CITATION REPORT
List of articles citing

Source: https://exaly.com/paper-pdf/22023382/citation-report.pdf
Version: 2024-04-23

This report has been generated based on the citations recorded by exaly.com for the above article. For
the latest version of this publication list, visit the link given above.

The third column is the impact factor (IF) of the journal, and the fourth column is the number of

citations of the article.




CITATION REPORT

# Paper IF Citations

References. 357-376

2317 latrogenic risks and maternal health: Issues and outcomes. 2014, 30, 111-5 3

Relation between malpractice claims and adverse events due to negligence. Results of the Harvard
Medical Practice Study lll. New England Journal of Medicine, 1991, 325, 245-51

2315 Medical Malpractice: An Empirical Examination of the Litigation Process. 1991, 22, 199 77

The nature of adverse events in hospitalized patients. Results of the Harvard Medical Practice
Study Il. New England Journal of Medicine, 1991, 324, 377-84

2313 Canadian medical malpractice liability: an empirical analysis of recent trends. 1991, 10, 143-68 9

The nation’s medical curriculum in transition: progression or retrogression? Reactions to the Robert
Wood Johnson Foundation Commission on Medical Education. 1991, 22, 1183-6

2311 Fluoroquinolone antimicrobial agents. New England Journal of Medicine, 1991, 324, 384-94 59.2 471

Preventive care guidelines. 1991, 115, 406-7

2309 Theophylline or physician toxicity?. 1991, 115, 407-8

Reviews of books and studies. 1991, 2, 229-232

2307 Diuretic resistance versus adaptation. 1991, 115, 408-9

Lawyer’s advice. 1991, 115, 409-10

2305 A Review of Ginzberg's The Medical Triangle. 1991, 10, 105-106

Red man syndrome after oral vancomycin. 1991, 115, 410-1

2303 Disopyramide and inducible arrhythmias. 1991, 115, 409

"Misconceptions" about AIDS. 1991, 115, 411




(1992-1991)

o1 Moving from "small qa" to "large qa". An outcomes framework for improving quality management.
2301 1991, 14, 138-60 4

Can an external quality review system avoid the inspection model?. 1991, 17, 315-9

2299 Hepatitis C from a needlestick injury. 1991, 115, 411 36

Aresponse to Gostin, "The HIV-infected health care professional: public policy, discrimination, and
patient safety". 1991, 19, 134-9

2297 Drawing the Line: Life, Death, and Ethical Choices in an American Hospital. 1991, 266, 1141

Can Practice Guidelines Reduce the Number and Costs of Malpractice Claims?. 1991, 266, 2856

2295 Incidence and Characteristics of Preventable latrogenic Cardiac Arrests. 1991, 265, 2815 78

Cost effectiveness of child health programs. New England Journal of Medicine, 1991, 325, 210-1

2293 Preventing medication prescribing errors. 1991, 25, 1388-94 8

Hospital Characteristics Associated With Adverse Events and Substandard Care. 1991, 265, 3265

2291 Trials of an Expert Witness: Tales of Clinical Neurology and the Law. 1991, 266, 1142

A Critique of the Use of Generic Screening in Quality Assessment. 1991, 265, 1977

2289 The risk of transfusion-transmitted infection. New England Journal of Medicine, 1992, 327, 419-21 59.2 355

Proposal for Medical Liability Reform. 1992, 267, 2355

Measuring and managing quality of surgery. Statistical vs incidental approaches. 1992, 127, 733-7;

2287 discussion 738 47

Quality in Health Care. 1992, 268, 407

2285 The U.S. medical liability system: conceptual model and proposals for reform. 1992, 49, 399-434 1

The Reliability of Peer Assessments of Quality of Care. 1992, 267, 958




CITATION REPORT

2283 Watching the Doctor-Watchers. 1992, 267, 2349 69

latrogenic Complications in High-Risk, Elderly Patients. 1992, 152, 2074

Gatekeeping revisited--protecting patients from overtreatment. New England Journal of Medicine,

2281 1993,327, 424-9 592 246

The risk of stroke after thrombolytic therapy. New England Journal of Medicine, 1992, 327, 1532

Advancing the epidemiology of injury and methods of quality control: ACEs as an outcomes-based
2279 system for quality improvement. 1992, 18, 201-9 4

A method for screening the quality of hospital care using administrative data: preliminary
validation results. 1992, 18, 361-71

2277 Systems versus performance problems: a peer review organization’s perspective. 1992, 18, 172-7 4

Subcutaneous low-molecular-weight heparin compared with continuous intravenous heparin in the 5
treatment of proximal-vein thrombosis. New England Journal of Medicine, 1992, 326, 975-82 59-

2275 Use of generic quality improvement chart review to recognize nosocomial infection. 1992, 20, 310-4 1

Case 3--1992. General anesthesia complicated by unexpected hypertension and tachycardia. 1992,
6, 360-5

2273 Indices for monitoring hospital outcomes in developed countries. 1992, 21, 1-15 19

[Transfusion security and morbidity in France]. 1992, 35, 125-40

2271 Uses and misuses of oxygen in hospitalized patients. 1992, 92, 591-5 40

Limited adverse occurrence screening: A medical quality control system for medium sized hospitals.
1992, 156, 449-452

2269 Crisis management: The medical director’s response. 1992, 1, 155-161 1

Quality of emergency room triage of medical inpatients to an acute care clinic or chronic health
care facilities. 1992, 7, 321-7

2267 Tort reform: treating the symptoms, not the disease?. 1993, 13, 21-5

Auditing drug therapy by peer review [lthe German experience. 1993, 2, 195-200




(1993-1993])

2265 Incidence and preventability of adverse drug events in hospitalized adults. 1993, 8, 289-94 280

Adverse drug effects: the harder we look, the more we find. 1993, 8, 342-3

2263 Reflections. 1993, 8, 343-343

How urgent is medical care cost containment?. 1993, 5, 93-106

A surgeon with acquired immunodeficiency syndrome: a threat to patient safety? The case of

2261 William H. Behringer. 1993, 94, 93-9

Prevention and management of the adverse effects associated with immunosuppressive therapy.
1993, 9, 104-31

2259 Application of qui tam to the quality of health care. 1993, 14, 301-17 3

Quality assurance in maternity care. 1993, 101, 193-205

Prospective surveillance of imipenem/cilastatin use and associated seizures using a hospital

2257 information system. 1993, 27, 497-501 63

Evolution of a quality-based compensation model: the third generation. 1993, 8, 103-10

2255 Do the Poor Sue More?. 1993, 270, 1697 63

New Do-Not-Resuscitate Policies. 1993, 153, 1641

2253 Preventing medical injury. 1993, 19, 144-9 22

Cascade or facade: focusing or obfuscating the pathogenesis of iatrogenesis?. 1993, 19, 196-8

2251 A quality-of-care analysis of cascade iatrogenesis in frail elderly hospital patients. 1993, 19, 199-205 14

Developing and evaluating performance measures for ambulatory care quality: a preliminary report
of the DEMPAQ project. 1993, 19, 552-65

2249 Primary care, quality improvement, and health systems change. 1993, 8, 37-44 5

Pharmacy-based therapeutic drug monitoring. 1993, NS33, 57-64; quiz 65-6




CITATION REPORT

2247 Current and Emerging Legal Issues in Critical Care. 1993, 9, 465-476 2

Physician reporting compared with medical-record review to identify adverse medical events. 1993,
119, 370-6

2245 Screening for renovascular hypertension. 1993, 118, 905; author reply 906 1

Color Doppler ultrasound and deep venous thrombosis. 1993, 118, 906-7

2243 Druginteraction of terfenadine and carbamazepine. 1993, 118, 907-8 7

The medical malpractice system. 1993, 118, 908; author reply 909

2241 More on medical malpractice. 1993, 118, 909-10

Color Doppler Ultrasound and Deep Venous Thrombosis. 1993, 118, 906

2239 The medical malpractice system. 1993, 118, 908-9

Towards a Solution to the Malpractice Problem. 1994, 3, 173-192

2237 Characteristics of potential plaintiffs in malpractice litigation. 1994, 120, 792-8 59

Error in Medicine. 1994, 272, 1851

2235 The Doctor-Patient Relationship and Malpractice. 1994, 154, 1365 404

Physician-Patient Communication. 1994, 272, 1619

2233 Indicators of quality medical care for the terminally ill in nursing homes. 1994, 42, 853-60 50

Risk management at the margins: less-familiar topics in psychiatric malpractice. 1994, 2, 214-21

2231 A Random-Effects Probit Model for Predicting Medical Malpractice Claims. 1994, 89, 760-767 36

The reliability of peer assessments. A meta-analysis. 1994, 17, 3-21




(1995-1994)

2229 The malpractice mess. New England Journal of Medicine, 1994, 330, 1236; author reply 1237 592 2

Quality of care problems among Medicare and Medicaid patients. 1994, 19, 307-18

2227 11 years of million-dollar medical malpractice claims in Ohio. 1994, 14, 17-25 1

The Quest for Recompense: Claimants’ Experience of Medical Negligence Compensation in Victoria,
Australia*. 1994, 16, 209-234

2225 Overview: diagnostic tests for viral infections transmitted by blood. 1994, 21, 407-17 5

["Primum non nocere". Prospective study of 115 cases of iatrogenic diseases collected over one
year in 106 patients]. 1994, 15, 720-6

Guidelines for sedation by nonanesthesiologists during diagnostic and therapeutic procedures. The
2223 Risk Management Committee of the Department of Anaesthesia of Harvard Medical School. 1994, 84
6, 265-76

Distinguishing between the fit and frail elderly, and optimising pharmacotherapy. 1994, 4, 47-55

2221 Adverse events: related to drugs or iatrogenic?. 1994, 42, 1131-3

A medical unit for the acute care of the elderly. 1994, 42, 545-52

Reducing hospital costs for the geriatric patient admitted from the emergency department: a

2219 randomized trial. 1994, 42, 1045-9 49

Morbidity and mortality in pediatric anesthesia. 1994, 41, 239-56

Deming meets Braverman: toward a progressive analysis of the continuous quality improvement

paradigm. 1994, 24, 655-73 1

Does housestaff discontinuity of care increase the risk for preventable adverse events?. 1994, 121, 866-72

Are percutaneous transluminal coronary angioplasty and coronary artery bypass grafting safe

2215 enough?. 1994, 6, 39-45

Potential identifiability and preventability of adverse events using information systems. 1994, 1, 404-11

2213 Changing Medical Practice and Medical Malpractice Claims. 1995, 42, 38-55 11

Designing Surveillance for Noninfectious Outcomes of Medical Care. 1995, 16, 419-426




CITATION REPORT

2211 Long term clinical outcomes of Lyme disease. 1995, 122, 961; author reply 961-2 2

Practice policies in anesthesia: a foretaste of practice in the 21st century. 1995, 80, 388-403

2209 Practice Policies in Anesthesia. 1995, 80, 388-403 7

Outcome After Surgery: An Evolving Concept. 1995, 8, 109-128

AIDS phobia, public health warnings, and lawsuits: deterring harm or rewarding ignorance?. 1995,

2207 g5 1562-8 3

Is your environment safe?. 1995, 6, 255-259

In-hospital complications among survivors of admission for congestive heart failure, chronic

2205 obstructive pulmonary disease, or diabetes mellitus. 1995, 10, 307-14 17

Relationship between medication errors and adverse drug events. 1995, 10, 199-205

2203 Preventing adverse effects. 1995, 122, 963; author reply 964

Malpractice in Gastrointestinal Endoscopy. 1995, 5, 375-389

2201 Does Clinical Risk Management Improve the Quality of Health Care?. 1995, 1, 171-174

No-fault and enterprise liability: the view from Utah. 1995, 122, 462-3

2199 Lack of HIV transmission in a dental practice. 1995, 122, 960 3

The Quality in Australian Health Care Study. 1995, 163, 458-71

2197 Preventing adverse effects. 1995, 122, 962-3; author reply 964

Dealing with clinical complaints. 1995, 4, 135-43

2195 Medico-Legal Study of 70.000 Prescriptions written in France. 1995, 2, 349-361

Medicine, death, and the criminal law. New England Journal of Medicine, 1995, 333, 527-30




(1996-1995)

2193 Incidence of Adverse Drug Events and Potential Adverse Drug Events. 1995, 274, 29 1617

Primary care, avoidable hospitalization, and outcomes of care: a literature review and
methodological approach. 1995, 52, 88-108

2191 Clinical risk management: experiences from the United States. 1995, 4, 90-6 5

The Treatment of Proximal Vein Thrombosis with Subcutaneous Low-Mole Molecular-Weight
Heparin Compared with Continuous Intravenous Heparin. 1995, 1, 151-159

2189 No-fault compensation for medical injury: a case study. 1995, 14, 164-79 19

Understanding adverse events: human factors. 1995, 4, 80-9

2187 Adverse drug reactions: the role of the internist. 1995, 47, 261-4 1

The expert witness: real issues and suggestions. 1995, 172, 1792-7; discussion 1797-800

2185 Pharmaceutical care versus traditional drug treatment. Is there a difference?. 1995, 49, 1-10 29

Effectiveness of joint consultation sessions of general practitioners and orthopaedic surgeons for
locomotor-system disorders. 1995, 346, 990-4

2183 Does a full-time, 24-hour intensivist improve care and efficiency?. 1996, 12, 525-51 58

Relation between negligent adverse events and the outcomes of medical-malpractice litigation.
New England Journal of Medicine, 1996, 335, 1963-7

2181 Value of the hospital epidemiologist. 1996, 1, 154-159 0

Pathologie iatrog” e et malaises. 1996, 5, 571-576

2179 Extended hospital stays with increasing age: the impact of an acute geriatric unit. 1996, 164, 10-3 13

Limited adverse occurrence screening: using medical record review to reduce hospital adverse
patient events. 1996, 164, 458-61

2177 Reliability of medical audit in quality assessment of medical care. 1996, 12 Suppl 2, 85-93 3

Improving the cancer chemotherapy use process. 1996, 14, 3148-55




CITATION REPORT

2175 The Quality in Australian Health Care Study (QAHCS)--a review. 1996, 26, 94-6 2

latrogenic congestive heart failure in older adults: clinical course and prognosis. 1996, 44, 638-43

2173 Acute medical care in the home. 1996, 44, 603-5 25

Hospital admission risk profile (HARP): identifying older patients at risk for functional decline
following acute medical illness and hospitalization. 1996, 44, 251-7

2171 Improving peer review: alternatives to unstructured judgments by a single reviewer. 1996, 22, 762-9 12

Identifying adverse events caused by medical care: degree of physician agreement in a
retrospective chart review. 1996, 125, 457-64

2169 Use of morning report to enhance adverse event detection. 1996, 11, 454-60 60

Processing the tort deterrent signal: a qualitative study. 1996, 43, 1-11

2167 Complications of care in a pediatric intensive care unit: a prospective study. 1996, 22, 1098-104 63

The economic cost of the medical-legal tort system. 1996, 174, 1903-7; discussion 1907-9

2165 Pipedreams. 1996, 42, 1113-5

Postoperative complications of cholecystectomy in Victorian public hospitals. 1996, 20, 583-8

2163 Patient-Centered Medicine. 1996, 275, 1156 2

Medication Error Misadventures. 1996, 9, 167-180

2161 How Do Patients Want Physicians to Handle Mistakes?. 1996, 156, 2565 145

Professional liability of residents in a children’s hospital. 1996, 150, 87-90

2159 Clinical Crossroads: Alcoholism and HIV Infection-Reply. 1996, 275, 32

Functional Outcomes of Acute Medical Illness and Hospitalization in Older Persons. 1996, 156, 645

10



(1997-1996)

2157 Systems Analysis of Adverse Drug Events. 1996, 275, 33

The elements of medical malpractice: an overview. 1996, 23, 1152-5

2155 From fear to fraternity: Doctors’ construction of accounts of complaints. 1996, 18, 397-412 9

PSA Screening and Prostate Cancer Incidence-Reply. 1996, 275, 1155

2153 Yearbook of Intensive Care and Emergency Medicine. 1996, 1

Comparison of self-reporting of deficiencies in airway management with video analyses of actual
performance. LOTAS Group. Level One Trauma Anesthesia Simulation. 1996, 38, 623-35

A trial of increased access to primary care. New England Journal of Medicine, 1996, 335, 895; author

2151 reply 897-8 = i

Methotrexate therapy and liver disease. New England Journal of Medicine, 1996, 335, 898-9

2149 Smallpox. New England Journal of Medicine, 1996, 335, 900 59.2

More on computer-based patient records. New England Journal of Medicine, 1996, 335, 899; author
reply 899-900

2147 Eating disorders and diabetic complications. New England Journal of Medicine, 1997, 336, 1905-6 59.2 8

Prevention of primary liver cancer by immunization. New England Journal of Medicine, 1997, 336, 1906-7 59.2

; Overriding a patient’s refusal of treatment after an iatrogenic complication. New England Journal
2145 of Medicine, 1997, 336, 1908-10 592 34

Overriding a patient’s refusal of treatment after an iatrogenic complication. New England Journal
of Medicine, 1997, 337, 1477

2143 Omission-related malpractice claims and the limits of defensive medicine. 1997, 54, 456-71 15

Chart review. A need for reappraisal. 1997, 20, 146-63

2141 Clinical risk management within the NHS. 1997, 2, 88-96 3

Physicians’ experience with allegations of medical malpractice in the neonatal intensive care unit.

1997, 99, E10

11



CITATION REPORT

2139 Factors Related to Errors in Medication Prescribing. 1997, 277, 312 352

The quality of care of international medical graduates: how does it compare to that of U.S. medical
graduates?. 1997, 54, 379-413

2137 The standard of care is not so standard. 1997, 24, 254-7 4

The Costs of Adverse Drug Events in Hospitalized Patients. 1997, 277, 307

Prospective Evaluation of a Clinical Guideline Recommending Hospital Length of Stay in Upper

2135 Gastrointestinal Tract Hemorrhage. 1997, 278, 2151 86

A randomized trial of "corollary orders" to prevent errors of omission. 1997, 4, 364-75

; Systematic analysis of in-patients’ circumstances and causes of death: a tool to improve quality of
2133 care. 1997, 9, 427-33 3

Putting Adverse Drug Events Into Perspective. 1997, 277, 341

2131 Assessment of the quality of care. 1997, 10, 359-69 2

Prospective evaluation of clinical criteria to select older persons with acute medical illness for care
in a hypothetical home hospital. 1997, 45, 1066-73

2129 Distribution of orthopaedic surgeons, lawyers, and malpractice claims in New York. 1997, 256-60 9

Medical accidents in hospital care: applications of failure analysis to hospital quality appraisal. 1997
,23,567-80

2127 The Empathic Physician-Aged Patient Relationship. 1997, 17, 19-27 4

Development of a Risk Model for Adverse Drug Events in the Elderly. 1997, 13, 47-55

2125 Medication-Prescribing Errors in a Teaching Hospital. 1997, 157, 1569 128

Does admission to a medical department improve patient life expectancy?. 1997, 50, 987-95

2123 Proportion of hospital deaths associated with adverse events. 1997, 50, 1319-26 36

Diagnosis of viral infections of the central nervous system: clinical interpretation of PCR results.

1997, 349, 313-7

12



(1998-1997)

2121 An alternative strategy for studying adverse events in medical care. 1997, 349, 309-13 386

Reporting of adverse events in hospitals in Victoria, 1994-1995. 1997, 166, 460-3

2119 Are we committed to improving the safety of health care?. 1997, 166, 452-3 3

Every defect a treasure: learning from adverse events in hospitals. 1997, 166, 484-7

2117 Acetaminophen (Tylenol): Johnson & Johnson and consumer safety. 1997, 25, 49-57, 3 1

The practice of medicine as it should be practiced: Based on scientific evidence. 1997, 21, 483-485

2115 Why "do no harm"?. 1997, 18, 197-215 12

Examining Medical Decision Making from a Marketing Perspective. 1997, 8, 361-375

2113 A medication database--a tool for detecting drug interactions in hospital. 1997, 53, 13-7 33

[Temporary medicosocial admission: alternative to hospitalization of elderly persons?]. 1997, 42, 11-20

2111 To tell the truth: ethical and practical issues in disclosing medical mistakes to patients. 1997, 12, 770-5 240

Interpreting health outcomes. 1997, 3, 187-99

2109 A systems analysis approach to medical error. 1997, 3, 213-22 180

Act first and look up the law afterward?: medical malpractice and the ethics of defensive medicine.
1998, 19, 569-89

2107 ADVERSE EVENTS AFTER PROSTATECTOMY IN VICTORIAN PUBLIC HOSPITALS. 1998, 68, 830-836 5

The Quality of Surgical Care Project: a model to evaluate surgical outcomes in Western Australia
using population-based record linkage. 1998, 68, 397-403

2105 Maintaining Professional Identity: Doctors[[Responses to Complaints. 1998, 20, 802-824 40

Pathways, Pyramids and Icebergs? Mapping the Links Between Dissatisfaction and Complaints.

1998, 20, 825-847

L



2103

2101

2099

2097

2095

2093

2091

2089

2087

CITATION REPORT

How good is the quality of health care in the United States?. 1998, 76, 517-63, 509 503

Is health care ready for Six Sigma quality?. 1998, 76, 565-91, 510

Practical risk management principles for physicians. 1998, 18, 29-53 21

Does admission to a department of internal medicine improve patients’ quality of life?. 1998, 244, 397-404

Barriers to acceptance of medical error: the case for a teaching program (695). 1998, 32, 3-7 54

[Patients admitted to the intensive care unit for iatrogenic disease. Risk factors and consequences].
1998, 19, 470-8

Incidence, caract” fistiques et devenir des arr” s cardiocirculatoires avec participation iatrog” Ge " I
propos de 46 observations. 1998, 7, 537-542

ADVERSE DRUG REACTIONS. 1998, 18, 817-827

latrogenic illness. An overview with particular reference to neurologic complications. 1998, 16, 1-8 2

Factors affecting the results of surgery for chronic critical leg ischemia--a nationwide survey.
Finnvasc Study Group. 1998, 27, 940-7

Adverse drug events in hospitalized elderly. 1998, 53, M59-63 83

The urgent need to improve health care quality. Institute of Medicine National Roundtable on
Health Care Quality. 1998, 280, 1000-5

Identifying adverse drug events: development of a computer-based monitor and comparison with o
chart review and stimulated voluntary report. 1998, 5, 305-14 39

The functions and limitations of trust in the provision of medical care. 1998, 23, 661-86

Effect of computerized physician order entry and a team intervention on prevention of serious 146
medication errors. 1998, 280, 1311-6 369

A computer alert system to prevent injury from adverse drug events: development and evaluation
in @ community teaching hospital. 1998, 280, 1317-20

Acceptability to patients of a home hospital. 1998, 46, 605-9 21

Ethics and evidence based medicine. 1998, 316, 1151-3

14



(1998-1998)

The emerging convergence of the doctrine of informed consent and judicial reinterpretation of the

2085 Employee Retirement Income Security Act. 1998, 19, 377-95

Redesign for effective quality assurance: pilot program in an urban community hospital. 1998, 13, 141-6

Insurance status and the decision to seek a legal opinion for a medical malpractice claim without

2083 (arit. 1998, 76, 17-24

Medical malpractice implications of alternative medicine. 1998, 280, 1610-5

2081 Trauma emergency unit: long-term evaluation of a quality assurance programme. 1998, 7, 12-8 7

Clinical responsibility and legal liability in managed care. 1998, 46, 373-7

2079 Reordering performance measurement priorities. 1998, 17, 38-9 3

Decreasing hospitalization rates for older home care patients with symptoms of depression. 1998,
46, 31-8

2077 Understanding and preventing adverse drug events. 1998, 9, 119-28 6

The ethics of tailoring the patient’s chart. 1998, 49, 1309-12

Using a computerized sign-out program to improve continuity of inpatient care and prevent

2075 adverse events. 1998, 24, 77-87 181

Asking residents about adverse events in a computer dialogue: how accurate are they?. 1998, 24, 197-202

o Medical malpractice in twentieth century United States. The interaction of technology, law and ;
2973 culture. 1998, 14, 197-211 5

Safety and effectiveness of nurse telephone consultation in out of hours primary care: randomised
controlled trial. The South Wiltshire Out of Hours Project (SWOOP) Group. 1998, 317, 1054-9

2071 Weighing the alternatives: lessons from the paradoxes of alternative medicine. 1998, 129, 1068-70 25

Allopurinol toxicity after coronary artery bypass grafting. 1998, 9, 88-89

Albumin: don’t confuse us with the facts. Rather than fulminating, seek to answer the questions

raised. 1998, 317, 829-30 16

2069

Delirium in Hospitalized Older Patients. 1998, 14, 745-764

1y



CITATION REPORT

2067 Future Directions: Alternative Approaches to Traditional Hospital CarelBlome Hospital. 1998, 14, 851-862 3

Prevention of latrogenic Illness: Adverse Drug Reactions and Nosocomial Infections in Hospitalized
Older Adults. 1998, 14, 681-698

2065 Clinical Intervention Trials: The ACE Unit. 1998, 14, 831-850 46

Analysing potential harm in Australian general practice: an incident-monitoring study. 1998, 169, 73-6

2063 Functional Decline Associated with Hospitalization for Acute Illness. 1998, 14, 669-680 59

Handling hospital errors: is disclosure the best defense?. 1999, 131, 970-2

2061 A national database of medical error. 1999, 92, 554-5 9

How good could it get? Improving clinical practice and patient outcomes. 1999, 105, 15-8

2059 The changing role of acute-care hospitals. 1999, 170, 325-328 61

An analysis of the causes of adverse events from the Quality in Australian Health Care Study. 1999,
170, 411-5

2057 Complementary medicine: state of the evidence. 1999, 92, 170-7 30

Hospital peer review and the National Practitioner Data Bank: clinical privileges action reports.
1999, 282, 349-55

2055 Donor Reactions and Traffic Risks in Autologous Blood Predeposits. 1999, 26, 267-271 1

The human element of adverse events. 1999, 170, 404-5

2053 Recognising and preventing serious in-hospital events. 1999, 171, 8-9 10

Reducing errors in medicine. 1999, 8, 145-6

Avoiding the unintended consequences of growth in medical care: how might more be worse?.

2051 1999, 281, 446-53 6]

Patient risk factors for adverse drug events in hospitalized patients. ADE Prevention Study Group.

