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The MGH Community Benefit Program celebrated its tenth anniversary on June 6, 2005.  
Senator Edward M. Kennedy was the keynote speaker.  Joining him at the podium under 
the Bulfinch tent were Peter Slavin, MGH President, Edward Lawrence, chairman of the 
board of trustees, and Senate President Robert Travaglini.  Also present among the crowd 
of more than 200 were many of Community Benefit’s community partners including 
Mayor Tom Ambrosino of Revere, Valerie Lowe, principal of the James P. Timilty 
Middle School in Roxbury and Molly Baldwin, director of ROCA in Chelsea.  The 
program culminated with four East Boston High students presenting a plaque to Senator 
Kennedy naming an MGH annual scholarship after the Senator in honor of his lifelong 
commitment to social justice and opportunity for all.   
 
This event symbolized how far Community Benefit has come at MGH in the past ten 
years.  Hospital and community leadership are fully engaged together in making progress 
around difficult health issues.  These leaders realize that the complex issues affecting the 
health of underserved communities – smoking and substance abuse, chronic disease and 
isolation – cannot successfully be addressed in the doctor’s examining room alone.  They 
recognize that partnership with local government, community organizations, health and 
human service providers and others is the most effective strategy for making progress on 
the social, economic and environmental determinants of health. 
 
Community partnership is at the heart of the MGH Community Benefit Program.  
Founded in 1995 with a mission to “collaborate with underserved communities to 
improve health,” the MGH Community Benefit Program has developed a broad array of 
community health initiatives.  Both MGH and Partners HealthCare are deeply committed 
to improving the health of the community. 
 
Guiding Principles of the MGH Community Benefit Program 
 
• Health must be defined broadly to include the social and economic determinants of 

health.  
• Community Benefit typically addresses the health of populations, rather than or in 

addition to, the health of individuals. 
• Community Benefit has a commitment to the underserved. 
• Listening to the needs of communities and partnering in a truly collaborative 

fashion to address those needs is essential. 
• Reciprocal learning - MGH has as much to learn from communities, as 

communities have to learn from MGH.  
• Interventions must be designed that are culturally appropriate for and sensitive to 

the needs of the target community. 
• Outcomes must be measured, in a manner communities are comfortable with, to 

determine program effectiveness and population impact. 
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Addressing Challenging Health Issues  
The Three Arenas 
Community Benefit operates in three arenas and on five broad areas of work.   These 
areas are discussed in detail within this report, and are summarized below:  
 Community-based partnerships to address substance abuse, prevent violence and 

address a range of other issues in order to improve health in MGH’s historic health 
center communities of Chelsea, Revere and Charlestown. 

 Partnerships within the hospital to improve the care of underserved patients, such as 
the HAVEN program for domestic violence survivors, efforts to reduce health care 
disparities, advocacy for substance abuse services, and services to special populations 
including the neighborhood elderly and homeless. 

• Partnerships to expand the career horizons and broaden economic opportunity for 
Boston Public School students. 

 

The Five Broad Areas of Work 
Communities Fighting Substance Abuse 
 
Seven years ago, citizens of Revere were fed up with the high rate of youth substance 
abuse in their community.  At that time, Revere had one of the highest rates of residents 
entering public treatment facilities in the state.  The community came together, and with 
the MGH Community Benefit Program’s support, formed Revere CARES.  Using 
science-based strategies recommended by the federal Center for Substance Abuse 
Prevention, Revere brought the rates of tobacco, alcohol and marijuana use down among 
its youth. 
 
More recently, the Charlestown community has organized to fight its epidemic of heroin 
and OxyContin abuse, and has asked for the help of the MGH Community Benefit 
Program.  The rate of calls to Boston Emergency Medical Services for heroin overdoses 
in Charlestown was more than three times the rate of the city of Boston overall in 2003.  
After the first community meeting, a lifelong community resident, in a letter to the local 
newspaper, called the Charlestown Substance Abuse Coalition a  “ray of hope” and “our 
light at the end of a very dark and destructive tunnel.” 
 
Preventing and Intervening in Violence 
 
The Police Action Counseling Team (PACT) is a partnership between the MGH Chelsea 
Health Center and the Chelsea Police Department where MGH clinical social workers 
provide crisis intervention 24/7 on the scene to children who have witnessed violence.   
Since 1998, PACT has intervened with more than 425 families, including more than 900 
children.  The goals are safety, crisis intervention, and ultimately, interruption of the 
cycle of family and community violence.  PACT is one of an array of programs to 
provide services to victims of violence and their caretakers including programs for 
victims of domestic violence (HAVEN), and the Child Protection Consultation Team. 
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Eliminating Racial and Ethnic Disparities in Health Care 
 
Unequal Treatment, a study on racial and ethnic disparities in health conducted by the 
Institute of Medicine (IOM) in 2002, confirms that disparities in health exist.   For 
example, African American babies born in Boston are five times more likely to die within 
the first year than White babies.  Black men are three times as likely to die of prostate 
cancer as White men.  The further conclusion of the IOM study is that there are not only 
disparities in health outcomes, but also disparities in quality of care provided to 
minorities, even when controlling for socioeconomic status, co morbidities, stage of 
presentation and other factors.  Boston Mayor Thomas Menino launched a citywide 
disparities effort in 2002.  Peter Slavin, MD, President of MGH, created an MGH 
disparities committee in the spring of 2003, and charged it with identifying and 
addressing disparities wherever they might exist at MGH.  To date, that committee is 
working to embed disparity remedy measures into all quality improvement efforts, and to 
make the entire MGH community aware of the problem. 
 
Providing Opportunity for Boston Public School Students 
 
For more than fifteen years, MGH has worked with the Boston Public Schools to offer 
underserved and underrepresented youth opportunities in science and health careers.  
MGH sustains this commitment not only because it is the right thing to do, but also as a 
strategy to develop a more diverse, informed, academically prepared and skilled 
workforce.  MGH has a science partnership with the James P. Timilty Middle School, a 
school-to-career program through ProTech with East Boston High School, and is the 
second largest summer employer of Boston youth. 
 
