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F M EA Failure Mode and Effect Analysis
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F M EA Failure Mode and Effect Analysis
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F M EAFaiIure Mode and Effect Analysis
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« [# B & #X (Prevent the problems before they
occurred)

. 3% 3+ B FR (Focus on protections that can
prevent the failure from reaching the patients)

- "% M3p F (Mitigate the effects If the failure
reaches on patients )
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Healthcare FMEA
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 Medication use

« Operative and other procedures that place
patients at risk (radiotherapy, CT scan, MRI etc)

« Use of blood components
« Care or services provided to high risk population
« QOutcome related to resuscitation

e Sentinel events
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- R 42 B (Process)
. A pﬁ] » 15.-‘21? ' (Input and Output)

‘ B {E 2| %7 (Decision)
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4‘5?» 3| « PSA test

Step3A. 45 3 IPSAR & i 420 & ) 3%

Process Step  Process Step Process Step Process Step  Process Step

PSAtest |__, | Draw — | Analyze __| Reportto |_| Results
ordered Sample Sample Physician Filed (HIS)

Source: DeRosier J, et al. Using health care Failure Mode and Effect Analysis: the
VA National Center for Patient Safety’ s prospective risk analysis system. Jt
Comm J Qual Improv. 2002 May;28(5):248-67, 209. P %




‘%; | ¢ PSA test (Qi_)

Step3B. #-= — B % ZS 1 5%

1 2 3 4 5

PSAtest |__, | Draw — | Analyze __| Reportto |_| Results
ordered Sample Sample Physician Filed (HIS)




‘%; | ¢ PSA test (Qi_)

Step3C. 347 feenii 8 » ¥ iR L1307 9541;, B a=n

1 2 3 4 5
PSAtest |_, | Draw Analyze Reportto |_,] Results
ordered Sample Sample Physician Filed (HIS)

Scope




1

ordered

Sub-Processes:

A. Order written
B. Entered in HIS
C. Received in Lab

PSAtest [

AL )

2

|

Draw
Sample

PSA test (i)

Step3D. ¥+ SR hE - S N G

3

A

Sub-Processes:

A. ID Patient

B. Select proper
tube/equip

C. Draw blood

D. Label

Analyze
Sample

| Reportto |,

Physician

Sub-Processes:

A. Review order

B. Centrifuge
Specimen

C. Verify
Calibration

D. Run QC

E. Run Sample

F. Report Result

. Enter in HIS

Sub-Processes:

A. Report Received

Scope

5

Results
Filed (HIS)

Sub-Processes:
A. Results Filed
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V 2.,

: PSA test (¥)

1
PSA test

ordered

Sub-Processes:

A. Order written

B. Entered in HIS
C. Received in Lab

|

2

Draw
Sample

3

A

Sub-Processes:

A. ID Patient

B. Select proper
tube/equip

C. Draw blood

D. Label

Analyze
Sample

»| Report to

Physician

5

Sub-Processes:

A. Review order

B. Centrifuge
Specimen

C. Verify
Calibration

D. Run QC

E. Run Sample

F. Report Result

. Enter in HIS

Sub-Processes:

Scope

Results
Filed (HIS)

A. Report Received

Sub-Processes:
A. Results Filed




‘%; | ¢ PSA test (Qi_)

Step3E. Analysis Sample (Sub-process flow diagram)

3A 3B 3C 3ab 3E 3F 3G
Review Centri. Verify Run Run Report result Enter
order [ Specimen | calibra. [ ] QC | sample — | inHIS

fi-—% E
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StepdA. £ 3 A 45 1 5| E - BinAR/H BT AL 4 SR

3A 3B 3C 3D 3E 3F 3G

Review Centri. Verify Run Run eport result Enter
order [ Specimen | calibra. [ ] QC — sample — in HIS
Failure Mode: Failure Mode:  Failure Mode: Failure Failure Mode: Failure Mode: Failure Mode:
Mode:
1. Wrong test 1. Equip. broken 1. Instrument 1.QC 1. Mech. 1. Computer 1. Not
ordered 2. Wrong speed not Calibra.  result error crash entered
2. Order not 3. Specimen not 2. Bad calibra.  not 2. Result entered
received clotted stored accep. forwrong P’ t
4. No power 3. Result not
5. Wrong test entered
tube Result misrea

y tech.




1T =8 & F](Proximate cause) £
¢ X & F](Root cause)z £ B

‘ﬁ%(ﬁﬁ)ﬁﬂ%ﬁﬁiﬁﬂﬁmgﬁﬁ;
HED (BT DRF -

c FHARFIPES NE AT 4 T IRA
3 F TR FAR T TR R kSRR AL




FERIT A R F)(-)

f"»‘i‘i* REFR- BV R RFIEZRER T
AP AE&F 7 a7 % R Fl(most likely

possible cause)

—1"‘-}1 T RFL 22 mLanR ¥

FR— | e R F] f Br 7> m'ﬁfzﬁ ?

ﬂ—@?ﬁﬁfﬁﬂéﬁﬁﬁﬂ?

FR— B¥ A RF]F B HDBER?




4y

o JE & ST ¢
o @EEE T
ITH R F] -
- FHLRFF AR PFREBEFLE?
-~ FREBGLE S5 SRR ¢ FlAp R Fl
miEd?
- RFGEARE R ERF T EF L
I m’f{'j‘lﬁ"ﬂ’“ "B FRUTRR
_q»‘]o

e ?’*“v'l{f"ﬂ&lﬁ 7k

JCAHO, 2003 é \




E’-po\.s’}q R I:)':](--— )

° Nb/)i *{“": t”-"}’i"ﬁ%vi‘)” W%M»/,&”
c GEART f G nFRo A LDEN R
¢ A S FIART L - HE MR T
— B~ BT JT VIR AR
* AR AT LB HERR T
P INEE ST T IINERG: ¥ AN SR F

c AR FOA P V- HFEFETE R KRR
VR (p iR

(VHA Handbook 1050.1, Jan. 2002) _




FERRI & R F](z )

. ’ﬁfﬁ?’i‘mié;e‘.k Eintl A R F] 5 98— B ¥ 8
B F] o B R ipuavz

s VHEFERE TR I AT R KRR
]

o — f’;."i -

R R T kY §i




HFMEA 4 28 7

. «%.1 BT E LR

— Mg A & O R Tl T B {0k
. #l;x,%

i 1
- BTSN A A N R Bl g R
- FFRER S RS mhER G 2 AL
~F T FREFDLR &P
- PR E AT R LEHE




HFMEA 7 % § &

&\

o 'ﬁ‘: (eliminate)
~ BV RBFCEFL P E ok
« ¥ +#](control)
—ZER O BANE N - LFLVEIRRE
o & ¢ (mitigate)
—HHARFIF LB TGS G T kIR




AR E ATR R B

¥+ % 2 (control variability)

& I& it (standardization)

i ¥ 1 (simplification)

if § % # (optimizing redundancy)

B @ 1t /FL 41 (automation/technology)
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