1999, 159, 2553-60

16



(1999-1999)

o Pharmacist participation on physician rounds and adverse drug events in the intensive care unit. 3
2049 1999, 282, 267-70 999

Population-based study of relationships between hospital volume of prostatectomies, patient
outcomes, and length of hospital stay. 1999, 91, 1950-6

2047 Fataland adverse events from acupuncture: allegation, evidence, and the implications. 1999, 5, 47-56 38

Perinatal litigation in Scotland 1980-1995: its incidence, rate and nature. 1999, 19, 239-47

2045 Recognition, Evaluation and Reporting of Adverse Drug Reactions. 1999, 16, 91-107 1

Applying human factors methods to the investigation and analysis of clinical adverse events. 1999,
31, 143-159

2043 Aknowledge-based framework for clinical incident management. 1999, 17, 315-325 6

Human error in emergency medicine. 1999, 34, 370-2

The potential for improved teamwork to reduce medical errors in the emergency department. The 6
2041 MedTeams Research Consortium. 1999, 34, 373-83 43
Retrospective analysis of the frequency and recognition of adverse drug reactions by means of
automatically recorded laboratory signals. 1999, 47, 557-64

2039 Screening for adverse events. 1999, 5, 23-32 31

Would physicians override a do-not-resuscitate order when a cardiac arrest is iatrogenic?. 1999, 14, 35-8

Population-based linkage of health records in Western Australia: development of a health services
2037 research linked database. 1999, 23, 453-9 770

Impact of physicians’ perceptions of malpractice and adaptive changes on intention to cease
obstetrical practice. 1999, 15, 134-46

Lucian Leape on the causes and prevention of errors and adverse events in health care. Interview

2035 py peter I. Buerhaus. 1999, 31, 281-6 28

Adverse Effects of Electrotherapy Used by Physiotherapists. 1999, 85, 298-303

2033 Frequency, consequences and prevention of adverse drug events. 1999, 19, 13-7 57

Dispelling urban myths in healthcare risk management. 1999, 19, 2-10

L7



CITATION REPORT

Missteps and masquerade in American medical academe: clinical anatomists call for action. 1999, ”
12,220-2

Measuring side effects of psychopharmacologic medication in individuals with mental retardation
and developmental disabilities. 1999, 5, 348-359

2029 Aknowledge-based approach to design of intervention strategies for incidents.

The incidence and nature of surgical adverse events in Colorado and Utah in 1992. 1999, 126, 66-75

2027 Aviation human factors: a framework for the new millennium. 1999, 5, 177-184 40

Morphine overdose in a newborn and the search for the third order 'why?'. 1999, 6, 109-12

2025 Physicians and the risk of medical malpractice. 1999, 39, 267-289 6

Use of diagnostic cluster methodology for therapeutic costing and drug surveillance of HMG-CoA
reductase-inhibitor therapy. 1999, 21, 218-35

2023 Ralph D. Alley lecture. Medical leadership and the future of health care. 1999, 67, 1219-26 3

Evidence-based clinical practice, [corrected] evidence-based medicine and the Cochrane
collaboration. 1999, 30, 1-14

Factors associated with preventability, predictability, and severity of adverse drug reactions. 1999,

33, 236-40 66

2021

The utility of hospital administrative data For generating a screening program to predict adverse
outcomes. 1999, 14, 242-7

The utility of an in-hospital observation period after discontinuing intravenous antibiotics. 1999,

2919 106, 6-10 21

Delirium: a symptom of how hospital care is failing older persons and a window to improve quality
of hospital care. 1999, 106, 565-73

2017 Echocardiography in patients with suspected endocarditis: a cost-effectiveness analysis. 1999, 107, 198-208 88

Patients’ and doctors’ attitudes to amount of information given after unintended injury during
treatment: cross sectional, questionnaire survey. 1999, 318, 640-1

2015 Anesthetic preconditioning: not just for the heart?. 1999, 91, 606-8 14

Frequency of problems during clinical molecular-genetic testing. 1999, 112, 14-21

18



(2000-1999)

2013 Relationship between malpractice litigation and human errors. 1999, 91, 848-55 31

Reducing errors in medicine. 1999, 319, 136-7

2011 Preoxygenation: best method for both efficacy and efficiency. 1999, 91, 603-5 138

The legal system and patient safety: charting a divergent course: the relationship between
malpractice litigation and human errors. 1999, 91, 609-11

2009 Thigh mass in a 73-year-old man. 1999, 282-5, 288-90 4

Home hospital program: a pilot study. 1999, 47, 697-702

latrogenic diseases as a reason for admission to the intensive care unit: incidence, causes, and

consequences. 1999, 159, 71-8 60

2007

Hazard, risk and error in medical practice. 2000, 5, 190-1

Structural and Organizational Issues in Patient Safety: A Comparison of Health Care to other

2005 High-Hazard Industries. 2000, 43, 83-102

172

Making medication safety a strategic organizational priority. 2000, 26, 341-8, 317

2003 Systematic root cause analysis of adverse drug events in a tertiary referral hospital. 2000, 26, 563-75 48

System negligence is at the root of medical error. 2000, 13, 103-105

2001 Using information technology to reduce rates of medication errors in hospitals. 2000, 320, 788-91 254

Preventable medical injuries in older patients. 2000, 160, 2717-28

1999 The Purpose of Peer Review. 2000, 92, 1495-1495 2

Postoperative metastasis risk: more than immunosuppression. 2000, 92, 1498-9

1997 The Purpose of Peer Review. 2000, 92, 1495-1495 1

Postoperative Metastasis Risk: More Than Immunosuppression. 2000, 92, 1498-1498

19



CITATION REPORT

1995 Surgical error: ethical issues of adverse events. 2000, 135, 1359-66 68

The effectiveness of physician risk management: Potential problems for patient safety. 2000, 5, 183-202

L Reconsidering clinical accountability. An examination of some dilemmas inherent in efforts to L
993 polster clinician accountability. 2000, 15, 3-16 7

Standards in health care and medical education. 2000, 13, 150

1001 The role of three-dimensional information in health care and medical education: the implications 3
91 for anatomy and dissection. 2000, 13, 448-52 5

The medication prioritization matrix: Prioritizing medication errors using severity and process
indices. 2000, 20, 41-45

1989 Confidential clinician-reported surveillance of adverse events among medical inpatients. 2000, 15, 470-7 76

Transfusion errors in New York State: an analysis of 10 years' experience. 2000, 40, 1207-13

1987 Can we prevent cytotoxic disasters?. 2000, 108, 464-9 6

Guidelines based on the principle ‘First, do no harm’. New guidelines on tracheal tube confirmation
and prevention of dislodgment. 2000, 46, 443-7

1985 Professional liability in a neonatal intensive care unit: a review of 20 years’ experience. 2000, 20, 244-8 9

Fatal distraction: finance vs vigilance in our nation’s hospitals. 2000, 15, 269-70

1983 Hospital ownership and preventable adverse events. 2000, 15, 211-9 44

Defining, identifying, and measuring error in emergency medicine. 2000, 7, 1183-8

1981 Promoting patient safety and preventing medical error in emergency departments. 2000, 7, 1204-22 106

Incident monitoring in emergency departments: an Australian model. 2000, 7, 1290-7

1979 Evaluation of error in medicine: application of a public health model. 2000, 7, 1298-302 18

The benefit of houseofficer education on proper medication dose calculation and ordering. 2000, 7, 1311-6

20



(2000-2000)

1977 Emergency medicine resident errors: identification and educational utilization. 2000, 7, 1317-20 41

A survey of physician training programs in risk management and communication skills for
malpractice prevention. 2000, 28, 258-66

1975 Computerized reminders to monitor liver function to improve the use of etretinate. 2000, 57, 11-9 8

Home rehabilitation for older adults with fractured hips: how many will take part?. 2000, 20, 65-8

1973 Methods to assess the economic outcomes of clinical pharmacy services. 2000, 20, 243S-252S 13

Medication error prevention by pharmacists--an Israeli solution. 2000, 22, 21-5

1971 Professional autonomy and the normative structure of medical practice. 2000, 21, 457-75 43

Medical malpractice among physicians: who will be sued and who will pay?. 2000, 3, 269-77

1969 Health policy report introduction. 2000, 36, 57-60 1

Human error in medicine: promise and pitfalls, part 1. 2000, 36, 58-60

[Reproducibility of a German scale for assessing the need for inpatient treatment in surgery]. 2000,
1967 45, 258-66

Critical incident reporting in intensive care. 2000, 26, 8-10

1965 A comment on recent teaching of human anatomy in the United States. 2000, 22, 69-71 16

Error in medicine: what have we learned?. 2000, 132, 763-7

1963 Practice guidelines and other support for clinical innovation. 2000, 93, 299-304 12

Potentially remediable features of the medication-use environment in the United States. 2000, 57, 543-8

Risk management: how doctors, hospitals and MDOs can limit the costs of malpractice litigation.

1961 5000, 172, 77-80 7

Reducing Medical Error Through Systems Improvement: The Management of Febrile Infants: Table

1..2000, 105, 1330.2-1333

21



CITATION REPORT

1959 The medical emergency team: no evidence to justify not implementing change. 2000, 173, 228-9 16

Risk management: how doctors, hospitals and MDOs can limit the costs of malpractice litigation.
2000, 172, 402-402

1957 Toekomstige taken van het K.B.G.H.. 2000, 100, 85-92

Harvey A. K. Whitney Lecture. Initiatives for reducing medication errors: the time is now. 2000, 57, 1487-92

L Rates of in-hospital arrests, deaths and intensive care admissions: the effect of a medical
955 emergency team. 2000, 173, 236-40

Developing a strategic plan for quality in pharmacy practice. 2000, 57, 470-4

1953 Lobar intracerebral hemorrhage. New England Journal of Medicine, 2000, 342, 276-9 59.2 20

Health Care Errors: A Perspective on the Problem. 2000, 1, 213-218

1951 Lyme disease vaccine: good for dogs, adults, and children?. 2000, 105, 1333-4 1

The National Quality Forum enters the game. 2000, 12, 85-7

1949 System changes to improve patient safety. 2000, 320, 771-3 217

High-dose chemotherapy plus autologous bone marrow transplantation for metastatic breast
cancer. New England Journal of Medicine, 2000, 342, 1119-20

1947 lIsit time to give influenza vaccine to healthy infants?. New England Journal of Medicine, 2000, 342, 275-659.2 54

The problems with punitive damages in lawsuits against managed-care organizations. New England
Journal of Medicine, 2000, 342, 280-4 592

Underlying causes and survival in patients with heart failure. New England Journal of Medicine, 2000

1945 '342,1120-2 52 i

The neurologicillness of Eugene O’'Neill--a clinicopathological report. New England Journal of
Medicine, 2000, 342, 1126-33

Rethinking the role of tube feeding in patients with advanced dementia. New England Journal of
1943 Medicine, 2000, 342, 1756 592 4

Elevated liver enzymes in asymptomatic patients. New England Journal of Medicine, 2000, 343, 663

22



(2000-2000)

Loa1 [Evaluation of the appropriateness of hospital care in internal medicine. Reliability of a German
94 adaptation of the procedure]. 2000, 125, 894-9

The Hospital Elder Life Program: a model of care to prevent cognitive and functional decline in
older hospitalized patients. Hospital Elder Life Program. 2000, 48, 1697-706

L [Adverse drug effects. Prevention, detection and early intervention by a computer-assisted early
939 warning system]. 2000, 125, 984-7

Causes of maternal mortality in Japan. 2000, 283, 2661-7

Incidence and types of preventable adverse events in elderly patients: population based review of
1937 medical records. 2000, 320, 741-4 242
The jury is still in: Florida's Birth-Related Neurological Injury Compensation Plan after a decade.
2000, 25, 499-526

L Disclosure and prevention of medical errors. Committee on Bioethical Issues of the Medical Society 6
935 of the State of New York. 2000, 160, 2089-92 7

Adverse sedation events in pediatrics: analysis of medications used for sedation. 2000, 106, 633-44

L Discrepancies in the use of medications: their extent and predictors in an outpatient practice. 2000, L
933 160, 2129-34 93

Let's talk about error. 2000, 320, 730

Medication errors in a paediatric teaching hospital in the UK: five years operational experience.

1931 2000, 83, 492-7 210

Preventing Adverse Drug Events (ADES): The Role of Computer Information Systems. 2000, 34, 1247-1260

1929 Hmos and Health Externalities: A Local Public Good Perspective. 2000, 28, 247-269 4

Errors in health care management: what do they cost?. 2000, 9, 216-21

1927 Fatal distraction: finance versus vigilance in U.S. hospitals. 2000, 30, 739-43 2

Hospital ownership and preventable adverse events. 2000, 30, 745-61

102 Guidelines based on the principle "first, do no harm" : new guidelines on tracheal tube confirmation
925 and prevention of dislodgment. 2000, 102, 1380-4 7

Institute of Medicine medical error figures are not exaggerated. 2000, 284, 95-7

=



CITATION REPORT

Establishing a baseline incidence of adverse drug reactions in hospitalised oncology patients. 2000,
1923 6, 55-59 3

Thoughts of a plastic surgeon. 2000, 105, 1330

1921 A public health approach to reducing error: medical malpractice as a barrier. 2000, 283, 1742-3 38

How Many Deaths Are Due to Medical Errors?IReply. 2000, 284, 2187

1919 Clinical incidents and risk management--a public health issue. 2000, 54, 242-3 o)

Policy Implications of Research on Nurse Staffing and Quality of Patient Care. 2000, 1, 5-15

1917 Total quality management in European healthcare. 2000, 13, 74-80 63

How many deaths occur annually from adverse drug reactions in the United States?. 2000, 109, 122-30

1915 Prevention of adverse drug events: a decade of progress in patient safety. 2000, 12, 600-14 54

La qualit” 'des soins, nouveau paradigme de |0Bction collectivel?. 2000, 42, 51-68

1913 CONQUEST 2.0: an emerging clinical performance measurement tool. 2000, 22, 29-36 4

The Institute of Medicine report on medical errors--could it do harm?. New England Journal of
Medicine, 2000, 342, 1123-5

1911 Clinical and economic impact of adverse drug reactions in hospitalized patients. 2000, 34, 1373-9 137

Epidemiology of medical error. 2000, 320, 774-7

1909 Clinical outcome indicators in acute hospital medicine. 2000, 11, 89-94 11

Antiretroviral prescribing errors in hospitalized patients. 2000, 34, 833-8

1907 Drug-related problems in hospitalised patients. 2000, 22, 321-33 99

Disclosure of adverse events and errors in healthcare: an ethical perspective. 2001, 24, 1095-104

24



(2001-2001)

1905 UROLOGICAL MEDICAL MALPRACTICE. 2001, 165, 1638-1642 27

[Bleeding peptic ulcer. Can the prognosis be accurately estimated and the hospitalization
prevented?]. 2001, 117, 227-32

1903 Anaesthesia, Pain, Intensive Care and Emergency Medicine O[A.P.I.C.E.. 2001,

To err is preventable: medical errors and academic medicine. 2001, 110, 597-603

1901 Quality surgery begets patient safety. 2001, 181, 389-92 2

Professional liability, patient safety, and first do no harm. 2001, 182, 537-41

1899 Patient safety and the need for professional and educational change. 2001, 49, 8-13 28

Nurse staffing and adverse patient outcomes: a systems approach. 2001, 49, 78-85

1897 Collaboration to improve patient safety: the first domain of quality. 2001, 23, 9-14; quiz 14, 48 1

Factors associated with Medicare beneficiary complaints about quality of care. 2001, 23, 4-14

1895 New Federal Regulations for Improving Quality in Opioid Treatment Programs. 2001, 23, 29-34 5

Medication errors and adverse drug events in pediatric inpatients. 2001, 285, 2114-20

.8 The patient-doctor relationship in the new millennium: adjusting positively to commercialism and
93 consumerism. 2001, 19, 19-22 7

Justification for a new cohort study of people aging with and without HIV infection. 2001, 54 Suppl
1,S3-8

1891 Defending the "missed" radiographic diagnosis. 2001, 176, 317-22 67

Medication Errors and Adverse Drug Events in Nursing Homes: Problems, Causes, Regulations, and
Proposed Solutions. 2001, 2, 81-93

1889 Errores m” dicos o desviaciones en la pr” Btica asistencial diaria. 2001, 69, 591-603 2

Adverse events in British hospitals: preliminary retrospective record review. 2001, 322, 517-9

25



CITATION REPORT

Options for Assessing PPO Quality: Accreditation and Profiling as Accountability Strategies. 2001,

1887 58 70-100

Patient safety in end-stage renal disease: How do we create a safe environment?. 2001, 8, 131-7

1885 [latrogenic occurrences in health care: difficulties involved in the subject study]. 2001, 35, 287-90 2

Ibuprofen-related hypoglycemia in a patient receiving sulfonylurea. 2001, 134, 344

1883 Error in Medicine. 2001, 134, 342

Conjunctival icterus. 2001, 134, 345-6

1881 Patient safety and iatrogenesis. 2001, 472-477

Exploring the causes of adverse events in NHS hospital practice. 2001, 94, 322-30

1879 Rehabilitation and latrogenic Complications of Critical Care. 2001, 13, 365-373

Detecting and reducing hospital adverse events: outcomes of the Wimmera clinical risk
management program. 2001, 174, 621-5

18 From Hospital Information Systems to Health Information Systems - Problems, Challenges,
77 Perspectives. 2001, 10, 63-76 7

Who is a peer?. 2001, 134, 346-7

1875 Suppose There Were No Printers. 2001, 134, 343

[latrogenic episodes at the ICU and the quality approach]. 2001, 9, 91-6

1873 Safety and quality in Australian healthcare: making progress. 2001, 174, 616-7 13

Root cause analysis in perinatal care: health care professionals creating safer health care systems.
2001, 15, 40-54

1871 What will it take to reduce errors in healthcare settings?. 2001, 15, 182-3 1

A New, Safety-Oriented, Integrated Drug Administration and Automated Anesthesia Record

System. 2001, 93, 385-390

26



(2001-2001)

1869 Characterizing Adverse Events as Errors: Example in a Patient Using Steroids Daily. 2001, 11, 451-455 2

A new, safety-oriented, integrated drug administration and automated anesthesia record system.
2001, 93, 385-90, 3rd contents page

1867 The home hospital: an alternative for older patients?. 2001, 36, 11, 15-6 1

Delirium: a barometer for quality of hospital care. 2001, 36, 15-6, 18

1865 Information systems can prevent errors and improve quality. 2001, 8, 398-9 35

Strategy for Identification of [INear MisslEvents and Improving Dispensing Accuracy. 2001, 31, 125-128

Idiosyncratic acute hepatitis caused by paracetamol in two patients with melanoma treated with

1863 pigh-dose interferon-alpha. 2001, 134, 345

11

The role for public health in reducing iatrogenic patient injuries. 2001, 27, 54-8, 1

1861 Applying quality improvement principles to achieve healthy work organizations. 2001, 27, 469-83 28

The organizational costs of preventable medical errors. 2001, 27, 533-9

1859 Seizure associated with Ginkgo biloba?. 2001, 134, 344 23

Delivering safe health care. 2001, 323, 585-6

1857 Outpatient craniotomy for brain tumor: a pilot feasibility study in 46 patients. 2001, 28, 120-4 88

Emergency medicine: A practice prone to error?. 2001, 3, 271-6

1855 Risk management on the labour ward. 2001, 62, 751-6 1

Faulty design resulting in temporary pacemaker failure. 2001, 120, 684-5

1853 From Hospital Information Systems to Health Information Systems. 2001, 40, 275-287 79

Quality of Medication Ordering at a Large Teaching Hospital. 2001, 31, 102-106

27



CITATION REPORT

1851 Towards a national system for monitoring the quality of hospital-based stroke services. 2001, 32, 1415-21 36

Patient Safety is Paramount. 2001, 31, 220-221

1849 Human errors in a multidisciplinary intensive care unit: a 1-year prospective study. 2001, 27, 137-45 138

Analysis of the direct cost of adverse drug reactions in hospitalised patients. 2001, 56, 935-41

[The new international guidelines for cardipulmonary resuscitation: an analysis and comments on

1847 the most important changes]. 2001, 50, 342-57 10

Spontanatmung O¥chnappatmung OBeatmung?. 2001, 4, 557-571

1845 Der Stellenwert des [Meams[l{in der Notfallrettung. 2001, 4, 189-191 8

Ventilation zur kardiopulmonalen Reanimation. 2001, 38, 576-589

18 Financial compensation for radiotherapy-related adverse events in a judicial system where proof of
43 medical negligence is not required. 2001, 51, 209-12

Redefining in-hospital resuscitation: the concept of the medical emergency team. 2001, 48, 105-10

Evidence on interventions to reduce medical errors: an overview and recommendations for future L
research. 2001, 16, 325-34 7

Health care policy update 2001: much sound and fury signifying nothing?. 2001, 2, 72-82

Acute? care at home. The health and cost effects of substituting home care for inpatient acute

1839 care: a review of the evidence. 2001, 49, 1123-5 26

Antecedents to hospital deaths. 2001, 31, 343-8

1837 The Clinical Support Systems Program concept: what is it and where did it come from?. 2001, 31, 416-7 3

Knowledge of diabetes among personnel in home-based care: how does it relate to medical
mishaps?. 2001, 9, 107-14

3 Risk management of marketed drugs: FDA and the interface with the practice of medicine. 2001,
1035 10, 205-8 7

Disclosure of medical error: facts and fallacies. 2001, 21, 67-76

28



(2001-2001)

1833 Turning the Titanic: changing the way we handle mistakes. 2001, 13, 148-59 6

Performance of number-between g-type statistical control charts for monitoring adverse events.
2001, 4,319-36

1831 Number-between g-type statistical quality control charts for monitoring adverse events. 2001, 4, 305-18 69

The November special issue on errors. 2001, 8, 686-8

1829 Evaluation of missed diagnoses for patients admitted from the emergency department. 2001, 8, 125-30 33

Quiality control, enterprise liability, and disintermediation in managed care. 2001, 29, 305-22

1827 Quality in health care: outcomes. 2001, 15, 589-605 1

Public policy and quality of healthcare. 2001, 15, 573-587

Balancing the quality cycle: tackling the measurement-improvement gap in health care. Part I. 2001,

1825 17 172-4

A prospective, physician self-reported adverse incident audit on a general medical unit. 2001, 21, 61-5

1823 Estimates of complications of medical care in the adult US population. 2001, 1, 2 2

Medication errors in United States hospitals. 2001, 21, 1023-36

Pharmacists’ assessment of dispensing errors: risk Factors, practice sites, professional functions,

1821 1\ satisFaction. 2001, 21, 614-26 D

Phenomenon of quality and health-care: snowball or an avalanche?. 2001, 21, 40-2

1819 Cardiovascular events and COX-2 inhibitors. 2001, 286, 2808; author reply 2811-2 3

Drug-related morbidity and mortality: updating the cost-of-illness model. 2001, 41, 192-9

1817 Isunplanned return to the operating room a useful quality indicator in general surgery?. 2001, 136, 405-11 130

Infection control in the ICU. 2001, 120, 2059-93

29



1815

1813

1811

1809

1807

1805

1803

1801

L7058

CITATION REPORT

How can information technology improve patient safety and reduce medication errors in children’s

health care?. 2001, 155, 1002-7 =

A medical uncertainty principle. 2001, 96, 3247-50

Reducing the frequency of errors in medicine using information technology. 2001, 8, 299-308 622

Safety first - initiatives For change. An Australian perspective. 2001, 7, 179-184

Options for Assessing PPO Quality: Accreditation and Profiling as Accountability Strategies. 2001,
58, 70-100

Options for Assessing PPO Quality: Accreditation and Profiling as Accountability Strategies. 2001,
58, 70-100

Medical mistakes: a workshop on personal perspectives. 2001, 6, 92-9 40

Estimating hospital deaths due to medical errors: preventability is in the eye of the reviewer. 2001,
286, 415-20

Improving the quality of health care: who will lead?. 2001, 20, 164-79 41

Zwischenf” [le in der Medizin: Irren ist menschlich (11). 2001, 10, 112-115

Clinical problem-solving. High time for action. New England Journal of Medicine, 2001, 344, 48-51 592 3

Medical errors: a common problem. 2001, 322, 501-2

Quality improvement efforts in oncology: are we ready to begin?. 2001, 19, 86-95 4

Ethical issues in the management of geriatric cardiac patients. 2001, 10, 280-1

Eliminating errors in emergency medical services: realities and recommendations. 2002, 6, 107-13 55

Addressing consumer grievances in medicine: policies and practices of newborn screening
programs in the United States. 2002, 6, 31-8

The need for risk management to evolve to assure a culture of safety. 2002, 11, 158-62 56

Comparison between pediatricians and family practitioners in the use of the prokinetic cisapride

for gastroesophageal reflux disease in children. 2002, 109, 1118-23

30



(2002-2002)

1797 Information technology and medication safety: what is the benefit?. 2002, 11, 261-5 94

Patient safety efforts should focus on medical injuries. 2002, 287, 1993-7

1795 Sleep loss and fatigue in residency training: a reappraisal. 2002, 288, 1116-24 264

Allocation of Responsibility for Medication Errors. 2002, 46, 905-909

1793 Patient safety efforts should focus on medical errors. 2002, 287, 1997-2001 61

Pushing the profession: how the news media turned patient safety into a priority. 2002, 11, 57-63

1791 Variables associated with medication errors in pediatric emergency medicine. 2002, 110, 737-42 219

Home or Hospital Care: An Economic Debate of Health Care Delivery Sites for Medicare
Beneficiaries. 2002, 3, 73-80

3 An analysis of work activity in the operating room: Applying psychological theory to lower the
1799 likelihood of human error. 2002, 46, 1457-1461

Efforts to improve patient safety in large, capitated medical groups: description and conceptual
model. 2002, 27, 401-40

Physician and public opinions on quality of health care and the problem of medical errors. 2002,
1787 162, 2186-90 73

Evaluating the capability of information technology to prevent adverse drug events: a computer
simulation approach. 2002, 9, 479-90

Metric properties of the appropriateness evaluation protocol and predictors of inappropriate

1785 hospital use in Germany: an approach using longitudinal patient data. 2002, 14, 483-92 22

A preliminary taxonomy of medical errors in family practice. 2002, 11, 233-8

3 Care management problems on the labour ward: 5 years’ experience of clinical risk management.
1793 2002, 22, 470-6 9

Nurse staffing and nursing performance: A review and synthesis of the relevent literature. 11-44

1781 [Results of 903 settlement proceedings in internal medicine]. 2002, 127, 253-9 9

Adverse events in surgical patients in Australia. 2002, 14, 269-76

31



CITATION REPORT

1779 Patient complaints and malpractice risk. 2002, 287, 2951-7 371

Cost of medical injury in New Zealand: a retrospective cohort study. 2002, 7 Suppl 1, S29-34

1777 Complications in surgical patients. 2002, 137, 611-7; discussion 617-8 188

Prevention of Chemotherapy Medication Errors. 2002, 15, 17-31

1775 An organisation with a memory. 2002, 2, 452-7 52

Effects of a medical emergency team on reduction of incidence of and mortality from unexpected
cardiac arrests in hospital: preliminary study. 2002, 324, 387-90

1773 The Need to Address Hospital Politics in Order to Reduce Medication Errors: A Case Study. 2002, 3, 66-72 2

Detecting and reducing adverse events in an Australian rural base hospital emergency department
using medical record screening and review. 2002, 19, 35-40

1771 Analysis of medication-related malpractice claims: causes, preventability, and costs. 2002, 162, 2414-20 81

Preventing treatment errors in radiotherapy by identifying and evaluating near misses and actual
incidents. 2002, 3, 13-25

1769 A user's manual for the IOM's 'Quality Chasm'’ report. 2002, 21, 80-90 465

Human Factors Research in Patient Safety: A Candid Assessment. 2002, 46, 1462-1466

1767 Commentary. 2002, 11, 265-265 78

Safe but sound: patient safety meets evidence-based medicine. 2002, 288, 508-13

1765 Corruption in the health care system: the circumstantial evidence. 2002, 25, 20-6 13

Survey of adverse drug reactions on a pediatric ward: a strategy for early and detailed detection.
2002, 110, 254-7

1763 The reliability of medical record review for estimating adverse event rates. 2002, 136, 812-6 171

Using a unit assessment tool to optimize patient flow and staffing in a community hospital. 2002,

28, 31-41

32



(2002-2002)

Developing a comprehensive electronic adverse event reporting system in an academic health
center. 2002, 28, 583-94 35

Reporting Outcomes and Other Issues in Patient Safety: An Interview with Albert Wu. 2002, 28, 197-204

1759 Research: David W. Bates, MD, MSc, Brigham and Women[lE Hospital. 2002, 28, 651-659

Therapy-related caf” 'coronary deaths: two case reports of rare asphyxial deaths in patients under
supervised care. 2002, 23, 149-54

1757 The CAM movement and the integration of quality health care: the case of chiropractic. 2002, 25, 1-16 13

Intensive care unit errors: detection and reporting to improve outcomes. 2002, 15, 147-51

1755 Measuring Medication. 2002, 40, 1270-1282 22

Measuring, monitoring, and reducing medical harm from a systems perspective: a medical director’s
personal reflections. 2002, 77, 993-1000

L Reengineering intravenous drug and fluid administration processes in the operating room: step
753 one: task analysis of existing processes. 2002, 97, 139-47 57

Moving toward safer practice: reducing medication errors in neonatal care. 2002, 16, 73-84

Compensation for medical injury in New Zealand: does "'no-fault" increase the level of claims

175t making and reduce social and clinical selectivity?. 2002, 27, 833-54 =

A clinical risk profiling tool for trusts. 2002, 15, 94-98

1749 Medical Errors. 2002, 24, 13-16

Medication Safety. 2002, 32, 11-14

L Are bad outcomes from questionable clinical decisions preventable medical errors? A case of
747 cascade iatrogenesis. 2002, 137, 327-33 50

Preventing drug-related morbidity--determining valid indicators. 2002, 14, 183-98

1745 Thirty-day postoperative death rate at an academic medical center. 2002, 235, 690-6; discussion 696-8 32

Indicators of anesthesia safety and quality. 2002, 15, 239-43

33



CITATION REPORT

1743 Reporting of adverse events. New England Journal of Medicine, 2002, 347, 1633-8 59.2 601

Medication errors in acute cardiac care: An American Heart Association scientific statement from
the Council on Clinical Cardiology Subcommittee on Acute Cardiac Care, Council on
Cardiopulmonary and Critical Care, Council on Cardiovascular Nursing, and Council on Stroke. 2002,

a1 Interventions in primary care for reducing preventable medication errors that lead to hospital
741 admissions, mortality and emergency department visits. 2002,

Early discharge and home rehabilitation after hip fracture achieves functional improvements: a
randomized controlled trial. 2002, 16, 406-13

1739 Patient safety and health policy: a history and review. 2002, 16, 1463-82 34

Anesthesia-related cardiac arrest in children. An update. 2002, 20, 1-28, v

1737 Medication misadventure in cancer care. 2002, 18, 109-20 12

Lessons from others: integration in patient safety programs. 2002, 30, 259-60

1735 Department of Veterans Affairs patient safety program. 2002, 30, 296-302 21

Historical perspective: Josephine and Napoleon: in search of a miracle. 2002, 7, 14-16

1733 Patient safety series: safe medication prescribing. 2002, 7, 1-2

Measuring potentially avoidable hospital readmissions. 2002, 55, 573-87

1731 ED visits by males with hemophilia. 2002, 20, 74-8 9

How good are measures of physician quality of care?. 2002, 109, 413-4

1729 Trends in adverse events in hospitalized patients. 2002, 24, 4-10; quiz 10, 18 7

An approach for trauma nurses to identify error-provoking factors. 2002, 8, 67-9

1727 Respuesta a un 8n” OsislEr” tico sobre la atenci” B fFarmac” Utica. 2002, 28, 51-54 3

Medication Errors and Adverse Drug Events in Nursing Homes: Problems, Causes, Regulations, and