Improving Access for Special Populations 
 
Not only is MGH the state’s third largest provider of free care to uninsured patients, and 
the fifth largest Medicaid provider, it also has licensed and operated community health 
centers (currently in five communities), for more than 30 years.  In addition, the 
Community Benefit Program improves access for special populations through its long 
partnership with the Boston Health Care for the Homeless Program, Senior HealthWISE 
for local elders, the Immigrant and Refugee Health Initiative in Chelsea and other 
programs. 
 
These annual reports are organized geographically: Chelsea, Revere, Charlestown, North 
End, Back Bay, Boston, as well as the activities of MGH Community Health Associates.  
This year’s report has an additional section which includes the results of a survey of 
every department within MGH to learn of community-oriented activities within the 
realms of patient care, teaching and research that is not directly connected to the 
Community Benefit Program.   
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Community Needs Assessment and Planning Process 
 
When the Massachusetts Attorney General’s community benefit guidelines were issued, 
MGH decided to build upon its decades long history in Chelsea, Revere and Charlestown.    
Community Benefit Advisory Committees were formed comprising local government, 
schools, police, citizens, health and human services providers.  The charge to the 
committees was to identify a key community health concern to address collaboratively.   
Substance abuse among youth in Revere and Charlestown, and youth violence in Chelsea, 
were identified as priorities.   
 
The community health assessments are updated regularly.  Last year Charlestown 
undertook a comprehensive community assessment.  Coalition members distributed a 
survey to every household (7,000+) and conducted focus groups and interviews with over 
100 individuals.  The newly formed Charlestown Substance Abuse Coalition based its 
first strategic plan on the results of this assessment.  Revere CARES reassesses its 
strategic plan to reduce substance abuse among youth every four years.  The group is 
currently undertaking its third comprehensive assessment.  Last year, the overall 
Community Benefit Program underwent a comprehensive strategic planning process, also 
interviewing almost 100 people, in preparation for its tenth anniversary.    
 
What began as a series of separate and discrete programs to improve health more than ten 
years ago has evolved into a comprehensive set of partnerships to reduce violence, 
improve access to care, and reduce and prevent substance abuse among youth.  Through 
these processes, communities have learned to work together to improve health, a step that 
is vitally important to the long-term sustainability of this work.   
 
MGH has also benefited enormously.  As the result of lessons learned in the community, 
MGH recognized opportunities to improve services for underserved patients and 
populations.  New services, including domestic violence, substance abuse and child 
protection services, as well as expanded medical interpreters, have been added to 
community and hospital-based practices. 
 
Community Benefit Management 
 
The community benefit plan is carried out through the hospital’s Community Benefit 
Program Office.  The director of this program reports to the Chief Medical Officer of the 
hospital, and has a matrixed reporting relationship to the Vice President for Community 
Health at Partners HealthCare.  There is an annual presentation of the community benefit 
program to the hospital’s General Executive Committee, the senior leadership and 
decision-making body of the hospital, as well as to its Trustees.  A working group guides 
each major priority.  Finally, the local work is guided through coalitions (e.g. Revere 
CARES), and regular contact with all partners on the local level. 
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Evaluation 
 
Another imperative for the Community Benefit Program is to continuously  
evaluate the outcome of programs and to ask the question, “are we making a difference?”  
To that end, the Community Benefit Program works with the MGH/Partners Institute of 
Health Policy to conduct an evaluation and measurement of most of the programs.  Much 
of the data included in this report was produced through this office under the leadership 
and direction of Elizabeth Miller, MD, PhD, director of research and evaluation for the 
CBP.  Leslie Aldrich, MPH, and Danelle Marable, MS, are critical members of this team. 
 
Recent Developments 
 
The Committee on Racial and Ethnic Disparities in Health and Health 
Care 
Joseph R. Betancourt, MD, MPH 
Joan Quinlan 

 
In late 2002, Boston Mayor Thomas Menino convened the Boston teaching hospitals to 
explore their role in eliminating disparities in health and health care among racial and 
ethnic minorities in the city of Boston.  These disparities are well documented nationally 
and locally.  As part of that effort, Peter Slavin, MD, President of MGH, created the 
MGH Committee on Racial and Ethnic Disparities in Health Care in the spring of 2003, 
and charged it with identifying and addressing disparities wherever they might exist at 
MGH.  The committee is co-chaired by Dr. Joseph Betancourt, a senior research scientist 
in the MGH/Partners Institute of Health Policy, and a member of the Institute of 
Medicine’s (IOM) committee that produced Unequal Treatment, a definitive look at 
health disparities in America, and Joan Quinlan, Director of the MGH Community 
Benefit Program. 
 
The Disparities Committee, comprised of senior leaders from throughout the hospital and 
physician’s organizations, divided into subcommittees and launched an ambitious agenda 
for 2005.  Below is a summary of accomplishments for 2005, which were presented both 
to the Trustees and the General Executive Committee, and an outline of objectives for 
2006.   
 
Quality Subcommittee 
 
The Quality Subcommittee worked to embed awareness of disparities into the routine 
quality management and reporting of the hospital.  The hospital has organized its quality 
work around the six pillars of the IOM’s quality chasm, and views the work of the 
Disparities Committee as critical to addressing the sixth pillar, equity.  Specifically, the 
committee worked with the quality leadership of the hospital, including Dr. Elizabeth 
Mort, Director of Decision Support to: 
• Create a “Disparities Quality Dashboard.”  Hospital leadership reviews key quality 

indicators on a regular basis through the use of a “dashboard.”  The disparities 
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dashboard will include key measures of equity and will stratify key measures by race 
and ethnicity. 

• The Latino Diabetes Initiative has been launched in Chelsea.  Disparities in key 
measures of diabetes control were found between white and Hispanic diabetics 
receiving care at MGH Chelsea.  The Initiative will rely on a diabetes “coach” to 
identify and call a cohort of patients. 

