
Safety statistics hospital vs center

The comparison is not one-to-one

Safety statistics hospital vs center can look deceptively simple: one setting
may report lower transfers, another may report stronger emergency capacity, and
a third may publish better patient-experience scores. The problem is that
hospitals and centers usually care for different patient populations. Hospitals
commonly include higher-risk pregnancies, urgent complications, inductions,
epidural anesthesia, operative vaginal birth, planned cesarean birth, and
neonatal intensive care. Birth centers typically limit admission to carefully
screened people whose pregnancies meet low-risk criteria.

That selection process matters. A lower event rate in a center may reflect
excellent care, but it may also reflect that higher-risk patients were never
candidates for that setting. A higher intervention rate in a hospital may
reflect overuse in some cases, but it may also reflect appropriate care for
people who already needed more monitoring or rescue capacity. For a medically
literate reader, the key concept is confounding by indication: people are not
randomly assigned to hospital or center care based only on preference.

This is why safety statistics are best used as prompts for better questions,
not as automatic proof that one setting is universally safer.



Hospital safety data emphasize culture and capacity

The AHRQ 2024 hospital patient safety culture database included 445
participating hospitals and 284,036 provider and staff respondents. It reported
an average hospital response rate of 52%, which is useful context because these
are staff-reported culture data rather than direct maternal or neonatal outcome
rates. Among respondents, 68% rated patient safety in their hospital as
excellent or very good, while 47% reported at least one patient safety event in
the previous 12 months.

The same report shows why hospital safety is more than operating rooms and
equipment. Teamwork was one of the highest-scoring composite measures, at 81%
positive, and supervisor, manager, or clinical leader support for patient
safety was 80% positive. The lower-scoring areas are just as important:
response to error was 64% positive, and staffing and work pace was 55%
positive. For birth, those domains matter because obstetric emergencies depend
on rapid communication, clear escalation, adequate staffing, and respectful
handoffs.

A hospital labor and delivery unit may offer immediate access to cesarean
delivery capability, blood products, anesthesia, continuous fetal monitoring,
and neonatal resuscitation resources. Those strengths are most relevant when
maternal or fetal risk is elevated, but the safety culture around using those
resources is just as important as their physical availability.

Center statistics usually track transfer and revisit events

Center-based safety statistics are often framed around whether a patient
unexpectedly needed a higher level of care. The ASC Quality Collaboration’s
first-quarter 2026 benchmarking report, based on data from 2,225 ambulatory
surgery centers, tracked measures such as falls, burns, wrong-site or
wrong-procedure events, hospital transfer or admission, emergency department
visits within one day of discharge, and unplanned hospital admission within one
day of discharge.

Some center benchmark rates were very low. In 2026 Q1, the all-cause hospital
transfer or admission rate was 0.923 per 1,000 ASC admissions. Emergency



department visits within one day of discharge were 0.683 per 1,000 admissions,
and all-cause unplanned hospital admissions within one day of discharge were
0.332 per 1,000 admissions. The report also listed a patient fall rate of 0.156
per 1,000 admissions, a patient burn rate of 0.014 per 1,000 admissions, and
wrong-site, wrong-side, wrong-patient, wrong-procedure, or wrong-implant events
at 0.041 per 1,000 admissions.

These numbers show how centers can monitor rare but important safety events at
scale. They do not directly answer whether a birth center is safer than a
hospital for labor. Ambulatory surgery centers perform outpatient procedures on
screened patients, while birth centers manage labor, postpartum transition, and
newborn adaptation. Still, the same principle applies: a center’s safety
depends heavily on eligibility screening, recognition of deterioration, and
timely transfer.

Outpatient surgery findings add useful caution

The NIH-hosted study on surgery at ambulatory surgery centers compared outcomes
for matched ambulatory surgery center patients and hospital outpatient
department patients. In the reported matched Medicare population, 30-day
revisit rates were lower for ambulatory surgery center patients than for
hospital outpatient department patients, 6.2% versus 8.1%. Complication rates
were also lower in the center group, 28.8% versus 41.3%.

Those findings are relevant because they challenge the simplistic assumption
that hospital-based outpatient care is always safer solely because a hospital
has more resources on site. For appropriately selected patients and procedures,
a center can perform very well. At the same time, the study was about
outpatient surgery, not labor, birth, shoulder dystocia, postpartum hemorrhage
management, neonatal transition, or emergent cesarean delivery.

For birth decisions, the cautious interpretation is this: center-based care can
be safe when the patient population is carefully selected and when protocols
are designed around fast escalation. The finding should not be used to minimize
obstetric risk. Birth is dynamic, and a person who begins labor as low risk can
develop fetal heart rate concerns, hemorrhage, hypertensive complications,
infection, or newborn respiratory distress.



What matters most in birth setting safety

For a low-risk pregnancy birth setting, the practical safety question is
whether the setting can manage expected physiology while detecting the
unexpected early. A birth center may offer intermittent fetal heart rate
monitoring, mobility, water immersion, nonpharmacologic comfort measures, and a
lower-intervention environment. A hospital may offer epidural anesthesia,
operative delivery, advanced imaging, transfusion support, intensive care
consultation, and immediate surgical capability.

Neither environment is automatically the best match for every pregnancy. A
birth center eligibility criteria discussion should include gestational age,
fetal presentation, placental location, prior uterine surgery, hypertensive
disease, diabetes requiring medication, fetal growth concerns, multiple
gestation, significant anemia, bleeding, infection risk, and distance from
hospital care. These details can change during pregnancy, so eligibility should
be reassessed rather than treated as a one-time clearance.

A strong birth center transfer plan should specify which hospital receives
transfers, how transport is activated, whether records move with the patient,
who accompanies the laboring person, how fetal status is communicated, and what
happens if transfer occurs in the second stage of labor or immediately
postpartum. Transfer is part of the safety design. It becomes risky when
criteria are vague, transport is delayed, or the receiving team is not
expecting the handoff.

Questions that turn statistics into decisions

When reviewing safety statistics, ask for both event rates and denominators. A
rate per 1,000 admissions is very different from a percentage, and a statistic
from 300 births carries a different degree of precision than one from 30,000.
Ask whether the numbers are self-reported, externally validated, risk-adjusted,
and specific to births like yours.

For a hospital, useful questions include: What are the unit’s cesarean,
operative vaginal birth, postpartum hemorrhage, severe maternal morbidity, NICU
admission, and transfer-in rates? How does the unit handle category II fetal
heart rate tracings, shoulder dystocia drills, massive transfusion activation,



and newborn resuscitation equipment checks? How are patient safety events
reviewed, and how are families informed when something goes wrong?

For a center, ask about hospital transfer protocols, time to receiving
hospital, emergency medications, intravenous access, oxygen, neonatal
resuscitation equipment, postpartum hemorrhage management, staff credentials,
and recent transfer outcomes. Also ask what conditions require antepartum
transfer of care before labor begins.

The most supportive approach is shared decision-making for birth setting
choice. Your clinician can help translate population-level statistics into
individualized risk, while you can bring your values about pain relief,
mobility, intervention thresholds, privacy, and emergency proximity.


