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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
Clyde Tombaugh

Discovered Pluto - 1930

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
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PATIENT SEGMENTS
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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.

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 CRMPowered 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



+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 

CessationWELLNESS

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



 Feeling Good Minnesota - CentraCare
 6 Hospital System in central Minnesota
 Health system acts as convener and active listener
 Work began focused on tobacco reduction
 Led to development of BLEND program

○ Better Living:  Exercise and Nutrition Daily
○ 5 year goal of 10% reduction of Childhood Obesity (12 yo target age)
○ Developed a single number scoring system of food nutrition well socialized across their 

communities
○ By 2016 accomplished reduction of 29% in boys, 24% in girl

 Developed Feeling Good Minnesota brand for 14 county service area
○ Engages multiple community employers and services including:

 Local grocer
 Local automobile dealer
 Local sporting goods store

○ Uses a “Publisher’s Clearinghouse” model to go into the community to identify “Health Hero’s”

Rural Community Benchmarking



 Overall takeaways thus far:

 Focus on a few key issues

 Policy change can be as important / more important than programs

 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


