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SYNOPSIS

On Febryary 10, 1987, the Office of Investigation (01) Field Office,

Region 1117 (R111), received a Request for Investigatior. from the RIII Acting
Administrator. The request evolved from anonymous allegations that three
unreported misadministrations fnvolving diagnottic radiopharmaceuticals
occurred Hines, Jr ans Adminisi-ation Medical Center (HMC)
during the An MMC Board of lavéstigation (BI)
concluded that only one misadministfation may have occurred and requested NRC
assistance. Due to the conflicting statements received during the NRC:RIII
inspection of this matter, the case was referred to 01.

The first alleged diagnostic misadministration involved the administration
of Technetium-95m diethylenetriaminepentaacetic (Tc-99 DTPA), a brain
scanning agent, rather than the ore interded, Technet fum=99m medronate
diphosphonate (Tc-95m MOP), a bone scanning agent. Evidence revealed that
the #)leged misadministration was brought to the attention of the HMC Section
Chief of Clinical Nuclear Medicine (SCUNM) (a physician Board«certified in
nuclear medicine) by the Acting Chief Technologist (ACT). 1t was further
revealed that after the SCONM became aware of the alleged misadministration,
the SCONM claimed that he had changed the prescribed bone scan to a brain
scan. The SCCNM then identified and represented the brain scan to the
patient's referring physician as the originally prescribed bone scan, never
indicating to the referring physician that the SCCNM had at any time changed
the original order or that @ misadrinfstration had occurred,

The secord alleged diagrostic misadrinistration {rvolved the administration

of a radiopharmaceutical, gallium-67 citri g, not regulated by the NRC, to

the wrong patiert, Again, the alleged migsdministration was brought to the
attention of the SCCNM by the ACT. After U SCCNM was rutified of the
alleged misadministration, the SCLNM obtained a Consult (an HMC physician's
order form for a diagnostic study) from an KMO staff prysician ordering a scan
to vélidate the injection of the wrong patient, The staff physician had no
knowledce thet the prtient had already been allegedly misadrinistered when he
completed the reguested Consult for the SCONM,

The third alleged diagnostic misadrinistration fnvolved the ¢dministration
of & radiopharmaceutical (Tc-99m MDP) rather than the intended gallium-67
citrate, This alleged misadministration was also brought to the attention
of the SCCNM by the ACT, Following the third a1leged misadministration, the
ACT also informed the WMC Chief of Nuclear Medicine (CNM) of the alleged
missdninistrations and advised the CNM that reports had not yet been
fnitiated, although the ACT had previously yeported the incidents to the

SCUNM,

The SCCNM directed 3 tochnologist to support the SCCNM's explanation of the
events rt?arding the alleged first misadministration when the technologist
was questioned by the CNM, The technolo?ist admitted that he had 1ied to the
WMC :B1 and to the RIII inspectors regarding the facts of the first a1leged
misadminictration out of fear of contradicting the SCCNM. Further evidence
revealed that the Chief Yechno1o?1st obterved the SCCNM remove and discard

a key docurent relative to the alleged first misadministration from the
patient's nuclear medicine file just prior to the RII1 inspection,
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During this fnvestigation, evidence also revealed that several nuclear
mndic?ne staff members obstructed the HM(C:Bl, One former staff member
refused to testify to the HMC:Bl; another staff member admitted concealing
pertinent information; and a third staff member admitted lying to the HMC:El
and to the RII1 inspectors,

The C1 investigation fdentified evicence which allowed the NRC to conclude
that three patients received diagnostic misadministrations, two of which,
though reportable, were not reported to the NRC, It was established that

the misadministrations were brought to the timely attention of the SCONM,

who willfully failed to report the misadministrations as roguir'd by the

NRC, 1t was o1so established that the SCCNM made material false statements

b{ denying that the misadministrations occurred; destroyed evidence of one of
the misadministrations by removing & key document from a nuclear medicine file
prior to the RI11 inspection; and impeded the NRC by directing a technologist
to make false statements to the NRC, The SCCNM algso attempted to influence
the testimony of the ACT by suggesting that the ACT not recall pertinent facts
when questioned by the HMC:Bl or the NRC,
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i ACCOUNYAI!t}IY
' |
he 7011ow1n' portions of this Report of antstigotion (Case No, $-87-003)
n in the

111 not be included in the material placed PDR, They consist of
pages 3 through 36. /
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APPLICABLE REGULATIONS

10 CFR 35,43, Reports of Diagnostic Misadministrations ;
Atomic Energy Act, Chapter 18, Section 223, Violation of Sections Generally
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Due to conflicting statements received during the inspection, the allegations
could not be substantiated and the case wis referred to 0! for further action,
A Request for Investigation was made to the Of:R111 Field Office Director on
Febryary 10, 1987, from the RI11 Acting Administrator,

The alleger

three MMC patients
who allegedly recefved whal ellevid werd diagnostiq misadministrations
for which Nﬁ{-nqu(rcd reports Were r’ver mde.%dcnuﬂed the
following patients as having recefved injections o radfopharnaceuticals other
than that nrescribed by the patient's referring physicien (Exhibits 3 and 4),
X.Heceiud an 1niection of Technetium-99m

diethy enetriaminepentascetic (Tc-99m DTPAY, @ brafn scanning agent,

instead of the ordered Technetium-99m medronate diphosphonate

(Te-65m MDP), 8 bone scenning agent,

fdentified

SRR R YA efived an injection of gallium«67 citrate intended
for B G R SRS (This misadministration was not reportable under

-,

NKC regulations.,

3. QMW efved an injection of Tc-99m MOP when ga11ium-67 citrate

\Wwas ordered to te injected,

Mitadministration |

The fir d mispdrinistration occurred Nﬂihd fnvolved
patien The Nucleer Medicine Service had received 8 Consult (an HMC

5 ic q{s order form for 2 diagrostic study) prepared by Qe  MiLh EYBERG,
%"é'errir-g physicien, reguesting a scen 1o rule out
(Exhibit 1, Attachment DD, p. 1), The specific type of scan"was left blank
or the Corsult, trereby leaving that determination to ihe Nuclear Medicine
Service. The Nuclear Medicine Service made a determination that @ tone scan
wet to be performed, Dr, #rnold G PHILLI §, & nuclear medicine resident
physician, adnitted completing theﬁf,onsun with instructions for the
technologist to perform a three-phase bone scan (Exnhibit &, p. B). BLEYBERG
stated that he was rotified of the bone scan decision by the Nuclear Medi
tervice (Exhibit 6, p. §). Technologist Mark NIEMIRO stated that l”"“
had been injected, he vealized he (NIEMIRD) had mistakenly requested a brain
dose, Tc-99r DTPA, from Mitchel) THOMAS, a nuclear mec cine student

technologist (Exhibit i), NIEMIRO also stated that upon realizing
his error, he injectec n his own initiative with Tc-55m MDP, a bone
dose. NIEMIRO further stated that he then informed Acting Chief Technologist
chelle Turano ARGUIJD that a misadministration had occurred and inat
ad received two doses, Tc-99m DTPA and Tc-9%m MOP (Lxhibit 7,

pp. 6-13).

