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 CMS ACO (Pioneer, NextGen, MSSP-3) since 2012 

 BC/BS ACO relationship 

 Over 60 NCQA recognized Level 3 PCMH since 2012 

 Embedded and centralized Care Management resources 

 Multiple markets with significant variability 

 Urban, suburban, rural 

 Epic EHR since 2008 

 Single instance across entire ministry 

 Robust EDW driving predictive analytic capabilities 

 

 

OSF HealthCare & OSF Medical Group 



The One OSF Journey - Cultural Transformation –  
Care Transformation   

1 2 3 
Vision of Population Health- time 

to focus  

Reinforce Elements of the 

Clinical Strategy 

Map Efforts to a Comprehensive 

integrated financially sound plan 

• OSF has multiple initiatives dating back 
several years- aligned but not yet fully 
integrated  

• Physician Enterprise, Pioneer ACO 

• EMR build out, System service lines 

• Creation of Clinical Agenda and Clinical 
Excellence   

• Transitions of Care  

• Cutting edge Value based contracts 

• Through a Ministry led Initiative 

Creation of a multi-year roadmap, 

enabling OSF to align, coordinate 

and integrate initiatives leading its 

shift to value 

• Existing elements of the clinical 
roadmap were captured and integrated 
into an overall clinical roadmap 

• The team also considered new 

clinical care models to be 

introduced to accelerate clinical 

transformation and enable greater 

performance on OSF’s risk-based 

contracts 

• The transformational plan was tested 
through a financial model that projects 
the impact of the shift from volume to 
value 

• The staging and sequencing of 
initiatives can then be adjusted/ 
optimized based on the financial 
outlook 



 Ministry working sessions to understand and define scope 
and goals 

 Identification of key levers and definition of expectations  

 Population growth 

 Increased spend capture 

 Cost impact for risk based populations 

 Development of governance structure and accountabilities 

 Identification of outcome metrics 

Primary Care Model Transformation Approach 



Program Governance and Working Teams  

Executive Cabinet  

Steering Team- Bob Sehring, Dave Hall, Mark Hohulin, Kirstin Largent, Steve Hippler, Chuck 
Dennis, Sister Mikela, Lori Wiegand, Mark Nafziger, Susan Milford, Dave Gorenz, Ken 

Natzke, Dave Schertz, Jerry McShane, Michelle Conger 
Chair – Jeff Tillery   

Clinical & Operational 
Workstream Leadership 

Drs. Tillery & Dennis 
BL Team: Drs. Hippler & Velazquez, Lori Wiegand 

 

Enablement 
Workstream Leadership 

Dr. Hall & Mark Hohulin 
 
 

Commercialization 
Workstream Leadership 

Bob Sehring 
BL Team: Melody Berry, Ralph Velazquez 

 

F & A  
Workstream Leadership 

Kirstin Largent 
BL Team: Tom Adams, John Zell 

 

Project Planning & Execution 
of Transformation Roadmaps 

Business SME’s 
Project Resources 

Detailed projects, 
business - IT and 

Healthcare Analytics, 
Marketing and 

Communications,   
Access Center 

resources 

Ongoing analysis of 
financial performance 

and predictive 
modeling 

Finance & Accounting 
resources 

Project Planning & 
Execution of 

Transformation Roadmaps 
Business SME’s 

Project Resources 

Human Resources  

Communications & Change Management 

Care Transformation Project Management Office 
Program Management    Change Management   Project Management  

 
Acute Care  

Transformation 
  

Operational & Efficiency 
Clinical Agenda Initiatives 

Ongoing review of 
Projects/Programs 

Management of Intersections 
and Resources 

Bolded names are 
Executive Cabinet 
members 

Integration Team- Bob Sehring,, Melody Berry,  Dave Hall, Mark Hohulin, Kirstin 
Largent, Chuck Dennis, Jeff Tillery 

