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Our Mission

• Engage and inspire health care providers
• Create safe cultures
• Create reliable systems of care
• Prevent patient harm in Indiana 

We partner under the key principle that 
we don’t compete on patient safety

A State of Mind
Painting created by Regina Holliday during 
the 2018 Indiana Patient Safety Summit
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OUR MISSION

REDUCING PREVENTABLE HARM

OUR VALUES
• Integrity
• Culture of Patient Safety
• Excellence
• Advocacy



WELCOME

• Project Review

• Case Example/Story

• Communication & LTC

• Communication & EMS

• Communication/Culture & Survey

• Summary



PROJECT OVERVIEW AND OBJECTIVES

• Provide training and tools for hospitals, long-term care 
organizations, emergency medical services that support the 
transition of high risk patients, especially those with 
chronic diseases such as COPD

• Increase knowledge of shared accountability/Just Culture

• Develop and share communication tools and techniques



ACTIVITIES

• Problem Identification Webinar - November

• Communication Webinar – December

• In-Person Patient Safety Forums - January

• Identify community members as potential partners

– Skilled nursing facilities that you discharge to frequently

– Inbound and outbound EMS agencies you interact with.



WORK IMAGINED VS. WORK DONE



Communication Process



TRANSITION STORY



TRANSITION STORY TAKEAWAYS
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PA/LTC CHALLENGES



CHRONIC VS. EMERGENT

• Hospital Transfers: Probably 
an emergent situation (vs. 
return to LTC)

• Focus has been on avoiding
hospitalization



NATURE OF LTC COMMUNICATION

• Chart may or may not reflect 
changes or clinical evaluation 
of changes

– Nurse onsite?

– Physician offsite.

– Does staff even know of 
diagnosis or specific concerns?



IS THERE A FORM?



TWO-STEP PROBLEM

EMS (safe transport) and Hospital (treatment)



BARRIERS

• Meeting needs of next providers

• Overcoming location issues

• Bringing right people together to gather and process 
information

• What pathway?





INFORMATION EXCHANGE



Clinical handover of patients 
arriving by ambulance to a 
hospital emergency department: A 
qualitative study
lNerolieBostMN, RN(Research Nurse)aJuliaCrillyPhD, RN(Associate Professor, Nurse 
Researcher)aElizabethPattersonPhD, RN(Professor, Head)bWendyChaboyerPhD, RN(Professor, Director)c

“Quality of handover appears to be dependent on the 
personnel’s expectations, prior experience, workload and 
working relationships. Lack of active listening and access to 
written information were identified issues.”

https://www.sciencedirect.com/science/article/pii/S1755599X11001108

CLINICAL HANDOVER STUDY

https://www.sciencedirect.com/science/article/pii/S1755599X11001108#!




COMMUNICATION BARRIERS

• Unclear expectations 
• Time compression
• Confusing factors
• Authority gradients
• Interdisciplinary strain
• Critical information requiring a decision
• Competing technology -Phone, Text, 

Pagers





WHAT IS THE PROBLEM?

• Healthcare has been punitive.

• Employees are afraid to speak up if they make a mistake or 
have a near miss or there is an unsafe condition.

• How can you fix it if you don’t know about it?







EMBEDDING PATIENT SAFETY

• Prevent errors

• Learn from errors that 
occur

• Build on a culture of safety



WHAT IS PATIENT SAFETY CULTURE?

•Employees’ beliefs drive their behaviors

•If shortcuts are tolerated, they become the norm

•A punitive environment discourages open communication

•If leadership does not prioritize patient safety, no one will



ASSESSING YOUR CULTURE

• Who

• What

• How

• When

• Where



ANALYZING YOUR DATA

• Understand it

• Filter it

• Compare it



PLANNING ACTION

• Goals

• Planned initiatives

• Resources

• Process and outcome measures

• Timelines



SUMMARY

• Communication, Communication, Communication

• Leadership

• Teamwork

• Culture

• Measure



QUESTIONS
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JENNIFER LUX, Office/Program Manager

SHELBY COX, Patient Safety Coordinator

AIMEE TERRELL, Office Coordinator 

AMANDA TEEL, Marketing Representative



CPS PROJECT LEADERS

TINA HILMAS RN BSN MS CPPS

thilmas@centerforpatientsafety.org

KATHY WIRE JD MBA CPHRM CPPS

kwire@centerforpatientsafety.org

mailto:thilmas@centerforpatientsafety.org
mailto:kwire@centerforpatientsafety.org


Becky Hancock
Patient Safety & Quality Advisor 
317-423-7799
rhancock@IHAconnect.org

QUALITY AND PATIENT SAFETY TEAM

Annette Handy
Clinical Director, Quality and Patient Safety
317-423-7795
ahandy@IHAconnect.org

Karin Kennedy
Vice President, Quality and Patient Safety
317-423-7737
kkennedy@IHAconnect.org

Patrick Nielsen 
Patient Safety Data Analyst
317-423-7740
pnielsen@IHAconnect.org

Madeline Wilson
Patient Safety & Quality Advisor 
317-974-1407
mwilson@IHAconnect.org

Casey Hutchens
Patient Safety Project Coordinator
317-974-1457
chutchens@IHAconnect.org

Rachel Kimmel
Tobacco Prevention & Cessation Quality Advisor 
317-423-7728
rkimmel@IHAconnect.org
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Shelby Hornback
Patient Safety Intern
shornback@IHAconnect.org

Kim Radant
Consultant, Special Projects
kradant@IHAconnect.org