The next daymARGUNO brought thmdudministraﬂon

to the attent{on of Dr. Maynard L. FREEMAN, Section Chief ‘cf Clinical Nuclear

Medicine (SCCNM), who had been the attending Nuclear Medicine Service physician
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ARGU1I0 told O] teg during the doy omm shoka &6
FREEMAN about !hwmudm nistration,” She stated thet she told FREEMAN
that she felt NIEMIRD was lying, that she could not prove 1t, and that perhaps
FECEMAN should Yook at the coan (Exhibit 8, p. 21),

ARGUIJO stated that after she had spoken to f elephone call was
received in the Nuclear Medicine Service fror eferring physician
an,

aslin? for the results of his patient's bone GUIJO referred the cal)
to FREEMAN, who spoke to the referring ghysic!an on the telephone, ARGUIJO
stated that she overheard FREEMAN clearly explain why he had decided to do

a brain scan (Exhibit &, pp. 21-22).
TREEMAN stated during his June 30, 1987, 01 {nterview that he had decided that

rafr ¢ 1d proyide mere specific informstion concerning the nature of
“ M FREEMAN stated that he fnstructed NIEMIRO, *,..4f you
aven't given the bine injectic make 1t & brain,” FREEMAN testified that

n
he then returned to hig office 'f:hibft 9, pp. 18.19),

FREEMAN st:ted that he did not discuss the decisfon to char-eﬂsccn
with BLIYELRG, the referring physician (Exhibit 9, pp. 28-?6). FRELMAN stated
that he ¢id have & discussion with FHILLIPS conc1udin? that @ brain scan would
be just as appropriate, "And ] asked Arnt PHILLIPS), 1 safd what do you
think ¢ the charces of him getting 4 , i And he says auite
good, And 1 said don't you think the brain scan would be just as good, and he
Concurred” (Exhibit 9, p, 20), However, FREEMAN adnitted that this discussion
with PEILLIPS ensued after the injection had been given (Exhibit 9, pp. 30.32).

CREIMAN stated that he recalled ARGUIJO speaking to him about & problem,
According to FREEMAN, ARGUIJD had asked him to speak to NIEMIRD, but she
refused 1o provide any additionsl information, FRECMAN stated that when he
questioned NIEMIRD, he admitted to FREEMAM that he had given a brain dose
(Exhibit ©, p. 19-20), Duyring his testimony, FREFMIN corroborated that

ARG (130 had in fact told rim that she believed NIEMIR0 had ?1ven twd deses

1N FRIIMAN stated that he informed ARGULJT that 11 she believed @
risadministration had occurred, they should complete the sppropriete forms and
notify the RSO, FREEMAN stated that ARGUIJ0 was hesitant to do so because she
hed no proof. FREEMAN tostified that he sugoested to ARGUIJD that when the
delayed films became available, and if the showed any bony activity, they
would prepare the necessary paperwork invo ved {n reporting @
misadministration (Exhibit 9, pp. 20-21).

FREEMAN admitted that during the interpretation and dictation of thp
scan he failed to menticn to PHILLIPS that ARGUIJO had brozght to FREEMAN'S

attention the possibility of two dotes being administered (Exhibit 9, p. 36).

After rmem? the films, FREEMAN testigi s "..1t looked Yike a brain
scan to me." FREEMAN did admit that the s £11m had been mislabeled as &
bone study, and he had cerrected that error by nduriting)“DYPA BRAIR" on the

film (Exhibit 1, Attachment DD, p. €; Exhd p. 21-22), FREEMAN stated
that both he and PHILLIPS interpreted the can as a brain study and
the report was dictated as such (Exhibit T, Attachment D, p. 7).

When first questioned on Octorer 20, Dr. Ervin KAPLAN, Chief of
Nuclear Medicine (CNM), regarding the isadministration, NIEMIRO

Y it
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stated that he had 1nJoctemUr a brain scan (Exhibit 1, Attachment W),
Pgain in his statement to the HMC:BY on November 26, 1986, NllniRO reiterated
that he had been verbally instructed b{ FREEMAN to perform a bradn scan rather
than 2 bore scan, He further stated that o micadministration had occurred

as far as he knew (Exhibit 1, Attachment 0-9)., On January 6, 1987, when
questiored by NRC:R1IT incpectors, NIEMIRO again stated that he had been

verbally instructed by FREEMAN to perform 8 brafn scan rather than & bone

scan. During that January 6, 1987, interview, '(JEMIRD denfed giving two
{njections t¢ (Exhibit 2, pp. 5+6).

During the 01 interview with NIEMIKD, however, he admitted that he gave
inaccurate testimony to KAPLAN on October 20, 1986 (Exhibit 10); he admitted
that he gave fneccurate testimony to the HMC:B1 on November 26, 1986 (Lahibit 1,
Attachment D+8); and NIEMIRD also admitted that he gave {naccurate testimony

to NEC:RIT] Inspectors SHEAR and GALAKT] on January €, 1987 (Exhibit 2, pp. 5-6).

In each previously documen interview, NIEMIRO corroborated that FREEMAN had
reaucsted 8 brain scan for | However, NIEMIRD admitted to the 0]
fnvestigetors that he had Qiven inéccurate testimony because he had been atraid
to admit that the error had occurred, that he had been afraid to contradict

FREEMAN, &nd that he had been afraid of the NRC 1nvost1?at1on (Exhibit 7,
pp. 22). NIEMIRO stated that he fo)lowed the order indicated on the Consult,

that teing 8 bone scan, and he did not receive any verbal prder from FREEMAN
(Eehibit 7, pp. €-5). MHe admitted that the reescw.ad received 2
brain dote wes because he (NIEMIRO) had made 8 mistake whe the dese was
recuested from THOMAS, & ruclear medicine student technologist (Exhibit 7,
pp. €=7).

KIEMIRD stated th g having trouble injecting the patient and ARGUIVO
actually injectet PCExhibit 7, p. 6). Mowever, NIEMIRO admitted in
his testimuny that he then injected a bore dose in an attempt to cover up
the error of the first misagrinistration (E<hibit 7. 0. 7). ARGUIJO denied
to O] that she had ﬁrje:te&iﬂ.' (Exkibit 11).

SHEAR and GALANT] found no brain dose calibration ticket (a ticket used to
record .a reasured dose of the prepared radiopharmaceatica1) for .
in the nuclear medicine file during their December 16, 1986, inspectior

(Extibit 2, pp. 10-11). When NIEMIRD was questioned regarding the whereabouts
of the brain dose calibration ticket, NIEMIRO admitted that he honestly could
not remerber, but there was the possibility one had never been made or it may
have beer destroyed to cover up the error {[xhibit 7, p. 10-11).

