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Pressure is increasing on not-for-prot hospitals to demostrate that they provide
suf cient benet to the community to justify their tax-exenpt status. Many industry
observers have suggested that this community bene t shouldaddress unmet medical
needs within the community, de cits in the social determinats of health, or health
disparities within communities. We argue that one area of ear unmet need is assistance
in helping bridge the transition that people with disabilés (PWD) must make from
rehabilitation patient to wellness participant. Programgo bridge this transition are
necessary because many PWD struggle to identify strategie®tmaintain and maximize
their own well-being after discharge from the healthcare stem. As a result, PWD have
worse health outcomes than non-disabled individuals. To adress these needs, we
propose hospitals take a leading role in establishing new,ammunity-based efforts to
provide PWD with bene ts that will support their effort to sdlmanage health. Hospitals
are well-suited to lead the creation of these programs becase of the important role they
play in providing services to PWD and because of their ability bring together multiple
stakeholders required to make supportive programs sustaiable.

Keywords: disability, community bene t, wellness, transiti ons in care, hospital, quality of life

INTRODUCTION

Regulators and other industry observers have recently steghesat not-for-pro t hospitals should
enhance their provision of community bene tl}. In some examples, these suggestions mean
hospitals should be providing more charity care and/or outteaervicesd). In other cases,
calls for increased community bene t provision suggest htzdpido more to address the social
determinants of health that can be barriers to improving tledB). Further still, requests for
increased community bene t provision suggest hospitals &thdake action to address health
disparities {). Often, populations targeted as bene ciaries of “communigné t” programs have
substantial resource constraints and limited access tgdl&l determinants of health.

There is also another population whose health needs are beingympeople with disabilities
(PWD) (5). An estimated 30 million people in the U.S. have a mobility di#st( 6) accruing over
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$53 billion in direct medical costs annually)( This population  barriers, and a lack of social support from friends and family
has higher rates of hospitalization, often for preventablé5, 12, 13 15 22-25).
conditions @). For instance, patients with spinal cord injuriesare  PWD often experience barriers to exercise and wellness
hospitalized 2.6 times more often that similar individualshwiut ~ beyond those experienced by the general population,
disabilities, and a signi cant percentage of these hospaéibns including cost of tness facility membership, access to publi
are for preventable conditions like pressure ulcers, urinaryransportation, lack of information on accessible famfiti
tract infections or pneumonia9). This largely underserved and programs, lack of accessible exercise equipment, physical
population has characteristics matching many of the motimadi  layouts challenging to people using mobility devices, and the
for community benet provision. They often have medical perception that tness facilities are unfriendly environmerior
needs that most physicians are unaware of how to tréat ( PWD (26-31).
12), face social and environmental barriers to maximizing There is more that hospitals can do to ensure PWD experience
their health status and quality of lifel§-15), and experience a smooth transition from hospital care to community care. An
health outcomes far worse than individuals who do not have &eal time to capture the attention and awareness of indigldu
disability (L6-19). One of the primary factors contributing to who have acquired a new mobility disability (e.g., strokeadh
these problems is that few local provider systems o er PWD anjury, spinal cord injury, and limb loss), new diagnosis (g.g
smooth transition from acute care or inpatient rehabilimtito  multiple sclerosis and Parkinson's), or are receiving mediaee
community-based programs that empower them to control theirfor a new or recurring secondary health condition (e.g.njoi
own well-being. For hospitals that treat a signi cant numberpain, fatigue, edema, type 2 diabetes, reduced balance, mressu
of PWD and have adequate resources, creating programs tdcer, urinary tract infection, and depression), is whenyttzee
support PWDs' e orts to self-manage their health is one rarelyreceiving hospital care. This is often a time when they and/or
considered form of community bene t with the potential to mak their caregiver are aware of the need to improve their health
a signi cant impact. after they return home from the hospital or healthcare fagili
Hospitals have unique capabilities to address many of theg&2, 33). Patients develop a trusting relationship with healtlecar