Proposed Solutions. 2002, 3, S47-S59

34



(2002-2002)

1725 Geriatric hospital medicine. 2002, 86, 707-29 36

[Clinical and endoscopic prognostic factors in patients with bleeding peptic ulcer]. 2002, 118, 481-6

1723 Computerized physician-order entry: are we there yet?. 2002, 35, 1237-43, vii 8

[Clinical reasoning as a source of error]. 2002, 118, 587-9

1721 Eluso del m” todo epidemiol” Gico para la evaluaci” B de la calidad de la asistencia (Il). 2002, 17, 368-375 1

Understanding medical error and improving patient safety in the inpatient setting. 2002, 86, 847-67

1719 Risk management for the endoscopy center. 2002, 12, 367-84 7

Healthcare epidemiology is the paradigm for patient safety. 2002, 23, 47-51

Morbidity and mortality from medical errors: an increasingly serious public health problem. 2002,

1717 23,135-50 36

The oral examination: awesome or awful?. 2002, 45, 569-78

[latrogenic events with medications at the intensive care unit: procedures and feelings expressed

1715 by nurses]. 2002, 36, 50-7 1

Medical errors, adverse medical events, and PDRM. 2002, 8, 400

1713 Binary cumulative sums and moving averages in nosocomial infection cluster detection. 2002, 8, 1426-32 19

Classifying drug-related problems in home care. 2002, 59, 2407-9

1711 Erro m” dico em pacientes hospitalizados. 2002, 78, 261-268 13

Preventable drug-related morbidity indicators in the U.S. and U.K. 2002, 8, 372-7

1709 Postoperative serious adverse events in a teaching hospital: a prospective study. 2002, 176, 216-8 74

Why do Complications Accumulate in Individual Patients?. 2002, 4, 209-214

35



CITATION REPORT

0 Drug therapy and adverse drug reactions to terbutaline in obstetric patients: a prospective cohort
797 study in hospitalized women. 2002, 2, 3 4

Clinical pharmacy services, hospital pharmacy staffing, and medication errors in United States
hospitals. 2002, 22, 134-47

1705 Building safety into ICU care. 2002, 17, 78-85 73

Ethics and philosophy lecture: surgery...Is it an impairing profession?. 2002, 194, 352-66

1703 The Closed Claims Project. Has it influenced anesthetic practice and outcome?. 2002, 20, 485-501 53

[Risk evaluation in German clinics. Results of a survey]. 2002, 73, 1205-12

[Drug safety and post-marketing control. Developments since the reform of the 1978 drug

1701 regulation]. 2002, 43, 469-70, 473-81

[Risk Management: concepts and chances for public health]. 2002, 97, 46-51

1699 [Quality management in health care: error prevention and managing errors in medicine]. 2002, 97, 564-70 9

Viewpoint: unrecognized values of dissection considered. 2002, 24, 137-9

1697 A systems approach to surgical safety. 2002, 16, 1005-14; discussion 1015 96

Adverse drug reactions as cause of hospital admissions: results from the Italian Group of
Pharmacoepidemiology in the Elderly (GIFA). 2002, 50, 1962-8

1695 Medication errors: causes, prevention and reduction. 2002, 116, 255-65 45

Small emergency departments: does size matter?. 2002, 14, 95-101

16 Adverse events and complications among patients admitted to hospital in the home directly from
93 the emergency department. 2002, 14, 400-5 7

Why is quality assurance so difficult? A review of issues in quality assurance over the last decade.
2002, 32, 331-7

Overview of catheter-related infections with special emphasis on prevention based on educational

1691 [ ograms. 2002, 8, 295-309

A practical guide to the implementation of an effective incident reporting scheme to reduce

medication error on the hospital ward. 2002, 8, 176-83




(2003-2002)

1689 Risk analysis of Leksell Gamma Knife Model C with automatic positioning system. 2002, 52, 869-77 20

A review of evidence of health benefit from artificial neural networks in medical intervention. 2002,
15, 11-39

1687 Medical Error and Patient Safety: Understanding Cultures in Conflict. 2002, 24, 93-113 5

Not afraid to blame: the neglected role of blame attribution in medical consumerism and some
implications for health policy. 2002, 80, 41-95

1685 Risk management on the delivery suite. 2002, 4, 45-48 1

COMMENTARIES: Quality in Emergency Medicine: An Introduction. 2002, 9, 1064-1066

1683 Designing a Research Agenda to Improve the Quality of Emergency Care. 2002, 9, 1124-1130 2

The Effect of Computer-assisted Prescription Writing on Emergency Department Prescription
Errors. 2002, 9, 1168-1175

1681 Achieving Quality in Clinical Decision Making: Cognitive Strategies and Detection of Bias. 2002, 9, 1184-1204 315

Teaching Communications and Professionalism through Writing and Humanities: Reflections of Ten
Years of Experience. 2002, 9, 1360-1364

1679 Diagnostic Errors. 2002, 9, 740-750 46

Judgments of the rule-related behaviour of health care professionals: An experimental study. 2002,
7,253-265

1677 Adverse events in acute care: an integrative literature review. 2003, 26, 398-408 14

Human errors in medical practice: systematic classification and reduction with automated
information systems. 2003, 27, 297-313

1675 A patient empowerment model to prevent medication errors. 2003, 27, 503-17 19

Electronically screening discharge summaries for adverse medical events. 2003, 10, 339-50

1673 Computerized physician order entry: helpful or harmful?. 2004, 11, 100-3 135

Resident Perceptions of Medical Errors in the Emergency Department. 2003, 10, 1318-1324

37



1671

1669

1667

1665

1663

1661

1659

1657

1655

CITATION REPORT

Cognitive forcing strategies in clinical decisionmaking. 2003, 41, 110-20 283

Book and media reviews. 2003, 41, 437-439

The effects of consecutive night shifts on neuropsychological performance of interns in the

emergency department: a pilot study. 2003, 41, 400-6 68

Medical error during residency: to tell or not to tell. 2003, 42, 565-70

[Nihil nocere and to err is human]. 2003, 115, 403-4 0

The epidemiology of preventable adverse drug events: a review of the literature. 2003, 115, 407-15

The epidemiology of medical errors: a review of the literature. 2003, 115, 318-25 28

Emergency management of hemorrhagic complications in the era of glycoprotein IIb/Illa receptor
antagonists, clopidogrel, low molecular weight heparin, and third-generation fibrinolytic agents.
2003, 5, 310-7

Patient safety in surgery: error detection and prevention. 2003, 27, 936-41; discussion 941-2 66

[Cardiovascular diseases and the subspecialties cardiology and angiology in "Schlichtungs"-
Proceedings]. 2003, 92, 837-46

Assessing explicit error reporting in the narrative electronic medical record using keyword L
searching. 2003, 36, 99-105 7

Patient safety and blood transfusion: new solutions. 2003, 17, 169-80

A clinical model for Health Services Research-the Medical Emergency Team. 2003, 18, 195-9 21

Mining complex clinical data for patient safety research: a framework for event discovery. 2003, 36, 120-30

Detecting adverse events for patient safety research: a review of current methodologies. 2003, 36, 131-43 217

Adverse events in plastic surgery. 2003, 56, 41-3

Surgeons and cognitive processes. 2003, 90, 10-6 8o

Errors in a busy emergency department. 2003, 42, 324-33

38



(2003-2003)

1653 Quest for patient safety in a challenging environment. 2003, 43, 97-100 4

Critical incident reporting in UK intensive care units: a postal survey. 2003, 9, 59-68

1651 Do not resuscitate orders and iatrogenic arrest during dialysis: should "No" mean "No"?. 2003, 16, 395-8 7

Measuring errors and adverse events in health care. 2003, 18, 61-7

1649 Detection of errors by attending physicians on a general medicine service. 2003, 18, 595-600 36

Educational innovations in academic medicine and environmental trends. 2003, 18, 370-6

1647 The medical emergency team: does it really make a difference?. 2003, 33, 511-514 2

Reducing human error in urology: lessons from aviation. 2003, 91, 1-3

1645 Anaesthetists’ attitudes to teamwork and safety. 2003, 58, 233-42 134

Risk assessment of drugs, biologics and therapeutic devices: present and future issues. 2003, 12, 653-62

1643 Effects of computerized guidelines for managing heart disease in primary care. 2003, 18, 967-76 154

Facilitation of radiotherapeutic error by computerized record and verify systems. 2003, 56, 50-7

Detecci” B de sucesos adversos durante la hospitalizaci” B de pacientes con enfermedades 'y

1641 trastornos del aparato circulatorio. 2003, 18, 636-639

Patient Safety: A Curriculum for Teaching Patient Safety in Emergency Medicine. 2003, 10, 69-78

1639 Reducing medication errors: a regional approach for hospitals. 2003, 26, 937-50 18

The effect of race in older adults presenting for chronic pain management: a comparative study of
black and white Americans. 2003, 4, 82-90

1637 Analysis of errors reported by surgeons at three teaching hospitals. 2003, 133, 614-21 745

Invited commentary: is it a mistake to focus on errors?. 2003, 133, 622-3

39



1621

1619

CITATION REPORT

Epidemiology and prevention of unexpected in-hospital deaths. 2003, 1, 265-8 11

A look into the nature and causes of human errors in the intensive care unit. 1995. 2003, 12, 143-7;
discussion 147-8

Can we select health professionals who provide safer care. 2003, 12 Suppl 1, i16-20 6

The end of the beginning: lessons learned from the patient safety movement. 2003, 24, 7-27

Classifying Laboratory Incident Reports to Identify Problems That Jeopardize Patient Safety. 2003,

120, 18-26 100

From aviation to medicine: applying concepts of aviation safety to risk management in ambulatory
care. 2003, 12, 35-9

The surgical error examination is a novel method for objective technical knowledge assessment.

2003, 185, 507-11 21

Second Annual Summit on Patient Safety & Information Technology. 2003, 25, 38-9, 45

Effect of an intervention standardization system on pediatric dosing and equipment size
determination: a crossover trial involving simulated resuscitation events. 2003, 157, 229-36 90

Incidence of medical error and adverse outcomes on a pediatric general surgery service. 2003, 38, 1361-5

Retained surgical sponge presenting as a pelvic tumor after 25 years. 2003, 82, 223-5 9

Measuring against clinical standards. 2003, 333, 115-24

The state of infection surveillance and control in Canadian acute care hospitals. 2003, 31, 266-72;
discussion 272-3 77

Is cervical spinal manipulation dangerous?. 2003, 26, 48-52

Radiotherapy quality assurance: time for everyone to take it seriously. 2003, 39, 423-9 22

Litigation in gynaecology. 2003, 3, 70-74

Intelligent biomedical clothing for personal health and disease management: state of the art and
future vision. 2003, 9, 379-86 ot

Acontecimientos adversos en un servicio de cirug” a general y de aparato digestivo de un hospital

universitario*. 2003, 73, 104-109

40



(2003-2003)

1617 An Overview of Community Pharmacist Interventions. 2003, 11, 95-110 7

Changing the culture of patient safety and medical errors: a symposium introduction and overview.
2003, 24, 1-6

1615 Detecting adverse events using information technology. 2003, 10, 115-28 303

Hospital-reported medical errors in children. 2003, 111, 617-21

1613 Making the case for a qualitative study of medical errors in primary care. 2003, 13, 743-80 12

The Leapfrog standards: ready to jump from marketplace to courtroom?. 2003, 22, 46-59

1611 Conflicting professional values in medical education. 2003, 12, 7-20 53

The silence. 2003, 22, 103-12

1609 Adverse drug events associated with hospital admission. 2003, 37, 5-11 63

Methodology and rationale for the measurement of harm with trigger tools. 2003, 12 Suppl 2, ii39-45

Errors in general practice: development of an error classification and pilot study of a method for

1607 detecting errors. 2003, 12, 443-7

100

Differences in the Use of Bar Code Medication Administration (BCMA) in Acute Care and Long-Term
Care Settings. 2003, 47, 1471-1475

1605 The medical emergency team: does it reallymake a difference?. 2003, 33, 511-514 26

Working differently for better, safer care. 2003, 12 Suppl 1, i1

1603 Addressing the crisis in US health care: moving beyond denial. 2003, 12, 1-2 5

The nursing home problem in Florida. 2003, 43 Spec No 2, 7-18

1601 Looking for medical injuries where the light is bright. 2003, 290, 1917-9 16

Organizing patient safety research to identify risks and hazards. 2003, 12 Suppl 2, ii2-7

41



1599

L7

1595

Lo

1591

1589

1587

1585

1583

CITATION REPORT

Excess length of stay, charges, and mortality attributable to medical injuries during hospitalization. 6
2003, 290, 1868-74 99

COMMENTARY. 2003, 12, 63-64

COMMENTARY. 2003, 12, 147-148 8

Medical errors, incidents, accidents and violations. 2003, 12, 111-20

Case record review of adverse events: a new approach. 2003, 12, 411-5 59

Preventable in-hospital medical injury under the "no fault" system in New Zealand. 2003, 12, 251-6

HUMAN ERROR IN HEALTH CARE SYSTEMS: BIBLIOGRAPHY. 2003, 10, 99-117 4

Residents’ suggestions for reducing errors in teaching hospitals. New England Journal of Medicine,
2003, 348, 851-5

The role of the National Patient Safety Agency. 2003, 9, 218-221 1

Retrospective case record review: a blunt instrument that needs sharpening. 2003, 12, 2-3

Umbilical granulomas: a randomised controlled trial. 2003, 88, F257 12

The hazards of hospitalization. 1964. 2003, 12, 58-63; discussion 63-4

Use of chart and record reviews to detect medication errors in a state psychiatric hospital. 2003, 54, 677-81 57

Rethinking quality in the context of persons with disability. 2003, 15, 287-99

Ethnographic study of incidence and severity of intravenous drug errors. 2003, 326, 684 227

Attitudes to and experiences of reporting poor care. 2003, 8, 331-336

[Evaluating the rehabilitation process by means of peer review: examination of the methods used
and findings of the 2000/2001 data collection in the somatic indications]. 2003, 42, 323-34 7

" fztliche Behandlungsfehler in der Neurologie. 2003, 30, 224-233

42



(2003-2003)

<81 Missed mammographic abnormalities, malpractice, and expert witnesses: does majority rule in the
5 courtroom?. 2003, 229, 288; author reply 289

OQualit” Bsprofilelon Rehabilitationskliniken als Modell der Qualit™ Esmessung in Einrichtungen

des Gesundheitswesens. 2003, 8, 191-204

1579 The miasmatic expert witness. 2003, 181, 29-35 15

Patient safety. 2003, 17, 273-5

1577 Guest Editorial: Nursing Research Linking Genetics and Health. 2003, 17, 267-272

Guest Editorial. 2003, 27, 91-93

Using clinical risk management as a means of enhancing patient safety: the Irish experience. 2003,
1575 16,90-8

Improving patient safety across a large integrated health care delivery system. 2003, 15 Suppl 1, i31-40

1573 The importance of cognitive errors in diagnosis and strategies to minimize them. 2003, 78, 775-80 895

St. John Health System and patient safety. 2003, 12, 46-52

1571 Technology's implications for health care quality. A clinical engineering perspective. 2003, 27, 307-17 4

Ambulatory patient safety. What we know and need to know. 2003, 26, 63-82

156 A twelve-year analysis of disease and provider complications on an organized level | trauma service:
599 as good as it gets?. 2003, 54, 26-36; discussion 36-7 57

Hospital disclosure practices: results of a national survey. 2003, 22, 73-83

1567 Licensed nurse staffing and adverse events in hospitals. 2003, 41, 142-52 183

Patient safety in geriatrics: a call for action. 2003, 58, M813-9

Patient safety forum: examining the evidence: do we know if psychiatric inpatients are being
1565 harmed by errors? What level of confidence should we have in data on the absence or presence of 18
unintended harm?. 2003, 54, 1599-603

Prognostic factors for mortality following interhospital transfers to the medical intensive care unit

of a tertiary referral center. 2003, 31, 1981-6

43



CITATION REPORT

6 Patient Safety in Neurosurgery: Detection of Errors, Prevention of Errors, and Disclosure of Errors. L
1593 2003, 13, 125-137 7

What do we know about medication errors in inpatient psychiatry?. 2003, 29, 391-400

1561 Microsystems in health care: Part 6. Designing patient safety into the microsystem. 2003, 29, 401-8 48

Findings from the ISMP Medication Safety Self-Assessment for hospitals. 2003, 29, 586-97

Reduction in patient enrollment in the Veterans Health Administration after media coverage of
1559 adverse medical events. 2003, 29, 652-8 4

Creating an integrated patient safety team. 2003, 29, 383-90

1557 Patient Safety Leadership WalkRounds. 2003, 29, 16-26 88

Patient safety and medical malpractice: a case study. 2003, 139, 267-73

1555 The current approach to human error and blame in the NHS. 2003, 12, 919-24 6

The Ethics of Tailoring the PatientlI8 Chart. 2003, 1, 422-426

Error prevention and error management in medicine--adopting strategies from other professions.
1553 2003, 26, 545-50

Urinary bladder pseudomass as a postoperative US finding. 2003, 229, 291; author reply 291

1551 Improving performance, reducing error, and minimizing risk in the delivery room. 2003, 785-790

Resident documentation discrepancies in a neonatal intensive care unit. 2003, 111, 976-80

1549 Communication gaffes: a root cause of malpractice claims. 2003, 16, 157-61; discussion 161 77

[Medication errors: who is responsible?]. 2003, 49, 335-41

By-patient performance characteristics of CT colonography: importance of polyp size threshold L
1547 data. 2003, 229, 291-3; author reply 293; discussion 293 4

Acute Hospital Care. 2003, 133-145

44



(2004-2003)

Prioritizing strategies for preventing medication errors and adverse drug events in pediatric

inpatients. 2003, 111, 722-9 318

Nature of preventable adverse drug events in hospitals: a literature review. 2003, 60, 1750-9

1543 Not too perfect: hard lessons and small victories in patient safety. 2003, 60, 780-7 2

Pharmacist surveillance of adverse drug events. 2004, 61, 1466-72

1541 The clinical support systems program. 2004, 180, S74-5 1

Feedback of evidence into practice. 2004, 180, S63-5

1539 To Erris Human: Understanding the Data. 2004, 6, 143

Patient safety: What does it all mean?. 2004, 15, 75-7

1537 Computerized Physician Order Entry and Its Impact on Medication Safety. 2004, 17, 361-362

A baseline study of medication error rates at Baylor University Medical Center in preparation for
implementation of a computerized physician order entry system. 2004, 17, 357-61; discussion 361-2

1535 Outcome bias. 2004, 183, 557-60 19

Canadian adverse events study. 2004, 171, 833-4; author reply 834

1533 Canadian Adverse Events Study. 2004, 171, 834; author reply 834 0

Towards a flexible, process-oriented IT architecture for an integrated healthcare network. 2004,

1531 [Quality assurance in rehabilitation: where do we stand today?]. 2004, 43, 271-83 5

Quality and safety revolution in health care. 2004, 233, 3-6

1529 [Further development of peer-review-procedures in medical rehabilitation]. 2004, 43, 162-5 6

[Glossary on patient safety -- a contribution to on-target-definition and to appreciate the subjects

of "patient safety"]. 2004, 66, 833-40

45



1527

L5725

L2

1521

1519

5Ly

“5Ls

1517

1511

CITATION REPORT

Use of incident reports by physicians and nurses to document medical errors in pediatric patients.
2004, 114, 729-35 137

Incidence of adverse events and negligence in hospitalized patients: results of the Harvard Medical
Practice Study I. 1991. 2004, 13, 145-51; discussion 151-2

Medical malpractice. New England Journal of Medicine, 2004, 350, 283-92 59.2 292

Evolution of a Rapid Hydration Protocol. 2004, 21, 22-6

Creating a "no blame" culture: have we got the balance right?. 2004, 13, 163-4 29

Knowledge and action in stroke--are either good enough?. 2004, 13, 166-7

An analysis of medical device-related errors: prevalence and possible solutions. 2004, 28, 2-21 36

Use of medical emergency team (MET) responses to detect medical errors. 2004, 13, 255-9

What matters more in patient care? Giving doctors shorter hours of work or a good night’s sleep?.
2004, 13, 165-6 4

Bridging the chasm: a professional college’s role in quality. 2004, 38, 181-5

Patient reports of preventable problems and harms in primary health care. 2004, 2, 333-40 146

Patient-physician shared experiences and value patients place on continuity of care. 2004, 2, 452-4

Event reporting to a primary care patient safety reporting system: a report from the ASIPS
collaborative. 2004, 2, 327-32

Pitfalls of adverse event reporting in paediatric cardiac intensive care. 2004, 89, 856-9

HARVARD MEDICAL PRACTICE STUDY. 2004, 13, 151-152 23

How safe is the safety paradigm?. 2004, 13, 226-32

A protocol for the reduction of surgical errors. 2004, 13, 162-3 8

Implications for practice: challenges for healthcare leaders in fostering patient safety. 2004, 13

Suppl 2, ii52-6

46



(2004-2004)

1509 Human Factors Meets Health Care: The Ultimate Challenge. 2004, 12, 6-12 13

The epidemiology of prescribing errors: the potential impact of computerized prescriber order
entry. 2004, 164, 785-92

1507 Oral rehydration: in pediatrics, less is often better. 2004, 158, 420-1 3

Standard, routine and non-routine processes in health care. 2004, 17, 39-46

1505 Perceived potential risk factors in child care. 2004, 18, 38-52 1

Prospective observational study on the incidence of medication errors during simulated
resuscitation in a paediatric emergency department. 2004, 329, 1321

1503 Quality assessment in rehabilitation centres: the indicator system 'Quality Profile’. 2004, 26, 1096-104 21

The Canadian Adverse Events Study: the incidence of adverse events among hospital patients in
Canada. 2004, 170, 1678-86

Invasive Pneumococcal Infection in Sickle Cell Disease in the Era of Penicillin Prophylaxis and PPV23

1591 vaccine. 2004, 11, 8-8

A community survey of medical errors in New York. 2004, 16, 353-62

1499 Excess Hospitalization Costs Attributable to Medical Injuries. 2004, 11, 7-8

1in 165 of Admitted Patients Dies of Preventable Error: Canadian Adverse Events Study Confirms
What Many Suspected, Says Co-Author. 2004, 137, 11-12

1497 Patient safety and surgery. 2004, 93, 463-4 1

Surgical risk management: the value of a weekly surgical radio-pathological meeting. 2004, 74, 205-9

1495 Managing personal integrity: the process of hospitalization for elders. 2004, 46, 549-57 39

Evidence-based strategies for preventing drug administration errors during anaesthesia. 2004, 59, 493-504

1493 Prescription errors in UK critical care units. 2004, 59, 1193-200 76

Readmissions and adverse drug reactions in internal medicine: the economic impact. 2004, 255, 653-63

47



1491

1489

1487

1485

1483

1481

1479

Ly

45

CITATION REPORT

Network computer-assisted transfusion-management system for accurate blood

component-recipient identification at the bedside. 2004, 44, 364-72 28

Creation of an innovative inpatient medical procedure service and a method to evaluate house
staff competency. 2004, 19, 510-3

Patient identification: problems and potential solutions. 2004, 87 Suppl 2, 197-202 26

Lucian Leape on patient safety in U.S. hospitals. Interview by Peter | Buerhaus. 2004, 36, 366-70

The environmental context of patient safety and medical errors. 2004, 20, 304-13 15

Assuring rural hospital patient safety: what should be the priorities?. 2004, 20, 314-26

Applied strategies for improving patient safety: a comprehensive process to improve care in rural L
and frontier communities. 2004, 20, 355-62 9

Application of human reliability analysis to nursing errors in hospitals. 2004, 24, 1459-73

Classification and consequences of errors in otolaryngology. 2004, 114, 1322-35 76

Who, when and where? Identification of patients at risk of an in-hospital adverse event:
implications for nursing practice. 2004, 10, 21-31

Medical malpractice as an epidemiological problem. 2004, 59, 39-46 20

Profiling quality of care: Is there a role for peer review?. 2004, 4, 9

Abstracts of the XXV Congress of the International Academy of Pathology. 2004. 2004, 54 Suppl 1, S1-S621

An eye for fatigation. 2004, 32, 126-30

Information exchange in the NICU: what sources of patient data do physicians prefer to use?. 2004, 5
73, 349-55 3

Information technology and patient safety in nursing practice: an international perspective. 2004,
73,607-14

Avoiding medical errors: JCAHO documentation requirements. 2004, 104, 171-3 1

Biochemical hypoglycemia in female nurses during clinical shift work. 2004, 27, 87-96

48



(2004-2004)

L Cause-and-effect analysis of risk management files to assess patient care in the emergency
473 department. 2004, 11, 1035-41 25

The illusion of explanation. 2004, 11, 1064-5

Clinical information systems: instant ubiquitous clinical data for error reduction and improved

1471 (linical outcomes. 2004, 11, 1162-9 18

Validation of a discharge summary term search method to detect adverse events. 2005, 12, 200-6

1469 Reducing medication errors through naming, labeling, and packaging. 2004, 28, 9-29 86

Causes of intravenous medication errorsddbservation of nurses in a German hospital. 2004, 12, 132-138

1467 The Canadian adverse events study. 2004, 51, R5-R5

Complexity and the future of the patient-doctor relationship. 2004, 52, 143-5

6 [A rapid review of the minimum quality problems using total knee arthroplasty as an example.
1455 \Where do the magical threshold values come from?]. 2004, 107, 967-88 7

Fehlerkultur und Teamtraining. 2004, 37, 73-77

6 Adverse events in a paediatric intensive care unit: relationship to workload, skill mix and staff
1463 supervision. 2004, 30, 1160-6 43

A prospective multicentre study of pharmacist initiated changes to drug therapy and patient
management in acute care government funded hospitals. 2004, 57, 513-21

1461 Tracking level one trauma center staff behaviors on adverse event reporting. 2004, 24, 27-32 1

Tracking level one trauma center staff behaviors on adverse event reporting. 2004, 24, 27-32

1459 Another look at medical error. 2004, 88, 122-9 2

The psychology of error in relation to medical practice. 2004, 88, 130-42

L A comparison of antecedents to cardiac arrests, deaths and emergency intensive care admissions in °
457 Australia and New Zealand, and the United Kingdom--the ACADEMIA study. 2004, 62, 275-82 44

Medical errors: an introduction to concepts. 2004, 37, 1043-51

49



CITATION REPORT

1455 Medical errors: overcoming the challenges. 2004, 37, 1063-71 16

Doctors’ responses to medical errors. 2004, 52, 147-63

L Insurance status and access to primary health care:disparate outcomes for potentially preventable
453 hospitalization. 2004, 19, 81-100

Comparison of three methods for estimating rates of adverse events and rates of preventable
adverse events in acute care hospitals. 2004, 328, 199

Clinical review: Outreach - a strategy for improving the care of the acutely ill hospitalized patient. 3
45T 2004, 8, 33-40 ;

Expanding intensive care medicine beyond the intensive care unit. 2004, 8, 9-10

1449 Lifelong learning and the maintenance of certification. 2004, 1, 199-203; discussion 204-7 16

[Adverse effects in hospital healthcare. A critical review]. 2004, 123, 21-5

1447 Making healthcare better, cheaper, safer. 2004, 8, 321-322

Adverse drug events in two emergency departments in Naples, Italy: an observational study. 2004,
50,631-6

L Occurrence of dispensing errors and efforts to reduce medication errors at the Central Arkansas
445 veteran's Healthcare System. 2004, 27, 271-82

Frequency and preventability of adverse drug reactions in paediatric patients. 2004, 27, 819-29

1443 Reducing errors and promoting safety in pediatric emergency care. 2004, 4, 55-63 22

Pediatric medication errors: what do we know? What gaps remain?. 2004, 4, 73-81

Effect of reducing interns’ work hours on serious medical errors in intensive care units. New

1441 England Journal of Medicine, 2004, 351, 1838-48 592 1312

[Appropriate drug prescribing in the elderly]. 2004, 25, 582-90

Effectiveness of an educational program in reducing the incidence of wrong-site tooth extraction.
1439 2004, 98, 288-294 27

Achieving closure through disclosure: experience in a pediatric institution. 2004, 144, 559-60

50



(2004-2004)

1437 Robert E. Gross Lecture. Making health care safe: are we up to it?. 2004, 39, 258-66 17

Do patients with a negative Emergency Department evaluation for syncope require hospital
admission?. 2004, 27, 339-43

To err on humans is not benign. Incentives for adoption of medical error-reporting systems. 2004,
1435 23,935-49 4

One surgeon’s philosophy of surgical education. 2004, 187, 486-90

1433 Disability, chronic condition, and iatrogenic illness. 2004, 85, 168-71 12

Reaching out to clinicians: implementation of a computerized alert system. 2004, 26, 26-30

1431 Challenges in the care of the acutely ill. 2004, 363, 970-7 112

Improving care of the critically ill: institutional and health-care system approaches. 2004, 363, 1314-20