INVESTIGATOR'S NOTE: The facts substantiate that regardless which
technologist misadministered, ARGUIJ0 and NIEMIRO both stated unequivocally
that they were not aware of FREEMAN chan?in? the order to a brain scan,

brain dose was injected when both technologists had understood the order to

be a bone scan, thereby being 2 micadministration in that the patient received
a radiopharmaceutical other than the one intended, The admission of NIEMIRO
in giving a second fnjection, 8 bone dose, also verifies the fact that NIEMIRO
felt that an error had been made when the brain dose was injected,

NIEMIRO stated that after thp"sadministrnion. he was under the
impression that since ARGUIJOMWat ' ¢ i -ediate supervisor that day, he
felt that she would notify FREEMAN of the error (Exhibit 7, p. 13). NIEMIRO
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During his June 30, 1987, interview, PHILLIPS confiimed that it was his
nctation on the Jeft side of the Consult requesting a three phase bone scan
of the skyll fo Exhibit 1, Attachment DD, p. 1; Exhibit §, p. 7).
Initially during the fnterview, PHILLIPS recalled havin sion with
BLEYBERG that a brain scan would be more appropriste for However,
PHILLIPS later admitted fn the same fnterview that he codld not “recall {f he

or FREIMAN spoke with BLEYBERG regarding the change in order to 2 brain scan
(Exhibit &, pp. 6-17).

PHILLIPS contradicted ARGUIJO's testimony that she had received an order from
FREEMAN to perform a bone scan, PHILLIPS stated that he was present and heard
FREEMAN tel) ARGUIJO to perform a brain scan (Exhibit 6, p. 19). However,
later durin? the same interyiew, PHILLIPS recalled that ARGUIJO may have told
FREEMAN that the btone scan had already been performed (Exhibit 6, p. 24),

PHILLIPS stated that he did not believe that BLEYBERG was pres ng, the
scan reading sessfon fn which PHILLIPS and FR%MAN interprete

PHILLIPS stated that he Interpreted the f11msp iy s
brafn ctudy, thereby concursing with FREEMAN (Exhibit §, pg. '

did admit to 0] that there was & Lussib f wo radiopharmaceuticals being
pdministered based on his review of the srain study, However, he also
stated that it would require somenody with moré experience than he had to make
a positive deterrination (Exhibit &, pp. 25-7€).

INVESTIGALOR 'S NOTE: The following cpinfons were obtained concerning 8 review
of Ue%car and the pessibility of two radiopharmaceuticals gn’ng
administered:
HMC:B) hagd M r1 BARNES, Physfcist, WMC Nuclesr Medicine Service,
review tr-wbmn study. In BARNES' conclusion dated November 18,
1686, he stated thit he was unable to draw any conclusion concerning the
nature of the radiopharmaceuticals being a“minfstered (Exhibit 1,

Bitachment Hhj,

111 Inspector SHEAR submitted copies of U.Mrﬁn study
to Dr. Steven PINSKY, Director of the Division of Nutlear Medicine,
Michael Reete Medica) Center, & renowned expert in the nuclear
medicine field, On Januar‘ 22, 1987, PINSKY stated that while no
definite conclusion could be reached, “the possibility of a second
injection with a different {sotope cannot entirely be ruled out"
(Exhibit 2, Attachment G).

During the interview with KAPLAN, WMC CNM, KAPLAN stated (hat he doubted
there 1§ an expert in the world who could conclude that both a brain and
bone scanning :xent had been given, without a great deal of specialized

information, PLAN stated that 1t would be nceedinﬂ{ difficylt or
1mpos;1b1e to determine, since "one covers up the other" (Exhibit 13,
p. 20).

Misadministration 2

INVESTIGATOR'S NOTE: The al?egeﬁmisadministnuon invelved the
radiopharmaceutical gallium-67 citrate, which {s not required tn be reported

Case No, 3-87-002 i9 é, 7C Pu,t—'::




V't : «as sent 1o the Nuclear Medicine Service at 10:00 a.m, fOr

to the NRC. Mowever, the facts surrounding the n1¢gem1“dmm“.
tration are included In this Report of Investigation since there” is 2 similar
fact pattern involved in FREEMAN's failure to report this second incident.
Nore of the witnesses interviewed have ever indicated to the NRC that they had
any knowledge that gallium-67 citrate was & radiopharmaceutical not required

to be reported to the NRC,

The second allegedm - ign als
involving patients an
Consult dated July 29, 1986, a gallium=67 citrate . d for

(Exhibit 1, Attachment CC, p. 1

cheduled for a gallfum-67 citrate injection o
upen the ujliid!c‘ne Service sf:heduh.it‘ :

reguested ¢ so1t down for the 7 gallium-67

fnjection TExhibit 1, Attachment CC, p. 2), stated that

4

not recall specifying the patient by his firkt rame (Exhibit
fv-‘ff,_gg nptee made [‘) a hurse on ward 28 indicate thet or

elephone

a galltum-£7 citfate injection (Exhibit 15),

k] .
ARGUTJO0 stated that of qm:\s brought,
the fact "Aﬁ\ZEE e had be€n injected on(y in error,

ARC 1100 stated that the risadringstiration was discovered when LEUNG had called
the ward 11 havel % return te nuclear medicine for the first set
of g3 1t mef7 ¢ trate pigiures--2 day's delay from the injection, The ward
perscriel ingicates t*ar\ ‘ : had never received ¢ grlliug.6Z
citrete fnjection, ARGUIJQ fyrther stafed that after reviewing hoth

charts, she confirmed trat ' had received the gallium-67 citrate
injection irtende for Eahibit 8, p, 30).

LEGUIJ0 stated thet she adjusted the nuclear medicine Corsults and dose calie
tration ticket to reflect the ¢ rrect secuence of events for
"2 ? (Exhibit &, p. ’2)“{#§iii0 itatei that she repcrted the

Anc :
icadriristfation to FREEMIY or & B (Exhibit &, p. 30).
ff physician raquesting gallium-£7

to ARGUIJOD's pttention

citrate scan for
pp. 42-43).

tiREEMAN then obtained 3 Consult from & st g
w w‘}(tmm 1, Attachmert BB, p. 3; Exhidbit 8,

yrin hqr 01 interview, ARGUIJO stated that she informed FREEMAN of th
- risadninistration at the same time that she brought the 4
rther

‘misadrinistration to h tention (Exhikit 8, p. 30). ARGUIJO
stated that at the tiné , received the gallium-67 citrate
onsult in the Nuclear Medicine Service, nor was

injection, there no C

there an order 1n{NG ‘hart from the referring physician
ordering a gallium-67 citrate scan (€xhibit 8, pp. 24-38),

ARGUIJO stated that after she informed FREEMAN, he stated that he had spoken

with the patfent's physician concerning the matt FREEMAN returned with
a Consult ordering a gallium-67 citrate scan fo ARGU1J0
dated ard initialed the right side of the LoOASU to indicate

stated that she
the date she received it from FREEMAN (Exhibit 8, p. 33).
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Attoxhment BE,

FRECMAN admitted that ARGUIDO spoke to him regarding thHhcident.
He stated that he then questioned technologists LEUNG 1EMIRY about the

