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FAILURE MODE AND EFFECTS ANALYSIS (FMEA) WORKSHEET 

Vulnerability Review of a Perioperative Process  
 

Perioperative Process: ____________________________________________________________________________________________________ 

 

 
 
Team Members: 
Kyong Winkler 
Jasmine Hogan 
David Bradley 

Current Status Scores: 
 Severity 1 = no patient harm 
   5 = permanent patient harm or death 
 Probability 1 = it is highly unlikely / has never happened before 
   5 = it is very likely / it happens quite frequently 
 Detectability 1 = almost certain to be detected and corrected 
   5 = Remote likelihood to be detected and corrected 
 Criticality Index (CI) Score:  Severity x Probability x Detectability 

 Current Status Scores Complete For High Priority Failures 

Process Steps Failure Mode Effect of 
Failure 
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High 
priority
? Y/N 

Possible Causes Recommended Corrective 
Actions 

Completion 
Date 

Outcome 
Measure 

(Evaluation 
Method) 

The SCD machine shall 
be inspected and 
documented by medical 
maintenance 
department annually. 
 
 
 
 

Not completed 
annually, staff 
turnover, not 
following 
instructions, 
per 
manufacturer, 
qualified 
inspection 

Risk of fire 
due to 
cord 
damage 
or short 
circuit 

3 1 1 3 N    100% of SCD 
machines will 
be inspected 
and 
documented 
annually  
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1. All personnel 
shall be trained 
on the SCD and 
model types 
prior to use in 
the OR as well 
as to Policies 
and Procedures 
concerning 
SCDs. 

 
 
 
 

Staff not 
trained, training 
not given due 
to inadequate 
staff, staff not 
aware of 
location of 
SOPs, different 
models 
recommendatio
n bring in rep to 
teach new 
model SOP 

Unable to 
trouble 
shoot 
properly 
or identify 
if machine 
needs 
maintena
nce. 

5 4 3 60 Y Lack of having hard 
copies of SOP 
Currently no SOP for 
preop or postop 

Have annual training. 
Have documentation in 
training record. 
Have hard copy SOPs 
available for all staff. 
Update SOPs. 

 100% of 
personnel 
trained on SCD 
machine with 
documentation 
in CAF folder. 
SOP will be 
created 
available to all 
staff. 

 Current Status Scores Complete For High Priority Failures 

Process Steps Failure 
Mode 

Effect of Failure 
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High 
priority? 

Y/N 

Possible Causes Recommended Corrective 
Actions 

Completion 
Date 

Outcome 
Measure 

 
2. A safety 

check of 
the SCD 
shall be 
performed 
by the 
circulating 
nurse prior 
to each 
day’s use. 

 
 
 

 
Nurse not 
checking 
equipment 
prior to use, 
not trained 
on proper 
safety use of 
SCD 

 
Unable to trouble 
shoot properly or 
identify identify if 
machine needs 
maintenance. 

 
5 

 
2 

 
1 

 
1
0 

 
N 

 
Lack of training  

 
Complete the training during 
the orientation 

  
Completed 
training and 
maintain the 
document in 
CAF 

 
3. Plug the 

sleeve 
connector 
into a 
connector 
on tubing 

 
Not aware 
of kinking, 
failure to 
check tubing 
after 
positioning,  

 
Machine will be 
turned off due to 
alarm going off 
constantly and pt 
will not receive 
treatment 

 
3 

 
3 

 
2 

 
1
8 

 
Y 

 
Quality of tubing and 
position of machine 

 
Proper train of the staff  

  
Completed 
training and 
maintain the 
document in 
CAF 
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leading to 
the SCD 
controller. 
Be sure the 
tubing is 
not kinked 
or twisted. 

 
 
 

 
  

4. Turn the 
SCD 
Controller 
to the ON 
position, 
after 
ensuring 
the tubing 
is correctly 
attached to 
the SCD 
sleeves and 
the 
Controller. 
D this 
before the 
beginning 
of 
induction 
of general 
anesthesia 
or before 
regional 
anesthesia 
has been 
administere
d. 