 
Patient Experience and Access Subcommittee 
 
• Conducted a 400 patient telephone survey of minority patients (including 136 cross-

sectional) in two languages (English and Spanish).  While the perception of quality of 
care for minorities is better at MGH than in society in general, there is still a 
significant gap, and almost ten percent of minorities could cite a specific example of 
unfair treatment at MGH, which they believed was based on race or ethnicity. 

• Inaugurated the Multicultural Community Advisory Committee at its first meeting 
on October 25, 2004.  The committee is comprised of leaders, patients and their 
families from various minority communities, and is charged with advising the MGH 
on minority patients' experience of care and perception of the hospital in various 
minority communities.  The Committee met four times over the course of the past 
year and, after reviewing the results of the phone survey, identified front line staff as 
key to making all patients feel welcome. 

 
Education and Awareness Subcommittee 
 
• Sponsored a major forum on disparities in renal transplantation from the patient’s 

point of view.  Over 200 people attended this forum.   
• Created the first in a series of posters to raise awareness of disparities among the 

entire hospital community. 
• Launched the website mghdisparities.com.   
• Published information on the activities of the Disparities Committee in all internal 

publications. 
 
Disparities Solution Center 
 
In a major development, MGH launched the Disparities Solution Center (DSC). 
The Disparities Solutions Center is dedicated to the development and implementation of 
strategies that advance policy and practice to eliminate racial and ethnic disparities in 
health care.   Dr. Betancourt is director of the DSC.  The Disparities Solutions Center will 
achieve this mission by: 
• Serving as a change agent by developing new research and translating innovative 

research findings into policy and practice 
• Developing and evaluating customized policy and practice solutions for health care 

providers, insurers, educators, community organizations and other stakeholders 
• Providing education and leadership training to expand the community of skilled 

individuals dedicated to eliminating health care disparities 
 

   6Partners Community Benefit Report 



About the Center 
 
The Disparities Solutions Center is the first center of its kind in the United States.  While 
other disparities centers exist, The Disparities Solutions Center is the first to be based in a 
hospital, and supports its practical focus on moving the issue of disparities in health care 
beyond research and into the arenas of policy and practice. 

 
The Center will serve as a national, regional, and local resource for hospitals, physician 
practices, community health centers, medical schools, other health professions schools, 
health plans and insurers, consumer organizations, and state and local governments. 
 
The Disparities Solutions Center has received an initial funding commitment of $3 
million from Massachusetts General Hospital (MGH) and Partners HealthCare, as well as 
$2 million over the next four years from the Robert Wood Johnson Foundation.  Housed 
within the MGH/Partners Institute for Health Policy, the Center is affiliated with Harvard 
Medical School’s Departments of Medicine and Health Care Policy and the MGH 
Division of General Medicine. 
 
Community Partnerships 
 
Chelsea 
Thomas C. Sterne, MD, Medical Director, MGH Chelsea  
Jeannette McWilliams, Administrative Director, MGH Chelsea  
Sarah Abernethy Oo, MSW, Director, Community Health Programs 
Elisha “Skip” Atkins, MD, MS, Community Benefit Liaison 
Kathleen Healey, CPNP, MSN, Community Benefit Liaison 
   
Community and Health Center Background 
 
Chelsea is a city of approximately 35,000 residents located across the Tobin Bridge from 
Boston.  According to the 2000 Census, about 48 percent of Chelsea residents are Latino, 
38 percent White, five percent Asian, six percent are African American, and three percent 
are other or multiracial.  In 2005, the Massachusetts Department of Education reported 
that almost 75 percent of Chelsea students were Latino, fourteen percent White, nearly 
eight percent African American, and about three percent were Asian. Twenty-five percent 
of Chelsea’s total resident population is under the age of 18 years, creating a tremendous 
need for youth services.  Forty-three percent of Chelsea residents live at or below 200 
percent of poverty or $36,200 per year for a family of four.  Nearly forty percent of 
children under the age of 18 are living below the poverty line that is $18,100 per year for 
a family of four. 

 ` 
MGH has a long history of involvement in Chelsea.  In 1971, MGH worked with 
community leaders to open the first MGH Chelsea HealthCare Center in a local 
church basement.  The center eventually moved to the former Chelsea Memorial 
Hospital building.  Twenty-five years later, in August 1996, after an investment of 
$10 million, the MGH Chelsea HealthCare Center moved to a new modern building.  
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MGH Chelsea provides comprehensive primary and specialty health care, as well as 
urgent care through a Medical Walk In Unit that is open from 6:00 a.m. to 11:00 p.m. 
daily.  In fiscal year 2005, more than 27,000 people made 154,227 visits to the 
health center. 

 
Chelsea identified youth and community violence as its priority public health concern 
in the original Community Benefit-led health assessment conducted in 1995-96.  
MGH reassessed these findings in 2001 by interviewing fifteen key community 
stakeholders and by producing a comprehensive report on Chelsea’s health status.  
Since that time, the needs in Chelsea have burgeoned and a comprehensive 
Community Health Team comprised of over twenty-five outreach workers and 
community health specialists has developed.  Following is a description of each of 
those programs.   
 
Family and Community Violence 
 
Police Action Counseling Team - PACT 
Georgia Green, MSW, MGH Chelsea 
Beth Muccini, MSW, MGH Chelsea 
Aimee Chalifoux, MSW, MGH Chelsea 
Patricia Guglietta, MD, MGH Chelsea 
Frank Garvin, Chief, Chelsea Police Department 
Julie Maynard, Massachusetts Department of Social Services, Harbor Area Office 
 
The Police Action Counseling Team (PACT) is a partnership between the MGH Chelsea 
HealthCare Center and the Chelsea Police Department to provide acute intervention to 
children who have witnessed violence, primarily in the home.  MGH clinical social 
workers are available by beeper 24 hours per day, seven days per week for on-scene 
response to 911 calls where children are present.  Weekly meetings at the Chelsea Police 
station include the social workers, police officers, and a representative from the 
Massachusetts Department of Social Services (DSS).   
 
