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All change 
Along with a new year, 1 January 2018 brought us some new radiation protection 
legislation with the arrival into force of the Ionising Radiations Regulations 2017 
[IRR17].  These new regulations have now been joined, on 6 February, by the Ionising 
Radiation (Medical Exposure) Regulations 2017 [IRMER17].  While these legislative 
changes are not as significant as some have been in the past, there is still work to be 
done to ensure compliance.  A summary of the main changes is included below, and 
articles with additional information on most of these topics on the following pages. 

Telling HSE that you work with ionising radiation (IRR17) 

The first new requirement of IRR17 is that all employers must contact the Health & Safety Executive before 6 February to 
advise the executive of their work with ionising radiation.  Diagnostic X-ray use falls into the category of registration.  
Organisations with nuclear medicine and radiotherapy will also require consent for these practices.  In completing part 1 
of the form, it is worth noting that the number of employees includes all staff, not just those working with radiation, and an 
X-ray unit installed in the trailer of a lorry is considered to be a mobile X-ray source. 

Notification only applies to work with very small quantities of radioactive materials or work in areas where the amount of 
radon in the air is above a certain concentration. 

If you have not registered with the HSE yet, you must do so NOW.  A fee applies, paid (by credit card or PayPal) at the 
time of the submission, so as well as gathering the necessary information you should ensure that you have arranged a 
method for payment. 

Nursing and care homes (IRR17) 

HSE have advised that if patients return to a care facility after their nuclear medicine scan, that facility must register for 
work with artificial radionuclides.  In addition, they must have in place all relevant documents, e.g. risk assessments, and 
appoint a Radiation Protection Adviser.  CMPE are willing to act in the capacity of RPA on a temporary basis for all such 
locations receiving patients from hospitals that we advise.   

Eye doses and classification (IRR17) 

We have been preparing for the new eye dose limit for several years.  Now is the time to review your staff doses and 
carefully consider whether classification is appropriate.  We recommend that an analysis of practice be carried out for any 
staff who are recording a dose in excess of 10 mSv on their forehead dosemeter.  (NB. Where doses are at this level, the 
use of a protective screen should be routine practice.)  A decision on classification will need to consider at least: previous 
dose records, past or future changes in workload, the use of personal protective equipment in addition to shields, the 
wear position of dosemeters relative to the direction of the radiation source.  More information can be found in our advice 
sheet (45).  The support of your RP contact should be sought if you think classification may be required. 

New employer’s procedures (IRMER17) 

IRMER17 introduces three new employer’s procedures:  

 To provide adequate information on benefits and risks of an exposure 

 To notify all interested parties about significant unintended exposures and the outcome of investigations of them 

 To establish dose constraints and guidance  for carers and comforters 

There are also a number of smaller changes to the wording and scope of some of the other employer’s procedures.  We 
have updated our advice sheets (27 and 39). 

ARSAC application forms 

IRMER17 assumes control of arrangements for the administration of radioactive substances to patients and research 
participants.  Regulation 20(2) revokes The Medicines (Administration of Radioactive Substances) [MARS] regulations.  
Associated with this change is a new application form for the granting or renewing of a certification from the 
Administration of Radioactive Substances Advisory Committee (ARSAC).  

The new applications forms are more detailed and complicated than their predecessors and will take considerably longer 
to complete.  Please give our nuclear medicine team as much notice and time to provide the necessary information.   
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Carers and comforters (IRR17, IRMER17) 

IRMER17 makes a number of amendments to IRR17.  
These amendments come into effect on 6 February.  There 
are two significant transfers of content: employer’s 
responsibilities for medical radiological equipment and the 
management of carers and comforters.  (The order of the 
words has changed from the previous legislation.)  The 
exposure of carers and comforters is now considered a 
medical exposure, falling within the scope of IRMER17 and 
outside the scope of IRR17.  This means that carers and 
comforters can be managed through an IRMER procedure 
rather than the IRR17 risk assessment for staff and the 
public.  There are advantages to being able to consider the 
benefits and risks to both patient and supporter in the 
single process of IRMER justification and including the 
impact of patient support in the optimisation of medical 
exposures.   

The requirement for the individual to “knowingly and 
willingly” incur the risk remains, so the transition from 
member of the public to carer and comforter is not an 
automatic one.  For example, patients who have been 
injected with radionuclides as part of a diagnostic or 
therapeutic procedure are not visibly radioactive, so people 
in contact with them will only be knowingly exposed, if the 
patient wishes to share this information.  Also, carers and 
comforters take on this role voluntarily, so their willingness 
should not be assumed.  IRMER procedures should take 
these factors into account. 

Those who accompany patients as part of their 
employment, e.g. support workers, cannot be carers and 
comforters.  However, they may be outside workers as 
described below. 

 

Radon (IRR17) 

Although radon is a naturally occurring gas, employers 
must notify the Health & Safety Executive of any work 
carried out in locations with a radon concentration above 
300 Bq.m-3 and remedial action must be taken to reduce 
levels to below this level.  It is the employer of the staff 
working in the areas affected by radon that is responsible, 
not the owner of the building if these are different. 