FREEMAN admitted that after questioning then, he examined both
atient charts and verified that there was no c0nsult for
FREEMAN indicated that he discussed the incident with
and NIEMIRO, telling them that they were a') responsible for
the nistlie (E-r»bit 9, pg 40-48), In his HMC:u. testimony, r&?(HAN stated
e believed he ".. ook 11 the right steps 1nc!uding notifying the ward

and verbal re;«riraﬁdinq 31 three techpolegd nvolved” (Exhibit 1,
Attachment D-1), After & review of the atfent charts on May §,
1087, and a review of the Ward (28 and 2D) appointfent/log books on May 15,

1987, no re"nrd or notation could be found of any notification by FREEMAN of
the patient "mixe-up" (Exhibits 16 and 17),

FROEMAN stated that LEUNG and NIEMIRD had shown FREEVAN OM
the gaily schedule where both SR ig;*”? scheduled, FHLEMAN stated
that ¥ $ $ched ﬂe or @ gHHur'-b? citrate scan orh
i 3 _x“, *&‘ was scheduled for o gallium-67 ciirate
'-e' 3y Z’* Enh»Ht 9, pp, 41-51). FREEMAN stated thet
TR he was concernec, it was not a misadministration because 1t was the
right p:*dent, right pharmaceytical, and right dose, “1t was Just 8 wrong
Lime, and tnat's now | interpreted the rule” (Exhibit 9, p. “)

ARGUIJC explatned the dafly schedules during her soffnd Ol interview on
July 8, 1987, The criging) nputer-ger erated schedy) le, or "tech" copy,
is used by the technologist: 10 make notationg r‘ indicate w fch patients
have been adminicter 4. This '.’.P"h" CoOpy (.\. g
that . wes not listed on the sched le,
was cheched off as bteing r'r»se'nt for his gallium«€7 citra

("GAL=IKJ") 8t §:30 4, ".G, g when actually (RN
een indected, The Mnal schedu eM reg into ate

2e corrected to reflect
wat nnt ‘r SLEnY (OF
0, £,

(‘ ) - L |
gallium-£7 trate lay fﬂr'.

name does, not appear (Exhibit 11). The final sched.le
base fuvﬁ&' s corrected to reflect that
gal1ium-67 citrate celay films (“GAL-DLY"), ar”& e
resent on that day ( ghibit 1, Attac' ent BB
é shows I Wh&'ﬂjw itten on
recelv nq gal 1 {um-67 citrate delay films (“GAL-DLY"),
duled for snd received a gallium-67 citrate Yajection ("GAL-1NJ")
UWL':MM( 11), The final schedule entered Into the data
base, reflects the'seme (Exhibjt 1, Attachment BB, p. 11). The “tech" copy
{UMM‘““W“SO schedyled for gallium-67
citrdte delay films ("GAL-IN ¢ schedule entered into the data
base reflects the same (Exhibit 1, Attachment BB, p. 13-14),

FREEMAN also stated that he te1e£h0r£d the staff physician, whose name he
did not know, and explained the "mix-up" betweenw FREEMAN stated
that the physician sprcifically told FRLEMAN that“a gallium-67 citrate scan

The "tech" copy for
checked off as hay
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was ordered fom there should have been a Consult requesting
the scan, but h& did not have o problem with completing snoth (Exhibit 9,

pp. 41-51), FREEMAN stated that after lunch o returned

e Nuclear Medicine Scrvice with a Consult Yoo dated
signed by the staff physician (Exhib R t BB,
p. 3)s

This handwritten Cons hat was obtained by FREEMAN was prepared by
r  Frank PANTALEON © ordering & gallium-67 citrate scon for
PANTALEON's only efplanation during his Ol interview was
that he possibly may have been approached by & nuclear medicine physician when
it was discovered that a gallium-67 citrate n Consult was misging on the
patient, Possibly, in Dr. Rani §, CHINYAM'SWQ’WMQ
physician) absence, PANTALEON, as staff physician, hag complete the requested
Consult, PANTALEON contradicted REEMAN's testimony and stated that he had no
knowledge of whether CHINTAM had ordered a gallium-67 citra id he
have knowledge that the patient had already been injected o : \
with gallium-67 citrate when the request had been made (Exhibit 18, pp. 8-13).
Goan
@EMCWAM, referring physician form made
2 notation in the patient's chart ordering a gallium-b7 citrate scon,
(Exhibit 1, Attachment B, p. 1), In her O1 interview, CHINTAM stated that
she then changed her min: and she nrepired 3 handwrittien Consult orderin
bone scan, which was per’ormed o m "1 was requesting 0“#
TR on ry order sheet a galliumscan, but in my Corculg sheet | am taking
a hone scan, because a bone scan s the first step to 0o
in‘ection of the bone" (Exhibit 19, p. 3). After & reviéw 0
patient chart and nuclear medicine file, CHINTAM stated that To the bes
of her recollection, she did not (Omi‘iiﬁ a Qonsuylt ordering & gallium-€7
citrate scan for her patient or Exhibit 19, pp. 6<7). CHINTAM
stated that she was not hf!\fies by any nucl€ar medicine physiciap that an
ynordered galliur-€67 ¢itrate scan was performed on her patient in
~AWY) (Exhibit 19, p. 11-12),
RIT1 Inspectors SHEAR and GALANTI were told by NIEMIRC that he drew up
5 gp\liuw-67 citrate dose based upon a dose calibration ticket showing
' ame. NIEMIRD stated that LEUNG actually injected
with gallium-67 citrate OW even though
JEMIRD had inifialed the dose calibration Yicke chibit®2, p. 8).
NIEMIRO admitted during his 01 interview that he drew up the gallium-67
citrate dose, but was called away for some reason prior to injecting the
patient, NIEMIRO stated that LEUNG was standing nearby and she told NIEMIRO
that she would inject the patient for him. He further stated that he had
not yet verified the identity of the patient, but LEUNG must have assymed
that he had. NIEMIRO stated, "At that point, 1 had not checked his arm band
et, Maybe she assumed 1 did and she didn't also and went ahead and injected”
Exhibit 7, p. 31).

When NIEMIRO and LEUNG realized the error the next day, NIEMIRO stated

they informed ARGUIJO, who in turn notified FREE inistration,
NIEMIRO stated that it was his understanding tha 2150 needed
a gallium-67 citrate scan, so "...we lucked out" (Exhibit 7, p. ). NIEMIROD

6,20 poAT
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stated that he had no knowledge of how the Consult fomwu
obtained (Exhibit 7, p. 36), NIEMIRO told NRC:R1I1 inshectors tha EMAN
verba)ly counseled him about the mistaxe following the incident (Exhibit 2,
p: $).

