
Healthcare Failure Mode and Effect Analysis 

HFMEA (Healthcare Failure Mode and Effect Analysis) is a proactive safety tool 

used in hospitals. Think of it as a way to find and fix potential problems before they can 

cause harm to a patient. Instead of reacting to an incident after it happens, HFMEA helps 

healthcare teams prevent it from ever occurring. 

Why It Matters 

In healthcare, a lot of different steps and people are involved in a single process, like 

giving a patient medication. If something goes wrong—for example, a doctor prescribes the 

wrong dose or a nurse gives it to the wrong person—it can be very dangerous. HFMEA helps 

prevent these kinds of mistakes by looking at the entire process and figuring out where things 

might go wrong. 

The HFMEA Steps 

The process is like a guided checklist for improving safety: 

                                  Select topic 

                                  Form team 

                                 Define process  

                                 Identify failure mode 

                                Analyse risk  

                               Develop actions 

                               Implement & monitor 

1. Pick a Topic: The team decides on a specific process to analyze, like how surgery 

equipment is sterilized. 

2. Form a Team: A group of people who know the process well—including doctors, 

nurses, and clinical engineers—get together. 

3. Map It Out: The team creates a simple map or flowchart of every single step in the 

process. 



4. Find the Problems: For each step, they brainstorm all the ways things could fail. For 

example, a "failure mode" in sterilizing equipment could be "not enough time in the 

sterilizer." They also consider what would happen (the "effect") if that failure 

occurred. 

5. Score the Risks: They give each potential problem a score based on two things: 

6. Severity: How bad would the result be? 

7. Probability: How likely is it to happen? 

     This helps them focus on the most dangerous and likely problems first. 

8. Fix the Problems: The team comes up with ways to prevent the high-risk failures. 

This might involve training staff better, using a new piece of technology, or changing 

a rule. 

9. Check for Success: After implementing the fixes, they check to make sure the 

process is now safer. 

Benefits of HFMEA 

❖ Keeps Patients Safe: It's the main benefit. By preventing errors, HFMEA directly 

reduces the risk of harm to patients. 

❖ Encourages Teamwork: It gets different departments to work together and talk about 

how to make things safer for everyone. 

❖ Helps with Rules: It helps hospitals meet important safety standards required by 

accrediting bodies. 

❖ Continuous Improvement: It's not a one-time thing; it's a way to keep making 

healthcare better and safer over time. 


