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[bookmark: _Toc158302369]Introduction
This technical report will outline the results of two Failure Mode Affect Analysis (FMEA) which were completed with the aim to reduce potential failure throughout the process of foil tool refurbishments.
I decided to investigate the foil process at FSG Tool & Die Ltd. to support my role as a team leader, ensuring that both engineering and management teams have a better understanding of where and why issues occur, thus reducing unnecessary rework and reduce overall workload. 
The first FMEA was completed over 10 foil tool refurbishments where no previous FMEA had been completed. Issue occurrence and severity were detected which enabled me to complete the initial FMEA chart. This then led to the identification of control measures and risk management strategies. 
The second FMEA was completed over the subsequent 10 foil tool refurbishments where control measures and risk management strategies were implemented, following the results of the initial FMEA. 
This report will highlight any identifiable changes between the two processes and will prove the importance of completing FMEA’s in industry. 
[bookmark: _Toc158302370]Aims
The aims are;
· To detect what issues occur and at which point in the process
· To understand why issues occur
· To put reasonable and realistic measures in place that can be followed in industry
[bookmark: _Toc158302371]Objectives
The objective of this report is to highlight the importance of completing FMEA’s in industry. 
[bookmark: _Toc158302372]Literature Review
FMEA is a technique that was developed to prioritize preventative maintenance and to improve the success of high-risk processes (A.J.J. Braaksma, 2013). FMEA uses a scoring system which considers the severity, occurrence, and detectability of potential problems – 1 = lowest risk, 5 = highest risk. These numbers are multiplied to identify the risk priority number (RPN). The higher the RPN, the higher the risk meaning potential issues can be prioritized (RPN = SEV. x OCC. x DET.). 
Ideally, FMEA should be a live document so that it can always be updated and maintained, this is known as continuous improvement, and it ensures the process consistently runs at optimum condition.
FMEA was originally developed for the US military and was designed around the munitions industry in the 1940’s. Following its positive results throughout the military, it was then implemented in the aerospace and nuclear industries and eventually moved over to the automotive industry, where Ford’s used it to improve production and design (Kapil Dev Sharma, 2018).
One very common FMEA process helped to eradicate the issue of the Ford Pinto, where the fuel tank would ignite following a crack which would occur upon light impact (Carlson, 2014). This was a world known issue with the Ford Pinto and became a public relations disaster (Carlson, 2014).
As per the IMechE code of conduct for professional engineers, we should quantify and limit risks in all aspects of professional work (Institute of Mechanical Engineers, unknown). FMEA can be implemented directly by engineers, to keep practice to its best possible procedure and ensuring safe working practices.
FMEA is used by Health and Safety Executives (HSE) for numerous process controls and risk management, from assessing hospital solid waste levels to interlocks for machinery (Saeed Hosseinpoor, 31 December 2023) (HSE, 2003). The HSE use FMEA throughout all industries, from risk management to improving the overall process and control.
FMEA is now used to mitigate risk in the manufacturing sector (Donald D. Tippett, 2015). Not only is it used to improve process, but it is also used in line with health and safety, such as rectifying the Ford Pinto design error. 
Since its proven success within various industries, FMEA has become a widespread practice and features in most industries, worldwide (Damanaba, 2015). 




[bookmark: _Toc158302373]Failure Mode & Effects Analysis
To start this project, I developed my understanding of the uses of FMEA and compared its benefits to other six sigma techniques, in industry. Firstly, I confirmed that FMEA would meet the criteria required to improve foil processes. Osama Alaskari, (2016), explains that FMEA significantly reduces errors and can record whether a control measurement improves the overall process.
FMEA is a great continuous development tool as highlighted by Doshi, (2016), as it provides an opportunity to identify parts of a process that require change (W C Ng, 2017). Keeping a live document of all findings can aid development and ensure that results can be monitored.
As results can be consistently monitored through the use of FMEA, it can be appropriately used to reduce handling errors and help to reduce overall cost (A. Kania, 2018). As outlined by NPD Solutions, (2015), “FMEA is designed to assist the engineer improve the quality and reliability of design. Properly used the FMEA provides the engineer several benefits. Among others, these benefits include:
· Improve product/process reliability and quality
· Increase customer satisfaction”

