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CABINET FOR HEALTH SERVICES

COMMONWEALTH OF KENTUCKY
FRANKFORT 4062 1-0001

TO: Incident File

FROM: Vicki D. Jeffs, SupervisorV5
Radiocactive Maierials Unit

SUBJECT: Misadministration at University of Louisville
KRML No. 202-029-22

DATE: January 9, 1997

On October 16, 1996 a telephone notification was received from
Mike Kelly, Radiation Safety Officer (RSO), of this facility
regarding a potential misadministration. A written report, dated
October 30, 1996 was received from Mr. Kelly on November 4. An
investigation was performed on November 19, 1996.

EVENT INVESTIGATION

The following individuals were interviewed during the
investigation:

Mike Kelly, RSO

Peter Almond, Ph.D., Chairman RSC and Director

Chris Naville, Nurse Coordinator, Oncology

Dave Wilson, Clinical Physicist

Dr. Mark Cornett, Radiation Oncology/Authorized User
Dr. Qamar, Resident

Mary Auter, Nurse

Based on thesge interviews, the followidg scenario appears to have
occurred.

On October 14, 1596 at approximately 6:00 p.m. a female patient
was implanted with 124 mCi Cs-137 (sealed brachytherapy sources)
and 11.3 mCi Ir-192 (a total of 5 ribbons - 3 containing 5 seeds
and 2 with 3 seeds each). A styrofoam cup was placed at the end
of the catheter to assist in holding the sources in place. A
check of the patient on 6:00 p.m. on October 15 indicated the
sources were in place according to Dr. Cornett. A nurse noticed
tape on the patient’s thigh at approximately midnight on October
15 but did not know this was not the norm for this procedure,
according to the physician’s notes. During rounds on the
following morning (Oct. 16), two of the ribbons were observed to
be out of the patient and on her thigh.
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The RSO was notified by Dr. Almond at approximately 10:00 a.m. on
October 16 that the implant site had been disturbed. A search
for the ribbons ensued. All ribbons were found in the room and
accounted for. (The cesium sources had not been dislodged.) The
sources were re-implanted into the patient to make up the
unreceived dose.

Film badges for the 3 nursing personnel entering the room were
sent for processing. The highest reading was 10 millirems.
Calculations were performed by the clinical physicist for the
dose to the thigh and the difference in the prescribed and
received dose tou the intended area. The difference in the
prescribed vs. received dose was 3485 rads prescribed vs. 3380
rads received. This resulted in an underdose of approximately 3
percent, This was not deemed to be a misadministration. The
underdose was eliminated by re-implanting the sources. However,
the unintended dose to the thigh did result in a
misadministration. The dose to the thigh was calculated to be
192 rads. This calculation assumed the ribbons were on the
patient’'s leg for approximately 7 hours. This time was based on
the observation of the tape on the patient’s thigh at midnight
and the time of the morning rounds by the resident physician.

The patient and referring physician were notified. Examination
of the patient during follow-up visits did not reveal any skin
reaction of the area receiving the unintended doze.

CONTRLBUTING EVENTS

The attending nurse was asked during the interview if she had
received training prior to working with implant patients. She
stated she had. Training records were reviewed and this training
had been documented. However, this individual stated that
although she had been shown some brachytherapy sources, she had
not been trained in recognizing a “fishing line” type source
(i.e., Ir ribbons). This is considered as a contributing factor
in this misadminictration and the licensee is being cited for
inadequate ‘raining in accordance with 902 KAR 100:073, Section
42.

Patient intervention was also a contributing facter to this
misadministration.

CORRECTIVE ACTIONS BY LICENSEE

The licensee RSO stated in the submitted written report that
retraining of nursing personnel would be conducted regarding the
recognition of all types of brachytherapy sources used at the
facilicy. The authorized user stated a review would be conducted
of brachytherapy procedures to determine if the use of rubber
caps on the catheter could be used in place of the styrofoam cup.
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The physicist stated that the rubber caps could cause other
problems when pushing the cap on the end of the catheter since
this pressure could result in the catheter being mispositioned.

According to a written report submitted by the authorized user,
all administering physicians were instructed to inform the
appropriate nursing personnel of the details of each implant case
on an individual basis in order to assist the personnel in the
recognition of dislodged sources.

CONCLUSION

Inadequate training and patient intervention appeared to
contribute to this event. No adverse effect was noted for the
patient. Although the licensee stated corrective action had been
taken, an NOV has been issued. Upon receipt of written
verification of corrective action, the case will bhe considered

closed.




