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AHA offers curated 

resources in each 

care delivery 

transformation topic.

Learn more about the 

Care Delivery 

Transformation 

Framework at 

www.aha.org/CDT. 

Care Delivery Transformation Framework

http://www.aha.org/CDT


Engage with the Care Delivery Transformation Framework 

Explore
Find the most recent and 

relevant resources around 
each care delivery 

transformation topic.

Discuss
Talk with your team about 

how to advance your 
hospital’s care delivery 

transformation strategies.

Share Your Story
Tell us how your hospital is 

transforming care delivery.



Clinical Settings

Technology-enabled 
Care

Technological advances can 
be applied to care delivery to 

improve patient care and 
ensure that people are 

getting the right care at the 

right time, ultimately 
improving outcomes.

Social Needs 
Screening & Referral

Screening for and addressing 
patients’ health-related social 

needs is an important step 
for providing holistic care.

Team-based Care

Developing a culture and 

structure for interdisciplinary 
team-based care allows 

health care organizations to 
meet the physical, mental 
and social needs of their 

patients, especially for those 
with complex care needs.

Integrated 
Behavioral Health

Integrating behavioral health 
professionals into the care 

team contributes to more 
holistic patient care. 
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Bringing care 

closer to home

Partnering across the region
Our miraculous care doesn’t just touch lives in Colorado. 

Through the power of partnership, we support and deliver 

outstanding care for children across the region. Our 

growing network of community hospital partners allows us 

to work as one seamless team to provide exceptional 

pediatric care close to home.

We’ve also worked with providers around the region to expand the reach of our 

telehealth programs. Using specialized equipment, our specialists can conference 

with patients with complex needs, monitor their condition and order tests from 

hundreds of miles away — saving parents the trip.

We see more, treat more, and heal more kids than any 

other hospital in our region

• We are Colorado’s only licensed specialty hospital exclusively for children.

• We care for patients from all 50 states and at least 29 countries. 

• We are the only level 1 pediatric trauma center in our region. 

• Our level 4 neonatal intensive care unit offers the smallest patients the highest 

level of acute care. 

Regional outreach

• 1,287 clinics

• 13 specialties

• 16 cities

• 2 states

Telehealth

• 84,000+ visits

• 49 specialties

• 44 states
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Social Drivers of Health
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Historical Evolution 

➢ 2016-Pilot tested the psychosocial 
screener in our largest primary care 
setting.

➢ 2017-Hired a team of Community 
Health Workers and implemented the 
screener across our primary care 
clinics. 

➢ 2019-Opened the Health Pavilion 
and Resource Connect. 
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What is Resource Connect?

• Suite of community partners within the 

Children’s Colorado Health Pavilion that 

connects patients and families with 

community-based services to meet non-

medical health needs, such as housing 

and food.

• Resource Connect anchors the CHCO 

strategy for community health.

• An integrated cross-system support model.
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How 

Families 

Are 

Referred to 

Resource 

Connect



Resource Connect Partners
Public Benefits Eligibility Technician

Housing Navigation

Medical Legal Partnership

WIC

Energy Outreach Colorado

Healthy Roots Food Clinic 

Adams County Workforce

A Precious Child (diapers, wipes, school supplies, etc.)

Injury Prevention / Safety Store (car seats, cribs)



BUILDING THE PROCESS
ST ANDA RD IZ ED W OR KFLO W AND  DA TA  CA PTU RE

1) GETTING THE REFERRAL

6) MAINTENANCE

5) DEFINING SUCCESS

2) TRIAGE TO PARTNER(S)

3) PARTNER OUTREACH

4) DOCUMENTATION

01

02

03
05

04

06
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A Process Rooted in Collaboration: 

RC Partners and Epic Analysts 

Identify eligible programs

Create a common set of 
interventions

Collaborate with partners to 
develop common definitions

Design Documentation Tools With Our 

Epic Analysts 

Meet Partners Where They Are At with 

Interventions and Driving Successful 

Outcomes

What are we 

offering 
patients and 

families?

How will 

partners 
address needs?

What is the 

impact?
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Building the Analytics

RE-AIM Evaluation Framework

• Reach

• Efficacy

• Adoption

• Implementation

• Maintenance
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Resource Connect Referrals by Month, Year

66.3%

33.7%

Language

English Spanish or other language

58.5%

41.2%

0.3%

Ethnicity

Hispanic or Latino

Not Hispanic or Latino

Unknown

51.4%

48.6%

Biological Sex

Female Male

82.2%

17.8%

Medicaid Status

Yes No

Measuring Impact



703

344

254
228

146 134 126
102

61

0

100

200

300

400

500

600

700

800

HRFC MLP Injury
Prevention

Housing EOC WIC A Precious
Child

Adams
County
WFC

Education

A
x
is

 #
 o

f 
R

e
fe

rr
a
ls

Partner

# of Referrals to Resource Connect by Partner, 3/1/2024-
3/31/2025

68.6%

11.9%

15.2%

4.3%

Referral Outcomes

Successful Unsuccessful Lost to follow-up Family Declined

Measuring Impact
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Resource Connect Funding

