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¢  BACKGROUND AND IMPORTANCE

| Correct identification of unexpected/unwanted processes variability allows us studying solutions for increasing any

| system reliability. FMEA (Failure Mode and Effects Analysis) is an inductive method that provides a "bottom up”

| approach; starting from activities process analysis, it reaches identification of possible inconveniences (failure mode)

| and effects on an entire system.

AIM AND OBIJECTIVES

Our purpose was detecting the most critical phases of Parenteral Nutrition bags (PNB) compounding process through |

an audit consisting of Hospital Pharmacists, Doctors, Nutritionists and Nurses. o
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