Component 12 /Unit 2
Self-Assessment Key
1. The following is a basic principle of the science of safety
a. The system is perfectly designed to deliver the results it gets.

b. Workers are largely to blame when mistakes happen.
c. The principles of safe design only refer to technical work.
d. Providers should assume things will go right rather than wrong.

Answer: A – The system is perfectly designed to deliver the results it gets.

Every system is perfectly designed to achieve the results it gets.  Common misunderstandings related to the science of safety are that workers are to blame, that safe design pertains only to the technical work, and that we can’t plan for the things that might go wrong. 
Objective: Describe the ways that every system is designed to achieve the results it gets.

2. The premise behind the Swiss Cheese Model is that
a. Opportunities for improvement are everywhere
b. There are “holes,”  vulnerabilities, or hazards in the health care environment that have an impact on medical error
c. Problems are usually the result of people who don’t know what they are doing
d. Hazards are fairly static; one need only look hard to find them
Answer: B – There are “holes,” vulnerabilities, or hazards in the health care environment that have an impact on medical error. 

In James Reason’s Swiss Cheese Model, the holes represent vulnerabilities or hazards in our work environment. The hazards are dynamic and can change location over time.  When all the holes align, errors can occur. 

Objective: Describe the ways that every system is designed to achieve the results it gets

3. One of the following is not a system factor that has an impact on patient safety
a. Patient characteristics
b. Time factors

c. Team factors
d. Provider skill

Answer: B – Time factors

The patient characteristics, the skill of the provider, team factors, and work environmental are system factors that can have an impact of safety.  While time can create pressure in the execution of a task, systems’ thinking is about viewing the inter-relatedness of the parts and how they work together to prevent failures or errors.  
Objective: Describe the ways that every system is designed to achieve the results it gets

4. The following is not a principle of safe design
a. Standardize
b. Create independent checks
c. Add steps

d. Simplify

Answer: C- Add steps

Principles of safe design include standardizing processes and creating independent checks.  These principles enhance safety by simplifying and eliminating unnecessary steps and reducing the potential for hazards or errors. 
Objective: Apply basic principles of safe design.

5. An example of an independent check is

a. Car alarm sounds when passenger fails to put on seatbelt

b. Reading an instruction manual

c. Taking a test

d. Checking battery life
Answer: A – Car alarm sounds when passenger fails to put on seatbelt

A car alarm that signals when a passenger fails to put on their seatbelt is an example of an independent check.  It is an active alarm that reminds the user to complete a planned task when the user fails to remember to do so on their own.  

Objective: Apply basic principles of safe design.

6. Health care work should primarily be geared around
a. Information technology
b. Clinicians
c. Patients

d. Regulators
Answer: C – Patients

The tasks and work of health care should be organized with the patient in mind.  The patient and their safety should take precedence over the functionality of the technology, the needs of the clinicians, or the desires of the regulators. 
Objective: Apply basic principles of safe design.

7. An example of an independent check is:
a. Playing “man-down”

b. Limiting the number of choices of drugs in a drop-down list

c. Requiring two signatures on high alert medications

d. Developing protocols on how to document in electronic records
Answer: C – Requiring two signatures on high alert medications

An independent check is a back-up procedure that is designed to ensure safety. Requiring two nurses to independently check right drug, right dose, right route, right time, and right patient before high alert medications are administered provides an extra measure of safety. 
Objective: Apply basic principles of safe design.

8. An example of standardization is:
a. Verbal read-backs

b. Requiring two signatures on high alert medications

c. Using a checklist before doing a procedure

d. Eliminating extraneous steps

Answer: C – Using a checklist before doing a procedure

Standardizing care whenever possible is a key principle of safe design. An effective tool to promoting standardization is a checklist that lists all required best practices as a reminder to ensure that optimal conditions are present before doing potentially risky interventions. Verbal read backs and two signature requirements are examples of independent double checks. Eliminating extra steps is the third key principle of safe design.

Objective: Apply basic principles of safe design.

9. The following indicate system factors that have an impact on patient safety:

a. Patient and provider characteristics 

b. Task characteristics and the work environment
c. Institutional factors

d. All of the above

Answer: D - All of the above. There are a wide variety of system factors that have an impact on patient safety. These include: patient characteristics, task factors, individual provider characteristics, team factors, the work environment, departmental, hospital, and institutional factors.
Objective: Apply basic principles of safe design.

10. HIT teams make wise decisions

a. When there is a strong, knowledgeable leader who can make decisions for them

b. When there is diverse and independent input. 
c. When all members of the team think alike

d. When there is no opposition to the prevailing viewpoint.
Answer: B – When there is diverse and independent input.

Teams make wise decisions with diverse and independent input. Diversity increases the number of lenses through which the team can view a problem. The more input you get from consumers, from patients, from parents, from colleagues, the wiser a decision you’re going to make when designing and implementing HIT. 
Objective: Explain the ways that teams make wise decisions with diverse and independent input.
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