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Organizational Profile 
Springfield Clinic, founded in 1939 by five physician partners, 
was one of the first multispecialty medical clinics to form in 
Central Illinois. It has become Illinois’ second-largest private 
multispecialty clinic, serving a population of nearly one million 
patients throughout the Central Illinois region. Through 
numerous local mergers and physician recruitment, Springfield 
Clinic has grown to include 261 physicians and 158 advanced 
practice providers (APPs).

Springfield Clinic’s primary care division is comprised of 15 
locations with 66 primary care providers (PCPs) and 58 APPs 
serving Central Illinois. Medical and surgical specialty care 
is offered, including cardiology. Cardiologists at Springfield 
Clinic provide services at the main clinic. The Springfield Clinic 
cardiologists also provide outreach services at four other clinic 
locations outside of Springfield. 

A wide variety of ancillary services are offered, including 
laboratory, radiology, audiology, behavioral health, physical 
therapy, sleep disorders center, clinical research department, 
and two retail optical centers. Springfield Clinic also has a free-
standing Ambulatory Surgery & Endoscopy Center (including 
four GI suites, five OR suites, and two pain treatment rooms) 
with approximately 28,000 procedures performed annually. 

Springfield Clinic also offers an Anticoagulation Management 
Program in two locations; a Breast Health Center, accredited 
by the National Accreditation Program for Breast Centers 
(NAPBC); a Dietetics and Nutrition program; The Diabetes 
Learning Center; licensed clinical social workers; and a clinical 
pharmacist. Prompt Care services are offered at four locations 
in three cities for walk-in acute care, 12 hours a day, 365 days a 
year. Patients also have access to a 24-hour TeleNurse system 
staffed by RNs.

Springfield Clinic has received the following recognition and 
accreditations:

• National Committee for Quality Assurance (NCQA) Level 
3 Patient Centered Medical Home Recognition in 2013 for 
13 primary care and pediatric locations, with recognition 
maintained in 2016 (recognition will be achieved for the 
two primary care locations that joined the Clinic in 2015 
and 2016) 

• Accreditation by the Accreditation Association for 
Ambulatory Healthcare since 1991

• Designation as an Accountable Care Organization (ACO)  
in January, 2015

Executive Summary
Springfield Clinic developed interventions and education 
for PCP offices, specifically clinical staff, on identifying the 
symptoms of heart failure (HF). Interventions and materials 
provided included:

• Process map to follow for patients presenting with 
symptoms of congestive heart failure (CHF)

• Information and education on recognizing symptoms of HF 
using New York Heart Association (NYHA) classification

• Information and education on HF Clinic criteria and 
appropriate referral

• Telephone and visit HF evaluation questionnaire for clinical 
staff to use with patients

• Educational materials for patients, including the AHA/
ASA Rise Above Self-Check plan, and HF signs/symptoms 
refrigerator cards  

• Follow-up appointments scheduled for all hospitalized 
patients, including CHF patients, by Hospital Medicine 
Nurse prior to discharge

• Two-day post discharge follow-up call by Hospital 
Medicine Nurse (notifies office nurse if unable to reach 
patient and office nurse continues contact attempts)

Interventions resulted in a decline in readmission and 
emergency department (ED) visit rates. Data showed good 
compliance with medication prescribing.

Program Goals and  
Measures of Success
Springfield Clinic’s original goals for the HF Collaborative  
were to:

• Produce reports for gaps in care to providers for use of 
ACE/ARB and beta blocker to assure appropriate therapy

• Develop interventions to prevent readmissions

• Create or utilize an established HF Treatment/Management 
Guide
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• Educate providers/staff and assure distribution of patient 
education materials

• Further expand the Cardiology CHF Achieve (weight 
reporting thru Patient Portal) project in cardiology

• Develop HF Clinic

Goals were later revised as follows:

• Produce reports for gaps in care to providers for use of 
ACE/ARB and beta blocker to assure appropriate therapy

