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Presenter Notes
Presentation Notes
Welcome to the September National Action Alliance for Patient and Workforce Safety National Webinar. We will be starting shortly.    
 
Stay Connected with us! 
 
Subscribe to the NAA Listserv Monthly Bulletin and email us at NationalActionAlliance@hhs.gov.
 
My name is Jenn Schreiber. I am a Principal Program Analyst at Ripple Effect, and I also had the pleasure of serving on the Best Practices Learning Visit Team. 
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« This webinar will be recorded and available for viewing on the NAA website

* Please use the “Chat” function to engage with us throughout the webinar and
to ask questions

* Closed Captioning (CC) is available

» Go to meeting controls at the top of the screen and select More actions > Language
and speech > Show live captions
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Presentation Notes
This webinar is being recorded, and presentation materials will be posted on the NAA website in the coming weeks. 
 
Please use the “Chat” function to engage with us throughout the webinar and to ask questions. 
 
Closed Captioning is available. To use live captions, go to your meeting controls at the top of the screen and select More actions  > Language and speech  > Show live captions.
�




Thank You for Your Commitment
to Advance Patient and Workforce Safety!
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Presentation Notes
We would like to extend a warm welcome to new and existing National Action Alliance members.
 
We encourage all interested healthcare systems to visit the National Action Alliance website to understand the commitment process, which involves having an executive leader in safety pledge on behalf of your organization. 
 
Organizations can formalize their commitment by submitting it via email to NationalActionAlliance@hhs.gov.
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We have a packed agenda for today. We are going to keep things moving quickly so that we have time to take your questions.
 
First, I’m going to provide some background about how we identified the high-performing health systems. I will also explain what a change package is, and provide a sneak peek at some elements of the Best Practices change package, which is now available on the National Action Alliance website.
 
Then, representatives from our high-performing health systems will describe some of their best practices that are detailed in our change package.
 
Finally, we will wrap up with your questions in a round-table discussion.



Questions to Run On

* Which characteristics of the high-performing
health systems resonate most with you?

 Which actionable practices could you see your
organization implementing?
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As you listen and participate today, please keep these questions in mind:

Which characteristics of the high-performing health systems resonate most with you?

Which actionable practices could you see your organization implementing?


Background

Premise:

Top performers on safety and patient experience metrics, adjusted for patient complexity at

the population level, would have safety culture, leadership, and governance characteristics
and practices that contribute to their results.

Process:

Pre-visit planning

Health
system
learning
visits

Health
system
analysis

Hospital
analysis

Technical
Expert
Panel

Change
Package

High performer selection
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So, how did we approach identifying high-performing health systems? 
 
We started with the assumption that healthcare systems with high performance on safety measures and strong HCAHPS responses across multiple hospitals in their system would be systems that have safety culture, leadership, and governance practices that contribute to those results. 
 
We used publicly reported data to identify our high performers, engaged in rigorous pre-visit planning with each organization, and performed site visits using an appreciative inquiry approach. 
 
After the site visits, the team reviewed the information we gathered and drafted a theory of change that described our understanding of how the systems were achieving their performance.
 
Then, we assembled a 2-day Technical Expert Panel to refine the theory of change and agree upon common language for the change package. 
 
This change package is designed so that every healthcare organization can find something they can take away and implement immediately.



Identifying High-Performing Hospitals
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Pool of Potential High-Performing Hospitals (n=4791)

¥

Safety Performance
» Out of 24 possible performance measures, at least 18 must have data
available* 280 Hospitals
» The hospital must perform better than the national average on 275%
of those measures

Patient Experience

* Among the 11 Hospital Consumer Assessment of Healthcare 88 Hospitals
Providers and Systems (HCAHPS) categories, the hospital must
achieve an average rating of 3.7 stars or higher

65

Social Vulnerability Hospitals

* Looks at the hospital’s proportion of inpatient days attributable to
Medicare beneficiaries on Supplemental Security Income (SSI)

» Hospitals must be in the top 70th percentile on this measure.**

* Rural hospital threshold is 16 of 18 measures (instead of 18 of 24)

+ CMS Provider Data Catalog data from Hospital Complications and Deaths and Hospital Healthcare-Associated Infections
» **Hospitals in the lowest 30 percentile (i.e., those serving small numbers of vulnerable patients) were excluded from the candidate list.
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Presentation Notes
Timeframe: 2022-2024 data (most recent complete dataset per measure)

We wanted to show you how we identified the 3 systems you’ll be meeting today, to give you a sense of just how much their performance stands out.
 