Chair – Jeff Tillery  (Meeting cadence bi-weekly) 

One OSF Cabinet 
Physician Enterprise 

 Governance Council 

Related 
Projects/Programs/ 

Initiatives  

Reporting through 
governance 

structure to ensure 
alignment and 

manage 
intersections 



A number of key principles are guiding the development 
of the clinical transformation roadmap 

Principle Summary 

1 
Person-centered Our clinical journey will be transformative and rigorously centered to sustain or enable 

the health of the people of our communities – and will address the needs of both our 
patients and those who have yet to present in our sites of care 

2 
Staged to Match Risk Clinical changes will be implemented in concert with our acceptance of risk – this will 

ensure that we are prepared to succeed under risk contracts, but also to ensure that we 
garner fair value for the solutions we create. 

3 
Cognizant of 
Innovators 

The journey toward clinical transformation will need to start with those providers willing 
to innovate, test and share learnings and insights – they will be our catalysts for change 

4 
Methodical in 
Inspiring Broader 
Change 

Recognizing the difficulties inherent in change, our approach and process must consider 
real-world challenges, provide focused support, convey a multi-stakeholder value 
proposition, and operate at a pace to create and sustain change 

5 
Commitment to 
Change 

Leadership’s messaging, funding and behaviors will play a key role in conveying OSF’s 
commitment to the transformation; it must anticipate and mitigate resistance and show 
the organization the future state vision and the course to reach it 



Understanding and building models that support teams 
to achieve key results are critical 

Outcome Metric Impact 

1 
Patient Experience Creating a differentiated experience for our patients, families and communities through 

ease of access, integration of services, and improved knowledge and management of 
their needs as measured by traditional surveys and new tools 

2 
Population Growth As broad initiatives are deployed to better manage our panels and populations, thereby 

reducing traditional levels of acute care and ancillary services, sustainability will require 
growth of populations served.  Targets developed at market levels over 5 years 

3 
Cost of Care Impact Impact on the historic rising trajectory of health care costs is critical to assure more timely 

and affordable access for services for all patients, simultaneously focusing on high 
utilization patients to align necessary services and team members to better manage their 
care in ambulatory settings  

4 
Share of Spend 
Capture 

Better utilizing the full scope our integrated services is critical for managing care across 
the continuum, while maximizing necessary service utilization within the healthcare 
system 

5 
Mission Partner 
Engagement 

Development of extended team based models of care that encourage and demand full 
utilization of talent and scope of service, while supporting each other in the delivery of 
care 



 Identification of Wave 1 sites 

 6 adult primary care practices in 3 markets 

  ̴100,000 patients 

 >20% of primary care adult patients for OSF Medical Group 

 Deliberate engagement of practice representatives 

 All care team roles represented from each site 

 Multiple dedicated sessions to define care team roles and refine 
overall approach 

 Patient segmentation approach to understand consumer needs 

 

Primary Care Model Transformation Approach 



The shift to team-based Primary Care is not incremental, but 
transformative… 

• Care team design must work “from the patient in” – 
starting with needs, extending to required actions, and 
then aligning skills, roles, etc. 

– Titles, disciplines, designations are important, but 
secondary to the activities required to realize the 
desired patient experience 

• In real time, patient needs must be identified and 
triaged such that team’s efforts are efficiently aligned to 
produce the best patient outcome (right care team 
member aligned to patient need) 

• The model must encourage coordination that enables 
members to operate at the “top of their competency 
within the context of their license” 

– There is an opportunity to evaluate RN roles to 
maximize their contribution to the care team 

– Care team staffing will flex to address each practice’s 
patient mix (e.g. Medicare, Medicaid, etc.) 

