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A Lifesaving Tool Turned Deadly

Radiation Offers Powerful New Cures, and Ways to Do Harm

By WALT BOGDANICH

s Scott Jerome-Parks lay dying,
A he clung to this wish: that his fatal

radiation overdose — which left
him deaf, struggling to see, unable to
swallow, burned, with his teeth falling out,
with ulcers in his mouth and throat, nau-
seated, in severe pain and finally unable
to breathe — be studied and talked about
publicly so that others might not have to
live his nightmare.

Sensing death was near, Mr. Jerome-
Parks summoned his family for a final
Christmas. His friends sent two buckets
of sand from the beach where they had
played as children so he could touch it,
feel it and remember better days.

Mr. Jerome-Parks died several weeks
later in 2007. He was 43.

A New York City hospital treating him
for tongue cancer had failed to detect a
computer error that directed a linear ac-
celerator to blast his brain stem andneck
with errant beams of radiation. Not once;
but on three consecutive days.

Soon after the accident, at_St.\Vincent’s
Hospital in Manhattan, state health offi-
cials cautioned hospitals to be extra care-
ful with linear accelerators, machines that
generate beams of high-energy radiation.

But on the day of the warning, at the
State University of New York Downstate
Medical Center in Brooklyn, a 32-year-old
breast cancer patient named Alexandra
Jn-Charles absorbed the first of 27 days of
radiation overdoses, each three times the
prescribed amount. A linear accelerator
with a missing filter would burn a hole in
her chest, leaving a gaping wound so
painful that this mother of two young chil-
dren considered suicide.

Ms. Jn-Charles and Mr. Jerome-Parks
died a month apart. Both experienced the
wonders and the brutality of radiation. It
helped diagnose and treat their disease. It
also inflicted unspeakable pain.

Yet while Mr. Jerome-Parks had
hoped that others might learn from his
misfortune, the details of his case — and

Ms. Jn-Charles’s — have until now been
shielded from public view by the govern-
ment, doctors and the hospital.

Americans today receive far more
medical radiation than ever before. The
average lifetime dose of diagnostic radia-
tion has increased sevenfold sincé 1980,
and more than half of all cancer‘patients
receive radiation therapy. Without a
doubt, radiation saves countless lives, and
serious accidents are rare.

THE RADIATION BOOM
When Treatment GoesAwry

But patients’often know little about the
harm that.can result when safety rules
areviolated'and ever more powerful and
technologically complex machines go
awry. To better understand those risks,
The“New York Times examined thou-
sands of pages of public and private
records and interviewed physicians, med-
ical physicists, researchers and govern-
ment regulators.

The Times found that while this new
technology allows doctors to more accu-
rately attack tumors and reduce certain
mistakes, its complexity has created new
avenues for error — through software
flaws, faulty programming, poor safety
procedures or inadequate staffing and
training. When those errors occur, they
can be crippling.

“Linear accelerators and treatment
planning are enormously more complex
than 20 years ago,” said Dr. Howard I.
Amols, chief of clinical physics at Memo-
rial Sloan-Kettering Cancer Center in
New York. But hospitals, he said, are of-
ten too trusting of the new computer sys-
tems and software, relying on them as if
they had been tested over time, when in
fact they have not.

Regulators and researchers can only
guess how often radiotherapy accidents
occur. With no single agency overseeing
medical radiation, there is no central

clearinghouse of cases. Accidents are
chronically underreported, records show,
and some states do not require that they
be reported at all.

In June, The Times reported that a
Philadelphia hospital gave the wrong ra-
diation dose to more than 90 patients with
prostate cancer — and then kept quiet
about it. In 2005, a Florida hospital dis-
closed that 77 brain cancer patients had
received 50 percent more radiation than
prescribed because one of the most pow-
erful — and supposedly precise — linear
accelerators had been programmed in-
correctly for nearly a year.

Dr. John J. Feldmeier, a radiation on-
cologist at the University of Toledo and
a leading authority on the treatment of
radiation injuries, estimates that 1 in 20
patients will suffer injuries.

Most are normal complications from
radiation, not mistakes, Dr. Feldmeier
said. But in some cases the line between
the two is uncertain and a source of con-
tinuing debate.

“My suspicion is that maybe half of the
accidents we don’t know about,” said Dr.
Fred A. Mettler Jr., who has investigated
radiation accidents around the world and
has written books on medical radiation.

Identifying radiation injuries can be
difficult. Organ damage and radiation-
induced cancer might not surface for
years or decades, while underdosing is dif-
ficult to detect because there is no injury.
For these reasons, radiation mishaps
seldom result in lawsuits, a barometer of
potential problems within an industry.

