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September 18, 1981

Region 111

fifice of Inspection § Eniorcement
U.S. Nuclear Regulatory Commission
799 Roosevelt Road

Glen Ellyn, IL 60137

SUBJ: Report of Dizgnostic Misadministration

1. On August 21, 1981, Dr. .)vtf=')ed a patient to
the Nuclear Medicine Service for 2 Sc\rd blocd poel study. The
petient received an intravenous injecticn of § n;‘]'(xriet of 9%mrc.
sul fur colleid instead of the 20 milliCuries S%W7c.pyrophosphate
required for the requested study.

2. Dr. R. E. Polcyn, Chief, Nuclear Medicine Service, determined
there was no clear indication for not informing the patient of
the error. He informed the patient, 2nd the patient consented to
having the liver/spleen examination for which the dose of radio-
colloid is routinely administered. The requested cardiac study
w2s subsequently perfoimed three dayvs later,

3. In retrospect, this misadministration was the direct result

of inadequate correlation betwecn pztient infonmation present on
the label affixed to the syringe containing the radnopharmaceutacal
and the patient identification band woirn by the patient.

4. The misadministration has been discussed with 211 menbers of

the Nuclear Medicine Service with particular emphasis on the
importance of verifying that patient identification on the radio-
pharmaceutical, the consultation form, znd wristband is identical.
Kritten performance stand rds for the technologists underscore the
seriousness of such misadministrations by stating that an individual
can potentially be rcmoved from his/her position as a Nuclear ledicine

Technologist as a direct result of misadministrations.
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