• Beyond addressing the needs of sicker patients, the 
primary care team must also incorporate aspects of 
‘wellness’ for their people 

• These changes portend a significant change in operating 
model, but should create leverage that allows for 
significantly larger panel sizes – making a focus on 
growth critical to success 

Extended Team 

Care Manager 
(Embedded, Virtual) 

Social Worker 

PharmD 

Behavioral Health 

(Mental health, 

behavioral health) 

Key ancillaries 
(smoking cessation, 

PT/OT) 

Core Team 

Physician  

APN / PA 

RN 

Medical Office 
Assistant 

Office Staff 

Design Session Outputs 



Physician  

APPs 

RN 

MOAs 

  Care Managers + SW, 
PharmD, Behaviorist, 

Home Care 

Labs & 
Imaging 

Therapists  

Nutrition  

Fall Prevention 

Smoking 
Cessation 

FOAs 

Access 
Center 

…and will be designed to build the person-centered primary 
care ecosystem fully oriented to best meet community needs 



…and will build toward a next generation model that applies the 
many known solutions and interventions to drive a comprehensive 
change in the patient experience   

Complex Adaptive Workflow 

Personalized Health Itinerary 

Intuitive engagement  model  

Real time biometric and 
daily living information 

Shared longitudinal  and 
collaborative health record  

Predictive, personalized, 
preventive health, wellness and 

engagement system  

Value based acute and 
complex care services 

Personalized connected relationship 
Smart care teams 

partner with 
consumers to 
navigate and 

coordinate acute 
and complex care   

Physical 
access/ 
clinics 

Insights and 
engagement 

engines 

Virtual access/ 
e-health 

Better living 
programs 

Smart Care 
Team 

A Personalized 
Ecosystem 

Communication 
platform 

Biosensors and 
monitoring 

Predictive 
insights engine 

Weight 
management 

Stress 
management 

Nutrition 
management 

Smart 
clinics 

Retail 
pharmacy 
clinics 

Coaching 

Telehealth 



 Principles for highly functioning care teams 
 Use of morning brief to review patient list, align appropriate care 

team members per patient need, review utilization scoring tool 
inputs, and share stories and outcomes while building culture 

 Improved same day access through multiple channels 
○ 25% same day open appointments for physician / APP 

○ Nurse clinic with same day / walk-in availability 

 Shift of care to most appropriate team member when appropriate 
○ Development of standing orders for RN clinic 

○ Linkage of care team nurse to clinician In-Basket to expedite and 
prioritize work, reduce inappropriate work 

 

Design Session Outputs 



 Development of Pre-Visit planning tools within Epic to flow 
into office visit 

 Identify and pend orders for Health Maintenance Alerts 

 Medication reconciliation / pend medication refills 

 Targeted chronic disease care gap closure for appropriate studies or 
documentation in advance of visit 

○ Diabetes mellitus 

○ CHF 

○ Chronic lung disease 

Design Session Outputs 



 Development of alternative visit options 
 Pilot of primary care e-visit via Epic 

 Development of eQuestions / eConsults within Epic linked to 
specialty care knowledge and patient management 

 Dedicated RN clinic 
○ Low acuity acute care visits with standing order guidance 

○ Chronic disease education 

○ Follow up visit opportunities for disease management and monitoring 

 Distinct “Small and Rural” practice model 
 Unable to support full embedded extended team 

 Virtual support 

 

Design Session Outputs 



 Maturity staffing model to enable and support the defined 
extended team based model and outcomes 
 Physician / APP resources defined by panel size 

 Care Team Nurse, Nurse Clinic staffing 

 Appropriateness of embedded Behaviorists, dedicated Nurse Clinic, 
Care Managers 

 Definition of “Access Guidelines” for hours of operation, 
work effort 

 Development of Standardized Scheduling Template 
 4 visit types 

 Removal of artificial blocks and holds for schedules 

Tools / Outputs of Collaborative Work 



 Crosswalks from model design to training and educational 
curriculum 

 Development of robust on-line, didactic/in seat, and simulation 
based training using standardized patients 

