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Opinion Statement

What really matters when measuring patient safety depends on who is looking at the
results. Patients and families expect safety and expect not to be harmed in the process of
receiving care. Third-party payers may look to increase value and lower total payments by
withholding payment for harm events. Providers often focus primarily on medical out-
comes. Unfortunately, there is no overall safety score to compare providers and/or health
care facilities and there are few validated measures of patient safety. Patient safety
measurement currently relies on a large number of individual indicators. Many of the
measures are disease specific and often are not validated. Patients and families have
limited access to, and may have difficulty using, data for health care decision-making.
More importantly, despite the proliferation of measures, health care has not become safer
for patients. Health care providers must re-evaluate what really matters to those we
serve—the patients and families—when measuring and reporting patient safety.

Introduction

Over a decade ago, the publication of the first in a series
of seminal Institute of Medicine reports ushered in the
modern era of patient safety with a focus on transparen-
cy and eliminating harm in health care settings [1, 2].
Since that time, numerous organizations have defined
key patient safety measures, resulting in a proliferation
of measures; by 2010, over 100 patient safety measures
had been endorsed by the National Quality Forum [3].

The Centers for Medicare and Medicaid Services (CMS)
has over 65measures [4]. Other organizations like Leap-
frog and Institute for Healthcare Improvement (IHI)
similarly have proposed their own set for public
reporting.

A large part of the challenge is the ongoing lack of
clear, concise definitions andmeasurements of safety. In
addition, the key question of what really matters in
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patient safety measurement has not been fully ad-
dressed. This paper describes the current state of patient

safety measurement and our view of what really matters
in patient safety measurement.

Patient safety measurement

Safety measures include elements in three domains: structure, process, and
outcome of care. Many of the structure and process measures are necessary
because they can identify areas where improvement efforts are needed. How-
ever, they are not sufficient because their relation to patient outcomes often is
tentative or indirect. Outcome measures may be difficult to evaluate because
harm events may occur infrequently, may not be evident immediately, or may
reflect reporting bias (more serious, more likely to be reported). Current mea-
surement relies almost exclusively on self- or voluntary reporting; thus, it is
difficult to be certain what comprises either the numerator or denominator
when calculating harm rate to evaluate patient safety. In order to overcome
these limitations, safety researchers have proposed a different process to identify
and analyze safety events. Pronovost and colleagues at Johns Hopkins suggest
that a structured process focusing on four domains would provide better
measurement which could guide improvement initiatives. These authors pro-
pose to understand (a) how often patients are harmed, (b) how often clinicians
provide appropriate interventions, (c) whether clinicians learned from mis-
takes, and (d) how successful clinicians and health care systems are in creating a
culture of safety [5]. Using this four-part approach, institutions may better be
able to understand their safety environment and possible areas for improve-
ment. However, the model remains theoretical because of the difficulty of
defining precise, validated measures for many of the contributing factors.

Thomas and Classen have proposed a similar three-part approach: (a) better
understand the epidemiology of adverse events and revise current methods to
better identify underlying causes, (b) encourage national organizations to im-
prove measurement of safety culture within an organization using validated
tools, and (c) educate front line staff on safety and improvement science and use
of improvement tools so that staff can focus on what really matters. BGood
evidence exists that educating caregivers about safety science and improving
safety culture is the foundation of improvement efforts. Of course, reliance on
the frontline worker is a long-standing tenet of quality improvement across
many industries. With the emerging evidence that safety is not improving and is
too heterogeneous to be assessed by externallymandatedmeasures, we conclude
that external top-down efforts to measure safety should cease to expand.^ [6].

Patient and family expectation (Don’t hurt me…)

Over the past two decades, the public expectation has evolved to expect more
transparency and even comparison of results among providers and hospitals.
Yet, patients and families still have limited access to basic patient safety and
quality of care data. This lack of public access and transparency was highlighted
in the June 4, 2015, CNN report BSurgical death rates for babies kept secret from
parents^ [7]. At most hospitals in the USA, despite clarion calls by both patient
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safety advocates [8] and professional organizations [9], patients and families
remain at a disadvantage when seeking unbiased information regarding safety
and quality of care data.

In this context, patients and families are searching to evaluate and compare
providers and hospitals. Healthgrades™, an online resource comparing short-
term acute care hospitals on Medicare patient safety indicators, reports more
than 225 million annual visits to its websites [10]. In Massachusetts, nearly
three quarters of respondents to an independent study commissioned by the
Betsy Lehman Center for Patient Safety and Medical Error Reduction strongly
agreed that the public should have information on medical errors made by
hospitals and providers; however, only 40 % of hospital-care users reported to
have searched for patient safety or quality of medical care information. Inter-
estingly, nearly all agreed that hospitals and providers should be required to
report medical errors to a state agency, but less than half strongly agreed that
they would base their choice of a hospital upon the hospital reporting fewer
medical errors [11]. Thus, patients and families may desire to have access to
provider or hospital patient safety data; it is less clear that they utilize this
information in health care decision-making.

