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WHAT IS THE BRIDGE PROGRAM?
• Outpatient therapy program through CHCO for children after newly acquired neurological 

injuries 

• Team includes PT, OT, SLP, Rehabilitation psychologist, education specialist, and social 

work

• Patients come at least 2x per week, typically 2-3 hours each day

• Treat about 25 patients per year

• Most common diagnosis: Traumatic brain injury 

• Goal: Continued rapid recovery of neurological injuries after patients have left the 

hospital, through multiple therapies, in one location.
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GOAL STATEMENT

• Improve family and provider knowledge 
about the Bridge program to reduce 
uncertainties related to the transition into 
Bridge. 

Goal statement 

• Focuses on the development of new 
teaching methods, assessments of 
learning outcomes and preparation and 
dissemination of highly effective curricula 
and other instructional materials.

Scholarship of teaching1



LITERATURE REVIEW 

Experiences of patients with traumatic brain injury and their carers during transition 

from in-patient rehabilitation to the community: a qualitative study2

• Respondents expressed that lack of coordination between services lead to confusion and 

delays in receiving follow-up care.

• Carers did not understand each medical professionals’ role and who to contact for what. 

• “Transitions of care place more responsibility on caregivers.”

• Caregivers need support from staff to help make sense of the trauma, manage their 

emotional response, organize family commitments, mitigate financial  pressures, and 

arrange schedules.



LITERATURE REVIEW P2 

The Role of Rehabilitation Professionals in Care Transitions for Older Adults: A Scoping Review3

• Well-planned and executed transition of care lead to improved quality of life, reduced healthcare costs, 

decreased hospital readmission rates, and fewer medication errors.  

• Case manager involvement is imperative in the success of care transitions.

• Timely follow-up is necessary to optimize outcomes for patients. 

Caregiver Perspectives During the Post Inpatient Hospital Transition: A Mixed Methods Approach4

• Patients expressed fears related to social relationships, coping skills, academic performance, 

and relationships with school personnel upon discharge. 

• Caregivers desired more assistance organizing after school activities, mentoring, in-home 

support services, appointment transportation, and family therapy. 

• Caregivers wished schools would be more proactive in providing services for their children. 



LITERATURE REVIEW P3 

Experiences of patients, parents, and healthcare professionals in the process of 

transitioning from hospital to community after inpatient pediatric rehabilitation 

among children with special health care needs5

• Successful medical rehabilitation includes supporting patients’ reintegration into to the 

community, including return to school and access to education.

• Clear and timely communication is imperative in reducing stress during the return to school 

experience. 

• Caregivers recommended a post-discharge bridge program combining healthcare and 

educational support to aid a successful reentry into school. 

• Full-day outpatient programs were beneficial for patients, especially those with acquired 

brain injuries, in continuing therapeutic rehabilitation and providing educational support. 



LITERATURE REVIEW P4 

Transitions to Outpatient Care After Traumatic Brain Injury for Hispanic Children6 

• Barriers to obtaining outpatient rehabilitation included lack of providers close to home, 

insufficient transportation, lack of support resources, poor understanding of patient’s 

illness, and poor communication.

• It is critical to receive timely initiation of therapy after hospital discharge as the highest 

rate of functional recovery happens in the first year after TBI. 

• Caregivers reported a lack of coordinated support and communication between the 

hospital and their child’s school.

• Family centered care, support for school retry, and assistance with community 

reintegration were positive indicators for children following a TBI. 



LITERATURE REVIEW P5 

Improving transitions of care for complex pediatric trauma patients from inpatient 

rehabilitation to home: an observational pilot study7 

• Confusion regarding follow-up care after hospitalization decreases efficiency and 

effectiveness of these services. 

• Caregivers of children with brain injuries report feeling “abandoned and stressed” during 

the transition from inpatient rehabilitation to outpatient services. 

Statistics

• 84% of families identified difficulty in obtaining needed treatment or resources.

• 84% of families reported confusion navigating follow-up recommendations. 

• 23% of caregivers had difficulty making appointment or were unsure of which specialists 

they needed to see. 

• 38% of families had difficulty making appointments or finding providers.

• 22% had difficulty obtaining or using the equipment. 

• 29% had difficulty transitioning back to school or daycare. 