We started with a pool of almost 5,000 hospitals that submit safety data to CMS.  Of those, 280 hospitals reported at least 18 of the 24 safety measures we reviewed, and performed better than the national average on more than 75% of the measures.
 
Then, we added HCAHPS patient experience measures. 88 of the 280 hospitals achieved an average HCAHPS rating of 3.7 or higher.
 
Finally, we added 2 filters related to rural location and social vulnerability. This process left us with a list of 65 high-performing hospitals.



Broad Geographic Reach - Varied Sizes - Rural
Presence

The 65 top-performing hospitals span nearly every region of the country,
range widely in size, and include a significant share of rural facilities

Geographic Hospital Size Rural

Representation - Bed sizes range from Representation
Hospitals represented 25-1,157
in over 29 states *  Average number of *  Nearly half (49%) of
9 out of 10 CMS beds = 158 hospitals represented

regions represented *  Median number of are in rural areas
beds = 57
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It was encouraging for us to see that the 65 top-performing hospitals span 9 out of 10 CMS regions and 29 states. They range widely in size from 25 to more than a thousand beds, and include a significant share of rural facilities.


Identifying High-Performing Healthcare Systems

System Size
* Healthcare systems with at least six hospitals included

System Safety
5 healthcare systems had safety measure performance at 275% above the
national average

System Strength
» 3 healthcare systems had >1 hospital perform 275% above the national
average on safety outcomes measures, 23.7 stars on HCAHPS
measures, and were in the top 70th percentile on the proportion of
inpatient Medicare SSI days (measures social vulnerability)

Pool of Potential High-Performing Hospitals (n=4791)

¥

135 Healthcare Systems

5 Healthcare Systems

3 Healthcare
Systems
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Next, we looked at healthcare systems. Again, we started with a pool of almost 5,000 hospitals and identified 135 hospitals that are part of a system with at least 6 hospitals. 
 
Only 5 of these healthcare systems had safety measures with composite performance at 75% above the national average or better.
 
3 of the 5 healthcare systems had more than one hospital on the list of 65 high-performing hospitals from the last slide.


Healthcare Systems: Percent of Measures Performing
Above National Average NATIONAL
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*Based on all available safety outcomes data (CMS Provider Data Catalog) and patient experience data (HCAHPS)
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Here is that same data in a histogram format, so you can see the distribution of performance on safety and patient experience measures among the 135 health systems with at least 6 hospitals.


High Performers Selected for Learning Visits

* Houston Methodist: Houston Methodist Hospital (Houston, TX) and
Houston Methodist Baytown (Baytown, TX)

« Mayo Clinic: Rochester (Rochester, MN) and Eau Claire Hospital (Eau
Claire, WI)

- St. Luke’s University Health Network: Bethlehem Campus (Bethlehem,
PA) and Miners Campus (Coaldale, PA)
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The 3 healthcare systems that had safety measures with composite performance higher than 75% above the national average AND strong HCAHPS performance AND had more than one hospital on the top 65 list are Houston Methodist, St. Luke’s, and Mayo Clinic.



Learning Visit Locations
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Here, you can see that our high performers were nicely distributed geographically and represent different regions of the country.


Change Packages
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Change package: A menu of strategies, change concepts, and
actionable practices that anyone can use to improve—nbuilt from
what is known to be working well

Strategies Change Concepts Actionable Practices

Overarching big picture Broad ideas/approaches to Specific steps that can be
categorization change that have been useful taken to implement the change
in developing specific ideas concepts

that lead to improvement
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Now that you understand how we arrived at our high-performing systems, let’s discuss what we wanted to accomplish during our site visits. 
 
We sought to uncover and understand what each system’s strengths and best practices are related to safety culture, leadership, and governance, and how these practices work together, to develop a change package that can be used by any organization. 
 
A change package is a menu of strategies, change concepts, and actionable practices built from what we know works well. 



Developing a Theory of Change
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< What are we trying to achieve?

Primary

Drivers < What main areas might drive this change?

Strategies

(SSC_OHda)ry < What overarching strategies support these areas?
rivers

Change

Concepts < What broad ideas support these strategies?

Naitenr-l- < What specific steps can be taken to
Practices implement the change concepts?
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A theory of change shows us how the elements of the change package all work together toward the aim, or what we are trying to achieve. 
 
Primary drivers are the main areas that might drive the change. Strategies are overarching approaches- the big picture supporting each driver. Change concepts are more specific ideas that support strategies, and actionable practices are specific steps you can take to improve. 
 