In 2009, the nation’s largest wound care
company treated 3,000 radiation injuries,
most of them serious enough to require
treatment in hyperbaric oxygen cham-
bers, which use pure, pressurized oxygen
to promote healing, said Jeff Nelson, pres-
ident and chief executive of the company,
Diversified Clinical Services.

While the worst accidents can be devas-
tating, most radiation therapy “is very
good,” Dr. Mettler said. “And while there
are accidents, you wouldn’t want to scare



people to death where they don’t get need-
ed radiation therapy.”

Because New York State is a leader in
monitoring radiotherapy and collecting
data about errors, The Times decided to
examine patterns of accidents there and
spent months obtaining and analyzing
records. Even though many accident de-
tails are confidential under state law, the
records described 621 mistakes from 2001
to 2008. While most were minor, causing
no immediate injury, they nonetheless il-
luminate underlying problems.

The Times found that on 133 occasions,
devices used to shape or modulate radia-
tion beams — contributing factors in the
injuries to Mr. Jerome-Parks and Ms. Jn-
Charles — were left out, wrongly posi-
tioned or otherwise misused.

On 284 occasions, radiation missed all
or part of its intended target or treated
the wrong body part entirely. In one case,
radioactive seeds intended for a man’s
cancerous prostate were instead im-
planted in the base of his penis. Another
patient with stomach cancer was treated
for prostate cancer. Fifty patients re-
ceived radiation intended for someone
else, including one brain cancer patient
who received radiation intended for
breast cancer.

New York health officials became so
alarmed about mistakes and the underre-
porting of accidents that they issued a
special alert in December 2004, asking
hospitals to be more vigilant.

As this warning circulated, Mr.
Jerome-Parks was dealing with what he
thought was a nagging sinus infection. He
would not know until two months later
that cancer had been growing at the base
of his tongue. It was a surprising diagno-
sis for a relatively young man who rarely;
drank and did not smoke.

In time, his doctors and family came:to
suspect that his cancer was linked to’the
neighborhood where he had once worked,
on the southern tip of Manhattan, inthe
shadow of the World TradeCenter.

Several years before, he had taken a job
there as a computer and systems analyst
at CIBC World Markets. His starting
date: September 2001.

Diagnosis and Treatment

What Mr. Jerome-Parks most remem-
bered about Sept. 11, his friends say, were
bodies falling from the sky, smashing into
the pavement around him. He was partic-
ularly haunted by the memory of a man
dressed in a suit and tie, plummeting to
his death.

In the days and weeks that followed,
Mr. Jerome-Parks donated blood, helped
afamily search for a missing relative and
volunteered at the Red Cross, driving
search-and-rescue workers back and
forth from what became known as ‘“the
pile.” Whether toxic dust from the col-
lapsed towers caused his cancer may nev-

er be known, though his doctor would lat-
er say he believed there was a link.

Mr. Jerome-Parks approached his ill-
ness as any careful consumer would,
evaluating the varied treatment options
in a medical mecca like New York. Yet in
the end, what led him to St. Vincent’s, the
primary treatment center for Sept. 11 vic-
tims, was a recommendation from an ac-
quaintance at his church, which had
become an increasingly important part of
his life.

The Church of St. Francis Xavier in
Manhattan, known for its social advoca-
cy, reflected how much Mr. Jerome-
Parks had changed from his days in
Gulfport, Miss., where he was raised in a
conservative family, eventually moving
to Toronto and then New York, where he
met his Canadian-born wife, Carmen, a
dancer, singer and aspiring actress.

In turning to St. Vincent’s, Mr. Jerome-
Parks selected a hospital that had been
courting cancer patients as a way to solid-
ify its shaky financial standing.

Its cancer unit, managed by Aptium Qn=
cology, a unit of one of the world’s leading
pharmaceutical companies, AstraZeneca,
was marketing a new linear accelerator
as though it had Mr. Jerome-Parks specif-
ically in mind. Its big selling point was so-
called smart-beam technelogy.

“When the C.F.O. ofia.New York com-
pany was diagnosed*with a cancerous
tumor at the bas€ of'his tongue,” promo-
tional materialfor the,new accelerator
stated, “he also learned that convention-
al radiation- therapy could potentially
cure him, but'might also cause serious
side effects.”

The solution, the advertisement said,
was alinear accelerator with 120 comput-
er-controlled metal leaves, called a multi-
leaf+ collimator, which could more
precisely shape and modulate the radia-
tion beam. This treatment is called Inten-
sity Modulated Radiation Therapy, or
LM.R.T. The unit St. Vincent’s had was
made by Varian Medical Systems, a lead-
ing supplier of radiation equipment.

