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Introduction 

 

For more than a century, the idea of “doing good in the community” has been an enduring principle of 
community hospitals, including Hallmark Health System.  Each year, the process of reporting Community Benefit 
activities offers a moment to share and reaffirm this commitment to a core element of our charitable mission.  

As we do this, Massachusetts and the entire nation continue an ambitious effort to transform our health care 
system, from a fee-for -service orientation to one centered around “population health”—wherein providers 
coordinate services to address the multiple factors impacting wellness—in an approach that takes health care 
beyond the walls of hospitals and the doctor’s office, and into the community and homes of our patients.  

In FY 2013, Hallmark Health System continued to focus its Community Benefits resources on evidence-based and 
informed prevention, screening, and health improvement programs—enclosed is a summary of these activities. 
Ongoing investment in Community Benefits grant seeking, data collection and staff capacity assured that, by the 
end of the year, Hallmark Health was fully compliant with new IRS guidelines to complete and disseminate both 
a Community Health Needs Assessment and multi-year Community Benefits Implementation Plan and Budget.  

As we look to the future, we believe strongly these Community Benefits help to lay the groundwork for Hallmark 
Health as a leader in bringing population health into our communities. We are mindful that resources are finite, 
and partnerships, including our proposed affiliation with Partners HealthCare, will be essential to leveraging 
resources to fund work that will improve the health of residents in our area during the years ahead.  

We have profiled four programs here that epitomize Hallmark Health’s efforts towards this new vision for health 
care. They include a coalition of city and community agencies reducing food insecurity; a home-based approach 
to prevent childhood obesity by promoting breastfeeding; a project to improve the transition of at-risk patients 
from hospital to the home; and a culturally informed effort to address diabetes in a highly at-risk population. 
Each truly reflects our commitment to community benefit and to the promise of population health.  

 

Sincerely,  

 

Michael V. Sack, FACHE 
President and Chief Executive Officer 
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About Hallmark Health System 

Hallmark Health System, Inc. was founded in 1997, when four community hospitals in Boston’s northern suburbs 
joined together to form a truly local nonprofit health system—a coordinated system of hospital, ambulatory, and 
community-based services that were innovative, engaged and committed to improving the health of all who live 
and work in its service area.  
 
Seventeen years later, Hallmark Health today consists of Lawrence Memorial Hospital in Medford and Melrose 
Wakefield Hospital in Melrose; Hallmark Health Outpatient Center in Stoneham; Hallmark Health Medical Center 
for Outpatient Care in Reading; CHEM Center for Radiation Oncology in Stoneham; CHEM Center for MRI in 
Stoneham; Hallmark Health VNA and Hospice; Hallmark Health Medical Associates; Lawrence Memorial/Regis 
College Nursing and Radiography Programs; and outpatient services and physician practices throughout the 
northern suburbs of Boston. 

To bring the best of specialty medical care to residents in the region, Hallmark Health is affiliated with:  
 

• Joslin Diabetes Center for diabetes care, with clinics locations at both Melrose-Wakefield Hospital and 

Lawrence Memorial Hospital of Medford.  

• Massachusetts General Hospital for cardiac care, supporting echocardiograms, Holter monitoring, EKGs, 

nuclear cardiology stress tests, cardiac catheterizations, angioplasties, pacemaker implantation at the 

Cardiac & Endovascular Center at Melrose-Wakefield Hospital. 

• UMass Memorial Medical Center for ICU care, as one of one of only ten Massachusetts hospitals to 

offer e-ICU services at the Melrose-Wakefield campus. 

• Tufts Medical Center for neonatology, supporting the Maternal/Child Health program at Melrose-

Wakefield Hospital, including the Special Care Nursery.   

 
The Massachusetts Department of Public Health has designated Lawrence Memorial Hospital and Melrose-
Wakefield Hospital as Primary Stroke Service hospitals, indicating a multidisciplinary team is ready to provide 
emergency diagnostic/therapeutic services 24 hours a day, seven days a week, to acute stroke patients. 
 
Hallmark Health is designated a “Baby Friendly” health system, a program of the World Health Organization 
(WHO) and United Nations Children's Fund (UNICEF). Globally, Baby-Friendly birthing facilities strive to create 
environments for parents and infants to get the best start for breastfeeding.  
 
Hallmark Health System’s inpatient and ambulatory clinical services include expertise in these areas: 

• Orthopedics and Sports Medicine 

• Wound Healing and Hyperbaric Medicine 

• Weight Management and Weight Loss Surgery 

• Inpatient and Outpatient Behavioral Health Services 

Hallmark Health’s Community Services division oversees a network of programs designed to impact both the 
medical and social determinants of health, funded by federal, state, private and grant-based resources: 

• North Suburban WIC Nutrition Program  

• Healthy Families Program/MA Home Visiting Initiative 

• North Suburban Children and Family Resource Network 

• Dutton Adult Day Health Center 
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About Community Benefits  

A key element in validating the tax-exempt status of hospitals and not-for-profit institutions, Community Benefits 
are evidence-based or evidence-informed activities with measurable outcomes, goals and objectives that can 
ultimately be accountable to the community and to the government entities charged with their regulation.  