These nested concepts help us see that excellence isn’t a result of the specific steps alone- there is intention and alignment behind the steps. 


AIM

PRIMARY DRIVERS

©)

High
Performance
in Safety

STRATEGIES
(SECONDARY DRIVERS)

Safety culture is a core value,
purposefully driven and intrinsically
linked to patient experience

Safety culture is strengthened by
regular review of safety data to generate
core value, created
and sustained through

purposeful actions

Disseminate and diffuse best
practices and innovation across the
healthcare system

Leaders set expectations of
excellence in safety

Leaders purposefully develop
other safety leaders

Leaders embody,
cultivate, and
reinforce the safety
culture

Govern with intent

Governance
structures and
strategic planning
support safety

Overview of the Theory of Change

CHANGE CONCEPTS —

Safety is the foundation of the patient experience

Prioritize the psychological safety of the workforce
to encourage safe care

Support robust safety event reporting and review
Leverage data to drive decision-making for safety

Provide robust training opportunities that establish and
maintain safety competencies

Support multidirectional transparent communication

Implement changes with intention based on
contextual knowledge

Leaders model behaviors and hold themselves accountable
to the healthcare system’s values

Leaders recruit and retain a workforce representative of the
healthcare system'’s values

Leaders regularly engage with the workforce about safety

Prioritize succession planning as a tool to cultivate leaders
and sustain organizational knowledge and safety culture

achievements:

Proactively and purposefully embed a shared
values-based vision and strategy for safety

Create and maintain a structure for collaboration and
accountability to support safety across the healthcare system

Commit to investing in safety

S32112¥dd I19VNOILDY
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Here is our final theory of change for high performance in safety. As much as I would love to describe every element to you, we don’t have time today. I am going to encourage each of you to go to the AHRQ website and download the change package. 
 
Instead, I want you to consider the three primary drivers and see the way that the strategies, change concepts, and actionable practices flow from them. 
 
Our orange driver is safety culture. It is a core value of each of these health systems, created and sustained through purposeful actions. 
 
You will see a lot of language in the change package around purpose and intent. That was probably our biggest takeaway from the site visits- excellence is not an afterthought for these systems. They aren’t doing the actions designed in the change package to fulfill a requirement or check a box. They are living each of the primary drivers in practice for every patient and team member, every day. The intent behind their actions is obvious, and the result is almost tangible. 
 
The green driver is about leadership. In these systems, leaders embody, cultivate, and reinforce the safety culture. They are both talking the talk and walking the walk. They care for their team’s well-being and professional development. Because of this, when they set expectations of excellence, their teams rise to the occasion.
 
The blue driver is about governance. These systems have governance structures that support safety and highly engaged governing bodies that drive strategic planning efforts toward excellence in safety. You will notice only one strategy here, and that is “Govern with intent.” Each of the high-performing systems has intentionally nurtured a shared vision for safety and committed to investing in the infrastructure needed to support it.



Safety Culture

Change Concepts Actionable Practice Examples

Safety is the foundation of the patient experience

Prioritize the psychological safety of the workforce to
encourage safe care

Support robust safety event reporting and review

Leverage data to drive decision making for safety

Provide robust training opportunities that establish and
maintain safety competencies

Support multidirectional transparent communication
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Conduct multidisciplinary rounds and bedside shift reports to
coordinate care team messaging to the patient and family.

Use a systematic event review framework that focuses on process
optimization over personal fault and balances personal and system
accountability.

Establish a user-friendly system for reporting all safety events. Use
positive reinforcement to encourage reporting, such as system-level
recognition, and establish a structure to close the loop on actions that
occurred as a result of reporting.

Benchmark data internally and externally and establish standard
metrics, definitions, and data sources that are shared across the

healthcare system.
Embed the healthcare system’s values, including safety, in new

employee orientation and reinforce through values-based training.

Conduct structured daily meetings that occur across multiple levels of
leaders within the healthcare system to facilitate communication from
the unit to senior system leaders (i.e., tiered huddles).
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Let’s look at the safety culture change concepts. 
 
High performers view safety as a key part of the patient experience. Patients and their loved ones are an essential part of the care team, and their feedback is incorporated into the design of safety interventions. 
 
High performers prioritize the psychological safety of the workforce to ensure they feel safe to voice safety concerns. They focus on processes and balance system and personal accountability when a safety event occurs. 
 
