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Belton A, Burrows, M.D.
50 fdgehil) Road
Brookline, MA 02146

Dear Dr, Burrows:

This letter is to confirm the telephone agreement of August 31, 1987 between you
and Mr, Darrel G. Wiedeman of my staff that you will assist this office by
serving as a medical consultant to evaluate the exposure to an individual
involved in the misadministration described 1n the enclosed Preliminary
Notification (PNO-111-87-112),

It is our understanding that you will evalvate the findings and determine if
the misadministration could cause any significant long term biological effects
and the patient is receiving the proper followup medical care,

A report of your findings and conclusions should be provided within
30 calendar days of the completion of the investigatory and advisory effort,
Plezse follow the enclosed instructions in preparing and submitting claims for

reimbursement,

Thank you for your assistance in this matter. Mr, Darrei G. Wiedeman (312)
190-5616 is the Regional Office contact for this investigation.

Sincerely,

G poid’
//. Bert Davis
; Regional Administrator

Enclosures:

1. Preliminary Notification
(PNO-111-87-112)

2. Guidance for Consultant

3. Instructions for Submitting
Claims for Reimbursement

4 Confirmatory Action Letter,
dtd 08/25/8/, NRC to
Parkview Memorial Hospital
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hs preliminary notification constitutes EARLY notice of events of POSSIBLE safety
gus;:c nterest significance. The information is as initially received without
fication or evaluation, and 1s basically all that 1s known by the Region 111
taff on this date,

cility: Parkview Memorial Hospital Licensee Emergency Classification:
2500 Fast State Blvd, ____Notification of an Unusual . -ui
Fort Wayne, Indiana _____Alert
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ubject: THERAPEUTIC MISADMINISTRATION Sept 1

n August 24, 1987, the Licensee notified Region 111 (Chicago) that a 75 year old male
Ptient had received a therapeutic radiation exposure (500 rads) to the wrong hip.

Fo patient was to receive 250 rads/day to the right hip; however, during the pre-treatment
anning (simulation) a technologist inadvertently placed treatment marks on t:e patients
gg%hhip réather than the right side. The patient was then taken to the therapy room where
nother technologist noted the treatment marks on the left hip area and treated the left hip
rea. Prior to the third (3rd) treatment day, the patient advised the technologist that

hey were treating the wrong hip, The technologist then checked the patient’s chart and

P2 ized that the wrong hip was treated,

Fhe treatments were halted when this error was discovered on August 24, 1987,)
|
he patient has been examined by a physician, and no clinical side effects were noted.

pgion 111 will dispatcnh an inspector to review the circumstances of the misadministration,
n NRC medical consultant will be retained to review the medical aspects of the case.

he State of Indiana will be notified.

fon 111 was notified of the misadministration at 4:30 p.m. (CDT), August 24, 1987. This
nformation 1s current as of 8 a.m., August 25, 1987,
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