Little is known about what information regarding safety and quality is most
helpful or meaningful for patients and families. They do need a plain language
explanation of patient safety and a cohesive framework from which to under-
stand its importance to their care. This is particularly important to help indi-
viduals from diverse socioeconomic and health backgrounds better compre-
hend definitions of key metrics and findings of comparative reports [12]. We
also know little regarding how patient safety metrics should be presented to
patients and families. Instead of overwhelming patients with data that are hard
to interpret, clear simple graphs, ranking systems, color coding, and arrows to
indicate direction of better outcome may improve comprehension of the pa-
tient safety metrics and comparison of providers and hospitals.

As public access to safety data increases, numerous challenges remain for an
individual to be able tomakemeaningful decisions on his/her own health care.
For example, the Joint Commission collects quality and safety data from US
hospitals and makes some of the quality data available to the public through
the Quality Check® website. For adult hospitals, one can obtain an almost
overwhelming amount of information regarding percentage of patients who
receive specific patient safety and quality of care practices, but not general or
specific patient safety outcome data. For children’s hospitals, one can obtain
information regarding whether or not the organization implemented certain
safety goals. One must specifically request in writing information about occur-
rences of sentinel events or aggregate complaint information about alleged
patient safety or quality of care issues [13]. Medicare allows families and the
public to obtain and compare specific patient safety and quality of care data
regarding individual Medicare-certified hospitals at their Hospital Compare
website. Specific patient safety metrics are available including unplanned re-
admission and death rates, surgical complications, and health care-associated
infections; however, data regarding children’s hospitals is lacking. Several ad-
vocacy groups also provide patient safety data [14]. Healthgrades has already
been mentioned. Healthgrades, utilizing Medicare data, lists specific patient
safety indicators for acute care hospitals and provides a three-category rating for
each indicator; however, again, data regarding children’s hospitals is lacking
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[10]. The Leapfrog group, also utilizing Medicare data, provides an overall
Hospital Safety Score (ranking system of A–F) that consists of several specific
patient safety metrics. Each metric is displayed as either red, yellow, or green
with red being worse and green being better. Unfortunately, again, data re-
garding children’s hospitals is lacking [15]. At least one professional organiza-
tion, the Society of Thoracic Surgeons (STS), publicly reports online voluntarily
collected patient safety data. For adult cardiac programs, the ratings are based
on a star system and simply look at absence of mortality and major morbidity.
Pediatric cardiac programs currently report only risk-adjustedmortality, and the
individual program’s mortality rate is compared to an expected mortality rate
for each risk strata. However, of the approximately 100 pediatric cardiac surgery
programs, only 19 children’s hospitals voluntarily report their operative mor-
tality data [9]. In the USA, very few children’s hospitals voluntarily report
selected patient safety metrics such as adverse drug events, various health care-
associated conditions, serious safety events, etc. (examples of reporting hospi-
tals include Nationwide Children’s Hospital [16], Cincinnati Children’s Hos-
pital Medical Center [17], and Texas Children’s Hospital [18]).

Health care provider perspective

Primum non nocere (first do no harm) has been the prime tenet of medical care
for centuries. Making health care safe in the era of inpatient medicine, increas-
ingly stronger medications, and complex health care settings remains chal-
lenging. The IOM reports [1, 2] pointed out the extent of the challenge. Based
on available data principally from a Medicare patient population, the IOM
estimated that nearly 100,000 patients die each year because of medical errors.
Amore recent reassessment estimates this number to be almost fourfold higher.
Health care professionals gauge safe care not only by the number of patients
that die each year from medical error but also by the number of patients that
suffer preventable harm during the course of receiving care. Using this broader
definition, health care-associated patient harm may occur at a rate four- to
tenfold higher. Since the publication of the IOM reports, individuals, institu-
tions, and national organizations have invested heavily in identifying and
reducing preventable harm and in increasing patient safety. Yet, a clear defini-
tion of patient safety and how to measure it remain a challenge.

As discussed previously, there are hundreds of available patient safety mea-
sures. Institutions and providers face a real challenge to keep up with reporting
burden while wondering which of these are necessary and core to evaluating
patient safety. Meyer and colleagues propose a parsimonious set of measures
whichmay provide a reasonable set of quality and safety metrics which balance
the providers’ need for usable data to guide improvement and the payers and
public need to judge quality and safety of the care provided [19]. To guide
institutions, providers, and public, the Agency for Healthcare Research and
Quality (AHRQ) engaged the RAND Corporation, which guided a consensus
process to identify key patient safetymeasures. Of 501 possible measures, some
from published reports and others proposed by national organizations, the
group reached agreement that only 13 inpatient measures were important and
had sufficient validity to recommend their use (see Table 1) to gauge internal
progress and compare performance with other organizations [20].
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In order to ameliorate the current situation, it is imperative first to know
what we mean by patient harm and increase patient safety. Health care profes-
sionals usually focus on outcomes of medical care, with lapses in safety that
result in unplanned procedures, long-term effects (treatment, morbidity), or
death. Furthermore, many health care providers who deal with serious, life-
threatening conditions continue to believe that a certain level of complications
is to be expected as part of the care process and, therefore, not preventable. Over
the past decade, the science of patient safety and concurrently the definitions
have evolved to include different levels of harm (see Table 2). Using the Triple
Aim as the goal for treatment (Care, Health, Cost or Value), harm (or failure in
safety) can be defined as any preventable temporary or permanent injury,
preventable deviation from intended outcome, or unnecessary increase in cost.
However, such a definition is too broad for effectively measuring current level
of safety and impact of improvement efforts. Nationally, many current efforts at
improving patient safety are focused on reducing certain conditions (see
Table 3) which have been identified as sufficiently frequent and costly to