They recognize that psychological safety allows a system to create and sustain a speak-up culture. When the workforce feels safe, they are empowered to deliver safe patient care. 
 
High performers expect the workforce to report safety events and concerns, and they use structured methods to analyze events to drive improvement. 
 
An example actionable practice related to these concepts is using a systematic event review framework like the Just Culture algorithm that focuses on processes over people and balances personal and system accountability.
 
High performers use objective data to make safety decisions. They monitor data in close to real-time and present it in ways that can be understood and operationalized by the people closest to the work. 
 
High performers offer multiple opportunities for competency-based training that is grounded in shared values. These competencies are introduced during orientation and consistently reinforced.
 
Finally, high performers create channels for open and transparent communication across all levels of the healthcare system, ensuring that patient and workforce voices are heard and addressed. 
 
They use multiple modalities for real-time communication, both informal and formal, and consistently close the loop with timely feedback. 
 
A great example of this is tiered huddles, which are structured daily meetings that occur across multiple levels within the healthcare system. This creates a rapid channel for communication from the unit level to senior system leaders. 


Leadership
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Change Concepts Actionable Practice Examples

Leaders model behaviors and hold themselves Make it acceptable for the workforce to fail and learn from failures—
accountable to the healthcare system’s values Fail forward.

Leaders recruit and retain a workforce representative of Establish an extensive vetting process for new leaders with

the healthcare system’s values multidisciplinary and multilevel interviews to ensure alignment with

the safety culture.
Leaders regularly engage with the workforce about safety = Require and support regularly scheduled leader rounding with the
workforce and patients focused on problem-solving, patient safety

concerns, real-time reporting, and accountability.
Prioritize succession planning as a tool to cultivate leaders Intentionally develop current and future leaders through mentorship,

and sustain organizational knowledge and safety culture coaching, and training with succession planning in mind.

_ Proactively take leadership accountability to identify and alleviate

causes of workforce burnout at the local level (e.g., respect for time,

staffing, and administrative burden).
Empower the workforce with the autonomy and resources to resolve

safety concerns for patients and staff.
Decrease barriers and burdens for the workforce to complete

their work.
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Let’s pivot to leadership.
 
High performers expect leaders to model safety behaviors and ensure leaders are approachable and accountable for maintaining the culture of safety. This is “walking the walk,” and it’s something we observed consistently across the three high-performing systems.
 
They prioritize recruiting a workforce based on cultural fit. Job descriptions emphasize safety, and the workforce is held accountable for providing safe, high-quality care.
 
High performers actively support leaders to model the culture of safety through rounding and regular engagement with patients and staff. These organizations value relationships as a means to build trust.
 
They intentionally assess leaders for cultural fit and develop them through mentorship activities and succession planning.
 
Again, high performers recognize that well-being and psychological safety are fundamental to safe patient care. They also consider workforce well-being and safety key drivers to reduce burnout and turnover. 
 
High performers empower the workforce to identify opportunities and solutions for improvement across the healthcare system. They provide their teams with the autonomy and resources they need to resolve safety concerns.
 
High performers have well-developed programs tied to their values that recognize workforce achievements in intentional, visible, and enduring ways. 
 
Leaders actively decrease barriers for the workforce to do their jobs.



Change Concepts Actionable Practice Examples

Proactively and purposefully embed a shared
values-based vision and strategy for safety

Create and maintain a structure for
collaboration and accountability to support
safety across the healthcare system

Commit to investing in safety

Governance
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Commit to safety, quality, and patient experience as core values (i.e., Safety
is a Core Value)—The values drive the mission and vision across the entire

healthcare system.
Employ a mechanism to hold the workforce accountable for safety

outcomes and for maintaining the culture of safety, e.g., by incorporating
expectations related to physical and psychological safety into position

descriptions and rewarding good performance.
Recognize that safety, quality, and patient experience are competitive

business advantages and value harm avoidance as an independent ROI
worthy of prioritization.
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Finally, we will discuss governance.
 
High performers recognize safety as a core value critical to their patient-focused mission. 
 
The vision is clearly communicated and embodied across all levels of the system. It guides short-term decisions and long-term strategic planning. This leads to a strong and highly visible culture of safety. 
 
High performers maintain a governance structure underpinning their safety program that supports decision-making based on their core values, collaboration, and accountability across the system. 
 
The governance structure facilitates the patient and workforce experience from the unit level, across disciplines and specialties, up to the governing board. 
 
The governance structure also provides a mechanism to disseminate and standardize safety practices across the healthcare system, while allowing for adaptation as needed to respond to varying local conditions. Clinical and administrative leaders are held accountable for collaborating on safety decision-making.
 
