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Executive Summary
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Adventist Health System/Sunbelt, Inc dba AdventHealth East Orlando will be referred to in this document as AdventHealth East Orlando or 
the “Hospital”.

Community Health Needs Assessment Process

AdventHealth East Orlando in East Orlando, Florida, conducted a 
Community Health Needs Assessment (CHNA) in May 2024 to 
March 2025. The assessment identified the health-related needs 
of the community, including low-income, minority and other 
underserved populations. The priorities were defined in alignment 
with Healthy People 2030, the national initiative aimed at 
improving the health and well-being of people in the United 
States. 

In order to ensure broad community input, AdventHealth East 
Orlando participated in the Central Florida Collaborative to help 
guide the Hospital through the assessment process. The 
Collaborative included representation from the Hospital, public 
health experts and the community-at-large. This included 
intentional representation from low-income, minority and other 
underserved populations.

AdventHealth East Orlando also convened a Hospital Health 
Needs Assessment Committee (HHNAC) to help select the needs 
the Hospital would most effectively address to support the 
community. The HHNAC made this decision by reviewing the 
priority needs selected by the Collaborative and the internal 
Hospital resources available.

The Collaborative and HHNAC met throughout 2024 and 2025. 
The members reviewed the primary and secondary data, helped 
define the priorities to be addressed and helped develop the 
Community Health Plan (CHP) to address those priorities. Learn 
more about Healthy People 2030 at health.gov/healthypeople. 

Community Health Plan Process

The Community Health Plan (CHP), or implementation strategy, is 
the Hospital’s action plan to address the priorities identified from 
the CHNA. The plan was developed by the HHNAC, and input 
was received from stakeholders across sectors, including public 
health, faith-based, business and those individuals directly 
impacted. 

The CHP outlines targeted interventions and measurable 
outcomes for each priority noted below. It includes resources the 
Hospital will commit and notes any planned collaborations 
between the Hospital and other community organizations and 
hospitals. 

The defined goals and activities were carefully crafted, 
considering evidence-based resources and sought to align with 
AdventHealth’s organizational and strategic plans. AdventHealth 
East Orlando is committed to addressing the needs of the 
community, especially the most vulnerable populations, to bring 
wholeness to our communities.

Executive Summary
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Executive Summary

The Community Health Plan is a three-year strategic 
plan and may be updated during implementation 
based on changing community needs and priorities. 
AdventHealth recognizes community health is not 
static and high-priority needs can arise or existing 
needs can become less pressing. The Hospital may 
pivot and refocus efforts and resources to best serve 
the community.

Priorities Addressed

The priorities addressed include:

1. Mental Health

2. Pregnancy and Childbirth

3. Social Determinants of Health

See page 10 for the defined strategies and next steps for each 
priority selected to be addressed.

Priorities Not Addressed

The priorities not addressed include:

1. Health Care Access and Quality

2. Social and Community Context

See page 32 for an explanation of why the Hospital is not 
addressing these issues.
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Executive Summary
Board Approval

On April 01, 2026, the AdventHealth Orlando Board approved the 
Community Health Plan goals, activities and next steps. A link to 
the 2026-2028 Community Health Plan was posted on the 
Hospital’s website on May 15, 2026. 

Ongoing Evaluation

AdventHealth East Orlando’s fiscal year is January – December. 
For 2026, the Community Health Plan will be deployed beginning 
April 01, 2026, and evaluated at the end of the calendar year. In 
2027 and beyond, the CHP will be evaluated annually for the 12-
month period beginning January 1 and ending December 31. 
Evaluation results will be attached to the Hospital’s IRS Form 990, 
Schedule H. The collective monitoring and reporting will ensure 
the plan remains relevant and effective.

For More Information

Learn more about the Community Health Needs Assessment and 
Community Health Plan for AdventHealth East Orlando:
adventhealth.com/community-health-needs-assessments.

