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UNITED STATES

NUCLEAR REGULATORY COMMISSION
WASHINGTON, D. C. 20556

April 7, 1994

.".l

CHAIRMAN

The Honorable Thomas S. Foley
Speaker of the United States
House of Representatives

Washington, DC 20515

Dear Mr. Speaker:

[ am forwarding the Nuclear Requlatory Commission’s report on abnormal
occurrences at licensed facilities for the third guarter of calendar year
1993. These quarterly reports are required by Section 208 of the Energy
Reorganization Act of 1974 (PL 93-438). In the context of the Act, an
abnormal cccurrence is an unscheduled incident or event that the Commission
determines is significant from the standpoint of public health or safety.

This report discusses two abnormal occurrences at NRC-licensed facilities.

One involved a medical sodium iodide misadministration and the other invoived
a review of a previously reported fatal radiation exposure of a radiographer
in 1981. One industrial radiographer overexposure event and four medical
misadministrations that were reported by the Agreement States are also
‘iiscussed, based on information provided by the Agreement States as of
November 1, 1993. The report also contains information updating four
areviously reported abnormal occurrences at NRC-licensed facilities and three
reported by the Agreement States, and includes information on two other events
of interest.

Appendix D describes events submitted by Agreement States for which the
information available as of November 1, 1993, was insufficient to positively
identify them as abnormal occurrences. These events are likely to be
characterized as abnormal occurrences after further review and analysis.

Sincerely,

/78

[van Selin

Enclosure:
As stated
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ABSTRACT

Section 208 of the Energy Reorganization Act of 1974
identifies an abnormal occurrence as an unscheduled inci-
dent or event that the Nuclear Regulatory Commission
determines to be significant from the standpoint of public
health or safety and requires a quarterly report of such
events to he made to Congress. This report covers the pe-
riod from July 1 through September 30, 1993,

This report discusses two abnormal occurrences at NRC-
licensed facilities. One involved a medical sodium iodide
misadministration and one involved a 1981 fatal radiation
exposure of a radiographer. One industnial radiographer
overexposure event and four medical nmsadministrations

i

that were reported by the Agreement States are also dis-
cussed, based on information provided by the Agreement
States as of November 1, 1993, The report also contains
information updating four previously reported abnormal
occurrences at NRC-licensed facifities and three reported
by the Agreement States, and includes information on
two other events of interest.

Appendix DD has been added (o this report which includes
events submitted by Agreement States that are likely tobe
categorized as abnormal occurrences. For these events,
insufficient information was available as of November 1,
1993, to positively identify them as abnormal occurrences.

NUREG-0090, Vol. 16, No. 3
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REPORT TO CONGRESS ON ABNORMAL OCCURRENCES
JULY-SEPTEMBER 1993

Nuclear Power Plants

Fuel Cycle Facilities
{Other than Nuclear Power Plants)

oried by these licensees. For abnormal occurrence

Other NRC Licensees
(Industrial Radiographers, Medical Institutions,
industrial Users, ~tc.)

A } materia an five times the inter ¢ O tha WIv }
, ‘ i principally for ¢} onsidered an abnort O (
! nedcal, imdustna And
fields. Incidents were reported in this categon Date and Place—-July 27, 1993, Osicopathic Hospita
| £ SUCHh As 1 -?w.‘-l;:l"‘l medical institutions Founders Association DBA (domg busines i Iulsa
a institutions. and byproduct material users. NR( Regional Medical Center; Tulsa, Oklahoma
y { rep ried by ) HCENSe ror tt . : .
) g teria and i elines ¢ in Append Nature and Probable kiuanurnua The licenser
NRC has identifiad the following events as ahnormal reported that on July 27, 1993, a wrong patient was
ir 11 . 1 21 oio . 1eves] { 1) . "1
es. As noted in the Preface to *his report, ti .yx.mr.r,r_. (\|![ .l)In'.".?J(:\\{l(((.»!\‘l“-“’ ,‘ 71.\
lor identiving med safasdeninistoaiiony o [mCi]) of wdine-131 (1-131). On July 27, 1993, ¢
; : " . : procedures were prescribed for two outpatients S
A and B, using technetium-99m (1t-99m) for patient A
ind 1-131 for patient B. Prior 10 the administration, the
fechnologist mvolved in the procedure believed that

