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Executive Summar

Massachusetts General Hospital: A Tradition of Caring

. . . . e While Charlest h
MGH recognizes that access to high-quality health care is e “atestoln nas

the highest median

necessary, but by no means sufficient, to improving health status. income of Boston

We are also committed to engaging in deep and transformative neighborhoods, 37% of
relationships with local communities to address the social Charlestown youth live
determinants of health. The MGH Center for Community Health below poverty

Improvement (CCHI) conducted its first community health needs

assessments (CHNA) in 1995 in Revere, Chelsea and Charlestown, where MGH has had health
centers for more than 40 years, and has done so periodically over the past 17 years. As a result of
these assessments and together with our community partners, we have made substantial progress
on preventing and reducing substance abuse, improving access to care for vulnerable populations,
expanding opportunities for youth and more.

2012 Community Health Needs Assessment

The Patient Protection and Affordable Care Act now requires hospitals to conduct CHNA’s every
three years. CCHI used this new requirement as an opportunity to formalize our assessment
methods using the MAPP framework (Mobilizing for Action through Planning and Partnerships,
created by the CDC in 2000). MAPP recommends that assessments be community driven, involve
diverse sectors of the community, and that data be collected through multiple sources such as
focus groups, key informant interviews and public health sources. CCHI collaborated with
communities of Revere, Chelsea and Charlestown to conduct the assessment. Almost 3000
people across the three communities, including more than 800 from Charlestown, had input into
this process. In Charlestown, residents participated through the following methods:

“| feel a strong sense of 1. A Quality of Life Survey - 545 surveys received;
community within my 2. Community Forums - 150 participants attended;
condo association but 3. Assessment Committee Members - 36 committee members
not the larger guided the process and shared their perceptions of community
Charlestown strengths, threats and the forces of change that affect health;
community. It would be Focus Groups - 17 focus groups reached 149 participants;
nice to change this, but .
| am not sure how.” - . Public health Data - from sources such as the U.S. Census,
Charlestown resident MA Department of Education and Boston Public Health

Commission.

Priorities

By a significant margin, Charlestown identified substance abuse and the effects it has on quality
of life including perceptions of violence and public safety, as their top issue. In addition the
community identified cancer prevention/healthy living, access to care (with an emphasis on
helping families with autistic youth) and promotion of educational attainment as additional
priorities to be addressed.

Strategies

Initial new strategies resulting from this assessment process include creating a new infrastructure
to respond to Charlestown’s multiple health priorities. The assessment committee has agreed to
form a new group called The Charlestown Collaborative, a coalition of residents and providers
who will take a comprehensive approach to building a healthy community. The Collaborative
will also implement some changes in service delivery to both 1) meet the needs identified by the
community in order to build trust in the process, and; 2) transform the way that providers work
together, a very important systems change over the long term.
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The Charlestown Communit

Geographically isolated on a peninsula northeast of downtown Boston and occupying just
1.4 square miles, Charlestown is the second smallest of the city’s 15 neighborhoods with
a growing population of 16,439, up 8.2% since 2000. The community’s dramatic history
has significantly influenced its health and stability. During the 1950s and 1960s,
Charlestown was a neighborhood of primarily working class White Irish Catholics who
depended on blue collar jobs at the Charlestown Navy Yard. The closing of the Navy
Yard in 1974 resulted in significant unemployment and was a tremendous blow to the
neighborhood. New school busing policies created tumult in the 1970s as minority
children were bused into Charlestown schools, while Charlestown students were
transported to schools elsewhere in the city.

Since then, Charlestown’s diversity has expanded dramatically, along with growing rates
of both the very poor and the very wealthy. Charlestown’s minority population in 2010
was 23. 5%, up significantly from 4.9% in 1990. Charlestown’s median income
($76,898) is the highest in the city of Boston, however 17% of the entire Charlestown
population and 37% of Charlestown’s children live below the Federal Poverty Level, well
above Boston’s child poverty rate of 28%. A growing affluent population has been drawn
to Charlestown’s proximity to downtown Boston, renovated brownstones, and views of
the harbor, and has contributed to Charlestown’s stark income disparities.

MGH: A Tradition of Carino

Massachusetts General Hospital (MGH) has a long legacy of caring for the underserved
in the local community. Founded in 1811 to care for the “sick poor,” today that
commitment is demonstrated through caring for all regardless of ability to pay,
supporting three community health centers for more than 40 years and a comprehensive
approach to addressing social determinants of health. MGH Trustees affirmed this
commitment in 2007 by expanding the hospital’s mission to include “...improve the
health and well-being of the diverse communities we serve.”

MGH recognizes that access to high-quality health care is necessary, but by no means
sufficient, to improving health status. We must also engage in deep and transformative
relationships with local communities to address the social determinants of health. Thus,
MGH has health centers in each of these communities and provides comprehensive health
care to over 63,000 primarily low-income individuals and families annually. In addition,
MGH created the Center for Community Health Improvement (CCHI) in 1995, with the
mission of collaborating with communities to achieve measurable, sustainable
improvements to key indicators of the community’s health and well-being.

MGH Center for Community Health Improvement Page 3




Partnering with Communities; 1995-2012

CCHI conducted its first community health needs assessments (CHNA) in Revere,
Chelsea and Charlestown in 1995, and has done so periodically thereafter. CCHI has
partnered with these communities to make measurable improvements to complex and
long-standing health problems. Many of these problems are associated with high rates of
poverty, low educational attainment and other social and economic determinants. These
communities have undergone rapid demographic transformation as new populations from
across the globe bring extraordinary diversity to these communities. Since 1995, CCHI
has collaborated with our community partners and health centers to assess health status
and identify and address priorities which have included:

Preventing and Reducing Substance Abuse
Interrupting the Cycle of Family Violence
Eliminating Racial and Ethnic Disparities in Health Care
Expanding Opportunities for Boston Youth
Improving Access to Care for Vulnerable Populations
Promoting Healthy Living
Prevention and Early Detection of Cancer

In 2004, MGH CCHI was part of a concerted and inclusive community-wide effort to
respond to the alarming rates of substance abuse and associated risks to the health,
development and well-being of Charlestown youth by forming the Charlestown
Substance Abuse Coalition (CSAC). With the goal of reducing substance abuse and
building a healthier community, the Coalition has worked with agencies and
organizations across the community and the state, and has contributed to increased access
to substance abuse services, an increased public safety presence, and a sense of reduced
stigma and shame. The Coalition has trained community residents to deliver an
evidence-based substance abuse prevention curriculum in Charlestown public schools,
and engaged parents in leadership roles in prevention programs. These combined efforts
have contributed to improved outcomes including fewer overdoses and a decreased drug
abuse mortality rate in Charlestown.

2012 gemmunty Health - Tha NMJAPP Process

CCHUI’s last overall assessment in all three
communities, including Charlestown, was conducted in
2009. Since this time the Patient Protection and
Affordable Care Act was passed requiring hospitals to
conduct CHNA's every three years, reportable to the
Internal Revenue Service (IRS). Guidelines require
diverse community participation in the assessment
process, the goal of which is to identify health priorities
and develop a strategic implementation plan to address
them. This plan must be approved by the governing

ity The,
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2012 Nec: asesment - The MAPP Process

board of the hospital and reported to the IRS every three years. MGH CCHI viewed
these requirements as an opportunity. After a review of methods, we selected MAPP:
Mobilizing for Action through Planning and Partnerships as a framework to guide the
assessment process. MAPP is a community-driven strategic planning process for
improving health, developed in 2000 by the Centers for Disease Control and Prevention
(CDC). Similar to IRS guidelines, the process recommends that assessments be
community driven, involve diverse sectors of the community, and that data be collected
through multiple sources such as focus groups, key informant interviews and public
health data. The framework recommends data to collect in order to identify a broad array
of health indicators, including behavioral and environmental factors, as well as tools for
collecting that data.