“The technique is so precise, we can
treat areas that would have been consid-
ered much too risky before L.M.R.T., too
close to important critical structures,”
Dr. Anthony M. Berson, St. Vincent’s chief
radiation oncologist, said in a 2001 news
release.

The technology addressed a vexing
problem in radiation therapy — how to
spare healthy cells while killing cancer-
ous ones.

Radiation fights cancer by destroying
the genetic material that controls how
cells grow and divide. Even under the
best of circumstances, though, it carries a
risk, much like surgery or chemotherapy.

The most accurate X-ray beams must
pass through healthy tissue to penetrate
the tumor before exiting the body. Certain
body parts and certain people are more
sensitive to radiation. According to re-

search by Dr. Eric J. Hall of the Center
for Radiological Research at Columbia
University, even accurate LM.R.T. treat-
ments, when compared with less techni-
cally advanced linear accelerators, may
nearly double the risk of secondary can-
cer later in life due to radiation leakage.

When therapeutic errors enter the pic-
ture, the risk multiplies. An underdose
allows the targeted cancer to grow,
while an overdose can burn and cause
organ damage.

While most radiation burns are mild,
comparable to a sunburn, larger doses
can damage the cells lining small blood
vessels, depriving the skin and soft tissue
of nourishment. The result is a wound that
resists healing.

“Not only do you lose the blood vessels,
but the tissue becomes chronically in-
flame }ﬂch can lead to scarring,” said
Rob arrmer III, chief medical officer

ersified Clinical Services, the
nd care company.

After soft-tissue injury, bone death in

‘the head and jaw is the second most com-

mon radiation injury that Diversified
Clinical treats.

At their worst, radiation injuries can
cause organ failure and death.

Dr. Salvatore M. Caruana, then a head
and neck surgeon at St. Vincent’s, gave Mr.
Jerome-Parks another option: surgery.

“I wanted him to have laser resection,”
Dr. Caruana, now at New York-Presby-
terian Columbia University Medical Cen-
ter, said in an interview.

In the end, Mr. Jerome-Parks chose ra-
diation, with chemotherapy.

His wife would later tell friends that
she wondered whether St. Vincent’s was
the best place for him, given that the
world-renowned Memorial Sloan-Ketter-
ing was nearby. But she did not protest.
His mind was made up, and there was no
time to lose. His cancer was advancing,
and smart-beam technology promised to
stop it.

A Plan Goes Wrong

On a brisk day in March 2005, Mr.
Jerome-Parks prepared for his fifth radi-
ation session at St. Vincent’s. The first
four had been delivered as prescribed.
Now Dr. Berson wanted the plan re-
worked to give more protection to Mr.
Jerome-Parks’s teeth.

Radiation can damage saliva glands,
and if saliva stops flowing, tooth decay
and infections become a significant risk.
Coupled with bone weakness from radia-
tion, the simple act of extracting a tooth
can lead to destruction of the lower jaw
and ultimately its removal, doctors say.

Dr. Edward Golembe, who directs a hy-
perbaric oxygen chamber at Brookdale
University Hospital in Brooklyn, said he
had treated serious radiation injuries to
the jaw and called them “a horrible, hor-
rible thing to see.”



Tasked with carrying out Dr.
Berson’s new plan was Nina Kalach, a
medical physicist. In the world of radio-
therapy, medical physicists play a vital
role in patient safety — checking the
calibration of machines, ensuring that
the computer delivers the correct dose
to the proper location, as well as assum-
ing other safety tasks.

Creating the best treatment plan takes
time. “A few years ago, we had computers
that would take overnight to actually come
up with a good treatment plan,” said Dr.
David Pearson, a medical physicist who
works with Dr. Feldmeier’s radiotherapy
team at the University of Toledo. Faster
computers have shortened that process.

“But we still need to be able to verify
that what the computer has actually
come up with is accurate,” Dr. Pearson
said. “The first time it tries to solve the
problem, it may not come up with the best
solution, so we tell it, O.K., these are the
areas that need to be fixed.”

A few months before Mr. Jerome-
Parks’s treatment, New York State
health officials reminded hospitals that
LM.R.T. required a ‘significant time
commitment” on the part of their staffs.

“Staffing levels should be evaluated
carefully by each registrant,” the state
warned, “to ensure that coverage is suffi-
cient to prevent the occurrence of treat-
ment errors and misadministrations.”

On the morning of March 14, Ms. Kalach
revised Mr. Jerome-Parks’s treatment
plan using Varian software. Then, with
the patient waiting in the wings, a prob-
lem arose, state records show.

Shortly after 11 a.m., as Ms. Kalach
was trying to save her work, the comput-
er began seizing up, displaying an error
message. The hospital would later say
that similar system crashes “are not un-
common with the Varian software;, and
these issues have been communicated to
Varian on numerous occasions.”

