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1) Which one answer is a TRUE statement about the scope (epidemiology) of safety events in hospitals:

a. Most studies find about the same rate of injuries and close calls

b. Medical record review is a reliable measure of injuries

c. There is universal agreement on the definition of error, safety event, and close call

d. There are different incidence and prevalence rates, depending on the research technique

2) Which strategy seems to work to improve safety in healthcare and other settings?

a. Investigations of rare events where the patient died

b. Assigning the safety responsibility to one or two people to work on full time

c. A broad education and change management strategy to develop habits of a high reliability organization

d. Developing retraining sessions for those few people who make errors

3) Which of the following is a FALSE statement about close calls?

a. Close calls occur at a much higher rate than actual safety events with harm to the patient

b. You can often learn as much about vulnerabilities and hazards from close calls as you can about safety events with harm

c. Despite best efforts, almost no one reports close calls in healthcare or other hazardous settings

d. Close calls are often called “near misses”

4) Which of the following patient safety activities are likely occurring at your hospital on a regular basis due to hospital policy or Joint Commission requirements?

a. Root cause analysis (RCA)

b. Usability testing of all major items procured and used in high risk areas of the hospital

c. Weekly education and training sessions about adverse event rates

d. Failure Mode and Effect Analysis (FMEA)

e. Answers a. and d.

Answers:  1.d., 2.c., 3.c., 4.e.
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