MAPP recommended phases and assessments:
Phase 1: Organize for success and develop partners
Phase 2: Collaborate and create a common language/vision

Phase 3: Assess needs and strengths of the community by measuring:

e Community Themes and Strengths: Qualitative data collection that aims to
find out what is important in the community, how quality of life is perceived
and what assets and resources are available to improve quality of life

e Forces of Change: The positive and negative external forces that impact the
promotion and protection of the public’s health

e Community Health Status: The overall health as measured by public health
data and community perceptions

Phase 4: Identify strategic issues
Phase 5: Formulate goals and strategies
Phase 6: Plan, implement and evaluate the community’s strategic plan

MAPP Implementation

The MAPP process in Charlestown was built upon a strong foundation of community
involvement including the Charlestown Substance Abuse Coalition (CSAC),
neighborhood council, multiple agency and faith based institutions and volunteers in
addressing complex health and social issues. Several ongoing initiatives were leveraged
to become the MAPP process. CSAC was preparing for its next strategic planning
process and considering expansion to address additional community health issues
including healthy living, prevention, mental health and social determinants of health.
Spaulding Rehabilitation Network was required to conduct a community needs
assessment in connection with its approval by the MA Department of Public Health to
construct a new facility in Charlestown. The process also aligned with the MA
Department of Public Health Community Health Network Area (CHNA), which
improves community health through local coalitions; the Coalition is a member of CHNA
19 in Boston. The two groups joined to form a new committee responsible for overseeing
the community’s health assessment process and reached out to all sectors of the
community to conduct the six phases of the MAPP process detailed below.

@ MGH Center for Community Health Improvement Page 5




MAPP Implementation

Phase 1 & 2: Partnership Development

In the fall of 2011 a Charlestown Community
Assessment Committee was formed to oversee and
drive the MAPP process. The committee was
comprised of representatives from health care,

= /1 education, social services, government, business,

. criminal justice, community groups, mental health,
faith, youth and community residents. CCHI made
a concerted effort to identify community
assessment committee members from across
sectors. Engaging diverse groups and individuals
who are not generally included in discussions
about community needs and assets were
prioritized. More than 75% of the committee members were Charlestown residents. See
Appendix A for lists of members and organizations.

Jlbly " =77 ™
Charlestown Assessment Committee Meeting

In Charlestown, committee members reviewed and agreed to the following job
description:

1. Oversee the community health needs assessment and planning process
2. Provide guidance about how to best gather community input and data
3. Assist in convening the community
4

. Assist in data collection through focus groups, key informant interviews, and/or
other sources

o

Participate in identifying key community issues and assets

6. Prioritize the community’s key issues after data gathering and analysis is
complete

7. Create a community strategic plan

Phase 3: Data Collection

Following the initial planning
phase, community members
developed a collective vision of
their ideal community that
guided the distinct assessments
phases. CCHI provided training
to assessment committee
members, and worked with them
to conduct a comprehensive
information gathering process
incorporating both quantitative

Charlestown Community Forum, December, 2011
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MAPP Implementation

and qualitative community health data. In nine monthly meetings the committee provided
feedback on a community survey, its distribution and planned a community forum. The
group worked to publicize the survey and forum, outreached to residents to encourage
diverse participation, and discussed mechanisms for follow-up. Facilitated discussions
were held during committee meetings about the top health concerns and assets in
Charlestown and the forces of change operating in the community. Details about this
methodology include:

1. A Quality of Life survey adapted with input from committee members. The
survey was translated into Spanish and Cantonese and distributed widely via the
web, through assessment committee members, the local paper and in person at the
MGH Charlestown Health Center, Public Library, Kennedy Center, and housing
developments. A total of 545 surveys were returned in Charlestown. Overall,
survey respondents reflected the Charlestown population, though they were
slightly more educated and had a somewhat higher proportion of women over age
40. See Appendix B & C for survey sample demographics and select survey
questions.

2. A public forum to distribute the survey and talk openly about health. The
assessment committee sponsored a community forum on December 1, 2011 at the
Knights of Columbus to engage as many community members as possible early in
the MAPP process, and to send a message to the community that the assessment
process was open and inclusive. Invitations were mailed and emailed to
constituents of Charlestown organizations, and postcards and flyers were printed
in English and Spanish. The forum was attended by approximately 150 diverse
representatives of Charlestown, including business owners, clergy, neighborhood
associations, nonprofit organizations, and residents. Six different ethnic groups
were in attendance and discussions took place in 5 different languages.
Participants received an introduction to the MAPP process, and in small groups
discussed what makes a healthy community and Charlestown’s assets and
challenges. Dinner, transportation, babysitting and translation services were
provided.

3. Focused discussions during community assessment committee meetings about the
community’s strengths, threats and opportunities, characteristics of a healthy
community and the forces of change within Charlestown that affect health.

4. A total of 17 focus groups engaged 149 individuals, including 97 women and 44
men (gender not recorded for 8 participants); 73 participants represented diverse
cultures and races and 20 were youth. The groups were co-facilitated by CCHI
and community assessment committee members. Attendees received a $20 gift
card to a local supermarket or Target in appreciation for their participation. See
Appendix D, E & F for group characteristics, summary and tools.

5. Public health data gathered from the U.S. Census, MA Department of Education,
Boston Public Health Commission, MA Department of Public Health, local police
departments and community based organizations. See Appendix G for data
summary.

. =
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MAPP Implementation

Phase 4, 5 & 6: Identifying Strategic Issues, Planning and Implementation

CCHI analyzed all of the data and presented to assessment committee members.
Participants reviewed the data and identified priorities based on select criteria: 1)
community need 2) impact 3) community interest, will and readiness, and 4) existing or
needed resources. They discussed how or if their organization was already addressing
the priorities, what additional resources, if any, were needed, and recommended possible
solutions. Once priorities were selected committee members formulated goals, objectives
and strategies for each priority area. Charlestown’s results and plans, along with results
from Chelsea and Revere were presented to the Community Health Committee of the
MGH Board of Trustees. The final report was presented to the full MGH Board of
Trustees on September 21, 2012 and it was approved unanimously.

MAPP Timetable

The MAPP process followed the following timetable across communities

Formed the community assessment committee October 2011
Committee created vision of a healthy community October - November
Data collection December - April 2012
MGH Board of Trustees subcommittee meetings April 6 and August 8
Data analysis & report preparation for presentation April

Data review and interpretation by the assessment committee May - June
Established community health priorities May - June
Established goals and strategies June
Committee created action plans June - July
MGH Board of Trustees reviews & adopts

community action plans September 21
Committee reports the action plan to the community Spring / Summer 2013
Implementation of the action plan Summer 2013

| | MGH Center for Community Health Improvement Page 8
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Assessment Results

Characteristics of a Healthy Community

Assessment committee members and
community forum participants identified

many attributes that contribute to a healthy E o I’Un % %)
community, including the arts, education, healh hausing “Gevens ggg_ﬁ SF
housing, health care, public safety and GUUdmmmumlghgaﬂhu%ﬁ G
i i i H =8 fiffordatle
infrastructure, the environment, family life, nmghhur‘huuds & Suime/seSohools 2

Heconomy Irleslgles

publc:
environ

parks, nutrition, transportation, and jobs and
the economy.

