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RISK ASSESSMENT AND MANAGEMENT TO IMPROVE 
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FMECA is valuable tool for the detection of areas for improvement and helped monitoring the 
effectiveness of the improvements after their implementation. 
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To describe the utilization of Failure Modes, Effects and Criticality Analysis (FMECA) as a tool to 
evaluate the impact of the improvements implemented in the adult parenteral nutrition process.
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Process year 2008Assemble a multidisciplinary team

FMECA analysis:
• Incidence (1-10)
• Severity (1-10)
• Probability of detection (1-10)
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Calculation of criticality index (CI)
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Developement of process flowcharts

 Two hospital pharmacists
 Two nurses
 One pharmacy technician
 One safety specialist
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