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DIFFERENT LENGTH BUCKET AND APPLICATOR USED DURING BRACHYTHERAPY DOSE

Following a vaginal/cervical/uterine brachytherapy dose it was noted during a side by side
comparison that a different length bucket and applicator were used. Because the applicator was
shorter than the bucket, the applicator did not reach the end of the bucket during administration of
the dose. Review of the x-ray taken to confirm placement during the exam confirmed that a
different dose distribution was given to the patient than originally intended. It is estimated that the
dose varied by greater than 20 percent. The dose was lower than the intended dose.

The prescribing physician did not note any apparent ill effects to the patient during a follow-up
physical examination. This occurred because the licensee did not do a direct physical comparison of
the bucket and applicator prior the exam. The licensee sorted all applicators and buckets following
the event to create matched sets. The licensee is considering modifying procedures to include
physical comparison of the applicator and bucket in the future. The oncology physician was to
inform the patient of the differing dose.