 
 
 
 

Staff failed 
to turn on 
SCD prior to 
induction/re
gional; not 
applied to 
blocks in the 
PAU 

Pt may develop a 
DVT 

5 2 2 2
0 

Y Distraction Minimize distraction in the OR 
suite 

 No 
development 
of post op 
DVT. 

Assess all patients to 
determine risk 
factors for venous 

Failure to 
recognize pt 
diagnosis 

Pt does not 
receive treatment 
and develops DVT 

5 4 3 6
0 

Y No set guideline 
Lack of communication 
between doctors and 

Create hospital wise SOPs 
based on the high risk 
patients. 

 Created 
hospital SOP 
for 
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stasis, DVT, or PE 
 
 
 
 

and 
medications 
due to 
unclear 
guidelines. 
Residents/n
urses 
unaware of 
high risk 
patients. 
Doctor does 
not verify 
any changes 
in patient 
status in last 
24 hours. 

nurses 
 

prevention of 
DVT. 
All providers 
and 
caregivers 
are trained 
on SOP. 
The SOP is 
accessible to 
all providers 
and 
caregivers 

The choice of 
therapy is a medical 
decision, but nurse 
may discuss with 
surgeons and 
anesthesia 
providers. 
 

Nurse timid-
does not 
advocate, 
nursing 
short 
staffed-does 
not have 
time to 
communicat
e with 
providers. 

Pt may not 
receive therapy 

5 2 2 2
0 

Y Nursing short staffed-
does not have time to 
communicate with 
providers 

Empower nurses through 
training to advocate for 
patients  

 Create an 
environment 
to freely 
communicate
. 

If antiembolism 
stocking are used as 
treatment, measure 
the patient for 
proper fit. 

Failure to 
measure pt 
for proper 
fit. 

Impaired skin 
integrity. 

2 5 4 4
0 

Y Distraction, lack of time, 
lack of training 

Stress importance of proper 
fitting via training  

 Completed 
training and 
maintain the 
document in 
CAF.   

            

Ensure that 
prophylactic 
medications are 
given as ordered. 
 

Failed to 
verify order, 
medications 
not given in 
recommend
ed window,  

Pt gets DVT. 5 2 2 2
0 

Y Failure to give meds due 
to staffing. 
Failure to order meds by 
provider. 

Ensure safe patient/staff ratio 
enforced. 
Collaborate training with 
surgeons. 

 Pt with the 
risk of DVT 
are given the 
prophylactic 
medication 
one hour 
before the 
incision 

Confirm that 
medications are 

Medications 
not 

Pt gets DVT 5 2 2 2
0 

Y Distractions 
Lack of communication 

Educate staff importance of pt 
safety 
 

 Checking the 
preoperative 
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given as ordered. confirmed 
by 
provider/nu
rses. 

documentati
on 

After the patient is 
transferred to the 
OR bed, turn on the 
SCD prior to 
intubation or 
regional anesthesia 
is initiated. 

Failure to 
turn on 
machine 
prior to 
intubation. 

Pt gets DVT 5 2 2 2
0 

Y Distractions 
Unclear SOPs 

Limit distractions. 
Fail safe with any surgery staff  

 Implementati
on second 
person 
verification 

            

Be aware that 
unnecessarily high 
pressures and 
prolonged periods 
of inflation should 
be avoided. 

Unaware of 
how high 
pressure are 
or how long 
machine 
was used 

Skin breakdown  3 1 1 3 N    No skin 
breakdown 
on postop pt 

Check antiembolism 
stockings to ensure 
that they have not 
rolled down during 
movement to the 
OR bed or during 
positioning.  

Inspection 
not 
completed 
after 
positioning. 

Pt develops DVT 
and skin 
breakdown 

2 1 1 2 N    No skin 
breakdown 
on postop pt 

            

            

            

            

            

 
 
 
 

           

Table adapted from:  AORN Journal, July 2003 (Vol 78, No 1), page 35 