Table 1. RAND health consensus process-determined measures with sufficient validity [20]

Important inpatient patient safety outcome measures that are close to ready to use
Surgery performed on the wrong body part
Surgery performed on the wrong patient
Wrong surgical procedure performed on a patient
Risk-adjusted operative mortality for CABG
Administration of ABO-incompatible blood
Deep sternal wound infection rate (for CABG surgical patients)
Bloodstream infections (BSIs) associated with central vascular catheters (CVCs)
Intraoperative or immediately postoperative death in an ASA class I patient
Postoperative venous thromboembolic events
Infant discharged to the wrong person
Infant abduction
Abduction of a patient of any age
Hospital-acquired bloodstream infections (BSIs)

CABG coronary artery bypass graft, ABO blood group typing, ASA American Society of Anesthesiologists (adapted from Farley et al. [20]; Table 11,
p. 33)

Table 2. AHRQ (v1.2) Common Formats Harm Scale includes level of harm and duration

Scale for harm Scale for duration
A—Death: dead at time of assessment A—Permanent (1 year or greater)
B—Severe harm: bodily or psychological injury (including pain or disfigurement)
that interferes significantly with functional ability or quality of life

B—Temporary (less than 1 year)

C—Moderate harm: bodily or psychological injury adversely affecting functional
ability or quality of life, but not at the level of severe harm

C—Unknown

D—Mild harm: minimal symptoms or loss of function, or injury limited to additional
treatment, monitoring, and/or increased length of stay

E—No harm: event reached patient, but no harm was evident
F—Unknown

From [37]

290 Patient Safety (P Lachman, Section Editor)



warrant attention. Vast resources and efforts have been allocated to reduce the
frequency of these conditions. Yet, the level of patient safety remains nearly
unchanged since the publication of the IOM reports [21, 22]. And the only valid
measures seem to be health care-associated infections (HAI) and a measure of
safety culture, using either the Agency for Healthcare Research and Quality’s
Hospital Survey on Patient Safety Culture (HSOPS) or the Safety Attitudes
Questionnaire developed by the University of Texas, Houston [23, 24]. Cur-
rently, many national organizations require institutions to report measures of
patient safety; however, evenmeasures have limited value in assessing howwell
institutions perform on the Triple Aim. A study by the Office of Inspector
General [25] found that 13.5 % of Medicare beneficiaries had adverse events
during their hospital stays, but only 1.6 % of these events would have been
captured as serious reportable events or hospital-acquired conditions. The
patient safety indicators have also been shown tomissmost adverse events [22].
This degree of measurement error is extremely concerning because the Centers
for Medicare & Medicaid Services is initiating a value-based reimbursement
program that will link hospital reimbursement to performance on the hospital-
acquired condition and patient safety indicatormeasures. Even if hospitals were
to reduce or eliminate the events tracked by these measures, they may have
done little to improve overall patient safety and may be continuing to harm
patients on a daily basis [26]. Thomas and Classen call for a change in the way
we approach safetymetrics, saying that BThe adverse consequences ofmandated
external safety measures and their inability to accurately measure patient safety
should persuade national patient safety organizations to stop promulgating
more measures.^ [26].

Payer perspective

In this environment, payment models have shifted from fee for service to pay-
for-performance to curtail costs and improve quality. Pay-for-performance
models provide bonuses for meeting or exceeding performance measures and
impose penalties for failing to do so. While pay-for-performance initiatives
existed prior to the Patient Protection and Affordable Care Act (ACA), the ACA

Table 3. Hospital-acquired conditions which are the focus in CMS-guided initiatives (2015 final list)

Foreign object retained after surgery
Air embolism
Blood incompatibility
Pressure ulcer stages III and IV
Falls
Catheter-associated urinary tract infection (UTI)
Vascular catheter-associated infection
Surgical site infection
Deep vein thrombosis (DVT)
Manifestations of poor glycemic control
Iatrogenic pneumothorax with venous catheterization

From [41]
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expanded use of the approach in Medicare [27]. Currently, the Centers for
Medicare and Medicaid Services pay for performance programs, and the Hos-
pital Value-Based Purchasing program, the Hospital Readmissions Reduction
Program, and the Hospital-Acquired Conditions Reduction Program require
acute care hospitals to report quality measures. Medicare reimbursement is
impacted by performance on the measures, with impacts of up to 5.5 % of a
hospital’s total Medicare reimbursement [28]. In the private sector, more than
40 pay-for-performance measures exist including the California Pay for Perfor-
mance Program, managed by the Integrated Health System and the Alternative
Quality contract, a collaboration between Blue Cross Blue Shield of Massa-
chusetts and over ten provider groups [28].