To start this FMEA chart, I developed a step-by-step guide of how the foil refurbishment process run through FSG. This highlighted every step, including stripping the tool, scans on hard milling operations and transportation issues. 
After working on foil tools in FSG for over 10 years, I was able to identify various issues which have often caused delays, or general problems. Starting with this knowledge, I created a FMEA following the steps as shown in Figure 1.
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[bookmark: _Toc158409624]Figure 1 – FMEA Key
This initial step enabled me to collate data and identify what impact these issues would have on future steps of the refurbishment process at FSG.  After highlighting the main Potential Failure Effects, I was able to allocate a severity score. These scores indicated the level of risk and relative impact each Potential Failure Mode could have on the result of the refurbishment, as well as time and cost targets. 
After scoring the severity of these issues, I had to detect the root cause of each and ensure that all aspects of the process were investigated, even though these processes were well established. Once all possible causes were identified, I moved on to allocating an occurrence score which identifies how often each issue is likely to occur throughout the process. Following this, the data was calculated to issue a RPM. 
With an RPM for each Potential Cause, I was able to input relevant prevention control methods in place, in line with current health and safety guidelines. As this was the first FMEA created by FSG, there were no identifiable control measures in place. This meant I was able to implement new control measures, to reduce the occurrence of ongoing problems. 
Until this FMEA was implemented, detection rate was extremely low, and many issues remained undetected until the end of each process.
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[bookmark: _Toc158409625]Figure 2 – FMEA First Draft
Figure 2 shows how the detected issues were scored by severity, occurrence and detection rate. The incorrect milling of the female former was identified as a fundamental part of the foil tool and therefore a priority. The Potential Failure Effect for this issue is marked at 5 - highest risk, because if the top former is cut incorrectly, the tool will not produce suitable product. Both the detection and occurrence of this issue were also recorded at 5, as no control measures were in place. Although problems were identified and eventually overcome, detection of this issue would only happen in the final stages of the process, at which point rework would be required. 
This process gave me an overall RPN score of 125 which is extremely poor, highlighting the requirement of control measures. 
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[bookmark: _Toc158409626]Figure 3 – FMEA draft 2 following implementation of control measures
As the milling of the female former remains a fundamental aspect of the tool functionality, the severity score remained at 5 but following the implementation of control measures, both the detection and occurrence dropped to 2, as shown in Figure 3. 
The control measure implemented to mitigate incorrect milling was the QA operation of a full profile scan. To ensure this was completed at the stage inspection, the job ticket was updated and all involved were provided with scan guidance. 
Displayed in Figures 4 and 5 are scans of both correct and incorrect profiles following milling operation. These images were used to support both the operators and the quality control team in ensuring all following jobs were made to the correct specification.  
Offering scan training as a control measure proved extremely successful as it aided a drop in the overall RPN which, fell from 125 to 20. 
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[bookmark: _Toc158409627]Figure 4 – Poor curl scan data – showing mismatch form and rejected component
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[bookmark: _Toc158280672][bookmark: _Toc158409628]Figure 5 – Good curl scan data – showing good form and accepted component


[bookmark: _Toc158302374]Conclusion
Through research and implementation of FMEA on my foil project at FSG, I found that problematic processes can result in end failure and identifying issues at each stage in the process can reduce overall costs and rework hours. 
Implementing risk management and prevention controls throughout each stage of the process has had a significant impact on the progress of tool refurbishments. The results obtained through the use of FMEA has resulted in an 80% decrease in rework required. Although the immediate impact has been on foil tooling, the use of FMEA has likely indirectly impacted other jobs through the factory following changes with ‘first off’ checks. 
The nature of FMEA means that I can continue to monitor tool refurbishments and add and/or change control measures to suit ongoing development. 
Although FMEA has generally benefited production and efficiency within FSG, the scoring system is completed using perceived severity, occurrence and detection scales. This means that the failure modes could be perceived differently from person to person and could hinder the effectiveness of the technique. It also requires users to identify all failure modes in order for the tool to offer its full efficacy, and would therefore benefit from integration with other six sigma techniques. 
Despite its limitations, I found that FMEA had a high success rate within FSG and believe that the method can be a valuable tool within the manufacturing industry.
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Personal Development Plan

Name – Sebastian Luke Parry
Degree – Beng Advanced Manufacturing and Operations.
Previous Qualifications – Performing Engineering Operations, Level 3.
Previous Experience – Toolmaker (FSG Tool and Die Limited)
	Goal
	Objective
	Resources Required
	Measurement
	Target Date

	
Understanding the structure and process of FMEA.




