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Introduction

Drug management in surgical wards is a critical issue. Most drugs used in these settings are high-risk and may be required on short 
notice in life-threatening situations.
In 2024, the Grand Hôpital de Charleroi merged into a 986-beds campus with 25 operating rooms, each equipped with a new 
system of computerized cabinets, warranting a risk analysis to establish a sage and efficient medication circuit.

Objectives

Methodology

Identify liabilities and provide correctives to ensure a rigorous supply chain

The risk analysis was performed through a FMECA (Failure Mode, Effect and Criticality Analysis) to anticipate as many potential 
issues as possible.
For our FMECA, we applied an institutional grading scale, supplemented  with elements from the U.S. department of Veterans 
Affairs’ HFMEA1, notably the distinction of single points of failure and the grading of causes in addition of failure modes.
Failure modes were identified and organized using mind mapping.

Results

Conclusion

Applying FMECA prior to full automation enabled the identification and mitigation of critical vulnerabilities within a complex 
medication circuit. These interventions facilitated the successful implementation of the anticipated supply chain. The study also 
highlights the need for dedicated IT specialists in the pharmacy address unresolved high‐criticality issues and enhance 
responsiveness in an ever more technical environment. Although resource‐intensive, targeted FMECA enhances change 
management, supports staff engagement, and strengthens patient‐safety outcomes.
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Table 1: Categories of failure modes and spread of criticalities
• 7 of 25 failure modes reached intermediate or high criticality

• 4 single point of failure were identified, 3 of which were related to 

technological issues (2 software-related and 1 involving a robot)

• After 1 month, all remaining unresolved issues were attributed to skills 

unavailable within the pharmacy staff.

Figure 1: Mind map of failure modes

Table 2: Example of a 
failure mode analysis
For full results scan the QR-
code bellow

Read as you walk
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Annex I : Full results for initially high or intermediate failure modes