Community Benefits Mission Statement 

Hallmark Health System, Inc. is committed to building and sustaining a strong, vibrant and healthy community. 
Hallmark Health dedicates appropriate resources to collaborations with community partners and the utilization 
of community members’ input toward improving health services.  Hallmark Health pledges to act as a resource 
and to work with the community during emergencies; improve access to care; identify, monitor, and address the 
unique health care needs within its core communities; and promote healthier lifestyles for residents through 
health education and prevention activities.  

Oversight of Community Benefits  

The Commonwealth has been a national leader in the defining and reporting of community benefits. In 2009, 
the Attorney General’s Guidelines for Not-for-Profit Hospitals further improved transparency and accountability 
in community benefit reporting, encouraging planning and community involvement, and requiring alignment of 
such activities by hospitals and Health Maintenance Organizations (HMO) to statewide health priorities.  

Passage of the federal Patient Protection and Affordable Care Act (ACA) in 2010 also created new requirements 
for not-for-profit hospital to report their Community Benefits to the Internal Revenue Service—along with 
mandates to conduct Community Health Needs Assessments (CHNA) at least every three years. Compliance with 
these requirements and others are documented as part of the standard IRS Form 990 filing, on Schedule H.  

In Massachusetts, hospitals are encouraged to address five statewide health priorities: addressing unmet health 
needs of the uninsured; chronic disease management in disadvantaged populations; promoting wellness of 
vulnerable populations; reducing health disparity; and supporting healthcare reform. The Commonwealth 
further seeks to address the growing burden of medical debt, by encouraging hospitals to adopt fair medical 
debt collection practices. The four federal priorities related to community benefit are: improving access to care; 
advancing medical knowledge; enhancing community health; and relieving or reducing government burden. 

At Hallmark Health System (HHS), the Board of Trustees has responsibilities for affirming and sharing publicly a 
Community Benefit Mission Statement, confirming that established priorities for community health care needs 
are identified and addressed, and, as the governing body, reviewing and approving the Community Benefits 
Implementation Plan following the review of the Board Governance Committee. The Community Benefits 
Advisory Council serves as the planning committee for Hallmark Health’s Community Benefits programs, 
confirming that Community Benefits priorities are met, or that there is a defensible rationale why certain 
priorities will not be met, and that resources allocated for Community Benefits reflect available resources. 

The Director, Community Services and Manager, Community Benefits (a position created in June 2013), 
manage day-to day operations of the program, writing and submitting the annual Community Benefits Report to 
the Massachusetts Attorney General, and providing input for the annual filing of the IRS Form 990 Schedule H.  
As new health needs emerge, or are identified as critical to the communities HHS serves, the Community 
Benefits Plan may be amended to add programs that address those needs.  Other programs, that are either not 
delineated in the Attorney General’s Community Benefits Guidelines or allowable under federal IRS regulations, 
are documented and reported instead as Community Service programs.  
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A Framework for the Future  

Community Benefit Advisory Council—Guiding Priorities, Reflecting Diversity 

All aspects of Hallmark Health’s Community Benefits program—from assessing health needs and planning to the 
implementation and evaluation of activities—rely upon the oversight and guidance of its Advisory Council, a 
cross-section of community and hospital leaders working together to steer and assure the system remains 
responsive and effective in addressing health issues. 

The Community Benefits Advisory Council is composed of Hallmark Health Trustee and Executive leaders, system 
level managers from both clinical and administrative departments, and community members who represent 
both key partner organizations of Hallmark Health, as well as the geographic, cultural, linguistic and socio-
economic diversity present within in the catchment area.   

Advisory Council members include: 

• One Hospital Trustee (Representing the Board of Trustees) 

• Executive Vice President for Strategy & External Affairs 

• Executive Vice President and Chief Legal Officer 

• System Vice President of Home Care and Community Programs 

• Controller (Representing Finance) 

• System Director of Oncology (Representing Nursing) 

• Director, Community Services 

• Three community representatives (including local not-for-profit leaders and local residents who are 

active with area volunteer and service organizations) 

• Manager, Community Benefits  

 
The Council meets quarterly to ensure compliance with the Community Benefit Implementation Plan, offer input 
to the execution of the plan and any programmatic outcomes, discuss important community health issues, and 
offer its recommendations to the Board of Trustees related to current and emerging community health needs.  
The Council also reviews and approves any amendments to the Community Benefits Implementation Plan that 
result from emerging health issues or changes in capacity, such as funding that preclude planned activities.  

Advisory Council Meetings agendas are developed by the Manager, Community Benefits, with review by the 
Director, Community Services and approval by the Executive Vice President for Strategy & External Affairs. 
Official minutes and other archives are maintained by the Community Services department and formally 
reviewed and voted upon by the Council at the subsequent meeting.  

