11Y NOL

NRC FORM 473 15-88)
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WGSSLICENSEE EVENT REPORT

Licens No* b ý-01-)M )2

DocketNo. 3001*31j

1. ACTION CONTROL DATA

Licensee 'j k4e
Event Descri~ption D i'a no
Event Date Z - 2- -1

11. REPORTING REQUIREMENT

[310 CFR 20.402 theft or loss

( 1 10 CFR 20.403(a)(b)
overexposure/i-el ease

(3 10 CFR 20.405 -30 day report

E3 Iother

111. REGION I RESPONSE

(E Iuunediate Site Inspection
E(I Special Inspection

(3 Telephone Inquiry
Licensee Representative and Title

(3 Pw JDaily.Report

( 3 Inform~ation entered -'Region I log

E4 Review at. next routine inspection

IV. RE PORT EVALUATION,

(1 Description of Event-
(04 Levels of R/M involved

I Ca~use-of Event

Report Date 73I1? 1

]'310 CFR 35.SS Therapeutic. Misadministration

t4 10 CFR 35.33 Diagnostic Misadministration

] -License Condition

Inspector Date________

Inspector Date________

Inspector Date________

and Outstanding Items List

Corrective Actions

Calculation Adequate

(3Letter to Licensee requesting

Completed by: __ _ _ _ _ _ _ Date /-= Ž-u

Reviewed by: Date______

V. SPECIAL INSTRUC"Sý OR COMET
3~~ .,Ix05ý !xýce /" Oc((Y4-