 Inclusion of clinical playbook education for clinicians with inclusion 
into in-situ simulation patient scenarios 

 Development of OSFMG Care Transformation “Rewards & 
Recognition” program 

 Celebrates adoption and utilization of model, challenges broader 
use and movement to Care Transformation 2.0 

 

 

Tools / Outputs of Collaborative Work 



 Integration with IT, Analytics, Managed Care, MarComm, 
and other resources to build enabling, supporting tools as 
defined by outcomes focused model 

 Inclusion of Wave 1 sites for early adoption of enabling 
technologies (Innovation Pilots) 

 Dashboard development for usable, transparent data 
cascading from provider-team-practice-market-region-
ministry 

 

 

Tools / Outputs of Collaborative Work 



Tools / Outputs of Collaborative Work 



Tools / Outputs of Collaborative Work 



 Panel size / Population growth of 6 Wave 1 practices 
 11% over first 9 months (5.5 – 20.1% growth) 

 > 6,000 RN clinic visits 
 ~ 55% immunization, 20% acute illness, 25% chronic / other 

 Increased referrals to Care Management / Behaviorist 

 Positive cultural feedback results from team surveys 

 Requests to accelerate implementation calendar for 
remaining markets 

 Significant decline in “no-show” rates for PVP patients 

Encouraging Early Results 



 Time necessary for adequate recruitment / staffing of team 
roles 

 Challenge to drive change influenced by clinician adoption, 
support 

 Access Guidelines, Standardized Schedule, Reduced Visit Types 

 Challenges with scalability of supporting operations 

 Staffing of Access Center 

 Adequate staffing of trainers / educators for more rapid 
implementation 

Lessons Learned 



 Earlier development of accountabilities/ responsibilities for 
Regional / Market leadership and management 

 Maintain prioritization of efforts 

 Accelerate implementation 

 Optimize model 

 Leverage operations / performance councils to drive results 

○ Noun versus Verb 

 Need for aligned value based / population health 
compensation models for clinicians 

 

Lessons Learned 



New Care Models for Rural Health 
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Challenges for Rural Health and Wellness 



Welcome to Streator, Illinois 
Population – 13,710 
      Peak – 16,868 in 1960 
 
Industry 
     Vactor Manufacturing (specialty trucks) 
     Owens Glass (Miller Brewing vendor) 
     Healthcare 
 
Famous Citizens 
     Burt Baskin –  
     Co-founder of Baskin Robbins 
 
Healthcare 
     Saint Mary’s Hospital – 251 bed   
community hospital 





Local Geography 

Ottawa, IL  - 18 mi N 
     OSF Saint Elizabeth 
Medical Center – 97 beds 
 
Pontiac, IL – 25 mi SE 
      OSF Saint James Medical 
Center – 42 beds 
 
Peoria, IL – 61 mi SW 
      OSF Saint Francis 
Medical Center – 629 beds 
 
Springfield, IL – 130 mi S 















Outcomes research 

Community partnership and 
engagement 

Facility design and planning 

Patient, provider and 
community Enabling 

Technology 

OSF transformed 
practice model 

Patient 
centric 

future state 
care model 

Our approach to planning for a new model of healthcare 



PATIENT SEGMENTS 

OCCASIONAL   75% of the population 
 
Patients with a condition that can be resolved within a short period of time 
and does not require substantial ongoing medical therapy. 
 

ELECTIVE    8% of the population 
 
Patients with a condition or disease that does not pose any significant 
threat of loss of life or substantial reduction in their functional ability if 
treatment is delayed 

PERPETUAL   20% of the population 
 
Patients with a disease that extends over a multiyear period and requires 
ongoing medical therapy 

COMPLEX CRITICAL   5% of the population 
 
Patients with at least one complex illness, multiple comorbidities, and 
psychosocial problems 

36 



PATIENT SEGMENTS 

37 

Patients with a condition that 
can be resolved within a 
short period of time and 
does not require substantial 
ongoing medical therapy. 