In FY 2014, the Council seeks to expand membership to affiliated physicians, and expects to invite two members 
of the Hallmark Health Medical staff to join the Council. The Council will recruit new community members that 
reflect the diversity of its communities and the populations served by the Community Benefits programs.  
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A Framework for the Future  

Community Teams and Key Partners—Connected, Engaged, and Collaborative 

Community Teams 
As part of its efforts to improve health status in its core communities, Hallmark Health System participates in a 
variety of community coalitions and partnerships that work to address both the overall and targeted issues 
within the cities and towns of the catchment area. Individually and as team members, staff and leaders foster 
relationships with a wide array of groups and local leaders, including faith-based and grassroots organizations. 

Hallmark Health System also actively participates with the community through six Community Outreach Teams, 
representing Malden, Medford, Melrose, Wakefield, Stoneham, and Reading. Team leaders and members 
participate in community building activities and serve on various boards and in community leadership roles. 
Members from outside the system also work to support activities. Team captains convene with Community 
Services, Development, and Marketing leadership six times per year to plan events and review schedules.  
Donations, not eligible as community benefits but as community building activities, are also considered.   

The Community Teams provide an ad-hoc sounding board to community residents in identifying areas of 
concern and supporting access to medical, behavioral and supportive services. These links are essential to 
bringing issues that adversely impact the health of specific groups—and our communities at large—to the 
forefront, such as substance abuse, overdose prevention, depression, suicide, sexual abuse, and intimate 
partner violence. Hallmark Health has demonstrated capacity in convening coalitions of these stakeholders from 
across its service area to reduce the duplication of services and promote regional planning and solutions.  

Besides the coordinated activities of each Community Team and their events and programs within the Hallmark 
Health catchment area, Hallmark Health supports partnerships and collaborations that include these efforts:  

• Supporting membership and leadership activities on boards of local coalitions that collaborate around 

the Hallmark Health Community Benefits Plan, including board level membership as appropriate.   

• Subsidizing rent and utilities in-kind for not-for-profit agencies closely aligned with Community Benefits.   

• Providing meeting space to community agencies (in-kind) that partner on Community Benefits.   

• Supporting ongoing outreach activities to identify new or previously unknown community agencies that 

work with target populations, especially grassroots and faith-based organizations.  

• Reaching out to other local health care systems to explore ways to work collaboratively and avoid 

unnecessary duplication of services.  

• Participating regularly at Community Health Network Area meetings for CHNA 15, and in a leadership 

role in CHNA 16. The health system also connects to CHNA 13/14 for training and other services.    

• Devoting Community Services and Financial Management staff time to documenting the value, monitor, 

and measure the impact of programs and services to Hallmark Health communities. 

• Devoting Fund Development and Community Services staff time identify and secure resources to fund 

community benefits programs; including grant writing, restricted donations, and general fundraising.    

In FY 2014, Hallmark Health will continue to refine the Community Teams program, in order to improve 
coordination, documentation, and evaluation of these activities. This will support effort to make Community 
Benefits activities more outcomes-oriented and aligned to specific goals for engagement, interaction, and more 
directly impact the health needs and disparities identified in the Community Health Needs Assessment. This will 
help to focus resources to better align with local health challenges, as well as state and federal priorities for 
Community Benefits, to address emerging areas of concern.  
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Key Partners 

A Better Tomorrow Services, Inc. Housing Families, Inc. Melrose Human Rights Commission 

American Cancer Society Immigrant Learning Center of Malden Melrose Family YMCA 

Asian American Civic Association Institute for Community Health  (ICH) Melrose Substance Abuse 
Prevention Coalition 

Asian Breast Cancer (ABC) Project Jewish Child and Family Services Merrimack Valley Elder Services 

American Diabetes Association  Joint Committee for Children’s  
Health Care in Everett 

Middlesex County District Attorney 

American Heart Association Joslin Diabetes Center Middlesex Recovery 

American Lung Association Susan G. Komen MA Affiliate Mt. Auburn Hospital 

American Red Cross La Comunidad, Inc. Mystic Valley Elder Services 

Baby Friendly America Local Arts Councils Mystic Valley Opioid Addiction 
Prevention Coalition 

Boston Bruins Foundation Local Boards of Health Mystic Valley Tobacco 
and Alcohol Program 

Boys and Girls Clubs of Middlesex County  Local Chambers of Commerce North Shore Rescue Mission 

Bread of Life Local Civic Groups (Rotary, Kiwanis)  North Suburban Health Alliance 

Adelaide Breed Bayrd  and 
Marshall Foundations 

Local Councils on Aging  Northeastern University 

Burbank YMCA of Reading Local Early Intervention (EI) Programs Oak Grove Improvement Organization 

Cambridge Health Alliance Local Faith-Based  Organizations Partners Healthcare, Inc. 

Cardinal Health Local Public Schools Portal to Hope 

Catholic Charities Malden Coordinated Family and 
Community Engagement Grant (CFCE) 

Reading Coalition Against 
Substance Abuse  (RCASA) 

Children’s Trust of Massachusetts Malden Homelessness Task Force Regional EMS Providers 

Chinese Culture Connection Malden Junior Aid Association Regis College 

Community Health Network Areas 
(CHNAs) 13/14, 15, and 16 

Malden YMCA The Salvation Army 

Community Family Human Services, Inc. MA Department of Children and 
Families (DCF) 

The Sharewood Project 

Community Servings, Inc. MA Department of Conservation  
and Recreation (DCR) 

Somerville-Cambridge Elder Services 

Cross Cultural Communications, Inc. MA Department of Early Education and 
Care (EEC) 

Staples, Inc. 