unmet needs and, through the provision of speci c communityproviders and may look to these individuals for guidance owho
bene ts, can lead the way in creating comprehensive systeats t to maintain their health while outside the hospital.
provide care and supportive services enabling PWD to reduce Aside from interacting with patients during critical points
rehospitalizations and emergency room care while improvingn their recovery, hospitals have another unique charasteri
their quality of life. In this paper, we argue that hospitals arehat could improve the reach of wellness programs serving
well-positioned to convene groups of stakeholder organireti PWD. Relative to some of the community-based, voluntary
including rehabilitation centers, disability advocacygps, and organizations currently providing services, hospitals heaégh
community resources. We suggest that hospitals lead anaditif ~ degree of organization, administration, and sustaingbillhese
these stakeholder groups in addressing the needs of PWDrwiththaracteristics could allow hospitals to help establishsystems
a hospital's local community. Further, we illustrate thesenpoi that integrate the health services and community healthipost
by describing the experience of one health system engaged iroithe care continuum; systems that would be di cult to achéev
community bene t program to improve PWD's transition from in less-structured collaborations between organizatmrsently
rehabilitation patient to self-managed wellness. serving PWD. For instance, hospitals' capacity for admiaisbin

will be critical in establishing new approaches to data-sharin

between providers that will be necessary to support a smoother
BARRIERS IN PWDS TRANSITION FROM care continuum for PWD.
REHABILITATION PATIENT TO WELLNESS Hospitals seeking to support the promotion of wellness among
PARTICIPANT PWD as they reenter the community will nd that there are

a growing number of national organizations that could help
One enormous challenge many PWD face after acquiring austain this important e ort. For instance, the National Cent
disability or receiving medical care for a new secondanjthea on Health, Physical Activity, and Disability (NCHPAD) hasdn
condition (e.g., pressure ulcer and urinary tract infecjion funded by the Centers for Disease Control and Prevention (EDC
is transitioning back into the community and self-managingfor the past 20 years and has been active in developing resource
their health. Many individuals never make the transitiomrft  to help communities become more inclusive places for PWD to
“patient” to “participant” (20, 21). They are anchored to a pursue healthy lifestyles. These e orts include the develogme
healthcare system focused on disease management, while thaf the MENTOR program (Mindfulness, Exercise, and Nutrition
ability to self-manage health through wellness activitiss to Optimize Recovery). MENTOR is a health coaching platform
usually non-existent. that is targeting PWD who have had a recent interaction wité t

There are internal and external barriers that inhibit PWD healthcare system.

from engaging in self-management. These include a lack of NCHPAD has also been active in supporting the e orts of
information about how to manage health while living with stakeholder groups within 16 communities to coordinate eort
a disability, a lack of access to community-based healthcato improve the lives of PWD. The groups participating in
providers who understand mobility disabilities, nancial these inclusive health coalitions (IHCs) are primarily valesr
challenges nding support for daily activities, transportati and community-service-focused organizations. The IHC e ort
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has yielded notable improvements in the locations wheresupervision of a skilled therapist (e.g., occupational or playsic
IHCs exist, and the MENTOR e ort has the potential to therapist) to pursuing therapy goals outside of skilled therapy
bring wellness benets to PWD in communities across thesessions, in a tness facility. The exact form this transitio
U.S. However, partnerships with hospitals could dramaticallyook changed over time, as therapy sta tested new transition
increase the ability of these, and other existing programsnd adapted their approach. Initially, health system therapist
to serve PWD. Hospital partnerships could help community-provided PWD with written materials and education on the
based organizations connect with recently-diagnosed PW[Programs available at the NFPO. This approach appeared to be
earlier in their treatment process to create a smootheme ective, with little follow through from PWD because they
continuum between rehabilitation/healthcare and comntyni  did not have a clear idea what services were available anchwhi
based wellness. Hospitals could also provide communityebasaevere appropriate for them given their unique mobility limitatis
organizations with the organizational support and fundingand therapy goals. Health system therapists worked to improve
required to pursue more ambitious strategies for providingthe transition process by partnering with occupational therapy
bene ts and organizing information technology infrastituce. graduate students who took participating PWD on visits to the
NFPO to more formally introduce them to resources available.
Again, the transition was not as successful as anticipat&tD P

A COMMUNITY BENEFIT PROGRAM participating in the pilot were still not consistently utilizingé

TAILORED TO PWD NFPO recreational facilities.