1429 Use and misuse of outcome data. 2004, 363, 1912 1

Polio-vaccination boycott in Nigeria. 2004, 363, 1912

1427 When will health care pass the orange-wire test?. 2004, 364, 1567-8 15

The role of perception in Medication Errors : Implications for Non-Technological Interventions.
2004, 60, 172-6

1425 A new method for evaluating the quality of medical interpretation. 2004, 42, 71-80 42

Medical malpractice: a study of case histories by the Forensic Medicine Section of Bari. 2004, 25, 141-4

L Ottawa Hospital Patient Safety Study: incidence and timing of adverse events in patients admitted L
423 o a Canadian teaching hospital. 2004, 170, 1235-40 39

Pediatric patient safety: identification and characterization of adverse events, adverse drug events,
and medical error. 2004, 5, 189-91

1421 Hospital-reported medical errors in premature neonates. 2004, 5, 119-23 36

Physiatry: medical errors, patient safety, patient injury, and quality of care. 2004, 83, 575-83

51



CITATION REPORT

1419 Practicing surgeons lead in quality care, safety, and cost control. 2004, 239, 752-60; discussion 760-2 33

Sources of Barcode Scanner Failure on POCT Devices. 2004, 3, 140-146

1417 Health care as a risk factor. 2004, 170, 1688-9 16

The Relationship Between Leadership Practices and a Medication Safety Regimen. 2004, 28, 306-308

1415 Occupational Therapists' Perspectives on Practice Errors in Geriatric Practice Settings. 2004, 21, 21-39 9

The effect of house staff working hours on the quality of obstetric and gynecologic care. 2004, 103, 613-6

1413 Predictors of lawsuit activity against nursing homes in Hillsborough County, Florida. 2004, 29, 150-8 4

Clinical risk management in obstetrics. 2004, 16, 137-42

1411 First, do no harm. Avoiding the near misses. 2004, 104, 81, 83-4 20

Medication error prevention. Progress of initiatives. 2004, 6, 3-12; quiz 13-4

1409 Effects of patient-focused care on seclusion in a psychiatric intensive care unit. 2004, 11, 503-508 25

Adverse events due to discontinuations in drug use and dose changes in patients transferred
between acute and long-term care facilities. 2004, 164, 545-50

116 Fifteen best practice recommendations for bar-code medication administration in the Veterans 5
497 Health Administration. 2004, 30, 355-65 7

Adapting root cause analysis to chronic medical conditions. 2004, 30, 175-86

1405 Fixing broken bones and broken homes: domestic violence as a patient safety issue. 2004, 30, 636-46 3

How to design computerized alerts to safe prescribing practices. 2004, 30, 602-13

110 Patient safety culture and leadership within Canada’s Academic Health Science Centres: towards
493 the development of a collaborative position paper. 2004, 17, 22-34 9

Preventing provider errors: online total parenteral nutrition calculator. 2004, 113, 748-53

52



(2005-2004)

1401 A 52-year-old man with pulmonary edema following large-volume transfusion. 2004, 125, 1556-60

Medical errors and the trainee: ethical concerns. 2004, 327, 33-7

1399 |dentifying error pathways during elbow and knee replacements. 2005, 121-7 5

2004 ABJS Earl McBride lecture: patient safety: past, present, and future. 2005, 440, 242-50

1397 [Medication errors resulting from drug preparation and administration]. 2005, 60, 391-9 5

Reducing Medical Errors at the Point of Care. 2005, 36, 275-277

1395 Monitoring abnormal laboratory values as antecedents to drug-induced injury. 2005, 59, 1457-62 27

Inappropriate drug combinations among privately insured patients with HIV disease. 2005, 43, 11153-62

1393 Standards in the NHS. 2005, 98, 224-7

Emergency medicine. 2005, 5, 173-5

1391 The neurologist and patient safety. 2005, 11, 140-9 9

In-hospital cardiac arrest. 2005, 33, 2825-30

1389 Improving the ICU: part 1. 2005, 127, 2151-64 105

Development of a Patient Safety Web-based Education Curriculum for Physicians, Nurses, and
Patients. 2005, 1, 90-99

The Critical Care Safety Study: The incidence and nature of adverse events and serious medical

1387 errors in intensive care. 2005, 33, 1694-700 1246

Prescription writing errors in the pediatric emergency department. 2005, 21, 822-7

1385 Adverse drug reactions and avalanches: life at the edge of chaos. 2005, 45, 866-71 5

Minimising Medication Mishap: Introducing a Warfarin Safety Strategy. 2005, 35, 266-270

53



CITATION REPORT

1383 Identifying Medical Errors. 2005, 1, 138-144 2

Integrating the Institute of Medicine’s six quality aims into pediatric critical care: relevance and
applications. 2005, 6, 264-9

1381 Medical Errors. 2005, 4, 139-141 8

Medical liability and patient safety: setting the proper course. 2005, 105, 941-3

L Preventing adverse events in the pediatric intensive care unit: prospectively targeting factors that 5
379 lead to intravenous potassium chloride order errors. 2005, 6, 25-32 7

How quality improvement projects influence organizational culture. 2005, 8 Spec No, 26-31

L Patient Safety Leadership WalkRounds at Partners Healthcare: learning from implementation. 2005
377, 31,423-37 37

The development of the Canadian paediatric trigger tool for identifying potential adverse events.
2005, 8 Spec No, 90-3

Evaluating the effectiveness of a multi-professionally agreed list of adverse events for clinical
1375 incident reporting in Trauma and Orthopaedics. 2005, 10, 217-230

Adverse events and death in stroke patients admitted to the emergency department of a tertiary
university hospital. 2005, 12, 63-71

1373 Child-Specific Risk Factors and Patient Safety. 2005, 1, 17-22 21

Use of Colored Syringes Reduces the Incidence of Syringe Swap During Anesthesia. 2005, 30, 310-311

1371 Medication errors: why they happen, and how they can be prevented. 2005, 28, 14-24 16

Progressive independence in clinical training: a tradition worth defending?. 2005, 80, S106-11

1369 Assessing patient safety in the United States: challenges and opportunities. 2005, 43, 142-7 19

Validity of unplanned admission to an intensive care unit as a measure of patient safety in surgical
patients. 2005, 103, 1121-9

1367 Labeling as a Tool to Reduce Drug Error in Anesthesia Practice. 2005, 30, 311 1

What is the measure of a safe hospital? Medication errors missed by risk management, clinical staff,

and surveyors. 2005, 11, 268-73

54



(2005-2005)

Evidence-guided education: patients’ outcome data should influence our teaching priorities. 2005,
1365 g0, 147-51 29

Cause and effect analysis of closed claims in obstetrics and gynecology. 2005, 105, 1031-8

1363 Use of acute care hospitals by long-stay patients: who, how much, and why?. 2005, 24 Suppl 1, 97-106 11

Missing clinical information during primary care visits. 2005, 293, 565-71

1261 Decreasing clinically significant adverse events using feedback to emergency physicians of L
3 telephone follow-up outcomes. 2005, 45, 15-23 3

Emergency department visits for outpatient adverse drug events: demonstration for a national

surveillance system. 2005, 45, 197-206

L Navigating the information technology highway: computer solutions to reduce errors and enhance 5
359 patient safety. 2005, 45, 1895-205S 4

Beyond the medical record: other modes of error acknowledgment. 2005, 20, 404-9

Sins of omission: getting too little medical care may be the greatest threat to patient safety. 2005,
1357 20, 686-91 104

What can hospitalized patients tell us about adverse events? Learning from patient-reported
incidents. 2005, 20, 830-6

1355 Patient reports of undesirable events during hospitalization. 2005, 20, 922-8 57

Adverse drug events occurring following hospital discharge. 2005, 20, 317-23

L Intrarace differences among black and white americans presenting for chronic pain management:
353 the influence of age, physical health, and psychosocial factors. 2005, 6, 29-38 59

Outcomes of infection in nursing home residents with and without early hospital transfer. 2005, 53, 590-6

An educational intervention to enhance nurse leaders’ perceptions of patient safety culture. 2005,
1351 40,997-1020 79

How good is the quality of health care in the United States? 1998. 2005, 83, 843-95

1349 Evolution of trends in risk management. 2005, 75, 603-7 6

Incident reporting: patient and clinician safety. 2005, 75, 623-4

55



Loay

oA

LA

1341

L8

1331

CITATION REPORT

Why the need to reduce medical errors is not obvious. 2005, 11, 53-7 6

New technology to enable personal monitoring and incident reporting can transform professional
culture: the potential to fFavourably impact the future of health care. 2005, 11, 499-506

Medication errors in anaesthesia and critical care. 2005, 60, 257-73 79

Drug error in anaesthetic practice: a review of 896 reports from the Australian Incident Monitoring
Study database. 2005, 60, 220-7

Drug errors, qualitative research and some reflections on ethics. 2005, 14, 869-75 13

Clinical drug interactions in outpatients of a university hospital in Thailand. 2005, 30, 583-90

Physician responses to the malpractice crisis: from defense to offense. 2005, 33, 416-28 17

The social, professional, and legal framework for the problem of pain management in emergency
medicine. 2005, 33, 741-60

Prevention of prescription errors by computerized, on-line surveillance of drug order entry. 2005,
74, 377-86 42

Designing the design phase of critical care devices: a cognitive approach. 2005, 38, 34-50

A human factors engineering conceptual framework of nursing workload and patient safety in

intensive care units. 2005, 21, 284-301 203

Medical education in critical care. 2005, 20, 270-3

Beyond blame: cultural barriers to medical incident reporting. 2005, 60, 1927-35 252

A human factors approach to understanding patient safety during pediatric cardiac surgery. 2005,
20, 13-20

The identification and development of Canadian coronary artery bypass graft surgery quality
indicators. 2005, 130, 1257 42

[Adverse outcomes in the surgical treatment of acute appendicitis]. 2005, 78, 312-7

Serious case reviews: learning to use expertise. 2005, 14, 160-176 28

Information behavior in the context of improving patient safety. 2005, 56, 1332-1345




(2005-2005)

1329 The registration of complications in surgery: a learning curve. 2005, 29, 402-9 43

Informationsintegration in Gesundheitsversorgungsnetzen. 2005, 28, 105-119

1327 [First experience with a critical incident reporting system in surgery]. 2005, 76, 868-74; discussion 875 8

[Patient safety and risk management]. 2005, 100, 478-85

Epidemiological case survey of medical malpractice in some medical and surgical specialties. 2005,
1325 149, 139-42 5

Technical skills errors in laparoscopic cholecystectomy by expert surgeons. 2005, 19, 832-5

1323 The nature of surgical error: a cautionary tale and a call to reason. 2005, 19, 1014-6 12

Medical Errors: Mandatory Reporting, Voluntary Reporting, or Both?. 2005, 20, 99-112

1321 Managing risk: a taxonomy of error in health policy. 2005, 13, 337-46 9

Medical errors: getting the incentives right. 2005, 5, 307-26

1319 Information Management in Distributed Healthcare Networks. 2005, 315-334 2

Error in medicine: the role of the morbidity and mortality conference. 2005, 7, 315

1317 Medical errors--is total quality management for the battlefield desirable?. 2005, 170, 915-8 1

Patient safety: new directions in the management of health service quality. 2005, 33, 675-692

121 Terror Australis Redux: Revisiting Australian Emergency Department Preparedness for Terrorism.
315 2005, 20, 97-97

Lesson from Simeulue Island. 2005, 20, S148-S148

1313 Outcome-based clinical indicators for intensive care medicine. 2005, 33, 303-10 15

The Western Australian Audit of Surgical Mortality: advancing surgical accountability. 2005, 183, 504-8

57



CITATION REPORT

1311 Disclosure of Medical Error: Policies and Practice. 2005, 98, 307-309 16

Computerized Therapeutic Decision Support. 2005,

1309 Safety in surgery: first steps towards a systems approach. 2005, 11, 190-194 2

Error reporting and disclosure systems: views from hospital leaders. 2005, 293, 1359-66

1307 System weaknesses as contributing causes of accidents in health care. 2005, 17, 5-13 13

Perfusion safety in Europe: managing risks, learning from mistakes. 2005, 20, 209-15

1305 Use of specificindicators to detect warfarin-related adverse events. 2005, 62, 1683-8 15

Neurologic patient safety: an in-depth study of malpractice claims. 2005, 65, 1284-6

1303 Adverse events and preventable adverse events in children. 2005, 115, 155-60 153

The vanB2 gene cluster of the majority of vancomycin-resistant Enterococcus faecium isolates from
Taiwan is associated with the pbp5 gene and is carried by Tn5382 containing a novel insertion
sequence. 2005, 49, 3937-9

Factors predictive of intravenous fluid administration errors in Australian surgical care wards. 2005,

1301 14, 179-84 48

Fostering rational regulation of patient safety. 2005, 30, 375-426

s Using a preprinted order sheet to reduce prescription errors in a pediatric emergency department: 6
9 a3 randomized, controlled trial. 2005, 116, 1299-302 9

RISK MANAGEMENT IN OBSTETRICS; JUST ANOTHER INSPECTION OR IMPROVING PATIENT CARE?.
2005, 16, 195

1297 Impact of reporting hospital performance. 2005, 14, 77-8 13

Litigious culture - keep your counsel. 2005, 10, 487-489

1295 Adverse events and near miss reporting in the NHS. 2005, 14, 279-83 81

Impact of a falls menu-driven incident-reporting system on documentation and quality

improvement in nursing homes. 2005, 45, 835-42




(2005-2005)

1293 Real time patient safety audits: improving safety every day. 2005, 14, 284-9 76

Evaluating hospital care for individuals with Alzheimer’s disease using inpatient quality indicators.
2005, 20, 27-36

1291 Das Frankfurter Fehlerberichts- und Lernsystem - Struktur und erste Ergebnisse. 2005, 81, 147-153 3

Residents report on adverse events and their causes. 2005, 165, 2607-13

1289 Adverse events in gynaecology at King Edward VIII Hospital, Durban, South Africa. 2005, 25, 676-80 9

Disclosure of medical error: policies and practice. 2005, 98, 307-9

1287 Improving the quality of hospital care in America. New England Journal of Medicine, 2005, 353,302-4 592 23

Bar coding for patient safety. New England Journal of Medicine, 2005, 353, 329-31

1285 Improving patient safety: moving beyond the "hype" of medical errors. 2005, 173, 893-4 26

Accidental deaths, saved lives, and improved quality. New England Journal of Medicine, 2005, 353, 1405-%9.2

Opportunities for improving post-hospital home medication management among older adults.

1283 5005, 24, 101-22 31

The patient safety story. 2005, 331, 302-4

Effectiveness of a computerized system for intravenous heparin administration: using information

1251 technology to improve patient care and patient safety. 2005, 3, 75-81

Practice guidelines for the diagnosis and management of skin and soft-tissue infections. 2005, 41, 1373-406

L Implementing a national strategy for patient safety: lessons from the National Health Service in
279 England. 2005, 14, 135-9 &

Medical record review of deaths, unexpected intensive care unit admissions, and clinician referrals:
detection of adverse events and insight into the system. 2006, 91, 169-72

1277 Whether passenger or patient, organizational safety is the key. 2005, 10, 193-4

Preventable adverse events in infants hospitalized with bronchiolitis. 2005, 116, 603-8

59



1275

1273

1271

1269

1267

1265

1263

1261

1259

CITATION REPORT

Are language barriers associated with serious medical events in hospitalized pediatric patients?.

2005, 116, 575-9 222

Business Process Management. 2005,

Reducing excessive medication administration in hospitalized adults with renal dysfunction. 2005, -
20, 64-9

A chronic case of mismanagement?. 2005, 10, 194-5

Cognitive impairment is the major risk Factor for development of geriatric syndromes during
hospitalization: results from the GIFA study. 2005, 20, 262-9

Are the risks of hospital practice adequately recognised by incident reporting?. 2005, 14, 78-9

Who is responsible for the safety of infusion devices? It’s high time For action!. 2005, 14, 76 5

Priorities of health policy: cost shifting or population health. 2005, 2, 1

Multiplicity of medication safety terms, definitions and functional meanings: when is enough
enough?. 2005, 14, 358-63 >4

Effectiveness of routine reporting to identify minor and serious adverse outcomes in surgical
patients. 2005, 14, 378-82

Frequency and correlates of adverse events in a respiratory diseases hospital in Mexico city. 2005,
128, 3900-5

Medication errors: why they happen, and how they can be prevented. 2005, 105, 14-24; quiz 48-51

Introduction of the medical emergency team (MET) system: a cluster-randomised controlled trial.
2005, 365, 2091-7 1509

Incidencia e impacto de los efectos adversos en dos hospitales. 2005, 20, 53-60

Seven steps to patient safety. 2005, 20, 66-70 3

Efectos adversos relacionados con la asistencia sanitaria en ginecolog” a y obstetricia: una revisi” @
cr” kica. 2005, 20, 90-99

Gesti” O de riesgos desde la visi® B de la gesti” B hospitalaria. 2005, 20, 110-114 1

Experiencia en el estudio de efectos adversos en un servicio de cirug” a general. 2005, 20, 185-192

60



(2005-2005)

1257 Siguiendo la pista de los efectos adversos: ¢* o detectarlos. 2005, 20, 204-210 5

The search for safer surgery. 2005, 3, 7-9

1255 Errorsin surgery. 2005, 3, 75-81 37

[Diagnosis mistake in the emergency room: relation to main symptom at admission, reasons and
clinical implications]. 2005, 125, 366-70

1253 Patient safety: do nursing and medical curricula address this theme?. 2005, 25, 333-40 36

Labeling as a Tool to Reduce Drug Error in Anesthesia Practice. 2005, 30, 311-311

Estimation of the cumulative incidence of hospital-acquired bacteremia from prevalence data: a

1251 formula. 2005, 26, 415-7

12

Medical errors detected and corrected by a pediatric infectious diseases consultation service. 2005,
26,417-20

1249 Defining and measuring patient safety. 2005, 21, 1-19, vii 108

The new emphasis on quality and safety. 2005, 2, 719

1247 Ethicalissuesin patient safety. 2005, 15, 493-501 8

Quality assessment and improvement in bariatric surgery. 2005, 1, 453-7

1245 Medication safety and transfusion errors in the ICU and beyond. 2005, 21, 91-110, ix 28

Safety in training and learning in the intensive care unit. 2005, 21, 129-48, ix

1243 [Why are there medical errors and how can we talk about them?]. 2005, 53, 315-22 4

Expert testimony: a contrary perspective from the trenches. 2005, 2, 131-2

1241 Use of colored syringes reduces the incidence of syringe swap during anesthesia. 2005, 30, 310-1 2

Management of the critically ill patient in the emergency department: focus on safety issues. 2005,

21, 81-9, viii-ix

61



1237

1235

1231

1227

1225

1223

CITATION REPORT

The safety of inpatient pediatrics: preventing medical errors and injuries among hospitalized

children. 2005, 52, 979-93, vii 20

" U" hements iatrog” Oes et ventilation m" tanique. 2005, 14, 423-429

Illustrating the root-cause-analysis process: creation of a safety net with a semiautomated process

for the notification of critical findings in diagnostic imaging. 2005, 2, 768-76 21

A retrospective review of the neuropsychological test performance of physicians referred for

medical infractions. 2005, 20, 161-70 2t

latrogenic events resulting in intensive care admission: frequency, cause, and disclosure to patients
and institutions. 2005, 118, 409-13

Effect of a nurse team coordinator on outcomes for hospitalized medicine patients. 2005, 118, 1148-53 62

On the quest for Six Sigma. 2005, 189, 253-8

Medication errors: hospital pharmacist perspective. 2005, 65, 1735-46 33

Medical liability, risk management, and the quality of health care. 2005, 10, 3-9

Radiologic quality and safety: mapping value into radiology. 2005, 2, 992-1000 59

Risk management of severe neonatal hyperbilirubinemia to prevent kernicterus. 2005, 32, 125-39, vii

Procedural sedation and analgesia in the emergency department: what are the risks?. 2005, 23, 551-72 33

Sun Valley Group manifesto. 2005, 2, 646-8

Prerequisite programs and food hygiene in hospitals: food safety knowledge and practices of food L
service staff in Ankara, Turkey. 2005, 26, 420-4 4

Errors in the medication process: frequency, type, and potential clinical consequences. 2005, 17, 15-22

Features and uses of high-fidelity medical simulations that lead to effective learning: a BEME

systematic review. 2005, 27, 10-28 2310

Health Care Failure Mode and Effect Analysis: a useful proactive risk analysis in a pediatric oncology

ward. 2006, 15, 58-63

62



(2006-2006)

Measuring intra-operative interference from distraction and interruption observed in the operating

1221 theatre. 2006, 49, 589-604 237

Actitudes, conocimientos y creencias de los profesionales de enfermer” a sobre errores de
medicaci” 0. 2006, 21, 6-12

1219 Laseguridad del pacientey la colaboraci” B entre m” dicos y farmac” Uticos. 2006, 32, 55-57

[Improving health care safety]. 2006, 35, 1203-4

1217 Surgical professionalism in the 21st century. 2006, 367, 177-81 22

Quality of hospital care for M™ Bri patients in New Zealand: retrospective cross-sectional
assessment. 2006, 367, 1920-5

Inpatient disposition classification for the creation of hospital surge capacity: a multiphase study.

1215 5006, 368, 1984-90 89

The moral imperative of designating patient safety and quality care as a national nursing research
priority. 2006, 13, 5-9

1213 Patient safety: a view from Down Under. 2006, 53, 1217-30

The impact of fatigue on patient safety. 2006, 53, 1135-53

1211 Medical Errors and Patient Safety in Health Care. 2006, 37, 9-13 4

Medication errors in children. 2006, 53, 1155-68

1209 The incidence of adverse events and medical error in pediatrics. 2006, 53, 1067-77 45

When does expert witness testimony constitute a violation of the ACR Code of Ethics? The role of
the ACR Committee on Ethics. 2006, 3, 252-8

Can decisional algorithms replace global introspection in the individual causality assessment of

1207 spontaneously reported ADRs?. 2006, 29, 697-702 35

[What we may we learn. Drug-related adverse events?]. 2006, 126, 97-8

1205 [Health assistance as a risk factor: side effects related to clinical practice]. 2006, 20 Suppl 1, 41-7 8

[Medical errors in oncology and patient safety]. 2006, 126, 779-81




CITATION REPORT

1203 [Clinical error and adverse events: Primary care doctors perception]. 2006, 38, 25-32 10

Evidence for handheld electronic medical records in improving care: a systematic review. 2006, 6, 26

1201 Medication reconciliation: developing and implementing a program. 2006, 18, 503-7 8

Adverse drug event reporting in intensive care units: a survey of current practices. 2006, 40, 1267-73

Impact of computerized physician order entry on medication prescription errors in the intensive

1199 care unit: a controlled cross-sectional trial. 2006, 10, R21 109

Introduction of a rapid response system: why we are glad we MET. 2006, 10, 121

Impact of nursing on hospital patient mortality: a focused review and related policy implications.

197 2006, 15, 4-8 109

Strategies used by nurses to recover medical errors in an academic emergency department setting.
2006, 19, 70-7

1 An exploratory mixed-methods study of Scottish midwives’ understandings and perceptions of
95 clinical near misses in maternity care. 2006, 22, 125-36 4

Inpatient verbal orders and the impact of computerized provider order entry. 2006, 149, 461-7

1193 Medication errors related to computerized order entry for children. 2006, 118, 1872-9 102

Administrative claims analysis of the relationship between warfarin use and risk of hemorrhage
including drug-drug and drug-disease interactions. 2006, 12, 640-8

1191 Health Information Systems (Informationssysteme im Gesundheitswesen). 2006, 48, 6-11 3

Study of medication errors on a community hospital oncology ward. 2006, 2, 149-54

1189 Discussion. 2006, 38, 113-123 8

Improving safety and quality: how can education help?. 2006, 184, S60-4

Claiming behaviour in a no-fault system of medical injury: a descriptive analysis of claimants and

1187 on-claimants. 2006, 185, 203-7 31

An Eight-Year Analysis of Surgical Morbidity and Mortality: Data and Solutions. 2006, 72, 1070-1081

64



(2006-2006)

1185 Making the Operating Room of the Future Safer. 2006, 72, 1102-1108 7

Measurement of the safety and quality of health care. 2006, 184, S51-5

1183 The WHO World Alliance for Patient Safety: towards the years of living less dangerously. 2006, 184, S69-72 21

Rhetoric or Reality? Innovation in Forensic Psychiatry. 2006, 11, 27-30

1181 Framing patient safety initiatives: working model and case example. 2006, 36, 200-4 4

Compliance with intended use of Bar Code Medication Administration in acute and long-term care:
an observational study. 2006, 48, 15-22

The National Quality Forum Safe Practice Standard for Computerized Physician Order Entry. 2006,
179 2,183-190

Adverse events detected by clinical surveillance on an obstetric service. 2006, 108, 1073-83

The impact of state laws limiting malpractice damage awards on health care expenditures. 2006,
77 96,1375-81 40

Selecting indicators for patient safety at the health system level in OECD countries. 2006, 18 Suppl
1, 14-20

1 Processes influencing the development of graduate nurse capabilities in clinical risk management:
75 an Australian study. 2006, 15, 268-77 9

Strategies for identifying and minimizing medication errors in health care settings. 2006, 25, 70-7

1173 The safety culture in a children’s hospital. 2006, 21, 223-9 30

Causes of mortality on a university hospital neurology service. 2006, 12, 245-8

1171 Patterns of errors contributing to trauma mortality: lessons learned from 2,594 deaths. 2006, 244, 371-80 330

Medication errors and adverse drug events in an intensive care unit: direct observation approach
for detection. 2006, 34, 415-25

Validation of the potentially avoidable hospital readmission rate as a routine indicator of the

quality of hospital care. 2006, 44, 972-81 181

1169

Medical dominance in a changing world: the UK case. 2006, 15, 444-457




CITATION REPORT

1167 Impact of a Statewide Reporting System on Medication Error Reduction. 2006, 2, 116-123 3

Risk assessment and outpatient management in bleeding peptic ulcer. 2006, 40, 129-34

1165 Patient safety in the office-based setting. 2006, 117, 61e-80e 46

Nature of human error: implications for surgical practice. 2006, 244, 642-8

Preventing Potassium Problems Permanently: Eliminating Concentrated Potassium Chloride Errors.

1163 5006, 36, 181-184 4

Medication dispensing errors and potential adverse drug events before and after implementing bar
code technology in the pharmacy. 2006, 145, 426-34

1161 Interventions to increase clinical incident reporting in health care. 2006, 1

Recovery from medical errors: the critical care nursing safety net. 2006, 32, 63-72

1159 How many hospital pharmacy medication dispensing errors go undetected?. 2006, 32, 73-80 60

The clinical transformation of Ascension Health: eliminating all preventable injuries and deaths.
2006, 32, 299-308

1157 A leadership framework for culture change in health care. 2006, 32, 433-42 23

Missed and delayed diagnoses in the ambulatory setting: a study of closed malpractice claims. 2006
, 145, 488-96

1 Telling cultures: 'cultural’ issues for staff reporting concerns about colleagues in the UK National ;
55 Health Service. 2006, 28, 903-26 3

"Health courts" and accountability for patient safety. 2006, 84, 459-92

Effect of an education programme on the utilization of a medical emergency team in a teaching
153 hospital. 2006, 36, 231-6 49

Voluntary electronic reporting of medical errors and adverse events. An analysis of 92,547 reports
from 26 acute care hospitals. 2006, 21, 165-70

Recoverable cognitive dysfunction at hospital admission in older persons during acute illness. 2006,

5T 21,1276-81 79

Insulin treatment as a tracer for identifying latent patient safety risks in home-based diabetes care.

2006, 14, 116-27

66



(2006-2006)

1149 Patient safety in cataract surgery. 2006, 20, 275-82 27

Clinical decisionmaking: opening the black box of cognitive reasoning. 2006, 48, 713-9

1147 Art, Chaos, Ethics, and Science (ACES): a doctoring curriculum for emergency medicine. 2006, 48, 532-7 5

Toward a theoretical approach to medical error reporting system research and design. 2006, 37, 283-95

1145 Applying hierarchical task analysis to medication administration errors. 2006, 37, 669-79 124

Prevalence and sensitivity of MET-criteria in a Scandinavian University Hospital. 2006, 70, 66-73

Hospital-wide physiological surveillance-a new approach to the early identification and

1145 management of the sick patient. 2006, 71, 19-28 156

A quantitative approach to clinical risk assessment: The CREA method. 2006, 44, 491-513

a1 Medical error identification, disclosure, and reporting: do emergency medicine provider groups
4L differ?. 2006, 13, 443-51 40

The development and evaluation of an integrated electronic prescribing and drug management

system for primary care. 2006, 13, 148-59

1139 Return on investment for a computerized physician order entry system. 2006, 13, 261-6 188

Automated surveillance for adverse drug events at a community hospital and an academic medical
center. 2006, 13, 372-7

1 Presidential address: Not in my hospital: identifying and reducing unnecessary hospital deaths.
37 2006, 194, 1633-7

Determining the need for simulated training of invasive procedures. 2006, 11, 41-9

1 Clinical manifestations and neurodevelopmental outcome following an event of accidental
35 intramuscular injection of atracurium in newborns. 2006, 165, 361-6

Drug-related problems and pharmacotherapeutic advisory intervention at a medicine clinic. 2006,
62,1075-81

1133 [Medical risk management]. 2006, 101, 796-803 2

Impact of computerised chemotherapy prescriptions on the prevention of medication errors. 2006,

8, 821-5




CITATION REPORT

1131 Voluntary electronic reporting of medical errors and adverse events. 2006, 21, 165-170 134

[Adverse events in Intensive Medicine. Managing risk]. 2006, 30, 284-92

1129 [Mortality analysis as a tool for quality improvement in a general surgery service]. 2006, 80, 78-82

The ethics and practical importance of defining, distinguishing and disclosing nursing errors: a
discussion paper. 2006, 43, 367-76

A cognitive blueprint of collaboration in context: distributed cognition in the psychiatric emergency

department. 2006, 37, 73-83 68

1127

Medication Safety in Critically Ill Children. 2006, 7, 215-225

[Clinical and economic impact of the pharmacy resident incorporation into the healthcare team].