Crudem Foundation Massachusetts General Hospital Stoneham Alliance Against Violence 

East Boston Neighborhood Health Center MA Department of Public Health (DPH) Stoneham Theatre 

EMARC (Eastern Middlesex Association 
of Retarded Citizens) 

MA Department of Transitional 
Assistance (DTA) 

Triangle, Inc. 

Everett Family and Community 
Engagement Grant (CFCE) 

MA Executive Office of Elder Affairs Tri-City Hunger Network 

Families First Massachusetts Health 
Policy Commission 

Tri-City Community Action Program 

Friends of Middlesex Fells Reservation Massachusetts Hospital Association Tufts Medical Center 

Friends of Oak Grove Mass in Motion Coalitions (Everett, 
Malden, Medford, Melrose/Wakefield) 

Tufts University 

The Greater Boston Food Bank Mayo Clinic for Laboratory Services UMass Memorial Health System 

Greater Lynn Senior Services Medford Family Network (CFCE) WAKE-UP: Wakefield 
Unified Prevention 

Habit OPCO Medford Health Matters  Wakefield Alliance Against Violence 

Hallmark Health VNA and Hospice Medford Substance Abuse Task Force West Medford Community Center 

Hallmark Health Medical Associates Melrose Alliance Against Violence Winchester Hospital 

Harvard Pilgrim Health Care Foundation Melrose Community Coalition YWCA of Malden 

Health Care for All Melrose Birth to Five Coalition Zonta Clubs of Malden and Medford 
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A Framework for the Future  

Community Health Needs Assessment—Many Perspectives, Common Challenges 

Population-based health care requires first a thorough understanding of the challenges and disparities within the 
population. True health in a community is defined not just by statistical data, but also perspective of stakeholders 
and average residents, in their own words, sharing both challenges and areas of resilience around their health.  

In compliance with IRS guidelines, a year-long process to develop a formal Community Health Needs Assessment 
(CHNA) was completed by Hallmark Health in August 2013. The CHNA was completed in collaboration with the 
Institute for Community Health (ICH), a non-profit organization based in Cambridge, MA dedicated to health 
status improvement, recognized for community-based participatory research, assessment, and dissemination. 
ICH used a mixed-methods approach, assessing a variety of health topic areas and social factors within the 
catchment area. This assessment process used a combination of data sources: 

• Primary data from interviews with 18 key stakeholders, including state/local public health officials. 
• Primary data from community health surveys completed by 387 catchment area residents. 
• Secondary data related to health, employment, youth risk surveys, and other data sources.  
• An assessment of assets and services available within the identified catchment area.  

Based on the outcome and analysis, Prioritized Health Concerns, and key secondary priorities, were identified:  

Primary Priorities 

• Residents managing behavioral health issues and substance use including depression, anxiety, co-
occurring substance use disorders, and serious persistent mental illness.   

• Community members at risk for developing cancer or being treated for cancer, with a focus on lung, 
colorectal, oral, head and neck, breast, and skin cancers. 

• Residents at risk for developing cardiovascular disease or those experiencing health issues due to 
undiagnosed or poorly understood cardiovascular risks.  

• Men, women, and children with weight management issues, with focus on obesity prevention. 
• Community members at risk for developing diabetes or with diabetes management issues.    
• Residents needing access to healthcare especially focused on uninsured or underserved residents of our 

core communities. This includes recruitment, education, and training of practitioners, and volunteers.  
• Vulnerable populations needing services; such as families with children/adolescents at risk due to 

poverty, isolation, language or cultural barriers, domestic violence, access to care, or lack of skills to 
navigate the health care system, and lack of early prenatal care. 

Secondary Priorities  

• Residents impacted by tuberculosis and other infectious diseases. 
• Men, women and children at risk for developing bone and joint injuries or disease, with a focus on injury 

prevention for all ages, specifically falls prevention, arthritis and osteoporosis prevention and detection, 
and prevention of sports injuries-including head injury in youth.  

• Residents impacted by respiratory health issues such as chronic obstructive pulmonary disease (COPD). 
• Residents impacted by sexual assault/domestic violence. 
• The community at-large to be prepared for disasters and emergencies, both natural and man-made, 

such as seasonal and pandemic flu or accidents involving large numbers of victims.  

In FY 2014, as trends emerge or funding becomes available, other programs will be developed focusing on the 
priority areas identified in the 2013 Hallmark Health System Community Health Needs Assessment. Community 
input will be vital to validating unaddressed health issues and in developing new services and initiatives.  
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A Framework for the Future  

Multi-Year Community Benefits Plan—A Blueprint for Improving Health 

The FY 2014-16 Community Benefits Implementation Plan aligns its key activities to specific health concerns, 
through approaches that address either, or ideally both, Massachusetts Attorney General and IRS guidelines for 
Community Benefit. While some initiatives are led solely by Hallmark Health, the health system strives to work 
wherever possible within local and regional collaborations to maximize stakeholder input and community impact.   