An error message asked Ms»Kalach if
she wanted to save her changes hefore
the program aborted. She answered yes.
At 12:24 p.m., Dr. Berson approved the
new plan.

Meanwhile, two therapists were prep-
ping Mr. Jerome-Parks for his procedure,
placing a molded mask over his face to
immobilize his head.

Then the room was sealed, with only
Mr. Jerome-Parks inside.

At 12:57 p.m. — six minutes after yet
another computer crash — the first of
several radioactive beams was turned on.

The next day, there was a second round
of radiation.

A friend from church, Paul Bibbo,
stopped by the hospital after the second
treatment to see how things were going.

Mr. Bibbo did not like what he saw.
Walking into a darkened hospital room,
he recalled blurting out: “ ‘My goodness,
look at him.” His head and his whole neck
were swollen.”

Anne Leonard, another friend, saw it,
too, on a later visit. “I was shocked be-
cause his head was just so blown up,”
Ms. Leonard said. “He was in the bed,
and he was writhing from side to side
and moaning.”

At a loss for what to do, Ms. Leonard
said, “I just stood at the foot of the bed in
the dark and prayed.”

In a panic, Ms. Jerome-Parks called
Tamara Weir-Bryan, a longtime friend
from Toronto with nursing experience.
Something was not right, she said. Then,
as Ms. Weir-Bryan tells it: “She called
me again, in agony, ‘Please believe me.
His face is so blown up. It’s dreadful.
There is something wrong.” ”’

At Ms. Jerome-Parks’s suggestion, Ms.
Weir-Bryan said she called the hospital,
identified herself as a nurse and insisted
that someone check on Mr. Jerome-Parks.
If anything was done, it was not enough.

The next day, the hospital sent a psychi-
atrist to speak to Ms. Jerome-Parks, ac-
cording to the hospital. A couple of hours
later, her husband received yet anothér
round of radiation.

Overdosed on Radiation

The Times has pieced together this ac-
count of what happened,to Mr. Jerome-
Parks largely froms interviews with
doctors who had been consulted on the
case, six friends¢who cared for and com-
forted him, <contemporaneous e-mail
messages and Internet postings, and pre-
viously seéaled government records. His
wife declineditowbe interviewed about the
case, as did-Ms. Kalach, the medical
physicist; and representatives of Aptium,
Varianand St. Vincent’s.

In_a»statement, the hospital called the
case‘an “unfortunate event” that “occurred
as a result of a unique and unanticipated
combination of issues.”

On the afternoon of March 16, several
hours after Mr. Jerome-Parks received
his third treatment under the modified
plan, Ms. Kalach decided to see if he was
being radiated correctly.

So at 6:29 p.m., she ran a test to verify
that the treatment plan was carried out
as prescribed. What she saw was horrify-
ing: the multileaf collimator, which was
supposed to focus the beam precisely on
his tumor, was wide open.

A little more than a half-hour later, she
tried again. Same result.

Finally, at 8:15 p.m., Ms. Kalach ran a
third test. It was consistent with the first
two. A frightful mistake had been made:
the patient’s entire neck, from the base of
his skull to his larynx, had been exposed.

Early the next afternoon, as Mr.
Jerome-Parks and his wife were waiting
with friends for his fourth modified treat-
ment, Dr. Berson unexpectedly appeared
in the hospital room. There was something
he had to tell them. For privacy, he took
Mr. Jerome-Parks and his wife to a lounge

on the 16th floor, where he explained that
there would be no more radiation.

Mr. Jerome-Parks had been seriously
overdosed, they were told, and because of
the mistake, his prognosis was dire.

Stunned and distraught, Ms. Jerome-
Parks left the hospital and went to their
church, a few blocks away. “She didn’t
know where else to go,” recalled Ms.
Leonard, their friend.

The next day, Ms. Jerome-Parks asked
two other friends, Nancy Lorence and
Linda Giuliano, a social worker, to sit in
on a meeting with Dr. Berson and other
hospital officials.

During the meeting, the medical team
took responsibility for what happened but
could only speculate about the patient’s
fate. They knew the short-term effects of
acute radiation toxicity: burned skin, nau-
sea, dry-mouth, difficulty swallowing, loss
of tastey swelling of the tongue, ear pain
and hair loss. Beyond that, it was anyone’s
guess when the more serious life-threat-
ening symptoms would emerge.

“They were really holding their breath
because it was the brain stem and he
could end up a paraplegic and on a respi-
rator,” Ms. Giuliano said.

Ms. Lorence added: “I don’t really
think they expected Scott to live more
than two months or three months.”

The group was told that doctors were
already searching for tips on how to man-
age what promised to be a harrowing
journey not only for the patient and his
family, but also for the physicians and
staff members involved in his care.