1125 2006, 30, 284-90 9

Demystifying medication safety: making sense of the terminology. 2006, 2, 280-9

1123 Narrativizing errors of care: critical incident reporting in clinical practice. 2006, 62, 134-44 32

Turning the medical gaze in upon itself: root cause analysis and the investigation of clinical error.
2006, 62, 1605-15

A root cause analysis of clinical error: confronting the disjunction between formal rules and

121 ituated clinical activity. 2006, 63, 1201-12 42

Error or "act of God"? A study of patients’ and operating room team members’ perceptions of error
definition, reporting, and disclosure. 2006, 139, 6-14

Interdisciplinary communication: an uncharted source of medical error?. 2006, 21, 236-42;

1119 discussion 242 144

Development and implementation of a patient safety program in an academic, urban emergency
department. 2006, 32, 491-6

1117 Case for tort reform in medical malpractice. 2006, 64, 838-42 3

Towards standardized measurement of adverse events in spine surgery: conceptual model and
pilot evaluation. 2006, 7, 53

Oral outpatient chemotherapy medication errors in children with acute lymphoblastic leukemia.

1115 2006, 107, 1400-6 o

Care of hospitalized older patients: opportunities for hospital-based physicians. 2006, 1, 42-7

68



(2006-2006)

Development of a clipped single-bag with bicarbonate replacement fluid to ensure proper mixing.
13 2006, 52, 343-8 E

Adverse Events in Patients With Community-Acquired Pneumonia at an Academic Tertiary
Emergency Department. 2006, 14, 350-359

1111 Theincorporation of patient safety into board certification examinations. 2006, 81, 317-25 18

Trust in the context of patient safety problems. 2006, 20, 397-416

1109 International law, telemedicine & health insurance: China as a case study. 2006, 32, 7-51 7

Implementation of online radiology quality assurance reporting system for performance
improvement: initial evaluation. 2006, 241, 518-27

1107 Reduced risk of surgical site infections through surveillance in a network. 2006, 18, 127-33 81

Identifying risk Factors for medical injury. 2006, 18, 203-10

Adverse outcomes in Belgian acute hospitals: retrospective analysis of the national hospital

1105 discharge dataset. 2006, 18, 211-9 25

Epidemiology of medical complaints in Mexico: identifying a general profile. 2006, 18, 220-3

1103 Culture, language, and patient safety: Making the link. 2006, 18, 383-8 106

Efficiency of a semiautomated coding and review process for notification of critical findings in
diagnostic imaging. 2006, 186, 933-6

Enhancing patient safety during feeding-tube insertion: a review of more than 2,000 insertions.

1101 5006, 30, 440-5

109

Prospective assessment of intraoperative precursor events during cardiac surgery. 2006, 29, 447-55

1099 Influence of hospice use on hospital inpatient mortality: a state-level analysis. 2006, 84, 2-10 25

Accountability sought by patients following adverse events from medical care: the New Zealand
experience. 2006, 175, 889-94

1097 The complexity of measuring interprofessional teamwork in the operating theatre. 2006, 20, 485-95 37

Patient safety alerts: a balance between evidence and action. 2006, 91, F314-5




1095

1093

1091

1089

1087

1085

1083

1081

1079

CITATION REPORT

The prevalence of dextromethorphan abuse among high school students. 2006, 118, 2267-9 16

Physician discipline. 2006, 88, 2091-6

Adverse events in the neonatal intensive care unit: development, testing, and findings of an
NICU-focused trigger tool to identify harm in North American NICUs. 2006, 118, 1332-40 245

Preventable deaths in patients admitted from emergency department. 2006, 23, 452-5

Medical injuries among hospitalized children. 2006, 15, 202-7 14

The Perception of Just Culture Across Disciplines in Healthcare. 2006, 50, 964-968

Experiences of health professionals who conducted root cause analyses after undergoing a safety

improvement programme. 2006, 15, 393-9 62

Medical errors in psychiatry. 2006, 14, 204-11

Relationship between complaints and quality of care in New Zealand: a descriptive analysis of 3
complainants and non-complainants following adverse events. 2006, 15, 17-22 7

Are residents’ extended shifts associated with adverse events?. 2006, 3, e497

Challenging the world: patient safety and health care-associated infection. 2006, 18, 4-8 59

Ambulatory care quality measures for the 6 aims from administrative data. 2006, 21, 310-6

Findings of the first consensus conference on medical emergency teams. 2006, 34, 2463-78 1097

Excess mortality caused by medical injury. 2006, 4, 410-6

Pediatric malpractice. 2006, 118, 2266-7 1

Violations and migrations in health care: a framework for understanding and management. 2006,
15 Suppl 1, i66-71

Experience of wrong site surgery and surgical marking practices among clinicians in the UK. 2006,
15,363-8

What can the UK learn from the USA about improving the quality and safety of healthcare?. 2006, 6, 551-8

70



(2007-2006)

1077 Follow-up of outpatient test results: a survey of house-staff practices and perceptions. 2006, 21, 178-84 14

Citation classics in patient safety research: an invitation to contribute to an online bibliography.
2006, 15,311-3

Photovoice: use of a participatory action research method to explore the chronic pain experience in

1075 older adults. 2006, 16, 1405-13 181

Visibilising clinical work: Video ethnography in the contemporary hospital. 2006, 15, 156-168

Association of perceived medical errors with resident distress and empathy: a prospective 3
1073 longitudinal study. 2006, 296, 1071-8 94

Implementation of a Patient Safety Collaborative Forum Facilitates Organizational Learning from
Medical Error. 2006, 50, 944-948

1071 Patient Safety and Quality Improvement Act of 2005. 2006, 40, 917-24 19

Medical error and human factors engineering: where are we now?. 2006, 21, 57-67

Building safer systems by ecological design: using restoration science to develop a medication

safety intervention. 2006, 15, 92-7 26

1069

Adverse outcomes in surgical patients: implementation of a nationwide reporting system. 2006, 15, 320-4

1067 Developing the electronic health record: what about patient safety?. 2006, 19, 94-104 15

Pharmacy clarification of prescriptions ordered in primary care: a report from the Applied
Strategies for Improving Patient Safety (ASIPS) collaborative. 2006, 19, 24-30

1065 Adrenal insufficiency in critically ill septic patients at Dr George Mukhari Hospital. 2006, 12, 135-138 fe)

Active surveillance using electronic triggers to detect adverse events in hospitalized patients. 2006,
15, 184-90

1063 The Evolution of the Health Care System. 2006, 18-23 1

Modeling eligibility under national systems of compensation for treatment injury. 2006, 31, 295-319

1061 Defining the technical skills of teamwork in surgery. 2006, 15, 231-4 60

Impact of a pharmacy resident on hospital length of stay and drug-related costs. 2007, 41, 742-8

71



CITATION REPORT

1059 The systems of surgery. 2007, 8, 429-443 8

Prevention of pediatric medication errors by hospital pharmacists and the potential benefit of
computerized physician order entry. 2007, 119, e77-85

L Assessment of family physicians’ performance using patient charts: interrater reliability and
057 concordance with chart-stimulated recall interview. 2007, 30, 376-92 39

Adverse events involving intravenous patient-controlled analgesia. 2007, 64, 1492-9

1055 Doctors’ thinking about ‘the system’ as a threat to patient safety. 2007, 11, 29-46 21

Patient safety training and education: who, what and how?. 2007, 13, 211-215

o The care process organization triangle: a framework to better understand how clinical pathways
53 work. 2007, 11, 54-61 9

Overview on robotics in the laboratory. 2007, 44, 209-18

Rates and types of events reported to established incident reporting systems in two US hospitals.

1051 2007, 16, 164-8 /T

The challenge of explaining why quality improvement has not done better. 2007, 19, 8-10

1049 Effects of study methodology on adverse outcome occurrence and mortality. 2007, 19, 399-406 12

Sensitivity of routine system for reporting patient safety incidents in an NHS hospital: retrospective
patient case note review. 2007, 334, 79

1047 The safety of hospital stroke care. 2007, 68, 550-5 35

Journal reporting of medical errors: the wisdom of Solomon, the bravery of Achilles, and the
foolishness of Pan. 2007, 131, 890-896

Are health systems changing in support of patient safety? A multi-methods evaluation of

1045 education, attitudes and practice. 2007, 20, 585-601 18

Medical errors involving trainees: a study of closed malpractice claims from 5 insurers. 2007, 167, 2030-6

1043 Disclosing harmful medical errors to patients. New England Journal of Medicine, 2007, 356, 2713-9 59.2 287

[Scoring in abdominal aortic aneurysm surgery--evaluation of the SVS / AAVS Comorbidity Severity

Score]. 2007, 132, 477-84

72



(2007-2007)

1041 Radiologic errors and malpractice: a blurry distinction. 2007, 189, 517-22 77

Hospital staff should use more than one method to detect adverse events and potential adverse
events: incident reporting, pharmacist surveillance and local real-time record review may all have a
place. 2007, 16, 40-4

1039 Incidents and errors in neonatal intensive care: a review of the literature. 2007, 92, F391-8 51

French national survey of inpatient adverse events prospectively assessed with ward staff. 2007,
16, 369-77

1037 Patient safety in the pediatric emergency care setting. 2007, 120, 1367-75 66

Measuring the care of the patient in context. 2007, 27, 724-5

1035 Confronting medical errors in oncology and disclosing them to cancer patients. 2007, 25, 1463-7 22

Inter-rater reliability of case-note audit: a systematic review. 2007, 12, 173-80

1033 Adverse events following an emergency department visit. 2007, 16, 17-22 67

Preventing medication errors in community pharmacy: frequency and seriousness of medication
errors. 2007, 16, 291-6

1031 Improving safety for children with cardiac disease. 2007, 17 Suppl 2, 127-32 11

Effects of technological interventions on the safety of a medication-use system. 2007, 64, 90-6

1029 Assessing system failures in operating rooms and intensive care units. 2007, 16, 45-50 33

Cost-benefit analysis of a hospital pharmacy bar code solution. 2007, 167, 788-94

Di-(2-ethylhexyl)phthalate and deep venous thrombosis in children: a clinical and experimental

1027 analysis. 2007, 119, e742-53 4

Optimal Prevention when Informal Penalties Matter: The Case of Medical Errors. 2007, 7,

1025 Medication Errors in Hospital Care:. 2007, 15, 5-71

Medication Errors in Psychiatric Care:. 2007, 15, 73-108

73



CITATION REPORT

1023 The role of communication in paediatric drug safety. 2007, 92, 440-5 25

Quantifying distraction and interruption in urological surgery. 2007, 16, 135-9

1021 Malpractice liability costs and the practice of medicine in the Medicare program. 2007, 26, 841-52 116

LEARNING FROM ADVERSE OUTCOMES: A SYSTEM FOR IDENTIFICATION AND ASSESSMENT OF
SEVERE MATERNAL MORBIDITY. 2007, 18, 121

1019 Patients’ concerns about medical errors during hospitalization. 2007, 33, 5-14 43

Patient-reported safety and quality of care in outpatient oncology. 2007, 33, 83-94

1017 Reducing surgical complications. 2007, 33, 660-5 25

Public reports: putting patients in the picture requires a new relationship between doctors and
patients. 65-75

1015 Costs of adverse events in intensive care units. 2007, 35, 2479-83 71

To err is human: quality and safety issues in spine care. 2007, 32, S2-8

Perioperative patient safety: correct patient, correct surgery, correct side--a multifaceted,

1013 cross-organizational, interventional study. 2007, 105, 443-7

12

Direct observation approach for detecting medication errors and adverse drug events in a pediatric
intensive care unit. 2007, 8, 145-52

1011 Financial impact of failing to prevent surgical site infections. 2007, 16, 219-25 72

Rapid response systems: a systematic review. 2007, 35, 1238-43

Implementation of a rapid response team decreases cardiac arrest outside of the intensive care

unit. 2007, 62, 1223-7; discussion 1227-8 6o

1009

Hospital workload and adverse events. 2007, 45, 448-55

Using the Medical Emergency Team to Supplement an Existing Adverse Drug Event Reporting

1097 Eramework. 2007, 37, 197-199 4

Variations in compliance with documentation using computerized obstetric records. 2007, 110, 141-5

74



(2007-2007)

Litigation of missed cervical spine injuries in patients presenting with blunt traumatic injury. 2007,

1005 60 516-22; discussion 522-3 46

Medical malpractice and rhinology. 2007, 21, 584-90

1003 Patient Harm in General Surgery-A Prospective Study. 2007, 3, 22-26 4

The Safety Organizing Scale: development and validation of a behavioral measure of safety culture
in hospital nursing units. 2007, 45, 46-54

Physicianslnsurance Limits and Malpractice Payments: Evidence from Texas Closed Claims,

1001 4199000003. 2007, 36, S9-545 31

Examining the effects of professional and general liability exposures and related adjudication costs
on a multihospital system. 2007, 26, 4-18

999 [Health economics from the physician's point of view]. 2007, 101, 375-80 1

Dr. Christof Veit neuer Geschaeftsf” hrer der Bundesgeschaeftsstelle Qualitaetssicherung (BQS).
2007, 101, 380

Creating a safety culture at the Children’s and Women's Health Centre of British Columbia. 2007,
997 22,81-6 =

Risk factors and prognostic predictors of unexpected intensive care unit admission within 3 days
after ED discharge. 2007, 25, 1009-14

995 Complication rates on weekends and weekdays in US hospitals. 2007, 120, 422-8 65

Proactive versus reactive: the effect of experience on performance in a critical care simulator. 2007
, 193, 100-4

993 [Septic shock: from recommendations to bedside]. 2007, 26, 376-80 4

What is Operative Morbidity? Defining Complications in a Surgical Registry Database. 2007, 84, 1416-1421

991 The diseases we cause: latrogenic illness in a department of internal medicine. 2007, 18, 391-9 12

Addressing disappointment in veterinary practice. 2007, 37, 135-49; abstract ix

Factors affecting incident reporting by registered nurses: the relationship of perceptions of the
989 environment for reporting errors, knowledge of the nursing practice act, and demographics on 34
intent to report errors. 2007, 22, 400-12

[Improving patient safety: decreasing adverse events associated with medical care]. 2007, 36, 1255-61

75



987

985

983

981

979

977

975

973

Ve

CITATION REPORT

Risk-adjusted rates for potentially avoidable reoperations were computed from routine hospital

data. 2007, 60, 56-67 g

Combining ratings from multiple physician reviewers helped to overcome the uncertainty
associated with adverse event classification. 2007, 60, 892-901

Clinical risk management and patient safety education for nurses: a critique. 2007, 27, 185-91 18

Incidencia de efectos adversos en una unidad de medicina intensiva. 2007, 22, 277-286

El an” sis modal de fallos y efectos (AMFE) ayuda a aumentar la seguridad en radioterapia. 2007,
22, 299-309 7

Notificaci® B de eventos adversos en un hospital nacional en Lima. 2007, 22, 335-341

An” [Isis comparativo hospitalario del evento adverso en M” kico: utilidad del reporte voluntario en
" nea. 2007, 22, 342-348

Patient safety in Taiwan: a survey on orthopedic surgeons. 2007, 106, 212-6

Brent James on reducing harm to patients and improving quality. Interview by Susan V. White. 2007
, 29, 35-44

Extent, nature and consequences of adverse events: results of a retrospective casenote review in a
large NHS hospital. 2007, 16, 434-9

The laboratory and patient safety. 2007, 27, 909-30, viii-ix 17

Effect of the medical emergency team on long-term mortality following major surgery. 2007, 11, R12

Bench-to-bedside review: The MET syndrome--the challenges of researching and adopting medical o
emergency teams. 2008, 12, 205 5

Avoiding medicolegal complications. 2007, 17, 197-207, ix

Quiality costs and electronic adverse incident recording and reporting system. 2007, 20, 307-319 2

[Patient safety and quality of care]. 2007, 207, 456-7

[Cardiac tamponade as initial clinical manifestation of a non-small cell lung cancer]. 2007, 207, 587-9 2

[Diarrhea associated to Clostridium difficile in an elderly patient. Global perspective]. 2007, 207,

589; author reply 589-90




(-2007)

Adverse drug event detection in a community hospital utilising computerised medication and

969 laboratory data. 2007, 30, 817-24 20

Adverse drug events in pediatric outpatients. 2007, 7, 383-9

967  Medical Device Epidemiology. 21-42 1

Surveillance of Adverse Medical Device Events. 43-61

965 Educational interventions to reduce use of unsafe abbreviations. 2007, 64, 1170-3 21

The Care Process Organization Triangle: A Framework to Better Understand how Clinical Pathways
Work. 2007, 11, 54-61

963 Missed and delayed diagnoses in the ambulatory setting. 2007, 146, 470; author reply 470-1 10

Missed and delayed diagnoses in the ambulatory setting. 2007, 146, 469; author reply 470-1

961  What procedures should internists do?. 2007, 146, 392-3 30

What's the difference? Comparison of American and Japanese medical practice. 2007, 56, 96-101

959 The business case for patient safety. 2007, 457, 21-34 2

How residents think and make medical decisions: implications for education and patient safety.
2007, 73, 548-53; discussion 553-4

957 Missed and delayed diagnoses in the ambulatory setting. 2007, 146, 469; author reply 470-1 fe)

Correction: Plasma exchange when myeloma presents as acute renal failure. 2007, 146, 471

955 .2007, 6

953  Ethics of Disclosure Following a Medical Injury: Time for Reform?. 393-406

Critical care outreach: 6 years on. 143-158

77



CITATION REPORT

951 Information failures in health care. 2007, 40, 357-391 6

Different roles, same goal: risk and quality management partnering for patient safety. By the
ASHRM Monographs Task Force. 2007, 27, 17-23, 25

949 Modernization of patient safety event reporting: surveillance and benchmarking. 2007, 27, 39-45

Measuring safety culture in healthcare: A case for accurate diagnosis. 2007, 45, 653-667

947 T support for healthcare processes [lpremises, challenges, perspectives. 2007, 61, 39-58 316

Unanticipated death after discharge home from the emergency department. 2007, 49, 735-45

Six steps from head to hand: a simulator based transfer oriented psychological training to improve
945 patient safety. 2007, 73, 137-43 27

The objective medical emergency team activation criteria: a case-control study. 2007, 73, 62-72

Reliability evaluation of the adapted national coordinating council medication error reporting and
943 prevention (NCC MERP) index. 2007, 16, 1006-13 34

Adverse patient occurrences in otorhinolaryngology: results of a systematic registry in a tertiary
referral hospital. 2007, 117, 1112-7

941  Finding a liability-free space in which personalized medicine can bloom. 2007, 82, 461-5 8

Distraction in the urology operating theatre. 2007, 99, 493-4

939 Surgical risk management. 2007, 77, 807-8

Engineering a safe landing: engaging medical practitioners in a systems approach to patient safety.
2007, 37, 295-302

Cost-effectiveness of an electronic medication ordering and administration system in reducing
937 adverse drug events. 2007, 13, 440-8 23

Predictable and avoidable human errors in phlebotomy area - an exclusive analysis from a tertiary
health care system blood bank. 2007, 17, 375-8

935 Criticalincident reporting in an anaesthetic department quality assurance programme. 1993, 48, 3-7 40

Fatal neuroglycopaenia after accidental use of a glucose 5% solution in a peripheral arterial

cannula flush system. 2007, 62, 615-20




(2007-2007)

The relationship of indwelling urinary catheters to death, length of hospital stay, functional

933 decline, and nursing home admission in hospitalized older medical patients. 2007, 55, 227-33 82

Overestimating outcome rates: statistical estimation when reliability is suboptimal. 2007, 42, 1718-38

L Pediatric patient safety events during hospitalization: approaches to accounting for L
93 institution-level effects. 2007, 42, 2275-93; discussion 2294-323 7

Learning from adverse clinical outcomes: major obstetric haemorrhage in Scotland, 2003-05. 2007,
114, 1388-96

5 The Impact of Damage Caps on Malpractice Claims: Randomization Inference with 5
929 Difference-in-Differences. 2007, 4, 69-102 7

Identifying Malpractice-Prone Physicians. 2007, 4, 125-153

Reducing Medical Malpractice by Targeting Physicians Making Medical Malpractice Payments. 2007,
927 4,185-222 3

Experience in adverse events detection in an emergency department: incidence and outcome of
events. 2007, 19, 16-24

925 Experience in adverse events detection in an emergency department: nature of events. 2007, 19, 9-15 20

Teaching patient safety to clinicians and medical students. 2007, 4, 224-231

5 Design of a retrospective patient record study on the occurrence of adverse events among patients
923 in Dutch hospitals. 2007, 7, 27

Awareness: practice, standards, and the law. 2007, 21, 369-83

921 Patient safety in women's health care: a framework for progress. 2007, 21, 525-36 8

Anticipating and responding to obstetric emergencies. 2007, 21, 625-38

; The use of a daily goals sheet to improve communication in the paediatric intensive care unit. 2007,
919 23,264-71 30

Patterns of communication breakdowns resulting in injury to surgical patients. 2007, 204, 533-40

917 The American College of Surgeons’ closed claims study: new insights for improving care. 2007, 204, 561-9 63

[Adverse events in general and digestive surgery departments in Spanish hospitals]. 2007, 82, 268-77

79



CITATION REPORT

. Analysis of physiologic alterations in intensive care unit patients and their relationship with
95 mortality. 2007, 22, 120-8 33

'My five moments for hand hygiene’: a user-centred design approach to understand, train, monitor
and report hand hygiene. 2007, 67, 9-21

913 De validiteit van COMPaZ. 2007, 85, 105-114 5

Patient safety ethics and human error management in ED contexts. 2007, 10, 13-20

Patient safety ethics and human error management in ED contexts Part Il: Accountability and the

911 challenge to change. 2007, 10, 80-85 5

Quality by Any Other Name?: A Comparison of Three Profiling Systems for Assessing Health Care
Quality. 2007, 42, 2070-2087

909 The National Emergency Department Safety Study: study rationale and design. 2007, 14, 1182-9 24

Integrating incident reporting into an electronic patient record system. 2007, 14, 175-81

907 Place de l0Brreur m” dicale dans le syst”™ the de soins. 2007, 37, 509-520 1

Verpleegafdelingen en veiligheidsmanagement. 2007, 5, 18-20

9o5 Patient safety and human factors in pediatric cardiac surgery. 2007, 28, 116-21 10

A method for measuring work interference in surgical teams. 2007, 10, 305

903 Improving performance reliability in surgical systems. 2007, 10, 323 1

Healthcare technology and technology assessment. 2007, 16, 1293-302

go1 Fehler und Zwischenf” [le in der Intensivmedizin. 2007, 44, 119-128 1

[Prevention of adverse drug reactions in older patients]. 2007, 40, 241-54

3 [Medical emergency teams: current situation and perspectives of preventive in-hospital intensive
9 care medicine]. 2008, 57, 70-80

[Anonymous critical incident reporting system. Implementation in an intensive care unit]. 2008, 57, 926-32

8o



(2008-2008)

3 Use of an interactive, telephone-based self-management support program to identify adverse
97 events among ambulatory diabetes patients. 2008, 23, 459-65 35

Are patient safety indicators related to widely used measures of hospital quality?. 2008, 23, 1373-8

895 What do health professionals think about patient safety?. 2008, 16, 87-96

Qualit” Bsmanagement in der Intensivmedizin. 2008, 45, 1-11

893  Historie des Qualit” Bsmanagements. 2008, 45, 171-181 3

Simulated laparoscopic operating room crisis: An approach to enhance the surgical team
performance. 2008, 22, 885-900

891 latrogenic retinal traumas in ophthalmic surgery. 2008, 246, 1361-72 4

A survey of community members’ perceptions of medical errors in Oman. 2008, 9, 13

889  Tackling patient safety taxonomy: a must for risk managers. 2008, 28, 7-17 o)

Evaluation of critical incidents in general surgery. 2008, 95, 1420-5

An innovative approach to supplement the teaching of the spatial gross anatomy relationships of

887 muscles to undergraduates in health sciences. 2008, 21, 339-47 14

Characteristics of patient care management problems identified in emergency department
morbidity and mortality investigations during 15 years. 2008, 51, 251-61, 261.e1

885  Comparison of two methods of pediatric resuscitation and critical care management. 2008, 52, 35-40.e13 19

Medication reconciliation in a rural trauma population. 2008, 52, 483-91

883  Cultures of Claiming: Local Variation in Malpractice Claim Frequency. 2008, 5, 77-107 1

Providers do not verify patient identity during computer order entry. 2008, 15, 641-8

Challenges of democratic experimentalism: A case study of the National Quality Forum in health

881 are.2008, 2, 121-135 4

The epistemology of patient safety research. 2008, 6, 476-86

81



879

877

875

873

871

869

867

865

863

CITATION REPORT

Improving transfusion safety: implementation of a comprehensive computerized bar code-based
tracking system for detecting and preventing errors. 2008, 48, 1308-17 39

Causes and management of nursing practice errors: a questionnaire survey of hospital nurses in
Iran. 2008, 55, 288-95

Validity of retrospective review of medical records as a means of identifying adverse events:
comparison between medical records and accident reports. 2008, 14, 126-30 4

Nursing and patient safety in the operating room. 2008, 61, 29-37

[Lights and shadows in patient safety: study and development of strategies. 2008 SESPAS Report].
2008, 22 Suppl 1, 198-204 9

The psychometric properties of the ‘Hospital Survey on Patient Safety Culture’ in Dutch hospitals.
2008, 8, 230

Phenomenon of quality and health-care: Snowball or an avalanche?. 2008, 21, 40-42

Safety in obstetric critical care. 2008, 22, 965-82

The impact of computerized physician medication order entry in hospitalized patients--a systematic
review. 2008, 77, 365-76 194

Minimizing surgical error by incorporating objective assessment into surgical education. 2008, 207, 284-91

Errores asociados con la prescripci” B, validaci® B, preparaci® B y administraci® B de medicamentos
citost” Ficos. 2008, 32, 163-169 3

Causes of near misses in critical care of neonates and children. 2008, 97, 299-303

Epidemiology of malpractice lawsuits in paediatrics. 2008, 97, 1486-91 17

Computer-assisted bar-coding system significantly reduces clinical laboratory specimen
identification errors in a pediatric oncology hospital. 2008, 152, 219-24

Risk Factors in preventable adverse drug events in pediatric outpatients. 2008, 152, 225-31 64

Technology and pediatric patient safety: what to target is the dilemma. 2008, 152, 153-5

Characteristics and outcomes of patients receiving a medical emergency team review for
respiratory distress or hypotension. 2008, 23, 325-31 75

Mortality rates under the care of junior and senior surgery residents in a surgical intensive care

unit/neurologic intensive care unit: a 5-year retrospective cohort study at Taoyuan Armed Forces
General Hospital. 2008, 23, 550-5

82



(2008-2008)

861 Economic effects of clinical pharmacy interventions: a literature review. 2008, 65, 1161-72 103

[Perception of clinical practice derived risks compared to adverse effects detected in an internal
medicine service]. 2008, 208, 326-32

3 Analysis of the Errors Associated With the Prescription, Preparation, and Administration of
59 Cytostatic Drugs. 2008, 32, 163-169

Medical errors affecting the pediatric intensive care patient: incidence, identification, and practical
solutions. 2008, 55, 757-77, xii

857  DSSin Healthcare: Advances and Opportunities. 2008, 483-497 5

Overconfidence in clinical decision making. 2008, 121, S24-9

3 The use of "war games" to enhance high-risk clinical decision-making in students and residents. 5
55 2008, 195, 843-9 7

[Field 2. Epidemiology (medical errors and patient adverse events). French-speaking Society of
Intensive Care. French Society of Anesthesia and Resuscitation]. 2008, 27, e59-63

853  Patient safety challenges in a case study hospital--of relevance for transfusion processes?. 2008, 39, 167-72 8

Improvements in the safety of patient care can help end the medical malpractice crisis in the United
States. 2008, 86, 153-62

The impact of adverse events in the intensive care unit on hospital mortality and length of stay.
851 2008, 8, 259 >4

A risk analysis method to evaluate the impact of a computerized provider order entry system on
patient safety. 2008, 15, 453-60

