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Abstract

Objective: To explore the application effect of failure mode and effect analysis tool in the risk
management of hemodialysis center equipment. Methods: Before and after applying the manage-
ment tool of failure mode and effect analysis, the occurrence of equipment failure in hemodialysis
center, the assessment of nurses’ equipment use in hemodialysis center and the change of risk
priority value were compared. Results: The failure rate of instruments and equipment in hemo-
dialysis center was 3.65% and 1.31% respectively before and after applying the failure mode and
effect analysis management tool. The theoretical knowledge of the equipment used by nurses in
hemodialysis center was 78.3 * 6.2 points and 86.3 + 4.5 points respectively. The operating capac-
ity was 75.5 * 3.7 points and 82.4 * 1.9 points respectively. The risk priority value has decreased
in different degree. Conclusion: The use of failure mode and effect analysis tools can reduce the
risk of the use of instruments and equipment in hemodialysis center, and play a positive role in
promoting the risk management of instruments and equipment in hemodialysis center. Other he-
modialysis centers in other hospitals may consider introducing failure mode and effect analysis
tools into the equipment management of hemodialysis centers.
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Table 2. Failure mode risk analysis table of instruments and equipment in hemodialysis center
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Table 3. Comparison of instrument and equipment failure in hemodialysis center
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Table 4. Scores of nurses’ theoretical knowledge assessment in hemodialysis center
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