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Climbié report, 82
comparative analysis, Using routine comparative data to assess the
quality of health care: understanding and avoiding common
pitfalls, 122
complementary medicines, Surfing, self-medicating and safety: buying
non-prescription and complementary medicines via the internet, 88
conjoint analysis, Views of older people on cataract surgery options: an
assessment of preferences by conjoint analysis, 13
cost effectiveness, Accessing the online evidence: a guide to key sources
of research information on clinical and cost effectiveness, 229
cost effectiveness analysis, Value for money of changing healthcare
services? Economic evaluation of quality improvement, 366
culture of safety, Evaluating the culture of safety, 401
Evaluation of the culture of safety: survey of clinicians and managers in
an academic medical center, 405
CyberSpace, CyberSpace .., 78
database quality, Directory of clinical databases: improving and
promoting their use, 348
death certification, Is it possible and worth keeping track of deaths
within general practice? Results of a 15 year observational
study, 337
decision making, A call for internet pharmacies to comply with quality
standards, 86
Intensive support to improve clinical decision making in cardiovascular
care: a randomised controlled trial in general practice, 181
Safe treatment or a shorter wait: Hobson’s choice?, 5
Shared decision making: developing the OPTION scale for measuring
patient involvement, 93
Views of older people on cataract surgery options: an assessment of
preferences by conjoint analysis, 13
decision support systems, Less is (sometimes) more in cognitive
engineering: the role of automation technology in improving patient
safety, 291
Delphi, Quality indicators for primary care mental health services, 100
dentistry, Clinical practice guidelines in dentistry: opinions of dental
practitioners on their contribution to the quality of dental care, 107
depression, Improving the detection and management of depression in
primary care, 149
developing countries, Drug use in sub-Saharan Africa: quality in
processes—safety in use, 164
Labelling and patient knowledge of dispensed drugs as quality
indicators in primary care in Botswana, 168
diagnosis, About time: diagnostic guidelines that help clinicians, 205
drug dispensing, Drug use in sub-Saharan Africa: quality in processes—
safety in use, 164
Labelling and patient knowledge of dispensed drugs as quality
indicators in primary care in Botswana, 168

www.qshc.com

Qual Saf Health Care: first published as 10.1136/qhc.13.1.e2 on 2 February 2004. Downloaded from http://qualitysafety.bmj.com/ on September 28, 2020 by guest. Protected by copyright.

Qual Saf Health Care 2004;13:e2 (http://www.qshc.com/cgi/content/full/13/1/e2)

drug treatment, Investigation into the reasons for preventable drug
related admissions to a medical admissions unit: observational
study, 280
error classification, Classifying and identifying errors, 404
error management, Hindsight ? foresight: the effect of outcome
knowledge on judgment under uncertainty, 304
Make no mistake—errors can be controlled, 359
errors, Classifying and identifying errors, 404
Errors in general practice: development of an error classification and
pilot study of a method for detecting errors, 443
ethnicity, Ethnic specific recommendations in clinical practice guidelines:
a first exploratory comparison between guidelines from the USA,
Canada, the UK, and the Netherlands, 353
Ethnicity, equity and quality: lessons from New Zealand (Nga
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Aotearoa), 237
medical education, Medical school attended as a predictor of medical
malpractice claims, 330
Medical school differences: beneficial diversity or harmful
deviations?, 324
medical error, A pilot study in ophthalmology of inter-rater reliability in
classifying diagnostic errors: an underinvestigated area of medical
error, 416
Compensation as a duty of care: the case for ‘‘no fault’’, 240
Do house officers learn from their mistakes?, 221
From aviation to medicine: applying concepts of aviation safety to risk
management in ambulatory care, 35
High reliability organizational change for hospitals: translating tenets
for medical professionals, 238
Less is (sometimes) more in cognitive engineering: the role of
automation technology in improving patient safety, 291

Qual Saf Health Care: first published as 10.1136/qhc.13.1.e2 on 2 February 2004. Downloaded from http://qualitysafety.bmj.com/ on September 28, 2020 by guest. Protected by copyright.

