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799 Roosevelt Road

Glen Ellyn, Illinois 60137 1/14/93

Attn:  Gary Shear
Dear Gary Shear,

As per our phone conversation this letter is a description and summary of the incomplete
brachytherapy treatment on 1/6/93 using the Nucletron HDR unit. The HDR treatment was the
last of four high dose rate boost treatments to a patient with esophageal cancer The treatment
required a single catheter placed down the patient's esophagus into the stomach. The middle 1/3
of the esophagus was then treated with the Iridium-192 HDR unit  The Written Directive called
for and Active Length of 10cm with 21 Dwell(treatment) positions and a prescription dose of 500
cGy at 10mm(lcm) from the center of the catheter. Due to machine problems only 14 of the
planned 21 positions were treated with two emergency interruptions. Thus, the most distal
portion of the planned Active Length(last 3 Scm) was not treated and the actual treated length
was the proximal 6 Scm of the planned Active Length. The two emergency interruptions required
approximately 10 seconds of extra treatment time out of an actual delivered time of 176 4 seconds
{ additional 5 6% ). Subsequent computer treatment plans show that the radiation dose at a
distance of 10mur: from the catheter for the treated 6.5¢m length (including the extra 10 seconds
of source "on" time at Dwell positions 20 and 8) is NOT different from that of the original plan at
the same location ( plans enclosed ) Dr. Moryak then reviewed the total dose to the target area
from all radiation treatments (5000 cGy from external linear accelerator beam irradiation, 1500
cGy from the three previous HDR boost treatments and this last incomplete treatment). From this
analysis the radiation dose to the target volume was within 5-6% of the total planned dose of
700C ¢Gy and no further treatment was deemed necessary. A final updated Written Directive was
completed documenting this unintended deviation due to equipment problems

The response of the two physicist operators was appropriate. The Emergency Off procedure
for the Nucletron worked correctly. For the area treated on this fourth HDR treatment, the
patient did not receive a radiatior dose different from the intended dose. The final target dose for
all radiation treatments was within 5-6% of the intended dose. The NRC was contacted within |
hour of the incident upon consultation with the Authorized User and Hospital Administration.

The radiarion safety officer for Nucletron was contacted at this time. Nucletron personnel(RSO
and service engineer) were on site within 20 hours. The problem was duplicated and isolated to a
CMOS oscillator on the U Comp board of the TCU. The problem was corrected by replacing the
U Comp board on the TCU. The unit was thoroughly tested with no problems. This unintended
equipment problem was appropriately addressed and in our opinion does not constitute a
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Misadministration or Recordable Event. i of events is attached.

Thonw Payne PhD David Monyak MD MO \
Attending Physician

S

79 Tae Kim MD, Authorized User
Don Brunn Administration
Ken Priemesberger MD, Chm RSC

High Dose Rate(t'DR) Incident

Location: Abbott Northwestern Hospital
NRC License: 22-04588-02

Authorized User: Tae Kim MD
Designated user under directionof AU David Monyak MD

HDR operators: Tony Murphy M S
Tom Payne PhD, RSO

Date: Jan 6,1993 Time: 10:15 AM
Unit' Nucletron HDR SN# 9282  Source Strength: 6.2 Curigs on _1/6/93

Treatment site: Esophagus Written Directive. Single catheter Active Length 10cm
SO0 cGy at 10mum from center catheter
( 21 dwell positions from computer plan )

Time Course of Events:

10:15 Computer treatment plan completed

10:23 Treatment console loaded with EPROM card, Checked and Verified, MD approved
10:25; Start treatment

ist position treated, Unit locked-up, Emergency-off button pushed (approx. 5 sec)
Prime Alert indicated Scurce was in safe position



Treatment Started

1 A ]
awel §

hy'e

e i e i

el




JEN 1% "93 18198 F.0%

HDR Written Directive Date: /=4 ~ 93,
for Temporary Implant

Verifiad

Paﬁem:-__ - Treatment Site: E:‘;oda?:i 4
Hoep. 1D R, |

DOB.: ¢ & ,/ U‘»Oc/s{"}’!«:j D)r* rcfﬁ/ﬁ
Source type : Ir-192
Activity on date of treatmeny: _ Ge X0 L.
# of Catheters to be treated: L
Initial Prescrinti Einal B -
Estirnated Acdve Length: /2 ¢om Actual Active Length : L5 em
Dose: 200 cGyat _ /¢ _mm Dose: __ S22 cGyat_ (0 mm
Total wreatment time : __/ 76 . 7 secends
W Due to fiu,pmmr frablamg
(3.6 35 ¢m of 20t/ ve ’e-“u"'\
HDR indeswvalue: ___  (forsisngle catheisr oqly) not Efeated. Arca Jnvertegtecl
e medtly deical bo 97'004‘
P@Rb&xvmunw‘ﬁmtg. fumor, i not INLigpder 9A
Acdve length pie d«c:g[\c cm:»bq "( tumer gengpre,
Authorized User

Physicist

'/
Padent verified ty two methods ..i PR, ,%

Treaunen: ia accordaucs with written direcuve 7 P Fc
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