The full investigation into why Mr.
Jerome-Parks had received seven times
his prescribed dose would come later.
For now, there was nothing left to say.

As Dr. Berson rose to leave the room,
Ms. Lorence noticed that his back was
soaked in sweat.

A Warning Goes Unheeded

Rene Jn-Charles remembers where he
was and how she looked on that joyful day
— his wife, Alexandra, the mother of their
two young children, in brown jeans and a
brown top, standing in front of him at the
corner of Lincoln Place and Utica Avenue
in the Crown Heights neighborhood of
Brooklyn.

“Babes,” she said. “I have no cancer. I
am free.”

Her doctor had called with the good
news, she said. A seemingly unbearable
weight had been lifted. Now after breast
surgery and chemotherapy, she faced
only radiation, although 28 days of it.

Ms. Jn-Charles had been treated for an
aggressive form of breast cancer at a
hospital with a very different patient pro-
file from the one selected by Mr. Jerome-
Parks. Unlike St. Vincent’s, on the edge of
Greenwich Village, the Downstate Med-
ical Center’s University Hospital of
Brooklyn is owned by the state and draws



patients from some of Brooklyn’s poorer
neighborhoods.

Ms. Jn-Charles’s treatment plan also
called for a linear accelerator. But instead
of a multileaf collimator, it used a simpler
beam-modifying device called a wedge, a
metallic block that acts as a filter.

In the four years before Ms. Jn-Charles
began treatment, 21 accidents in New
York State were linked to beam-modifying
devices, including wedges, records show.

On April 19, 2005, the day Ms. Jn-
Charles showed up for her first radiation
treatment, state health officials were still
so worried about what had happened to
Mr. Jerome-Parks that they issued an
alert, reminding operators of linear ac-
celerators “of the absolute necessity to
verify that the radiation field is of the ap-
propriate size and shape prior to the pa-
tient’s first treatment.”

In legal papers before she died, Ms. Jn-
Charles explained how the radiation ther-
apist had told her not to worry. “It’s not
painful — that it’s just like an X-ray,” she
said she was told. “There may be a little
reaction to the skin. It may break out a lit-
tle, and that was basically it.”

‘A Big Hole in My Chest’

For a while, all seemed well. Then, to-
ward the end of therapy, Ms. Jn-Charles
began to develop a sore on her chest. It
seemed to get worse by the day. “I noticed
skin breaking out,” she would later say.
“It was peeling. It started small but it
quickly increased.”

When Ms. Jn-Charles showed up for her
28th and final treatment, the therapist
took her to see Dr. Alan Schulsinger, a ra-
diation oncologist. “He just said that they
wouldn’t give me any radiation today,
and he gave me the ointment and stuff
and said go home and come back in a:cou-
ple of days,” Ms. Jn-Charles said.

A couple of days later, she returned.
“More skin was peeling off; and_ going
down into the flesh,” Ms. Jn:Charlessaid.
Once again, she was told to'gosheme and
return later.

On June 8, 2005, the hospital called her at
home, requesting that she come in because
the doctors needed to talk to her. Fourteen
days after her last treatment, the hospital
decided to look into the possible causes of
her injury, hospital records show.

It did not take long. The linear acceler-
ator was missing a vital command — to
insert the wedge. Without it, the oncology
team had been mistakenly scalding Ms.
Jn-Charles with three and a half times the
prescribed radiation dose during each
session.

At the hospital, doctors gave her the
bad news, and later sent a letter to her
home. “I am writing to offer our deepest
apologies once again for the devastating
events that occurred,” Dr. Richard W.
Freeman, chief medical officer, said in
the June 17 letter. “There is now a risk of

injury to your chest wall, including your
skin, muscle, bone and a small portion of
lung tissue.”

Ms. Jn-Charles had been harmed by a
baffling series of missteps, records show.

One therapist mistakenly programmed
the computer for “wedge out” rather than
“wedge in,” as the plan required. Another
therapist failed to catch the error. And
the physics staff repeatedly failed to no-
tice it during their weekly checks of treat-
ment records.

Even worse, therapists failed to notice
that during treatment, their computer
screen clearly showed that the wedge
was missing. Only weeks earlier, state
health officials had sent a notice, remind-
ing hospitals that therapists “must close-
ly monitor” their computer screens.

“The fact that therapists failed to no-
tice ‘wedge OUT’ on 27 occasions is dis-
turbing,” Dr. Tobias Lickerman, director
of the city’s Radioactive Materials Di-
vision, wrote in a report on the inci-
dent. The hospital declined to discuss
the case.