patient A was the one prescribed to receive 1-131 and

addressed patient A by name and requested a second forn

93-9 Medical Sodium lodide f identification. Patient A responded positively and
. : = presented a social security card as the second means of
Misadministration at B ty card NSRS E -

identification. The technologist copied the social security

Osteopathic Hospital Founders number and attached it to patient A's chart. However, 1

hao

(ALY

¢ ' » written directive was not checked for vesification of
Association DBA (doing business written directive was not checked for verificat s

patient’s name. As a result patient A was admunistered a

as) Tulsa Regional Medical 0.21 GBq (5.7 mCi) dosage «
Center in Tulsa, Oklahoma B

{ 1-131 intended {or patient

NUREG-0090, Vol, 16, No. 3
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therapy at ABMC using a cobi't-60 (Co-60) source of
186,850 gigabecquerel (5050 Cur g). The treatment was to
be performed at ABMC becavise Childrens Hospital did
not have the capability to provide radiation therapy.

ABMC used West Coast Cancer Foundation (WCCF), a
medical physics consultant organizaticn, to do treatment
planning. Based on information provided by WCCF,
radiation therapy treatments began on December 4, 1957,
The treatments were temporarily stopped on December
24, 1987, and were to resume in January 1988. However,
when the patient returned to restart treatment, there had
been anatomical changes which reguired treatment
replanning. The replanning was done by the same
dosimetrist that had done the original plan. The
dosimetrist discovered that an error had been made 1n
planning the first treatment series. The error had resulted
in doubling the prescribed dose that the patient was
supposed to have received during the initial treatment
phase. The fact that an error had ¢curred was promptly
communicated to the patient's physicians and by them to
the patient’s mother. The subsequent prognosis provided
by a consultant was grave, the patient was expected to die
within 2 years. The patient died at Childrens Hospital on
August 21, 1988.

Cause or Causes—The cause of the misadmuinistration
was an error made by a WCCF dosimetrist in planning the
first radiation therapy treatment series, The error
resulted in the patient receiving double the prescribed
dose during the initial treatment phase and resulted in
adverse health effects.

Actions Taken to Prevent Recurrence

Licensee —The State investigation reports that were sent
to NRC did not discuss the actions taken by the licensee to
prevent recurrence. At the time of this event, the licensee
was not required to report this event as a
misadministration, therefore, this information is not
available.

State Agency— As a result of the 1993 investigation, RHB
recommended that the State take the following actions to
minimize recurrences, and to identify similar occur-
rences. (These recommendations have not yet been
implemented.)

® Require certification of syecialists in the fields of
radiological physics and dosimetry as those fields
apply to the practice of radiation therapy, or provide
for State recognition of such certification by
appropriate national or international bodies.

® Amend the California Radiation Control

Regulations to be consistent with respect to use of
radioactive materials and/or ionizing radiation,

NUREG-0090, Vol. 16, No. 3

whether the radiation is produced by machine or
radioactive materials,

® Provide investigational technique: for inspectors
who will or might be assigned to investigational
duties,

e  Establish mechanisms for NRC support ir RHB
investigations of events of special or joint interest.

®  Require all individuals and organizations subject to
State regulatory control involving the use of
radioactive materials, and/or ionizing radiation
producing machines, to report to the State
Regulatory body all lawsuits or malpractice suits
alleging injury or improper use of such materials or
machines.

This event will be further evaluated when the information
to prevent recurrence is available.

AS 93-6 Overexposure of a
Radiographer at X-Cel
Group in Corpus Christi,
Texas

Appendix A (see Example 1 of “For All Licensees™) of this
report notes that an exposure of the feet, ankles, hands, or
forearms of any individual of 375 rem or more should be
considered an abnormal occurrence.

Date and Place—May 22, 1993; X-Cel Group; Corpus
Christi, Texas.