Annual Budget: $1.3M

General Operations

Public Benefit Technician

Housing Navigation

MLP

WIC

Healthy Roots Food Clinic

Car Seats and Cribs



RESOURCE CONNECT ROADMAP
WHER E WE ’V E  B EEN A ND W HERE W E ’RE  HEA DED

2019-2020

2021-2023

2024

2025 and 
beyond

From the Outset: Pivot!
Within 6 months of 
opening, Resource 
Connect made a significant 
pivot to respond to 
immediate food needs 
during the pandemic.

Reimbursement
& Scale

We continue to research the 
impact of our interventions while 
preparing for reimbursement for 
navigation services in 2026 and 
building systems to support 
reimbursement for the food clinic 
and other areas.  We are 
preparing to launch an internal 
SDoH Council to help scale social 
supports across our system

As our division grows, we 
look to adapt our model 
for the broader health 
system. We successfully 
integrated Healthy Roots 
Food Clinic into a true 
clinic in Epic.

Examining the Impact 
& Sustainability

With a new hybrid model and 
expanded partnerships, we 
examined our outcomes and 
opportunities for improvement. 
We also successfully advocating 
fork CHW reimbursement.

System Integration
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Questions?

Susan Goldenstein, MNM

Director, Community Impact

susan.goldenstein@childrenscolorado.org

Julie Beaubian, BSW

Program Manager, Community Health Navigation

julie.beaubian@childrenscolorado.org

Sana Yousuf, MPH

Senior Software Engineer, Community Health Analytics

sana.yousuf@childrenscolorado.org



Social Drivers of 
Health
Bridging the Gap Between 
Healthcare, Public Health 
and 
Social Services



10 hospital system with more than 250 practice locations. 

With approximately 25,000 employees, it is a leader in 

research and clinical education and training, and provides 

preventive care, diagnosis, and treatment to 1.1 million 

residents in Maine and New Hampshire.

The Most Rural 
State In United 
States



The Center for Health Improvement's 

hub acts as a central resource by:

• Providing vital resources to the 

community spokes; and
 

• Fostering collaboration with 

statewide and federal 

government agencies as well as 

with statewide and national 

organizations, including clinical 

and public health professional 

associations. 

Central 
HUB



The spokes are community health 

teams within local community 

hospital systems that drive local 

partnerships with community-based 

organizations, government agencies, 

and clinicians. 

All but one of these are located in 

rural areas. 

Spokes



Our SDoH Goals

 By Partnering with Others:

 

Address underlying Social 

Drivers of Health

SYSTEM LEVEL

Improve patients' health-

related social needs

PATIENT LEVEL



SHARING TOGETHER

Data Sharing and Community Insights 

WORKING TOGETHER

Hub and Spokes Model

CARING TOGETHER

Trauma Informed Care

Our Path to 
Impact 



Caring Together 



Interprofessional Representative Teams



Every positive SDoH screening gets an automatic social work consult that 

connects the patient with community-based resources,

Screening & 
Intervention



Close to 10,000 patients connected 

to resources in CY24

• Emergency food bags

• FindHelp 

• Patient Assistance Line

• Community Health Workers

Resource 
Connections & 
Referrals





Sharing Together 





have one or more health related social needs

Food Insecurity, Housing Instability, Transportation Inaccessibility, Utilities Insecurity, 

and/or Intimate Partner Violence 

1 in 6 adults





3.5x
Psych Hospital 

Positive Screening Rate

1.3x
30 Day 

Readmission Rate

1.5x
Average 

Length of Stay

1.8x
Average 

1 Year ED Visit

Impact on 
Healthcare?



SDoH Community Convenings 
Virtual and in-person gathering 

every 6 weeks to:

1 Share Data

2 Bring in community and subject 

matter expert perspective 

3 Collective Action - from 

Social to Political Drivers 

of Health 



Early Wins & Lessons 

Learned



Team and Leadership buy-in by focusing on 
the WHY behind Screening and Intervention   

Implementation and Data Collection – 
Measuring screening rate and resource impact

Community conversation as a tool for improving
Partnership and Trust

Using data, storytelling and partnerships to 
move upstream and influence policies

ONE

TWO

THREE

FOUR

Early Wins…



For Addressing Social Drivers 

of Health

Three 
System 
Approach



Please consider filling out this feedback form.

Next Care Delivery Transformation webinar: 
August 21 at 11am CT 

Thank you! 
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