The most important attributes of a healthy

community identified by Charlestown residents and committee members were: low crime
and safe neighborhoods so that residents can be active in their community without fear;
good schools and educational opportunities for youth and adults, and; easy access to
health care. These attributes help define Charlestown’s vision and shaped its goals.

“A lot of people like to say crime is a problem down in the projects, but it is
everywhere.” - Charlestown resident

Community Themes & Strengths

Community thoughts, opinions, concerns and solutions were gathered from community
members through the quality of life survey and focus groups.

Overall | Am Satisfied With the Quality of Life in My Community

[CHARLESTOWN > 3.9

2aIby

Disagree

[N
(3]

An impressive 72% of community members rated Charlestown as healthy or very
healthy. However, individuals stated that they believe their health is average to above
average.

How Healthy Is Your Community? 100% - How Healthy Are You?
100% 80% -
80%
60% A
60%
20% 40% -
20% ’_‘ 20%
0% +—F—"— T T 1 0% r 1 r T T I:l
Very  Unhealthy Healthy Very Poor Fair Good Very Excellent
Unhealthy Healthy Good
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Assessment Results

Charlestown Assets

During community assessment committee meetings and at the community forum,
participants produced an impressive list of community assets in Charlestown. Their
comments demonstrate passion and pride in the community and its beauty, history and
physical assets such as parks and playing fields for children, a strong traditional culture
along with tolerance for its expanding diversity, extensive programming for youth, a solid
infrastructure with employment by local businesses of Charlestown residents, and access
to extensive and collaborative organizations. Participants emphasized the opportunities
that exist to build on Charlestown’s assets to solve its problems and strengthen its future.

People Physical Environment / Infrastructure
Sense of community and neighborhood -
people with passion, dedication,
commitment to community

Diversity

\Work together in cohesive way

Caring and generous with time and
resources — “Take care of our own”
Strong tradition & culture

Community more tolerant and more
inviting than it used to be

Education / Youth Services

Opportunities for great education through
grade 8

More youth programs than any other
square mile

Great athletic facilities and programming

Good quality parks and fields

Small geography —easy to define, easy to
walk to transportation, schools, stores, etc.
History and beauty

Public transportation

Increased development in the community
Business / Services

Great agencies, community centers, civic
groups and volunteers, events — many
employ Charlestown residents

MGH Charlestown Healthcare Center /
Partners HealthCare / Spaulding

The Business Association / Chamber /
Community Centers

Open non-profits — willing to share

Great partnerships, desire to stay

Elder care

Forces that Affect Health

When assessment committees Forces that Affect Health
were asked, “What is

occurring or might occur that Change in population e Increase in Poverty &

affects the health of your [;girgf ::r\ll?c':'?ns’ 22?,?02:?%““ -
community?” a list of threats disparity between opportunity, no big
and opportunities were wealthy and poor industry, lack of
identified. These issues were e Housing - high end education for the
important to identify and housing/development trades / work force
discuss in order to select pushing long term development
priorities and strategies that readenfcs out . ° HeaIicare reform /
are responsive and relevant to fEducapon - busing, Medicare / Insurance
. . ew private
the changing environment. alternatives

. =
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Assessment Results

Community Health Status Assessment — Public Health Data

Public health data was analyzed by CCHI and presented alongside residents’ perceptions
of the issues collected from focus groups, forums and surveys. Public health data that
indicated a problem that was not identified by the community, such as Hepatitis C were
highlighted and presented to community members as an issue of possible concern.

Data for Charlestown was obtained primarily from the Boston Public Health
Commission. It is difficult to obtain data on school-aged children in Charlestown because
they do not necessarily attend schools in the neighborhood, due to the Boston Public
School assignment process.

Frequently used measurement tools noted in many of the data charts are:

e Behavioral Risk Factor Surveillance System (BRFSS) — CDC survey
administered by MDPH to assess a range of health behaviors

e State (MDPH), and local public health data

e Youth Risk Behavior Survey (YRBS) — CDC tool, administered by most school
departments in the state; MDPH collects and publishes the information and CCHI
conducts its own version in the Charlestown middle schools and high schools

e MGH Patient Data — Used for patient navigation and access programs

e Efforts to Outcomes (ETO) - database that tracks progress of CCHI programs

e Community surveys, such as the Quality of Life Survey, interviews, and focus
groups conducted periodically by CCHI

Priorities Identified

Following the MAPP process, the Charlestown assessment committee came together to
analyze the data and determine priorities that were most relevant and important to them.
Priorities were selected using the following criteria: 1) community need; 2) potential for
impact; 3) community interest, will and readiness; and 4) an assessment of the need for
additional resources.

By a significant margin Charlestown identified substance abuse and the effects it has on
quality of life including perceptions of violence and public safety as their top issue.
Charlestown decided to continue its substance abuse efforts in the neighborhood,
however, added cancer prevention/healthy living, access to care with an emphasis on
helping families with autistic youth, and educational opportunities for all residents.
Looking at these issues collectively has moved the community towards developing a
healthy community model. The table on the next page outlines the issues identified and
the priorities chosen.

Issues such as housing, the environment as it relates to air quality and asthma, are among
the issues that we will not directly address at this time because: other groups and
organizations are working on them; and/or the community is not ready to address them;
and/or resources are limited and dedicated to the top priorities that emerged.

MGH Center for Community Health Improvement Page 11




Priorities |dentified

Community Health Needs Assessment
Charlestown Community Priorities

Top Health Issues of Concern Identified by Quality of Life Survey and Focus Groups

Drug abuse, addiction, overdose, alcohol (75%)*
Crime/Violence/Public Safety (35%)*
Cancers (16%)*
Poor Diet finactivity//Obesity/hunger & malnutrition (15%)*
Education (13%)*
Smoking (12%)
Environment (11%)*
Housing (10%)*
Mental Health (9%)
. Asthma (7%)*

o B0 O e i 00 B =

o

*akso identified in focus groups
Additional Issues Identified in Focus Groups & by Assessment Committee Members

* Health issues such as autism and diabetes

Lack of connections / collaborations/trust

Youth issues — teen pregnancy, dropout rates, lack of parent evolverment, need for
community schools

Access to healthcare - hours, language

Access to healthy food

Transportation

Language barriers (Asians) /slow acceptance of newcomers

Cleanliness of environment; dog waste

Supporting public health data identified the following areas of concermn: Poverty,
Substance Abuse, Graduation Rates, Teen Pregnancy, Mental Health, Cancer
Incidence & Mortality, Obesity, Heart Disease, Diabetes, Stroke, Hunger, Hepatitis C,
Asthma, Access to Care

\ Charlestown Priorities /

+ Substance Abuse / Mental Health & Public Safety
» Cancer / Healthy Living
» Access to Care / Autism
+ Education

