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Q2.5: It is questionable if a common consensus about the terms "accidental" and 
"unintended" exposure exists.

Q5.1.1: Current regulations work rather good.
Q5.1.2: Sufficient attention for  therapeutic procedures, diagnostic exposures can be 
improved and need some more attention (e.g. by MPEs). 



Q5.3.1: very few, e.g. dose management systems
Q5.3.2: if existing, they collect only radiation events
Q5.3.3: critical incidents - NO
Q5.3.4: potential events should be recorded locally and provided as a summary report 
for regular clinical inspections. It could be desirable to provide these summary data 
anonymous to scientific organizations. 



Q5.7.1: YES if there is a good cooperation with regulatory bodies
Q5.7.2: diagnostic NO, interventional partly, therapy YES
Q5.7.3: recommended by EU, required by MS



Q5.8.1: little to nothing
Q5.8.2: in case of accidents with injuries: set a time frame for corrective measures.
If risk of such an accident exists at other sites: inform others to prevent similar events 
Q5.8.3: YES

Q5.10: Periodically reporting a sum of events is a good solution



Q5.18.1. National authorities should define the common time period for corrective 
measures.
Q5.18.2. Shorter or longer time periods should be specified in individual cases, if a 
general time period is not appropriate.
Q5.18.3. Responsible MPE or equivalent person on highest position in radiation 
protection



Q15.19.1: YES, by authority
Q15.19.2: Limited experience, but scientific organizations have wide and fast access 
to practitioners.
Q15.19.3: Practicable and important



ESR view of important topics

• Priority is patient safety
• Occupational incidents / overexposure should be included
• Reports to authorities should go through an effective filter to 

avoid a spam situation
• Non-reporting of incidents with “zero dose” should be 

considered (should be managed in a general local CIRS 
Critical Incident Reporting System) Finland: wrong patient referral ???

• Definition of significant events France: ASN guide n°11

• Criteria for collective overexposures (DRLs, LDRLs, intended dose)

• Criteria for individual overexposures (absolute dose excess, DRLs)

• Criteria for incidents / accidents to be stored locally e.g. for
summary reports

• Non-reporting of medically justified overexposures



ESR view of important topics

EU-BSS will foster dose management systems for
all digital modalities for:

• QC
• Detection of technical errors
• Reporting for clinical inspection
• Regulators for national dose survey
• Regulators for setting up DRLs
• Local incident detection
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