PACT began in January 1998, with a four-year grant from the Jessie Ball duPont Fund, 
and is modeled on the Child Development Community Policing Program developed at the 
Yale Child Study Center in collaboration with the New Haven, Connecticut Police 
Department.  Subsequently the program was awarded a one-year grant from the National 
Center for Children Exposed to Violence.  MGH Community Benefit presently funds 
PACT.  
 
Once police officers establish physical safety at the scene of a 911 call, social workers 
intervene with children to empower them to express their thoughts and feelings in the 
wake of a traumatic experience.  The social workers use materials such as puppets and 
crayons aimed at a child’s developmental level. The primary goals of the interventions 
are to reduce the short-term effects of trauma and ultimately reduce the effects of trauma 
on a child's ongoing development.  The longer-term goal is that of interrupting the cycle 
of family violence.  PACT social workers also teach parents about the short and long-
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term effects of violence on children, provide parents with language-appropriate resource 
materials and offer parents assistance in managing the symptomatic aftermath of such 
incidents.  PACT connects children and families with medical care and mental health 
care, and intervenes when necessary with child protection issues, involving other 
community agencies, as well as MGH’s Child Protection Consultation Team.  In cases of 
domestic violence, PACT provides connections to court advocates, services for children 
and families related to domestic violence and immediate safety planning.  
 
In 2005, PACT responded to 76 families, involving 149 children.  The following is 
data on the 2005 PACT interventions: 
 
• 31 adults and 20 children were physically injured; nine of these adults and nine of 

these children received medical assistance.  There were two adult fatalities.       
• Close to half, 49 percent (73 children) witnessed domestic violence or another type of 

violence. 
• In almost half of the cases (37), children were neglected by their caretakers. 
• Eleven children were perpetrators. 
• Two-thirds of all PACT cases (50) had a DSS 51A filed involving 100 children. 
• 47 percent of cases (36) involved substance abuse. 
  
PACT is one of several Community Benefit programs that serve to provide an integrated 
continuum of services around issues of violence to Chelsea’s diverse patient community.  
PACT is represented on the Family Violence Team, a multidisciplinary group within the 
health center, which has membership from each clinical unit.  This team has the two-fold 
goal of case managing the most complex families across the health center, and of creating 
new systems to provide more effective interventions to families dealing with violence.  
Many PACT patients seen at 911 calls that involve domestic violence are referred to the 
CHAT program, HAVEN, and to the Visiting Mom’s Program (see below).   
 
An MGH Pediatrician attends PACT meetings on a periodic basis as well. The   
pediatrician lends a critical medical perspective in planning for the follow up care of 
children, and demonstrates to police officers the critical link between violence and its 
impact on children’s health.   PACT continues to offer interested psychology and social 
work interns the opportunity to participate in a ride-along experience with an on-duty 
police officer and a PACT clinician.  This year PACT has provided new psychiatry 
residents this same opportunity as part of their community medicine rotation. 
 
PACT continues to be involved in a larger effort to integrate anti-violence initiatives 
hospital wide. This past year PACT hosted two social workers from MGH’s emergency 
room for a tour of MGH Chelsea and for a PACT meeting at the police station.  This link 
has proven invaluable, especially overnight when PACT social workers and police 
officers in Chelsea, and emergency room staff and social workers at the main campus, are 
sharing cases with serious medical implications.  Providing all clinicians involved with a 
more complete assessment of violent family situations, allows for optimally coordinated 
care for patients.   
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In September 2005, a PACT clinician and a Chelsea Police officer attended a one-day 
conference at the Yale Child Study Center in New Haven, Connecticut with police 
officers, police chiefs and clinicians from thirteen other Child Development and 
Community Policing (CD-CP) programs nationally.  The conference focused on results of 
a survey completed by all sites that attempted to define the common elements of CD-CP 
work, and also looked at elements of successful collaboration between police and their 
community partners.  As a result of this meeting both the Chelsea Police Department and 
MGH Chelsea will review policies and procedures and include each other where 
appropriate to revise and update these polices in the coming year.  Notably, PACT 
clinicians were already made part of the Chelsea Police Department protocol for the new 
Massachusetts Safe Haven Law earlier this year, which provides safer alternatives for 
infants who might otherwise be abandoned.    
 
Also in September 2005, a PACT clinician presented a talk entitled “Offenders, Families 
and the Law,” at a multi-disciplinary international conference sponsored by The 
American Society of Law, Medicine & Ethics held at the Harvard University Kennedy 
School of Government.  The presentation was based on PACT interventions, 
demonstrating the vital importance of collaborative work between law and medicine 
toward helping children exposed to violence, and illuminating the human face impacted 
by public policy, science and the law.  
 
Chelsea Children’s Advocacy Team (CHAT)   
Georgia Green, MSW, MGH Chelsea 
Bonnie Fishman, MSW, MGH Chelsea 
Katherine Griffiths, MSW, MGH Chelsea 
Alfonso Alvarez, MSW, MGH Chelsea 
Tamara Leaf, PhD, MGH Chelsea 
Mary Lyons Hunter, PhD, MGH Chelsea 
Marisol Coreas, HAVEN Advocate, MGH Chelsea 
Katherine Yniguez, Outreach Worker, MGH Chelsea 
Kelly Coursey, Child Advocate, HarborCOV 
 
Recognizing that PACT’s crisis intervention services are essential but not sufficient to 
meet the clinical needs of children exposed to domestic violence, MGH Chelsea began 
the Children’s Advocacy Team (CHAT).  CHAT provides comprehensive mental health 
assessments, clinical follow-up services and case management to children who witness or 
are otherwise affected by domestic violence. 
 