Strateqgic Planning & Implementation

Factors that Affect Health Charlestown has identified preliminary
evidence-based strategies that span all
e L ounseiin T A levels of the Health Impact Pyramid,
C|| SOl created by Dr. Thomas Frieden at the
nicail pressure, hig .
Interventions SRR e Center for Disease Control, to address
Immunizations, brief - - -, . -
Long-lasting LRI  community priorities. Educating
Protective Interventions : - . . -
_ preemeres - community residents, developing clinical
Changmg Fhe Context fat, iodization, smoke- . . .
Largest 48 t0 make indvidualer default bl interventions, and altering the
- y cocioeconomic Factors Sl environmental and socioeconomic factors

@ L58  that affect health through policy and
systems change were all strategies recommended by the committee. Often more than one
strategy is needed to impact health and one strategy impacts various health outcomes,
thus Charlestown will continue working in multiple domains in the community and on
strategies that have the largest health impact overall.

| MGH Center for Community Health Improvement Page 12




Strateqic Planning and Implementation

Underlying all new strategies resulting from this assessment process is the creation of a
new community infrastructure to respond to Charlestown’s multiple health priorities. The
assessment committee has agreed to form a new group called The Charlestown
Collaborative, a coalition of residents and providers to take a healthy communities
approach to the multiple issues identified by the community. The Collaborative will
address the community’s four priority areas by using evidence-based environmental
approaches. The Collaborative will also implement some changes in service delivery to
both 1) meet the needs immediately identified by the community in order to build trust in
the process, and; 2) transform the way that providers work together, a very important
systems change over the long term.

The Charlestown Collaborative

Vision: All Charlestown residents will expect to and achieve a high quality of life that
includes being safe, healthy, educated and productive individuals with healthy families.

Mission: To increase successful outcomes for all of Charlestown’s youth and their
families. The priority issues are: substance abuse, mental health, public safety,
education, healthy living, including cancer prevention, and access to care, particularly for
children with autism.

Leadership Council: Sixteen representatives will be elected by full membership in order
to guide the work of the collaborative. The committee will consist of four officers (two
co-chairs, treasurer and secretary; ten co-chairs representing the priority areas; and two
standing members (MGH CCHI and Spaulding representatives).

Priority Committees: There will be at least five additional committees, one for each of
the four priority areas identified by the community, and one that oversees the systems
change intervention proposed (see below). Following the Collaborative’s mission and
vision, the committees will be charged with developing comprehensive environmental
strategies that change systems and policies, to the extent possible.

Strategies: As the work develops, priority will be given to those strategies that impact
multiple areas (for example, early childhood home visiting reduces risk factors for
substance abuse, violence, obesity, school drop out, etc.), and/or cut across multiple
communities. Strategies for each priority area could include:

Tier I Priorities

e Substance Abuse, Mental Health & Public Safety — The Collaborative will
be the new home for the Charlestown Substance Abuse Coalition (CSAC).
Among the priority strategies for CSAC this year are social marketing around
prescription drug abuse; evidence-based prevention curriculum for all middle
school students; development of a drug policy with the high school;
supporting the launch of a drug court by lending a community health worker
to that effort.

. =
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Strateqic Planning and Implementation

Family Circle — This initiative has the greatest interest and support from the
community and as a result, will be the starting point for the new
Collaborative. The goals of the Family Circle are twofold: 1) to identify and
intervene with at-risk adolescents and their families, and; 2) to fundamentally
change the way Charlestown service providers relate to one another which
should inform the development and delivery of services over time.

The goal of the Family Circle is to bring together community providers to
enhance assessment, case management and coordination of care, streamlining
the social service delivery system for Charlestown youth and their families,
and enhancing the way in which Charlestown providers work together.

The strategy is to create a central referral point for navigation of community
services for Charlestown youth and families. The Circle will be comprised of
all key stakeholders and providers in the community relevant to that family
and child. The Circle will be staffed by a social worker and possibly a
community health worker, who can conduct an initial assessment, provide
short term intervention and connection to community-based resources. A
critical component of the process will be a case review by the Circle members,
sharing information (with signed permission, of course) about families, and
creating a coordinated and comprehensive plan. Over the long term it is hoped
that trust and collaborations will build among providers and that services will
evolve and adjust, while coordination across services will be enhanced to
more holistically meet the needs of Charlestown families.

Tier Il Priorities - The workgroups will be guided to develop comprehensive
strategic plans in the following areas over the next years.

Access to Care — The Collaborative will advocate for navigation services for
the many Charlestown families with children with autism.

Cancer Prevention/Healthy Living — The Collaborative will explore
environmental approaches to a healthier community, including access to
affordable fresh fruits and vegetables and improvements to the built
environment so that healthy food and physical activity are easier choices to
make. The group will also explore policies to prevent and reduce tobacco use.

Education - This committee will explore how Charlestown parents can
become more actively involved in improving the quality of their children’s
education, modeled on the successes of parents at Charlestown’s Warren
Prescott School.

. =
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Conclusion

Charlestown is committed to addressing substance abuse with a focus on mental health,
public safety, cancer prevention/healthy living, access to care with an initial emphasis on
helping families with autistic youth, and educational opportunities for all residents. A
new collaborative structure to drive this ambitious agenda will be created. The new
Charlestown Collaborative will be a diverse and representative body of the community
and will work with program and evaluation staff from MGH and with community
members to continuously monitor progress. Accountability is important. Work-plans
will be created each year and measurable outcomes will be reported annually to the
community. With help from MGH, community health needs assessments and new work
plans for the community will be developed every three years. MGH CCHI is confident
that through new partnerships and plans, the community can make a collective impact
leading to positive change within Charlestown.

| MGH Center for Community Health Improvement Page 15




Appendix

A. Assessment Committee Members
B. Survey Sample Demographics
C. Select Survey Questions — Vision, Mission (priorities) & Goals
D. Focus Group Characteristics
E. Focus Group Facilitator Guide
F. Focus Group Summary

G. Select Public Health Data

MGH Center for Community Health Improvement Page 16




Appendix A

Community Health Needs Assessment Committee Members

Charlestown

Rebecca Kaiser

Director of Government and Community Relations, Spaulding
Rehabilitation Hospital

Sherri Adams

Boston Housing Authority Management Office

Jean Bernhardt

Administrative Director, MGH Charlestown Healthcare Center

Peggy Bradley

Charlestown Neighborhood Council/ Resident

Wilma Burgos Boston Housing Authority

Pam Campbell Warren Prescott School/Resident
Peggy Carolan Charlestown Recovery House

Al Carrier Charlestown Little League / Resident

Michael Charbonnier

Charlestown Against Drugs, Charlestown Neighborhood
Council, Boston Police Department / Resident

Tom Cunha

Chairman, Charlestown Neighborhood Council/ Resident

Michelle Davis

Principal Warren Prescott School/ Boston Public School

Elaine Donovan

Charlestown Substance Abuse Coalition/Resident

Ann-Marie Duffy-Keane

MGH Community Health Associates

Danielle Valle Fitzgerald

City of Boston — Mayor’s Office/ Resident

Jason Gallagher

Principal Harvard Kent Elementary/ Boston Public School/
Resident

Sean Getchell

Rep. O’Flaherty’s office/ Resident

Beverly Gibbons

City of Boston/Elder Affairs/ Resident

Diane Grant

Charlestown Chamber of Commerce/ Resident

Nea Hoyt

Warren Prescott School/ Charlestown Boys & Girls Club/
Resident

Deborah Hughes

Special Townies Organization/ Resident

Leigh Hurd President, Charlestown Mothers Association/ Resident
Greg Jackson Executive Director, Charlestown Boys and Girls Club
Jack Kelly Charlestown Substance Abuse Coalition/Resident

