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	1. 
	Potential Failure Modes


	Hazard not identified / lack of awareness of potential hazard/ assuming devices are safe when they are not.
	Three areas of access to MRI vicinity, all pass other closed doors or usually attended area

‘Lost’ visitors and

persons accompanying patient could wander in if area left unattended.

Outside physicians may not be educated about hazards
	Hazard not identified by Radiology staff.

Assuming devices are safe when they are not.


	Unrestricted access to MRI area vicinity
	 Hazard or lack of education/ awareness  not identified by Radiology staff.

Assuming devices are safe when they are not.

Storage or location of  incompatible equipment (wheel chairs, O2 cylinders)
	Staff inattentive or momentarily called away from area. Entrance to scan room momentarily left open and unattended.
	Magnet Force Field in the Scan Room…exponentially increasing strength.

	2. 
	Potential Effect on Patients
	Potentially Serious if not identified
	Potentially Serious if not screened
	Potentially Serious if not screened
	Potentially Serious if not screened
	Potentially Serious if not identified
	Potentially Serious if not identified
	Potentially Serious if not identified

	3. 
	Possibility of Occurrence1
	5
	5
	1
	1
	1
	1
	5

	4. 
	Severity of Failure2
	10
	10
	10
	10
	10
	10
	10

	5. 
	Likelihood of Detection3
	5
	5
	5
	5
	5
	5
	5

	6. 
	Criticality of Failure Mode (3x4x5)
	250
	250
	50
	50
	50
	50
	250


	7. 
	Root Causes


	Ineffective education regarding hazard 

Staff does not maintain a safe level of heightened awareness
	3 doors with unrestricted access to area
	Inadequate screening/ understanding of patients & visitors.


	Room sometimes unattended

Signage not read/missing
	Limited storage space.

Limited equipment
	
	Undefined safe area at entrance

	8. 
	Strategies (Action)

8. Strategies continued


	 Housewide Email education 

Expand orientation education to entire population of employees, not just Housekeeping, Security and Nursing.

Direct a specific educational  message to anestheshia and ED physicians 

Publicize in Physician Focus. 

Add to mandatory annual M3 education for all satff. 

Add to Medical Staff Orientation.


	Unless they are accompanying patient into the scan room for procedure comfort or restraint and have been properly pre- screened, patient companions will wait in common  x-ray or cath lab waiting area instead of  MRI adjacent small sub waiting area.

Keep hallway door closed.  Lock after hours.

Keep room door closed when tech not in immediate vicinity

/equipment not in use.
	Continue current screening process & documentation forms.
	Keep room door closed when tech not in immediate vicinity or equipment not in use.

Add additional warning signage to two common hallway entrances, and red lines to floor at these areas.

Install hanging privacy curtain as ‘reminder’ barrier to unauthorized staff at internal entrances to scan area  from  common hallway.
	Awareness/Education identified column one.

Add signage to radiology 02 storage area that tanks not MRI safe not for use in MRI.

Replace MRI-adjacent fire extinguishers with non-ferrous/MRI compatible extinguisher 
	
	Add red lines to floor (done) at room entrance indicating hazard area/stop.

Keep room door closed when tech not in immediate vicinity or equipment not in use.


1 Possibility of Occurrence:  1 = Remote possibility, 5 = Possibility, 10 = Almost certain

 2 Severity of Failure:  1 = Will not cause patient harm, 5 = may affect patient adversely, 10 = Injury or death may/will occur

 3 Likelihood of Detection:  1 = Will always be detected, 5 = Might be detected, 10 = Detection not possible

Criticality Index = Mean of Possibility Occurrence, Severity of Failure, Likelihood of Detection Goal of the Process is to lower the Criticality Index