	· Research FEMA processes
· Create a FMEA myself so I can understand the basic function and the purpose of each part of the process
	· Time management.
· FMEA Websites (see Reference on Task 2b)
	· Complete an FMEA 
· Ask Peers to look at my FMEA and to feedback
	After completion of first FMEA

	Take part in an FMEA. 






	· Create a spreadsheet with all calculations installed along with a key.
· Pick a process to investigate
	· Time management. 
· My team to be involved in raising issues.
· Quality manager relaying issues.
· Time to record data on the process of 10-tools.
	· Complete an FMEA 
· Ask Peers to look at my FMEA and to feedback.
· Results from FMEA to have relevance to actual process
	After completion of my first FMEA

	Using an FMEA try to improve a process that affect my organisation.






	· Try to improve the RPN by placing risk mitigation measures in place
	· My first FMEA
· Team meetings to discuss way of reducing issues/severity of issues and occurrence of issues.
· Time to run a 10-tool process to measure any improvement
	· Process improvement
· FMEA score
· Profit made on tools.
· Increase of productivity
	End of ten tools and then continuous improvement.

	
Passing my first year of university




	· Pass all assignments.
· Attend all to increase my knowledge to aid my further education
	· Time management.
· 
	· Course assessment
· Grades
	End of the course year.

	Becoming a better report writer






	· To increase my understanding and knowledge of how to draft a report and its context in the correct and best format
	· Time management. 
· Report writing practice.
· Feedback on my assignments and reports.
	· Assessment results/grades
· Feedback on reports
	End of the course year.

	To be able to improve the business I work for by implementing six sigma and other various skills I will learn thought-out my course.






	· To increase my understanding and knowledge of business improvements including six sigma with the aim to implement it in my work.
	· Lectures on Six sigma
· Research on business improvements and six sigma
· Assignments on business and six sigma to ensure I have the full understanding of it all.
	· Assessment results/grades
· Feedback on reports
	End of the degree
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Product: FSG Foil Project

Process: Foil Refurbishment 

Problem: Rework going undetected and lost hours

Originator:Sebastian Parry

Definitions and Acronyms:

SEV:  Severity or how severe is the effect on the customer?  (5 = Most Severe, 1 = Least Severe)

OCC:  The Probability of Occurrence or how often does the cause or failure mode occur?  (5 = Highest Occurrence, 1 = Lowest Occurrence)

DET:  Detectability or how well can you detect the cause or failure mode using the current controls?  (5 = Most Difficult to Detect, 1 = Easily Detected)

RPN:  Risk Priority Number or what is the measure of process risk related to the effects, causes & controls?  (RPN = SEV. x OCC. x DET.)

FMEA Procedure:

1.  Determine and list the process steps in column one.

2.  For each process step, determine the potential failure modes, and list in column 2.

3.  For each process step, determine the potential failure effects, and list in column 3.

4.  In column 4, determine and list the severity ranking for the effect with respect to the customer (5=most severe, 1=least severe).

5.  Determine the root causes for process failure.

6.  Determine the probability of occurrence with 5 indicating a high occurrence and 1 low occurrence.

7.  State the process controls to detect and/or prevent this anomaly.

8.  Measure of difficulty in detecting the problem with present controls.

9.  Risk Priority Number (RPN) automatic calculation.  RPN = SEV x OCC x DET.

10.  Develop the action plan for reducing the OCC of the root cause, or improving DET.

11.  Establish a date/s for elements of the action plan and appoint a plan leader.

12.  pSEV

13.  pOCC

14.  pDET

15.  Automatic summation of RPN from columns 12,13,14.
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Process Step (What is 

the process 

step/input?)