• Develop interventions to prevent readmissions

• Educate providers/staff and assure distribution of patient 
education materials

• Ensure cardiology will continue to utilize ACC/AHC 
guidelines

• Ensure PCPs will utilize NYHA classification to identify CHF 
and refer to cardiology and/or HF Clinic

• Ensure the hospital HF Clinic is working well and 
collaboratively with Springfield Clinic and continue to 
utilize the hospital’s HF Clinic instead of developing 
separate HF Clinic

Springfield Clinic used Optum to obtain reports for patients on 
ACE/ARBs or beta blockers. Medical records were reviewed 
for those patients who were not prescribed medication to 
determine if there was documentation of a reason for the 
patient to not be on medication therapy. After medical record 
review, reports of patients with treatment gaps were sent to the 
providers.

Population Identification 
Springfield Clinic’s cardiology division has eight Cardiologists 
and two APPs specializing in cardiology. The cardiologists 
at Springfield Clinic provide services at the main clinic. The 
Springfield Clinic cardiologists also provide outreach services 
at four other clinic locations outside of Springfield. HF is 
addressed in cardiology as well as in all 15 of Springfield 
Clinic’s primary care offices in four locations in the Springfield, 
Illinois, area, and 10 locations throughout Central Illinois, 
covering multiple counties. Several of the locations outside of 
Springfield have small outreach locations in surrounding towns 
that are covered by their providers. 

The population for patients with HF was identified within 
the measure criteria by diagnosis and/or LVEF <40% and 
Optum was utilized to identify the patient population. The 
readmission population was identified by an admission or 
discharge diagnosis of HF. Patient information was obtained 
via discharge reports from the local hospital. 

Intervention
Springfield Clinic’s plan was basically to define their population 
for patients diagnosed with HF, develop interventions to 
reduce readmission rates, assure that patients with HF were 
being treated with the appropriate medications, and that HF 
patients were being referred to the HF Clinic appropriately. 

Springfield Clinic’s action plan included the following 
interventions:

• Cardiology to continue to utilize ACC/AHC guidelines

• PCPs to utilize NYHA classification to identify CHF and refer 
to cardiology and/or HF Clinic

• Gap reports to be generated for patients not on ACE/ARB 
or beta blockers (with no reason documented) and sent to 
providers

• PCPs and clinical staff to be educated on HF classification 
and staging criteria, and HF Clinic referral guidelines 
(algorithm, CHF specific questionnaires, telephone and 
visit)

• The Departments of Care Coordination, Case 
Management, Operations, Palliative Care, Hospitalist 
Medicine, and the Extended Care Facility Advanced 
Practitioner to have daily huddles, with review of daily 
discharge list, 30-day readmission data, and ED reports. 
Targeted needs for patients will be determined, with either 
Case Management or Care Coordination intervention with 
individual patients.

• Hospitalist nurse schedules to follow up with appropriate 
provider on day of discharge—the majority of PCPs have 
specific appointments on schedules for hospital follow-up 

• All discharged patients to have follow-up phone call with 
either hospitalist nurse, care coordinator, or office nurse 
two days post discharge
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Outcomes and Results 
Springfield Clinic noted a significant decrease in 30-day 
readmission rates from the initial rate of 19.5%; since baseline, 
rates have held steadily around 15%. Springfield Clinic 
attributes this to the efforts of the Hospitalist Medicine, Care 
Coordination, and Case Management departments in ensuring 
close follow-up of the patients post-discharge.

While rates of patients receiving ACE/ARB or beta blocker 
therapy were good initially, rates for ACE/ARB therapy 
improved from 82% baseline to 91.2%; while the rates for beta 
blocker therapy held fairly steady, from the 87.6% baseline to 
86.6%.