2 of 5

Preventable in-hospital medical injury under the ‘‘no fault’’ system in
New Zealand, 251
medical errors, A look into the nature and causes of human errors in the
intensive care unit, 143
Do house officers learn from their mistakes?, 221
medical indemnity, The value of personal professional monitoring
performance data and open disclosure policies in anaesthetic
practice: a case report, 295
medical injury, Compensation as a duty of care: the case for ‘‘no
fault’’, 240
Preventable in-hospital medical injury under the ‘‘no fault’’ system in
New Zealand, 251
medical malpractice, Medical school attended as a predictor of medical
malpractice claims, 330
medical school, Medical school attended as a predictor of medical
malpractice claims, 330
Medical school differences: beneficial diversity or harmful
deviations?, 324
medication, Multidisciplinary medication review in nursing home
residents: what are the most significant drug-related problems? The
Bergen District Nursing Home (BEDNURS) study, 176
medication errors, Causes of intravenous medication errors: an
ethnographic study, 343
Investigation into the reasons for preventable drug related admissions
to a medical admissions unit: observational study, 280
mental health, Clinicians’ and patients’ roles in patient involvement, 87
Quality indicators for primary care mental health services, 100
methodological quality, Is the methodological quality of guidelines
declining in the US? Comparison of the quality of US Agency for
Health Care Policy and Research (AHCPR) guidelines with those
published subsequently, 428
misdiagnosis, A pilot study in ophthalmology of inter-rater reliability in
classifying diagnostic errors: an underinvestigated area of medical
error, 416
mistake proofing, Make no mistake—errors can be controlled, 359
Modular Review Form (MRF2), Case record review of adverse events: a
new approach, 411
mortality trends, Is it possible and worth keeping track of deaths within
general practice? Results of a 15 year observational study, 337
National Health Service, Public opinion on systems for feeding back
views to the National Health Service, 435
User responsiveness in health care, 403
negligence, Medical school attended as a predictor of medical
malpractice claims, 330
nocturnal enuresis, Effects of interventions for the treatment of nocturnal
enuresis in children, 390
‘‘no fault’’ system, Compensation as a duty of care: the case for ‘‘no
fault’’, 240
Preventable in-hospital medical injury under the ‘‘no fault’’ system in
New Zealand, 251
non-prescription medicines, Surfing, self-medicating and safety: buying
non-prescription and complementary medicines via the internet, 88
nursing homes, Multidisciplinary medication review in nursing home
residents: what are the most significant drug-related problems? The
Bergen District Nursing Home (BEDNURS) study, 176
‘‘At least Mom will be safe there’’: the role of resident safety in nursing
home quality, 201
Rights’, risk, and autonomy: a new interpretation of falls in nursing
homes, 166
obesity, The prevention and treatment of childhood obesity, 65
online drug information, Quality indicators for mental health in primary
care: how far have we got?, 85
Surfing, self-medicating and safety: buying non-prescription and
complementary medicines via the internet, 88
online evidence, Accessing the online evidence: a guide to key sources
of research information on clinical and cost effectiveness, 229
open disclosure, The value of personal professional monitoring
performance data and open disclosure policies in anaesthetic
practice: a case report, 295
organisational failure, Understanding and learning from organisational
failure, 81
organizational culture, Evaluation of the culture of safety: survey of
clinicians and managers in an academic medical center, 405
The culture of safety: results of an organization-wide survey in 15
California hospitals, 112

organizational learning, Learning from samples of one or fewer, 465
patient choice, Safe treatment or a shorter wait: Hobson’s choice?, 5
The future for primary care: increased choice for patients, 83
patient involvement, A call for internet pharmacies to comply with
quality standards, 86
Shared decision making: developing the OPTION scale for measuring
patient involvement, 93
patient knowledge, Drug use in sub-Saharan Africa: quality in
processes—safety in use, 164
Labelling and patient knowledge of dispensed drugs as quality
indicators in primary care in Botswana, 168
patient preferences, Views of older people on cataract surgery options:
an assessment of preferences by conjoint analysis, 13
patient risk, Compensation as a duty of care: the case for ‘‘no
fault’’, 240
Preventable in-hospital medical injury under the ‘‘no fault’’ system in
New Zealand, 251
patient safety, A pilot study in ophthalmology of inter-rater reliability in
classifying diagnostic errors: an underinvestigated area of medical
error, 416
A tragic death: a time to blame or a time to learn?, 321
Adverse drug event trigger tool: a practical methodology for
measuring medication related harm, 194
Adverse drug events: what’s the truth?, 165
Aviation safety: a model for health care?, 162
Case record review of adverse events: a new approach, 411
Do house officers learn from their mistakes?, 221
Evaluating the culture of safety, 401
Evaluation of the culture of safety: survey of clinicians and managers in
an academic medical center, 405
From aviation to medicine: applying concepts of aviation safety to risk
management in ambulatory care, 35
High reliability organizational change for hospitals: translating tenets
for medical professionals, 238
Hindsight ? foresight: the effect of outcome knowledge on judgment
under uncertainty, 304
Human factors engineering design demonstrations can enlighten your
RCA team, 119
Learning from tragedies: clinical lessons from the Climbié report, 82
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