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PATIENT SAFETY 

This Patient Safety Chartbook is part of a family of documents and tools that support the 
National Healthcare Quality and Disparities Report (QDR). The QDR is an annual report to 
Congress mandated in the Healthcare Research and Quality Act of 1999 (P.L. 106-129). The 
QDR provides a comprehensive overview of the quality of healthcare received by the general 
U.S. population and disparities in care experienced by different racial and socioeconomic groups.  

The purpose of the reports is to assess the performance of our healthcare system and to identify 
areas of strengths and weaknesses in the healthcare system along three main axes: access to 
health care, quality of health care, and QDR priorities.  

The reports are based on more than 250 measures of quality and disparities covering a broad 
array of healthcare services and settings. Data generally cover 2001 through 2015. The reports 
are produced with the help of an Interagency Work Group led by the Agency for Healthcare 
Research and Quality (AHRQ) and submitted on behalf of the Secretary of Health and Human 
Services (HHS). 

Chartbooks Organized Around Six Priority Areas 
1. Making care safer by reducing harm caused in the delivery of care.  
2. Ensuring that each person and family is engaged as partners in their care.  
3. Promoting effective communication and coordination of care.  
4. Promoting the most effective prevention and treatment practices for the leading causes of 

mortality, starting with cardiovascular disease.  
5. Working with communities to promote wide use of best practices to enable healthy living.  
6. Making quality care more affordable for individuals, families, employers, and governments 

by developing and spreading new healthcare delivery models.  

Patient Safety is one of the six national priorities identified by the QDR. AHRQ has identified 
three long-term goals related to patient safety: reduce preventable hospital admissions and 
readmissions, reduce the incidence of adverse healthcare-associated conditions, and reduce harm 
from inappropriate or unnecessary care.  

This chartbook focuses on adverse healthcare-associated conditions and harm from care. 
Preventable admissions and readmissions can result from problems with patient safety or 
problems with care coordination. We have chosen to include most measures of preventable 
admissions and readmissions in the Care Coordination chartbook. To access the most recent Care 
Coordination chartbook, please visit https://www.ahrq.gov/research/findings/nhqrdr/ 
chartbooks/carecoordination/index.html.  

Chartbook Contents  
This chartbook includes:  

�x Summary of trends across measures of patient safety from the QDR.  
�x Figures illustrating select measures of patient safety.  
�x Supplemental descriptions and data on patient safety measures from several outside sources.  
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Introduction and Methods contains information about methods used in the chartbook. A Data 
Query tool (http://nhqrnet.ahrq.gov/inhqrdr/data/query) provides access to most QDR data tables. 

Summary of Trends Across QDR Priorities  

Number and percentageof all quality measures that are improving, not 
changing, or worsening from 2000-2016, total and by QDR priority area



Patient Safety 

National Healthcare Quality and Disparities Report | 3 

�x Healthy Living: More than half of healthy living measures were improving overall.  
�x Effective Treatment: More than half of effective treatment measures were improving overall.  
�x Care Coordination: Half of care coordination measures were improving overall.  
�x Care Affordability: Eighty percent of care affordability measures did not change overall.  
�x Access measures are not represented in this chart.  

For more information about the 2017 National Healthcare Quality and Disparities Report, please 
visit: https://www.ahrq.gov/research/findings/nhqrdr/nhqdr17/index.html.  

Patient Safety Measures That Were Improving Over Time 
Through 2015 or 2016, the four measures with the most improvement overall are:  

�x Hospital admissions with central venous catheter-related bloodstream infection per 1,000 
medical and surgical discharges of length 2 or more days, adults age 18 and over or 
obstetric admissions.  

�x Inpatient adverse events in adults receiving hip joint replacement due to degenerative 
conditions.  

�x Inpatient adverse events in adults receiving knee replacement.  
�x Hospital patients with an anticoagulant-related adverse drug event due to low-molecular-

weight heparin (LMWH) and factor Xa.  

The following list includes the remaining patient safety measures noted as improving from 2000, 
2002, 2004, 2005, 2008, 2009, 2012 through 2015 or 2016. Only one measure that is improving 
has a baseline year as late as 2012. Improving measures are defined as rates of change that are 
positive at 1% per year or greater and that are statistically significant. 

The remaining 21 measures from largest to smallest improvement are: 

�x Inpatient adverse events in adults receiving hip joint replacement due to fracture  
�x Adult surgery patients with postoperative pneumonia events  
�x Adults age 65 and over who received in the calendar year at least 1 of 11 prescription 

medications that should be avoided in older adults  
�x Deaths per 1,000 hospital admissions with expected low-mortality  
�x Hospital patients who received a hypoglycemic agent who had an adverse drug event 

with hypoglycemic agents  
�x Obstetric trauma per 1,000 vaginal deliveries without instrument assistance  
�x 
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Patient Safety Measures That Were Worsening Over Time 
Through 2015 or 2016, these are the only two measures that were worsening overall:  

�x 
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�x People in poor households received worse care than people in high-income households for 
about 39% of patient safety measures. 

�x Blacks and Hispanics received worse care than Whites for about 38% and 14%, respectively, 
of patient safety measures.  

�x Asians and AI/ANs received worse care than Whites for about 29% and about 17%, 
respectively, of patient safety measures. 