Across sectors, pay-for-performance programs include patient safety mea-
sures, often rates of health care-acquired conditions. For example, the AHRQ
Patient Safety Indicator-90, required for both the Hospital-Acquired Condition
Reduction Program and the Hospital Value-Based Purchasing program, in-
cludes rates of postoperative venous thromboembolism, pressure ulcers, central
line-associated bloodstream infection, accidental punctures or lacerations,
postoperative sepsis, iatrogenic pneumothorax, postoperative wound dehis-
cence, and postoperative hip fracture [29]. When viewing patient safety mea-
surement from a payer perspective, health care-acquired conditions are key
measures given their financial impact.

What really matters

While currently available measures have value and identify important out-
comes, they have had little impact on the overall quality and safety of health
care. What really matters may be the cultural key drivers of outcomes, including
the culture of safety and team culture and behavior that supports listening to
one another, learning from one another, and learning from mistakes.

Safety culture within an organization has emerged as the key element in
reducing harm and improving patient safety. The definition of safety culture
advanced by the Advisory Committee on the Safety of Nuclear Installations
seems quite applicable to health care as well (Table 4) [30]. The primary
measurement of how safe care is in any organization is most closely correlated
with the organization’s safety culture as reflected in a safety survey. There are
two validated survey instruments—the AHRQ’s HSOPS and the Safety Attitudes
Questionnaire developed by the University of Texas, Houston. Both of the
surveys can be used to predict the safety culture and overall safety grade of an
organization. Components within the HSOPS better predict the frequency of
error reporting and overall perceptions of safety in an organization [31].

Core to creating a culture of safety is trust built on mutual respect, learning
from each other, and learning from mistakes. Leape and colleagues recently
presented a thoughtful perspective on the culture of respect and its impact on
safety in health care [32]. Disrespectful behavior, broadly defined, can under-
mine every effort to improve safety and quality in health care and may explain
the lack of substantial improvement in safety since the publication of the IOM
report in 2009. The authors discuss several categories of disrespectful behavior:
disruptive behavior; humiliating, demeaning treatment of subordinates;
passive-aggressive behavior; passive disrespect; dismissive treatment of patients;
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and systemic disrespect. Such behavior subverts efforts to inculcate elements of
a high-reliability safe organization which have been shown to increase safety
(see Table 5) [33]. Teamwork is essential to modern health care delivery, with
doctors, nurses, and others collaborating on a treatment or care plan. Lack of
respect in its various forms leads staff to avoid the disruptive person which
negatively impacts the forthright closed-loop communication required to pro-
vide timely, effective care. Staff and patients may be reluctant to volunteer
important information, cutting the physician off from important information
that only the patient, family, or staff can provide about symptoms or compli-
cations of therapy and observed failures [32]. In order to make meaningful
advancement in patient safety, institutions should develop and foster a culture
of respect. The organization must have clear and consistent means to manage
disruptive behavior (see Table 6). Additional efforts include setting the expec-
tations (e.g., code of conduct), empowering front line staff, and creating a
learning environment built on a questioning attitude [34].

Patient-reported outcome measures

What really matters to patients and families may differ significantly from what
physicians and the health care system may focus on. Outcomes measured
merely in survival, number of complications, or degree of morbidity as defined
by health care professionals may miss a lot of what is important to patients and
families. There is a growing realization that patient-reported outcomemeasures
(PROMs) are critical to measure when assessing effectiveness of therapy. The
Cochrane handbook defines PROMs as B…any reports coming directly from
patients about how they function or feel in relation to a health condition and its
therapy, without interpretation of the patient’s responses by a clinician, or
anyone else. PROs include any treatment or outcome evaluation obtained

Table 4. Safety culture definition

The safety culture of an organization is the product of individual and group values, attitudes, perceptions, competencies,
and patterns of behavior that determine the commitment to, and the style and proficiency of, an organization’s health
and safety management. Organizations with a positive safety culture are characterized by communications founded on
mutual trust, by shared perceptions of the importance of safety, and by confidence in the efficacy of preventive measures.

From [30]

Table 5. Five key traits of a high reliability organization

1. Sensitivity to operations: each employee pays close attention to operations and maintains awareness as to what is or is not
working

2. Reluctance to simplify: resist simplification and dig deeply enough to find the real source of a particular problem
3. Preoccupation with failure: employees are encouraged to share their concerns for potential failures, which can help create best

practices across departments
4. Deference to expertise: listen to people who have the most developed knowledge of the task at hand, regardless of hierarchy
5. Resilience: prepared in how to respond to failures and continually find new solutions

From [42]

Measuring What Really Matters in Patient Safety Deshpande et al. 293



directly from patients through interviews, self-completed questionnaires, dia-
ries or other data collection tools such as hand-held devices and web-based
forms (US Food and Drug Administration 2006). Proxy reports from caregivers,
health professionals, or parents and guardians (necessary in some conditions
such as advanced cancer and cognitive impairment) cannot be considered PROs
and should be considered as a separate category of outcomes.