62026 –2028 Community Health Plan
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AdventHealth East Orlando is part of AdventHealth. With a sacred mission 
of Extending the Healing Ministry of Christ, AdventHealth strives to heal and 
restore the body, mind and spirit through our connected system of care. 
More than 100,000 talented and compassionate team members serve over 
8 million patients annually. From physician practices, hospitals and 
outpatient clinics to skilled nursing facilities, home health agencies and 
hospice centers, AdventHealth provides individualized, whole-person care at 
more than 50 hospital campuses and hundreds of care sites throughout 
nine states. Committed to your care today and tomorrow, AdventHealth is 
investing in new technologies, research and the brightest minds to redefine 
wellness, advance medicine and create healthier communities.

In a 2020 study by Stanford University, physicians and researchers from 
AdventHealth were featured in the ranking of the world’s top 2% of scientists. These 
critical thinkers are shaping the future of health care. Amwell, a national telehealth 
leader, named AdventHealth the winner of its Innovation Integration Award. This 
telemedicine accreditation recognizes organizations that have identified connection 
points within digital health care to improve clinical outcomes and user experiences. 
AdventHealth was recognized for its innovative digital front door strategy, which is 
making it possible for patients to seamlessly navigate their health care journey. From 
checking health documentation and paying bills to conducting a virtual urgent care 
visit with a provider, we are making health care easier — creating pathways to 
wholistic care no matter where your health journey starts. 

AdventHealth is also an award-winning workplace aiming to promote personal, 
professional and spiritual growth with its team culture. Recognized by Becker’s 
Hospital Review on its “150 Top Places to Work in Healthcare” several years in a row, 
this recognition is given annually to health care organizations that promote workplace 
diversity, employee engagement and professional growth. In 2024, the organization 
was named by Newsweek as one of the Greatest Workplaces for Diversity and a Most 
Trustworthy Company in America.

About AdventHealth
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About AdventHealth East Orlando
AdventHealth East Orlando, a 295-bed acute-care community hospital located in east Orange County, became part of the AdventHealth 
system in 1990. It includes residency programs in family medicine, podiatry and emergency medicine, and a hospital-based Center for 
Medical Simulation and Education. Additional hospital services include: 24-hour emergency department with a dedicated pediatric unit, 
audiology, AdventHealth Cancer Institute, cardiology, chest pain observation unit, critical care, diabetes, digestive health, endoscopy, home 
health, medical imaging, oncology unit, orthopedics, outpatient services, pain medicine, pediatric/adolescent and adult rehabilitation, 
primary stroke center, radiation therapy, seizure monitoring, sleep disorders center, surgery center and women’s health pavilion.
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Priorities Addressed
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Mental Health
Mental health continues to be a significant concern in the Hospital’s community, with a 
growing number of residents reporting poor mental health outcomes. According to the 
Centers for Disease Control and Prevention PLACES, data indicates that 19.3% of adult 
residents in the hospital’s community have been told that they had a depressive disorder, 
while 17.1% report poor mental health overall. Despite the growing awareness of mental 
health challenges, access to care remains a barrier for many individuals, leading to 
untreated conditions and worsening health outcomes. By prioritizing mental health access, 
the hospital will align with local, state, and national initiatives to expand services, reduce 
stigma, and improve the availability of resources for those in need. Over the next three 
years, efforts will focus on enhancing community partnerships, increasing provider capacity, 
and integrating mental health services within primary care settings to ensure equitable 
access for all residents.
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Hospital Contributions
• AdventHealth facilitates supervised clinical training for 

student interns pursuing careers in mental health in 
collaboration with Mental Health Association

• Community Impact grant funding of $300,000

Community Partners
• Outlook Clinic

• Mental Health Association

• True Health

• Orange Blossom Family Health

• Osceola Community Health Services

• Community Health Centers

Goals 

By December 2028, decrease mental 
health related admissions by 17%.

By December 2028, increase 
outpatient follow up for individuals 
screening positive on PHQ-9 by 62%.

By December 2028, increase the 
number of licensed mental health 
providers in Orange County by 23%.

*All output yearly values are projections, as this is a new 
program/intervention.

Activity

Outpatient Services | Outlook Clinic
Provide access to outpatient mental health services (by expanding mental health 
screenings, strengthening referral process, and improving the care continuum), 
prioritizing the uninsured population.  