987, interview that she did not recall

nor did she recal)l any of the events
Headministbation (Exhibit 20, pp. B<10).

r Jun

LEUNG stated durd
misadministeryn
following the

INVESTIGATOR'S NOTE: Both the WMC:BI and the RIII {nspection team deterrined
that LEUNG would be a primary witness, and after LEUNG rebuffed their attempts
to interview her, 1t was agreed WMC would obtain a Veterans Administration
administrative subpoena, LEUNG fafled to acknowledge receipt cf the subpoena,
Which had been sent to her by certified mafl, and failed to appear at the
coheduled date and time, Lpon commencing the O1 investigation, an NRC
adrinistrative s bpoena was obtained (Exhibit 21). LEUNG was served in y
person on June (2, 19F B A [ \ t
the interview with LE.N! on June 26, 1557, she provided an unsworn statement,

LEUNG was uncooperative ard stated that she was ynable to recall most ofgthe

(Eanibit 20),

Misagdminigtration 3

The third 1pged micagmintistration oCcyrred ,-,Mr.vohhg
patienr? ARGUTJ0 stated that she became aware of the mjSagministration

when LEING adVised ARGUIJQ that she had fust injected patien ith @
bore scarning agent, »*-c‘h ad been geheduled for a galltumeb7 citrate
cean [Exhibit 8, p, 38) antult date had been prepared
by Dr, Shashi AGH eferrirg physician, requésting a gallium-67

citrate scan for 1, AMtachmgnt FF, p. 1), ARGUIJO gtated that
AAES C'mted had the name on
with the bone stanring agent intendsd Tor

LEUNG told her that the

ity an NG hat injeqted

patient (B RN Furtherhore, ARCUIJD stated that LEUNG ashed her to
inform PREEMAN, AKGUISO stated that after she told FREEMAN, he made a corment
to the effect that, "1'11 have to report this one,” ARGUIJO stated durin her
01 interview that FREEMAN told her that he would speab to LEUNE (Exhibit 8,

ppo 38’41)0

R111 fnspectors revies.d t*e?‘h ‘ear medicine {ile during their
{nspection, One bone flow film dated was found along with
gallium-67 citrate films, No bone dose calibration ficket was found (Exhibit 2,

p. 12). The "tech" copy of the patient schedule shows that gallfum-67 citrate
{njection (“GAL-INJ") uaswd out and "bon-fid" was written in on the
naga

Exhibi

patien

schedule, indicating that had actually received an injection of a bone
scanning agent rather the 1ium-67 citrate injection (Exhibit 1,
Attachzent FF, pp. 2 and 5).

In her 01 interview, ARGUIJO stated that on LEUNG brought it

to her atte t she (LEVNG) had injecte or & bone scan t

{ntended for UNG had told ARC.1JO that th jent chart ©

bed had the fth Tc-99m MOP,

on it, and LE! 'ecteH
a bone scanning agent, @ Exhibit 8,%p. 40), ARGUIJO
No. 3-57-003 23 o
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stated that there was no Consylt ordering a bone scan fc,m but there was
a Concylt ordering 2 gailfum-67 citrate scan (Exhibit B, p. 3

ARGUIJ0 stated that LEUNG asked her to speak 10 FREEMAN, ARGUIJO personally
adyvised FREEMAN of the misadminfstration approximately one half to one hour
after the incident (Exhibit 2, Attachment cf. ARGUIJO testified that FREEMAN
was upset when advised of the error, “He said something to the effect that,
‘1'11 have to repcrt this one,’ | questioned him about the other two previous
misadministrations. He said, 'Okay.'" ARGUIJO further stated that FREEMAN
did not indicate that he would report any of the three misadministrations that
had occurred (Exhibit 8, pp. 40-41). ARGUIJ0 stated that she had previous1{
prepared forms necessary for reporting misadministrations and that she should
have been involved in the paperwork if the misadministrations were to be
reported. To her knowledge, no paperwork had been discussed or initiated,

and no forms had been completed (Exhibit 8, pp. 41-42).

LaGUTJ0 stated that FREEMAN to)d her he would speak to LEUNG, She further
ctated that LEUNG had told her (LRGUTJ0) that FREEMAN had spoken to her
(LEUNG). LEUNG @sked ARGUIJO what she chould do with the patient. ARGUIJO

told LEUNG to go ahead and take pictures and put them in the patient's file
as 1ong as he was there and he had besr given the dose already {Exhibit 8,

p. 41).

ARGULID stated that FREEMAN then told both LEUNG and ARGUIJO to 1s-r.m
the prescribed gellfum-67 citrate injection anyw2y, but to wait fe-ty eigh
hours for the delay films instead of the usual twenty-fo.r hours in order to
let the Lere dose dissipate (Exhibit 11). The films corrgborate ARGUIJO'S

statement that she directed LEUNG omplete the bone scan, The only
:q!]ﬁun~67vcit ate films found in nuclear medicine file were dated
‘ I forty eight hours after the galliym-€7 citrate was injected

Yexhitit ), Attachment FF, p. g)., The “"tech” copy of the schedule shows
"honefid" crosced out and gallium-67 citrate injection ("GAL-INJ") inserted.

ARGUIJO admitted thet she had made the second correction on the “tech" cody
(Exhibit 11), AKGUIJO alsc stated that LEUNG had toid her o A
that LEUNG had spoken to CASE (HMC REO), but did not tell himabout the

micadministrations because she did not want to incriminate any of the other

technologists (Exhidbit 8, p. 42).
first time,] heard o
ani na
wat never infinoed,

FREEMAN stated during his O] intarview that, '
a*:éﬂwas when Mr. FLINK informed me that
xhibit 9, p. 51).

misadrinisfration.' And that was scnetime in
to my knowledge, of those two patients before that"

During a telephone conversation on November 10, 1986, FREEMAN told ARGULJO
that regarding the third misadministration, a bone scan film was found in
one of the patients' charts., FREEMAN stated, * ..1 have no fdea where this
occurred and that's the only thing, without that one piece of film, then the
whole damn thing. that whole damn thing would fall apart, too" (Exhibit 22,
pp. 17-18), FREEMN 2also stated that, “okay, they've gut the film with bone
and if it's a bone and it turns out to be 2 misadministration the worst that
will happen is that nothing will happen, Okay, the worst that will happen is
that the department may get a citation. Okay, but that's all that's going to
happen. But 1 think what probably happened was during that one lousy week, a
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He stated

SHIRAZI confirmed that ARGUIJO had advised him om
that ARGUIJD had told him that there had been a misadministratiofi two days

prior and that FREEMAN had been the attend‘n? physfcian in the Nuclear Medigine
tervice that day (Exhibit 24, p. 4), SHIRAZI stated that onH
he later confronted FREEMAN saying, "1 hear there was & misadministration,
SHIRAZ] stated that FREEMAN responded that he had taken care of it. SHIRAZI
testified that he assumed FREEMAN meant that he had reported the incident

(Exhibit 24, pp. 4-5).