High performers dedicate substantial human and financial resources to support safety. They proactively invest in workforce training and development, technology, and other safety infrastructure. 
 
Each of our high-performing systems recognizes that safety, quality, and patient experience are competitive business advantages, and they value harm avoidance as an independent ROI worthy of prioritization. 
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Now, I am thrilled to welcome three members of the AHRQ Technical Expert Panel on Safety Culture, Leadership, and Governance, who have graciously agreed to represent their high-performing organizations. 
 
Due to the contributions of our speakers and their teams, the Mayo Clinic, St. Luke’s Health Network, and Houston Methodist have each earned too many state and national awards for safety and quality to list here!
 
Dr. Shawn Tittle is the Senior Vice President and System Chief Quality Officer at Houston Methodist, overseeing safety, quality, patient outcomes, and the patient experience across the system. His leadership spans areas such as data analytics, clinical informatics, infection control, and accreditation. A thoracic surgeon by training, Dr. Tittle earned his MD from Wayne State University and completed residencies at Saint Mary’s Hospital and Yale-New Haven Hospital. He also holds an MBA from Rice University. He joined Houston Methodist in 2016 and previously served as Chief Medical Officer and Chief Quality Officer at Houston Methodist Baytown Hospital. 
 
Donna Sabol has served as the Senior Vice President and Chief Quality Officer for St. Luke’s University Health Network for more than 15 years. In addition to overseeing Quality, Ms. Sabol is also administratively responsible for other Network functions, including Care Management, Clinical Documentation Improvement, Coding, Clinical Risk Management, Infection Prevention, and Clinical Analytics. Ms. Sabol has an MSN from DeSales University and holds a professional certification in healthcare quality.
 
Pauline Byom has over 28 years of experience at Mayo Clinic, specializing in quality and systems improvement. As a leader within Quality, she has been instrumental in operationalizing Culture of Safety tactical improvements, including tiered huddles and digital visual management boards. Pauline is an active member of several professional organizations, including NAHQ and HIMSS. She holds an MBA from Viterbo University and certifications in healthcare quality, Lean, and Six Sigma. 
 
Let’s extend a warm welcome to Dr. Tittle, Donna, and Pauline!
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Safety Best Practices of High Performing Healthcare
Systems Related to Safety Culture, Leadership and
Governance

Shawn Tittle, MD, MBA

Senior Vice President and System Chief Quality Officer
Houston Methodist
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Culture of Safety — Implementation Concepts

Approach . Listen, Listen
Objectively Seee e & Listen

* Observations with * Accountability * Before and after * Frontline staff know * Tell me your story
front line staff * Collaboration * Whatis the ‘REAL the issues and what * Translate to
* Walk in their shoes * Transparency work being done? the solutions are operational solutions
* Gather evidence * Metrics are * Engage ALL * How does work of one
* Never punitive consequential, fix the stakeholders group affect another
process * Engage detractors group and the system?

e I e e
of Change
» Different needs per * Create frameworks not ¢ Standardization does * High-touch, high-tech * Do not be afraid to fail
stakeholder processes not mean the same * Choose the correct * “Fail early. Fail often.
* In healthcare, change * Allow for local e Superior customized technology Fail forward.”
management is critical customization care for each patient * Use existingtoolsina ¢ Initial process is only
* Evidence-based and and family different way about 80% correct

intentional design

HOUSTON

Methalist

LEADING MEDICINE



Continuum of Care - Houston Methodist Baytown Hospital

Emergency
Department Model

Three Stages:
* Arrival & Check-in
* Assessment & Testing

« Treatment & Disposition

Staffing Models by Arrivals

SBAR Reports

New EVS and Transport Coverage
ED Admissions Hospitalist Team

Multiple Visit Patient (MVP) Program

HOUSTON

Methalist

LEADING MEDICINE

Hospitalist Service &
Multidisciplinary Teams

In-Person Rounding
Cohorting by Diagnosis Group
Data Driven Protocols

Hospitalists and Specialist
Huddles

Patient Experience Training
Online Scheduling Platform

Case Management and Social
Work Embedded in Unit

Patient
Discharge

* Epic Discharge Module for CMSW
* RN Discharge Process

* New EVS and Transport Coverage




ONE HOUSTON
METHODIST.