Mostly recently, the health system and NFPO began
While the need for additional support to PWD is real, and theexperimenting with “warm transitions” from health system
potential for hospitals to meet this need is signi cant, tham  {herapy to the NFPO. This transition model involves outpatien
relatively few examples of hospitals engaging in e orts to me%erapists from the health system meeting with tness fagili
the post-discharge needs of PWD. However, for the past sevegﬁi and pilot participants. The goals are to introduce pilot
years, one of the authors has lead an e ort by a large academigticipants to tness facility sta , and to identify tness oger
health_ system in the southeastern United States, to meet ﬂ?@ﬁ:tivities that would help further goals set by the particigan
post-discharge needs of PWD. This health system has been i1y results suggest that these “warm transitions” areesstal
partnership with a not-for-pro t organization (NFPO) deditad  \yays to increase participation in activities that support the
to improving the lives of people with physical disabilities thgh  \e[Iness of PWD. However, these structured hando s did fegju
physical activity and wellness. Working together, these twg signj cant time commitment from outpatient therapy sta tha

organizations have pilot tested several methods to tramsiti \ya5 unreimbursed and that goes beyond the scope of services
PWD from skilled therapy to a community wellness programyypically provided.

designed to improve patients’ ability to self-manage. We 0 er" program sta have identi ed a number of additional bene ts
detail about these e orts and insights gained from dierent hat would have helped enable participants to pursue wellness

approaches tested. goals. These included additional support for participants,
_ family, and caregivers. Additional support for participantsittb
Bene ts Provided include personalized help navigating care coordinatioruéss

Initially, participants received skilled outpatient theragrdces or additional emotional support during the transition from
provided by the health system. Interventions included gaiskilled therapy to independent health management. In the
training, functional transfers, community outings, dmg future, the health system hopes to pair participants with peer
rehabilitation, and aquatic therapy, which were all delideby  “ambassadors” who have diagnoses similar to the participants
a multidisciplinary team of occupational, physical, recresadil, they are assisting, and who have successfully navigatédrues
and speech therapists. All community activities and therapyf care coordination and self-management. Health systean st
interventions were provided with the goal of improving have also identi ed the need for bene ts to support the family
individuals' ability to function in the community setting and caregivers of participating PWD, including respite care
and participate in a lifestyle of wellness. Those interver#io opportunities. These are especially needed for caregivestingsi
were not often covered by participants' insurance, eithein the care of a participant while also caring for children or
because the therapy visits exceeded annual limits or becawsging parents. Activities like maintaining a network of peer
the category of therapy (e.g., in-car driving therapy) is noambassadors or arranging and funding child care all require
covered by insurance. The ability to engage in non-coverethe administrative capabilities hospitals possess, and coeld b
therapy made a valuable contribution to furthering participslin  valuable ways to provide community bene t that meets the reed
wellness. Driving therapy increased participants' indepecden of PWD.
Recreational therapy (de ned as therapy with the goal of
helping individuals with functional limitations learn to gage Factors That Facilitate Program Success
in activities they enjoy) was helpful in improving participants E orts to create a smoother care continuum were led by
quality of life and served as a vehicle to pursue clinicalgliltd members of the health system's outpatient therapy department.
improving memory and cognition. Three factors have played a critical role in the success of
The second part of the pilot program o ered participants athese e orts: choosing the right participants, the avail&pili
structured transition from pursuing outpatient therapy undee  of resources within the community, and the commitment
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of both the health system and its community-based partneAdapting the Pilot to Other Health
(NFPO) to the program. Program sta note that participants System Settings