Output

• Number of referrals successfully converted to outpatient mental health 
services (50 annually)

• Number of successful discharges per month (10 clients per month)

• Number of AdventHealth clients that were readmitted after completing the 
mental health sessions

Outcome

By December 31, 2028, the conversion rate for referrals will be at least 50%.

By December 31, 2028, the discharge rate will be at least 60%.

By December 31, 2028, the length of stay will be at most 12 weeks.

By December 31, 2028, AdventHealth readmission rates are at most 10% annually.



Mental Health
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Activity

Outpatient Services | Grace Counseling: Affordable Mental Health 
Access Program

Expands access to affordable counseling through virtual 
sessions, scholarships and supervised counselor training.

Output*

• Number of clients receiving affordable mental health services  
(2,700 annually)

• Number of counseling sessions provided (6,000 counseling 
sessions annually)

Outcome

By December 31, 2028, there will be a 100% increase in affordable 
mental health access at Grace Counseling.

By December 31, 2028, 75% of Grace Counseling youth clients will 
demonstrate measurable improvement in managing presenting 
symptoms. 

Hospital Contributions
• Community Impact grant funding of $300,000

Community Partners
• Grace Counseling

*All output yearly values are projections, as this is a new 
program/intervention.

Goal By December 2028, increase outpatient follow up for individuals screening positive on PHQ-9 screen by 62%.



Mental Health
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Activity

Outpatient Services | Osceola Community Health Services

Expand access to outpatient mental health services (by reducing 
waitlists, increasing engagement, and improving mental 
health outcomes through integrated, trauma-informed care) prioritizing 
the uninsured Osceola population.

Output*

• Number of individuals will receive outpatient behavioral health 
therapy (900 individuals total)

• Number of individuals on the behavioral health waitlist will receive 
services (400 individuals total)

Outcome

By December 31, 2028, 60% of patients will achieve a 4-point change 
in average PHQ9/GAD-7 scores as measured by the validated 
assessment tools and retrieved from the EHR.

By December 31, 2028, 90% will be screened for Social Drivers of 
Health.

By December 31, 2028, 45% of patients will receive referrals to case 
management or community partners.

Hospital Contributions
• Community Impact grant funding of $375,000

Community Partners
• Osceola Community Health Services

*All output yearly values are projections, as this is a new 
program/intervention.

Goal By December 2028, increase outpatient follow up for individuals screening positive on PHQ-9 screen by 62%.



Mental Health
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Activity

Outpatient Services | Impower, Inc.

Expands access to outpatient mental health services for chronically 
unhoused individuals by operating an Impower Inc. outpatient clinic 
located within the new Christian Service Center (CSC) building, 
providing on-site assessment, treatment and referral services.  

Output*

• Number of unhoused individuals receiving outpatient behavioral 
health services through the Christian Service Center, including 
referrals (540 individuals total)

Outcome

By December 31, 2028, 75% of clients engaged in behavioral health 
treatment for 90 days or more will demonstrate improvement in at least 
2 domains of the Functional Assessment Rating Scale.

Hospital Contributions
• Community Impact grant funding of $519,228.05

Community Partners
• Impower, Inc.

• Christian Service Center

*All output yearly values are projections, as this is a new 
program/intervention.

Goal By December 2028, increase outpatient follow up for individuals screening positive on PHQ-9 screen by 62%.



Mental Health
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Activity

Outpatient Services | RISE Community Solutions

Expands access to care for youth following psychiatric hospitalization.

Output*

• Number of youth enrolled in the RISE Community Solutions program 
and receiving behavioral health support (50 total)

• Number of referrals generated to support RISE youth and 
families (200 total)

Outcome

By December 31, 2028, 80% of clients will avoid psychiatric 
rehospitalization.

By December 31, 2028, 85% of clients will report satisfaction with 
referred therapy services.

By December 31, 2028, 75% of clients will 
complete program, Breakthrough Expansion into Osceola County.

Hospital Contributions
• Community Impact Grant funding of $398,550

Community Partners
• RISE Community Solutions

*All Output yearly values are projections, as this is a new 
program/intervention.

Goals 

By December 2028, decrease mental health related admissions by 17%.