Potential Failure Mode  

(What can go wrong 

with the process 

step/input?)

Potential              Failure 

Effects                      

(What is the impact on 

the customer (output 

variables)  or internal 

requirements?)

S

E

V

Potential Causes                 

(What are the root cause 

reasons for the process 

step/input to go wrong?)

O

C

C

Present Controls                  (What 

are the existing controls that 

prevent or detect either the 

cause or the failure mode prior to 

leaving the process step?)

D

E

T

R

P

N

Action Plan (What are the 

actions for reducing the OCC. 

of the cause or improving 

DET.?)

 Action Date (What is the 

target completion date and 

who is responsible?)

p

S

E

V

p

O

C

C

p

D

E

T

p

R

P

N

Foil tool Refurb

Strip The Tool No foil for tool Unable to trial tool 3 sales not requesting foil 3 none 5 45

Tool doesn’t come out of the 

stores until foil comes in

Sales Team 2 2 2 8

3 customer not suppling foil 3 none 5 45

Tool doesn’t come out of the 

stores until foil comes in

Sales Team 0 0 1 0

3 transport inadequate 3 none 5 45

Tool doesn’t come out of the 

stores until foil comes in

Sales Team 0 0 1 0

Air Fittings  Unable to trial tool 3 non standard air fitting used 1 none 1 3 tick box on strip report 0

No paper work to book 

on

no one knows what tool to 

book/work on

1

tool delivered before planning 

issue tickets

5 none 1 5

Tool doesn’t come out of the 

stores until foil comes in

Planning 1 3 1 3

0 0

Refurbish Components 0 0

Parts not cut to Data re work required 5 no checks after cutting 5 None 3 75 Add 1st off checks Steve Cope/Planning 5 1 3 15

multiple trials in the 

press

5 no checks after cutting 5 None 3 75 Add 1st off checks Steve Cope/Planning 5 1 3 15

difficult to diagnose 

other issues

5 no checks after cutting 5 None 3 75 Add 1st off checks Steve Cope/Planning 5 1 3 15