Activities included in the plan take into account input from residents who represent the broad interests of the 
community, as well as those with expertise in public health, and members of medically underserved, low-income 
and minority populations or their representatives. Each tax-exempt Community Benefits Implementation Plan 
must also receive final approval of the hospital’s governing body.   

To meet state and federal requirements, the Community Benefits Implementation Plan must reflect in all phases 
of planning and implementation, and include: 

• A description of the processes used to develop the plan and encourage community input. 

• A description of the target populations addressed by the plan, clearly identified and reflecting a 

rationale for prioritizing these populations and programs plainly stated.   

• A complete list of programs developed or planned to address the needs identified, including the goals 

and measures for the programs and the overall budget for the hospital’s Community Benefits. 

• A current inventory of programs and services ultimately provided to the community.  

• A rationalization identifying and explaining the reasoning for any identified needs the hospital does not 

plan to address and the process by which needs are prioritized.  

The Hallmark Health Director, Community Services and Manager, Community Benefits are responsible for the 
majority of components related to Community Benefits planning process and maintaining the active plan: 

• Preparing the inventory of current Community Services and Community Benefits Programs, as well as 

updating the information annually and creating plan amendments for review by the Advisory Council. 

• Providing input to the development and implementation of Community Benefit and Community Service 

programs back to the clinical areas responsible for program implementation.  

• Identifying short term (one year) and long-term (three to five year) goals for each Community Benefits 

program, described with as much specificity as possible.  These will be reviewed and revised annually. 

• Preparing a budget (including expenses, revenues, and outside funding sources) to be tracked. 

• Leveraging additional resources to fund Community Benefits programs. 

• Writing the annual Department of Public Health Language Needs Assessment in collaboration with the 

Hallmark Health Interpreter Services program, to define needs related to program development.  

• Determining the timeline for each aspect of the plan, as well as tracking and recording program impact, 

using the Community Benefits Information System for Accountability (CBISA). 

Beginning in FY 2014, both the CHNA and the Community Benefits Implementation Plan are widely available for 
review by the public for review and comment. The CHNA and the final Implementation Plan are posted to the 
Hospital’s website, with printed copies available at both Hallmark Health System hospital campuses (located in 
the Human Resources Department at each campus) and in other key service locations across the service area. 
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Excellence in Population Health  

Mobile Food Market—Defining a Need, Partnering to Feed a Community  

Addressing issues around hunger and food insecurity reflect new thinking in terms of population health 
management—supporting a growing belief in the value of “food as medicine”. Access to free healthy foods 
allows older adults and elders to better manage chronic diseases like diabetes, and younger adults and children 
to focus limited resources on other needs. When basic needs such as food, shelter and clothing are met, and 
access to preventive services increased, the outcomes in the community lead to better health with reduced costs. 

Hallmark Health System (HHS) staff and volunteers have collaborated with civic and community leaders to 
address the needs of hundreds of low-income families and vulnerable individuals, through the HHS North 
Suburban Women, Infants and Children (WIC) Nutrition Program’s Mobile Food Market. 

In Malden, Medford and Everett alone, more than 16,000 individuals are estimated to be food insecure—
without resources to afford healthy foods. Research and participant survey data indicate 37% of these 
individuals make the choice between food and medicine or medical care on a regular basis. To tackle the 
problem as a community-wide health issue negatively impacting the health of vulnerable populations, Hallmark 
Health System began a prevention-focused partnership with the Greater Boston Food Bank (GBFB), the Zonta 
Club of Malden, and the City of Malden, to launch the monthly Mobile Food Market.  

The Mobile Market originated as a staff-driven initiative at the North Suburban WIC program. A small cupboard 
of donated food items enabled the program to offer limited emergency food assistance. While this approach 
helped a handful of families in crisis, it did nothing to address a community-wide problem, not just in young 
families, but other vulnerable populations, including elders, and individuals affected by chronic health issues, 
unemployment, and other adverse situations—Families ineligible for aid with significant food access needs. 

Food offerings include fresh produce, fruits, vegetables, whole grain breads, and dairy products—high-quality 
food, and different from canned and often unhealthy options found in traditional food pantries. Items are 
assembled and distributed in a “Farmer’s Market” approach that has proven accessible, positive, and less 
stigmatizing. Participants register by a telephone call each month; walk-in clients are served on a standby basis.  

FY 2013 Progress to Date: 

In its first full year of operation, the Market has grown exponentially, through community outreach and word-of-
mouth referrals. In its first year, the program served more than 4,952 families—on average nearly 600 families 
per month—and distributed approximately 60 tons of food to more than 14,000 individuals. Preliminary data 
from the Greater Boston Food Bank indicates the program is having an impact on hunger and food insecurity. 

Hallmark Health sees the Market as a platform to address other issues, through screening, education, referrals 
to financial counseling, insurance enrollment, and clinical services. Blood pressure and blood glucose screenings 
have been offered, and information on flu vaccination was distributed to attendees in eight languages in FY 13. 