PROs provide patients’ perspectives on treatment benefit; directly measure
treatment benefit beyond survival, disease, and physiologic markers; and are
often the outcomes of greatest importance to patients. Reports from patients
may include the signs and symptoms reported in diaries, the evaluation of
sensations (most commonly classified as symptoms), reports of behaviors and
abilities (most commonly classified as functional status), general perceptions or
feelings of well-being, and other reports including satisfaction with treatment,
general or health-related quality of life, and adherence to treatments. Reports
may also include adverse or side effects…^ [35].

The rising importance of measuring PROMs is highlighted by substantial
investment and numerous initiatives by major national agencies to standardize
definitions and use of PROMs in clinical care and research. The Patient-
Centered Outcomes Research Institute (PCORI) was created to highlight the
importance of measuring outcomes that are important to the patient and
family. In 2004, the National Institutes of Health launched the PROMIS (Pa-
tient Reported Outcomes Measurement Information System) to create and
make available to clinicians and researchers B…highly reliable, precisemeasures
of patient–reported health status for physical, mental, and social well–being.
PROMIS tools measure what patients are able to do and how they feel by asking

Table 6. Graduated approach to managing disruptive behavior

• Making expectations explicit by having a code of conduct supported by appropriate policies
• Ensuring robust board support for clinical leaders in implementation
• Support and training for those dealing with disruptive and intimidating behavior
• Screening for health and personal issues
• Proactive surveillance systems
• Dealing consistently and transparently with infringements
• Dealing with lower level aberrant behavior early
• Having a graduated set of responses (informal, formal, disciplinary, regulatory) depending on the severity of the incident
• Making resources available to help those displaying and those affected by disruptive and intimidating behavior

From [43]

Table 7. Key points

• A simple cohesive framework composed of well-defined, standardized general and specific, easily understood patient safety
metrics is essential.

• Measures must include not only health care-acquired conditions, which are very important to payer and provider groups, but
also indicators of the organizational culture around safety.

• Disrespectful behavior, broadly defined, can undermine every effort to improve safety and quality.
• Patient-reported outcome measures (PROMs) hold promise as the best metrics for patient safety and quality.
• Public reporting of hospital safety measures improves patient safety and quality.
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questions.^ [36]. Patient perspective on outcomes continues to gain importance
as reflected in the use of HCAHPS (Hospital Consumer Assessment of
Healthcare Providers and Systems) and the pediatric version (child HCAHPS)
by the Centers for Medicare and Medicaid Services (CMS) to measure the
quality of care as judged by patients. Though not yet universally in use to gauge
and compare patient safety and outcomes of care, the emerging science on
PROMs promises to provide health care with better, valid tools tomeasure what
really matters to patients and families.

Conclusions

In 1917, Dr. Ernest Amory Codman, a surgeon at Massachusetts General
Hospital stated: BSo I am called eccentric for saying in public that hospitals, if
they wish to be sure of improvement must find out what their results are, must
analyze their results, must compare their results with those of other hospitals,
must welcome publicity not only for their successes, but (also) for their errors. Such
opinions will not be eccentric a few years hence^ (emphasis added) [37]. Almost
100 years later, public reporting of errors and patient safetymetrics for hospitals
and providers has not been fully realized. Patients and families want access to
patient safety data, and they have an ethical right to that data tomake informed
decisions about their health care. While payers and providers have access to
data, the focus on health care-acquired conditions has been narrow and not
resulted in meaningful improvements in health care quality and safety. Public
reporting of performance data does increase quality improvement activities
[38]. Some of these quality improvement activities, particularly multi-center
collaborative projects, may ultimately result in improved patient safety [39]. To
improve the understanding of families and the public regarding patient safety
and its importance to their care, the patient safety movement must provide a
simple cohesive framework of well-defined and standardized general and spe-
cific easily understood patient safety metrics. This should include not only
health care-acquired conditions, which are very important to payer and pro-
vider groups, but also the indicators of the organizational culture. Further, to
make patient safety metrics and their presentation more meaningful, cross-
sector input from patients, families, providers, and payers should be actively
sought. Patient-reported outcome measures may prove to be better metrics for
patient safety and quality than any currently in use. Finally, to promote patient
autonomy and transparency, the reporting of standardized patient safety met-
rics for hospitals should be mandatory [40]. Mandatory reporting places ev-
eryone on the same playing field and indicates that the health care profession is
after almost 100 years finally committed to eliminating medical errors and
patient harm. The key concepts of this article are summarized in Table 7.

Compliance with Ethical Standards

Conflict of Interest
Jayant K. Deshpande, Angela Green, and Dennis E. Schellhase declare that they do not have any conflicts of interest.

Measuring What Really Matters in Patient Safety Deshpande et al. 295



Human and animal rights and informed consent
This article does not contain any studies with human or animal subjects performed by any of the authors.

