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Bell CM, Rahimi-Darabad P, Orner AI.  Discontinuity of chronic medications in patients discharged from the intensive care unit.  Journal of General Internal Medicine. 2006 Sep; 21 (9): 937-941.   
A third of patients discharged from the ICU had their chronic medications unintentionally discontinued.

Blumenthal D, Ferris TG.  Safety in the academic medical center: transforming challenges into ingredients for improvement.  Academic Medicine.  2006 Sep; 81 (9): 817-822.  http://journals.lww.com/academicmedicine/pages/articleviewer.aspx?year=2006&issue=09000&article=00010&type=fulltext 

Describes challenges and opportunities specific to academic medical centres.
Christian CK, Gustafson ML, Roth EM, et al.  A prospective study of patient safety in the operating room.  Surgery.  2006 Feb; 139 (2): 159-173.  http://hfrp.umm.edu/ergonomics/Christian%20OR%20observe%20studies%20Surgery%202006.pdf 
Observers identified particular factors that threatened patient safety.

Clancy CM.  The intensive care unit, patient safety, and the Agency for Healthcare Research and Quality.  American Journal of Medical Quality.  2006 Sep/Oct; 21 (5): 348-351.


Describes initiatives to improve safety in an area where adverse events frequently occur.

Gandhi TK, Kachalia A, Thomas EJ, et al.  Missed and delayed diagnoses in the ambulatory setting: a study of closed malpractice claims.  Annals of Internal Medicine.  2006 Oct; 145 (7): 488-496.  http://www.annals.org/cgi/content/abstract/145/7/488 

Identifies the most common types and causes of diagnostic errors in the outpatient setting.

Makary MA, Sexton JB, Freischlag JA, et al.  Patient safety in surgery.  Annals of Surgery.  2006 May; 243 (5): 628-632; discussion 632-635.  http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1570547 
Describes the construction of a surgery-specific measure of safety climate.

Resar RK, Rozich JD, Simmonds T, Haraden CR.  A trigger tool to identify adverse events in the intensive care unit.  Joint Commission Journal on Quality and Patient Safety.  2006 Oct; 32 (10): 585-590.  http://www.ingentaconnect.com/search/expand?pub=infobike://jcaho/jcjqs/2006/00000032/00000010/art00007 
Researchers used the Trigger Tool to discover the frequency of adverse events in the ICU.
Scalise D, Lazar C.  Patient safety in the ED: a guide to identifying and reducing errors in the emergency department.  Hospitals & Health Networks.  2006 May; 80 (5): 6 pages.  http://www.hhnmag.com/hhnmag_app/jsp/articledisplay.jsp?dcrpath=HHNMAG/PubsNewsArticle/data/2006May/0605HHN_FEA_Gatefold&domain=HHNMAG 

Lists the most common types of adverse events, top sources of error, and other facts.

Seiden SC, Barach P.  Wrong-side/wrong-site, wrong-procedure, and wrong-patient adverse events: are they preventable?  Archives of Surgery.  2006 Sep; 141 (9): 931-939.  http://archsurg.ama-assn.org/cgi/content/full/141/9/931 
Describes possible means of preventing these grave errors, which appear to be rare but greatly underreported.

Woods DM, Holl JL, Klein JD, Thomas EJ.  Patient safety problems in adolescent medical care.  Journal of Adolescent Health.  2006; 38 (1): 5-12.  http://www.jahonline.org/article/S1054-139X(04)00440-9/abstract 
Adolescents were more likely than children to experience adverse events, and these events often had adolescent-specific causes.
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