ROMYN 2also confirmed ARGUIJO's statements, He stated that he recalled over-
hearing the technologists talking in the break room about misadministrations,
ROMYN could not recall the date of the conversation, but ARGUIJD had asked him
what should be done., RMYN advised ARGUIJO to notify the proper authorities
and report it. He also recalled advising ARGUIJO that she had better get to

the "bottom of it" (Exhibit 25).

during theg b= B SPARGUIJ0 had asked her what she should do
about the micadriristrations, MICHELS stated that she told ARGUIJO that if
che wes worried, she should speak to KAPLAN, MICHELS confirmed that ARGUIJO
had a conversa‘ion with KAPLAN in his office (Exhibit 26, p. 3-4),

ARGUIJO stated that she <poke to KAPLAN onm”d told him
specifically that there had been three misddministrations/in the last few
davs, that she had told FREEMAN, and FREEMAN did not appear to be doing
anything about them,

£1izateth‘;<(HELS. KAPLAN'$ seCr:?:ry, stated that she recalled that sometime
J

Che further stated that she told KAPLAN that she was afraid CASE (WMC £50)
would find out about the misadministrations and she did not want to go over
FREEMAN's head by going to CASE. ARGUIJD stated she asked KAPLAN how he
winted her to handle the situation, Furthermcre, ARGUIJO stated that she
snecifically identified the techno1o?ists involved in the misadministrations
to KAPLAN; however, she did not recall identifyinc any of the patients by name
to YAPLAN at that time. ARGUIJO stated that KAPLAN assured her that he would
ook into the matter and he would discuss it with FREEMAN (Exhibit 8, p. 44;

Exhidit 11).

ARGUIJ0 stated that KAPLAN later told her that he had spoken to FREEMAN,
" ..and from now on things would be reported and that everything was okay,"
ARGU1JD stated that after the short conversation with KAPLAN, she felt that
things were going to be left as they were, even though she felt KAPLAN had
acknowledged that the misadministrations had vccurred (Exhibit 8, p. 45).

KAPLAN stated that ARGUIJO came to cee him GM
indicating that she thought there had been som@ mistake with isotopes, but

nothing more specific, However, KAPLAN testified that ARGUIJO did state to
him that she had spoken to FREEMAN severa)l days prior regarding the matter
(Exhibit 13, p. 5-9). KAPLAN stated in his Voluntary Witness statement to
the HMC:Bl that ARGUIJO indicated three episodes but gave no names, dates,
or details. KAPLAN also told the HMC:Bl that he personally did not examine
any of the nuclear medicine files at that time nor did he further discuss
the fssue with ARGUIJO following her initial disclosure to him (Exhibit 1,

Attachment D-6).
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KAPLAN further stated to the KMC:Bl that he felt ARGUIJO was a very reliable
technician who was not prone to making unwarranted reports to the ghief of
cervice (Exhibit 1, Attachpent D-6). VYet, KAPLAN later stated in his 0l
interview that ARGUIJO we 4\ Rty Y SN | Ry . ..N; _
B o A B v 4 y

(Exhibit 13, pp. 44-46

KAPLAN stated during his Ol interview that after ARGU1JO spoke to him, he had
FREEMAN followup and investigate the allegations. KAPLAN stated that he did
not know the extent to which FREEMAN may have 1nvest*?ated the allegations,
but he stated that he believed that FREEMAN may have ooked over some records,
and was urable to find anything wrong (Exhibit 13, pp. 9-11).

KAPLAN stated in his *estimony to the HMC:Bl that FREEMAN told him there had
been no recent misadministrations, KAPLAN stated that FREEMAN Yater reaffirmed
that thege were po misadministrations, KAPLAN was told by FREEMAN that in the
case of‘idi‘ﬁtimw had verbally changed the orger from a bone scan to &
brair scan, and 4he incident involving t'i\‘ ; wis 8 "clerical error"

(Exhidbit ), Attactment D-6).

VAPLAN stated that he was not aware of any of the nuclear medicine physicians

having kr:w?ﬁ!ﬁg f of the specific events of the three misadninistrations
ROMYN that they were

ar
yet 01 received testimony from FREEMAN, SKIRAZT, and
11 awgre of the alleced misadministrations héving
occurred during tMMﬂM pon B

S vt 13, pp. 26-27).

FLEEMAN verified that KAPLAN informed him of the discussion with ARGU1JO,
FLEEMAN stated trat he reviewed the facts with KAPLAN based on his own
(FREEMAN's) recall of tre events on 3 FREEMAN admitted
that he ¢id rot review the nuclear redicine speaking to KAPLAN
(Exhibit §, pp. 38-39),

iles prior to

%, Chief Technologist whe had been on vacatic
tated to O that upon his return, ARGUIJ0 had told him to speak
it bout some problems they had had (Exhibit 27, pp. 3-4). EASTMAN
ctated in both his HMI:Bl Voluntary Witness statement dated November 2%, 1586,
and to 0] that he indicated in strong terms to FREEMAN that if there were any
misadministrations, they must be investigated and properly rensorted, FREEMEN
told EASTMAN that it was “"no big deal™ and “no problem.” EASTMAN stated that
KAPLAN subsequently advised EASTMAN that he had assigned FREEMAN to investigate
the allegations (Exhibit 1, Attachment D-23; Exhibit 27, pp. 3-4),

In an HMC "Report of Cortact" dated November 10, 1986, GRECD documented 2
conversation he had with FREEMAN (Exhibit 28). GRECO stated that FREEMAN told
him that FLINK (HMC:BI Chairman) had stated to FREEMAN that the testimony b{
ARGUIJO to the HMC:Bl allegedly placed responsibility on FREEMAN for not taking
action with reference to information given to FREEMAN by ARGU1JO, FREEMAN told
GRECO that he would deny such an allegation made by ARGUIJO and it would result
in FREEMAN's word against ARGU1JO's, FREEMAN suggested that GRECO contact

ARGUIJO and suggest to her tiat she revise the statem jally made
to the HMC:BI specifically with regards to patients GRECO
further stated in his OI interyiew of May 13, 1987, that FREEMAN told GRECO

during the same conversation thet "if he (FREEMAN) goes down, she (ARGU1JO)

Case No. 3-87-003 27

[// YC/ ﬂl/ /“‘;;



is going down with him." GRECO stated he told FREEMAN that if he (FREEMAN)
wanted to discuss anything with ARGUIJO, he should telephone her himself.
GRECO stated that he informed KAPLAN of the conversation with FREEMAN that
evening (Exhibit 29, pp. 17-20),

FREEMAN denied ever making such a statement, but admitted that he had
telephoned ARGUIJD at home after GRECO had asked him to telephone her,
as a favor to GRECO (Exhibit 9, p. 60). KAPLAN stated that he did not
recall GRECO's telephene call to him that evening (Exaibit 13, pp. 49-50).

ARGUIJO stated that when she arrived home the evening of November 10, 1986,
she discovered that FREEMAN had telephoned her several times and left several
messages for her to return his calls. ARGUTJO stated that she had a telephone
conversation with FREEMAN at approximately 8:00 p.m. that evening ARGUIJ0
stated that she recorded this conversation and a second conversation on
November 11, 1986, in order to protect herself, She stated that she Telt
FREEMAN was suggesting that she not recall the circumstances of the
misadministrations (Exhibit 8, pp. 53-55). She stated that her decision to
record the t=lephone conversations was based on the fact that she had been
receiving pressure from FREEMAN regarding her testimony to the "“MC:BI on
November 7, 1986 (Exhibit 30).