Terry Kennedy

Executive Director, John F. Kennedy Family Center, Inc./
Resident

Rosemary Kverek

Harvard Kent Elementary School/ Resident

Rebecca Love

President, Charlestown Mothers Association/ Resident

Doug MacDonald

Warren Prescott School/ Resident

William McNicholas

Charlestown Court, Probation Dept. / Resident

Virginia Mansfield

Charlestown Community Center/ Resident

Kelly Pellagrini

Charlestown Nursery/Charlestown Promise Charlestown Sports
Collaborative/ Resident

Father James Ronan

St. Mary/St. Catherine Parish/ Resident

Beth Rosenshein

Director, Charlestown Substance Abuse Coalition/ Resident

Mark Rosenshein

Charlestown Neighborhood Council/ Resident

Danny Ryan

Neighborhood Rep. Congressman Capuano/ Charlestown
Substance Abuse Coalition/Resident

Karen Scales

Special Townies Organization/Resident

Jim Travers

President, Charlestown Recovery House/Resident

Dave Whelan

Charlestown Neighborhood Council/Resident

. =
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Appendix B

Quality of Life Survey Respondent Demographics Compared to 2010 Census Data

Charlestown Quality of Life Survey Respondents (n=545)

75% White, 6% Hispanic (compared to 75% White, 10% Hispanic)
41% are 40-64 Years (compared to 22% ages 45 — 64)

12% less than High School (compared to 10%)

26% have an Associates or Bachelor’s Degree (compared to 36%)
28% Graduate Degree (compared to 25%)

9% Unemployed (compared to 5%)

32% Male

43% Employed full time

31% have lived in Charlestown their entire life

Overall survey respondents are slightly more educated, older, women

—
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Appendix C ) ) )
Select Quality of Life Survey Questions

Vision: Healthy Community
Think about your ideal community...From the following list, what do you think are the THREE MOST
IMPORTANT factors that define a “Healthy Community’'? (Only check three)

Access to health care

Access to healthy food
Accessible public transportation
Affordable housing

Arts and cultural events

Clean environment

Good jobs and a healthy economy
Good roads/infrastructure

Good schools

Healthy behaviors and lifestyles

Low crime/safe neighborhoods
Low death and disease rates
Low infant deaths

Low level of child abuse

Parks and recreation

Religious or spiritual values
Strong family life

Strong leadership

Strong sense of community
Other (please specify)

(NN NN NN NN EY Ny Ny
(NN NN NN NN EE Ny Ny

Mission: Health Priorities
From the following list, what do you think are the THREE MOST IMPORTANT health problems in
Chelsea? (Those problems which have the greatest impact on overall community health.) (Only check three)

O Aging problems (arthritis, falls,
hearing/vision loss, etc.)

High blood pressure
Homelessness

Environment (air quality, traffic, noise, etc.)
Heart disease and stroke

Teenage pregnancy

a
a
U Alcohol abuse / addiction U Housing
Q Asthma O Hunger/malnutrition
O Autism O Infant death
O Cancers O Infectious diseases (Hepatitis, TB, etc.)
O Child abuse/neglect U Mental health (anxiety, depression, etc.)
O Crime & violence O Obesity
O Dental problems O Poor diet/ inactivity
U Diabetes U Rape/sexual assault
O Domestic violence O Respiratory/lung disease
O Drug abuse / addiction / overdose O Sexually transmitted diseases (STDs)
O Education (low graduation rates, quality of U4 Smoking
education, etc.) O Suicide
a a
a

Goals: Perception of health, connectedness & social capital
Using a scale of 1-5 (as shown below), please rate how much you agree or disagree with the following
statements: Strongly Disagree (1) Strongly Agree (5) Don't know / Unsure

Charlestown is a good place to raise children

Charlestown is a good place to grow old

There is economic opportunity in Charlestown (Consider locally owned businesses, jobs with career growth, job
training, higher education, etc.)

Charlestown is a safe place to live

There are networks of support for individuals/families in Charlestown during times of stress and need

| feel connected to my neighbors and my community

The businesses, agencies and organizations in Charlestown contribute to making the community a better place to
live

All residents have the opportunity to contribute to and participate in making Charlestown a better place to live
(Consider minority populations, new residents, etc.)

I believe | can contribute to and participate in making Charlestown a better place to live

10 Overall, I am satisfied with the quality of life in Charlestown

. =
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Appendix D o
Focus Group Characteristics

Charlestown Focus Group Summary

Focus group Location Characteristics of participants Total Gender
Precinct 2 Navy Yard Residents (newer) 7 Female: 4
Male: 3
Golden Age Senior Center Residents/Senior Citizens -3 grps. 29 Female: 21
Male: 8
St. Francis de Sales Parish CNC members & leaders 4 Female: 1
(Irish-American/Long-Time Male: 3
Residents)
Charlestown High School Teen Residents 8 Not recorded
New Town Residents -Cantonese speaking 10 Female: 4
Male: 6
Newtown Residents 13 Female: 11
Male: 2
Newtown Residents 6 Female: 3
Male: 3
CNC Elected community leaders 8 Female: 3
Male: 5
Mishawum housing Teen Residents 12 Female: 3
development (Irish-American/Long-Time Male: 9
Residents)
BHA Residents (Spanish-speaking)? 10 Female: 10
Male: 0
Newtown Residents (English speaking) 6 Female: 6
Male: 0
Smart from the Start Residents (English-speaking) 14 Females: 14
Smart from the Start Residents (Spanish speaking) 6 Female: 6
Male: 0
MGH Charlestown Key Informants-leaders (lIrish- 6 Female: 3
American/Long-Time Residents) Male: 3
Mishawum Adult Residents 10 Female: 8
(Irish-American/Long-Time Male: 2
Residents)
Total: 17 Total Participants: 149 Female: 97
Male: 44
Gender not
recorded: 8
Page 20
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Appendix E

Facilitator Guide
Community Assessment
Question 1—Assets
What are some of the biggest strengths of your community...positive things about it? Discuss
characteristics of people and places, organizations and programs, community context and
environment that you believe contribute to a safe and healthy community.

Probes:

What do families like yours most like about living in this community?
What are this community’s best assets (strengths, resources)?

What could change to make this community a better place for families?

Question 2—Challenges

Thinking about the biggest problems or concerns in your community (such as those addressed in
the survey), what do you believe are the 2-3 most important issues that must be addressed to
improve the health and quality of life in your community? Please think about which populations
are affected by these issues, how much of a concern these issues are to all residents, and why you
think they are happening in this community.

What are the root causes of the issue?

Probes:

What populations/groups do you think are most affected by these issues?

In your opinion, how much of a concern are these issues to residents?

Why do you believe these issues are happening in this community / root causes of the issue?
Overall, what do you believe is keeping your community from doing what needs to be done to
improve health and quality of life?

Question 3 — Existing Services/Resources

Do people have experience with existing services (name a few)?

Do you believe these services are utilized appropriately — why or why not?
Overall, where do people go to get information about community resources?
How would you bring people together or share information in the community?

