Will the heart failure patient be readmitted? We hope not.
Improving the coordination of care and connecting patients
with heart failure to other health care providers across the
OSF continuum of care should further reduce the need for
patients to be readmitted to the hospital. Ultimately the
connections being implemented in the OSF Heart Failure
Disease Management Program will help patients with heart
failure live longer and improve their quality of life.
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SUCCESS AT THE
REGIONAL LEVEL

The geography of OSF HealthCare
is extensive, covering much of
central and northern lllinois and
the Upper Peninsula of Michigan.
Recognizing the needs and
resources are unique to each area,
a regional system was developed
in 2008. But commonalities were
likewise recognized, leading to
connections on important medical
issues. The CV Service Line, and
specifically the Heart Failure
Management Program, illustrate
that connection.

OSF St. Joseph in Bloomington
has been a program leader as
they established a process to
review the monthly metrics and
project components, such as five-
day follow-up appointments and
patient education. When targets
are not met, action plans are
developed and monitored.

Consistency has been a feature
of efforts by OSF Saint James
and OSF Saint Anthony, where
an advance practice nurse

(APN) sees all patients prior to
discharge. OSF St. Francis in
Escanaba has done very well on
both outcome (readmissions) and
process measures.

Our pa tners in improving care
for heart failure patients may be
separated by many miles, but
hospitals and caregivers in the
four OSF HealthCare regions
have come together in a common
commitment to learn and share.
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