The Massachusetts Department of Social Services (DSS) and MGH Community Benefit 
fund CHAT.  CHAT is a partnership between MGH Chelsea and HarborCOV, Chelsea’s 
local battered women’s program.  CHAT combines a Child Advocate from HarborCOV 
and an interdisciplinary group of clinicians from MGH Chelsea.  The clinicians include 
representatives from the HAVEN and PACT programs, social workers and psychologists.   
The complexity of domestic violence cases requires careful and time intensive 
collaboration with outside agencies.  Safety, custody and timing of treatment 
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interventions often necessitate collaboration with attorneys, guardians ad litem, MGH’s 
Child Protection Consultation Team and other community agencies. 
 
In 2005, CHAT received 97 referrals, including 69 child referrals and 28 adult 
referrals.  Eighty-one percent of the referrals originated from within MGH, such as 
PACT, HAVEN, Pediatrics, and Mental Health, sixteen percent of referrals came from 
HarborCOV, and three per cent originated from Chelsea DSS.  DSS referral numbers 
seem low due in large part to the fact that CHAT cases are often referred from MGH 
while the cases are still being investigated by DSS.  CHAT continues to provide 
ongoing services to an average of thirteen adults per month and an average of 22 
children per month.  The children have been seen individually, as families, in groups 
and in home visits.  Most notable are the concurrent groups for children and their mothers 
affected by domestic violence, using a curriculum developed by clinicians statewide who 
participate in these DSS funded programs.  Over the past year CHAT and The Guidance 
Center in Cambridge have collaborated to develop a similar curriculum that would serve 
children ages four to six who are affected by domestic violence.  That curriculum will be 
implemented in 2006.  
 
In keeping with program goals set last year, CHAT provided an in depth training series to 
members of the Community Health Team.  In turn, CHAT has benefited greatly from 
input on cases from outreach staff who have provided education on cultural issues and 
helped CHAT clinicians to deliver more culturally sensitive counseling interventions.       
 
CHAT actively participated in a year long process sponsored by the Department of Social 
Services to plan and design future funding priorities for that agency in serving families 
affected by domestic violence.  This included participation in the Listening and Learning 
Tour, a process that included a site visit to MGH by other clinicians and domestic 
violence advocates from around the state. 
  
HAVEN 
Bonnie Zimmer, MSW, Director, HAVEN  
Marisol Coreas, HAVEN Advocate 
Niza Troncoso, HAVEN Advocate 
Carolyn Vega, HAVEN Advocate 

 
HAVEN is a hospital-based program providing advocacy for patients and employees 
facing domestic violence.  Three part-time, bi-cultural HAVEN staff advocates are 
located at MGH Chelsea.  

HAVEN advocates train healthcare providers to ask patients about partner abuse sensitively and 
effectively.  If a patient discloses abuse, the healthcare provider can offer the services of a 
HAVEN advocate.  The role of an advocate is to support and empower survivors to better 
understand the dynamics and impact of abuse, increase their safety, review available choices, and 
heal from the abuse in their own lives and the lives of their children.   

In 2005, “De Mujer a Mujer,” a ten-week curriculum-based support group for Latinas 
confronting violence continued.  The sessions address a range of issues that can affect a Latina's 
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health overall (from traditional roles within a family, to STDs, to domestic violence).  More 
than 30 patients have participated in De Mujer a Mujer since the group began.  
 
Since 1997, when HAVEN was created, HAVEN in Chelsea has provided advocacy services 
to more than 492 patients.  Seventy-two percent of those patients are Latina and 92 percent of 
those patients have children.  Additional information on the abusers of those patients shows that 
72 percent are active users of alcohol or drugs, 54 percent have a criminal history, 53 percent 
have threatened to kill the patient, 34 percent have threatened the patient with weapons and 21 
percent have actually harmed the patient with weapons.   
 
HAVEN is well linked in both the wider Chelsea community and in the health center. HAVEN 
participates in the Chelsea-wide Domestic Violence Task Force and in Multi-disciplinary 
Assessment Team meetings at DSS.  HAVEN is an active member of both MGH Chelsea’s 
CHAT Team and the Family Violence Team.  In 2005, HAVEN conducted trainings on domestic 
violence for the Community Health Team, the Pediatric Department, the WIC Department and 
the Mental Health/Social Services Department.    
 
Chelsea Visiting Moms Program 
Fadumo Hirsi, Visiting Mom 
Amal Ali, Visiting Mom 
Ricarda Romao, Visiting Mom 
Rosa Mojica, Visiting Mom  
Marybeth Bronson, MSW, MGH Chelsea 
Kathleen Healey, CPNP, MSN, MGH Chelsea 
Danelle Marable, Institute for Health Policy, MGH Boston 
 
MGH Chelsea received a three-year grant from the Jessie Ball duPont Foundation to 
begin a long-term home visiting program for the most vulnerable expectant and new 
mothers in Chelsea in January of 2002.  In December of the same year, the Ladies 
Visiting Committee of MGH contributed a gift to support this program as well.  MGH 
Community Benefit supports the remaining program costs.  The program was developed 
after completing a comprehensive assessment of the needs of low-income women who 
deliver their babies at MGH, most of whom are immigrants or refugees.  These mothers 
are particularly vulnerable because they have lost much of their cultural framework and 
many of the parenting techniques traditional to their native cultures.  The women are 
referred to the Visiting Moms Program from MGH Chelsea Prenatal, Pediatrics, or 
Mental Health Departments, as well as from the inpatient MGH Obstetrics Unit.   
 
Over the past three years, four part time paraprofessional, bi-cultural, home visitors have 
been using a relationship-based model of home visiting and support to help mothers, ages 
21 and above, adjust to and care for their child.  The Visiting Moms speak Spanish, 
Portuguese, Somali, Arabic and Swahili.  Given that these home visitors are bi-lingual 
and bi-cultural they are better able to influence the mother’s motivation to use resources, 
some of which the Visiting Moms themselves might have used.  The shared language and 
culture helps to reduce social distance between the home visitor and the mother.  The 
Visiting Mom also serves as a role model, demonstrating ways to adapt to a new country 
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and culture.  The overall goal of the program is to achieve stability in order to enable a 
healthy long-term outcome for the child, the mother, and the family.  Visiting Mom’s 
staff were invited to present their work at a Massachusetts Department of Public Health 
Statewide Summit in October 2005 and at the national Zero to Three Annual Conference 
in Washington DC in November 2005. 
 
