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NRC FORM 668 U. S. NUCLEAR REGULATORY COMMISSION APPROVED BY 014: NO. 315"O7a 

EI OU30 N.t-7 

ESTIMATED BURDEN PER RESPONSE TO COMPLY WITH T•L• 
INFORMATION COL.LECTION REOUEST, I HOUR, THIS INFORMATION IS 
REUES•TE• TO ASSESS MISAOMINISTRATIONS AND EVALUATE 
ACTIONS NECESSARY TO PREVENT THEIR RECURRENCE FORWARD MEDICAL MISADMINISTRATION OM REARDIN BURDEN ESTIMATE TO THE INFORMATION 
AND R D MANAGEMENT BRANCH (T,8 F33). U.S, NUCLEAR 
REGULATORY COMMItSON. WASHIN=TON, OC 2055,.I. AND TO 
THE PAPERWORK REDUCTION PROJECT (3151.0178), OFFICE OF 
MANAGEMENT AND BUDGET, WASHINGTON, DC 205M, 

LICENSEE CIIY AND STATE ORIINAL ITEM NUMBER 

Rhode Island Hospital Providence, RI RI-00-1Ol 
TYPE OF LICENSE (*.u.. ArwW Stm, Pfit AmC • Madica.J eot.) LiCENSE NUMBER THIS 1TEM NUMBER 

Broad Scope Medical - 7D-051-01.  
ABNORMAL FOLLOW-UP THE PATIENTDAEOEVN 

OCCURRENCE REPORT WA~SN0o1FIM 2/14/00 
YES L YES YES DATE OF THIS R EPOFrT 

x NO NG 3/10/00 
SODIUM IODINE. 1.125 OR 1-131. > 30 MICROCURIES 

. •] WRONG PATIENT 

-•i | WRONG RA•DOPHARMACELMCAL 

- ADMINISTERED DOSE DIFFERS FROM PRESCRIBED DOS BYe 20,A AND DIFFERENCE 0EE D30 MICROCURIES 

THERAPEUTIC RADtOPI4ARMACELMCAL DOSE. OTHER THAN 1.125 OR 1.131 

~ ' WRONG PATIENT 

WRONG RADIOPH-IARMACEn.TfCAL 

WRONG ROUTE OF ADMINISTRATION 

ADMINIST'RED DOSE DIFFERS FROM PAfSCRIBMD DOSE BY 2M 

STEREOTACTiC RADIOSURGERY (GAMMAKNIFE 

:@.: WRONG PATIENT 

WRONG TREATM9rT Sr( 

S.ADMINISTERED DOSE DIFFERS FROM PRESCRIBED DOSE BY MORE THAN 10

6

TELETE•JAPY 

WRONG PATIENT 

WRONG MODE OF TREATMENT 

WRONG TREATMENT SITE 

AOMINLSTERED DOSE DIFFERS PROM PRESCRIBED DOSE BY MORE THAN 10% IF THERE ARE 3 OR FEWER FRACTIONS PRESCRIBED: OR WHEN WEEKLY CALCULATED 
ADMINISTERED DOSE EKCEE._ PRESCRIBED DOSE BY > 301: OR WHEN CALCULATED TOTAL ADMINISTERED DOSE DIFFERS FROM PRESCRIBED DOSE BY > 20%.

BRACHYTHERAPY 

WRONG PATIENT 

WRONG RADIOISOTOPE 

WRONG TREATMENT SITE 

LEAKING SOURCE 

ONE OR MORE SOURCES NOT REMOVED AT END OF TREATMENT 

CALCULATED ADMINISTERED DOSE IpFFERS FROM PRESCRIBED DOSE BY 20%

DIAGNOSTIC RADIOPHAR.MACeLInCAL DOSE. OTHER THAN CUANTTES THAT M(CCED So MICROCURIES OF L-12S OR 1-131. OR BO'TH, WHEN THE PATIENT DOSE E•CEEDS 5 REM 
EFFECTIVE DOSE EQUIVALENT OR 50 REA ORGAN DOSE AND INVOLVESR

WRONG PATIENT 

WRONG RADIOPHARMACEIUJnCA.  

WRONG ROUTE OF ADMINISTRATI)ON 

ADMINISTERED DOSE DIFFERS FROM PRESCRIBED DOSAGE

ABS7RACT 1ftwhm m u o nihs ms~aminisutiono •w7lhIbubng Iscm. and io'miin wwwo Meyla b. nmd Ond •r Fwv-sJ 

Two patients, for whom therapeutic doses of 75 and 100 millicuries of Iodine 131 had been prescribed, werc 
interchanged, each receiving the other's intended dose. Both patients were present in the department at the same time, 
along with their prescribing physicians, and the medical physicist who prepared the doses, The order in which the 
doses were to be administered to the patients was apparently determined among the persons involved, then reversed at 
the last minute. This reversal was apparently not clearly communicated to the physicist, a contributing cause of the 
incident. However, the ultimate cause of the misadministrations was failure to strictly follow established procedures, 
i.e., checking the prescriptions, the doses, and the patient identifications.  

No effects are expected to result from the misadministrations, and both patients were notified. The licensee has 
provided retraining to emphasize the need for strict adherence to procedure.
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