Maps can give an indication of the likelihood of finding 
higher concentrations inside buildings, but only monitoring 
can conclusively determine the actual quantities. 

Based on their experience in conducting radon monitoring, 
Public Health England published revised guidance on 
basement areas in 2016.  Employers should now routinely 
test basement areas that are occupied for: 
 more than 1 hour per week, if the premises is in a 

radon Affected Area 
 more than 1 hour per day, if the premises is in a non-

Affected Area 

This guidance on basement areas is intended to 
supplement existing risk assessments which should 
already cover the requirement for monitoring in ground 
floor areas.  If you are in a radon Affected Area but do not 
have any records of monitoring you should address this as 
soon as possible. 

Registration for care facilities (IRR17) 

Although not a change from previous legislation, the new 
notification and registration system has clarified the 
requirements for nursing homes and similar locations 
where staff may care for patients following nuclear 
medicine examinations and treatments and certain types of 
prostate brachytherapy.  We await further guidance, but 
would suggest a distinction between the provision of 
personal care, e.g. help with dressing or bathing, and 
support with daily tasks, e.g. cooking a meal.  Only the 
former would qualify as working with radiation for the 
purposes of registration with HSE. 

Within IRR17, the threshold for notification of practices is 
based on quantities and concentrations of radioactive 
materials.  For the radionuclides commonly used in 
diagnostic nuclear medicine, these threshold levels are 
very low and it will typically take 1-3 days for the activity to 
fall below the threshold.  For example, a bone scan will 
typically require an activity of 600 MBq of Tc-99m, while 
the threshold for registration is 10 MBq.  Therefore, the 
amount of radioactivity in a patient may remain above the 
registration level for a day or so.  Distribution of the activity 
within the human body does not exempt an employer from 
the requirement to comply with IRR17.  Registration is a 
one-off process; it does not need to be repeated for any 
subsequent patients. 

Under Regulation 14, the employer must consult with a 
Radiation Protection Adviser and appoint that RPA in 
writing.  CMPE have agreed that we are prepared to act as 
RPA for any organisation whose work with radiation is a 
direct result of the administration of radioactive materials to 
a patient by one of the nuclear medicine departments that 
we advise.  There will be no charge for our support in 
these situations.  CMPE have produced a suite of 
documents that can be sent along with a patient who is 
returning to a care facility that would not otherwise be 
carrying out work with ionising radiation.  These 
documents include: 

 a risk assessment meeting the requirements of IRR17 

 instructions for staff on how to safely care for the 
patient 

 advice on registering with the Health and Safety 
Executive 

Also in the pack, is a letter appointing CMPE as RPA for a 
period of days corresponding to the patient’s examination.  
This appointment only takes effect if the document is sent 
to CMPE as indicated.   

For all hospitals that we otherwise advise, e.g. those using 
X-rays, we recommend that you include registration for 
work with radioactive materials in your initial submission, 
especially if you have formal arrangements with another 
site to perform nuclear medicine examinations on your in-
patients. 

 

Outside workers (IRR17) 

IRR17 extended the definition of outside workers to include 
all those who carry out services in the supervised or 
controlled area of another employer.  Previously only those 
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who were classified workers could be outside workers.  
Outside workers should be as well protected as the 
employer’s own staff.  In practice, this will mean providing 
adequate training in local arrangements, including 
requirements for personal protective equipment, and 
cooperating with the outside worker’s employer so that 
there is overall compliance with IRR17.  Don’t forget that 
wholly-owned subsidiaries are a separate employer, so 
any staff in this category, e.g. porters, estates and 
facilities, will be outside workers if they enter your 
controlled or supervised areas. 

The draft Approved Code of Practice (ACOP) which 
accompanies IRR17, maintains the previous interpretation 
that ‘services’ implies benefit to the employer in control of 
the area.  However, it may be appropriate to extend 
arrangements to cover certain individuals, e.g. prison 
officers, whose contribution to the work of the hospital is 
more indirect.  This will have the advantage of maintaining 
a single approach for all those who are occupationally 
exposed in a particular controlled area. 

The following paragraphs discuss some scenarios 
involving non-classified outside workers.  When updating 
your risk assessment you should consider what would be 
reasonably practicable for your situation, taking into 
account all relevant factors, e.g. projected doses, level of 
supervision, previous experience and training, dose 
history.  To ensure that your risk assessment is suitable 
and sufficient, we suggest that you include particular 
instructions for outside workers within your local rules, e.g. 
they must inform the RPS before starting work if their 
cumulative dose to date is above the investigation level for 
your facility. 

A large proportion of outside workers in the healthcare 
environment will be exposed to negligible doses.  For 
example, care workers escorting a patient for an X-ray.  
Proportionate ‘training’ could be addressed by instructions 
from radiographer and a copy of the risk assessment for 
supporting patients should be available for the purpose of 
cooperating, i.e. sharing information, with their employer. 