Changes in Disparities 
One measure has subpopulations showing narrowing disparities over time: 

�x Deaths per 1,000 elective-surgery admissions having developed specified complications 
of care during hospitalization, adults ages 18-89 or obstetric admission 

�„  Health insurance: Public vs. Any private 
�„  Health insurance: Uninsured vs. Any private 
�„  Race: Asian vs. White 

No patient safety measures had worsening disparities over time.  

Disparities Not Changing 
Ninety-nine subgroup comparisons across 21 measures did not show any change over time. 
These include: 

�x Race gap: Black vs. White: Deaths per 1,000 elective-surgery admissions having 
developed specified complications of care during hospitalization, adults ages 18-89 or 
obstetric admissions. 

�x Age gap: 65 years and over vs. 18-44 years: Sepsis diagnoses per 1,000 elective-surgery 
admissions of length 4 or more days, adults.  

�x Gender gap: Female vs. Male: Adults age 65 and over who received in the calendar year 
at least 1 of 33 potentially inappropriate prescription medications for older adults.  

Measures of Patient Safety 
�x Summary of information on patient safety from the National Healthcare Quality and 

Disparities Report 
�x Individual measures of patient safety, overall and by age, sex, race, ethnicity, income, 

education, insurance, health status, or presence of various health conditions 
�x Measures of patient safety by setting:   Hi. 
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Patient Safety in the Hospital Setting 
�x Hospitals are a common setting for patient safety events: 
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�x Distributions of State-specific SIRs for hospital-onset C. difficile infections seen in acute care 
hospitals as defined above  

A central line-associated bloodstream infection (CLABSI) is a laboratory-confirmed bloodstream 
infection (LCBI) where a central line (CL) or umbilical catheter (UC) was in place for >2 
calendar days on the date of event, with day of device placement being Day 1 and the line also 
being in place on the date of event or the day before. If a CL or UC was in place for >2 calendar 
days and then removed, the date of event of the LCBI must be the day of discontinuation or the 
next day to be a CLABSI (CDC, 2017).  

Catheter-associated urinary tract infections (CAUTIs) in the hospital settin
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�x NHSN calculated SIRs (and their 95% confidence intervals) for the 52 individual State-
equivalent jurisdictions (50 States plus Washington, DC, and Puerto Rico). However, they 
were not infrequently based on small (e.g., <50) numbers of observed or predicted site-
specific infections for an entire State. Therefore, we present data on regional variation in 
State-specific SIR distributions. The differences among States have not been assessed for 
statistical significance.  

�x The United States is divided into four regions: 

�„  Northeast (9 State equivalents: CT, MA, ME, NH, NJ, NY, PA, RI, VT) 
�„  South (18 State equivalents: AL, AR, DC, DE, FL, GA, KY, LA, MD, MS, NC, OK, PR, 

SC, TN, TX, VA, WV) 
�„  Midwest (12 State equivalents: IA, IL, IN, KS, MI, MN, MO, ND, NE, OH, SD, WI) 
�„  West (13 State equivalents: AK, AZ, CA, CO, HI, ID, MT, NM, NV, OR, UT, WA WY) 

�x Statewide SIRS were classified as: 

�„  Below 1.0 if the 95% confidence intervals bounding the SIR point estimate were entirely 
below 1.0. 

�„  Around 1.0 if the 95% confidence intervals bounding the SIR point estimate included 1.0. 
This finding may reflect small numbers of infections. 

�„  Above 1.0 if the 95% confidence intervals bounding the SIR point estimate were entirely 
above 1.0. 

�x The confidence interval for the Total is: 0.074-2.071. 
�x For CLABSIs seen in critical care units of acute care hospitals, the West had the highest 

percentage (4/13 = 30.8%) of statewide SIRs that were below 1.0 as defined above. 
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Patient Safety in the Hospital Setting 
�x Hospitals are a common setting for patient safety events: 
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�x People in poor households received worse care than people in high-income households for 
about 39% of patient safety measures. 

�x Blacks and Hispanics received worse care than Whites for about 38% and 14%, respectively, 
of patient safety measures.  

�x Asians and AI/ANs received worse care than Whites for about 29% and about 17%, 
respectively, of patient safety measures. 

Changes in Disparities 
One measure has subpopulations showing narrowing disparities over time: 

�x Deaths per 1,000 elective-surgery admissions having developed specified complications 
of care during hospitalization, adults ages 18-89 or obstetric admission 

�„  Health insurance: Public vs. Any private 
�„  Health insurance: Uninsured vs. Any private 
�„  Race: Asian vs. White 

No patient safety measures had worsening disparities over time.  

Disparities Not Changing 
Ninety-nine subgroup comparisons across 21 measures did not show any change over time. 
These include: 

�x Race gap: Black vs. White: Deaths per 1,000 elective-surgery admissions having 
developed specified complications of care during hospitalization, adults ages 18-89 or 
obstetric admissions. 

�x Age gap: 65 years and over vs. 18-44 years: Sepsis diagnoses per 1,000 elective-surgery 
admissions of length 4 or more days, adults.  

�x Gender gap: Female vs. Male: Adults age 65 and over who received in the calendar year 
at least 1 of 33 potentially inappropriate prescription medications for older adults.  

Measures of Patient Safety 
�x Summary of information on patient safety from the National Healthcare Quality and 

Disparities Report 
�x Individual measures of patient safety, overall and by age, sex, race, ethnicity, income, 

education, insurance, health status, or presence of various health conditions 
�x Measures of patient safety by setting:   Hi. 