Nature and Probable Consequences —On May 22, 1993,
an Agreement State licensce, X-Cel Group, reported a
radiography event involving a camera locking mechanism
that came apart from the camera. This allowed the source
assembly (pigtail) and 3626 gigabecquerel (98 curie)
iridium-192 source to be pulled from the camera. A
radiographer is believed to have picked up the source with
the thumb and index finger of his right hand resulting in
an overexposure. An immediate call was made to the
regional State inspector in Corpus Christi requesting an
investigation of the incident,

The incident occurred after midnight on May 22, 1993,
Two radiographers working in low light conditions were
performing radiography using a Gamma Century Model
SA camera. Approximately 30 radiographs had been
performed. The radiographs were taken for development
and the radiographer took off his film badge and placed it
on his clipboard, thinking the radiography was completed.
Several shots needed to be retaken, and the radiographer
forgot to put his film badge back on.

To move the camera from the first retake location to the
second retaxe location, the radiographer took the



crank-out cabie in his left hand and lifted the camera with
his right hand. He took a few steps and the cable fell from
the camera to the ground. He placed the camera on a
truck tailgate, thinking he had a disconnect. He picked up
the crank-out appraximately 122 centimeters (cm) (4 ft)
from the end, and moved his hand quickly toward the
connector end. He grabbed what he thought was the cable
connector and brought it to within 15 cm (6 in) of his face.
When he realized it was the source, he dropped it, alerted
his partner, and ran from the area.

A follow-up investigation was performed on May 27, 1993.
A reenactment and radiation exposure calculation
indicated the radiographer received an estimated whole
body exposure of 6 millisievert (mSv) (0.600 rem). A worst
case extremity exposure to the fingers was estimated (o be
19.25 sievert (1925 rem). At the time, no symptoms of
radiation injury were noted on the fingers.

No dose to the lens of the eyes was estimated because the
source was held in proximity of the face for only 1 to 2
seconds. However, the State of Texas was contacted by
NRC to determine the related exposure. NRC was
informed that due to the short duration of exposure, the
dose to the lens of the eyes was estimated to be equal to
the whole body dose (bmSv [(.600rem]).

Cause or Causes—The lock insert of the radiography
camera is held in place by two roll pins. One roll pin was
missing, and may have been missing for some time. The
second roll pin was in the camera housing, but not inside
the lock mnsert. This allowed the lock insert, the spring,
and the movable insert to be pulled from the lock box. The
drive cable was connected to the pigtail, and when the lock
insert puiled from the lock box, the drive cable pulled the
pigtail from the camera, thereby exposing the source,
Routine maintenance had been performed on the camera,
but a missing roil pin ts not readily noticeable during
routine maintenance. Two radiographers operated the
camera immediately prior to the incident without any
difficulty.

Actions Taken to Prevent Recurrence

Licensee — The radiographer who was exposed was
res..cted from conducting radiation work, All personnel
were informed that future faillure to wear a film badge
would result in termination of employment. A letter was
sent to sub-offices and other radiography licensees in the
area describing the incident.

State Agency— A Notice of Violation was sent to the
licensee and radiographer for an extremity exposure in
excess of 1875 mSv (18.75 rem) and failure of the
radiographer to  wear personnel monitoring. The
manufacturer was questioned about the pins, which are

Abnormal Occurrences, 3rd Qur CY93

ordinary 3.2 millimeter (1/8 inch) in diameter by 1.0
centimeter (3/8 inch) in long-length roll pins. The specific
reason for inquiring about the dimensions of the roll pins
and the insight(s) obtained from this information were not
provided in the information provided by the State.

This item is considered closed for the purpose of this
report.

AS 93-7 Medical Radio-
pharmaceutical
Misadministration by
“Unspecified Licensee”
in Albany, New York

Appendix A (see Event Type 5 in Table A-1) of this report
notes that administering a therapeutic dose that is greater
than 1.5 times the prescribed dose should be considered
an abnormal occurrence,

Date and Place —Octobes 5, 1992; “Unspecified Facility,”
Albany, New York.

The name of the licensee was not provided by the State of
New York. NRC has asked the State of New York to
provide this information, but it has been reported that
State law limits its ability to report this information.