who are emotionally ready to take responsibility for thegeyeral aspects of this program may be unique to the health
management of their health, and intrinsically motivated tosystem that began implementing it. Most important, the health
participate seem to be more successful. This was an importagystem had the support of an NFPO with unusually deep
realization since, for some PWD, it can take a few monthgyperience working with PWD. As a result, health systems
to a few years after acquiring a mobility disability beforerepjicating this kind of community bene t program may need
being prepared to engage in a program like this one. Ifg consider ways to help their community partners (for instan
addition, initial program e orts focused on creating transits  community recreation centers, or YMCAS), understand how to
for participants with few comorbidities requiring medical serye the needs of PWD. Resources to support this e ort are
management, though future interventions may include moreyyailable through the NCHPAD. For example, NCHPAD and
medically complex participants. the American College of Sports Medicine have developed a
Another key to the success of the health systems' initigdertj cation as an Inclusive Fitness Trainer. SimilarlyCNPAD
e orts has been o ering access to a wide variety of communityis cyrrently implementing an online health coaching program
based opportunities. For program participants, the NFPO o erechimed at the needs of PWD (MENTOR-Mindfulness, Exercise,
several daily classes (e.g., tness, yoga, balance, andChha Nutrition To Optimize Recovery). Health systems will also need
fully adapted to the needs of PWD. These resources allowgg address participant intake. Large numbers of participants
participants to choose activities that would foster progressrd  gre |ikely to complicate information transfer and participant
their goals. Finally, both the NFPO and the health systemglection. The health system described found that even avith
committed to making the program work. This commitment is |imjted participant population, a comprehensive intake process
critical since the “warm transitions” that were most susfes \yas required. The intake process should document participants
required changes to existing work ows and sta roles for|eye| of function, support systems, expectations of the program,
individuals at both organizations. interests, and activities in which they hope to participate. In
addition, the intake process should include representatiomf
. . both the health system and community partner. Finally, the
Barriers Identi ed intake process should set reasonable participant and family
Through the pilot, the health system identi ed several bersi expectations and should document the roles and responsisilit
to program success. Other hospitals looking to provide similapf each team member, the participant and family members.
services are likely to face similar barriers. One of the pima |, Figure 1, we summarize the pilot program's lessons about
barriers will be identifying funding for program serviceshel  the nospital characteristics required to successfully implet a

p||0t pOpu|atI0n had fundlng from a Unique source not a.Va||ab|ecommun|ty benet program to promote wellness among PWD
to most patients, but obtaining funding is likely to be a cBalie.  iving in the community.

Many of the skilled therapy services are not covered by most
insurance plans either because of limits on the annual number
of therapy visits covered or because some skilled therapées H|SCUSSION
not covered at all. Other health systems pursuing this kind of
community benet program will have to identify the extent Hospitals are increasingly pressured to provide community
of their nancial commitment to the program and may look benets and to show that their e orts are making an impact
to supplement the funding they provide with other sources ofon their communities. We argue that hospitals can have a
funding within the community. signi cant impact on the lives of PWD by working to assist
Another barrier identied was communicating the health these individuals in making the transition from rehabiliian
system's goals for the program to partnering NFPOs. Evepatient to wellness participant. This form of community bene t
though leaders at the health system and the NFPO agreed onadll require hospitals to provide initial nancial funding and
shared vision, communicating this vision to front-line stwas organizational support, acting as catalysts to bring together
a challenge. Communication between health system and NFP€@mmunity stakeholders, many of whom may already be
sta was also a problem. Initially, the two groups did not alway working to improve the lives of PWD. This role plays to
understand each other's rolls. This problem was compounded byompetencies that hospitals possess, like extensive adrativist
the lack of e ective mechanisms to communicate informationcapabilities and the ability to coordinate e orts between tiplé
about participants' care plans, progress, and barriers. lgeallstakeholders including healthcare providers, advocacypgo
the program would have used technology to facilitate sharingnd patients themselves.
information about the participants' experience in the program. One way for hospitals to consider reaching PWDs is
In addition, the health system and NFPO are considering way® create or join an Inclusive Health Coalition (IHC) that
to facilitate an improved understanding of the roll each gosu galvanizes a community around key issues of need in promoting
sta members play. Other health systems could foster thisommunity health inclusion. Hospitals should evaluate thei
understanding through unique forms of community bene ték community for these types of potential partnerships. IHCs
providing health system therapists paid time to shadow sta ab er an existing organizational structure that can support the
partnering community organizations. provision of wellness services. By providing these services
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FIGURE 1 | Checklist for Hospital Preparedness. The following quesths will help hospitals assess their readiness to begin offing a program to promote wellness
among PWD within the community. The checklist identi es impdant hospital and community factors as well as operationajuestions that will need to be addressed.
Hospitals should pay special attention to the “organizatioal commitment” questions, since this sort of program cannosucceed without identifying the program as a
priority and providing staff and nancial resources to suppet it.

and engaging healthcare delivery organizations in crgaéind missions to include a specic focus on patient transitions
disseminating these programs, IHCs can make progress fnom healthcare to wellness, helping patients progress from
creating a unique continuum of care that meets the needmedically managed care in which they receive services from
of individuals who have recently accessed the healthcatesalthcare providers, to full- edged participation in long-
system. We propose that individual IHCs expand theirterm wellness.
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