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MISSED CONFIRMATIONS LED TO PATIENT RECEIVING A HIGHER DOSE

A patient was prescribed a 12 millicurie dose of I-131 for treatment. When the hospital requested
the dose from the pharmacy, a 15 millicurie dose was mistakenly requested. The dose requested
was not confirmed against the prescribed dose.

When the patient came in for treatment, the technologist preparing the dose measured a 15.5
millicurie dose but did not realize or confirm that this dose differed from the 12 millicurie prescribed
dose. The 15.5 millicurie dose was administered instead of a 12 millicurie dose resulting in a dose to
the patient of more than a 20% difference from the prescribed dose. The licensee will inform the
patient of the higher dose.

To prevent this same type of incident from happening in the future the hospital plans on changing
current practice to confirm two different times that the prescribed dose and the requested dose from
the pharmacy are the same.

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.