Question 4 — Solutions

Thinking of the issues discussed, what are some ideas on how to address them?

Avre these totally new efforts or built off of something that already exists?

If new efforts were going to be made in the community, what advice would you have for the
planners?

“Extra” questions

For special population Focus Groups: What are some ways that you hear about community
events? Probes: flyers/posters (where?), cable TV, radio, through school, online (where, how?),
word of mouth]

. =
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Appendix F
Charlestown Focus Group Summary

Participants portrayed Charlestown as an intersection of many layers of difference and many
distinct pockets of culture and language. It is a community that has experienced large cultural
and economic transformation in the past few years, opening its doors to large amounts of new
residents from varying socio-economic statuses and backgrounds. Indeed living in Charlestown
was experienced quite differently by various focus group participants. Charlestown’s sense of
neighborhood and community was the asset mentioned most frequently, while the lack of a sense
of community and collaboration was the most frequently mentioned factor holding the
community back, indicating that people might be very neighborly within areas of the community,
but not across areas of the city.

It appears from the participants’ responses that even the very comprehensive networks of
community programs serving Charlestown have had varying degrees of success in providing
services that Charlestown’s residents need. The participants living in Charlestown the longest
provided a vivid understanding of quality of life, institutions and resources serving the
community, including the strengths and shortcomings of these institutions, across many years.
Although this informed view could have built loyalty to these resources, many study participants
who were long-time residents focused on the shortcomings of these resources, which seemed to
undercut any optimism about possible improvements. Focus group participants that were newest
to the area, however, appeared most appreciative of community resources and the possibilities
for their success, with those living in subsidized housing focused on possible improvements to
basic living conditions and safety, and those living in new homes focused more on increasing
aesthetic and recreational opportunities.

Specific differences were prevalent in the responses of the two special sub-groups. For example,
Diverse Residents focus groups named as assets health-related community services available
through subsidized housing, such as the Newtown Community Center and resources of MGH,
and services for low-income families, such as WIC and Head Start, while these were not named
as assets by the Irish-American/Long-term Residents focus group. Instead, the Irish-
American/Long-time Residents identified different assets, including better-established civic
groups like Knights of Columbus and Fireman’s Fund and family activities such as theater and
cookouts, and these were not named by the Diverse Residents focus groups.

Also, challenges named by Irish-American/Long-time residents were candidly critical of
institutional services such as MGH health programs and the Boston Public Schools busing
policy, with their criticism based on examples that spanned several years and, at times, multiple
generations. The challenges named by Diverse Residents focus groups included issues of
discrimination against new residents based on language or ethnicity.

In spite of the many differences between the special subgroups, some similar patterns of
response were seen as well, notably concerning public community-based programs for youth (an
asset), and substance abuse and the perception of crime in the community (challenges).
Additionally, the opportunities for the youth of Charlestown are a high priority of all residents,
even within separate cultural or economic pockets of the community. This important shared
priority may be the lever needed for residents to lower barriers, reach across differences and
advocate together for community improvements via the resources available to serve the
community.

Prepared by Janet Smith, PhD.*
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Appendix G

Demographics

Total Population

2010
60,000 Boston population:
) 51,755 617,594
50,000 7 MA population:
6,547, 629
400005 35,177
30,000
20,000 A 16,439
10,000 -
0 T T 1
Revere Chelsea Charlestown

Source: 2010 U 3. Census Buresu

Population by Race/Ethnicity

2010

80% 1 75.9% 76.4%
T0%
60%
50%
40%
30%
20%
10%

0%

Revere Chekea Charlestown

Source: 201075 Census Bureau, Charle stovn is calokited
¢ conining ¢ ensuis tracts: 401, 402, 403,404 01,406, 408.01

Population by Age Group

Educational Attainment

2011
DLess than High School
DHigh School or Higher
i B Bachebrs orHigher
20% - el i
80% 4 2%
T0% - 65%
60% - 820
50% -
400% - 35% 2920
30% 7 5,4
20% - 130 hsoo i
10% - T
0% T T l_ T r
Revere Chelsea Charlestown MA

Source: TS Consus Brrean Smeri an oty Survey 2007-2011 Charlestorm
i5 calulited by combining ¢ nsus tracts: 401,402,403, 404 01,406 ,408.01

2010
Ages Revere Chelsea Boston
0-19 2-2.3% 27.9% 22.0%
years I
2024 6.9% 8.3% | | 143%
years
2544 30.8% 35.1% 33.3%
years
4564 25.0% 20.0% 20.4%
years
65+ 14.5% 8.5% 10.1%
years
Source: 2010 U8 Census Bureau
#Charlestovm Data calatlated by combining the folowing Cenens tracts of Suffoll County, bi:
401,402.403_ 404 01 406, 408 01; fist tao xg Igﬁ!s for Charle stovm are 0-17 and 18-34
Income
2017
B Median Income [ Fer Capita Income
$90,000
$30,000 $76,898
$70,000 4 $65981
i 57,206
$60,000 —— 72 451,739
$50,000 + $43155
$40,000 o 33,158 $35,051
$30,000 425,085 S
$20000 |
$10,000
$0 -+ T T T T
Revers Chelea  Charestown  Boston Ma

Souree: 115 Caneas 2007-201 1 Amarican Commmity Survey 5 year sstimates in 2011
indlation adfustsd dbllirs *Charlestovm i calrulated by combining census wacts: 401,
402,403, 404.01,406,409.01
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Appendix G

Poverty and Unem ployment Rates

20006-2010

30% 4 ORevere
OChédsea

25% A 249 @ Charlestosm
OMA

20%

17%
159, 154
10% 4 10%
S 5
59 ] St
0% T - 1
Live Below Poverty Level Unempbyed

Sowss: US Censns Burean American Connurity|

5 nrvey b3 Jpar sstirates 2006-2010

Substance Abuse Prevention

Substance Abuse
<+ Drug

abuse/addiction/overdose
ranked as #1 most important
health problem

i 53% reported they had had
one more aleoholic drink in
past 30 days
17% had participated in binge
drinking in past 2 weeks

“* 3% took preseription drugs
not prescribed to them

i+ 24% of families affected by
Aleoholism

Charlestown Quality of Life Survey

2012

Mental Health

i+ 268% of families have been
affected by depression

i 1074 reperted they have felt
sad or hopeless for 2 weeks in
the past year

«* 307 could not access mental
health services

“I tried e mcre thaw cme-
arcasicn ey arrasge for o
therabist for wuy chiddrev:
It never worked: cut:™
Churlestovm Suroey Respondent

T s very concerned aboul drug wie i the commmunity ™

~Charle stovm Sirvey Respandert.

"Data based on&45 completed sureys thatuiere distributed in February and Mareh in print, online, and in multiple languages
through the Ase eczment Committes snd in public locations. Samplarepracents amore White, sducated andfemale peizpective

Charlestown Adults Who Currently

Smoke
2008 & 2010

Source: Healih of Bostan 2011; Boston. Bebaviors] Rick Survey 2008 and 2010, BERFSS
Hote: “Currertly Smelking” caloulated a5 adhube who have smokedat kast 100 cizarenes in thir life andreport anoking svery dey or some days.

Innn |
Bl ERENNERENRD

Charlestown Excessive Alcohol Consum ption
Among Adults in the Past Month

2008 & 2040

& & ﬁ & & @
& Eé q,@ a\ g;
& Q@*,ﬁ” *ﬁé‘*“’%@ & ‘a“@e?