Since the Visiting Moms Program began, 96 cases have been opened, with 43 
currently enrolled in services.  The average age of a mother is 28, with women ranging 
from 16 to 44 years old (72 percent are under 30 years old).  Close to 70 percent of the 
women are married and 48 percent were pregnant when they were referred.  Most of the 
fathers (72 percent) are involved with the children.  More than half of the women (57 
percent) are new mothers, with the remaining having one or more children.  However, 
none of those children were born in the United States, and many remain in home 
countries with relatives.   
 
Sixty-three percent of the women are from Latin America and the Caribbean (with 50 
percent from Central America alone), 25 percent from Africa, five percent from the 
Middle East, and five percent from the United States.  Collectively the women speak 
more than ten languages, with the majority speaking Spanish (52 percent) and the 
remaining divided among Somali, Arabic, Portuguese, Swahili, Ugandan, Dari, Haitian 
Creole, French and Cantonese.  Approximately 78 percent of the women rely on some 
form of welfare assistance.  The majority has some elementary or middle school 
education (52 percent), however a minority has nearly completed or completed high 
school (26 percent), and a few women have attended some college or trade school (12 
percent).   
 
The program participants have experienced numerous stressors while adapting to the 
United States.   The five most prevalent ones experienced by at least 70 percent of the 
women include: unemployment, lack of finances, language barriers, immigration 
problems, and difficulty accessing benefits.  A sizable minority of the families also 
exhibits excessive arguing, emotional and/or physical abuse of the wife, struggles with 
divorce or separation, and close family members with serious illnesses.  Almost all are 
separated from extended family and having difficulties balancing work and family needs.  
Approximately 59 percent are noted to have some attachment difficulties between the 
mother and baby.  In addition, 47 percent of the mothers have minimal or no knowledge 
of child development and 44 percent have only some knowledge about caring for their 
babies.   
 
The Visiting Mom develops a supportive relationship with the participating mother, 
visiting regularly at home, seeing her at the clinic, or offering to attend other 
appointments with her.  She offers emotional support, concrete assistance, advocacy, and 
referral to resources.  The focus of the intervention remains twofold.  Of primary 
importance are the physical and emotional needs of the mother and baby. Secondarily, in 
order to enhance the functional stability of the family the Visiting Mom will offer many 
supportive services.  Mitigating isolation of the mothers is centrally important to the 
work.  The Visiting Mom working with the Somali Bantu mothers gathers her patients 
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together once a week with an MGH Chelsea psychiatrist. A group for their preschool 
children occurs at the same time.  The staff have also organized two events in which all 
of the mothers in the program participated; one was a Mother’s Day lunch and the other 
was a field trip to the Museum of Science. 
 
Regular supervision from a licensed clinical social worker is a crucial component of the 
program.  Among other things, it helps the Visiting Moms understand some of the more 
troubling behavior and symptoms of their clients and helps to find effective ways to 
respond.  Supervision also helps the Visiting Moms become comfortable discussing their 
own feelings and reactions to difficult situations.  Supervision encourages patience and 
compassion for patients and teamwork and support among the Visiting Moms 
themselves. 
 
The following include some problems addressed by the Visiting Mom with the 
services described above: assistance obtaining a crib (21 percent), assistance 
obtaining a child related item (37 percent), assistance obtaining children’s clothes (47 
percent), excessive arguing (22 percent), family violence (19 percent), emotional 
abuse from partner (37 percent), alcohol or drug use in the family (14 percent), illness 
in the family (23 percent), financial needs (66 percent), language translation (78 
percent), food (26 percent) and unemployment (66 percent).  The work for the 
Visiting Moms can be very intense.  The Visiting Mom is able to maintain these 
supportive relationships for up to three years.  Most of the families so far have used 
the services for approximately six to twelve months establishing a modicum of 
stability.  At termination many of the mothers have returned to work and have fewer 
needs for the services of the Visiting Mom. 
 
Pediatric Violence Prevention Program 
Alfonso Alvarez, LICSW, ACSW 
 
The position of Pediatric Violence Prevention Social Worker (PVPSW) was created after 
recognizing the need in the Adolescent and Pediatric Medicine Department to assist 
pediatricians in cases with children and families when abuse and neglect are suspected. 
The PVPSW provides initial evaluations for violence and neglect as referred by 
providers, initial therapy until appropriate referrals can be made, short-term case 
management to children and families who are affected by violence, tracks sexual abuse 
and child abuse cases through the medical, legal and child protective systems, and 
provides consultation to pediatricians.  The PVPSW is also in charge of collecting and 
tracking 51-A’s filed throughout the health center.  

 

An important goal of the PVPSW position is to improve the interface of the Pediatric, 
Community Health Team, and Mental Health services around violence issues by creating 
linkage with CHAT, PACT, HAVEN, other outreach workers, and the Visiting Moms 
Program.  In addition, the PVPSW assesses needs and creates trainings or groups dealing 
with the prevention aspects of family violence (i.e. discipline issues, dealing with the 
stresses of parenting, weapons at home, etc.). 
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Since November 2004, the PVPSW has received more than 200 referrals ranging from 
preventive issues (need for mental health services, parental training, material needs) to 
severe cases of sexual abuse.  The most common referral profile (50 percent) is a parent 
(or parents) reporting having difficulty with a child (or children) who may or may not 
have a mental health issue.  Parents normally present as feeling helpless in regards to 
their children.  Most of these parents are immigrants with limited financial and 
community resources.  The interventions in these cases are directed to prevent possible 
abuse or neglect due to the family stress and they include short-term therapy, referrals to 
HAVEN, Mental Health, and other services outside of the health center, and reporting 
cases if needed to the appropriate authorities (DSS, Police, District Attorney). 

