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Event Text  

MEDICAL EVENT - GAMMA KNIFE MISADMINISTRATION  
 
A gamma knife treatment was prescribed for a patient being treated for multiple brain metastatic 
sites using an 8 mm collimator. The prescribed dose was 24 gray. The treatment was prescribed for 
7 discrete sites in the brain. After the second discrete site had been treated it was found that an 18 
mm collimator was being used to administer the treatment instead of the prescribed 8mm 
collimator.  
 
After discovery, the collimator was changed to the 8 mm collimator. Treatment to the remaining 5 
discrete sites was administered with the 8 mm collimator.  
 
Both the patient and the patient's physician were notified of the use of the wrong collimator. The 
licensee states that there should be no clinical effects to the patient as a result of this 
misadministration.  
 
The previous patient had been treated using the 18 mm collimator as the prescribed collimator.  
 
Investigation into this event is continuing and a written report will follow.  
 
In an effort to prevent recurrence, the licensee will send a notice to all authorized users, 
neurosurgeons and medical physicists that they should each independently check collimator size 
before each treatment is started.  
 
A Medical Event may indicate potential problems in a medical facility's use of radioactive materials. 
It does not necessarily result in harm to the patient. 

 