849 [Arbitration boards and assessment commissions]. 2008, 102, 451-5

[A proposal of the medical profession for the prevention of medical errors]. 2008, 102, 598-604;
discussion 605-8

847 latrogenic events in admitted neonates: a prospective cohort study. 2008, 371, 404-10 82

[Not Available]. 2008, 23, 150-7

3 [The Spanish National Health System patient safety strategy, results for the period 2005-2007].
45 2008, 131 Suppl 3, 4-11 5

[Research on patient safety: needs and perspectives]. 2008, 131 Suppl 3, 12-7

83



CITATION REPORT

843 Medical emergency and rapid response teams. 2008, 55, 989-1010, xi 16

S” turisation des proc” dures “ [risque en r" animation (risques infectieux exclus). 2008, 17, 517-521

Acute hospital care for the elderly patient: its impact on clinical and hospital systems of care. 2008,

92, 387-406, ix 12

latrogenic disorders in modern neonatology: a focus on safety and quality of care. 2008, 35, 1-34, vii

3 Incidence, preventability and consequences of adverse events in older people: results of a 3
39 retrospective case-note review. 2008, 37, 265-9 4

Preventive Measures for Wrong Site, Wrong Person, and Wrong Procedure Error in the
Perioperative Setting. 2008, 3, 383-393

837 Detection of adverse events in surgical patients using the Trigger Tool approach. 2008, 17, 253-8 90

Malpractice in dermatopathology: principles, risk mitigation, and opportunities for improved care
for the histologic diagnosis of melanoma and pigmented lesions. 2008, 28, 261-84, vii

835 Automation, decision support, and expert systems in nephrology. 2008, 15, 42-55 8

Scope of problem and history of patient safety. 2008, 35, 1-10, vii

833  Medication errors in neonates. 2008, 35, 141-61, ix 35

Essential Components for a Patient Safety Strategy. 2008, 3, 263-276

Adverse drug events and medication errors in psychiatry: methodological issues regarding

identification and classification. 2008, 9, 24-33 26

Reforming regulation of the medical profession: The risks of risk-based approaches. 2008, 10, 69-83

Incidence of adverse events related to health care in Spain: results of the Spanish National Study of
Adverse Events. 2008, 62, 1022-9 95

Clinical review: medication errors in critical care. 2008, 12, 208

Development, testing, and findings of a pediatric-focused trigger tool to identify

medication-related harm in US children’s hospitals. 2008, 121, e927-35 166

Introduction--databases and the assessment of complications associated with the treatment of

patients with congenital cardiac disease. 2008, 18 Suppl 2, 1-37

84



(2019-2008)

The nomenclature of safety and quality of care for patients with congenital cardiac disease: a
825  report of the Society of Thoracic Surgeons Congenital Database Taskforce Subcommittee on 35
Patient Safety. 2008, 18 Suppl 2, 81-91

The use of medical emergency teams in medical and surgical patients: impact of patient, nurse and
organisational characteristics. 2008, 17, 377-81

Incidence and causes of critical incidents in emergency departments: a comparison and root cause L
analysis. 2008, 25, 346-50 7

Adverse outcomes after discharge: occurrence, treatment and determinants. 2008, 17, 47-52

An epistemology of patient safety research: a framework for study design and interpretation. Part

821 3. End points and measurement. 2008, 17, 170-7 74

Medical malpractice and the chest physician. 2008, 134, 1044-1050

819 Managing the scope and impact of root cause analysis recommendations. 2008, 22, 569-85 20

Comparing Rates of Adverse Events and Medical Errors on Inpatient Psychiatric Units at Veterans
Health Administration and Community-based General Hospitals. 2019, 57, 913-920

Nursing Home Senior Managers and Direct Care Staff: Are There Differences in Their Perceptions of

817 Safety Climate?. 2021, 17, e1616-e1621

Diagnostic error in the emergency department: learning from national patient safety incident
report analysis. 2019, 19, 77

Quality improvement in healthcare: the need for valid, reliable and efficient methods and

815 ihdicators. 2019, 31, 495-496

Types and prevalence of adverse events among obstetric clients hospitalized in a secondary
healthcare facility in Ghana. 2019, 24, 238-244

813  Anticoagulant medication errors in hospitals and primary care: a cross-sectional study. 2019, 31, 346-352 10

How Well Do Incident Reporting Systems Work on Inpatient Psychiatric Units?. 2019, 45, 63-69

Developing a conceptual framework for patient safety culture in emergency department: A review

811 Ofthe literature. 2019, 34, 42-55 4

Application of high-fidelity simulation in critical care residency training as an effective learning,
assessment, and prediction tool for clinical performance. 2019, 118, 1347-1355

Unstructured brainstorming is not enough: structured brainstorming based on four verification and

503 validation questions yields better hazard identification in healthcare. 2019, 31, 16-21

Incident reports versus direct observation to identify medication errors and risk factors in

hospitalised newborns. 2019, 178, 259-266




CITATION REPORT

807 Assessment of a Simulated Case-Based Measurement of Physician Diagnostic Performance. 2019, 2, e187006 6

Evaluation of an Electronic Dosing Calculator to Reduce Pediatric Medication Errors. 2019, 58, 413-416

Higher age is a major driver of in-hospital adverse events independent of comorbid diseases among

8os patients with isolated mild traumatic brain injury. 2019, 45, 191-198

Hot Off the Press: Comparison of Emergency Medicine Malpractice Cases Involving Residents to
Nonresident Cases. 2019, 26, 556-558

803  Familiarity and Communication in the OperatinglRoom. 2019, 235, 395-403 10

Rethinking Morbidity and Mortality Conference. 2019, 52, 47-53

Comparison of Health Care Costs Between Claimants and Nonclaimants in the No-Fault

801 ompensation System of Finland. 2019, 15, 121-127

Epidemiology of Adverse Events and Medical Errors in the Care of Cardiology Patients. 2019, 15, 251-256

799 Incident Reporting in Emergency Medicine: A Thematic Analysis of Events. 2019, 15, e60-e63 11

Electronic Health Record Breaches as Social Indicators. 2019, 141, 861-871

Key Components of the Safe Surgical Ward: International Delphi Consensus Study to Identify
797 Factors for Quality Assessment and Service Improvement. 2019, 269, 1064-1072

Bibliometric Analysis of Medication Errors and Adverse Drug Events Studies. 2019, 15, 128-134

Development of an Emergency Department Trigger Tool Using a Systematic Search and Modified
795 Delphi Process. 2020, 16, e11-e17 9

A Prospective Assessment of Adverse Events in 3 Digestive Surgery Departments From Central
Tunisia. 2020, 16, 299-303

793  Frequency and Severity of Adverse Drug Events by Medication Classes: The JADE Study. 2020, 16, 30-35 7

Eleven Basic Procedures/Practices for Dental Patient Safety. 2020, 16, 36-40

The Detection, Analysis, and Significance of Physician Clustering in Medical Malpractice Lawsuit
79T payouts. 2020, 16, 274-278 4

Quality improvement in pediatric nephrology-a practical guide. 2020, 35, 199-211

86



(2020-2020)

789  Decision Errors, Organizational latrogenesis, and Errors of the Seventh Kind. 2020, 34, 266-284 1

On the application of Human Reliability Analysis in healthcare: Opportunities and challenges. 2020,
194, 106189

3 Morbidity and Mortality Conference Can Reduce Avoidable Morbidity in Neurosurgery: Its
797 Educational Effect on Residents and Surgical Safety Outcomes. 2020, 133, e348-e355

The increasing prominence of "non-surgical” articles in surgical literature. 2020, 157, 37-41

785  From box ticking to the black box: the evolution of operating room safety. 2020, 38, 1369-1372 5

The second victim phenomenon in health care: A literature review. 2020, 48, 629-637

783  Integrated Science in Digital Age. 2020, 2

Selecting lighting system based on workers[ltognitive performance using fuzzy bestliiorst method
and QUALIFLEX. 2020, 22, 641-652

781  Preventable adverse drug events: Descriptive epidemiology. 2020, 86, 291-302 6

Improvements in patient safety culture: a national Taiwanese survey, 2009-16. 2020, 32, A9-A17

Improving the Timeliness of Chemotherapy Administration in the Bone Marrow Transplant Unit.
779 2020, 26, 150-156

More hip complications after total hip arthroplasty than after hemi-arthroplasty as hip fracture
treatment: analysis of 5,815 matched pairs in the Swedish Hip Arthroplasty Register. 2020, 91, 133-138

777  Surgical errors and complications following cesarean delivery in the United States. 2020, 2, 100071 2

Do 30-Day Reoperation Rates Adequately Measure Quality in Orthopedic Surgery?. 2020, 46, 72-80

The occurrence of adverse events is associated with increased morbidity and mortality in children
775 admitted to a single pediatric intensive care unit. 2020, 179, 473-482

GOFlow: Smartwatch app to deliver laboratory results in emergency departments - A feasibility
study. 2020, 134, 104034

773  Review of current practice in preventing health care associated infections. 2020, 135-164

Transparency about internal audit results to reduce the supervisory burden: A qualitative study on

the preconditions of sharing audit results. 2020, 124, 216-223




CITATION REPORT

771 The harms of promoting 'Zero Harm'. 2020, 29, 4-6 14

Drug-Related Problems Identified During Pharmacy Intervention and Consultation: Implementation
of an Intensive Care Unit Pharmaceutical Care Model. 2020, 11, 571906

6 A machine learning-based clinical decision support system to identify prescriptions with a high risk
799 of medication error. 2020, 27, 1688-1694 24

Health Systems Science in Medical Education: Unifying the Components to Catalyze
Transformation. 2020, 95, 1362-1372

767  Introductory Chapter: Hospital-Acquired Infection and LegionnaireslDisease. 2020,

Association Between Parent Comfort With English and Adverse Events Among Hospitalized
Children. 2020, 174, e203215

765 Improving Identification and Distinguishability of Medication Labels. 2020, 9, 213-214

Too noisy to sleep safely?-An observational study of noise levels and distractions during critical
phases of pediatric anesthesia. 2020, 30, 1402-1408

6 Evaluation of Intraoperative Hand-Off Frequency, Duration, and Context: A Mixed Methods
793 Analysis. 2020, 256, 124-130

Sustainable quality and safety improvement in healthcare: further lessons from the aviation
industry. 2020, 125, 425-429

Hospital LibrariansOContributions to Health ServiceslAccreditation: An Account of the Health
761  Libraries for the National Safety and Quality in Health Services Standards (HeLiNS) Research 3
Project, 2016-18. 2020, 69, 215-245

Nonoperating room anaesthesia: safety, monitoring, cognitive aids and severe acute respiratory
syndrome coronavirus 2. 2020, 33, 554-560

759  Clinical Decision Making: Avoiding Cognitive Errors in Clinical Decision Making. 2020, 172, 747-751 23

Medical negligence - Key cases and application of legislation. 2020, 57, 205-211

Prevalence and characterisation of diagnostic error among 7-day all-cause hospital medicine
757 readmissions: a retrospective cohort study. 2020, 29, 971-979 5

Introduction of a surgical Black Box system in a hybrid angiosuite: Challenges and opportunities.
2020, 76, 77-84

Variation between hospitals and reviewers in detection of adverse events identified through
755 medical record review in Korea. 2020, 32, 495-501

Nature of adverse events with opioids in hospitalised patients: a post-hoc analysis of three patient

record review studies. 2020, 10, e038037

88



(2020-2020)

Quality Management in Otolaryngology - An Assessment of the Current Situation - On Current
753  View, how is the State of Quality Standards in German Hospitals and Practices, esp. in
Otolaryngology? An Appraisal with. 2020, 99, S336-5428

Using a rule-based system to define error in the emergency department. 2020, 1, 887-897

B Characteristics of Long-Term Care Residents That Predict Adverse Events after Hospitalization.
75T 2020, 68, 2551-2557

Management of Common Postoperative Complications. 2020, 95, 2540-2554

749  Structured Chart Review: Assessment of a Structured Chart Review Methodology. 2020, 10, 61-69 4

Identifying adverse events: reflections on an imperfect gold standard after 20 years of patient
safety research. 2020, 29, 265-270

747  The three numbers you need to know about healthcare: the 60-30-10 Challenge. 2020, 18, 102 31

The pre-Medical Emergency Team response: Nurses' decision-making escalating deterioration to
treating teams using urgent review criteria. 2020, 76, 2171

Early warning scores for detecting deterioration in adult hospital patients: systematic review and 6
745 (ritical appraisal of methodology. 2020, 369, m1501 4

. 2020,

A Conversation with O[Charles L. Bosk PhD, Expert on Surgical Education and Medical Error, and
743 Author of Forgive and Remember: Managing Medical Failure. 2020, 478, 1147-1151

Ten years of the Helsinki Declaration on patient safety in anaesthesiology: An expert opinion on
peri-operative safety aspects. 2020, 37, 521-610

741  Surgical errors and the relationships of disease, risks, and adverse events. 2020, 220, 1572-1578 2

The impact of person-centred care on patient safety: An umbrella review of systematic reviews.
2020, 109, 103658

739  Patient Safety is the Priority for Quality Health Care. 2020, 38, 1-2

Patient Safety Strategies. 2020, 275-298

737  Comprehensive Healthcare Simulation: Mastery Learning in Health Professions Education. 2020, 7

Sources of Error in Interventional Radiology: How, Why, and When. 2020, 71, 518-527

89



CITATION REPORT

735  Best Practices in Patient Safety and Communication. 2020, 38, 693-703 o)

Targeting Zero Harm: A Stretch Goal That Risks Breaking the Spring. 2020, 1,

Drug Use and Type of Adverse Drug Events-Identified by a Trigger Tool in Different Units in a
733 swedish Pediatric Hospital. 2020, 12, 31-40 4

The views and experiences of patients and health-care professionals on the disclosure of adverse
events: A systematic review and qualitative meta-ethnographic synthesis. 2020, 23, 571-583

731 Study of a multisite prospective adverse event surveillance system. 2020, 29, 277-285 10

Rate of Preventable Mortality in Hospitalized Patients: a Systematic Review and Meta-analysis.
2020, 35, 2099-2106

Residents’ perspective of quality improvement and patient safety education in Canadian
729 emergency medicine residency programs. 2020, 22, 224-231 3

Comprehensive Healthcare Simulation: InterProfessional Team Training and Simulation. 2020,

727  Laplace croissante des articles «lhon-chirurgicaux® dans la litt” Fature chirurgicale. 2020, 157, 35-39

Preventability of unplanned readmissions within 30 days of discharge.lA cross-sectional,
single-center study. 2020, 15, e0229940

5 Misdiagnosis and failure to diagnose in emergency care: Causes and empathy as a solution. 2020,
725 103, 1650-1656 9

Prevalence of harmful diagnostic errors in hospitalised adults: a systematic review and
meta-analysis. 2020, 29, 1008-1018

) Development of a Checklist to Prevent Reconstructive Errors Made By Undergraduate Dental
723 Students. 2020, 29, 573-578

Validation of an algorithm based on administrative data to detect new onset of atrial fibrillation
after cardiac surgery. 2020, 20, 75

- Risk Analysis For Patient Safety in Surgical Departments: Cross-Sectional Design Usefulness. 2020, L
17,

Measurement as a Performance Driver: The Case for a National Measurement System to Improve
Patient Safety. 2021, 17, e128-e134

; Post-Discharge Adverse Events Among African American and Caucasian Patients of an Urban
719 Community Hospital. 2021, 8, 439-447

Critical incident reporting systems (CIRS) in trauma patients may identify common quality

problems. 2021, 47, 445-452

90



(2021-2021)

. Gatekeeping, Fast and Slow: An Empirical Study of Referral Errors in the Emergency Department.
717 2021, 67,4209-4232 4

Medical safety reporting system neccessity and analysis of Turkey 2016 data: A health policy report.
2021, 32, 133-145

715 Hysteroscopy Simplified by Masters. 2021, 1

Errors in Decisionmaking in Emergency Medicine: The Case of the Landscaper’s Back and Root
CauselAnalysis. 2021, 77, 203-209

713 A Human Factors Approach to Surgical Patient Safety. 2021, 101, 1-13 1

A mixed methods study to effectively utilize trigger tools in the ICU. 2021, 61, 57-62

711 The Value of Artificial Intelligence in Laboratory Medicine. 2021, 155, 823-831 6

Being certain even when you're wrong: heuristics and thin slicing in haematopoietic cell
transplantation. 2021, 56, 1223-1226

709 A Likert-Type scale for evaluating the Bottom line[llbf patient safety. 2021, 26, 29-33

Risk factors associated with medication ordering errors. 2021, 28, 86-94

Evaluation of the Impact of Intraoperative Distractions on Teamwork, Stress, and Workload. 2021,
797 259, 465-472

Application of Failure Mode and Effect Analysis (FMEA) to improve medication safety: a systematic
review. 2021, 97, 168-174

o The Mental Health Trigger Tool: Development and Testing of a Specialized Trigger Tool for Mental
795 Health Settings. 2021, 17, e360-e366 3

The Hidden Epidemic: The Harvard Medical Practice Study. 2021, 3-16

703  How safe is prehospital care? A systematic review. 2021, 33, 0

Errors of Disaster Health Management: Health Care System Errors, Prehospital and Hospital
Emergency Medical Service. 2021, 565-572

Data on healthcare perceptions about system risk factors associated with patient safety from the

701 Ministry of Health hospitals in Hail Region of Saudi Arabia. 2021, 17, 274-282

Ward round checklist improves patient perception of care. 2021, 91, 854-859

91



CITATION REPORT

6 Reducing medication errors on a busy tertiary neonatal intensive care unit using a quality
99 improvement approach. 2021, 10, 113

Fehler in der Medizin und Patientensicherheit. 2021, 89-127

6 Teamwork in Breast Cancer Surgery: Factors Affecting Success Rate and Increasing Success Rate in
97 the Operating Room. 2021, 231-244

A Taxonomic Review of Patient Complaints in Adult Hospital Medicine. 2021, 8, 23743735211007351

6 Improving the Safety of Pediatric Sedation: Human Error, Technology, and Clinical Microsystems.
95 2021,721-752

National adverse event analysis over time: current state and future directions. 2021, 30, 529-532

693 Patient Safety in Nurse Education. 2021, 157-171

Medical Procedure Services in Internal Medicine Residencies in the US: a Systematic Review and
Meta-Analysis. 2021, 36, 2400-2407

Austerity, staff inadequacy, and contracting-out social services: How many government inquiries

691 does it take to improve social policy outcomes in aged care?.

Visual Analytics for Electronic Health Records: A Review. 2021, 8, 12

RELATIONSHIP BETWEEN ADVERSE EVENTS PREVALENCE, PATIENT SAFETY CULTURE AND

L PATIENT SAFETY PERCEPTION IN A SINGLE SAMPLE OF PATIENTS: A CROSS-SECTIONAL STUDY.

Healthcare Professional Experiences of Clinical Incident in Hong Kong: A Qualitative Study. 2021,
14, 947-957

Procedural Competency Among Hospitalists: A Literature Review and Future Considerations. 2021,

687 16, 230-235

Introduction to Medication Safety in Anesthesia and the Perioperative Period. 2021, 1-17

A Dynamic Risk Management Approach for Reducing Harm From Invasive Bedside Procedures

685 Performed During Residency. 2021, 96, 1268-1275

Implementation of an academic hospital medicine procedure service: 5-year experience. 2021, 49, 209-215

Intraoperative injuries from abdominopelvic surgery: an analysis of national medicolegal data. 2021

683 64, E127-E134

latrogeny in the Brazilian scenario: Medical Technologies that can prejudice in patient treatment. 56-65

92



(2021-2021)

681 Barriers to Improving Medication Safety. 2021, 265-280

Incidence and preventability of adverse events in adult patients admitted to a Brazilian teaching
hospital. 2021, 16, e0249531

6 In-Hospital Outcomes in Patients Admitted to the Intensive Care Unit after a Return Visit to the
79 Emergency Department. 2021, 9,

Undiagnosed Malignancy and Therapeutic Complications in Oncology Patients: A 10-Year Review of
Autopsy Cases. 2021,

6 An evaluation of an electronic audit and feedback system for patient safety in a tertiary hospital
77 setting: A study protocol. 2021, 27, 14604582211009919

Medication-Related Problems in Liver Transplant Recipients in the Outpatient Setting: A Dutch
Cohort Study. 2021, 12, 637090

6 Is percutaneous cholecystostomy safe and effective in acute cholecystitis? Analysis of adverse
75 effects associated with the technique. 2021,

Evaluation of Imam Khomeini Hospital of Tehran Compliance with the Standards of Patient Safety
Friendly Hospital about the COVID-19 Pandemic: A Case Report 19 pandemic: case report study.
2021, 34, 50-66

673  SEVE project (Surgical Expertise Validity Evaluation) risk adjusted quality by standard data. 2021,

Characteristics of the medical malpractice cases against orthopedists in China between 2016 and
2017.2021, 16, e0248052

6 Epidemiology of patient safety incidents in a long-term rehabilitative hospital in KwaZulu-Natal,
7T South Africa (April 2011 to March 2016). 2021, 44, e1-e6

Quality management in radiotherapy: A 9-year review of incident reporting within a multifacility

organisation. 5,

An Analysis of Formal Patient Complaints and Malpractice Events Involving Hand and Upper

oy Extremity Surgeons. 2021, 29, 659-665

Estimating the effect of health service delivery interventions on patient length of stay: A Bayesian
survival analysis approach.

Longitudinal rates of hospital adverse events that contributed to death in Norway and Sweden

667 from 2013 to 2018. 2021, 26, 153-160

The Surgical Safety Huddle: Novel Quality Improvement Patient Safety Initiative. 2021, 66-77

Adverse Events Among Emergency Department Patients With Cardiovascular Conditions: A

665 Multicenter Study. 2021, 77, 561-574

Clinical and economic impact of medication reconciliation by designated ward pharmacists in a

hospitalist-managed acute medical unit. 2021, 18, 2683-2683

93



CITATION REPORT

Methods to Improve Diagnostic Reasoning in Undergraduate Medical Education in the Clinical

663 Setting: a Systematic Review. 2021, 36, 2745-2754

Safety in healthcare services, a worldwide priority in women care. 2021, 72, 141-148

Structure and roles of rapid response teams for adult care in high complexity hospitals: Scoping

661 oview. 2021, 72, 171-192

Unplanned adnexectomy for ovarian cystadenoma with undiagnosed autoamputation of the
contralateral ovary, lessons learned from medical mistakes. 2021, 13, 187-190

6 The nature, severity and causes of medication incidents from an Australian community pharmacy
59 incident reporting system: The QUMwatch study. 2021,

Prediction of In-Hospital Cardiac Arrest Using Shallow and Deep Learning. 2021, 11,

6 Utilization of Institute for Health Care Improvement Tools to Develop a Mortality Review Process.
57 2021, 44,301-308

Effectiveness, safety and implementation results of the strategies aimed at the safe prescription of
medications in university hospitals in adult patients. Systematic review. 2021, 49,

6 Epidemiology of healthcare harm in New Zealand general practice: a retrospective records review
55 study. 2021, 11, 048316

Surgical data science and artificial intelligence for surgical education. 2021, 124, 221-230

6 Increasing specialist intensity at weekends to improve outcomes for patients undergoing
53 emergency hospital admission: the HiSLAC two-phase mixed-methods study. 2021, 9, 1-166

Pediatric surgical errors: A systematic scoping review. 2021,

The Study on Safety in Hospitals in the Region of Madrid (ESHMAD) design: Screening and analysis

651 of incidents and adverse events. 2021, 36, 231-239

Primary Care Variation in Rates of Unplanned Hospitalizations, Functional Ability, and Quality of
Life of Older People. 2021, 19, 318-331

6 Application of Modern Clinical Risk Scores in the Global Assessment of Risks Related to the
49 Diagnosis and Treatment of Acute Coronary Syndromes in Everyday Medical Practice. 2021, 18,

Medical InternsOPerceptions about Disclosing Medical Errors. 2021, 2021, 1-10

6 Differences in Pharmaceutical Intervention Triggers for the Optimization of Medication by Patient
47 Age: A University Hospital Study. 2021, 44, 1060-1066

Evolving Factors in Hospital Safety: A Systematic Review and Meta-Analysis of Hospital Adverse

Events. 2021, 17, e1285-e1295

94



(2021-2021)

645 The challenge of the undifferentiated patient. 2021, 145-151

Impact of adverse events on patient outcomes in a Japanese intensive care unit: a retrospective
observational study. 2021, 8, 3271-3280

6 Grounded accountability in life-and-death high-consequence healthcare settings. 2021,
43 ahead-of-print, ©

Comparison of Diagnostic Recommendations from Individual Physicians versus the Collective
Intelligence of Multiple Physicians in Ambulatory Cases Referred for Specialist Consultation. 2021, 272989X21103120¢

Trend Analysis of Patient Safety Incidents and Their Associated Factors in Korea Using National
Patient Safety Report Data (2017~2019). 2021, 18,

Risikomanagement in der Herzchirurgie. 2021, 35, 306-313

6 A five-year retrospective assessment of prescription errors and adverse drug events at a regional
39 hospital in Accra, Ghana. 2021, 13, e00849

Civil Liability of Regional Health Services: The Case of the Piedmont Region. 2021, 18,

6 Surgeons Are Not Pilots: Is the Aviation Safety Paradigm Relevant to Modern Surgical Practice?.
37 2021, 78, 1393-1399 4

Reliability of Patient-Report, Physician-Report, and Medical Record Review to Identify
Hospital-Acquired Complications: A Prospective Cohort Study. 2021, 36, 337-344

6 Remember that patient you saw last week: characteristics and frequency of patients experiencing
35 anticipated and unanticipated death following ED discharge. 2021, 23, 767-771

A prospective longitudinal study of medication errors in private hospital of metropolitan city of
Gujarat. 2021, 8, 220-225

6 The balance between professional autonomy and organizational obligations inlfesilient
o0 management of specialized health care: A Norwegian document study. 2021,

A desktop systems analysis of critical incidents within a university hospital department of
anaesthesia. 2021, 1

Differing Visual Behavior Between Inexperienced and Experienced Critical Care Nurses While Using
a Closed-Loop Ventilation System-A Prospective Observational Study. 2021, 8, 681321

Role of Clinical Pharmacists in Intensive Care Units. 2021, 13, e17929

Depression and its associated factors: perceived stress, social support, substance use and related
sociodemographic risk factors in medical school residents in Nairobi, Kenya. 2021, 21, 444

The impact of human error on medical procedures. 2021,

95



CITATION REPORT

The Association of Nursing Home Characteristics and Quality with Adverse Events After a

627 Yospitalization. 2021, 22, 2196-2200

latrogenic rib fractures and the associated risks of mortality. 2021, 1

Barriers and Facilitators of Safe Communication in Obstetrics: Results from Qualitative Interviews
with Physicians, Midwives and Nurses. 2021, 18, 7

The Irish National Adverse Event Study-2 (INAES-2): longitudinal trends in adverse event rates in
the Irish healthcare system. 2021, 30, 547-558

The Burden of Preventable Adverse Drug Events on Hospital Stay and Healthcare Costs in Japanese
Pediatric Inpatients: The JADE Study. 2021, 15, 1179556521995833

Limiting Harm in Future Health Care - The Role of Nursing. 255-273

621 Defining Medicine and the Nature of latrogenic Harm. 17-41 1

Adverse Drug Reactions: History, Terminology, Classification, Causality, Frequency, Preventability. 1-119

619 Teaching and Learning Pharmacovigilance. 793-804 1

What is Pharmacoepidemiology?. 1-22

617 An Overview of Healthcare Disparities. 2008, 3-10 2

The Challenge of Predicting In-Hospital Cardiac Arrests and Deaths. 2011, 93-107

615 Healthcare Systems and Their (Lack of ) Integration. 2011, 79-86 2

Medical Practice As The Primary Context For Medical Ethics. 2008, 189-204

613 Assessment and Accreditation in MAS. 2015, 167-182 1

Bayes Analysis of Model-Based Methods for Nonignorable Nonresponse in the Harvard Medical
Practice Survey. 1993, 78-117

611 A Brief History of the Patient Safety Movement in Anaesthesia. 2014, 541-556 2

Legal and Ethical Issues. 1994, 113-128




(2011-2014)

609 Patient and Hospital Factors That Lead to Adverse Outcomes in Hospitalized Elders. 2014, 21-47 5

How to Use the ACE Unit to Improve Hospital Safety and Quality for Older Patients: From ACE Units
to Elder-Friendly Hospitals. 2014, 131-156

Improving the Safety of Pediatric Sedation: Human Error, Technology, and Clinical Microsystems.

