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_INTRODUCTION  The study is following several declarations of nonconformities from surgeons. Two main dysfunctions were
identified: a delay to stock up on osteosynthesis implants and orders’ mistakes. The objectives were first the achievement of a risk mapping
related to the process of osteosynthesis implants and. second. the implementation of corrective measures to reduce identified risks.

MATERIALS AND METHODS

A multidisciplinary team, formed in October 2014, validated results at each step of the study. The method of preliminary risks analysis
(PRA) allowed us to describe the supply system of implants to identify risks and to seek improvement actions.
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description of 48 risk scenarios.

Dunng the analysis, 47 hazardous situations were identified, among which, 40 were quoted first in priority and led to the

Exemples of 3 scenarios (out of 48) which has led to follow-up actions
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= 3 Exemples of follow-up actions (out of 23)
SECURING BENEFIT

SAVING OF TIME

Action 5 : Creation of helping tools for
reconstitution
« Denominations revision with orthopaedic surgeons

+ Implemantation of
preorder shests which
are individualized for
each box

+ |mplants storage
improvement with clear

Action 9 : Establishment of a risk culture.
the « no go »

Freedom to doubt ﬂ'

2y

Ly

2
O
B
i

If 23 follow-up actions are realized, risks will be
acceptable or tolerable with control.
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 DISCUSSION / CONCLUSION

Both dysfunctions are under control. Ten action measures are realised and 5 are in progress. The study has led us to realize the
complexity of initial system. The PRA allowed us to involve all process actors in the development of a risk management policy.

The new system has led to new risks that would require a new assessment. It is necessary to continue the ongoing actions and assess
their impact. The PRA constitutes an appropriate tool for assessing quality-improvemeant policy and safety in healthcare facilities like the

sterile processing department.
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