Component 15/Unit 10: Designing for Safety

Quiz with Answer Key

1.  Which of the following best describes “retrospective incident analysis”?  (multiple choice)

a. It is used to analyze incident history to determine factors leading to adverse conditions

b. It is only applicable to near-misses

c. It shows that once a near-miss or adverse has occurred there is no possibility of recovery

d. It is used to analyze and identify opportunities and mechanisms for recovery from errors

e. It pertains to planned recovery opportunities
Answer: D

Objective 10.1: Define “workflow analysis” and methods for examining and addressing human errors, Slide 13a.
2.  Resilience engineering involves which of the following tasks? (multiple choice)

a. Assessing organizational risk and holes in decision making

b. Assessing technical hazards

c. Balancing production and protection

d. Open reporting

e. All of the above
Answer: E

Objective 10.0: Define “workflow analysis” and methods for examining and addressing human errors, Slide 2b.
3.  Sittig’s (2008) case study of a hospital that had recently implemented Computerized Provider Order Entry (CPOE) described several workflow problems that led to increased mortality. List five (5) potential adverse consequences of CPOE implementation.
Acceptable answers:
Order entry was not allowed until the patient was physically present and entered into the system, leading to delays in treatment

All medications were centrally located in the pharmacy, meaning that they were not conveniently available in emergency settings (e.g., ICUs)

Nurses were required to activate all drug orders, meaning they spent more time at computers and less time at patients’ bedsides

Order entry and activation through computers has reduced face-to-face doctor-nurse communication

One doctor was required to stay at the computer system to enter orders within the first hour if the patient was in extremis

Entering orders required more time per order on the computer than on a written order

Computer issues (e.g., internet connection) created additional delays between each click
Objective 10.3: Identify common sources of error documented in research studies in medicine, Slide 5a.
4.  Which of the following is one of the potential causes of increased mortality described in the Sittig (2008) pediatrics case study? (multiple choice)

a. Order entry was not functioning

b. Overly rapid rollout to the entire hospital

c. Dispersed location of medications

d. More face-to-face communication

e. Specialized dosing is required in pediatrics

Answer: B

Objective 10.3: Identify common sources of error documented in research studies in medicine, Slide 6a.
5.  Which of the following are examples of unintended consequences of CPOE? (multiple choice)

i. Less work for clinicians and smoother workflow

ii. Reduction of the total number of errors

iii. Changes in the power structure

iv. Generation of new kinds of errors

A. i and ii

B. i, ii, and iii

C. ii, iii, and iv

D. iii and iv
Answer: D

Objective 10.3: Identify common sources of error documented in research studies in medicine, Slide 5a.
6.  There are 2 main ways in which errors can be viewed: 1) the person approach (also known as the “perfectibility” model), and 2) and the systems approach. For each approach, complete the following sentences by filling in the blank.

The goal of the person approach is to ______________________________________.

The goal of the systems approach is to _____________________________________.

In the person approach, errors can be avoided by ____________________________.

In the systems approach, errors can be avoided by ___________________________.

In the person approach, errors are blamed on _______________________________.

In the systems approach, errors are blamed on ______________________________. 
Acceptable Answers:
The goal of the person approach is to be perfect.

The goal of the systems approach is to anticipate and avoid errors.

In the person approach, errors can be avoided by clinicians who receive training and work hard.

In the systems approach, errors can be avoided by building a resilient system that detects and recovers from error.

In the person approach, errors are blamed on a single source (e.g., the clinician).

In the systems approach, errors are blamed on multiple sources (e.g., the work environment). 
Objective 10.3: Identify common sources of error documented in research studies in medicine, Slide 9a.
7.  Use of checklists has demonstrated which of these to be true? (multiple choice)

a. Reductions in mortality can be accomplished by incorporating them into clinical procedures

b. Extensive training and expertise by themselves do not guarantee maximal safety

c. It is important to have people follow the hierarchy and not question the doctor’s actions

d. A and b

e. A, b, and c
Answer: D

Objective 10.3: Identify common sources of error documented in research studies in medicine, Slide 23.
8.  From the top, Zhang’s taxonomy of medical errors categorizes human errors as which of the following?  (multiple choice)

a. Slips and mistakes, each divided into evaluation and execution

b. Goal, intention, action specification, and execution slips

c. Goal, intention, action specification, and execution mistakes

d. Large errors and small errors

e. Action errors and interpretation errors

Answer: A

Objective 10.4: Apply the cognitive taxonomy of errors, Slide 21.
9.  A clinician sets a dial between two numbers, failing to realize that the scale is discrete rather than continuous. What kind of error is this? (multiple choice)

a. An execution slip, of action specification type

b. An execution mistake, of intention type

c. An evaluation mistake, of perception type

d. An evaluation mistake, of action evaluation type

e. None of the above
Answer: B

Objective 10.4: Apply the cognitive taxonomy of errors, Slide 30.
10.  Essential features of competent medication safety must include which of the following? (multiple choice)

a. The five ‘rights’ – right drug, right dose, right route, right administration, etc.

b. Even distribution of medication stations throughout the hospital

c. Correct labeling and use of drug names familiar and intelligible to those ordering

d. A, b, and c 

e. A and c

Answer: E

Objective 10.5: Apply principles underlying the design of healthcare systems for safety, Slide 5c.
11.  Important safety considerations in designing order sets include which of the following?  (multiple choice)

a. Trying them out before committee discussion on standardization

b. Having all the members of the committee be from the same or similar disciplines

c. Retaining all the sets created

d. Having a means for the author to explain his/her intent

e. Recognizing that once created they will not need to change very much
Answer: D

Objective 10.5: Apply principles underlying the design of healthcare systems for safety, Slide 14a.
12.  An important philosophical consideration in trying to reduce errors is: (multiple choice)

a. Increasing individuals’ expert knowledge and training so that they can have perfect performance

b. Creating a system which can promote identification and recovery from situations leading to errors

c. Identifying who is responsible so that they can be made accountable

d. Isolating the step immediately before the error occurred

e. All of the above
Answer: B 

Objective 10.5: Apply principles underlying the design of healthcare systems for safety, Slide 13a.
13.  Which of the following is NOT an example of a method of designing a safe system? (multiple choice)

a. Incorporating typical users early in the process

b. Conducting formative evaluations with realistic scenarios

c. Using specific and meaningful performance measures

d. Conducting qualitative surveys to see whether clinicians like the aesthetics 

Answer: D

Objective 10.5: Apply principles underlying the design of healthcare systems for safety, Slide 17c.
14.  A clinician is faced with the task of making a high-risk drug order. Which of the following design features would NOT help the clinician make the choice safely? (multiple choice)

a. Alternate drug choices are grayed out or excluded after the choice is made

b. Default drug choices are pre-selected to minimize work involved

c. Only drugs that are appropriate for the patient’s sex are allowed

d. Only drugs that the patient is not allergic to are allowed
Answer: B

Objective 10.5: Apply principles underlying the design of healthcare systems for safety, Slide 26a.
15.  List seven (7) of Michael Shabot’s “Ten Commandments for Clinical Information Systems (CIS).”

Acceptable Answers:

Speed is everything.

Realize that doctors won't wait for the computer's pearls.

Deliver “just-in-time” information.

Fit into the user's workflow.

Respect physicians' sense of autonomy.

Monitor implementation in real time and respond “right now.”

Beware of unintended consequences.

Be wary of uncovering long-standing process flaws.

Don't disrupt “magic nursing glue.”

Objective 10.5: Apply principles underlying the design of healthcare systems for safety, Slide 28a.
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