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FOI Ref: 6479
Category(ies): Trust - Estates and Facilities/Security  Clinical - Equipment
Subject: MRI Safety and Helium Supply
Date Received:  06/07/2022

	[bookmark: _Hlk66456130]Your request:

	Our response:


	1) How many incidents were reported by your Trust on the Datix incident reporting system under the category ‘MRI safety’? 

Please tell me in the financial years a) 2020/21 and b) 2021/22

	
a) 2020/21 – 3 incidents
b) 2021/22 – 1 incident


	2) How many of these MRI safety Datix incident reports were listed under the division, ‘MRI Non-Declared Internal Passive Metallic Implant’?

Please tell me in the financial years a) 2020/21 and b) 2021/22

	
a) 2020/21 – 2x Passive incidents
b) 2021/22 – Zero Passive incidents

	3) How many of these MRI safety Datix incident reports were under the division ‘MRI Non-Declared Internal Active Metallic Implant’?

Please tell me in the financial years a) 2020/21 and b) 2021/22
	
a) 2020/21 – 1x Active incidents
b) 2021/22 – 1x Active incidents


	4) For all of the incidents captured under 2 and 3 above in 2020/21 and 2021/22, can you please provide a verbatim copy of the description of the adverse event? 

To avoid running into Section 40 exemptions, please redact any person identifiable information.

Note: The above is based on the understanding of MRI reporting procedures I derived from reading the following webpage: https://www.mriphysics.scot.nhs.uk/reporting-incidents-and-near-misses/. If the terminology used by your Trust is slightly different, please give me the nearest equivalent.

	
Please see spreadsheet




	4a) Finally, can you please tell me if MRI scanner(s) at your Trust have at any point needed to be temporarily left out of service due to supply chain issues impacting access to helium in 2021/22?
If the answer to this question is YES, please also tell me
	We have not had any supply chain issues with Helium in 2021/2022

	4b) How many machines were affected by the helium shortage?
	Not Applicable

	4c) In which hospitals/buildings do those machine(s) operate? 
	Not Applicable

	4d) How long were the machine(s) out of action as a result of the helium shortage?
	Not Applicable

	4e) How many patients were affected by the MRI scanner outage?
	Not Applicable
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		Reported		Description		Fin Year		Implant Type

		5/26/20		The MRI staff sent for a ward patient to have a scan, after receiving the completed and signed In-patient Clinician Safety Screening Questionnaire for that patient. When the patient arrived she was unable to communicate or answer any of the safety questions on the screening q'aire. These questions are asked of every patient to ensure they are safe to have an MRI scan. The completed q'aire showed no contra-indications to having the MRI scan. The patient's imaging was reviewed on PACS to check for safety issues. It was noted on the latest available CT Head scan, (xxxxxxxxx) that there were intra-cranial metallic clips present. Interrogation of the patient's notes and SEPIA showed implantation of aneurysm clips in xxxx. The Doctor who had completed the clinician screening q'aire had answered NO to question 4 asking if the patient had ever had any operations to the head. Also, the information provided in the checklist on the initial electronic request on xxxxxxxx stated No neurosurgery and No MRI incompatible implant. The presence of aneurysm clips are a potential serious contra-indication for MRI with an associated potential serious risk to the patient's health, if scanned. The referring clinician/ward Doctor looking after the patient completes and signs the Clinician Safety Screening Questionnaire which states that "ultimately the responsibility for the patient's health and well-being will rest with the referring clinicians".		2020/21		Passive

		6/26/20		The patient arrived for an MRI scan. When the MRI staff checked the patient's safety questionnaire (which had been completed prior to the day of attendance by Radiology booking staff with the patient over the phone) it was noted that it had been recorded on the safety form CT chest on xx/xx/xxxx. The electronic referral (dated xx/xx/xxxx) was checked on RIS by MRI that the patient had stated they have a pacemaker. When questioned, the patient confirmed this. Previous imaging was checked on PACS which showed a pacemaker in-situ on a chest x-ray on xx/xx/xxxx & a staff, which showed the referrer had answered NO to the prompt: heart surgery/procedure, and NO to MRI incompatible implant, so the request had been protocolled and sent to be booked for an appointment. Having an MRI scan with a pacemaker in place is a potentially lethal incident. The referral should have accurate information on it regarding potential MRI-incompatible implants so the correct procedures can be followed to check the safety of the implants. The MRI team should have been contacted when the patient answered yes to the pacemaker question on the safety questionnaire when spoken to on the phone.		2020/21		Active

		7/30/20		MRCP requested on patient, safety form completed by Doctor only things mentioned on form was patient had MI/ cataract surgery and Knee replacements so no contra-indication for MRI. Patient sent for, MRI radiographer spoke to the patient and the patient made the radiographer aware that they have had brain surgery when they was xx year old. There was no imaging to check and no information in notes so patient sent back to the ward without a scan. GP was contacted for information the notes identified some surgery had occurred however no details. Therefore doctor requested CT head to check for metal clip the CT report identified not suitable for MRI. If the patient had not be able to make the radiographer aware of past history the radiographer could have taken patient into the scanner as the doctor had taken responsibility for safety of patient as per safety policy and the patient could have died due to been taking into a MRI scanner with non compliant clips in their head		2020/21		Passive

		7/23/21		The patient was referred for an MRI scan as an inpatient. The patient has a pacemaker. This was spotted on a chest X-ray. Due to the risk of death from having an MRI scan whilst having a pacemaker, this needed to be indicated on the MRI inpatient safety questionnaire. The inpatient safety questionnaire asks specifically if the patient has a pacemaker, but this was answered by the referring Dr as “no”. If we had scanned the patient given the information supplied by the referrer the patient could have potentially died.		2021/22		Active
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