Plans for FY 2014 and Beyond: 

Hallmark Health and its partners continue to invest in and grow this unique collaboration, and the Market will 
continue to seek ways to increase its capacity to serve more in the community, by providing more culturally and 
linguistically appropriate materials and registration resources. A secondary goal for the program is to improve 
the measure the impacts of the program on its participants over time and to disseminate this information.    
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Excellence in Population Health  

Breastfeeding Catalyst Program—Home-Grown Approach with a National Reach 

In addressing growing health concerns around childhood obesity, emerging evidence suggests that encouraging 
key behaviors early in life have potential to work as prevention strategies in reducing obesity later in life. Among 
these is breastfeeding, which promotes many primary health benefits, such as reducing infections and illnesses. 
Breastfed babies are less likely to develop asthma and have reduced risk of sudden infant death syndrome (SIDS). 

In January 2013, Hallmark Health received a one-year Breastfeeding Catalyst Grant from the Massachusetts 
Department of Public Health (DPH), along with five other sites across the Commonwealth. The funding 
originated at the CDC (Centers for Disease Control and Prevention) as a means to supplement other state funds 
for obesity prevention initiatives, to improve post-hospital discharge breastfeeding support for new mothers.  

The project focused on enhancing existing breastfeeding resources including the hospital’s three certified Baby 
Cafés; utilized education programs, home visits, and access to group supports to assist breastfeeding mothers; 
trained and certified staff across a range of Hallmark Maternal/Child programs as lactation consultants and 
educators; developed and implemented a new post-discharge service plan to increase exclusivity and duration 
rates among high-risk moms; and increased overall awareness about the benefits of breastfeeding.  

Hallmark Health collaborated with local Mass-In-Motion programs to encourage and support residents in the 
quest for healthier lifestyles, local MA Coordinated Family and Community Engagement grants (CFCE), with 
Northeastern University and the Department of Public Health (DPH) acting as coaches and collaborators. 

In addition to direct services, the program developed a free online continuing professional education program 
for pediatric health care providers to support breastfeeding families in the post‐discharge period to improve 
breastfeeding duration rates. This Continuing Medical Education program was developed through a partnership 
of the American Academy of Pediatrics, Northeastern University, and MA DPH, and is available free of charge.  

FY 2013 Progress to Date: 

• Mothers Who Received Post-Discharge Breastfeeding support: 606 

• Number of Breastfeeding Home Visits: 34 

• Total number of contacts with mothers: 6,608 

• Number of HHS staff trained as Certified Lactation Consultants: 4 

On April 12, 2013, the Hallmark Health Catalyst team participated in a legislative breakfast to share with state 
lawmakers specific success stories and data demonstrating measurable increases in both breastfeeding 
exclusivity and duration rates as the result of the increased referrals and the home-based support model.   

Since its launch in August 2013, the online Continuing Medical Education program has been completed by 910 
professionals from 43 states; its overview page has been visited by 5,167 unique visitors from more than 50 
countries. It will remain online and available free of charge until August 2016.  

Plans for FY 2014 and Beyond: 

As funding winds down in early FY 2014, resources for post discharge breastfeeding support through Hallmark’s 
WIC and Maternal Newborn Services will continue in support of increasing breastfeeding exclusivity and 
duration rates in the service area. Community residents will continue to be educated about the importance of 
breastfeeding through activities offered in the communities and in the three Hallmark Health Baby Café sites.  
Clinicians across the country will continue to have access to best practice information around breastfeeding 
support, reflecting a potential to impact and improve health outcomes far beyond the Hallmark catchment area. 
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Excellence in Population Health 

Community-Based Care Transitions Program (CCTP)—Better Coordination to Reduce Readmission 

Both the federal Affordable Care Act and the Health Care Reforms in Massachusetts under Chapter 224 both cite 
outcomes linked to the “Triple Aim” for improving health care—to reduce the growing costs of health care, 
improve the quality of the care experienced, and improve the care outcomes for all health services provided.  

Passage of the federal Affordable Care Act led to creation of the Center for Medicaid and Medicare Services 
(CMS) Innovation Forum, a fund designed to support multi-year transformation grants nationwide to develop 
and test innovative approaches to address the cost-containment and quality improvement goals for health care 
services, particularly in key populations at high risk for costly and preventable services, such as hospitalizations. 

Hallmark Health and Hallmark Health VNA & Hospice have worked to address this challenge through the 
Community-based Care Transitions Program (CCTP), as part of one of the regional teams awarded CMS funding 
in the first round.  CCTP defines a broad spectrum of interventions and services for elder patients at high risk of 
hospital re-admission, provided by a partnership including Mystic Valley Elder Services, Somerville-Cambridge 
Elder Services and Cambridge Health Alliance to an area defined by CMS as the “Mystic Basin” catchment area.  

Through the program, a joint CCTP Care Transitions Team provides a broad spectrum of interventions and 
services to identified patients at high risk of readmission. The program is designed to expand and enhance 
existing discharge practices and patient care at multiple service locations, with a goal of decreasing readmissions 
by improving information sharing, discharge care coordination and patient transitions to outpatient settings. 