References and Recommended Reading

1. Kohn LT, Corrigan JM, Donaldson MS. To err is hu-
man: building a safer health system. Washington, DC:
National Academy Press, Institute of Medicine; 1999.

2. Institute of Medicine (IOM). Crossing the quality
chasm: a new health system for the 21st century.
Washington, D.C: National Academy Press; 2001.

3. National Quality Forum (NQF). National voluntary
consensus standards for public reporting of patient
safety information. Washington DC: NQF; 2011.

4. Centers for Medicare and Medicaid Services (CMS).
Quality measures. At http://www.cms.gov/Medicare/
Quality-Initiataives-Patient-Assessment-Instruments/
QualityMeasures/index.htm. Accessed 18 June 2015.

5. Pronovost PJ, Miller MR, Wachter RM. Tracking prog-
ress in patient safety: an elusive target. JAMA.
2006;296(6):696–9. doi:10.1001/jama.296.6.696.

6. Thomas EJ, Classen DC. Patient safety: let’s measure
what matters. Ann Intern Med. 2014;160(9):642–3.
doi:10.7326/M13-2528.

7. Cohen E, Bonifeld J. Secret deaths: CNN finds high
surgical death rate for children at a Florida hospital. At
http://www.cnn.com/2015/06/01/health/heart-
surgery-transparency/index.html. Accessed 17
June 2015.

8. Leape LL. Reporting of adverse events. N Engl J Med.
2002;347:1633–8.

9. Society of Thoracic Surgeons. Public reporting.
STSNews (special edition) 2011 (Sept);16(S1):1-7. At
http://www.sts.org/sites/default/files/documents/pdf/
newsletters/STS/STSNews_Special2011_
PublicReporting.pdf. Accessed 17 June 2015.

10. Healthgrades: how American finds a doctor. At www.
healthgrades. Com. Accessed 17 June 2015.

11. Harvard School of Public Health. The public’s views of
medical error in Massachusetts. Dec 2014. At https://
cdn1.sph.harvard.edu/wp-content/uploads/sites/94/
2014/12/MA-Patient-Safety-Report-HORP.pdf.
Accessed 17 June 2015.

12. Hibbard J, Pawlson LG. Why not give consumers a
framework for understanding quality. Jt Comm J Qual
Patient Saf. 2004;30:347–51.

13. The Joint Commission. Quality check: find a health
care organization. At http://www.qualitycheck.org/
consumer/searchQCR.aspx. Accessed 17 June 2015.

14. Medicare.gov Hospital Compare. At http://www.
medicare.gov/hospitalcompare/search.html. Accessed
June 17, 2015.

15. The Leapfrog Group. At http://www.leapfroggroup.
org/. Accessed 17 June 2015.

16. Nationwide Children’s Hospital. Quality & safety. At
http://www.nationwidechildrens.org/quality-
measures. Accessed 17 June 2015.

17. Cincinnati Children’s Hospital Medical Center. Patient
and employee safety. At http://www.
cincinnatichildrens.org/about/quality-measures/
system-level-measures/patient-employee-safety.
Accessed 17 June 2015.

18. Texas Children’s Hospital. Hospital wide quality mea-
sures. http://www.texaschildrens.org/About-Us/
Quality-Measures/Hospital-Wide). Accessed 7
June 2015.

19. Meyer GS, Nelson EC, Pryor DB, James B, Swensen SJ,
Kaplan GS, et al. More quality measures versus mea-
suring what matters: a call for balance and parsimony.
BMJ Qual Saf. 2012;21:964. doi:10.1136/bmjqs-2012-
001081.

20. Farley DO, Greenberg MD, Haviland AM, Lovejoy S.
Prioritizing patient safety outcomes measures: results
of an expert consensus process. RAND Patient Safety
Evaluation Center. The RAND Corporation. 2008.
(http://www.rand.org/content/dam/rand/pubs/
working_papers/2008/RAND_WR601.pdf)

21. Landrigan CP, Parry GJ, Bones CB, Hackbarth AD,
Goldmann DA, Sharek PJ. Temporal trends in rates of
patient harm resulting from medical care. N Engl J
Med. 2010;363(22):2124–34. doi:10.1056/
NEJMsa1004404.

22. Classen DC, Resar R, Griffin F, Federico F, Frankel T,
Kimmel N, et al. ‘Global Trigger Tool’ shows that ad-
verse events in hospitals may be ten times greater than
previously measured. Health Aff. 2011;30(4):581–9.
doi:10.1377/hlthaff.2011.0190.

23. Agency for Healthcare Research and Quality. Rockville,
MD. February 2015. http://www.ahrq.gov/
professionals/quality-patient-safety/
patientsafetyculture/hospital. Accessed 25 June 2105.

24. Sexton JB, Helmreich RL, Neilands TB, Rowan K, Vella
K, Boyden J, et al. The Safety Attitudes Questionnaire:
psychometric properties, benchmarking data, and
emerging research. BMC Health Serv Res. 2006;6:44.
doi:10.1186/1472-6963-6-44.