ARGUIJO stated that during the telephone conversations FREEMAN *J1d her to
tell the truth, but he also told her nobody could do anything 1f she claimed
that she did not remember all the details, and that there would be no harm
in her saying that she really did not remember exactly what had occurred.
ARGUIJO also stated that FREEMAN told her that if he were found to be in
error that she would also be responsible (Exhibit 8, pp. £3.58), FREEMAN
also stated, "{f you say I don't remember and that's it, it's worked in the
past...it could work in the future..." (Exhibit 22, p. 17).

INVESTIGATOR'S NOTE: It was at the conclusion of ARGUIJO's 01 interview that
she advised, off the record, that she had taped the two telephone conversations
with FREEMAN at her home and she would be willing to turn the tape over to 01
as evidence. After discussions between Ol and the NRC Office of General
Counse! Attorney Sebastian C. ALOOT; and 01 and Assistant U.S. Attorney

Pat DEADY, the tape was obtained, inventoried as evidence, and introduced as
Exhibit 22 in the Ol investigation.

During his OI interview, FREEMAN was questioned about his telephone
conversations with ARGUIJO. FREEMAN stated that during his telephone
conversation with ARGUIJO, he gave her three instructions. "First, 1 told
her that Mr. GRECO instructed me to talk to her; second of all, 1 told her to
tel] the truth; and the third thing I told her is do not make up any stories”
(Exhibit 9, p. 60), FREEMAN stated that he had told all the technologists
that nobody could fault them for not remembering (Exhibit 9, p. C1).

The 01 investigator specifically asked FREEMAN the following questions,

which were based upon FREEMAN's statements during the telephone conversations:
(1) "Did you tell anybody, hypothetically speaking, that if you had given
them orders to cover up & misadminfstration, that they are required anyway

to complete the forms? 1f they didn't they would be just as guilty as you?”
(Exhibit 9, p. 62; Exhibit 22, pp. 7-8); (2) "Do you recall advising anyone
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to say that theg didn't remember and that this has worked in the past?"
(Exhioty 9, p. 62; Exhibit 22, p. 17); and (3) "Did you ever tell any of
the technologists to just play fgnorant and say it was three months ago?"
(Exhibit 9, p. 67; Exhibit 22, p. §). FREEMAN denfed making any of the
statements (Exhibit 9, pp. 61-67).

INVESTIGATOR'S NOTE: During h 5 Ol interview, FREEMAN did not indicate
that he was aware that Ol had in their possession a tape recording of the
referenced conversations with ARGUIJO.

NIEMIRD also stated that FREEMAN had telephoned him at home prior to the RI1I
inspection (Exhibit 7, pp. 28-29), yet FREEMAN stated that NIEMIRO had
telephoned FREEMAN to discuss the upcoming fnvestigation because NIEMIRO was
rervous (Exhibit 9, p. 74).

FASTMAN related that he had had a discussion with FREEMAN just prior to

the P111 insnaction, ERCTMAN vtited that FREEMAN had retrieved the nuclear
medicine files of three of the patieats and was on his way to 2 meeting with
KAPLAN to discuss the misadministrations, EASTNAN stated he observed FRIEMAN

move a dosecalibration ticket, which EASTMAN belfeved to be
ﬂ one dose caibration ticket, and throw it in the garbage.
EASTMAN statef that it wzs his opinfon that FREEMAN was incensed by the

allegations, [EASTMAN also stated that he told FREEMAN that there was another
copy of the ticket in CASE's office (Exhibit 27, pp, 9-16), EASTMAN stated
that he did not retrieve the ticket, nor di¢ he tell KAPLAN, the HM(:BI, or
RI111 that he had witnessed REEMAN remove the document (Exhibit 27, pp. 9-16),

Wwhen questioned by 01 regarding the removal of theP'\ one dose
calibration ticket, FREEMAN denied that he had removed aﬁngocument from
the file, and further stated that it appeared that it hagd never been placed
in the file in the first place (Exhibit 9, p. 80).

‘ghe R111 inspectors verified that thg borg dgse calibration ticket for
., wae missing from theW'ﬂe when they examined the
from the RSO (Exhibit 2,

file. However, a copy of the ticket was chtdined
pp. 10-11).

i

Willfulness/Intent

1t has been established that FREEMAN, having received timely notification
from ARGUIJO, ACT, failed to bring two diagnostic misadministrations to the
attention of the RSD, thereby causing the misadministrations to go unreported
to the NRC (Exhibit 8, pp. 21 and 40-41). FREEMAN acknowledged that he was
aware of the NRC reporting requirements, yut he denfed that the misadminis-
trations occurred (Exhibit 9, pp. 7-12).

FREEMAN ixiiiinid that when instructing technologist NIEMIRO regarding

patient FREEMAN had changed the order from 2 bone scan to a broin
scan (Exhibit 9,/ p. 19). NIEMIRO denied receiving an order from FREEMAN
for a brain scan and admitted that he (NIEMIRD) had erred when requesting
the preparation of Tc-99m DTPA, a brain dose, from student technoiogist
THOMAS (Exhibit 7, pp. 5-20). THOMAS corroborated NIEMIRD's testimony by
stating that NIEMIRO had told him of the error after 1t had occurred
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(Exhibit 12, gp. 4.7). NIEMIRD also admitted that he then gave 3 second
injection of Tc-3%m MDP, @ bone scan dose, in an attempt to cover up the

misadministration (Exhibit 7, pp. §.20).

BLEYBERC mefuring physician, stated that he was never informed
during céXversations with FREEMAN that FREEMAN had changed the order from a
bone scan to a brain scan, nor was he advised that a misadministration had
occurred to his patient, In fact, BLEYBERG stated that FREEMAN specifically
explained the scan to him as a bone scan [Exhibit 6, gp. 11-15). EASTMAN,

Chief Technologist, obsgrved FRECMAN remove 8 dose . calibration ticket, which
EASTMAN believed to be one dose calibration
ticket, and throw it in“the garbage prior to the C:R111 inspection

(Exhibit 27, pp. 9-16). NIEMIRO admitted that he 1ied to KAPLAN, CNM,
the MMC-BI, and NRC:RII! inspectors out of fear of contradicting FREEMAN's
version of tha\ isadministration (Exhibit 7, pp. 21-24),

Althoueh not required to be reported, thﬁqmisedmm!stration was
explairad by FREEMAN as only @ clerical error, 1.€,, the patient received
the gillium-67 citrate injection two days prior to the scheduled injection
(Exhibit 9, p. 44). The day the misadministraticn was brought to FREEMAN'S

attention by ARGUIJ0, FREEMAN obtained 2 Consult from staff physician

PANTALEON. FREEMAN requested PANTALEON complete the Consu 11{um-§7
citrate scan without informing PANTALEQOA that the patient,
had already been misadministered. PANTALEON had no knowledge of whether th

scar had been ordered by the pstient’s referring physician ?t‘hibit 1%
pp. E-10). The Consult completed by PANTALEQON gave the appearance of
legitimizing the misadministration,

FREEMAN stated he was not aware of the"risadﬂinistration until October
1966 (Exhibit S, &. 51). However, ARGUIJD stated that it was broyght to

his attention on ‘ at which time FREEMAN instructed her and
technologist LEUNG inject thé prescribec galliym-67 citrate after he

wds already awzre thet Tc-99m MDP had been injected in error (Exhibit 11).
Docurentation of the scan films corrcborates ARGUIJO's testimony that both 2
bone and a callium-€7 citrate sCan were performed (Exhibit 1, ttachment FF,

pp. & and 9).