Patients with a condition or disease 
that does not pose any significant 
threat of loss of life or substantial 
reduction in their functional ability if 
treatment is delayed 

Patients with a disease that 
extends over a multiyear period 
and requires ongoing medical 
therapy 

Patients with at least one complex 
illness, multiple comorbidities, and 
psychosocial problems 

Encourage the balance of 
physical activity, nutrition 
and mental well-being to 
keep the body in top 
condition and help people 
lead healthy lives 

• Keep patients healthy 
• Build loyalty with our 

health system 
• Collect data on 

patient’s to treat them 
effectively when they 
do need care 

 

Assist patients with understanding 
their intermittent condition or disease 
status, symptom management and 
improvement of their functional ability 
to quickly return them to daily 
activities and normal function 

Assist patients with symptom 
management, monitoring, 
medication management, and 
ongoing treatment of their 
chronic condition(s). Enhance and 
extend these treatments with the 
use of provider-, patient- and 
community-enabling technologies 

• Keep patients from 
becoming high-risk 

• Manage in primary care 
• Avoid unnecessary spending 
 
 

Caring for patients with at least one 
complex illness, multiple 
comorbidities, and/or psychosocial 
problems requires the thoughtful 
development of systems of care to 
improve their health status and/or 
reduce their mortality risk 

• Keep patients condition 
from becoming chronic 

• Teach patients how to 
proactively manage their 
intermittent condition 

• Avoid unnecessary spending 
 
 

• Develop systems of care 
that trade high-cost acute 
care services for lower cost 
care management 
whenever clinically effective 

• Deliver intensive, 
comprehensive and 
proactive management 
 

 
 

OCCASIONAL ELECTIVE PERPETUAL COMPLEX CRITICAL  

---------------------------------------  Population Health Goals  ---------------------------------------- 



Elective/At-Risk 
 

Occasional/ 
Low Risk 

Complex Critical/ 
High-Risk 

Perpetual/ 
Rising-Risk 

Population/Personas 

• Demographics 
• Commuter data 
• Community Health Needs 
• County Health Rankings 
• Disease Burden 
• Baseline and ongoing  

measurement and 
analytics for outcomes 
research and patient 
segment analysis 

Patient Segments 

• Access points 
• IT infrastructure 
• Patient tools and technology 
• Clinical technology 
• Care processes 
• Resource utilization 
• Cost 
• Patient engagement/ 
      Relationship model 

The 
population 
maps to 
patient 
types 

Patient segments 
inform the 
services offered, 
care model 
design, space and 
technology 
planning 

POPULATION AND HEALTHCARE ANALYTICS 

Key 
Stakeholder 

Groups 

Care Model 

EMR EDW CRM Powered By 

REUSABLE FRAMEWORK 
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Patients with a condition that can be resolved within a short period of 
time and does not require substantial ongoing medical therapy 
 

Occasional patients: 
• Interact with the health system sporadically. They have conditions 

that can usually be resolved quickly. 
 

• Seek wellness and quick recovery from illness or injury.  
 

• Span the entire age continuum. 
 

• Utilize a range of access centers… 
 

 
 

Description 

Access and Convenience 
“Meet me when I’m available and where I’m at” 
“I don’t want to leave work, can we meet online” 
 
Be efficient  
“I’m busy, I can’t fit long wait times into an already hectic day” 
“I can’t afford time lost from work, I need to get better quickly”  
 
Be affordable 
“My copays have gone up, is there a less expensive option?” 
 