Source: Healh of Bostan 2011; Boston Behaviore] Risk Survey 3008 and 2010, BERFSS
Hote: Data reflects survey question, “During the past 30 days , on how my deys did you

Jave 5 or more drins of aliohol m a 70w, that s 7 o conple of hows ™

Charlestown Middle School Students Drug
and Alcohol Use

2011

30%

250 4

20% 1 18.2%
. L
459
&

10%

7.2%
59 3.5% 4530
0% [7 ] T  — - T "
Cigaretie Smoking Alcoho]Use Binge Drinking* Marijuana Use
Drug/Alcohal Use In Past 30 Days

Sonrce: Charlestom YRES biddle Shool Datafram 3011
“Binze Drinking defined a5 drinking 5 ormors sleoholic bevarazes in e nishe
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Appendix G

Perceived Parental Disapproval Rate of
Middle School Students Using Substances

2001

100% 4

9505 4 95%
0%
90% -

5% #1%%

80% 1

5% T T
Drinking Akohol Smoking Marijuana Smoke Cigareties
Regulardy

Source: Chadestorrn 2011 Middle §chool TRES

Charlestown Substance Abuse Mortality

2005-2009
60 1 O Boston
50 44
40

Rate per 100,000 Residents

3.4 sid: -
30 4 293 4 L3 = 22
20 1
10
0 — —

2003 2006 2007 2008 2009 2003-

i 2009

S e Chaestown and Boston data from BPHC Dafaﬁuesll

Charlestown Opioid-Related Mortality

2003-2008

=

Count

2002 2003 2004 2005 2006 2007 2008

death ‘Public Health

Data dzalysis: Massachusets Dew of Public Health |

Charlestown Drug-Specific Arrests

2003-2009
500 - B Drug-Specific Arrests

2003 2004 2005 2006 2007 2008 2009

# Drug Arrests decreased overall from 25.6% of total arrests in
2003 to 18.0%% of total arrests in 2009

#3 onrce: Bostom Police mﬁgmmmm Airests. 415 Chﬂesmg

Perception of Drug Use: Boston Youth Survey
2008

Figure 1.1 Perception of Drug Use Being a
Problem Among Youths by Neighborhood, 2008

60% -
40% 130% 5q0, 32%32% e o
o
- I I e 1 IJJ—I I |
0%

& \?r \,d @ﬁ‘

24
& ‘\Gzi“ Di\‘\ SR
«O\q,m \“‘zo"\“’@\@ {\(\-tnc”
e e & a\‘q@‘b
28 o
% ng@?(fﬁoijk?]’e&(@ ®\$ e

Percent of Boston Public
High School Srudents

\qp

Source: Substance Mhuse Boston 2011, Data: Boston ¥outh Survey, 2008

#Trhndes Bescon Hill, Dovwstorrn, North End, and West End

Hepatitis C Rates-Infectious Disease Related
to Drug Use

20180

Figure 7.4 Hepatitis C Incidence by

% i Neighborhood, 2010
2 b 7 Hl 1331 =
N - vl s
z § ¢
‘ao;bf WG ﬁﬁ: f‘*’f’l@ﬁw*’“

A

* Back Day Includes Deacon Ml and e West Ena

| Souith Eref inchades Chanlown

DATA SOURCE Comenurscabie Dissuss Databass, Boston Public Heoith Cammission
Communicabie Diseass

Sanre: Sub stame Abuse Boston 2011
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Appendix G

Yiolence Prevention & Public
Safety

Middle School Students Who Have Experienced

Yiolence
i1
40% 1
35% 33.6%
30%
05
25% - 1
21.0%
20% - 18.0%
15% 7 11004
10% 7 7.6%
5% ~
0% -
Have Been Experienced Have Beenina Wiinessed Gang, Bullied in
Thresteredor  Dating  FightinPast Shootingor  Members School
Injured Violence Year Wiolence in
(Physical, Neighborhood
Seual, or
Both)

Source: Charlestovn 2011 Middle School ¥EBS

Percent of Adulis

50%

40%

30%

20%

10%

0%

Neighborhood Safety Perceptions

2008

Highest rate in Boston

}

aw
360 6%
v
1% s 134
4o

Neighhorhood is Very Percewed More Guns  Gunshots/Shootings Think Gangs in
Safe During Past¥earin  Considered Big Neighborhood
Neighborhood Prblem in
Neighborhood

#Source . Boston Me ighhorhood Siwvey, 3008 — Harverd Youth Vislence Prevertion Center thron gh ¢onperative agreamert vrith e CDC,

a5 reported by Boston Public Healfh Commuission in. The Health Of Boston 2000 Report.

Charlestown Quality of Life Survey:

Violence
2012
«» Low crime/safe neighberhood ranked as the most important factor that

defines a healthy community (49%0)
6% affected by community violence, 5% by physical abuse

<= Lifelong residents ranked Charlestown a 3.6 on a scale of 1-3 as a safe
placeto live

«» Respondents ranked feeling connected toneighbors and community a 3.8
ona scale of 1-5

“A Lot of people like tor =

cr T G e P I feelra mﬁww
CMECLEMWID*’W —CharlestﬂWnSun‘::yRﬁspnndentcr R

B L ever y W e
rCharleshwnSuweyR);‘spﬁndant

*Data bhased on 545 coompletad surveys thatvere distried in Febmary and March inprine, online, and inmtiple linua ges throngh the
Ageseamane Comnin s nd S puble b st Soxpl npmewes smers sducatad oler fanals pugeaivs

Violence and Injuries in Charlestown
2004-2008

10.0

Rate per 10,000 individuak

s Lo il o

=) = =} =3

L L L L
=
El

0.0
Average Annual Violent Injuries  Non-Fatal Assault-Reluted Injury Mortality (2003-
(2004-2006+% Gunshot & Stabhing Vic tims 2005*%)
CO0B+)

" iolent fries def e a5 1 jories from gums or sharp mstrimerts obta bed during violat inciderts & treated i an ER
“¥Source: Partners Compmty Beef  Report
sotngre e e cpon R ited Buries, WA Dep artmert of Heabh, WRISS — from BDHC Healfh of Eoston 2010 Report

Healthy Eating / Active Living
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Appendix G

Charlestown Quality of Life Survey:
Healthy Living

2012
** 70% rated Charlestown as a healthy community, 2% rated it as very healthy
“* 54% rated their health as very good or excellent
= 67% of Charlestown residents exercise at least 3 days a weelk
= 44% consume frutt and 5% consume veggles 1-3 times per day

“+ People are most active in the parks, fitness clubs, and fields 42% stated the
main reason they don’t exercise is that they don’t have enough time

“I thimkthe area of Chowlestowi iy very uniafe and wnhealthy,
sevioy changey need: tor be mode: ™

~Charlestoun 5§ urvey Respondent

¥Dvata based am 545 complted surveys that were distribute d i February and hlarch inprit, online , and in multiple bmgages throughthe

Lssessment Compmittee and i g lic Jocatons. Savple represerts o more edncated, older forale perspe ctive

Consume Recommended Daily Fruits and
Vegetables, Adults

No Physical Activity in Past 30 Days, Adults

2008-2010

60%
“ 43%
= 9%
E 0% A
]
=
3
E 21%
L 20%
=N

0% . . .