 

There have also been a significant number of referrals directly related to alleged 
sexual abuse, alleged sexual assault, alleged severe physical and emotional abuse, and 
negligence.  In these cases, the PVPSW intervention includes taking the necessary 
actions to ensure the safety of the patient.  These actions include, communication 
with MGH’s Child Protection Consultation Team, filing the appropriate reports, and 
interactions with the Department of Social Services, police departments, and the 
District Attorney’s office. 
 
Access to Care/Special Populations  
Immigrant and Refugee Health Program 
Adnan Zubcevic, Refugee Program Manager 
Saida Abdi, Refugee Program Manager 
Tamara Leaf, PhD, MGH Chelsea 
Maria Albadalejo Meyer, Chelsea Public Schools 
 
Chelsea has long been a gateway community to immigrants and refugees, including 
Bosnians, Somalis, Afghanis, Northern Africans and Western Africans in recent years.  
Not only do these groups have great challenges adjusting to a new country, but many are 
also suffering from war-related trauma.  The Chelsea Public Schools and MGH Chelsea 
have partnered to provide an array of health, counseling and supportive services to these 
individuals and families to ease their transition and to meet their physical and mental 
health needs. 
 
The Immigrant and Refugee Health Program was originally created to serve Bosnian and 
Somali refugee patients.  The program has evolved in response to the changing 
demographics of Chelsea’s refugee and immigrant population.  The Refugee Program 
Managers, one Somalian and one Bosnian, serve as counselors and have expanded their 
services to include new refugee and immigrant groups such as Afghans, Sudanese, 
Russian, Arabic-speaking and French-speaking patients along with Bosnians and 
Somalis.  Over 85 percent of the patients served by the program are low-income patients 
who receive either Free Care or Mass Health. 

 

The two counselors spend one and half days per week in the Chelsea Public Schools, and 
the rest of their time at MGH Chelsea.  The counselors have trained teachers to identify 
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children who may be suffering the effects of trauma.  The counselors work with school 
children individually and in groups, and then frequently begin to work with parents and 
entire families to find jobs, enroll in education, engage in mental health services and 
connect with primary care and other health services.  The counselors are supported by a 
multi-lingual and multi-cultural staff in the MGH Chelsea Community Health Team, who 
are also advocates for the families.  The counselors also work closely with MGH Chelsea 
practices such as Mental Health, Prenatal, Pediatrics and Adult Medicine to enhance the 
health center’s delivery of culturally competent health care.  
 
The Immigrant and Refugee Health Program provides direct services in Bosnian, Somali, 
French, Arabic, and Russian, and calls on other Community Health Team members to 
help with Swahili, Dari, Farsi, Pashtu, Haitian Creole, and Portuguese.  Between 
October 2004 and September 2005, the program at MGH Chelsea served 750 
individuals.  The two Refugee Program Managers had over 2,500 combined 
encounters within the past year.  Over 40 percent of these patient encounters involved 
individual counseling.  Patients and families came seeking assistance with a multitude of 
problems such as physical and mental health, housing, academic, legal, employment, and 
family conflicts.  Most of the patients referred to the program had been exposed to long-
term trauma in their native country.  They were victims of violence and lost not only of 
all their material possessions but also most close family members.  Whenever possible, a 
comprehensive plan of care was put in place to insure that these families did not fall 
between the cracks. 

 
In 2005, the two counselors saw over 120 students at the Chelsea Schools, providing 
counseling and support to children and their parents in their native languages.  The two 
counselors also organized group therapy for patients both in the schools and at the 
healthcare center.  In the past year, there were six groups run including a group for young 
Somali Bantu boys that focused on social skills, education and adjustment, a group for 
refugee girls that focused on building self-esteem, and a refugee women’s support group.  
All the groups were geared towards helping newly arriving refugees deal with the 
struggles of everyday life here in the United States while managing the traumatic affect 
of being victims of violence.  The groups created supportive spaces where these 
otherwise isolated and alienated individuals could share their experiences and find advice 
and understanding.  

During 2005, the counselors worked extensively with different providers and departments 
within MGH Chelsea to improve access to care for refugee patients, especially refugee 
women who are the most vulnerable group.  The counselors helped women with access to 
family planning, mental health, and prenatal care.  This past summer the program 
engaged the services of a Harvard Medical School student to do a needs assessment of 
refugee and immigrant women who were either pregnant or had just given birth.  The 
purpose of this assessment is to gain more insight into what the women perceive as major 
obstacles to accessing care.  Once this research is complete, the results will be used to 
facilitate access to prenatal care for newly arriving refugees and immigrants who are not 
familiar with the care available in the United States, and who would otherwise be lost in 
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the system due to its complexity and because they lack the cultural and linguistic capacity 
to navigate systems on their own. 

The program also collaborated with community agencies in the Chelsea area to improve 
access to services for refugee and immigrant patients during the past year. The program 
organized training on financial literacy for newly arriving Bantu families in conjunction 
with the International Rescue Committee, worked with CAPIC in Chelsea to register and 
orient fifteen refugee children to the Headstart program and it assisted families with 
public housing applications.  Also, working with school counselors, administrators and 
teachers, the program helped organize parent education workshops to improve refugee 
parents’ understanding of the school system and to increase parental involvement. 

 The two counselors also carried out additional educational and outreach activities in the 
past year.  The aim of their trainings and workshops was to build partnerships with local 
and state agencies providing services to immigrants and refugees, and to share program 
activities with other interested partners.  The counselors organized training for social 
work and psychology interns on issues related to displacement, trauma and adjustment.  
They also participated in the orientation for psychiatric residents and continue to provide 
resources to the residents who are doing their community medicine rotation at MGH 
Chelsea.  In the school system, they organized trainings for both school social workers 
and administrators to help school staff understand the particular challenges facing new 
refugee populations.  The program staff also presented to wide range of community and 
state agencies during the year.  These included presentations to the Massachusetts State 
Elder Services Program, Mass Behavioral Health Partnership, Immigrant Learning Center 
Malden, and St. Francis Hospital in Hartford, CT.  The trainings were all geared towards 
improving the services provided to refugee and immigrant patients by sharing the 
program’s expertise with others in the field. 