NRC legal staff has reviewed the relevant New York State
laws regarding disclosure of the identity of facilities in
which incidents occurred warranting reporting as
abnormal occurrences. The New York State Public
Health Law provides that “any incident reporting
requirement imposed upon diagnostic and treatment
centers. . .shall be kept confidential and shall not be
released. . .” (NY CLS Pub Health, Article 28, Section
2805-M.) The only exceptions provided in the law are
release to the NYS Health Department or to other
hospitals. Discussions with the staff and attorneys for the
NYS Health Department indicate that the department
will provide a description of the incident but will delete
the ilentity of the facility and patient. The NRC Office of
General Counsel advises that NRC is not itself bound by
this State law so NRC could relcase the information if the
State provided it to NRC. Howey “r, if the State refuses to
provide it to the NRC, there is no ¢ mflict with Federal law
because the abnormal occurrence reporting regrirement,
Section 208 of the Energy Reorganizat' o At of 1974,
does not apply to Agreemen. St e ic.asees nor
Agreement State agencies. However if i . cstigation of
the incident results in enforcement .ot on, then the
information provided to NRC regardin_ he abnormal
occurrence will be updated to include the enforcement
action and since that is public information, the identity of
the facility would be provided at that time,

NUREG-0090, Vol. 16, No. 3
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AS 93-9  Medical Teletherapy
Misadministration by
“Unspecified Licensee”
in New York, New York

Appendix A (sce Event Type 3 in Table A-1) of this report
notes that administering a therapeutic dose 1o a part of
the body not scheduled to receive radiation should be
considered an abnormal occurrence.

Date and Place -July 11, 1992; “Unspecified Facility™.
New York, New York.

‘The name of the licensee was not provided by the State of
New York. NRC has asked the State of New York to
provide this information, but it has been reported that
State law limsts its ability to report this information.

NRC legal staff has reviewed the relevant New York State
laws regarding disclosure of the identity of facilities in
which incidents occurred warranting reportng  as
abnormal occurrences, The New York State Public
Health Law prowides that “any incident reporting
requirement imposed upon diagnostic and treatment
centers. . .shall be kept confidential and shall not be
released. . " (NY CLS Pub Health, Article 28, Section
2805-M.) The only exceptions provided in the law are
release 1o the NYS Health Department or to other
hospitals. Discussions with the staff and attorneys for the
NYS Heaith Department indicate that the department
will provide a description of the incident but will delete
the identity of the facility and patient. The NRC Office of
General Counsel advises that NRC is not itself bound by
this State law so NRC could release the information if the
State provided it to NRC. However, if the State refuses to
provide it to the NRC, there is no conflict with Federal law
because the sbnormal occurrence reporting requirement,
Section 208 of the Energy Reorganization Act of 1974,
does not apply to Agreement State licensees nor
Agreement State agencies. However, if investigation of
the incident results in enforcement action, then the
information provided to NRC' regarding the abnormal

Abnormal Occurrences, 3rd Qtr CY93

occurrence will be updated to include the enforcement
action and since that 1s public information, the identity of
the facility would be provided at that time.

Nature and Probable Consequences —Cobalt-60
teletherapy treatments of 200 centigray (200 rad) each
were to be administered 1o the right axilla of a patient.
However, the first five treatments were given 1o the left
axilla in error. NRC has asked the State of New York to
provide additional information regarding the treatment
plan and the administered doses.

Cause or Causes — Insufficient information is available to
identify the cause(s) of this event. NRC has asked the
State of New York to provide additional information
regarding the cause(s) of this event.

As of February 3, 1994, it was known that the State of New
York informed NRC that it will provide the requested
information on the causes of this abnormal occurrence
within 30 days.

Actions Taken to Prevent Recurrence

Licensee— Insufficient information is available on the
action(s) taken by the licensee to prevent recurrence.
NRC has asked the State of New York to provide
additional information regarding the licensee’s action(s).

State Agency - Insufficient information is available on the
action(s) taken by the State Agency to prevent
recurrence. NRC has asked the State of New York to
provide additional information regarding the action(s)
taken to prevent recurrence. The State was also asked to
verify that the referring physician and patient were
notified.

As of February 3, 1994, it was known that the State of New
York informed NRC that it will provide the requested
information on the likelthood of harmful effects to the
patients within 30 days.

This event will be further evaluated when additional
iformation becomes available.