The overdose resulted in a woundthat
would not heal. Instead, it grew, despite
dozens of sessions in a hyperbaricioxygen
chamber. Doctors tried surgery. The
wound would not close. So theyoperated a
second, a third and a fourth time. In one
operation, Ms. Jn-Charles’s chest wall
was reconstructed using muscle from her
back and skin from.her leg.

“I just had a®big hole in my chest,” she
would say. “You ceuld just see my ribs
in there.”

She saw herself falling away. “I can’t
even dress, myself, pretty much,” she
said.“I used to be able to take care of my
kids and do stuff for them, and I can’t do
these things anymore.”

Her husband remembers one night
when the children heard their mother cry-
ing. They came running, frightened, plead-
ing: “Tell me, Daddy, what happened to
Mommy? Say she’s 0.K., she’s 0.K.”

For more than a year, Ms. Jn-Charles
was repeatedly hospitalized for pain and
lived with the odor of her festering
wound. Meanwhile, her cancer returned
with a vengeance.

Several months after her wound had fi-
nally healed, she died.

No Fail-Safe Mechanism

The investigation into what happened
to Mr. Jerome-Parks quickly turned to
the Varian software that powered the
linear accelerator.

The software required that three essen-
tial programming instructions be saved in
sequence: first, the quantity or dose of ra-
diation in the beam; then a digital image
of the treatment area; and finally, instruc-
tions that guide the multileaf collimator.

When the computer kept crashing, Ms.
Kalach, the medical physicist, did not re-
alize that her instructions for the collima-

tor had not been saved, state records
show. She proceeded as though the prob-
lem had been fixed.

“We were just stunned that a company
could make technology that could adminis-
ter that amount of radiation — that ex-
treme amount of radiation — without some
fail-safe mechanism,” said Ms. Weir-
Bryan, Ms. Jerome-Parks’s friend from
Toronto. “It’s always something we keep
harkening back to: How could this hap-
pen? What accountability do these compa-
nies have to create something safe?”

Even so, there were still opportunities
to catch the mistake.

It was customary — though not manda-
tory — that the physicist would run a test
before the first treatment to make sure
that the computer had been programmed
correctly. Yet that was not done until af-
ter the third overdose.

State officials said they were told that
the hospital waited so long to run the test
because it was experiencing “a staffing
shortage as training was being provided
for the medical physicists,” according to
a confidential internal state memoran-
dum on the accident.

There was still one final chance to in-
tervene before the overdose. All the ther-
apists had to do was watch the computer
screen — it showed that the collimator
was open. But they were not watching the
screen, and in fact hospital rules included
no specific instructions that they do so.
Instead, their eyes were fastened on Mr.
Jerome-Parks, out of concern that he
might vomit into the mask that stabilized
his head. Earlier, he had been given a
drug known to produce nausea, to protect
his salivary glands.

Government investigators ended up
blaming both St. Vincent’s, for failing to
catch the error, and Varian, for its flawed
software.

The hospital said it “acted swiftly and
effectively to respond to the event, and
worked closely with the equipment manu-
facturer and the regulatory agencies.”

Timothy E. Guertin, Varian’s president
and chief executive, said in an interview
that after the accident, the company
warned users to be especially careful
when using their equipment, and then dis-
tributed new software, with a fail-safe
provision, “all over the world.”

But the software fix did not arrive in
time to help a woman who, several
months later, was being radiated for can-
cer of the larynx. According to F.D.A.
records, which did not identify the hospi-
tal or the patient, therapists tried to save
afile on Varian equipment when ‘“‘the sys-
tem’s computer screen froze.”

The hospital went ahead and radiated
the patient, only to discover later that the
multileaf collimator had been wide open.
The patient received nearly six times her
prescribed dose. In this case, the over-
dose was caught after one treatment and
the patient was not injured, according to



Mr. Guertin, who declined to identify
the hospital.

“The event at the hospital happened
before the modification was released,”
he said.

Mr. Guertin said Varian did 35 million
treatments a year, and in 2008 had to file
only about 70 reports of potential problems
with the Food and Drug Administration.

Accidents and Accountability

Patients who wish to vet New York ra-
diotherapy centers before selecting one
cannot do so, because the state will not
disclose where or how often medical mis-
takes occur.

To encourage hospitals to report med-
ical mistakes, the State Legislature —
with the support of the hospital industry —
agreed in the 1980s to shield the identity of
institutions making those mistakes. The
law is so strict that even federal officials
who regulate certain forms of radiothera-
py cannot, under normal circumstances,
have access to those names.

Even with this special protection, the
strongest in the country, many radiation
accidents go unreported in New York
City and around the state. After The
Times began asking about radiation ac-
cidents, the city’s Department of Health
and Mental Hygiene reminded hospitals
in July of their reporting obligation un-
der the law. Studies of radiotherapy acci-
dents, the city pointed out, “appear to be
several orders of magnitude higher than
what is being reported in New York City,
indicating serious underreporting of
these events.”

