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How care unravelled at Mid Staffs . . .
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Standardised mortality ratios: next steps

Systems for Improving Patient Safety?
A Systematic Literature Review
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CAROLE DOHERTY,  and PAUL TOSEY'

*City University London; T University of Surrey

The Milbank Quarterly, Vol. 93, No. 4, 2015 (pp. 826-860)
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Thinking and organising in systems:
reframing the long problem of
learning from incidents

Carl Macrae
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