NUREG-009), Vol. 16, No. 3
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Table A-1 NRC Guidelines for Selecting Medical Misadministration Eveots
for Abnormal Occurrence (AQ) Reporting

Event Type

(1) Administering a radiopharma-
ceutical or radiation from a
sealed source other than the
one intended.

(2) Administering a radio-
pharmaceutical or radiation
to the wrong patient,

(3) Administering a radiophar-
maceutical or radiation by a

AO Reporting Threshold
Diagnostic Exposure Therapeutic Exposure
If the improper administration If the improper administration
results in any part of the results in any part of the body
body receiving unscheduled receiving unscheduled radiation, an
radiation, an AQO report should AO report should be proposed for
be proposed if: any such event,
(a) the actual dose to the If the parts of the body

wrong body part is
greater than five times

the upper limit of the

normal range of

exposures prescribed

for diagnostic procedures

involving that body part, or
(b) there are clinical

indications of any

adverse health effects

to the wrong body part,

If the parts of the body
receiving radiation

improperly would have

recerved radiation anyway,

had the proper administration
been used, an AO report should
be proposed if:

(a) the actual dose 15 greater
than five times that intended
10 the above described body
parts, or,

(b) the above described body parts
show signs of adverse health
effects greater than expected
had the proper administration
been used.

An AQO report should be
proposed if:

(a) the actual dose to the
wrong patient exceeds five
times the prescribed dose
for the intended patient, or

(b) the event results in
any adverse health effects.

Same guidelines as for
Event Type 1.

11

recewing radiation

improperly would have
received radiation anyway,
had the proper administration
been used, an AQ report
should be proposed if:

(a) the actual dose is greater
than 1.5 times that intended
to the above described body
parts, or,

(b) the actual dose is less than
0.5 times that intended to the
above described body parts, or,

(¢c) the above described body parts
show signs of adverse health
effects greater than expected
had the proper administration
been used, or

(d) the event (regardless of any
health effects) affects two or
more patients at the same
facility.

An AO report should be
proposed for any such event,

Same guidelines as for
Event Type 1.

NUREG-00%0, Vol. 16, No. 3
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APPENDIX B

UPDATE OF PREVIOUSLY REPORTED ABNORMAL OCCURRENCES

During the Juty through September 1993 period, NRC
licensees, Agreement States, Agreement State licensees,
and other involved parties, such as reactor vendors and
architect-engineening  firms,  continued  with  the
implementation of actions necessary (o prevent
recurrence of previously reported abniormal occurrences.
The referenced Abnormal Occurrence Reports below

provide the witial and any subsequent updated
information on the abnormal occurrences discussed. (The
update provided generally covers events that took place
during the report penod; some updating, however, may be
maore current as indicated by the assoctated event Jates.)
Open items will be discussed in subsequent reports in the
SCrIes.

Nuclear Power Plants

86-15  Differential Pressure Switch

Problem in Safety Systems at
La Salle Facility

This abnormal occurrence was originally reported in
NUREG-00%, Vol. 9, No. 3, “Report to Congress on
Abnormal Occurrences,” July-September 1986. The
event involved degradation of essential safety-related
switches used to initiate operation of engineered safety
systems.

The initial report involved problems with reactor vessel
water level switches at La Salle Unit 2. NRC issued
Bulletin 86-02 on July 18, 1986, which required v = ~rs of
facilities using the affected switches in safety syst.ms to
take actions to assure relability of operatic . The
majority of licensees did not have the switches of - oncern.
Acceptable actions have been implemented and verified
at all other operating power reactor facilities Status of
the closeout effort for this problem is docr mented in
NUREG/CR-5294, “Closeout of IE Bulletin 86-02:
Static "O" Ring Differential Pressure Switches,”
published in October 1989. Closcout was complete at all
facilities except Oyster Creek and Browns Ferry Nuclear
Plant (BFN), Unit 1 and Unit 3.