Students and trainees 

The status of healthcare professionals in training is not 
clear cut.  Student radiographers under direct supervision 
might not be considered to be providing a service.  In fact, 
the reverse is more likely to be true: host departments are 
providing a service to the students and their educational 
institution by delivering these training opportunities.  
Student radiographers do not always have personal 
dosimetry as risk assessment and review of previous 
dosimetry indicate that doses are below measurable levels. 

Specialty trainees, e.g. radiologists and cardiologists, are a 
different matter.  In the later years of their training, 
registrars are often working with limited amounts of 
supervision and taking responsibility for the conduct of 
patient procedures.  There is variation in how training is 
managed but some of these staff may have a contract of 
employment with a Lead Employing Organisation (LEO) for 
the duration of their training period.  The LEO may be one 
of the employers at which training placements are carried 
out, but it is very unlikely to cover all placements.  In this 
case, the trainees may be outside workers for the majority 

of the time that they spend in training.  It is critical that host 
departments address the requirements of IRR17 with these 
staff, not only for legislative compliance reasons, but also 
for the general benefit of the profession.  Specialty trainees 
will usually require personal dosimetry.  This can be 
provided by one employer or by each host organisation.  
You should ensure that you are clear about the local 
arrangements and that dosemeters are not mislaid when 
staff move between placements. 

Visitors associated with fluoroscopy procedures 

The training provided to outside workers such as 
applications specialists from implantable device 
manufacturers, e.g. in the cardiac catheter lab or the 
angiography suite, will need careful consideration given the 
potentially high levels of exposure.  These individuals may 
visit many locations for short amounts of time, so local 
systems of work must be made absolutely clear, including 
arrangements related to personal protective equipment 
such as who to notify of any defects that they discover.  
Supervision should also be sufficient to ensure that they 
are working safely in the unfamiliar environment even if 
their role frequently takes them into controlled areas.  
Cooperation with their employer, who has staff receiving 
regular exposure to ionising radiation but probably doesn’t 
have any X-ray equipment of their own, will be crucial to 
establish the radiation safety education and training 
provided to the staff. 

Handover of controlled areas 

For service engineers and medical physics staff, it makes 
sense to hand over control of the area to the visiting 
employees.  These workers are experienced in the use of 
the equipment and familiar with risk assessments and local 
rules. 

AXrEM – the trade association representing the suppliers 
of diagnostic medical imaging, radiotherapy, healthcare IT 
and care equipment in the UK – have produced a 
handover form for use by field service engineers, which is 
available from www.axrem.org.uk.   

CMPE support the use of this form.  Our staff carry a 
similar document, but are happy to use local forms instead 
where these are incorporated into departmental 
procedures.  CMPE will be providing copies of our risk 
assessments and local rules to all the employers that we 
visit. 

Classified workers 

For classified workers, additional regulations apply, 
particularly related to the use of approved dosimetry and 
the holding of a radiation passbook.  Our advice sheet 41 
covers this topic, but you should also seek advice from 
your RPA. 

 

Feedback from regulators 

Equipment faults 

In recent inspection visits, the regulators have expressed 
concern about the plans that departments have in place for 
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dealing with suspected equipment faults.  They would like 
to see that consideration has been given to how patients 
will be managed should a critical piece of imaging 
equipment, e.g. the only CT scanner or gamma camera, 
have to be taken out of use.  This is not an easy decision 
to make at any time, but the pressure of urgent clinical 
demands at the time of the incident may lead to potentially 
unnecessary doses or undiagnostic examinations if the 
equipment continues to be used.  At that point, the 
equipment will need to be suspended from use in any 
case, so if it appears there may be a problem requiring an 
investigation or maintenance visit, it is far better to arrange 
this before there are more serious consequences. 

In any policy or procedure it should clearly state the 
individuals with the authority to suspend the use of 
equipment to follow-up on unexpected behaviour.  It should 
have agreement from the various parties who will be 
affected and accommodate decisions having to be taken at 
times when staffing levels are low, e.g. overnight. 

Management in other departments 

It is the experience of the regulators and also our team, 
that imaging departments generally have good systems in 
place for safely working with radiation and their 
management structure is engaged with the requirements.  
Outside of imaging, there are areas where practice is not 
as good.  The area where compliance is seen as the least 
reliable is the use of mini C-arms by surgical teams.  Quite 
often the staff involved have had only minimal training in 
radiation safety and do not have a strong understanding of 
either IRR or IRMER; managers are not aware of their 
employer responsibilities; and attendance at radiation 
protection committee meetings is low.   

In general, the constitution of the radiation protection 
committee should include managers from all departments, 
directorates or divisions where work with ionising radiation 
is carried out.  Organisations should ensure that they have 
rigorous procedures in place to prevent any ionising 
radiation work falling through the cracks as a result of it 
falling within the control of a different management team. 

How can CMPE help? 

Our team receives feedback on regulatory activities from a 
range of source, such as hospitals that we work with, 
colleagues in other parts of the country, special interest 
groups and working parties.  We try to learn from all this 
feedback, incorporating it into our systems to improve our 
advice to you and ultimately the safety of patients, staff 
and the public. 

If you are made aware of an upcoming visit from one of the 
ionising radiations regulators, please get in touch with us 
as soon as possible so that we can support you in your 
preparations. 
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