Lessons Learned and  
Ongoing Activities
Springfield Clinic identified a population of patients with HF 
who qualified for referral to HF Clinic, but had not been referred 
by their PCP either to cardiology or the HF Clinic. Efforts were 
focused on providing information and education to the primary 
care offices on HF classification and referral guidelines. At 
this time, there has been no notable change in the number of 
patients referred to the HF Clinic by PCPs. 

There was no consistent method to document ejection fraction 
(EF) in the electronic health record (EHR) in order to identify 
HF patients. The EF is now being recorded in the vital signs 
field in the EHR by the echo technologist when performed 
at Springfield Clinic and by clinical staff when reports from 
facilities outside Springfield Clinic are received in the medical 
office.

Good educational materials for patients with HF had been 
developed by cardiology several years ago and were not being 
utilized by cardiology or primary care.

Springfield Clinic will continue efforts to educate PCPs and 
clinical staff on appropriate referral for HF patients.
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Appendix 

Figure 2: Measure 3 - Readmission Rate (Springfield Clinic)

Figure 1A: Measure 1 - ACE/ARB/ARNi (Springfield Clinic) Figure 1B: Measure 2 - Beta Blocker (Springfield Clinic)
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Appendix 

Process Map
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Appendix 

Visit Questionnaire

Congestive Heart Failure Evaluation
Clinical/Symptom Evaluation

If you were hospitalized, how do you feel now compared to discharge? Better Worse No Different
Are you experiencing any shortness of breath? Yes No
Are you short of breath when lying flat? Yes No
Are you short of breath with household activities? Yes No
Are you short of breath at night? Yes No
Are you coughing more than usual? Yes No
Do you have any swelling in your legs? Yes No

Medications

Are you taking your medications as prescribed? Yes No
Are you confused about any of your medications? Yes No
Are you able to afford your medications? Yes No

Diet/Fluid Evaluation

Are you avoiding any snacks and foods? Yes No
Are you following a fluid restriction? Yes No

Telephone Questionnaire

Congestive Heart Failure Evaluation (Phone Evaluation)
Clinical/Symptom Evaluation

If you were hospitalized, how do you feel now compared to discharge? Better Worse No Different
Are you experiencing any shortness of breath? Yes No
Are you short of breath when lying flat? Yes No
Are you short of breath with household activities? Yes No
Are you short of breath at night? Yes No
Are you coughing more than usual? Yes No
Do you have any swelling in your legs? Yes No

Medications

Are you taking your medications as prescribed? Yes No
Are you confused about any of your medications? Yes No
Are you able to afford your medications? Yes No

Diet/Fluid Evaluation

Are you avoiding any snacks and foods? Yes No
Are you following a fluid restriction? Yes No
How much did you weigh today? _________ ___________

Follow-up

When is your next doctor’s appointment? _________ ___________
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Appendix 

HF Classification/Staging Information

NYHA Heart Failure Classification

 Class Patient Symptoms

 I No limitation of physical activity. Ordinary physical activity does not cause undue fatigue, palpitation, 
dyspnea (shortness of breath).

 II Slight limitation of physical activity. Comfortable at rest. Ordinary physical activity results in fatigue, 
palpitation, dyspnea (shortness of breath).

 III Marked limitation of physical activity. Comfortable at rest. Less than ordinary activity causes fatigue, 
palpitation, or dyspnea.

 IV Unable to carry on any physical activity without discomfort. Symptoms of heart failure at rest. If any physical 
activity is undertaken, discomfort increases.

AHA Heart Failure Stage

 Class Objective Assessment

 A No objective evidence of cardiovascular disease. No symptoms and no limitation in ordinary physical 
activity.

 B Objective evidence of minimal cardiovascular disease. Mild symptoms and slight limitation during ordinary 
activity. Comfortable at rest.

 C Objective evidence of moderately severe cardiovascular disease. Marked limitation in activity due to 
symptoms, even during less-than-ordinary activity. Comfortable only at rest.

 D Objective evidence of severe cardiovascular disease. Severe limitations. Experiences symptoms even while 
at rest.
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