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IRMER (k) Procedure for ensuring that the probability and magnitude of accidental or unintended doses to
the patient are reduced so far as is reasonably practicable.
Objective

To limit the likelihood and extent of accidental or unintended exposure of patients, either through
equipment malfunction or procedural breakdown.

Scope

All medical exposures carried out by Worcestershire Acute Hospitals NHS Trust Breast Imaging Service
Incorporating Hereford and Worcester Breast Screening Service.

Responsibility

Preventative maintenance and repair: Superintendent Radiographer

QA: Superintendent Radiographer, QA Radiographer, Medical physics staff
Equipment fault and incident reporting, equipment operation: all IR(ME)R operators.
Practice

1. The identity of the patient is checked prior to any radiation exposure, following the IR(ME)R
procedure (a)

2.  If appropriate to the examination, enquiries are made of individuals of childbearing age to establish
whether they are pregnant or breastfeeding, according to the IR(ME)R procedure (c).

3. Equipment, where appropriate, is subject to a regular preventative maintenance programme.

Equipment is subject to a QA programme as required by the lonising Radiations Regulations 2017,
including

e commissioning tests before it is first used for clinical purposes

e testing at regular intervals and after any major maintenance

e representative patient dose assessments.

Equipment faults are logged and reported to the Superintendent Radiographer or nominated deputy.
A formal procedure is followed for hand-over of equipment for maintenance.

Equipment that is exhibiting faults likely to cause patient dose overexposure is immediately taken
out of use until repaired.

8.  All operators undergo appropriate in-house training on the operation and testing of equipment.

9. Allincidents are reported and investigated following the Worcestershire Acute Hospitals NHS Trust
Incident Reporting Policy.

10. The reasons for incidents are reviewed and appropriate action taken to prevent recurrence.
11. Care s taken at all times whilst examining patients to select and operate equipment correctly.
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IRMER (k) Procedure for ensuring that the probability and magnitude of accidental or unintended doses to
the patient are reduced so far as is reasonably practicable.

Unintended dose or over-exposure,
including accidental exposure, incorrect
patient, equipment failure, vetting error or
incorrect timing etc

Unintended dose or over-exposure

Operator involved to:

+ explain and apologise to patient
« inform Superintendent Radiographer or nominated deputy

For Screening client Supt. Radiographer to:

Inform Director of Breast Screening
Inform Programme Manager
Inform SQAS

Complete SIAF

. s 8w

Incident reported on Datix by operator involved, QA Lead or other senior radiographer

. A

v

¢ '

Superintendent Radiographer assigns investigator and notifies QA Lead to request a Dose report and
Dose risk assessment from medical physics expert

v

Superintendent Radiographer updates Datix with completed Dose risk assessment
Reports incident to CQC and MHRA if MPE advises appropriate

v

Superintendent Radiographer provides updates and shares summary of investigation outcome to:

« Clinical Director + Director of Breast Screening
« Directorate Manager + Programme Manager
« Governance Team - through directorate and divisional governance meetings

v

Reportable Incident
Approved report forwarded to Director of Allied Health Professionals, Executive Quality Lead and Chief
Executive for approval.
Presented at Serious Incident Review and Learning Group for sign off before submission to CQC

v

All images acquired must be reported
here no request was made for an examination (ie not intended patient) a request raised on CRIS with
linical history recorded as ‘no-clinical history, imaging acquired in error'.
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