The Times collected summaries of ra-
diation accidents that were reported to
government regulators, along with some
that were not. Those records show that in-
adequate staffing and training, failing\to
follow a good quality-assurance plan-and
software glitches have contributed. ‘to
mistakes that affected patients of, vary-
ing ages and ailments.

For example, a 14-year-old .girl re-
ceived double her prescribed dose for 10
treatments because the facility made a
faulty calculation and then did not follow
its policy to verify the dose. A prostate
cancer patient was radiated in the wrong
spot on 32 of 38 treatments, while another
prostate patient at the same institution
received 19 misguided treatments — all
because the hospital did not test a piece of
equipment after repairs.

In March 2007, at Clifton Springs Hospi-
tal and Clinic in upstate New York, a 31-
year-old vaginal cancer patient was
overradiated by more than 80 percent by
an inexperienced radiotherapy team,
putting her at risk for a fistula formation
between the rectum and vagina. After-

Simon Akam, Andrew Lehren, Dan
Lieberman, Kristina Rebelo and Rebecca
R.Ruiz contributed reporting.

ward, she received antibiotics and treat-
ments in a hyperbaric oxygen chamber.

In 2008, at Stony Brook University Med-
ical Center on Long Island, Barbara
Valenza-Gorman, 63, received 10 times as
much radiation as prescribed in one spot,
and one-tenth of her prescribed dose in
another. Ms. Valenza-Gorman was too
sick to continue her chemotherapy and
died of cancer several months later, a
family member said. The therapist who
made those mistakes was later repri-
manded in another case for failing to doc-
ument treatment properly.

The Radiation Boom

This is the first in a series of articles that
will examine issues arising from the in-
creasing use of medical radiation and
the new technologies that deliver it.
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The therapist not only continues to
work at the hospital, but has also trained
other workers, according towrecords and
hospital employees. A spokeswoman for
Stony Brook said privacy laws precluded
her from discussing. specifics about pa-
tient care or employe€es.

Other therapists have had problems, too.

Montefiore. Medical Center in the
Bronx firéd-a therapist, Annette Porter,
accusing her of three mistakes, including
irradiating.the wrong patient, according
to a'government report on June 1, 2007.
Ms. Porter retains her license.

“We'know nothing about that person —
z€x0;” said John O’Connell, an associate
radiologic technology specialist with the
State Bureau of Environmental Radia-
tion Protection, the agency that licenses
technologists.

Montefiore declined to comment. Ms.
Porter, through her lawyer, denied mak-
ing the three mistakes.

Fines or license revocations are rarely
used to enforce safety rules. Over the pre-
vious eight years, despite hundreds of
mistakes, the state issued just three fines
against radiotherapy centers, the largest
of which was $8,000.

Stephen M. Gavitt, who directs the
state’s radiation division, said if mistakes
did not involve violations of state law,
fines were not proper. The state does re-
quire radiotherapy centers to identify the
underlying causes of accidents and make
appropriate changes to their quality-
assurance programs. And state officials
said New York had taken a leadership
role in requiring that each facility under-
go an external audit by a professional not
connected to the institution.

Two years ago, the state warned med-
ical physicists attending a national con-

ference that an over-reliance on computer
programs might be leading to mistakes,
including patient mix-ups. ‘“You have to be
ever-vigilant,” Mr. O’Connell said.

The state imposed no punishment for
the overdoses of Mr. Jerome-Parks or
Ms. Jn-Charles. The city levied fines of
$1,000 against St. Vincent’s and $1,500
against University Hospital of Brooklyn.

Irreparable Damage

Mr. Jerome-Parks needed powerful
pain medicine soon after his overdose.

Yet pain was hardly the worst of it.
Apart from barely being able to sleep
or swallow, he had to endure incessant
hiccupping, vomiting, a feeding tube, a
24-hour stream of drugs and supple-
ments. And apart from all that, he had
to confront the hard truth about serious
radiation injuries: there is no magic
bullet, no drug, no surgery that can fix
the'problem.

“The cells damaged in that area are not
reparable,” Ms. Jerome-Parks reported
to friends in an e-mail message shortly
after the accident. National radiation spe-
cialists who were consulted could offer no
comfort. Hyperbaric oxygen treatments
may have helped slightly, but it was hard
to tell.

“He got so much radiation — I mean this
was, in the order of magnitude, a big mis-
take,” said Dr. Jerome B. Posner, a neu-
rologist at Memorial Sloan-Kettering who
consulted on the case at the request of the
family. “There are no valid treatments.”

