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Improvement of Medical Processes Using Risk FMEA
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In recent years, as the actual status of medical accidents caused by human error has become clearer both in Japan and abroad, there have been
increasing calls for improvement of patient safety during the course of medical processes.
Toshiba and Toshiba Rinkan Hospital have developed a risk analysis method for medical processes that employs the failure mode and effects

analysis (FMEA) technique.
each task of a medical process.

This method called RFMEA (Risk FMEA) quantitatively evaluates the risk of rare serious accidents that could occur in
In addition, we have developed an incident reporting system that enables medical personnel to identify high-risk
tasks in medical processes in which high-risk incidents occur with higher frequency.

Using RFMEA and the incident reporting system, Toshiba

Rinkan Hospital is making ongoing efforts to improve medical processes for extra safety according to the plan-do-check-act (PDCA) cycle.
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Example of accumulated results of incident reports
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