The interim response for Oyster Creek was acceptable.
This was documented in NRC Inspection Report
50-219/89-14, in a June 11, 1991, letter to NRC, the
licensee stated that the setpoint drift of the static “O” ring
(SOR) switches was acceptable and the switches being
considered as possible replacements did not offer
improved performance. SOR switch performance data
training plans were reviewed by the NRC staff. Adequate
instructions, guidance and compensatory actions in the
event of a switch fatlure were provided; therefore, the
staff concluded that the concerns had been adeguately
addressed. This s documented in Inspection Report
S0-219/492-19.

13

BFN, Units 1 and 3 were in an extended shutdown at the
time the status of TE Bulletin (IEB) 86-02 closeout was
issued. These units were shutdown in March of 1985 and
will continue to remain shutdown for some time to come.
Prior to authorizing resumption of power operation, the
staff will confirm that the Tennessee Valley Authority
(I'VA, the licensee) has adequately resolved staff
concerns regarding the use of SOR switches. TVAs
original response to [EB 86-02 was dated July 20, 1987.
The staff closed out IEB 86-02 for BFN, Unit 2 in
Inspection Report 50-260/88- 28 dated Deceriber 9, 1988

Since only two units are not closed out, and the projected
restart dates for BEN, Units 1 and 3 are well into the
future (late 1998 and September 1995, respectively), no
further updates are planned. This completes the
discussion regarding SOR switches and the item is
considered closed for the purposes of this report.

93-1 Steam Generator Tube

Rupture at Palo Verde Unit 2

This abnormal occurrence was onginally reported in
NUREG-0090, Vol. 16, No. 1, “Report to Congress on
Abnormal Occurrences,” January-March 1993

As previously reported, on March 14, 1993, at 4:34 a.m.,
while at 98 8 percent power, the unit experienced a tube
rupture in steam generator (8G) No. 2. An Augmented
Inspection Team (AI'l) was sent by the NRC to investigate
the event. The AI'T identified weaknesses in the licensee's
implementation of emergency plan actions, including
event classification, activation of the emergency response
facilities, and promptly determining accountability for
on-site personnel, Weaknesses were also found in the
procedures, equipment, and training associated with
responding to a SG tube rupture event. The AI'T report,
documented in NRC  Inspection  Report  No.
50-529/93- 14, was issued on April 16, 1993.

On July 22, 1993, NRC issued information Notice 93-56,
“Weakness in Emergency Operating Procedures Found as

NUREG-00%0, Vol, 16, No, 3
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documented in NRC  Inspection  Report  No
50-529/93-14, was ssued on April 16, 1993,

On July 22, 1993, NRC issued Information Notice 9356,
“Weakness in Emergency Operating Procedures Found as
Result of Steam Generator Tube Rupture,” to all
pressurized water reactor licensees. Enforcement action
resulting from the AIT in the arca of emergency
preparedness was issued as Severity Level IV (Severity
Levels I through V range from the most significant to the
least signilicant, respectively) violations by NRC
Inspection Report No. 50-529/93-28, dated July 1, 1993,
The licensee responded by letter dated July 30, 1993, with
an admission of the violations and a corrective action plan.
Two Severity Level IV violations were issued in NRC
Inspection Report  50-528/529/530/93-29, related to
chemistry and radiation monitoring concerns following
the SG tube rupture event. In addition, two Severity Level
IV violations were identified in NRC Inspection Report
50-528/529/530/93-35, reiated to the review of SG crack
growth rates and Emergency Operating Procedures
inadequacies.

I'he licensee issued a response to the NRC Confirmatory
Action Letter on July 18, 1993, providing a Unit 2 Steam
Generator Tube Rupture Analysis Report, and the
licensee’s basis for restart of the facility. The report
concluded that the damage mechanism for the steam
generator  tubes  was inter-granular  attack and
inter-granular stress corrosion cracking caused by a
caustic-sulfate environment, crevice formation, and
residual and applied stresses. The NRC issued the Safety
Evaluation Report, and a Request for Information
pursuant to 10 CFR 50.54(1), to the licensee, by letter
dated August 19, 1993, concluding that Unit 2 could safely
resume operation for 6 months before the next steam
generator tube inspection, The licensee restarted the
facility on August 27, 1993, and achieved 100 percent
power on September 6, 1993, The licensee has since
determined that reducing power to 85 percent will
minimize further tube degradation, pending further
evaluation during a mid-cycle outage scheduled for
Januvary 1994. This item is considered closed for the
purposes of this report.