By December 2028, increase outpatient follow up for individuals screening positive on PHQ-9 screen by 62%.



Mental Health
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Activity

Outpatient Services | Orange Blossom Family Health DBA 
Healthcare Center for the Homeless

Expansion of existing Orange Blossom Family Health outpatient 
mental health services to increase licensed provider capacity and 
improve access for uninsured individuals

Output*

• Number of individuals that receive mental health counseling 
services (275 total)

Outcome

By December 31, 2028, 75% of all individuals in the program will see 
an improvement in mental health screening scores.

Hospital Contributions
• Community Impact grant funding of $300,000

Community Partners
• Orange Blossom Family Health

• Christian Service Center

*All output yearly values are projections, as this is a new 
program/intervention.

Goals

By December 2028, increase outpatient follow up for individuals screening positive on PHQ-9 screen by 62%.

By December 2028, increase the number of licensed mental health providers in Orange County by 23%.



Mental Health
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*All output yearly values are projections, as this is a new 
program/intervention.

Goal By December 2028, increase outpatient follow up for individuals screening positive on PHQ-9 screen by 62%.

Activity

Outpatient Services | Above and Beyond: The Wraparound Project

Increase access to mental health services by providing high-fidelity 
wraparound services to individuals with complex health needs in 
the tri-county region.

Output*

• Number of individuals that receive mental health services (100 
annually)

Outcome

By December 31, 2026, 75% of individuals served will demonstrate 
improvement across the four domains of the Ohio Scales 
questionnaire.

Hospital Contributions
• Community Impact grant funding of $300,000

Community Partners
• Above and Beyond



Mental Health
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*All output yearly values are projections, as this is a new 
program/intervention.

Goal By December 2028, increase the number of licensed mental health providers in Orange County by 23%.

Activity

Gifted Ones: GO! MHi

Increase access to mental health services and decrease barriers for 
mental health professionals by providing tailored training and support 
services to mental health professionals.

Output*

• Number of mental health professionals that obtained licenses (40 
total)

Outcome

By December 31, 2026, 100% of the mental health providers enrolled 
in training and support program will be licensed.

Hospital Contributions
• Community Impact grant funding of $293,865

Community Partners
• Gifted Ones



Mental Health
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*All output yearly values are projections, as this is a new 
program/intervention.

Goal By December 2028, increase outpatient follow up for individuals screening positive on PHQ-9 by 62%.

Activity

Outpatient Services | Hispanic Federation: 
Por Nosotros: Facilitating Mental Health Care for Latinos

Provide access to culturally competent mental wellness programming 
in both English and Spanish to Hispanic community 
members. Program will include intensive education about mental 
health and include available resources.

Output*

• Number of mental wellness program participants that attended 4 
six-month long cohorts (300 total)

• Individuals reached via media/outreach (225,000 total)

• Staff attending mental health webinars (700 total)

• Individuals reporting improved mental health tool use (200 total)

• Individuals accessing skilling, job prep, & financial literacy training 
(135 total)

• Individuals gaining jobs, income, certifications, or advancing digitally 
(75 total)

• Staff reporting improved mental health assistance skills (15 total)

Outcome

By December 31, 2026, the number of individuals that attend the 
mental health wellness program will be 100%.

Hospital Contributions
• Community Impact Grant funding of $300,000

Community Partners
• Hispanic Federation



Mental Health
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*All output yearly values are projections, as this is a new 
program/intervention.

Goal By December 2028, increase the number of licensed mental health providers in Orange County by 23%.

Activity

Outpatient Services | NAMI Greater Orlando (NAMIGO): Certified 
Recovery Specialists (CRPS) Training and Mentorship Program

Expansion of educational training program (CRPS Training and 
Mentorship Program) across the quad counties in Central 
Florida. These programs will impower individuals with lived 
experiences to earn their CRPS certification, improving their 
employment opportunities and enhancing recovery outcomes in their 
communities.

Output*

• Number of individuals enrolled in the CRPS 40-hour training 
course (80 annually)

Outcome

By December 31, 2027, the number of individuals that will complete 
the CRPS training and mentorship program will be at least 75%.