At Hallmark Health, transition facilitators at Lawrence Memorial Hospital and Melrose-Wakefield Hospital work 
closely with case managers and staff to identity and connect with patients identified as medically complex at 
discharge. Working with VNA staff, nurse practitioners monitor patients in the community and at skilled nursing 
facilities. Physicians remain closely involved with patients, seeing them shortly after discharge from the hospital. 

FY 2013 Progress to Date: 

This year, the program successfully transitioned to full operation, and to date the partnership has reached and 
provided services to more than 2,000 total individuals within the high-risk target group; more than 1,200 of 
these were served by Hallmark Health and/or Hallmark Health VNA & Hospice. Within the CMS-defined “Mystic 
Basin” catchment area, CCTP continues to successfully reach a significant footprint of eligible individuals through 
its outreach efforts.  In the first nine months of the program, measured progress has been made towards the 
program goal of reducing hospital readmissions in high risk groups by 20%.   
 
Plans for FY 2014 and Beyond: 

CCTP aims to increase enrollment and participant retention, as well as working to improve staff recruitment and 
retention to support consistency in staffing patterns and referral relationships. CCTP will also work to 
disseminate and implement any new approaches and interventions developed by CMS as the result of the 
ongoing evaluations of program teams nationwide. The Mystic Basin CCTP specifically plans to increase nurse 
practitioner visits in the homes of participants as well as reaching out to participants being served in community-
based care settings, as well as expanding the availability of its nurse practitioners to triage any anticipated or 
unexpected patient concerns identified by the transition facilitators or other clinicians. 
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Excellence in Population Health  

Asian Elder Diabetes Project—Transcending Cultural Barriers to Manage Chronic Disease 

Addressing chronic illness, particularly in cultural and linguistically diverse communities who experience high 
levels of health disparity or susceptibility to disorders—such as diabetes, hypertension and heart disease— 
represent a substantial challenge to managing population health. Through thoughtful collaboration and 
development of appropriate materials and supports, many of these barriers can be successfully overcome.    

Hallmark Health has received multi-year funding from the Adelaide Breed Bayrd Foundation to build community 
awareness, provide outreach, identify, educate, and support Asian and Asian-American elders (age 60+), to 
increase awareness about their risk factors for diabetes. Although the primary participants of this program have 
reflected Chinese—primarily Mandarin and Cantonese speaking individuals—outreach extends to the area’s 
smaller Indian, Pakistani, Korean, Filipino, Japanese, Vietnamese, Laotian, Thai, and Cambodian communities.  

The project originated in the city of Malden, where Asians comprise approximately 19% of the city’s total 
population, and now serves Malden as well as other surrounding communities. Nearly 10% of the population 
across the Hallmark Health catchment area identifies as Asian. Research has shown that Asians living in Western 
cultures have increased risk for developing Type 2 diabetes, due to diets often higher in fat and calories, less 
physical activity, and other metabolic factors that make the disease a significant and growing health concern. 

The Asian Elder Diabetes Project communicates this risk through a culturally and linguistically appropriate 
approach. Hallmark Health System has maintained an ongoing collaboration with the Chinese Culture 
Connection and the Asian American Civic Association to promote Project events, classes, and screenings.  The 
hospital has also worked closely with physicians and other local agencies, such as the Malden Senior Center, to 
cross-promote the project along with other specialty services provided to the elder Asian population.  
 
FY 2013 Progress to Date: 

During the year, Certified Diabetes Nurse educators reached more than 300 Asians elders through a variety of 
health fairs, community events, screenings and other activities in Malden and in surrounding areas, in addition 
to other diabetes-based services at affiliated Joslin Clinic locations in Melrose and Medford.  Highlights include:  

• Number of interpreted Diabetes Classes offered: 4 (each in different community locations) 
• Number of Asian elders completing two-hour diabetes training classes: 47 
• Number of Asian elders receiving blood glucose screening during outreach events: 18 

 
The Sampan Chinese language newspaper continues to support dissemination of information on events to its 
audience, and all program materials and the Project’s telephone message are translated as updated. Continuity 
of interpreter support has been vital to the program’s continued success, scheduling the same interpreter for all 
activities. The interpreter speaks two Chinese dialects (Mandarin and Cantonese), Vietnamese and English, and 
his familiarity with the information and activities has made the project’s outreach efforts particularly successful.  
 
Plans for FY 2014 and Beyond: 

Hallmark Health plans to use its translated resources and extensive partnerships throughout this collaboration 
to continue to increase awareness of diabetes within the Asian community, and will scale these efforts based on 
the availability of funding and staffing resources. Regardless of funding, Hallmark Health will continue to support 
the continued empowerment of individuals served through the project to advocate and share with their peers 
about the risks of diabetes, as well as their own personal stories and strategies to manage the disease.   
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In Conclusion 

As FY 2014 begins, a new era for Community Benefits begins at Hallmark Health—and for hundreds of not-for-
profit hospitals and community health systems across the country.   

