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LICENSEE 1 REGISTRANT USER 
EiREGISTRANTIUSER NAME 

Eisenhower Medical Center 
uCENSEE/REGIS 	CONTACT 
S. Becker 

PHONE 
826-616-5135 

INSPECTION OFFICE (AGENCY) 
RHB - BREA / Region 5 

TITLE 
R30 

OTHER PHONE/EMAIL 	INSPECTOR 

EVENT TYPE OFFICE ADD 
39000 Bob Hope Dr. / Rancho Mirage 92270 

❑ MACHINE 
	

El MATERIALS (Chock One) EVENT/SITE LOCATION 

OTHER CONTACT 

LICENSEMEOISTRATIONINUmBER 
242.3-33 

OTHER PHONE/EMAIL 

PHONE 

INFORMATION SOURCE: 
NAME/POSITION 
Michael Prodanov 

❑ Radiation Exposure (EXP) 
O Transportation (TRS) 
❑ Leaking Source (LKS) 
23 Misadministration (MD2) 
❑ Release of Material (RLM) 
❑ Theft or Loss (LAS) 
❑ Equipment Malfunction (EOP) 

❑ X-ray Registration (XR) 
❑ Certification (CT) 
❑ Mammography (MM) 
❑ Landfill/Scrap Yard (LY) 
❑ Crematory (CR) 
O Other (0TH) 

ADDRESS — Number Street 

TELEPHONE NUMBER OTHER PHONE/EMAIL 

Involve CA SSC): ❑ Yes; 
El N0 

COMPLAINT (AL) ❑ Yes 183 No 

Forwarded by NRC 	❑ Yes tig No  

Respond to Complainant ❑ Yes El No 
Anonymity Requested 	❑ Yea 	Na 

REPORTABLE EVENT (NMED) 

NRC reportable event? ❑ 24-hr 	❑ 30-Day Pa Into ❑ No 

Reputation Requiring Report (NRC) 	 (CA) CCR, title 17, 
section 3Q322  

If < 244w, this form must be reported to NRC Op& Ctr. within 24 hours. 

	 Report made to NRC Ops Center Date: 	 Time: 
(301) 951-0550 (telephone), (301) 816-5151 (fax), or hooilfenrcaov  (email) 

It 30-day or info report, RHBIHO (Peggy) submits 5010 to INEL. and inspector 
	 updates until "complete-  In NMED database (httpqfnmed.inel.nov).  

CA NMEDO (Sector K. VI 	NMED item a (INEL): 

ABNORMAL OCCURRENCE? (See SW SA-300 Section ?) ❑ YESEI NO  

Provided to RML: 
(date) 

RBSTCONTACT BY (Chad( One Only) 
❑ Telephone 	ta Letter/Form 	❑ Email 

❑ Other (Specify): 	  

Contact Date: 04/15/05 	Contact Time: 
prodroyo 

Event Date: (alp 
	

Discovery Dam: pftwwwo 

OTHER NOTIFICATIONS (e.g., other agencies, patient, etc.) (*) 

iHreNSOLTANT USED: 13 YES ❑ 	 UNK 

PRESS/MEDIA INVOLVEMENT: ❑ YES 1:3 NO 

SUMMARY (Abstract of Event)  
Any fact or complaint suggesting inwnediatis threat to health and safety? ❑ YES (g1 NO 

A patient, not scheduled to be administered any radioisotope, was administered 11 mei To -99m MIBI for a myocardial perfusion scan, because the Imaging 
technologist misunderstood the order in the chart 

Dx administration 
intended: none 
Administered. 11 mCi Tc-99m MIBI 
Doelmetry. Whole body: 0.19 rads upper large Intestine wall: 2.05 rads 

RHB 5010 (03/05) 



Address Nohow. straw) 

3q 0.  0  60 6 tte,e .   gftLfVe 

ot-to /t9 g  e 	(1 /fr 
Type of Misadministration 
0 Wrong rediopharmacautieat 	gi Dosage differing from prescribed by 50 

❑ Wrong pattern 	 ❑ W route 

Intended 

Did the misadministretion involve an 
Isotope of iodine? 