Know me as a whole person with individual needs 
“Lets talk about the best treatment and services for me”  

Persona 

Source: Sg2, accessed November 5, 2015; https://intel.sg2.com/resource-types/publications/2009/10/the-business-of-managing-the-occasional-patient-2009/ 

What they want from us 
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PATIENT SEGMENT OVERVIEW 

Relationship Model 
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+Same-day 
Appointments 

Extended hours: 
7:00 AM – 10:00 PM 

Available 24x7 + 
Virtual Visit room 
near entrance of 
the building 

CARE MODEL SUMMARY – OCCASIONAL PATIENT SEGMENT 

Activity monitors, 
personal health goals, 
better living itinerary  

Programming Notes and 
Enabling Technologies 

Partnership Opportunity 
– Streator YMCA 

Welcome 
Kiosks (2) – 

Clinics 

Motion/ 
Fitness 

Nutrition 
Smoking 

Cessation WELLNESS 

Programming Notes and 
Enabling Technologies 

Transformed 
Practice 
Model 

MINOR ILLNESS/ 
MINOR INJURY 

Walk-in APN 
Clinics 

Transformed Practice Model + 
Extended Hours, Walk-In Availability 

and Same-Day Appointments 

Virtual Visits 
Freestanding 

ED 

Programming Notes and 
Enabling Technologies 

RELATIONSHIP 
BUILDING 

Welcome 
Kiosks (2) 

Epic 
Technology 

Bundle 

Online Scheduling 
eCheck-In – Clinics 

Appointment Offers 

Patient 
Feedback 

Patient 
Portal 

Social Media 
Mining 

Advanced 
Care 

Planning 

OSF 
Technology 

Bar 

Preventive 
Screenings & 

HRAs 

Net New OSF 
Service 

Existing OSF 
Service 

Lifestyle 
Management 

Coaching 
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ENGAGING AS PART OF THE BROADER COMMUNITY – 
COLLABORATIVE COMMUNITY CARE MODEL 

We recognize:  
 
• that OSF Healthcare is part of a 

broader community  
• we must be effective partners in 

improving the lives of the people 
that live there 

• Health care alone cannot 
accomplish this 

• We must also work together to 
address and influence the social 
determinants of health 
 

OSF HealthCare is working with the 
Streator community towards a 
common goal – health improvement 
for the people that live there 



 New Ulm, MN 
 New Ulm is a community of about 15,000 people located ~75 miles southwest of Minneapolis. Below are 

highlights of their current community health initiative, Hearts Beat Back: The Heart of New Ulm (HONU)  
 Began in 2008 as a 10-year research project for intervening in regards to heart health 
 Because 90% of people in New Ulm are with Allina Health, they were able to use EMR data to gather 

pertinent patient data and identify risk factors for heart disease 
 Although started with 36 stakeholders have now evolved to a 12-person team of key stakeholders that 

identify strategies that are implemented by action teams (of which there are currently nine) 
  Early hurdles included getting those involved with policy and public/private health to think about a much 

longer-term view and getting buy-in from worksite health plans 
 Keys to success include having a great program manager, an annual communication strategy with built-in 

goals/campaigns to build the brand, and involvement from the New Ulm Medical Center CEO 
 Highlighted results in 2016 included: 

○ 86% of adults with normal blood pressure, up from 79% in 009 
○ 64% of adults had their total cholesterol in recommended range of under 200, up from 59% in 2009 
○ 50% of eating establishments in New Ulm partnered with HONU in 2016 to make it easier to eat well by eating 

out 
○ 85 worksite wellness leaders from 37 different local employers attended three quarterly networking and training 

events in 2016 that provided an opportunity to learn, share and find solutions to help successfully build a culture 
of wellness at their worksites 

 Have an annual HONU event and publish yearly results 

Rural Community Benchmarking 



 Algoma, WI 
 Algoma is a community of about 3,200 people located 26 miles east of Green Bay on the coast of Lake 

Michigan. The program is in its second year and started with a grant from the Robert Wood Johnson 
Foundation as part of the 100 Million Healthier Lives program.  Algoma was selected as a “scale” 
community for the RWJF grant initiative. Below are highlights of their Live Algoma initiative: 