This year marks the beginning of a multi-year Community Benefits Implementation Plan, which will serve as the 
guiding document for our activities during the next three years.  Supporting the plan and the needs identified 
within it is a comprehensive Community Health Needs Assessment—the system’s first formalized assessment 
completed on behalf of—and in support of—Community Benefits. These documents and the compilation of data 
and programs within them reflect Hallmark Health’s most substantial achievements in FY 2013—and build the 
foundation for our future efforts in both community programming and population health.  

Health Care Reform continues to shape the national, state, and local landscape. The next waves of change, from 
payment reform to health insurance exchanges, will increase access to health insurance and coordinated care 
for residents of Massachusetts and across the country.  The implementation of patient-centered medical homes, 
and an increased focus on prevention and wellness initiatives, including the Commonwealth’s Chapter 224 
reforms, will provide Hallmark Health new opportunities to partner with other community providers and 
agencies, integrate and streamline behavioral and medical-based care, and address emerging health challenges, 
including substance abuse and opioid addiction that adversely impact residents and families of our communities.  

While we join in sharing enthusiasm for the future of health care, the realities of the continued contraction in 
reimbursement for care—and the expanding imperative to “do even more with even less” across all service 
lines—is being felt strongly in every area of our organization. Reducing costs while maintaining and enhancing 
the quality of services has made mindful leveraging of resources vital, and the reality that greater institutional 
partnerships will be vital to meeting future health needs—both for the community, and in the community.  

Through both our current and proposed future affiliations, Hallmark Health System will continue to leverage 
essential financial and operational resources to address the challenges and opportunities of health delivery in 
the future. The system will continue to devote appropriate resources to community benefits programs and 
activities, and maximize a shrinking pool of resources through innovation and collaboration to remain in its 
strongest role, as a regional collaborator and facilitator around health issues across all of our communities.  

Improving the quality of healthcare we provide in our hospitals, medical centers, community settings, and in 
home-based settings, ultimately remains our priority. We reaffirm our commitment to serve those in our 
communities who are most in need—vulnerable residents from all backgrounds, cultures, creeds, reflecting 
many generations, who face complex health needs and social, economic, and environmental challenges.  

In reporting our Community Benefits for FY 2013, Hallmark Health is confident we have built a strong framework 
to maintain and expand our work in this new era, ready and able to create the transformational programming 
needed to meet the new challenges of health care delivery—wherever care is provided best and needed most.   
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Summary of FY 2013 Community Benefits Programs 

Primary Health Priorities 

Behavioral Health Chronic Disease Screening and Management 
Behavioral Health Community Phone Line Chronic Disease Self-Management Program 

Darkness To Light-Preventing Child Sexual Abuse Chronic Pain Management Program 
Mental Health Community Education Diabetes Screenings and Education  

Bereavement and Caregiver Support Groups Diabetes Support Groups and Events 
 Diabetes Self-Management Program 

Substance Use Disorders Asian Elder Diabetes Project 
Regional Substance Abuse Prevention Coalition   

On-site Support Groups Supporting Access to Healthcare 
Supported Birthing Program Financial Counseling/Patient Access Services 

 Nursing Student Training 
Cancer Treatment/Detection/Prevention Pharmacist Residency and Student Training  

Cancer Support Groups Allied Health Professional Student Training 
Cancer Screenings and Education Transportation Assistance 

Mammography and Breast Health Education  Online Health Library 
  

Cardiovascular Disease  Serving Vulnerable Populations 
Heart Health Programs and Lectures Community-Based Care Transitions Program (CCTP) 

Healthy Nutrition Education North Suburban WIC Nutrition Program  
Blood Pressure Screenings and Education WIC/Maternal Child Health Baby Cafés 

Heart to Heart Lecture Series  WIC Family Support Program  
CPR Training in Local High Schools Mobile Food Market 

 Mothers Helping Mothers Store 
Obesity Prevention/Weight Management Healthy Families Program 

Integrated  Breastfeeding Services MA Home Visiting Initiative 
Weight Management Support Groups North Suburban Child and Family Resource Network 

Healthy Eating Habits and Cooking Lectures Dutton Adult Day Health Center 
Support to area Mass In Motion Programs Senior Citizens Outreach Program 

  
  

Secondary Health Priorities 

Tuberculosis and Infectious Disease Community- at-Large 
Regional Tuberculosis (TB) Clinic Community Blood Drives 

 Disaster Response Planning and Preparedness 
Bone and Joint Injuries/Fall Risks High School Shadow/Mentoring Programs 

Bone Density Screenings and Risk Assessments Community Health Education Programs 
Look aHead Concussion Awareness Program “Watch Over Me” Stroke Awareness Program 

Bone and Joint Camp Support to Community Health Network Areas (CHNAs) 
 Professional Medical Education Series 

Sexual Assault and Domestic Violence Prevention Support to Malden’s Promise Initiative 
Support local Domestic Violence Prevention Coalitions  Community Building Initiatives 
Support area Rape Aggression Defense (RAD) Training  

  
Respiratory Health Issues  

Tobacco Cessation Services  
Better Breathers Asthma Support Group  

 