Hospital Contributions
• Community Impact grant funding of $104,000

Community Partners
• NAMI Greater Orlando



Pregnancy and Childbirth

Activity*
Women’s Mobile Sonography Bus

Provides customized prenatal and postpartum services for community-based organizations to improve early access to care, particularly in 
areas with limited access to obstetric and diagnostic services.

Output**

• Number of women receiving early access to outpatient care, defined as prenatal care (OB, doula, birthing center, ultrasounds, lactation 
consultation, prenatal education, breastfeeding support, Social Drivers of Health screening, and Florida prenatal screening) (950 women 
annually)

• Number of ultrasound screenings conducted (425 screenings annually)

• Number of community-based events attended (150 events annually)

*Activity continues on the next page.
**All output yearly values are projections, as this is a new program/intervention.

Maternal health remains a top concern, with disparities in prenatal care access, birth 
outcomes, and postpartum support disproportionately affecting underserved populations. 
In the hospital’s service area, gaps in early prenatal care, low-birth-weight births, and 
limited access to postpartum and lactation support highlight the need for targeted 
interventions. Addressing these challenges requires a comprehensive approach that 
improves access to prenatal and postpartum care, strengthens breastfeeding initiation and 
continuation, and connects mothers to culturally responsive education and support 
services. By partnering with community-based organizations and expanding mobile and 
community-centered services, the hospital aims to support healthier pregnancies, improve 
birth outcomes, increase breastfeeding rates, and promote better long-term health for 
mothers and newborns.
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Goals 

By December 2028, 
decrease percentage of Low-Birth-
Weight by 20%.

By December 2028, increase 
percentage of Full-Term Births by 13%.

By December 2028, increase 
breastfeeding amongst newborns by 
35%.



Pregnancy and Childbirth
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Goals

By December 2028, decrease percentage of Low-Birth-Weight by 20%.

By December 2028, increase percentage of Full-Term Births by 13%.

By December 2028, increase breastfeeding amongst newborns by 35%.

Hospital Contributions

• Maintain funding amount of $3.4 million for Community Birth Coordinator care coordination, lactation consultation, and maternal fetal medicine 
evaluations

• Maintain mobile units and medical equipment
• Improve access to educational classes by eliminating participant’s financial barriers of $115 which is the average cost of class participation; 

annual expense of $173,500 funded by hospital for all participants to have educational class access
• Utilize the Whole Health Hub to connect and refer participants to community resources for holistic care and reduced readmissions measured by 

decreased readmission rate of program participants

Community Partners

• Align with community partners to host mobile unit and provide additional wraparound maternal products/services
• Support community health departments, public health services, and community-based organizations focused on maternal health and 

decreasing infant mortality
• Healthy Start Coalition of Orange County facilitated Florida Prenatal Screening to foster ongoing care and education and connect families to 

available community resources
• True Health, Orange Blossom Family Health, Osceola Community Health Services and Community Health Centers as referral partners for 

pregnant individuals to receive prenatal care

Activity continued

Women’s Mobile Sonography Bus

Outcome

By December 31, 2028, 90% of women referred through the Women’s mobile unit will be connected to ongoing prenatal care, and 
education services provided by community partners.

By December 31, 2028, 70% of women who engage with the mobile unit will be linked to ongoing care coordination and support 
services.



Pregnancy and Childbirth
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Goals

By December 2028, increase breastfeeding amongst newborns by 35%.

By December 2028, decrease percentage of Low-Birth-Weight by 20%.

By December 2028, increase percentage of Full- Term Births by 13%.

Activity*

Perinatal Compass Program - Community Birth Coordinator

Assisting with prenatal care access, education, and resource linkage with ongoing touchpoints from emergency department visit to 
delivery and beyond.

Output**

• Number of women connected with obstetrical care (500 women annually)

• Number of viable full-term births (250 full-term births annually)

• Number of births with birth weight within normal limits (250 births with birthweight within normal limits)

Outcome

By December 31, 2028, 75% of women referred through the Perinatal Compass program will be connected to ongoing care and 
education.

By December 31, 2028, 50% of participating women will be successfully connected to ongoing care coordination services.

