
Following a hospitalization for heart failure, certain patients 
may benefit from receiving care and rehabilitation in a post-
acute, skilled nursing facility. Such a stay helps to regain 
strength, manage the challenges of the disease and avoid 
readmission to the hospital. 

At Touchpoints Rehab, our partnerships with major 
area hospitals, including Saint Francis Hospital and its 
Hoffman Heart Institute, ensures that their patients receive 
rehabilitation services in close collaboration with the 
hospital’s multidisciplinary team and heart failure specialists. 

Through Touchpoint Rehab’s comprehensive heart failure 
program, patients receive personalized care from our 
own multidisciplinary team, with attention to maximizing 
medication therapy, enhancing knowledge of chronic 
disease and increasing exercise tolerance. Touchpoints 
Rehab offers both inpatient and outpatient programs 
designed to optimize therapy, promote recovery, and 
provide ongoing quality of life for patients experiencing 
congestive heart failure. 

UNIQUE APPROACH OF THE TOUCHPOINTS REHAB TEAM
• Trained by the acute care hospital’s heart failure team, 

follows established treatment protocols and has 
experienced physician and physician extenders on-site for 
24/7 care.

• Deploys a Care Transitions Team lead by RN level Director 
and includes Care Transitions Nurses and Respiratory 
Therapists. This team follows patients through the course 
of their care, including after discharge home and provide 
additional, continuous clinical oversight and support.

• Continuous communication with consulting physicians 
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and hospital staff, working together to ensure a smooth 
transition, continuity of care and optimal treatment 
decisions. Hospital and specialty clinic staff remain 
informed of the progress of patients’ post-acute stay on a 
daily basis and continuing through discharge home.

• Careful oversight of progress and a quieter, more 
personal environment that is highly conducive to rapid 
improvement.

• Individually paced rehab programming enables faster 
recovery, stabilization and restoration of strength.

• Patients are reconnected with their primary care provider 
upon discharge. The Care Transitions team ensures a 
smooth hand-off to Touchpoints at Home or another 
home care provider, as needed, and communicates with 
the patient to ensure success at home, with or without 
home care services. 

 
PROGRAM BENEFITS AND CUSTOMIZATION
• Skilled delivery of IV treatment modalities including Lasix, 

Bumex and Milrinone therapies.

• Weekly lab value monitoring.

• Ongoing cardiac evaluations.

• Cardiac education for patient and family.

• Heart healthy menu.

• Weight monitoring.

• Physical, occupational and speech therapies.

• Customized care, home support and discharge planning.
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