607 2015, 587-612

latrogenic Injury. 2005, 351-439

605 Medical Care Safety - Problems and Perspectives. 2020, 291-304 10

Optimizing Interprofessional Education with In Situ Simulation. 2020, 105-120

603 Mental Workload Monitoring: New Perspectives from Neuroscience. 2019, 3-19 7

Disclosure of Medical Error: A Necessary Step in Healthcare Improvement. 2020, 11-16

601 Simulation-Based Team Training. 2016, 43-54 5

Cognitive Task Analysis for Prospective Usability Evaluation in Computer-Assisted Surgery. 2007, 349-356

599 Medical Responsibility and Liability in France. 2013, 145-160 1

latrogene Sch” den, Behandlungsfehler und Behandlungsfehlerbegutachtung. 2003, 1457-1492

597 Creating and Maintaining Safe Systems of ICU Care. 2001, 695-707 1

Expanding the Role of Intensive Care Medicine. 1996, 833-841

595 Patientensicherheit im Krankenhaus. 2015, 1-15 1

latrogene Sch” den. 2008, 837-844

593 latrogene St” tungen. 2009, 70-83 0

Natura ed entit” OdelllBrrore e del danno. 2011, 49-73

97



CITATION REPORT

591 29 Rapid Response Teams. 2006, 307-310 1

The Hidden Curriculum, Structural Disconnects, and the Socialization of New Professionals. 2011, 17-35

589 Endodontic Records and Legal Responsibilities. 2011, 389-450 2

Enhancing Patient Safety: The Role of Clinical Engineering. 2004, 14-15

587  Medical-Legal Considerations: The Asa Closed Claims Project. 2007, 1272-1282 2

Core Principles of Perioperative Care. 2012, 159-176.e2

3 De la sanction “ [la pr” Vention. Pour une pr” vention des * V" hements ind" sirables li* § aux soins..
5°5 2006, 190, 1993-1997 4

The Quality Assurance-Risk Management Interface. 1992, 10, 573-581

3 An eHealth Diptych: The Impact of Privacy Regulation on Medical Error and Malpractice Litigation.
593 2001, 27,361-419 4

Embodying the Contemporary Olinician-Manager[tIEntrepreneurializing Middle Management?.
2008, 273-291

581 Why Do Doctors Not Engage with the System?. 2007, 222-243 2

Teaching Clinical Reasoning to Undergraduate Medical Students. 2005, 53-71

579  Clinical engagement: a new concept or common sense all round?. 2019, 43, 392-395 1

A conversation on medical injury. 1999, 114, 302-17

577  The retained surgical sponge. 1996, 224, 79-84 157

A look into the nature and causes of human errors in the intensive care unit. 1995, 23, 294-300

Admission or observation is not necessary after a negative abdominal computed tomographic scan
575 in patients with suspected blunt abdominal trauma: results of a prospective, multi-institutional 157
trial. 1998, 44, 273-80; discussion 280-2

The association of quality of care and occurrence of in-hospital, treatment-related complications.

1999, 37, 140-8

98



(2008-1999)

573  Screening inpatient quality using post-discharge events. 1999, 37, 384-98 29

Discussion between reviewers does not improve reliability of peer review of hospital quality. 2000,
38,152-61

571 Negligent care and malpractice claiming behavior in Utah and Colorado. 2000, 38, 250-60 213

Incidence and types of adverse events and negligent care in Utah and Colorado. 2000, 38, 261-71

6 Can history and physical examination be used as markers of quality? An analysis of the initial visit o
599 note in musculoskeletal care. 2000, 38, 383-91 3

Reinventing VA Health Care. 2000, 38, I-7-I-16

567 In-hospital complication occurrence as a screen for quality-of-care problems: what's next?. 2000, 38, 777-80 7

Use of administrative data to find substandard care: validation of the complications screening
program. 2000, 38, 796-806

565 Alook back and a look ahead. 2000, 25, 107-14 1

Prospective controlled trial of effect of medical emergency team on postoperative morbidity and
mortality rates. 2004, 32, 916-21

Analysis of diagnostic error in paid malpractice claims with substandard care in a large healthcare

503 gystem. 2005, 98, 1083-7 20

Threats to safety during sedation outside of the operating room and the death of Michael Jackson.
2016, 29 Suppl 1, S36-47

Morbidity and Mortality in Critically Ill Children. I. Pathophysiologies and Potential Therapeutic

561 Solutions. 2020, 48, 790-798 7

Trigger Tools for Adverse Event Detection in the Emergency Department. 2021, 17, 71-72

Ranking Quality and Patient Safety Challenges: A Nationwide Survey of Healthcare Quality Experts
559 From General Hospitals in Spain. 2021, 17, 541-547

Inpatient Respiratory Arrest Associated With Sedative and Analgesic Medications: Impact of
Continuous Monitoring on Patient Mortality and Severe Morbidity. 2021, 17, 557-561

Implementing Patient and Family Involvement Interventions for Promoting Patient Safety: A
557 Systematic Review and Meta-Analysis. 2021, 17, 131-140 3

Can We Use Incident Reports to Detect Hospital Adverse Events?. 2008, 4, 9-12

99



555

553

551

549

547

545

543

541

539

CITATION REPORT

Application of Safety Attitudes Questionnaire (SAQ) in Adult Intensive Care Units: a cross-sectional
study.

Development and Validation of a Deep Learning Model for Automated View Classification of
Pediatric Focused Assessment with Sonography for Trauma (FAST).

Framework for analysing risk and safety in clinical medicine. 1998, 316, 1154-7 533

Let's talk about error. 2000, 172, 356-7

Epidemiology of medical error. 2000, 172, 390-3 27

Medical malpractice: the effect of doctor-patient relations on medical patient perceptions and
malpractice intentions. 2000, 173, 244-50

Implications for practice: challenges for healthcare leaders in fostering patient safety. 2004, 13
Suppl 2, ii52-6

Effectiveness of early cardiology undergraduate learning using simulation on retention, application
of learning and level of confidence during clinical clerkships. 2015, 56, 98-102

Development of a senior-specific, citizen-oriented healthcare service system in South Korea based
on the Canadian 48/6 model of care. 2020, 20, 32

Promoting quality and preventing malpractice: assessing the Health Security Act. 1994, 19, 207-16

Error in medicine: legal impediments to U.S. reform. 1999, 24, 27-58 47

Backlash as prelude to managing managed care. 1999, 24, 1115-26

Inadvertent Methylergonovine Administration to a Neonate. 2016, 17, 770-773 4

Assessing the development and implementation of the Global Trigger Tool method across a large
health system in Sicily. 8, 263

An Acute Care for Elders Quality Improvement Program for Complex, High-Cost Patients Yields
Savings for the System. 2019, 14, E1-E7

Classifying Laboratory Incident Reports to Identify Problems That Jeopardize Patient Safety. 2003,
120, 18-26

A comprehensive overview of medical error in hospitals using incident-reporting systems, patient
complaints and chart review of inpatient deaths. 2012, 7, e31125 47

Toxic element contamination of natural health products and pharmaceutical preparations. 2012, 7, e49676

100



(2019-2014)

Pharmacotherapy for adverse events reduces the length of hospital stay in patients admitted to
537 otolaryngology ward: a single arm intervention study. 2014, 9, e115879 9

The practice of cranial neurosurgery and the malpractice liability environment in the United States.
2015, 10,e0121191

535 Effects of Hospital Workers’ Friendship Networks on Job Stress. 2016, 11, e0149428 4

Preventability of early vs. late readmissions in an academic medical center. 2017, 12, e0178718

533 Development of Case Review Form for Detecting Adverse Events. 2015, 21, 66-76 2

"Choosing Wisely Canada" and antimicrobial stewardship: A shared focus on reducing unnecessary
care. 2015, 41, 9-13

531 Detection of Fatal Therapeutic Misadventures by an Urban Medico-Legal System. 1993, 38, 13412J 6

Utilization of a Voluntary Reporting System in Quantitative Risk Assessment for Medical Tasks in a
Hospital Setting-with Special Reference to Tasks Done by Nurses. 2002, 44, 360-372

529 [Terminology for drug incidents in the hospital context]. 2008, 24, 1965-75 6

MedicallErrorDisclosure:MBorryldWorksfhndlEducationWorks!. 2019, 21, 13-21

Rethinking the Tort Liability System and Patient Safety: From the Conventional Wisdom to Learning
527 from Litigation. 2018, 12, 327-382

Chapter 1. Systems Analysis and Redesign: The Foundation of Medical Error Prevention. 2007,

525  MEDICAL ERRORS IN ORTHOPAEDICS. 2002, 84, 2097-2100 14

One more turn of the wrench. 2003, 85, 2036-48

= Stress and fatigue in sound engineers: the effect of broadcasting in a life show and shift work. 2008
, 16, 87-91

Reconsidering the Harvard Medical Practice Study Conclusions about the Validity of Medical
Malpractice Claims.

Drug-related problems in hospitalized patients on polypharmacy: the influence of age and gender.

2005, 1, 39-48 82

521

Improve Healthcare Quality Through Mortality Committee: Retrospective Analysis of Bambino Ges” ,,

Children Hospital's Ten Years’ Experience 2008-2017. 2019, 20, 635-642

101



CITATION REPORT

. Improving hospital care and collaborative communications for the 21st century: key L
519 recommendations for general internal medicine. 2012, 1, e9 3

An evaluation of the use of smartphones to communicate between clinicians: a mixed-methods
study. 2011, 13, e59

Design and Testing of BACRA, a Web-Based Tool for Middle Managers at Health Care Facilities to
517 Lead the Search for Solutions to Patient Safety Incidents. 2016, 18, €257 7

A historical overview of health disparities and the potential of eHealth solutions. 2005, 7, e50

Automatically Recognizing Medication and Adverse Event Information From Food and Drug

515 Administration’s Adverse Event Reporting System Narratives. 2014, 2, e10 16

Implementation and Evaluation of a Wiki Involving Multiple Stakeholders Including Patients in the
Promotion of Best Practices in Trauma Care: The WikiTrauma Interrupted Time Series Protocol.
2015, 4, e21

. Epidemiology of Patient Harms in New Zealand: Protocol of a General Practice Records Review
513 study. 2017, 6, €10 7

Identification of adverse drug events: the use of ICD-10 coded diagnoses in routine hospital data.
2010, 107, 23-9

Patient safety and error management: what causes adverse events and how can they be

5TT brevented?. 2010, 107, 92-9

Clinical handover within the emergency care pathway and the potential risks of clinical handover
failure (ECHO): primary research. 2014, 2, 1-144

Measuring harm and informing quality improvement in the Welsh NHS: the longitudinal Welsh
599 national adverse events study. 2017, 5, 1-190 3

Improving patient safety through the involvement of patients: development and evaluation of
novel interventions to engage patients in preventing patient safety incidents and protecting them
against unintended harm. 2016, 4, 1-296

507  Quality improvement in pediatric care. 2018, 61, 1-5 1

Multifactorial model of adverse events and medical safety management. 2020, 29-39

505 Searching for the Final Answer: Factors Contributing to Medication Administration Errors. 2001, 32, 152-160 28

Pediatric practice and liability risk in a managed care environment. 1997, 26, 179-85

503 Preventing cascade iatrogenesis in hospitalized elders. An important role for nurses. 1999, 25, 27-33 8

Fall Risk Assessment in Geriatric-Psychiatric Inpatients to Lower Events (FRAGILE). 2011, 37, 22-30;

quiz 32-3

102



(2019-2005)

501 Evidence-based approaches to minimizing malpractice risk in orthopedic surgery. 2005, 28, 378-81 10

Patient safety: where is nursing education?. 2007, 46, 79-82

499 Assessment of patient safety measures in governmental hospitals in Al-Baha, Saudi Arabia. 2019, 6, 396-404 2

Assessing Reliability of Medical Record Reviews for the Detection of Hospital Adverse Events. 2015
, 48, 239-48

Identifying Adverse Events Using International Classification of Diseases, Tenth Revision Y Codes in
497 Korea: A Cross-sectional Study. 2018, 51, 15-22 4

La qualit” 'des soins, nouveau paradigme de [08ction collectivel?. 2000, 42, 51-68

495 Systems Engineering and Health Informatics. 1684-1705 2

493  Afirst step toward understanding patient safety. 2016, 69, 429-434 3

Surgical checklist application and its impact on patient safety in pediatric surgery. 2015, 61, 92-4

491 Rapid response systems. 2008, 12, 77-81 5

Simulation-based medical teaching and learning. 2010, 17, 35-40

489  Quality of care in cancer: An exploration of patient perspectives. 2016, 5, 338-342 9

Drug-related problems in medical wards of Tikur Anbessa specialized hospital, Ethiopia. 2015, 4, 216-21

3 Rational use of medicine in the pediatric age group: A summary on the role of clinical pharmacists.
4°7° 2012,1,10-3 7

Why are chemotherapy administration errors not reported? Perceptions of oncology nurses in a
Nigerian tertiary health institution. 2015, 2, 26-34

485 Root Cause Analysis of Blunders in Anesthesia. 2019, 13, 193-198 3

Preference of cognitive approaches for decision making among anesthesiologists’ in Saudi Arabia.

2019, 13, 191-196

103



CITATION REPORT

483  Prospectively Recording Errors Is Valuable in Reducing Complications. 2014, 06, 2388-2391 1

Errors of Clinical Laboratory and Its Impact on Patient Safety. 2017, 05, 243-253

Health care staffsOlperception of patient safety culture in hospital settings and factors of

481 importance for this. 2013, 03, 28-40 13

Swedish Hospital Survey on Patient Safety Culturel[Psychometric properties and health care
staffllE perception. 2013, 03, 41-50

The Relationship between Understaffing of Nurses and Patient Safety in Hospitals[A Literature
479 Review with Thematic Analysis. 2017, 07, 1387-1429 5

Patient Safety Culture Change over Time-Health Care StaffsPerceptions. 2020, 10, 320-339

477 Rates of surgical site infection as a performance measure: Are we ready?. 2009, 1, 11-5 15

Usefulness of Screening Criteria System Used by Medical Alert Team in a General Hospital. 2012,
27,151

475 Spinal surgery and patient safety: a systems approach. 2006, 14, 226-32 18

Current issues in health policy: a primer for the orthopaedic surgeon. 2007, 15, 76-86

Prevalence of polypharmacy and drug interaction among hospitalized patients: opportunities and

473 responsabilities in pharmaceutical care. 2012, 24, 68-72 10

Adverse events in affiliated hospitals of mazandaran university of medical sciences. 2014, 26, 116-8

Rate of medical errors in affiliated hospitals of mazandaran university of medical sciences. 2015,
7% 27,31-4 +

Computers and clinical decision-making: Overcoming data overload. 1991, 155, 287-288

469 How safe are Australian hospitals?. 1995, 163, 472-5 11

Patient safety in the clinical laboratory: a longitudinal analysis of specimen identification errors.
2006, 130, 1662-8

6 Global Trends and Forecast of the Burden of Adverse Effects of Medical Treatment:
467 Epidemiological Analysis Based on the Global Burden of Disease Study. 2020, 12, e7250

Global Incidence and Mortality Trends due to Adverse Effects of Medical Treatment, 1990-2017: A

Systematic Analysis from the Global Burden of Diseases, Injuries and Risk Factors Study. 2020, 12, e7265

104



(2003-2022)

6 Learning from Everyday Work: Making Organisations Safer by Supporting Staff in Sharing Lessons
495 About Their Everyday Trade-offs and Adaptations. 2022, 55-70

Clinical Accident Analysis. 2000, 101-116

463  Tapping And Resolving Consumer Concerns About Health Care. 2000, 26, 335-399 4

Enhancing Team Performance. 2000, 139-153

461 A Systems Approach to Health Care Errors. 2000, 100, 77-78

Errors in the Intensive Care Unit. 2001, 921-932

459 Overview of Infectious Disease. 2001, 159-183

Outreach: A Hospital-wide Approach to Critical Illness. 2001, 661-675

Toward a Workable Model of OBlo-FaultOlCompensation for Medical Injury in the United States. L
457 2001, 27, 225-252 3

UROLOGICAL MEDICAL MALPRACTICE. 2001, 1638-1642

A Hospital-Wide System For Managing the Seriously Ill: A Model of Applied Health Systems
455 Research. 2002, 140-154

Medizinsch” Ben in Krankenh” isern. 2002, 3-9

453 Ventilation zur kardiopulmonalen Reanimation. 2002, 18-31

A Hospital-Wide System for Managing the Seriously Ill: A Model of Applied Health Systems
Research. 2002, 140-154

451 Human Subjects Research, Law, Common Law of Human Experimentation.

Point-of-Care Testing. 2002, 1-30

449 Triage in critical care. 2003, 1013-1018

Preventing iatrogenic Complications. 2003, 257-286

105



CITATION REPORT

447 Faire bon usage de |OBrreur m” dicale. 2003, 187, 129-139

Morbidity and Mortality from Medication Use. 2003, 11-27

445 Understanding Adverse Drug Therapy Outcomes. 2003, 29-71

medication-safety-issues-1. 2003, 1, 59-62

443 Impact of medicines on Public Health: EURO-MED-STAT. 2004, 343-354

The Missed Diagnosis: Overview. 2004, 85-100

441 222222222222222272222222227? 2004' 14' 55-69 1

Recent Trends of Medical Malpractice Claims in Osaka. 2004, 24, 543-548

439 Une exp” fience dlihformatisation int™ gr” & du circuit du m" dicament. 2004, 188, 125-137

Der Krankenhausmanager. 2004, 49-166

437  Corrections of clinical chemistry test results in a laboratory information system. 2004, 128, 890-2 5

MEDICAL MALPRACTICE | Vascular Surgery. 2005, 315-319

435 Clinical Governance: Complexities and Promises. 2005, 253-278

Epilogue. 2005, 581-585

433 The Impact of a Patient Safety Program on Medical Error Reporting. 2005, 91, 16-21 2

Effets ind” Sirables des m” dicaments chez les sujets “ g~ §. 2005, 189, 1693-1709

431 Cultures of Claiming: Local Variation in Malpractice Claim Frequency.

Safety and Quality Assessment in the Pediatric Intensive Care Unit. 2006, 73-83

106



(2007-2006)

429 28Klinische padenklinische paden/standaardiseren van processen. 2006, 301-306

427  772227000077772. 2006, 16, 97-109

2 Pati” «ntveiligheid in internationaal perspectief. 2006, 15-26

425 12 Complicatieregistratie. 2006, 155-174

Adverse Drug Reactions and DrugllDrug Interactions. 2006, 1678-1703

423 5 De epidemiologie van medische fouten, medische: weten we wel wat we meten?. 2006, 63-71

PHYSICIAN DISCIPLINE. 2006, 88, 2091-2096

421 The Origins of Consumer-Driven Health Care. 2007, 70-85

Legal, Ethical, and Regulatory Issues Presented by Consumer-Driven Health Care. 2007, 150-165

419 The Nonaccidental System. 2007, 54-69

The Theoretical Foundations of Consumer-Driven Health Care. 2007, 86-118

417 Bibliography. 2007, 225-251

How to Fix Our Broken Health Care System. 2007, 189-204

415  Are Consumers Our Only Hope? How Other Countries Organize Their Health Care Systems. 2007, 166-188

Ethics. 2007, 111-127

413  Why do people sue surgeons?. 2007, 1-7

Consumer-Driven Health Care the First Time Around. 2007, 42-53

107



CITATION REPORT

411 Consumer-Driven Health Care Advocates. 2007, 27-41

Notes. 2007, 205-223

409 Patient Safety and Medical Errors. 2007, 20-27

Our Broken American Health Care System. 2007, 1-16

407  The Consumer-Driven Prescription. 2007, 17-26

But Does It Work? The Evidence for and against Consumer-Driven Health Care. 2007, 119-149

405 References and Recommended Reading. 2007, 205-211

Translating Patient Safety Research Into Clinical Practice. 2007, 93, 16-23

403 Pour une ma” HBrise m” dicalis” & des pr” Judices li" § aux soins. 2008, 39, 331

Provider Factors in Healthcare Disparities. 2008, 11-18

401 Healthcare System Factors in Healthcare Disparities. 2008, 30-38 1

Compounding Medication for Digestive Decontamination: Pharmaceutical Aspects. 2008, 73-87

399 Using cognitive task analysis for Ul design in surgical work systems. 2008, 1

Why Things Go Wrong. 129-138

397 Politische Kindermedizin O[Ein Wissenschaftszweig mit politiknahen Implikationen?. 2008, 47-61

Patient Safety. 2008, 129-139

Health Care Human Error Reporting Systems and Models for Predicting Human Reliability and Error
395 in Health Care. 2008, 115-128

Nurse Diagnosed Myocardial Infarction - Hidden Nurse Work and latrogenic Risk. 171-193

108



(2010-2008)

393 Medical Device Software Quality Assurance and Risk Assessment. 2008, 69-84

Bibliography. 2008, 165-189

391 Introduction, Aims and Mapping Health Care. 1-16

A Legal Perspective on Errors in Medicine. 2008, 25-69

389 Errorsin Medicine. 2008, 3-11 1

Simulation Advances in Medical Training. 2008, 371-385

387  Defizite durch eine unzureichende Gebrauchstauglichkeit. 2009, 21-28 o

Clinical information systems. 2009, 75-81

385  Begriffsdefinition Ergonomie und Gebrauchstauglichkeit. 2009, 11-19

Health and Health Care in Post-industrial Society. 2009, 125-140

383  The Effectiveness of Health Informatics. 2010, 13-37

Process Improvement and Patient Safety. 2010, 2547-2553

381 Identification of Adverse Events in Inpatients: Results of a Preliminary Survey in Japan. 2010, 4, 49-53 1

Des aspects particuliers de la responsabilit” 'm” dicale. 2010, 225-305

379 Information Transfer and Communication in Surgery: A Need for Improvement. 2010, 771-780

Quality Improvement and Risk Stratification for Congenital Cardiac Surgery. 2010, 2105-2123

377  Pitfalls Related to Inadequate or Incomplete Surgical Technique and Errors of Level. 2010, 283-290

La reconnaissance de la s” curit” 'dans le domaine de la sant” ! 2010, 39-58

109



CITATION REPORT

375  Error and Harm in Health Sciences. 2010, 57-91

Describing Medical Error and Harm. 2010, 93-125

373  MET: Physician-Led RRSs. 2011, 221-230

Matching Illness Severity with Level of Care. 2011, 125-140

371 Impact of Hospital Size and Location on Feasibility of RRS. 2011, 153-161

Overview of Medico-legal Issues. 2011, 249-263

369 General Principles. 2011, 3-17

Evaluating Pediatric Critical Care Practices. 2011, 1615-1621

367 Gli esordi della sicurezza del paziente. 2011, 15-30 0

Klinisches Risiko- und Fehlermanagement. 2011, 1183-1194

365 Lasfida deiserviziin sanit” [tra personalizzazione e standardizzazione dei processi. 2011, 193-213 1

Risk management: have we got it right?. 2011, 2, 14-19

363 Quality and safety of neonatal intensive care medicine. 2011, 67-98

The Use of Decision Analysis Tools for the Selection of Clinical Laboratory Tests: Developing
Diagnostic and Forecasting Models Using Laboratory Evidence. 2011, 305-322

361 1Inleiding in kwaliteit en veiligheid van zorg. 2011, 13-24

Primary Medical Record Databases. 2012, 107-149

359 Patient Safety. 2012, 285-292

Introduction. 2011, 1-12

110



357

355

353

349

343

341

Errore in medicina. 2012, 81-100

Introduction. 2012, 3-5

Reporting, Documentation, and Risk Management. 2012, 94-100

Designing a Safer Intensive Care Unit. 2012, 819-827

The Role of Pharmacovigilance Center in Sudan in Reporting Adverse Drug Reactions. 2012, 344-354

Risk Management. 2012, 168-172

latrogene Sch” den. 2012, 835-844

For-Profit Care. 2012, 13-42

Signalement des " V" Bements ind” sirables en m” decine OProtection juridique. 2012, 196, 529-537

When Things Go Wrong: Errors, Negligence, Misconduct, Complaints and Litigation. 161-181

Disclosure of Medical Error and Truth Telling. 27-35

A proposed compromise for national medical malpractice reform. 2012, 105, 573-5

Usersl[Perception towards the 08afe Medication through Pharmacovigilance and Compliance
Monitoring (Pharmacov)l$ervice. 2013, 2, 25-34

Human Factors Modeling Schemes for Pilot-Aircraft System: A Complex System Approach. 2013, 144-149

Rapid Response System -Establishing Patient Safety-. 2013, 33, 333-342

Patient Safety. 2013, 111-120

The challenge of healthcare services: between process standardisation and service customisation.
2013, 157-176

Economic Analysis of Medical Malpractice Liability and Its Reform.

111



CITATION REPORT

Medical Responsibility and Liability in German-Speaking Countries: Austria, Germany, and
339 switzerland. 2013, 111-127

Patient safety and risk prevention. 254-268

337 Medical Malpractice. 2014, 459-466

Towards Keeping the Hippocratic Oath (Six Sigma). 2014, 41, 437-453

335  Surgical Infection. 2014, 107-132 1

Accreditation, Credentialing, Scope of Practice, and Outcome Evaluation. 2014, 317-336

333 Lesagences nationales de s” turit” 'sanitaire : constats et perspectives. 2013, 197, 1395-1407

Expertise in Medical Management. 2014, 35-50

331 A New Era for Safety Measurement. 2014, 48-75

Scoring Systems in Critical Care. 2014, 47-54

329 Fehlerim " Bztlichen Alltag und Patientenrechte aus Sicht einer Landes” Bztekammer. 2014, 91-102 1

Origins of the Critically Ill: The Impetus for Critical Care Medicine. 2014, 9-24

327  Patient Safety in the PICU. 2014, 101-106 1

Rapid Response Systems. 2014, 177-195

325 Patient Safety: A Perspective from the Developing World. 2014, 431-441

Educational, Recording, and Organizational Interventions Regarding Critical Care Nutritional
Support. 2014, 1-15

323  Models of Patient Safety and Critique. 2014, 105-152

The Survey of Health Care Managers[[Attitude towards the Implementation of Information and

Communication System for the Registration of Medical Errors. 2014, 24, 135

112



(2015-1992)

321 Rechtliche Grundlagen der " fztlichen Begutachtung. 1992, 27-212

latrogene St” Bungen. 1992, 113-116

319 Literaturverzeichnis. 1992, 227-240

Future Legal Issues in Emergency Medicine. 1993, 11, 933-951

317  Continuous Quality Improvement. 1995, 985-996

An Evaluation of ClintonlE Health Care Proposal. 1995, 85-120

315 The Safety and Medico-Legal Responsibilities of the Pacemaker Implantation Team. 1995, 239-254

Letter to the Editor. 1995, 38, 674-675

313  Groping for the Reins: ERISA, HMO Malpractice, and Enterprise Liability. 1996, 22, 7-50 4

Interprofessional Relations in Drug Therapy Decisions. 1996, 213-252

311 Why Do No Harm[& 1997, 197-215 3

Variables that Influence Consumers’ Inferences about Physician Ability and Accountability. 1997,
22,7-20

309 The Strategic Agenda for Community Health Care Organizations. 1997, 22, 82-91

At the Intersection of Medicine, Law, Economics, and Ethics: Bioethics and the Art of Intellectual
Cross-Dressing. 1997, 299-325

307 Errorin Medicine: Legal Impediments to U.S. Reform.

Public Reporting of Pediatric Cardiac Data. 2015, 479-489

305 Measuring and Assessing Adverse Medical Events. 2015, 341-348

Qualitative Evaluation of Cardiovascular Diseases Management in Family Medicine Team in One

Year Level. 2015, 69, 140-4

113



303

301

=

297

200

293

291

289

287

CITATION REPORT

Historie und Entwicklung. 2015, 11-18

Paradigmatic Shifts in the Theory, Practice, and Teaching of Medicine in Recent Decades. 2015, 3-18

Detection of Pre-Analytical Laboratory Testing Errors. 2015, 241-263

Bile Duct Injuries and the Law. 2015, 229-241

A New Era for Safety Measurement. 2015, 219-246

Users' Perception towards the 0Bafe Medication through Pharmacovigilance and Compliance
Monitoring (Pharmacov)d$ervice. 2015, 1190-1196

Intuitive Versus Analytic Clinical Reasoning. 2015, 119-131

Educational, Recording and Organizational Interventions Regarding Critical Care Nutritional
Support. 2015, 249-261

16 Pati” «ntveiligheid en risicopreventie. 2015, 417-434

Analisi comparata dei modelli di gestione dei sinistri in sanit™ 0 Prime evidenze empiriche sui costi
dei sinistri. 2015, 27-53

Detection of Pre-Analytical Laboratory Testing Errors. 2016, 1223-1244

Medical Legal Challenges. 2016, 129-138

Surgical Safety in Children. 2016, 1-16

Inleiding [De opkomst van het thema pati” «ntveiligheid. 2016, 17-23

Current View of German Authorities (State Chamber of Physicians). 2016, 13-20

Medical Harm. 2016, 105-131

Legal challenges in neurological practice. 2016, 19, S3-S8 2

Methods of Ascertainment of Personal Damage in France. 2016, 101-109

114



(2017-2016)

285  Methods of Ascertainment of Personal Damage in India. 2016, 391-412

Methods of Ascertainment of Personal Damage in China. 2016, 413-429

283  Patientensicherheit im Krankenhaus. 2016, 1159-1168

In Search of Surgical Excellence: A Work Systems Approach. 2016, 804-813

281 Knowledge Representation in Patient Safety Reporting: An Ontological Approach. 2017, 1, 75-91

[Specificities of prescribing medicines for children]. 2016, 12-6

Assessing the prevalence of organizational procrastination and the associated factors among
279 nursing and midwifery staff. 2016, 5, 17-28

Global Surgery: Progress and Challenges in Surgical Quality and Patient Safety. 2017, 837-848

277  Patient Safety. 2017, 75-76

Strategie” «n voor bevordering van pati® «ntveiligheid. 2017, 289-303

275  Introduction to Patient Safety. 2017, 29-49

Knowledge and Perception about Pharmacovigilance among Pharmacy Students of Universities in
Sana’a Yemen. 2017, 11, FC09-FC13

273 MET: Physician-Led RRTs. 2017, 193-200

RRS and the Culture of Safety. 2017, 53-57

271 Safety and the Use of Checklists in Acute Care Surgery. 2017, 69-80

The Burning Platform: Improving Surgical Quality and Keeping Patients Safe. 2017, 3-13

269 Reference. 2017, 203-204

References and Further Reading. 2017, 171-180

115



CITATION REPORT

267  Quality Care and Patient Safety: Strategies to Disclose Medical Errors. 2018, 159-167 1

Surgeonsll[Reactions to Error. 2018, 309-321

265  Studying Patient Safety: An Introduction. 2018, 3-31

Blame and Responsibility in Patient Safety. 2018, 77-110

263  Clinical Decision-making among Emergency Physicians: Experiential or Rational?. 2018, 8, 65-68 o)

Risk Management of Newborns. 2018, 305-314

Reduction of the mortality to the General surgical department of General hospital Valjevo: Serbia.