By December 31, 2028, 30% of women will remain engaged in Community Birth Coordinator services from prenatal to two weeks 
postpartum.

*Activity continues on the next page.

**All output yearly values are projections, as this is a new program/intervention.



Pregnancy and Childbirth
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Goals

By December 2028, increase breastfeeding amongst newborns by 35%.

By December 2028, decrease percentage of Low-Birth-Weight by 20%.

By December 2028, increase percentage of Full- Term Births by 13%.

Hospital Contributions

• Maintain funding amount of $291,000 for coordination programmatic expenses

• Maintain systems for care coordination documentation and resource linkage

• Maintain educational resources including the Baby Place Academy app, childbirth education classes, and lactation consultations

• Utilize the Whole Health Hub to connect and refer clients to community resources for holistic care and reduced readmissions measured by 
decreased readmission rate of program participants

Community Partners

• Healthy Start Coalition of Orange County facilitated Florida Prenatal Screening to foster ongoing care and education and connect families to 
available community resources

• Align with community partners to provide additional wraparound maternal-child products/services

• Disseminate managed care information from managed care payers on prenatal, breastfeeding and postpartum services (e.g., Statewide Medicaid 
Managed Care program providers) to inform and connect families

• True Health

• Orange Blossom Family Health

• Osceola Community Health Services

• Community Health Centers

Activity continued

Perinatal Compass Program - Community Birth Coordinator



Pregnancy and Childbirth
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Activity*

4th Trimester Program

Providing care coordination support including hypertension education and resource linkage

Output**

• 30-Day Maternal Readmission Rate for Postpartum Program Enrolled Delivering Individuals (not exceeding 10% readmission rate for 
postpartum individuals)

• Number of postpartum days within the program (84 days)

• Number of blood pressure cuffs distributed (230 blood pressure cuffs distributed yearly to reduce avoidable HPD-related 
readmissions)

Outcome

By December 31, 2028, 90% of postpartum program enrolled delivering individuals will not be readmitted 30 days post-discharge.

By December 31, 2028, 75% of individuals retained in the 4th Trimester Program until 12 weeks postpartum.

*Activity continues on next page

**All output yearly values are projections, as this is a new program/intervention.

Goals

By December 2028, decrease the 30-Day Post Partum readmission rate by 48%.

By December 2028, maintain the infant mortality rate of 0.34% or below.



Pregnancy and Childbirth
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Goals

By December 2028, decrease the 30-Day Post Partum Readmission Rate by 48%.

By December 2028, maintain the infant mortality rate of 0.34% or below.

Hospital Contributions

• Maintain systems for care coordination documentation and resource linkage

• Maintain educational resources including lactation consultations and blood pressure management tools

• Provide durable medical equipment (blood pressure cuffs) to individuals in need and experiencing financial hardship

• Utilize the Whole Health Hub to connect and refer clients to community resources for holistic care and reduced readmissions measured by 
decreased readmission rate of program participants

Community Partners

• Refer 4th Trimester Program graduates into other community-based programming based on their needs

• Connecting program participants with community-based organizations for maternal-child care and general assistance:

o True Health

o Orange Blossom Family Health

o Osceola Community Health Services

o Community Health Centers

Activity continued

4th Trimester Program



Pregnancy and Childbirth
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Activity*

Mother's Heart Wise Program (Remote Monitoring Maternal Health Program)

Providing remote monitoring and care coordination to manage postpartum hypertension in individuals

Output**

• Number of postpartum individuals enrolled in remote monitoring (scale from 50 individuals in pilot year to 75 individuals per year)

• Number of specialty referrals made (primary care, cardiology, endocrinology)

• Number of blood pressure cuffs distributed (200 blood pressure cuffs distributed annually)

• 75% of individuals retained through 12 weeks postpartum and completed program

Outcome

By December 31, 2028, 90% of remote monitoring program participants will not be readmitted 30 days post-discharge.

By December 31, 2028, increase postpartum follow-up adherence to 80% among enrolled individuals.

By December 31, 2028, ensure at least 75% of individuals complete long term follow- up referrals to support sustained maternal health 
beyond the postpartum period (primary care, cardiology, endocrinology).