doesn't match with 

other components

5

not overlaying mating parts on 

computer

5 none 4 100 Add 1st off checks Steve Cope/Design 5 1 3 15

0 0

Incorrect milling of curl re work required 5

no checks after grinding prior to 

polishing

5 None 3 75 Add 1st off checks Steve Cope/Planning 5 1 3 15

multiple trials in the 

press

5

no checks after grinding prior to 

polishing

5 None 3 75 Add 1st off checks Steve Cope/Planning 5 1 3 15

difficult to diagnose 

other issues

5

no checks after grinding prior to 

polishing

5 None 3 75 Add 1st off checks Steve Cope/Planning 5 1 3 15

wasted time polishing 5

no checks after grinding prior to 

polishing

5 None 4 100 Add 1st off checks Steve Cope/Planning 5 1 3 15

doesn't match with 

other components

5

not overlaying mating parts on 

computer

5 none 4 100 Add 1st off checks Steve Cope/Design 5 1 3 15

0 0

Incorrect milling of 

female former

re work required 5

no checks after grinding prior to 

polishing

5 None 5 125 Add 1st off checks Steve Cope/Planning 5 1 3 15

multiple trials in the 

press

5

no checks after grinding prior to 

polishing

5 None 5 125 Add 1st off checks Steve Cope/Planning 5 1 3 15

difficult to diagnose 

other issues

5

no checks after grinding prior to 

polishing

5 None 5 125 Add 1st off checks Steve Cope/Planning 5 1 3 15

wasted time polishing 5

no checks after grinding prior to 

polishing

5 None 5 125 Add 1st off checks Steve Cope/Planning 5 1 3 15

doesn’t match with 

other components

5

not overlaying mating parts on 

computer

5 none 5 125 Add 1st off checks Steve Cope/Design 5 1 3 15

0 0

Incorrect grinding of 

levels

re work required 5

operator not understanding 

levels

4 None 2 40 issue a foil tool standard  Steve Cope/Luke Parry 5 1 2 10

re polish required 5

operator not understanding 

levels

3 None 2 30 issue a foil tool standard  Steve Cope/Luke Parry 5 1 2 10

re cutting required 5

operator not understanding 

levels

2 None 2 20 issue a foil tool standard  Steve Cope/Luke Parry 5 1 2 10

missed build date 5

operator not understanding 

levels

4 None 2 40 issue a foil tool standard  Steve Cope/Luke Parry 5 1 2 10

0 0

Track not being cut flat re work required 5

operator not checking after re 

cut

4 None 3 60 Add 1st off checks Steve Cope/Planning 5 1 3 15

re polish required 5

operator not checking after re 

cut

3 None 3 45 Add 1st off checks Steve Cope/Planning 5 1 3 15

re cutting required 5

operator not checking after re 

cut

5 None 3 75 Add 1st off checks Steve Cope/Planning 5 1 3 15

missed build date 5

operator not checking after re 

cut

4 None 3 60 Add 1st off checks Steve Cope/Planning 5 1 3 15

Assembling Tool 0 0

Fitting components that 

are incorrect

Tool fails in the press 0 0

0 0

Incorrect assembly of 

ejector

Re Build Tooling 4

Tool maker not understanding 

procedures

3 None 1 12 Issue Foil Check list Luke Parry 4 1 1 4
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Process Step (What is 

the process 

step/input?)

Potential Failure Mode  

(What can go wrong 

with the process 

step/input?)

Potential              Failure 

Effects                      

(What is the impact on 

the customer (output 

variables)  or internal 

requirements?)

S

E

V

Potential Causes                 

(What are the root cause 

reasons for the process 

step/input to go wrong?)

O

C

C

Present Controls                  (What 

are the existing controls that 

prevent or detect either the 

cause or the failure mode prior to 

leaving the process step?)

D

E

T

R

P

N

Action Plan (What are the 

actions for reducing the OCC. 

of the cause or improving 

DET.?)

 Action Date (What is the 

target completion date and 

who is responsible?)

p

S

E

V

p

O

C

C

p

D

E

T

p

R

P

N

Foil tool Refurb 0 2 2 2 8

Strip The Tool No foil for tool Unable to trial tool 3 sales not requesting foil 1

Luke to liaise direct with 

customer

1 3

Luke to set tools up prior to 

arrival

Luke Parry 0 0 1 0

3 customer not suppling foil 1

Luke to liaise direct with 

customer

1 3

Luke to set tools up prior to 

arrival

Luke Parry 0 0 1 0

3 transport inadequate 1 Luke to liaise direct with logistics 1 3

Luke to set tools up prior to 

arrival

Luke Parry

Air Fittings  Unable to trial tool 3 non standard air fitting used 1 all size air fittings are stored 1 3 tick box on strip report 0

No paper work to book 

on

no one knows what tool to 

book/work on

1

tool delivered before planning 

issue tickets

2

pending order sent in prior to 

tool arrival

1 2

Tool don’t come out of the 

stores with out tickets

Luke Parry 1 3 1 3

0 0

Refurbish Components 0 0

Parts not cut to Data re work required 5

Checks not being interpreted 

correctly

2

QA op added to every hard 

milling op (foil related)

2 20

training to understand what is 

acceptable

Luke Parry/ Rob Williams 3 1 3 9

multiple trials in the 

press

5 no checks after cutting 2

QA op added to every hard 

milling op (foil related)

2 20 Add 1st off checks Luke Parry/ Rob Williams 3 1 3 9

difficult to diagnose 

other issues

5 no checks after cutting 2

QA op added to every hard 

milling op (foil related)

2 20 Add 1st off checks Luke Parry/ Rob Williams 3 1 3 9

doesn't match with 

other components

5

not overlaying mating parts on 

computer

2

QA op added to every hard 

milling op (foil related)