❑ Yes 	69 No 

Intended 
0 No clinical procedure 	 ❑ Ultrasound 
KI Nuclear medicine Study (complete "Intended' 0 CT study 

arid 'Give& sections) 	 ❑ AIR study 
❑ X.ray study 	 0 Other 

Precipitator  
❑ Referring physician 
1:3 Ward nurse 

❑ Ward clerk 
❑ Nuclear pharmacy 

Name of ni01elar pharmacy 

Chal4;441 
Form Study UOticuf4s4 isolee• 

c, 

Study 1444404 

I( 

sutra CRY 

14 ✓ Neer- 

❑ Hot lab technologist 
65 Imaging technologist 
❑ Clinical receptionist 
1:1 Scheduling technologist 
❑ Patient 
❑ Other: 	  

Authorized user 

	■■•■■•••••111 

Error 
Not 

o Mislabeled a syringe 
Mislabeled ri vial or vial 
shield 

❑ Reconstituted wrong 
reagent kit 

0 Ptaced fOConstitutecl vial in 
wrong shield 

Lab 

❑ Selected wrong vial when 
drawing *Map 

❑ Set dose calibrator 
imPtoPutY 

❑ Misread deal calibrator 
❑ Misunderstood 

redlopriannaoreuticat or 
dosage order 

Referral 
Misunderstood referring 
physician's request 

❑ Requested wrong study 
❑ Requested study for wrong 

patient 

Administration 

❑ Selected wrong patient 

❑ Answered waiting room 
page intended for other 
patient 

0 Brought wrong patient to 
clinic 

o Selected wrong syringe 
from dosage cad 

Other 

❑ Specify 

❑ Student technologist 
❑ Now employee 

❑ Foreign language 
❑ Patient incoherent or unconscious 

❑ ID bracelet not checked 

Factors 
`0 Requisition not checked 
Qf Patient chart not chocked 

❑ New procedure 
IA Heavy woridoed 
❑ Other 

Action Taken to 

❑ Implernent new procedures for 
❑ Verification of request 

❑ Rediapharmaceuticai labeling 
and handling 

IA Veneration of patient 
identification 

Reinstruct personnel 
❑ Reprimand personnel 

savant Recurrence 
improve 51apomistort of personnel 

lap No eedee 
Otter 

L °we°  CeVitIn-')eK 	"Teri cPe- 
---"...."..411.■ erinstia numeric 

cf 
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Given 

1=M:2711=■•■•••,  

3 3 

Telephone number 
	

Date 
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DIAGNOSTIC MISADMINISTRATION REPORT 

For more information, go to weiw.dhs.ce.govirhb  or phone (916) 327-5106. 
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April 15, 2005 

Mr_ Mark Petes 
Compliance Unit 
California Department of Health Services 
Radiologic health branch, MS 7610 
P.O. Box 997414 
Sacramento, Ca 95889-7414 

Mr. Petes, 	
40 DP 4- 

As per our telephone conversation on 4/13, 2005 I am faxing you the data regarding 
Estimated absorbed dose due to mis-administration. 

This will be coming to you in the mail as well. 

Thank you for your telephone consultation and your time. 

Uov 

Sincerely 

Michael M Ptodanov, CNMT 
Nuclear Medicine Department 
Eisenhower Medical Center 
39000 Bob Hope Drive 
Rancho Mirage, Ca 92270 
Radioactive Material License Number 2425-33 
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Misadministration report on 4/12/2005 

Patient was injected with 11.39 mci Tc Sestamibi iv for rest myocardial perfusion 
imaging by Mark Levin, CNMT 
That was an in-patient. 
Order was worded as "Exercise Stress Test". 

Nuclear medicine did receive a printed order stating that it was "Myocardial Perf Scan W 
/ Treadmill". 

Technologist injecting the patient did not clearly understand the order. 

Flirter reports to EMC legal department as well as to the Department of Health will be 
filed, pending review by our RSO on 4/13/2005. 

Mr Mark Petes at the State Department of Health was notified by phone on 4/13/2005 
At about 1330 by me. 

Mike Prodanov, C 
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April 13, 2005 

Estimated Dosimeter following intravenous injection of 11.4 mCi Tc99m Sestamibi 

Our patient received 2.05 Rads to Upper Large Intestinal Wall 

0.19 Rads to whole body 

These figures are assumed that patient is a 70kg person, and receives 5.4 Rads to Upper 
Large Intestinal Wall and 0.5 Rads to whole body from a 30.0 mCi dose injected. 

Since we injected 11.4 mCi, our estimated figures reflect that data. 

Absorbed dose data obtained from Package insert from Bristol-Myers Squibb, 
facturer of Sestamibi. 

Michael M Prodanov, CNMT 
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4/13/2005 

This is to certify that I have discussed the events preceding as well as 
resulting from the erroneous administration of Radioisotope to a patient on 
4/12/2005 with Mark Levin, CNMT. He did indeed inject a patient with 
isotope while the order was not clearly defined in the patient's chart. 
Our standard protocol is to verify order in the chart, confirm patient's 
identity by checking the name band as well as asking the patient to identify 
themselves. 
All aspects of the protocol were followed, except there was no mention of 
"Nuclear or Isotope" stress test in the chart, rather just "Stress" test. 
In the future, all aspects of the protocol for identifying proper patient as well 
as the appropriate procedure will be followed. 

k is in agreement with me on this issue. 

tbe, 	19/04/ 
Prodanov, CNMT 

6444( 

 Levin, CNMT 
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