Other NRC Licensees

91-2  Medical Diagnostic

Misadministration at Hutzel
Hospital in Detroit, Michigan

This abnormal occurrence was originally reported in
NUREG-0090, Vol. 19, No. 1, “Report to Congress on
Abnormal Occurrences,” January-March 1991, The
abnormal occurrence report is updated as follows:

On January 17, 1991, a patient received a dosage of
iodine-131 in a diagnostic procedure that was 100 times
greater than the dosage prescribed.

This misadministration was caused by a modification of
the intended diagnostic procedure as a result of a
discussion between the physician's assistant and the
nuclear medicine technologist. The modification was not
reviewed or approved by the patient’s physician.

No enforcement action was taken, This item s considered
closed for the purpose of this report.

NUREG-009), Vol. 16, No. 3
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93-2  Medical Sodium lodide

Misadministration at Ingham
Medical Center in Lansing,
Michigan

This abnormal occurrence was originally reported in
NUREG-0090, Vol, 16, No. 1, “Report to Congress on
Abnormal Occurrences: January-March 1993” The
abnormal occurrence report is updated as follows;

In May 1992 a patient received a whole body scan using
iodine-131 (1-131) instead of a thyroid scan, which uses
technetium-99m. The misadministration occurred
because of an apparent misunderstanding during a
telephone conversation between the referring physician's
office and a technologist at Ingham Medical Center.

On September 9, 1993, NRC issued a notice of violation
and proposed imposition of a fine for $11,250 to the
licensee. The licensee was cited for failing to have the
physician authorized to use radioactive materials

a written directive as required for the dosage of 1-131
involved in a whole body scan and for failing to follow the
hospital’s written instruction that 1-131 whole body scans
be used only for patients who had their thyroids removed.
Since the patient in this case had an intact thyroid, the
whole body 1-131 scan should not have been performed.

This item 15 considered closed for the purpose of this
report.



Abnormal Occurrences, 3rd Qtr CY93

Agreement State Licensees

AS 88-5

and 88-6 Medical Teletherapy
Misadministrations at
Sacred Heart Hospital in
Cumberland, Maryland

These abnormal occurrences were originally reported in
NUREG-0090, Vol. 11, No4, “Report to Congress on
Abnormal Occurrences,” October-December 1988, The
abnormal occurrences are updated as follows:

NRC is continuing to work with the State of Maryland to
obtain more mformation regarding these occurrences.

15

AS 93-3 Medical Brachytherapy
Misadministration at Maine
Medical Center in Portland,
Maine

This abnormal occurrence was originally reported in
NUREG-0090, Vol. 16, No. 2, “Report to Congress on
Abnormal Occurrences,” April-June 1993. The abnormal
occurrence is updated as follows:

The State of Maine has reviewed and approved the
corrective actions taken by the licensee as a result of this
misadministration. The State Agency considers this case
closed.

NUREG-009), Vol. 16, No. 3



APPENDIX (

OTHER EVENTS O}

y
4

NTERES]

Other NRC Licensees

Medical Misadministration at
Veterans Administration Medical

Center in Dallas, Texas




ABn« il Occurrences. 3rd Otr YOS

\greement State Licensees

Medical Misadministration at Wil . ‘ wouid De tw
Roger Williams Medical Center in

Providence, Rhode Island the wvial lal Vi read carefully by the

) . i i labe n the
¢ { b
. . ; \ 1 i v W ontla ) Lhe
W { ]
2 ’ | 1 { i \ { with 1 T wW(
W
hit \ TTaT }
(1 ) ' i { Il C ¢ pen g
}
W wed WLy th M
}
i nt Na il i i
AN | » i L
v\. W | ]
A ng a
| } | {
’ o1 il hat t | gl p ] Wil orager
{ wlc | (O det iU { red to the
{ wa jeauats {form the trea nt desired
- }
1 i i 1t { v b y harm o !
L t due 1o rece { it of the prescribed
1 ¢} , ml \ i the Radwatior
! fice t} W ' ) \ nt
| i 4
wthor 1 Y r Medi (
M "
{ i n ' } L {0y £ by
\ ' ¢ \ el ! Of tht
hi 1) i N { i 1t ind c) a \
1 I 1
v i ! \ | cly !
¥ 1N ( 1 { { { t ke W
! { | ' 1
( ALMI I i A i ' 1
1 § h
. W ; i} ) tration
) " i1 ¢ Wi Id be
4
i
P REG-O0R) Vi 6. NO