GATHERING INFORMATION

• Approved by the International Review Board (IRB) as 

“quality improvement”- November 2024

• Did not need ethics review 

• Surveys created- November 2024

• Emailed to providers

• Communicated with Bridge scheduler for 

patient/caregiver survey→ Pivoted to QR code for 

patients



PROVIDER QUESTIONS



PATIENT/CAREGIVER 

QUESTIONS



RESULTS

• 2 responses from patients/caregivers

• 20 responses from providers

Common themes:

• Families and providers should know…

• Expected frequency of sessions

• Availability within Bridge

• Length of care

• Steppingstone to typical outpatient 

• Providers should know…

• How to refer 

• Who is a good candidate 
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5 PRODUCTS 

CREATED
Handout for families 
(November 2024-April 2025)

Draft Children’s Hospital of Colorado Webpage 
(November 2024-April 2025) 

Decision tree for providers 
(December 2024-March 2025)

In-service for CHCO therapists 
(April 2025)

LEND Scholarly Project Symposium 
(May 2025) 



MEETING WITH MARKETING8 

• Jennifer Labac, Director of Digital Communication 

Strategy 

• December 11, 2024

• 12 million people per year use the CHCO website 

• Prioritize communication to bring in new patients 

• Requirements: 8th grade reading level, focus on 

keywords that people are searching 

• Accessibility: Health literacy, current focus on creating 

website in Spanish 
Image of CHCO Main Website Landing Page9



HEALTH 

LITERACY 
Submitted handout 2/4/25

Approved with edits 3/19/25

• Updated format

• Ensured reading level requirements

• Simplified

Submitted for Spanish translation 3/19/25



HANDOUT FOR FAMILIES 

https://drive.google.com/file/d/1SmC_Jy6xo9u-GPcNR08Rtu1hRNRLLVfc/view?usp=sharing

https://drive.google.com/file/d/1SmC_Jy6xo9u-GPcNR08Rtu1hRNRLLVfc/view?usp=sharing


HANDOUT FOR FAMILIES (SPANISH)

https://docs.google.com/document/d/1Yki-rMoyk2duv-

vJLIEFlch5NXC6S3dQ/edit?usp=sharing&ouid=105899344668775164140&rtpof=true&sd=true

https://docs.google.com/document/d/1Yki-rMoyk2duv-vJLIEFlch5NXC6S3dQ/edit?usp=sharing&ouid=105899344668775164140&rtpof=true&sd=true
https://docs.google.com/document/d/1Yki-rMoyk2duv-vJLIEFlch5NXC6S3dQ/edit?usp=sharing&ouid=105899344668775164140&rtpof=true&sd=true


DECISION TREE 

FOR PROVIDERS 

https://drive.google.com/file/d/12U4IGhR5D26JshBQkZn1GPV

vUsiMS9cX/view?usp=sharing

https://drive.google.com/file/d/12U4IGhR5D26JshBQkZn1GPVvUsiMS9cX/view?usp=sharing
https://drive.google.com/file/d/12U4IGhR5D26JshBQkZn1GPVvUsiMS9cX/view?usp=sharing


DRAFT WEBPAGE

Steps to create a webpage

1. Fill out “CHCO Program Landing Webpage Template 

2. Submit to Marketing and Communications

3. CHCO writing team makes edits 

4. Content management system publishes 

https://drive.google.com/file/d/1I7JtGRUFVj1o7lcTluYultQCYUISSHme/view?usp=sharing

https://drive.google.com/file/d/1I7JtGRUFVj1o7lcTluYultQCYUISSHme/view?usp=sharing


IN-SERVICE 

• Occurred 4/10/2025

• Inpatient therapists from all disciplines (OT, PT, SLP) 

attended  

• Discussed referral process and new materials

• Feedback survey 

• Created dot phrase for EPIC  



ONGOING NEEDS

Increase feedback 
from families and 

patients

1

Move forward 
with publishing 

Bridge webpage 

2

Ensure materials 
are being used 

3

Present at APTA 
Pediatric 

Conference

4



THANK YOU!

Kat Denlinger, mentor for the Bridge Program

And the entire Bridge team!

Meghan Hernandez, Director of Residency 

Inpatient therapists at Children’s Hospital Colorado

Families and patients of Bridge

Jennifer Labac, Marketing Director

And the CHCO Health Literacy team

LEND program faculty and colleagues  
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T73MC11044 and by the Administration on Intellectual and Developmental Disabilities (AIDD) under the University Center of Excellence in Developmental Disabilities (UCDEDD) 

Grant 90DDUC0106 of the U.S. Department of Health and Human Services (HHS). This information or content and conclusion are those of the author and should not be construed as 

the official position or policy of, nor should HRSA, HHS or the U.S. Government infer any endorsements.
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