+n
0

After the HMC:BI was initiated and prior to the NRC:RIII inspection and
fnvestigation, FREEMAN attempted to coerce ARGUIJ0, during two telephone
conversations, by attempting to convince her that she was as guilty as he

if micadministrations were uncovered. FREEMAN suggested that ARGUIJO be
non-specific and vague in her testimony, that a lack of recall had worked in
the past, and nobody would fault her for not remembering the facts {Exhibit 8,

pp. 53-55; Exhibit 22).

During his O1 interview, FREEMAN was questioned aiout his telephone
conversations with ARGUIJO. The Ol investigator specifically asked FREEMAN
the following questions, which were based upon FREEMAN's statements during the
telephone conversations: (1) “Did you tell anybody, hypothetically speaking,
that if you had given them orders to cover up 2 misadministration, that they
are required anyway to complete the forms? 1f they didn't they would be just
as quilty as you?" (Exhibit 9, p. 62; Exnibit 22, pp. 7-8); (2{ “Do you recall
advising anyone to say that they didn't remember and that this has worked in
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the past?" (Exhibit 9, p. 62; Exhibit 22, p. 17); and (3) "Did you ever tel)
any of the technologists to just play fgnorant and say it was three months
ago?" (Exhidbit 9, p. 67; Exhibit 22, p. 5). FREEMAN denied making ar_ of the

statements (Exhibit 9, pp. 61-67),
Besides those involved with the MsadmiMstntiomﬂddiﬂonn witnesses:

KAPLAN (Exhibit 13 ., 6-9); SHIRAZI (Exhibit 24, pp. 4-5); ROMYN (Exhibit 25);
y MICHELS (Exhibit 26, pp, 4-5); and THOMAS
(Exhibit 12, pp. 3-4 and 10); lirovided tei"ﬁﬂn taey were aware of

misadministrations during the

Agent's Conclusion

Due to conflicting statements received curing the NEZ:RI1I inspection,

the inspectors were unable to determine at that time if misadministrations
had occurred, As a result of NRC technica) staff review of the inspection
report and 0] investigative evidence, 1t has been established that two
patients received diagnostiic misadmninistrations that were not properly
resorted to the NRC as required. (A third diagnostic misadministration
involved a non-reportable radiopharmaceutical.s The misadministrations were
brought to the attention of FREEMAN, SCCNM, who failed to report them to the
RSO and failed to initiate the paperwork necessary to report them to the NRC,

Evidence developed during the investigation substantiates that FREEMAN
willfully failec to report the two misadministrations even thosgh he was aware
of the reporting requirements, and made & conscious attempt to cover up the
misadrinistrations after they occurred, FREEMAN made material filse
statements to the NRC by denying that unreported diagnostic misadministrations
had occurred, and attempted to impede the NRC by destroying documentation and
atterpting to coerce technologists to lie to the KRC,

Evidence developed during the investigation substantiates that NIEMIRC
willfully lied to the HMC:Bl and NRC:R1I] inspectors out of fear of
cortradicting FREEMAN, because he had been afraid to admit that an error
had occurred, and because he had been afraid of the NRC irvestigation,

Evidence developed during the investigation substantiates ihii iAiTHAN
observed FREEMAN remove a dose calibration ticket from th uclear
medicine file prior to the NRC inspectfon, EASTMAN willfully failed to
retrieve the ticket and failed to inform the KMC:Bl or NRC:RIII that he
had witnessed FREEMAN remove the document,

¢, 7€ ,amg’;
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1.

18.
19.
20,
21,

LIST OF EXHIBITS
Copy of Edward Hines, Jr., Veterans Administration Medical Center Board
of {nvestigat1on Report dated December 2, 1986,
Copy of NRC:RIIT Inspection Report No. 030-01391/87001.

Copy of NRC memorandum from Charles H. WEIL to Jack A, HIND dated August
20, 1986,

Copy of NRC memorandum from Jack A, HIND to Charles H. WEIL dated
January 26, 1987,

Copy of sworn statement of Arnold G. PHILLIPS, M.D., dated June 30, 1987.
“opy of sworn statement of Michael BLET2ERG, M.D., dated June 4, 1987,
Copy of sworn statement of Mark NIEMIRO dated June 11, 1987,

Copy of sworn statement of Rachelle Turano ARGUIJO dated April 28, 1987.
Copy of sworn statement of Maynard L. FREEMAN, M.D., dated June 30, 1987.
Copy of Hines VA Hospital Report of Contact dated October 20, 1986,

Copy of Report of Interview with Rachelle Turano ARGUIJO dated July 8,
1987,

Copy of sworn statement of Mitchell THOMAS dated May 14, 1987,
Copy of sworn statement of Ervin KAPLAN, M.D., dated June 26, 1987,

3 *

Copy of Report of Interview with Constance LaFORTE, R.N., dateo May 15,
1987,

Copy of Report of Interview with Ruben VARGAS dated May 15, 1987.

Cog; of Report of Interview with Theodora E, SHAUGHNESSY dateo May 15,
1987,

Copy of sworn statement of Frank PANTALEON, M.D., dated May 14, 1987,
Copy of sworn statement of Rani S, CHINTAM, M.D., dated May 14, 1987,
Copy of unsworn statement of June LEUNG dated June 26, 1987.

ng; of NRC memorandum from Mary Kay Fahey to Ben B, Hayes dated July 22,
1987,
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22,

23.
28,
25,

Copy of

Copy of
Copy of

Copy of
1987.

Copy of
Copy of
Copy of
Copy of
Copy of
Copy of
Copy of
Copy of

Copy of

transcrives *elephone conversations between
Rarhelle Turano ANGUIJO and Maynard L. FREEMAN dated November 10 and 11,
1986,

sworn statement of Lawrence F, CASE, Jr., dated May 4, 1987,
sworn statement of Parvez SHIRAZI, M.D., dated June 22, 1987,
affirmed statement of Antonie M, ROMYN, M.D,, dated June 30,

sworn statement of Elizabeth MICHELS dated June 4, 1987,

sworn statement of Gary R. EASTMAN dated June 22, 1987,

Hines VA Hospital Report of Contact dated November 10, 1986,
sworn statement of Joseph GRECO dated May 13, 1987,

Report of Interview with Rachelle ARGUIJO dated April 28, 1987,
sworn statement of Michael BLEYBERG, M.D,, dated May 13, 1987,
swarn statement of Alicia M. PICACHE, M.D., dated May 13, 1987,
sworn statement of Shashi AGRAWAL, M.D., dated May 14, 1987,

sworn statement of David L. BUSHNELL, M.D., dated June 4, 1987,
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