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IRMER (l) Procedure to ensure referrer, practitioner and individual exposed are informed of SAUE

Objective

To describe the steps to be followed to ensure that relevant persons are informed following accidental or
unintended exposures.

Scope

This procedure applies to any accidental or unintended exposures categorised as clinically significant within
Breast Imaging.

Responsibility

Once it has been established that an unintended or accidental exposure is categorised as clinically significant
the radiology manager shall:

e Notify the practitioner and/or referrer (if applicable)

e Ensure that the incident is recorded in a manner consistent with the hospital procedure for
recording such incidents. All incidents will be raised via the DATIX system

e Inthe case of incorrect referral and exposure it is the responsibility of the referrer to ensure that
the patient or their representative are informed of the occurrence and the outcome of the analysis
of this exposure including root causes and corrective actions implemented that are designed to
minimise the risk of a recurrence.

e Ensure that the outcome of the analysis of this exposure including root causes and corrective
actions implemented that are designed to minimise the risk of a recurrence, are shared so that
wider learning is made.

Procedure

If an accidental or unintended exposure is suspected, the Superintendent shall request that the Medical
Physics Expert (MPE) carries out an assessment of the dose and risk associated with the exposure
according to the relevant employer’s procedure.

If the MPE’s assessment and advice concludes that the accidental or unintended exposure is clinically
significant then the Superintendent shall initiate an investigation to determine the root causes of the
incident and implement corrective or preventative actions to minimise the risk of a recurrence.

The Superintendent/RPS has a responsibility to:

e Ensure that the incident is recorded in a manner consistent with the hospital procedure for
recording such incidents. All incidents will be raised via the DATIX system.

e Provide a written notification to the Referrer and Practitioner of the occurrence of the incident, the
analysis of and the outcomes.

e Notify Care Quality Commission (CQC) if the incident is reportable.

e Notify the Medicines and Healthcare Regulation Authority (MHRA) if the exposure is the result of
equipment failure.
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IRMER (I) Procedure to ensure referrer, practitioner and individual exposed are informed of SAUE

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
A

For Screening client Supt. Radiographer to:

« Inform Director of Breast Screening
s Inform Programme Manager

« Inform SQAS

« Complete SIAF

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

v

' ™

e

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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