Charlestown Boston MA

#Source : Boston Bebuvioral Risk Factor Survey 2008, 2010;

Massachusetts Behavira] Rick Fuctor Sarve lance Systen, 2009 (EBRFSS)

2010
30%40
'g 17.4% 220%
25%0
& l&.S%
% 2%
i
o 1520
g
‘E 1024
ELOE
Charlestown Bosion MA
#Eource : Boston Behavioral Risk Factor Survey 2008 ,2010;
Ml ssacknsetts Behavioral Risk Factor Surveillance %:m 2009 (BERFSS’
Obese Adults
20083010
60% 1
z
2 0%
E)
o
=
2
22%
g - 100 1% o
=%
0%
Chadestown Bosion M4

Source : Boston Behavira] Risk Factor Survey 2008 ,2010;

Difnssachuisetts Eehavicral Risk Fador Sorveillance System, 2000 (EERFSS)

Middle School Youth Physical Activity

2011
. B Partipated in Physical Actirity for at least 20 nrines T
8
E 30% D Participated in Physical Activity for at leaset 60 minutes 640
& 25%
&
2 20%
168
E 15,204 146 e, o
: - 28 6% it
2

g 10% &A% 6 5%
E 4 490
a 5% 240

0%

D Days 1Day 2Days 3Days 4Days 5Days 6 Days 7Days

Activity in Past 7 Days

Sonrce : Charlestown 2011 Widdle School YRES

Middle School Youth Fruit and Vegetable

Consum ption
2011

@ Consumed Vegetahles O Consumed Fruit or 100% Fruit Juice
35% 32.6%

2954

B 21.2% 26.4% 27.2%
2505 23.2% 22.4%
20%
425 1L6%
10%

5%

0% T T T 1

Did Not 1 Time 2 Times 3 or More Times

Consume

Somee: Charlestown 2011 Widdle School VEE:
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Appendix G

Youth Development /
Education

Quality of Life Survey: Youth

012

On a scale of 1-5, survey respondents rated their
communities as a good place to raise children...

1 5

Th&r@w&affwr ,sfchoo{ro«’,wbyet,‘ofor vouwger childven but
muichte keep the oldber age groupy ivvolved:
and ol of trowdle” Chasstorm Survey Raspondent

¥Drata based o 939 completed surveys that were distributed in Febmary end March i prit, online  and mmtiple Lo ges through the

Youth Educational Indicators

20002011

100%

i A Charlestown High

<l O Boston District

B0 744 aM4a

0%

0%

50%

42.9% 43.4%
40% 420
Jou {  281%280%
23.5%g a3
20% 16.3% 17.0%
0% 7,00
0% - - v
Limited English First Language Not Low-Income Special Eduration

Proficiency

wZource : 30112013 Depertment of Eduration Charlestovn High School

Charlestown Middle School Students
Depression and Suicide

Cancer Prevention and Early
Detection

2011
40% q
o 4
355 3120%
30% 1
25% 1
20%
15% 4 1350%
10% 4
5% 4
0% T J
Felt S5ad / Hopeless for 2+Weeks in Past Talked to Mental Health Prof About
Year Depression/Suicide
Source : Charle stovm VREES Middle School Data from 20011
Charlestown Cancer Incidence
Standard Incidence Ratios 2003-2007*
180 - B Charlestown Inc idence **
B oo e
iw
_‘é’ 140 4 1337 1337
2 1201 1172 3% s 157 1144
g w04 2ims 931
=
£ 804 670
3 oq
E o
H
& 27
04
Breast Cancer  Colorectal Cander  Colorectal Cancer Lang Canger Tamg Cancer Prostate Cancer

(NEale) (Fernale) (ilsle) (Female)

Incidence Fatios describe Row o commamity’s cancer incidmce and mortality compare withthe state as a whols | Ex: An incidence
Tatio of 100 mdicates an cidence equalio that of fhe state; a ratio of 105 indicates 2w iderce 5% higher fhan the state while aTatio of 95
ingirated incidunce 5% lovwer thanthe aate. Dt Source: MA Cancer Reginy, Buresu of Heakh Bformation, Staristice, R search, and
‘Evahustion, Mi Deparmuers of Healh,

*Curlestovm data from the BEEC Cancer Incidence and Mertality in Boston Neighborhoods 20032007 Report

oot Dt fram Mass CHIP, Missachusens DEH
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Appendix G

Charlestown Cancer Mortality
Standard Mortalify Ratios 2003-2007* (nof incidence rafes)

oy FLE]

2404
220
200
180 +

160 Access to Care For Vulnerable

14041 iy 1004 wrs 167 1o 141

iﬁﬂz n ﬂ h H Populations

Breast Cander Colmml Cmu Cohnmll:mu mtwu L‘l‘tmu mrme Cancer
L) (Femaley

178

Standardized Mortality Ratio (St}

#Stimdard Mortaliy Ratios descrie how a comomomity’s cancer cidence and portality compare vith the state as a who b Ex: fn incidence retio
of 100 udicates @ inc idence e qualto that of fhe state; aTatin of 105 iticates Tridence 5% higher than fhe state while a Tatin of 95 mdiated
incilence 5% loveer than the state Data Source: WA Cancer Regitry, Burea of Health Irformation , Ratistics, Research, and Bvahtion, 1A
Deparnners of Heabth,

*4CTarle o data frean the BPHC Cancer b idence and Mortality i Bostan Heighborhoods 2003-2007 Report

s ctan Data framm Mass CHIE, Massachsens DPH

Charlestown Quality of Life Survey:
Access to Care
2012

“* Access to health care ranked as second most important factor that
defines a Healthy Community

% 58% were always able to get needed care, 10% were sometimes able,
and 2% were never able
“* 43%p receive roufine health care in a practice outside of Revere :
+» 47% believe there are no barriers to accessing care, 11% stated MO rtallty
insurance was a barrier, 7% stated that there are no doctors available,
7.5% stated the hours of operation made it difficult
“+48% of respondents receive care at the MGH Charlestown HealthCare
Cenfer
“Please help wy make Charlestown a-healthier pluce for kidy and
Faumidies; especially fomilier of older kids whe have covmmitted. tor
sEying s The community lovg-termd” -Charlestown Swvey Respondent

“Diza based an 45 compkted Aresys thatware diewited i February snd March inprine, onlin  and in radtiple lnguages throughthe
Ascssoners Comminss and i pub ic loc atime. Sonple rapre sents s more sducsted older fmale perspective.

: Charlestown Chronic Disease Mortalit
Overall Mortality i y
20009
1200

E 1000 10088 1008.8

Z = 1000 1

E =]

g mmo 5 ] 7825

= 0146 i 5 500

1 =)

w00 58 500 -

2 =%

2 400 ]

§ g. E 400 2610

2 3

E‘; 0 iﬂ il 143.9

P’ %4 203

0 . . . 0 2
Sl b Wik OverallMortality 2008%)  Heart Discase Q008*)  Diabetes 2006.2008+%)
Mortality Indicator
Sonrce : Mlass Dept. of Public Heath hiass CHIP database 2009 (Vital
Records) *Charlestovm: 2008 Boston Residert D eaths, Department of
Public Healih — 2010 He abth of Eoston Report “Source: Boston Recidere Deaths, acTeported by BPEC i The Health of Boston 20 10Report
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