*Activity continues on next page

**All output yearly values are projections, as this is a new program/intervention.

Goals

By December 2028, decrease the 30-Day Post Partum Readmission Rate by 48%.

By December 2028, maintain the infant mortality rate of 0.34% or below.
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Goals

By December 2028, decrease the 30-Day Post Partum Readmission Rate by 48%.

By December 2028, maintain the infant mortality rate of 0.34% or below.

Hospital Contributions

• Maintain $106,650 for educational materials, technological devices and other materials to provide program support:

o Support remote monitoring technology and data systems

o Provide durable medical equipment (blood pressure cuffs) to individuals in need and experiencing financial hardship

• Utilize the Whole Health Hub to connect clients to community resources for holistic care and reduced readmissions

Community Partners

• Connecting program participants with community-based organizations for maternal-child care and general assistance:

o True Health

o Orange Blossom Family Health

o Osceola Community Health Services

o Community Health Centers

o Healthy Start Coalition of Orange County

Activity continued

Mother's Heart Wise Program (Remote Monitoring Maternal Health Program)



Social Determinants of Health
Recognizing that health outcomes are shaped by more than just medical care, the hospital 
has prioritized Social Determinants of Health (SDOH) to address broader systemic factors 
that impact community well-being. Data highlights significant challenges related to multiple 
needs that address the social determinants of health, all of which contribute to health 
inequities. By addressing these key areas, the hospital seeks to implement community-
based strategies that connect individuals to essential resources, improve health literacy, 
and support long-term wellness. Partnerships with local agencies, community organizations, 
and government programs will be strengthened to enhance affordable housing initiatives, 
expand transportation services, increase access to nutritious foods, and improve 
management of chronic conditions. The goal is to create sustainable solutions that promote 
health equity and improve overall quality of life for vulnerable populations.
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Goal 

By December 2028, increase the 
percentage of referrals via WHH 
for individuals experiencing SDOH 
needs to 60%.

Activity
Community Resource Spots (CRS)

Provide wraparound services (health, education and social services) for the uninsured population with Community Resource Spots

Output
• Number of uninsured unique individuals that receive wraparound services (500 unique individuals will receive wraparound services annually)
• Number of unique individuals screened for SDOH needs (500 screened for SDOH needs)
• Number of repeat visits by uninsured individuals to the Community Resource Spots (125 uninsured individuals annually)
• Total number of medical services delivered: 

o Prescriptions (150)
o Lab Orders (35)
o Imaging Orders (baseline)

• Total number of individuals who receive follow-up care by assigned case manager

*Activity continues on next page

**All output yearly values are projections, as this is a new program/intervention.



Social Determinants of Health
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Goal By December 2028, increase the percentage of referrals via WHH for individuals experiencing SDOH needs to 60%.

Activity continued

Community Resource Spots (CRS)

Outcome

By December 31, 2028, 100% of unique individuals who attend CRS 
activations will receive at least one service, resource, or screening.

By December 31, 2028, 100% of unique individuals who attend CRS will 
be screened for SDOH needs.

By December 31, 2028, the number of unique individuals that are 
readmitted to AdventHealth’s Emergency Department will decrease 
by 20%.

By December 31, 2028, at least 75% of individuals receiving medical 
services through CRS will complete recommended follow up care.

Hospital Contributions

• Community Health and Mission & Ministry team 
to identify and establish community partnerships for direct 
referrals as well as potential funding opportunities.

• Maintain funding amount of $524,000 for Community 
Resource Spots

• Prioritize activation in community events in identified zip 
codes with Community Engagement team

• Utilize the Whole Health Hub to refer clients to community 
resources for holistic care in partnership with the Care 
Management and Nursing teams

Community Partners

• Hope Partnership

• American Muslim Community Clinic

• Samaritan Resource Center

• Apopka SDA Church

• Kress Memorial SDA Church

• True Health

• Orange Blossom Family Health

• Osceola Community Health Services

• Community Health Centers
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Goals

By December 2028, increase the percentage of referrals via WHH for individuals experiencing SDOH needs to 60%.

By December 2028, increase the percentage of closed-loop referrals within 30 days to 80%.