25. Levinson DR. Adverse events in hospitals: national
incidence among Medicare beneficiaries. US Depart-
ment ofHealth andHuman Services. 2010. OEI-06-09-
00090. https://oig.hhs.gov/oei/reports/oei-06-09-
00090.pdf. Accessed 25 June 2015.

26. Thomas EJ, Classen DC. Patient safety: let’s measure
what really matters. Ann Intern Med.
2014;160(9):642–3. doi:10.7326/M13-2528.

27. James J. Pay-for-performance. Health Policy Briefs.
2012;34(6):1–6.

28. Brooks JA. The new world of health care quality and
measurement. Am J Nurs. 2014;114(7):57–9.

296 Patient Safety (P Lachman, Section Editor)

http://www.cms.gov/Medicare/Quality-Initiataives-Patient-Assessment-Instruments/QualityMeasures/index.htm
http://www.cms.gov/Medicare/Quality-Initiataives-Patient-Assessment-Instruments/QualityMeasures/index.htm
http://www.cms.gov/Medicare/Quality-Initiataives-Patient-Assessment-Instruments/QualityMeasures/index.htm
http://dx.doi.org/10.1001/jama.296.6.696
http://dx.doi.org/10.7326/M13-2528
http://www.cnn.com/2015/06/01/health/heart-surgery-transparency/index.html
http://www.cnn.com/2015/06/01/health/heart-surgery-transparency/index.html
http://www.sts.org/sites/default/files/documents/pdf/newsletters/STS/STSNews_Special2011_PublicReporting.pdf
http://www.sts.org/sites/default/files/documents/pdf/newsletters/STS/STSNews_Special2011_PublicReporting.pdf
http://www.sts.org/sites/default/files/documents/pdf/newsletters/STS/STSNews_Special2011_PublicReporting.pdf
http://www.healthgrades/
http://www.healthgrades/
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/94/2014/12/MA-Patient-Safety-Report-HORP.pdf
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/94/2014/12/MA-Patient-Safety-Report-HORP.pdf
https://cdn1.sph.harvard.edu/wp-content/uploads/sites/94/2014/12/MA-Patient-Safety-Report-HORP.pdf
http://www.qualitycheck.org/consumer/searchQCR.aspx
http://www.qualitycheck.org/consumer/searchQCR.aspx
http://www.medicare.gov/hospitalcompare/search.html
http://www.medicare.gov/hospitalcompare/search.html
http://www.leapfroggroup.org/
http://www.leapfroggroup.org/
http://www.nationwidechildrens.org/quality-measures
http://www.nationwidechildrens.org/quality-measures
http://www.cincinnatichildrens.org/about/quality-measures/system-level-measures/patient-employee-safety
http://www.cincinnatichildrens.org/about/quality-measures/system-level-measures/patient-employee-safety
http://www.cincinnatichildrens.org/about/quality-measures/system-level-measures/patient-employee-safety
http://www.texaschildrens.org/About-Us/Quality-Measures/Hospital-Wide
http://www.texaschildrens.org/About-Us/Quality-Measures/Hospital-Wide
http://dx.doi.org/10.1136/bmjqs-2012-001081
http://dx.doi.org/10.1136/bmjqs-2012-001081
http://www.rand.org/content/dam/rand/pubs/working_papers/2008/RAND_WR601.pdf
http://www.rand.org/content/dam/rand/pubs/working_papers/2008/RAND_WR601.pdf
http://dx.doi.org/10.1056/NEJMsa1004404
http://dx.doi.org/10.1056/NEJMsa1004404
http://dx.doi.org/10.1377/hlthaff.2011.0190
http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital
http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital
http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital
http://dx.doi.org/10.1186/1472-6963-6-44
https://oig.hhs.gov/oei/reports/oei-06-09-00090.pdf
https://oig.hhs.gov/oei/reports/oei-06-09-00090.pdf
http://dx.doi.org/10.7326/M13-2528


29. Rajaram R, Barnard C, Bilimoira KY. Concerns about
using the Patient Safety Indicator-90 composite in pay-
for-performance programs. JAMA. 2015;313(9):897–9.

30. Organizing for Safety: Third Report of the ACSNI (Ad-
visory Committee on the Safety of Nuclear Installa-
tions) Study Group on Human Factors. Health and
Safety Commission (of Great Britain). Sudbury, En-
gland: HSE Books, 1993. (http://www.ahrq.gov/
professionals/quality-patient-safety/
patientsafetyculture/hospital/userguide/hospcult1.
html. Accessed 06/25/2015).

31. Etchegaray JM, Thomas EJ. Comparing two safety cul-
ture surveys: Safety Attitudes Questionnaire and Hos-
pital Survey on Patient Safety. BMJ Qual Saf.
2012;21:490–e498. doi:10.1136/bmjqs-2011-000449.

32. Leape LL, Shore MF, Dienstag JL, Mayer RJ, Edgman-
Levitan S, Meyer GS, et al. Perspective: a culture of
respect, part 1: the nature and causes of disrespectful
behavior by physicians. Acad Med. 2012;87:845–52.

33. Weick KE, Sutcliffe KM. Managing the unexpected: as-
suring high performance in an age of complexity. San
Francisco: Jossey-Bass; 2001.