One Unparalleled
Future.
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St Luké?"é

UNIVERSITY HEALTH NETWORK
Bethlehem, PA

Focus on Leadership

Donna Sabol, MSN, CPHQ
Senior VP, Chief Quality Officer



Leadership — Anesthesia Department Succession

Purposefully Build Safety
Leaders

Expect Excellence in
Patient Safety

Celebrate Successes

St. Luke’s University Health Network

Vice Chair Model
OD Support

Fail & Learn

Cultural Fit

Finger on the Pulse

Enjoy the Ride

How to Coach & Mentor
El, Crucial Conversations
360° Evaluation, Leadership Inventories, MBTI

AKI Project
Safety Net
Deterioration Index

Psychological Safety
A Team Sport

COS Survey—39 of 11 Top Quartile
Forbes Best in State — # 1
USA Today Top Workplace — #1in US, only one in PA

Network Quality Awards
Healthy Competition
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Mayo Clinic

Mission

To inspire hope and contribute to health and
well-being by providing the best care to every
patient through integrated clinical practice,
education, and research.

Our Primary Value

The needs of the patient come first

Mayo Clinic Model of Care
« Salaried Physicians

Unhurried exams

Team-based approach
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Mayo Clinic’s Model of Care: salaried physicians, unhurried medical exams, and a team-based approach—uniquely positions patients to receive highest quality care and find answers for the most serious and complex medical challenges. 

Through the unique model of care and emphasis on developing the treatments of tomorrow, patients have learned to trust Mayo Clinic to provide answers when they need them most.

All of this—the unique model of care focused on those with the most complex needs, the reach, and the team—comes back to the patient. The needs of the patient come first. This primary value was centered on a quote from Dr. William Mayo during a commencement speech, during which he stated “the needs of the patient is the only thing to be considered”. If you walk around any campus in the Mayo system and ask staff what the primary value is, they can tell you. It is a main tenant of the organization and permeates what we do and how we do it. I commonly hear this value injected into our conversations at committee meetings and during other key decision making conversations.



Mayo Clinic Values

"The best interest of the patient is the only interest to be considered, and in order that the sick

may have the benefit of advancing knowledge, union of forces is necessary." —William J. Mayo
Commencement Address, Rush Medical College, University of Chicago, June 15, 1910

Mayo Clinic Values
l

A

/

| The Needs
‘ of the Patient ‘ ‘
Respect Integrlty Compassmn Healing Come First Teamwork Innovation Excellence Stewardship

R e |



2030 Quality Trinity
of Strategic Imperatives

Category
of One

MAYO
CLINIC
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" Quality /

Reliable Unparalleled
Excellence. _ ; Experience
Always Safte

©2025 Mayo Foundation for Medical Education and Research | slide-28



Tiered Huddles

Using Digital Visual ™ Ja—
Management \ YEAR B
Boards —— :
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Purpose of LENS serves as a communication enabler and visual awareness tool that complements—but does not replace—existing ticketing or work order systems such as HTM or Facilities through Service Now. Its primary role is to:
Provide transparency on identified issues
Promote staff awareness across teams
Serve as a shared visual space for surfacing and tracking known concerns
Avoid duplicating formal submission processes (e.g., tickets, work orders)








Questions & Answers
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Thank you so much, Dr. Tittle, Donna, and Pauline! 
 
Now, let’s transition to our round table. I’ll direct the first question to each of you. Considering your organizational experience, how would you recommend that an organization interested in improving its safety performance best leverage the change package? Where should they start?
 
*Check DMs from Manasi* - last question no later than 12:55.
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Based on what you have learned today:

* How will you use the change package to improve safety within
your organization?

* Which actionable practices discussed could you see your
organization implementing?

*Please submit your response in the chat
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Now, we will invite you all to share with us in the chat. Based on what you have learned today:

How will you use the change package to improve safety within your organization?

Which actionable practices discussed could you see your organization implementing?


Thank You!

Stay Connected!
Subscribe to the NAA Listserv Monthly Bulletin
Email us at NationalActionAlliance@hhs.gov



Presenter Notes
Presentation Notes
On behalf of AHRQ and the National Action Alliance, I’d like to thank our presenters and our audience for your continued commitment to patient and workforce safety. 
 
The event materials will be shared via email and posted on the National Action Alliance website in the coming weeks.
 
We look forward to you staying connected with the National Action Alliance and hope that you’ll join us during our next webinar, which will be held in December. Please stay tuned for information on our website.

https://subscriptions.ahrq.gov/accounts/USAHRQ/subscriber/new
mailto:NationalActionAlliance@hhs.gov
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