By December 2028, maintain 97% or above of individuals screened for SDOH.

Hospital Contributions

• Whole Health Hub referrals (resource page)

• Whole Health Hub training

• Whole Health Hub Shared Governance

Community Partners

• Catholic Charities

• Food with Care

• Christian Service Center

• Charity and Love Inc.

• Second Harvest Food bank of Central Florida

• Hope Helps, Inc.

• Service and Love Together (SALT) Outreach, Inc.

• Christian HELP

• The Salvation Army-Osceola County

• True Health

• Orange Blossom Family Health

• Osceola Community Health Services

• Community Health Centers

Activity

Whole Health Hub

Ensure all eligible Central Florida Division individuals are screened for 
social needs and connected to services, with increased closed-loop 
referrals and improved referral completion rates across campuses

Output*

• Number of eligible individuals screened for social needs

• Number of closed- loop referrals within 30 days

Outcome

By December 31, 2028, increase the percentage of closed-loop 
referrals completed within 30 days to 80%.

By December 31, 2028, increase the percentage of eligible individuals 
referred for identified social needs to 95%.

By December 31, 2028, maintain 97% or above screening rate for 
SDOH among eligible individuals across all hospital campuses.

By December 31, 2028, increase Whole Health Hub referral capacity 
by 25% through expanded community partnerships.

*All Output yearly values are projections, as this is a new 
program/intervention.
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Priorities Not Addressed



Health Care Access and Quality

Improved Care Coordination Among Healthcare Providers —
 While the Hospital strives for internal care coordination, 
comprehensive system-wide integration among all healthcare 
providers, including external specialists and community health 
centers, requires broader regional collaboration. This level of 
coordination is best led by healthcare networks, accountable care 
organizations (ACOs), or state health agencies that oversee multi-
system integration. 

Better Communication Between Healthcare Organizations and 
Nonprofits — The Hospital engages with nonprofit organizations 
on specific initiatives but does not have the infrastructure to serve 
as a centralized communication hub between all healthcare 
providers and nonprofits. Effective coordination in this space 
requires a dedicated coalition, community health collaborative, 
or governmental entity to facilitate structured partnerships. 

Case Management for Complex Medical and Social Needs — The 
Hospital’s case management team works with patients who have 
complex medical and social needs, providing care coordination 
and support. However, this need was not chosen as a priority for 
the current CHNA cycle due to other pressing health needs and 
resource allocation. 

Behavioral Health Services for the Uninsured — The Hospital 
offers some behavioral health services but cannot fully address 
the demand for uninsured patients due to funding constraints and 
provider shortages. Expanding access to behavioral health care 
for uninsured individuals requires policy changes, increased 
public funding, and partnerships with community mental health 
organizations that can provide sliding-scale or free services.

Social and Community Context

Support for Vulnerable Populations —While the Hospital 
provides medical care and referrals to social services, it does not 
have the infrastructure to comprehensively address social 
determinants such as housing, food security, or long-term 
financial assistance. These areas require sustained efforts from 
government agencies, nonprofit organizations, and community-
based programs specializing in social services. 

Improved Health Literacy Resources —The Hospital offers 
patient education materials, but large-scale health literacy efforts, 
such as community-wide educational campaigns and curriculum 
development, fall outside its direct priorities. Public health 
departments, libraries, and local advocacy groups are better 
positioned to lead and expand these efforts. 

Linguistically and Culturally Appropriate Healthcare 
Resources —  While the Hospital provides interpreter services and 
translated materials for common languages in the region, it lacks 
the capacity to fully implement culturally tailored health programs 
for all communities. Expanding these resources requires broader 
policy changes and collaborations with community organizations 
that specialize in culturally competent care.
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AdventHealth East Orlando also identified the following health needs during the CHNA process. In reviewing the CHNA data, 
available resources and ability to impact, the Hospital determined these needs will not be addressed. 
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Priorities Not Addressed



Adventist Health System/Sunbelt, Inc. dba
AdventHealth East Orlando

CHP Approved by the Hospital Board on: April 01, 2026

For questions or comments please contact: 
CFD.CommunityHealth@adventhealth.com
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