261 5018, 5, 617-624

Emergency Care. 2018, 213-220

Accuracy of pediatric residents in determination of dehydration in children with gastroenteritis.
259 2018, 10, 6707-6711

Sa” [T k& “ Bl" Bnlar™ A™ A Hasta G~ venli” OK" L7 7. .Alg” 5" A” A Belirlenmesi: Kad™ A Do™ Um ve " Bcuk
Hastal™ klar™ Hastanesi * the™ 1 2018, 8, 1-1

257  Modern principles of management of patient safety (systematic review). 2018, 17-24

THE INCIDENCE OF PERIOPERATIVE ADVERSE EVENTS AND RISK FACTORS ON INPATIENT
MORBIDITY- A NATIONWIDE CROSS-SECTIONAL OBSERVATIONAL STUDY FROM TAIWAN. 2018, 7, 4213-4220

255  Fehler in der Medizin und Patientensicherheit. 2019, 1-40

Der Blick ins Ausland [IMedizinische Einsatzteams in der globalen Perspektive. 2019, 87-98

253  Simulation in Surgical Education. 2019, 269-278

Resilience Management for Disaster Reduction Against Medical Accidents. 2019, 1-26

251 Organisation, Strukturen und Implementierung. 2019, 101-129

Qualidade do cuidado de sa” de. 2019, 27-40

116



(2020-2019)

249 2.Consequ” ficias econ” fhicas de erros e eventos adversos em sa” de. 2019, 41-58

Radiological Errors: Implications and Causes with a Focus on Mammographic Misdiagnosis. 2019, 09, 1-18

247 Magnitude do problema e os factores contribuintes do erro e dos eventos adversos. 2019, 95-114

A seguran” B do paciente e o diagn” Btico. 2019, 211-235

245 9.Investiga” 0B/pesquisa em seguran” @ do paciente. 2019, 201-223 1

Assessing the development and implementation of the Global Trigger Tool method across a large
health system in Sicily. 2019, 8, 263

Analysis of the characteristics of unplanned admission to the intensive care unit after general
243 surgery. 2019, 14, 230-235

Medication Safety. 2019, 471-509

241  AStudy of Satisfaction in Patients about Select Private Hospitals of Varanasi. 108-118

Discharge Medical Complexity, Change in Medical Complexity and Pediatric 30-day Readmission.
2019, 14, 474-481

239 Seguran” B do paciente e ¢” digos deontol” Gicos em Beauchamp e Childress. 2019, 27, 401-409

Assessing the development and implementation of the Global Trigger Tool method across a large
health system in Sicily. 8, 263

237  Prevention of Hazards of Hospitalization. 2020, 425-440

Organized Medicine. 2020, 53-58

235  Clinician Cognition and Artificial Intelligence in Medicine. 2020, 193-266

Uncertainty of Clinical Thinking and Patient Safety. 2020, 11, 474-481

233 Inleiding in kwaliteit en veiligheid van zorg. 2020, 1-18

Attitude and beliefs about surgical safety checklist in a North Indian tertiary care hospital, a decade

later of World Health Organisation checklist. 2020, 8, 39

117



CITATION REPORT

231 Patient Safety and Clinical Risk Management for General Practice. 2020, 1, 1-5 fe)

Pasientsikkerhetskultur og koronapandemien &#8211; nye muligheter for trygghet og samarbeid
ifhorsk helse- og omsorgstjeneste. 2020, 6, 1-8

229 Code S: Redesigning Hospital-Wide Peer Review Processes to Identify System Errors. 2020, 12, e8466

Incidence of adverse event in the ICU. 2020, 27, 261-266

227  Expert Consensus on Currently Accepted Measures of Harm. 2021, 17, e1726-e1731 2

Military Interprofessional Healthcare Teams: Identifying the Characteristics That Support Success.
2021, 186, 1-6

Reduction of in-hospital cardiac arrest with sequential deployment of rapid response team and

225 medical emergency team to the emergency department and acute care wards. 2020, 15, e0241816

The Depiction of Medical Errors in a Sample of Medical Television Shows. 2020, 12, e11994

223  Emergency Department Clinical Risk. 2021, 189-203

From Theory to Real-World Integration: Implementation Science and Beyond. 2021, 143-157

221 Patient Safety in Internal Medicine. 2021, 213-252 1

Basic principles to use in improving hospital patient safety. 1-4

219  Surgical Safety in Children. 2020, 411-426

Quelle r* gulation positive “ thique de lihtelligence artificielle en sant” [?. 2020, N[63, 25

217  The Quality Landscape. 2020, 47-54

Discussion on the General Practice Initial Diagnosis Model Based on Process Thinking. 2020, 10, 342-349

Assessment of the incidence and preventability of adverse events in hospitals: an integrative

215 review. 2020, 41, 20190364

Return on Investment from Simulation-Based Mastery Learning. 2020, 351-362

118



(2006-2021)

A Systematic Review of Methods for Medical Record Analysis to Detect Adverse Events in

213 Hospitalized Patients. 2021, 17, e1234-e1240

The Incidence and Nature of Adverse Medical Device Events in Dutch Hospitals: A Retrospective
Patient Record Review Study. 2021, 17, e1719-e1725

211 Patient safety for the surgical trainee. 2021,

The Incidence and Preventability of Adverse Events in Older Acutely Admitted Patients: A
Longitudinal Study With 4292 Patient Records. 2021, 17, 166-173

Assessing the development and implementation of the Global Trigger Tool method across a large

209 health system in Sicily. 2019, 8, 263

Reducing Medical Errors and Increasing Patient Safety. 87-115

207 Healthcare Delivery as a Service System. 191-214 fe)

Cefalea ed invecchiamento. 2008, 169-186

205 Overview of Various Medical Emergency Team Models. 2006, 104-115 1

Hospital Size and Location and the Feasibility of the Medical Emergency Team. 2006, 145-151

203 The Hospital Administrator(8 Perspective. 2006, 173-183

Information Systems Considerations: Integration of Medical Emergency Team Clinical Indicators.
2006, 246-257

201 The Challenge of Predicting In-Hospital latrogenic Deaths. 2006, 32-48

Matching Levels of Care with Levels of Illness. 2006, 63-79

199 General Principles of Medical Emergency Teams. 2006, 80-90

Evaluating the Capability of Information Technology to Prevent Adverse Drug Events: A Computer
Simulation Approach. 2005, 275-294

197  Qualit” Bsmanagement, Patientensicherheit und Risikomanagement. 2005, 161-205

Expectations Around Intensive Care 0010 Years On. 2006, 55-60

119



100

8

191

189

187

185

183

181

L7

CITATION REPORT

Behandlungsfehler. 2006, 337-366

Health Policy Review. 2005, 227-246

Klinisches Risiko und Fehlermanagement. 2006, 1027-1036

Gynaecology. 2020, 99-110

Gynaecology. 2020, 99-110

Algorithmic prediction of failure modes in healthcare. 2021, 33,

Medication Errors and Adverse Drug Events in Nursing Homes: Problems, Causes, Regulations, and
Proposed Solutions. 2001, 2, 81-93

Medication Errors and Adverse Drug Events in Nursing Homes: Problems, Causes, Regulations, and
Proposed Solutions. 2002, 3, S47-S59

Pain Management in Office Hysteroscopy. 2021, 233-238

[Detection of adverse events in thyroid and parathyroid surgery using trigger tool and Minimum
Basic Data Set (MBDS)]. 2020, 35, 348-354

Bioethics for clinicians: 23. Disclosure of medical error. 2001, 164, 509-13 28

The errors of our ways. 2002, 167, 113, 115

Adverse events among medical patients after discharge from hospital. 2004, 170, 345-9 197

Predicting risk for medical malpractice claims using quality-of-care characteristics. 1992, 157, 433-9

A brief history of health care quality assessment and improvement in the United States. 1994, 160, 263-8 27

Associations among hospital capacity, utilization, and mortality of US Medicare beneficiaries,
controlling for sociodemographic factors. 2000, 34, 1351-62

Reducing error, improving safety. Defensive culture of British medicine needs to change. 2000, 321, 505

Adverse events in British hospitals. Preventive strategies, not epidemiological studies, are needed.

2001, 322, 1425; author reply 1427

120



(2002-1999)

177  Reporting medical mistakes and misconduct. 1999, 160, 1323-4 2

The work of the National Patient Safety Agency to improve medication safety. 2004, 54, 331-3

175 The threat of litigation. 1994, 87 Suppl 22, 17-8

Role of previous claims and specialty on the effectiveness of risk-management education for
office-based physicians. 1995, 163, 346-50

173  Attitudes after unintended injury during treatment a survey of doctors and patients. 1999, 171, 81-2 5

Listening and talking to patients. A remedy for malpractice suits?. 1993, 158, 268-72

11 Setting up a database of medical error in general practice: conceptual and methodological
7 considerations. 2001, 51, 57-60

Quality of care: 2. Quality of care studies and their consequences. Health Services Research Group.

1992, 147, 163-7

169 Putting the controversy aside, how is the Data Bank doing?. 1995, 110, 381-2

The National Practitioner Data Bank: the first 4 years. 1995, 110, 383-94

167 New Federal Regulations for Improving Quality in Opioid Treatment Programs. 2001, 23, 29-34 1

View of US litigation challenged. 1996, 154, 444

Quality of care: 1. What is quality and how can it be measured? Health Services Research Group.

165 1992 146, 21538

Derivation of a typology for the classification of risks in emergency medicine. 2004, 21, 464-8

163  Identifying and comparing risks in emergency medicine. 2004, 21, 469-72 1

Who holds physicians accountable?. 2007, 118, 57-68

Development of an ontology to model medical errors, information needs, and the clinical

161 communication space. 2001, 672-6

Computable decision modules for patient safety in child health care. 2002, 592-6

121



457

57

155

L5

151

149

147

145

143

CITATION REPORT

Provider error prevention: online total parenteral nutrition calculator. 2002, 435-9 3

Prevention of adverse drug events through computerized surveillance. 1992, 437-41

Using a hospital information system to assess the effects of adverse drug events. 1993, 161-5 22

Using risk management Ffiles to identify and address causative factors associated with adverse
events in pediatrics. 2007, 3, 625-31

Local complications after arterial bypass grafting. 1994, 76, 127-31 5

Near miss errors in transfusion medicine: the experience of the G. Gaslini transfusion medicine
service. 2007, 5, 210-6

Medical errors and clinical risk management: state of the art. 2005, 25, 339-46 25

The human factor in medical emergency simulation. 2009, 2009, 249-53

General surgery 2.0: the emergence of acute care surgery in Canada. 2010, 53, 79-83 54

Revisiting duty hour restrictions: any evidence that patients have benefited?. 2010, 3, 39-41

Maintenance of certification and competency. 2005, 9, 1-2 2

Linked orders improve safety in scheduling and administration of chemotherapeutic agents. 2010,
2010, 877-81

Patient safety - the role of human factors and systems engineering. 2010, 153, 23-46 65

Pilot project "Patient-Safety" in Medical Education. 2011, 28, Doc12

Investigating interpersonal competencies of cardiac surgery teams. 2006, 49, 22-30 24

Defining medical error. 2005, 48, 39-44

Medication errors among geriatrics at the outpatient pharmacy in a teaching hospital in kelantan.

2004, 11, 52-8 10

A systematic review of the extent, nature and likely causes of preventable adverse events arising

from hospital care. 2010, 39, 1-15

122



(2022-2009)

141 Activities of a medical emergency team twenty years after its introduction. 2009, 1, 28-33 9

Prognostic physiology: modeling patient severity in Intensive Care Units using radial domain
folding. 2012, 2012, 1276-83

5 The Emergence of the Trigger Tool as the Premier Measurement Strategy for Patient Safety. 2012,
2012,

Diaspora of clinical medicine: exploring the rift between conventional and alternative health care.
2013, 59, 628-32

L Use of the isabel decision support system to improve diagnostic accuracy of pediatric nurse
37 practitioner and family nurse practitioner students. 2012, 2012, 194

Ophthalmic malpractice and physician gender: a claims data analysis (an American
Ophthalmological Society thesis). 2014, 112, 38-49

L Evaluating the association of preoperative functional status and postoperative functional decline in
35 older patients undergoing major surgery. 2012, 78, 1336-44

Teamwork, communication, formula-one racing and the outcomes of cardiac surgery. 2014, 46, 7-14

133  Consistency in diagnostic suggestions does not influence the tendency to accept them. 2012, 3, €98-e106 1

Human error in medicine: change in cardiac operating rooms through the FOCUS initiative. 2011,
43, P33-8

Oxygenation failure during cardiopulmonary bypass prompts new safety algorithm and training
BT nitiative. 2007, 39, 188-91 3
SOBRINA Spanish study-analysing the frequency, cost and adverse events associated with overuse
in primary care: protocol for a retrospective cohort study. 2019, 9, e023399

Concept and contents of a voluntary course for medical students’ achievement of a basic

129 qualification in patient safety during the practical year of medical studies. 2019, 36, Doc20

Analysis of Factors and Medical Errors Involved in Patient Complaints in a European Emergency
Department. 2018, 2, e4

127  Massive Health Record Breaches Evidenced by the Office for Civil Rights Data. 2019, 48, 278-288 1

Risk Management in healthcare: results from a national-level survey and scientometric analysis in
Italy. 2019, 90, 76-86

Retrofitting Vector Representations of Adverse Event Reporting Data to Structured Knowledge to

125 Improve Pharmacovigilance Signal Detection. 2020, 2020, 383-392

20 years after To Err Is Human: A bibliometric analysis of OEhe IOM reportOBdimpact on research on

patient safety. 2022, 147, 105593

123



CITATION REPORT

123 Therole of hospital characteristics in patient safety: a protocol for a national cohort study. 2021, 9, E1041-E1047

The Korea National Patient Safety Incidents Inquiry Survey. 2021, Publish Ahead of Print,

A Study on the Status and Contributory Factors of Adverse Events Due to Negligence in Nursing

121 care. 2021, 17, €904-910

Getting to know you: implementing an interprofessional education program for medical and
respiratory therapy students in mechanical ventilation - challenges and lessons learned. 2021, 1-10

Health Systems Factors Associated With Adverse Events Among Hospitalized Obstetric Clients in a

119 Tertiary Health Care Facility in Ghana. 2021, 17, e890-e897

Reducing Medical Error Through Systems Improvement: The Management of Febrile Infants. 2000,
105, 1330-1333

117 Impact of adverse events on surgeons.. 2022, 1

Patient Safety and Quality Improvement: Medical Errors and Adverse Events. 2010, 31, 151-158

115 N ¢leo seguran” B do paciente: perfil dos recursos humanos no cen” fio brasileiro. 2021, 34,

Komplikationen und Mi" Brfolge in der Chirurgie: Was ist zu tun?. 2000, 32, 280

The Impact of Clinical Pharmacist Interventions on Medication Errors Management in the

113 Postoperative Cardiac Intensive Care Unit. 2020, 27, 433-438

First, Do No Harm: Predictive Analytics to Reduce In-Hospital Adverse Events. 2021, 38, 1122-1149

Understanding Barriers to Diagnosis in a Rare, Genetic Disease: Delays and Errors in Diagnosing

111 .
Schwannomatosis.

Overstating inpatient deaths due to medical error erodes trust in healthcare and the patient safety
movement.. 2022, 17, 399-402

The Korea National Patient Safety Incidents Inquiry Survey: Feasibility of Medical Record Review for

109 Detecting Adverse Events in Regional Public Hospitals.. 2022,

Key factors for effective implementation of healthcare workers support interventions in health
organisations after patient safety incidents: a protocol for a scoping review.

Preventable Adverse Events in Obstetrics-Systemic Assessment of Their Incidence and Linked Risk

197" Factors.. 2022, 10,

Postdischarge Adverse Events Among Neonates Admitted to the Neonatal Intensive Care Unit..

2022,

124



(2022-2022)

Cross-cultural Adaptation of the Safety Attitudes Questionnaire Short Form in Spanish and Italian

105 Operating Rooms: Psychometric Properties.. 2022, 18,

Diagnostic error rates and associated factors for lower gastrointestinal perforation.. 2022, 12, 1028

Assessing resident and attending error and adverse events in the emergency department.. 2022,

103 54 228-231

SEVE project (Surgical Expertise Validity Evaluation) risk adjusted quality by standard data.. 2022,
100, 62-66

Predictive Power of the "Trigger Tool" for the detection of adverse events in general surgery: a

10T multicenter observational validation study.. 2022, 16, 7

A Pragmatic Method for Measuring Inpatient Complications and Complication-Specific Mortality..
2022,

99 Best practices in orthopedics. 2022, 5, 1

Assessing Patient Safety Culture in United States Hospitals.. 2022, 19,

Spanish Version of the Scale "Eventos Adversos Associados " [§ Pr” ficas de Enfermagem” (EAAPE):
97 Validation in Nursing Students.. 2022, 12, 112-124

Frequency and Nature of Communication and Handoff Failures in Medical Malpractice Claims.. 2022
, 18, 130-137

A mixed-methods needs assessment to identify pharmacology education objectives for emergency
95 medicine residents.. 2022, 3, e12682

Incidence, severity, and preventability of adverse events during the induction of patients with
acute lymphoblastic leukemia in a tertiary care pediatric hospital in Mexico.. 2022, 17, e0265450

Clinical and Economic Impact of Pharmacists’ Intervention on Care of Pediatric Hematology and
93 Oncology Patients.. 2021, 10781552211068139

Defining and Studying Errors in Surgical Care: A Systematic Review.. 2021,

91 SISTEMA DE MEDICA" © HOSPITALAR: AN" LISE DO CONCEITO. 2021, 11, 648-662

The National Practitioner Database Malpractice Study of Severity of Alleged Malpractice Injuries
Trends 2008-2018.. 2022,

3 Type and impact of clinical incidents identified by a voluntary reporting system covering 130 small
9 animal practices in mainland Europe.. 2022, e1629

Unplanned Return to the Operating Room after Elective Oncologic Thoracic Surgery: A Further

Quiality Indicator in Surgical Oncology.. 2022, 14,

125



CITATION REPORT

87 Preventing complications. 1-9

Presentation_1.pdf. 2020,

85 Presentation_2.pdf. 2020,

Table_1.DOCX. 2019,

83 Table_2.DOCX. 2019,

SOBRINA Spanish studyl8nalysing the frequency, cost and adverse events associated with overuse
in primary care: protocol for a retrospective cohort study. 2019, 9, e023399

81 The Case for Modernizing the Third-Year Clinical Anesthesiology Residency Curriculum.. 2021, 23, E673

Is percutaneous cholecystostomy safe and effective in acute cholecystitis? Analysis of adverse
effects associated with the technique.. 2022,

79 Usability and Accessibility of Publicly Available Patient Safety Databases.. 2022,

Patient Safety in Perioperative Care(Special Issue : Medical Instrumentation and Safety Education).
2000, 70, 272-277

77 Guidelines Based on the Principle OBirst, Do No Harm[{12000, 102,

Rates and Factors Associated With Serious Outcomes of Patient Safety Incidents in Malaysia: An
Observational Study. 2022, 5, 31-38

Medical errors: Experiences, attitudes and perspectives oflincoming and outgoing final-year
75 veterinary students in the USA.

LOihformatique comme soutien " OlIBp~ Fationnalisation des proc” dures analytiques en
ph” hom" hologiell un mod” [& de d” Veloppement et de collaboration. 2009, 28, 106

Examining the adaptability and validity of interRAIl acute care quality indicators in a surgical
73 context. 2022, 10, 205031212211032

Understanding barriers to diagnosis in a rare, genetic disease: Delays and errors in diagnosing
schwannomatosis.

71 PatientSafetylEducationlforlMedicallStudents:[GlobalrendsfhndlKoreallH Status. 2019, 21, 1-12 1

Medication-related Medical Emergency Team activations: a case review study of frequency and

preventability. bmjgs-2021-014185

126



(2022-2022)

6 Multi-center validation of machine learning model for preoperative prediction of postoperative
9 mortality. 2022, 5,

ADVERSE DRUG REACTIONS. 1998, 18, 817-827

6 Do Patient Engagement IT Functionalities Influence Patient Safety Outcomes? A Study of US
7 Hospitals. 2022, 28, 505-512

PAtient Safety in Surgical EDucation (PASSED): A Pilot Study Using iPad Game to Teach Patient
Safety in Undergraduate Medical Curriculum. 2017, 46, 202-206

Prevention Strategies for Patient Safety in Hospitals: Methodical Paradigm, Managerial
Perspective, and Artificial Intelligence Advancements.

Key factors for effective implementation of healthcare worker support interventions after patient
safety incidents in health organisations: a protocol for a scoping review. 2022, 12, e061543

Factors influencing patient safetyl€ulture in operating room inlh teaching hospital in Jordan:
alqualitative descriptive study.

Bildungsperspektive Notfallsanit™ Ber:in.

Building Consensus for a Shared Definition of Adverse Events: A Case Study in the Profession of

61 Dentistry. 2022, 18, 470-474

Errors in Surgery: A Case Control Study. Publish Ahead of Print,

= Prevalence, characteristics, and impact of adverse events in 34 Madrid hospitals. The ESHMAD
study.

Utility of a Device Briefing Tool to Improve Surgical Safety. 2022, 280, 218-225

Identifying themes to inform nursing decisions when caring for patients with acute exacerbation of
57 chronic obstructive pulmonary disease on noninvasive ventilation: A qualitative descriptive study.

Patient Safety vis-" Bvis Safe Surgery: The Current Perspective. 2022, 8, 77

Neurosurgeon Is the Second Victim of Surgical Adverse Events and Errors: A Road Map for
55 Mitigation and Learning Opportunity. 2022, 199-211

Civil Lawsuits as an Indicator of Adverse Outcomes in Healthcare. 2022, 19, 10783

Impact of system approach and personal performance on preventable morbidity and mortality
53 events in neurosurgery patients.

A Narrative Review of Adverse Event Detection, Monitoring, and Prevention in Indian Hospitals.

2022,

127



CITATION REPORT

. The Impact of a Communication Training on the Birth Experience: Qualitative Interviews with
5 Mothers after Giving Birth at Obstetric University Departments in Germany. 2022, 19, 11481

Association of Rapid Response Teams With Hospital Mortality in Medicare Patients. 2022, 15,

Variation in detected adverse events using trigger tools: A systematic review and meta-analysis.
19 2022,17, 0273800

Thermoluminescence and electron spin resonance dating of freshwater fossil shells from Pa Toh
Roh Shelter archaeological site in southern Thailand. 2022, 8, e10555

Gender differences in medical errors among older patients and inequalities in medical
47 compensation compared with younger adults. 10,

Adverse events associated with medical care, or the dark side of health care in foreign countries: a
systematic review. 2022, 79

45  Sicherheitskultur im OperationssaalllEine ~ Bersicht. o

Patient Safety in the Critical Care Setting: Common Risks and Review of Evidence-Based Mitigation
Strategies.

Comparison of Quality Measures From US Hospitals With Physician vs Nonphysician Chief Executive
43 Officers. 2022, 5, 2236621

NursesllIntentions, Awareness and Barriers in Reporting Adverse Events: A Cross-Sectional Survey
in Tertiary Hospitals in China. Volume 15, 1987-1997

. Adverse Event Classification: Clarification and Validation of the Society of Interventional Radiology
4 Specialty-Specific System. 2022,

Safety Climate Evaluation in Primary Health Care: A Cross-Sectional Study. 2022, 19, 14344

Adverse Effects in Patients with Intellectual and Developmental Disabilities Hospitalized at the
39 University Clinical Hospital. 2022, 12, 1898

The impact of (o Err Is Human[ibn patient safety in anesthesiology. A bibliometric analysis of 20
years of research. 9,

Beliefs and perceptions of patient safety event reporting in a Canadian Emergency Department: a
37 qualitative study.

Adverse events: an expensive and avoidable hospital problem. 2022, 54, 3157-3168

35 The Institutional Review Board: An Evolving Ethics Committee. 1992, 3, 278-282 1

Evidence on the Utility and Limitations to Using Al for Personalized Drug Safety Prediction. 2022, 1-7

128



(-2002)

33 Daedalus Revisited: A Call for Redesign of the Bougie Esophageal Dilator. 2002, 68, 139-142 fe)

Transmural Migration of a Retained Laparotomy Sponge. 2002, 68, 603-605

. Content and process: using continuous quality improvement to teach and evaluate learning
3 outcomes in quality improvement residency education. 2022, 11, e001806

An Analysis of Formal Patient Complaints, Risk, and Malpractice Events Involving Orthopedic
Trauma Surgeons During a 10-Year Period. 1-7

5 Metrological requirements for biomedical device assessment and their ethical implications. 2022,
9 24,100574

Improving veterinary patient safety through systems analysis of clinical incidents. 2022, 191, 496-498

5 Incidence and characteristics of adverse events in paediatric inpatient care: a systematic review and
7 meta-analysis. bmjgs-2022-015298

Surgical Safety in Children. 2023, 177-184

25 The Safety of Inpatient Health Care. 2023, 388, 142-153 3

Red Out: Bleeding During Robotic Retroperitoneal Lymph Node Dissection and Strategies To
Manage It. 2023, 48, 84-89

23 Some issues of the quality of medical care. 2022, 3, 116-124 o)

Medical Emergency Team: A Game Changer in the Wards. 2022, 27, 77-77

21 Patient Safety and People Who Are Incarcerated. fe)

Multicentre positive deviance to reduce adverse events and length of stay after pulmonary
resection. 2023, 12, e001997

L Outcomes of a DABospital at homellprogramme for the supervised home recovery of COVID-19
9 patients in Singapore. 2023, 32, 201010582311520

Reducing preventable adverse events in obstetrics by improving interprofessional communication
skills O[Results of an intervention study. 2023, 23,

17 Strategie” «n voor bevordering van pati® «ntveiligheid. 2023, 277-302 o)

Carbon dioxide levels of ventilated adult critically ill post-operative patients on arrival to the

intensive care unit. 13-18

129



CITATION REPORT

L Inappropriate Hospital Admission According to Patient Intrinsic Risk Factors: an Epidemiological
5 Approach.

The Impact of Non-English Language Preference on Pediatric Hospital Outcomes. 2023, 13, 244-249

Investigating the Mediating Effect of Patient Self-Efficacy on the Relationship between Patient
o) Safety Engagement and Patient Safety in Healthcare Professionals. 2023, 2023, 1-8

Levels of Electronic Health Records (EHR) Implementation and their Influence on Quality and
Safety (Preprint).

11 Healthcare systems. 2023, 1-35 0

Planes de compensaci® O del da” e a la salud provocado por error m” dico: investigaci® By elecci” B
jur® dica comparada de ruta para la Federaci” B de Rusia.

Complication Is Inevitable, but Suffering is OptionaldPsychological Aspects of Dealing with
9 Complications in Surgery.

Validation of the rates of adverse event incidence in administrative healthcare data through
patient chart review: A scoping review protocol. 6, 21

7 Medical Errors and Quality Assurance of Healthcare. 2023, 125-139 o)

Potentiality of algorithms and artificial intelligence adoption to improve medication management
in primary care: a systematic review. 2023, 13, e065301

5 Quality and Patient Safety in Emergency Medicine. 2013, 1731-1742.e2 o)

The scope and prevalence of perioperative harm. 2024, 9-23

Typology, Severity, and Outcomes of Adverse Events Related to Angiographic Equipmentla
b Ten-Year Analysis of the FDA MAUDE Database. 084653712311679

Safety of Health Care in the Inpatient Setting. 2023, 388, 1534-1536

1 Hospital-Acquired Urinary Tract Infections. o)

130