2 20 Add 1st off checks Luke Parry/ Rob Williams 3 1 3 9

0 0

Incorrect milling of curl re work required 5

Checks not being interpreted 

correctly

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

multiple trials in the 

press

5

no checks after grinding prior to 

polishing

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

difficult to diagnose 

other issues

5

no checks after grinding prior to 

polishing

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

wasted time polishing 5

Checks not being interpreted 

correctly

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

doesn't match with 

other components

5

not overlaying mating parts on 

computer

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

0 0

Incorrect milling of 

female former

re work required 5

no checks after grinding prior to 

polishing

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

multiple trials in the 

press

5

no checks after grinding prior to 

polishing

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

difficult to diagnose 

other issues

5

no checks after grinding prior to 

polishing

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

wasted time polishing 5

no checks after grinding prior to 

polishing

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

doesn’t match with 

other components

5

not overlaying mating parts on 

computer

2

QA op added to every hard 

milling op (foil related)

2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

0 0

Incorrect grinding of 

levels

re work required 5

operator not understanding 

levels

2 issue a foil tool standard  2 20 None Required at present

Luke Parry/ Rob 

Williams/Simon Elliot

5 1 2 10

re polish required 5

operator not understanding 

levels

2 issue a foil tool standard  2 20 None Required at present

Luke Parry/ Rob 

Williams/Simon Elliot

5 1 2 10

re cutting required 5

operator not understanding 

levels

2 issue a foil tool standard  2 20 None Required at present

Luke Parry/ Rob 

Williams/Simon Elliot

5 1 2 10

missed build date 5

operator not understanding 

levels

2 issue a foil tool standard  2 20 None Required at present

Luke Parry/ Rob 

Williams/Simon Elliot

5 1 2 10

0 0

Track not being cut flat re work required 5

operator not checking after re 

cut

2 Team Leader to check part 2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

re polish required 5

operator not checking after re 

cut

2 Team Leader to check part 2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

re cutting required 5

operator not checking after re 

cut

2 Team Leader to check part 2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

missed build date 5

operator not checking after re 

cut

2 Team Leader to check part 2 20 None Required at present Luke Parry/ Rob Williams 5 1 3 15

Assembling Tool 0 0

Fitting components that 

are incorrect

Tool fails in the press inadequate training 1 team leader guidance 2 0 0

0 0

Incorrect assembly of 

ejector

Re Build Tooling 4

Tool maker not understanding 

procedures

2 air test prior to tool trial 1 8

issues found prior to trial due 

to bench checks

Luke Parry/Jack Taylor/Scott 

Taylor/Josh Jones

4 1 1 4
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GOOD STANDARD OF CURLING
PROFILE CLEANED UP
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Ironing out the wrinkles
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BEFORE TRAINING

Introduction

| have taken on the challenge of
“ironing” out the wrinkles of foil
tooling at FSG.

| have been running a project to
eliminate issues that occur on a daily
basis when refurbishing foil tooling. |
am facing this challenge with an
open mind and | hope to make the
process easier for the future.

During this project | created an
FMEA (spreadsheet) and have
documented issues with the current
process from start to finish.

Foil @ FSG

Through my project at FSG | have
highlighted key findings that | believe
to be ongoing problems.

These include;
1. Tools arriving with no foil

2. Beads being cut incorrectly with
no scan

3. Curls being cut incorrectly with no
scan

4. Top formers being cut incorrectly
with no scan

5. Fitting incorrect components to
tool on build up (no scan)

6. Ejection cylinder built incorrectly
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Graph shows the issues recorded on the

FMEA at the start of the project, prior to
releasing scan image guidance. Graph
taken from Sebastian Parry FSG project

AFTER TRAINING
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Graph shows the RPN recorded on the
FMEA at the end of the project, after

scan image guidance was given. Graph
taken from Sebastian Parry FSG project

Photo taken from FSG website
Itps: /i fsgroolanddie.co.uklpress-tool-design-manufacture foil-packaging
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Success!

POOR STANDARD OF CURLING
PROFILE NOT CLEANED UP
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Scan image taken from Sebastian Parry FSG project
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GOOD STANDARD OF CURLING
PROFILE CLEANED UP
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Scan image taken from Sebastian Parry FSG project
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Summary of Key Findings:

After QA scan training was
provided there has been a
significant drop in the RPN

by around 80%

By giving relevant training
and guidance we can see
massive improvements. |
hope you have all seen the
benefits.

I hope you can help us on
our continuous
improvement drive.
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