Abnormal Occurrences, 3rd Qtr CY93

APPENDIX D

AGREEMENT STATE EVENTS BEING CONSIDERED
AS ABNORMAL OCCURRENCES

For this report, NRC is considering two events submitted
by Agreement States as abnormal occurrences.
Information on these events that was provided by the
Agreement States as of November 1, 1993, was
insufficient to positively identify them as abnormal
occurrences, When the necessary information becomes
available they will be included in future reports.

PAS 93-1 Medical Brachytherapy
Misadministration at
Richland Memorial Hospital
in Columbia, South Carolina

The necessary information to determine if a
misadministration and/or an abnormal occurrence had
occurred was not discussed in the event description
provided by the State. NRC has asked the State of South
Carolina for the necessary information to determine if
this event is a misadministration and/or an abnormal
occurrence.

Date and Place —September 24, 1992; Richland Memorial
Hospital; Columbia, South Carolina.

Nature snd Probable Consequences—A radiation
oncology nurse viotified the Radiation Safety Officer that
she retrieved a 1.1 gigabecquerel (GBg) (30 millicurie
{mCi]) cesium-137 (Cs-137) source from a female
patient’s bed. The patient eventually developed an
ulceration beneath her right thigh as a result of being
exposed to this source.

The oncology nurse stated that the attending nurse was
putting the patient on a bed pan when she discovered the
source and contacted the oncology nurse. The licensee
stated that the patient was undergoing a 42-hour Cs-137
brachytherapy treatment using an applicator. The
applicator contained three sources of 1.39, 0.93, and 0.93
GBq (37.5, 25, and 25 mCi) of Cs-137. Each of the two
ovoids were to have one 1.39 GBq (37.5 mCi) source.
However, ane ovoid applicator was found empty NRC
has asked the State of South Carolina to provide
clarification and additional details on the treatment plan
including the sources used, the planned exposure time,
the planned dose schedule, the intended dose, and the
dose received up to the time of the incident.

NUREG-0090, Vol. 16, No. 3
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The entire applicator system was then unloaded and
returned o the brachytherapy vault where all of the
sources were accounted for, A radiation survey of the
patient’s room after the unloading showed no additional
sources in the patient’s room.

In an effort to determine the length of time that the
source was out of place, several people were interviewed.
The patient was asked and did not know how the source
could have gotten out of the applicator. The nurse, who 2
days earlier loaded the Cs-137 sources into the patient’s
applicators, said that there was nothing unusual about
that loading and that she was confident that she had
loaded the applicator properly.

The patient’s radiation oncologist said that he had
checked the applicator after the insertion and each
morning and evening of the treatment and had noticed
nothing unusual or any loose sources. His most recent
visit was at 8:00 a.m., on the morning of September 24,
1992. The attending nurse said that she had checked the
patient and noticed nothing until the moming of
September 24, 1992, when she went to help the patient
with the bed pan. Upon discovery of the sources, she then
contacted radiation oncology. She said rhat the patient
had been on the bed pan several times during her
treatment, and that she had checked under the patient
and did not see any sources. The chief resident of
gynecological services checked the patient during
treatment but did not manipulate the applicator.

NRC has asked the State of South Carolina to determine
the exposures to the attending and oncology nurses, to
identify the dose to the wrong treatment site, and to verify
that the referring physician and patient were notified of
the misadministration.

Since the nurse who inserted the Cs-137 sources insisted
that she inserted them properly, and that the physician
had just checked the patient that morning and saw
nothing, the time of source removal was estimated to be
about 8:00 a.m.

This was to be the patient’s first of two treatments, and the
dose deficit could be made up with the subsequent
treatment,

The licensee stated that this event does not meet the
State’s criteria for a misadministration because if the
source was removed sometime after 8:00 a.m. the dose
could be corrected with the subsequent treatment.
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