Though he had been grievously
harmed, Mr. Jerome-Parks bore no bit-
terness or anger.

“You don’t really get to know some-
body,” said Ms. Leonard, the friend from
church, “until you see them go through
something like this, and he was just a pil-
lar of strength for all of us.”

Mr. Jerome-Parks appreciated the
irony of his situation: that someone who
earned a living solving computer prob-
lems would be struck down by one.

He grew closer to his oncologist, Dr.
Berson, who had overseen the team that
caused his injury. “He and Dr. Berson had
very realistically talked about what was
going to happen to him,” said his father,
James Parks.

Ms. Jerome-Parks, who was providing
her husband round-the-clock care, re-
fused to surrender. ‘“Prayer is stronger
than radiation,” she wrote in the subject
line of an e-mail message sent to friends.
Prayer groups were formed, and Mass
was celebrated in his hospital room on
their wedding anniversary.

Yet there was no stopping his inevitable
slide toward death.

“Gradually, you began to see things
happening,” said Ms. Weir-Bryan, the
friend from Toronto, who helped care for
him. “His eyes started to go, his hearing
went, his balance.”



Ms. Giuliano, another of the couple’s
friends, believed that Mr. Jerome-Parks
knew prayer would not be enough.

“At some point, he had to turn the corner,
and he knew he wasn’t going to make it,”
Ms. Giuliano said. ‘“His hope was, ‘My death
will not be for nothing.” He didn’t say it that
way, because that would take too much ego,
and Scott didn’t have that kind of ego, but I
think it would be really important to him to
know that he didn’t die for nothing.”

Eventually the couple was offered a fi-
nancial settlement, though it was not a
moment to celebrate because it came at a
price: silence. With neither of them work-
ing and expenses mounting, they accepted
the offer.

“I cried and cried and cried, like I’d lost
Scott in another way,” Ms. Jerome-Parks
wrote in an e-mail message on April 26,
2006. “Gag order required.”

Now, the story of what happened to Mr.
Jerome-Parks would have to be told by his
doctors and the hospital, neither of which
were part of the settlement. The identities
of those who settled were not revealed.

“He didn’t want to throw the hospital
under the bus,” Ms. Leonard said, “but he

wanted to move forward, to see if his
treatment could help someone else.”

Dr. Caruana, the physician who had rec-
ommended surgery over radiation, added:
“He said to let people know about it.”

Friends say the couple sought and re-
ceived assurances that his story would
be told.

Mr. Jerome-Parks’s parents were in
Gulfport in February 2007, waiting for
their house to be rebuilt after it was de-
stroyed by Hurricane Katrina, when they
got the news that their son had died.

Afterward, they received a handwritten
note from Dr. Berson, who said in part: “I
never got to know any patient as well as I
knew Scott, and I never bonded with any
patient in the same way. Scott was a gen-
tleman who handled his illness with ut-
most dignity, and with concern not only
for himself but also for those around him.”

He ended by saying: “I commit to you,
and as I promised Scott, everything we
learned about the error that caused
Scott’s injury will be shared across the
country, so that nobody else is ever huft
in this way. On a personal level, I willfiev-
er forget what Scott gave me.”

Dr. Berson no longer treats patients,
said Dr. Josh Torgovnick, a neurologist
who helped care for Mr. Jerome-Parks
after the accident. “It drove him to re-
tire,” he said, referring to the fatal
overdose. The hospital disputes that,
saying Dr. Berson still sees patients at
the hospital.

Dr. Berson did not respond to several
messages seeking an interview about
the case. Citing privacy concerns, a
spokesman for St. Vincent’s, Michael
Fagan, said neither the hospital nor Dr.
Berson would grant an interview.

In July, Mr. Jerome-Parks’s father
stood across from the beach in Gulfport
where his son’s friends had scooped up
the sand they sent for his final Christmas.

“He taught us how to die,” Mr. Parks
said. “He did it gracefully and thoughtful-
ly and teok care of everything. Most of us
wouldiloese it. He didn’t. He just did every-
thing that he had to do, and then he let
himself die.”

Mr. Parks said he had thought about
starting a campaign to make medical
mistakes public — but he never did. Noth-
ing would ever come of it, he concluded.

(#20200) Copyright © 2010 by The New Yotk Times Company. Adapted with permission.
For subscriptions to The New York Times, please call 1-800-NYTIMES. Visit us online at www.nytimes.com.
For more information about reprints‘contact’PARS International Corp. at 212-221-9595 x425.

<
5= 4 Diversified

Clinical Services

Healing Wounds. Changing Lives.

Diversified Clinical Services, Inc.

4500 Salisbury Road
Suite 300
Jacksonville, Florida 32216
800.839.9035
development@diversifiedcs.com