 Have had success with partnerships, including a strong partnership with the school system 
○ Have turned part of the school into a wellness center, which has successfully led to a lot of interactions amongst 

various generations in the community 
○ One paid staff member that is currently employed by the school that also staffs the wellness center on a part-

time basis 

 One of the primary tasks to date has been connecting resources and breaking down silos 
 Identified seven dimensions of health (Emotional, Environmental, Intellectual, Physical, Relational / Social, 

Financial, Spiritual) and ask every person to commit to improve one dimension of their wellbeing each year 
 Use self-assessments and check in with members of the community through surveys as measurement tools 
 Seems to be some uncertainty as to the sustainability of the initiative after the grant is completed, though 

they are a finalist for another RWJF grant. 

Rural Community Benchmarking 



 Cabarrus County, NC 
 Cabarrus County is made up of communities that are suburbs of Charlotte. The county has a total population of 192,103 (an 

increase of nearly 50% since the year 2000). The two largest cities are Concord (85,560) and Kannapolis (45,245). While not rural, 
the Healthy Cabarrus initiative is now in its 20th year. Below are highlights from the Healthy Cabarrus initiative: 

 Started in 1997 when state of North Carolina began asking counties to complete health needs assessments very 4 years 
○ Needs assessed by surveying 1% of the population 
○ Form coalitions with existing community advisors to address identified needs 
○ Focus on the top three issues and then choose three indicators to measure for each initiative 

 Two staff (executive director and admin) that are employed by Cabarrus Health Alliance (local health department) but funded via 
a 50/50 split between Carolina’s HealthCare System and Cabarrus Health Alliance 

 Executive Committee of six that meets monthly to discuss funding, projects, etc. 
 Advisory Board of 35 that meets every-other-month 

○ Have a job description for members 

 Coalition meetings organized as workgroups – a tangible use of everyone’s time 
○ Have a job description for members 

 Utilize grant funding for various aspects, including operations 
○ Have a full-time grant writer at Cabarrus Health Alliance that they utilize 

 Although they publish a yearly State of the County Health Report, they do not have an annual meeting or event. Highlights from 
the 2016 Report include: 
○ Reduction in the rate of diagnosed diabetes (age-adjusted rate per 1,000 has dropped from 11.5 in 2006 to 7.7 in 2012) – though the age-

adjusted death rate of diabetes mellitus has increased from 18.4 (2007-2011) to 21.4 (2010-2014) 
○ Rate of substantiated reports of child abuse and neglect per 1,000 dropped from 14.08 in 2012-13 When the Positive Parenting Program was 

implemented) to 13.33 in 2014-15 

 Other reported progress focused on activities that were implemented or expanded in the communities (e.g. Safe Routes to 
School plans) 

Rural Community Benchmarking 



 Overall takeaways thus far: 

 Focus on a few key issues 

 Success is measured over the long-term 

 Community engagement at many levels 

 Have organizational leadership / structure (including executive 
director) 

 Supported by various grants 

 Celebrate wins / publicize results 

 

Rural Community Benchmarking 



“HEALTHY VILLAGE” CONCEPT  

Broad range of 
Ambulatory services 

Various Social Service 
agencies and 

Community Resources 

Innovative Care Models 

Patient, Provider and 
Community enabling  

technology 



 Build trust and collaboration with the community 

 Follow through on commitments with timely execution 

 Engagement through governance with community members 

 Be patient, but be bold 

 Share the vision of what can be 

 Invite broader initiatives 

 Continuously innovate 

 Coordinate, integrate, but don’t suffocate 

 Define goals and measure outcomes 

Key Takeaways 



 

OSF Innovation 

1306 N Berkeley Avenue 

Peoria, IL 61603 

 

Dr. Jeffry M. Tillery 

SVP / Chief Transformation Officer 

OSF HealthCare 

Jeffry.M.Tillery@osfhealthcare.org 

 

Questions, Feedback, Collaboration 