34. Leape LL, Shore MF, Dienstag JL, Mayer RJ, Edgman-
Levitan S, Meyer GS, et al. Perspective: a culture of
respect, part 2: creating a culture of respect. Acad Med.
2012;87:853–8.

35. Higgins JPT, Green S. Cochrane handbook for system-
atic reviews of interventions. Version 5.1.0 [updated
March 2011]. http://handbook.cochrane.org/chapter_
17/17_patient_reported_outcomes.htm. Accessed 25
June 2015.

36. PROMIS, National Institutes of Health. http://www.
nihpromis.org/about/abouthome.

37. Shahian DM, Edwards FH, Jacobs JP, Prager RL,
Normand SL, Shewan CM, et al. Public reporting of
cardiac surgery performance: part 1—history, rational,
consequences. Ann Thorac Surg. 2011;92:S2–11.

38. Fung CH, Lim YW, Mattke S, Damberg C, Shekelle PG.
Systemic review: the evidence that publishing patient
care performance data improves quality of care. Ann
Intern Med. 2008;148:111–23.

39. Lyren A, Brilli R, BirdM, Lashutka N,Muething S. Ohio
children’s hospitals’ solutions for patient safety: a
framework for pediatric patient safety improvement. J
Healthc Qual 2015 Apr 9. [Epub ahead of print]

40. Leape LL. Transparency and public reporting are es-
sential for a safe health care system. The Common-
wealth Fund, Perspectives on Health Reform,
March 2010. At http://www.commonwealthfund.org/
publications/perspectives-on-health-reform-briefs/
2010/mar/transparency-and-public-reporting-are-
essential-for-a-safe-health-care-system. Accessed 17
June 2015.

41. AHRQ Common Formats. https://www.psoppc.org/c/
document_library/get_file?uuid=dda33f7b-fdc9-44fb-
966c-06f5b9dde5bf&groupId=10218. Accessed 06/25/
2015

42. Hospital acquired conditions. Centers for Medicare
and Medicaid Services. http://www.cms.gov/Medicare/
Medicare-Fee-for-Service-Payment/HospitalAcqCond/
Hospital-Acquired_Conditions.html. Accessed 06/25/
2015

43. Wyatt RM. Revisiting disruptive and inappropriate be-
havior: five years after standards introduced. 2013 Oc-
tober 2. http://www.jointcommission.org/jc_
physician_blog/revisiting_disruptive_and_
inappropriate_behavior/. Accessed 06/25/2015

Measuring What Really Matters in Patient Safety Deshpande et al. 297

http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital/userguide/hospcult1.html
http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital/userguide/hospcult1.html
http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital/userguide/hospcult1.html
http://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital/userguide/hospcult1.html
http://dx.doi.org/10.1136/bmjqs-2011-000449
http://handbook.cochrane.org/chapter_17/17_patient_reported_outcomes.htm
http://handbook.cochrane.org/chapter_17/17_patient_reported_outcomes.htm
http://www.nihpromis.org/about/abouthome
http://www.nihpromis.org/about/abouthome
http://www.commonwealthfund.org/publications/perspectives-on-health-reform-briefs/2010/mar/transparency-and-public-reporting-are-essential-for-a-safe-health-care-system
http://www.commonwealthfund.org/publications/perspectives-on-health-reform-briefs/2010/mar/transparency-and-public-reporting-are-essential-for-a-safe-health-care-system
http://www.commonwealthfund.org/publications/perspectives-on-health-reform-briefs/2010/mar/transparency-and-public-reporting-are-essential-for-a-safe-health-care-system
http://www.commonwealthfund.org/publications/perspectives-on-health-reform-briefs/2010/mar/transparency-and-public-reporting-are-essential-for-a-safe-health-care-system
https://www.psoppc.org/c/document_library/get_file?uuid=dda33f7b-fdc9-44fb-966c-06f5b9dde5bf&groupId=10218
https://www.psoppc.org/c/document_library/get_file?uuid=dda33f7b-fdc9-44fb-966c-06f5b9dde5bf&groupId=10218
https://www.psoppc.org/c/document_library/get_file?uuid=dda33f7b-fdc9-44fb-966c-06f5b9dde5bf&groupId=10218
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalAcqCond/Hospital-Acquired_Conditions.html
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalAcqCond/Hospital-Acquired_Conditions.html
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalAcqCond/Hospital-Acquired_Conditions.html
http://www.jointcommission.org/jc_physician_blog/revisiting_disruptive_and_inappropriate_behavior/
http://www.jointcommission.org/jc_physician_blog/revisiting_disruptive_and_inappropriate_behavior/
http://www.jointcommission.org/jc_physician_blog/revisiting_disruptive_and_inappropriate_behavior/

	Measuring What Really Matters in Patient Safety
	Opinion Statement
	Introduction
	Patient safety measurement
	Patient and family expectation (Don’t hurt me…)
	Health care provider perspective
	Payer perspective
	What really matters
	Patient-reported outcome measures
	Conclusions
	References and Recommended Reading