 

Medical Interpreter Services 
Ana Maria Zea, Coordinator Interpreter Services 
Rosario Flores, Spanish Interpreter/Outreach Worker 
Diana Maldonado, Spanish Interpreter/Outreach Worker 
Gloria Gamba, Spanish Interpreter/Outreach Worker 
Marco Velasquez, Spanish Interpreter/Outreach Worker 
Juliane Miranda, Portuguese Interpreter/Outreach Worker 
Miodrag Damjanic, Bosnian Interpreter/Outreach Worker 
Fatuma Adan, Somali Interpreter/Outreach Worker 
Sadia Fadil, Somali Interpreter/Outreach Worker 
Javad Rajai, Arabic and Dari Interpreter/Outreach Worker 
 
The medical interpreters at MGH Chelsea meet the needs of racially, ethnically, 
culturally and linguistically diverse patients who seek care at the health center.  They 
contribute to eliminating ethnic and racial disparities in health care by improving access 
for minorities from Chelsea and the surrounding communities. 
 
With dual job descriptions as interpreters and outreach workers, the staff participate in 
the delivery of culturally competent care by facilitating accurate communication between 
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patients and health care providers, by providing a cultural framework that facilitates the 
understanding of verbal communication and by taking actions beyond the boundaries of 
interpreted interviews to advocate for patients and help them better navigate the system. 
 
Part-time and full-time staff interpreters are available on-site for patients who speak 
Bosnian, Spanish, Portuguese, Dari, Farsi, Russian, Arabic, Somali and Swahili.   MGH 
Chelsea also relies on on-call interpreters to meet the needs of smaller immigrant and 
refugee groups who speak several different languages such as Albanian, Vietnamese, 
Khmer, Japanese, Haitian Creole and others, as well as Sign Language interpreters for 
hearing impaired patients through the Massachusetts Commission for the Deaf and Hard 
of Hearing. 
 
MGH Chelsea’s Medical Interpreter Services has worked to improve systems and train 
support staff on the procedures for requesting interpreting assistance in order to ensure 
consistency and reliability of services.  Training sessions have also been conducted for 
health care providers from all departments in the health center to improve their skills 
when working with interpreters to obtain better outcomes from interpreted encounters.  
Staff interpreters also attend periodic trainings to improve their skills and learn more 
about ethical standards for medical interpreters.  Some health center staff has also been 
trained by interpreter services staff in order to improve their skills and be able to work as 
back up medical interpreters when on-call interpreters are not available for languages 
such as Haitian Creole.   
 
In 2005, staff interpreters have attended more than 5,000 medical encounters 
averaging 418 encounters per month.  Of those encounters 46 percent were for 
Spanish, 21 percent for African languages (Somali and Swahili), 19 percent for 
Portuguese, eight percent were for Middle East languages (Farsi, Dari and Arabic) and 
two percent were for Bosnian.  Forty-seven percent of these requests were for Adult 
Medicine patients, 21 percent for Pediatrics and the remaining 31 percent for all other 
departments and programs in the health center as well as off-site MGH practices in the 
area (MGH Chelsea, 100 Everett Ave., MGH Everett Family Practice and MGH Imaging 
Center, 80 Everett Ave.) 
 
In addition to these direct encounters, interpreters performed more than 3,700 outreach 
and support activities such as making telephone calls to or on behalf of patients within 
the hospital and to community agencies (63 percent), providing assistance to patients 
with filling out forms, meeting with community agencies, making home visits, 
interpreting offsite and providing patient navigation (23 percent) translating and 
explaining documents (21 percent).  Fifty-four percent of these outreach activities were 
with Brazilian patients, 29 percent were with recent refugee patients (primarily from 
Northern Africa, Afghanistan, Liberia, Somalia, and the Sudan), 13 percent were with 
Latino patients and four percent were with Bosnian patients. 
  
In 2005, a total of 930 encounters were conducted with help from freelance 
interpreters for languages not available in staff.  The most common languages 
requested were Haitian Creole, French, Vietnamese and sign language. 
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 Refugee Health Assessment Program 
Eric Kamba, Refugee Health Assessment Program Manager  
Patricia Guglietta, MD, MGH Chelsea 
Kathleen Healey, CPNP, MSN, MGH Chelsea 
Sara Nelson, MD, MGH Chelsea 
Elisha Atkins, MD, MS, MGH Chelsea 
Wynne Armand, MD, MGH Chelsea 
Sanja Percac-Lima, MD, MGH Chelsea 
Victor Lewis, MD, MGH Chelsea 
Lisa Carr, MD, MGH Chelsea 
Thomas C.  Sterne, MD, MGH Chelsea 
Patrick Lee, MD, MGH Chelsea 
Julie Myers, MD, MGH Chelsea 
 

MGH Chelsea has a contract with the Massachusetts Department of Public Health to 
provide the comprehensive health assessment that the United States State Department 
requires of all refugees and asylees.  This assessment consists of two visits about a month 
apart. Immunizations, infectious disease screening, and a comprehensive physical exam 
and social history are the critical elements of the health assessment.  The larger goal of 
the program at MGH Chelsea is to connect refugees to comprehensive and culturally 
appropriate health care.   

  
From October 2004 to October of 2005, the Refugee Health Assessment Program 
has provided services to 237 refugees.  The refugee and asylee patients came from the 
following countries of origin: 125 from Somalia, 33 from Afghanistan, 16 from Cuba, 11 
from Liberia, seven from Rwanda, seven from Serbo Croatia/Bosnia, six from Congo, six 
from Togo, six from Haiti, five from Russia, five from Ethiopia, two from Columbia, two 
from Guatemala, two from Tanzania, one from Ghana, and one from El Salvador. 
  
This program seeks to provide a continuum of care across multiple sites.  Health care 
takes place in the hospital, in the home and in the community.  Therefore, patient 
appointments, home visits, and school activities are all linked together.  As a result of this 
program, MGH Chelsea has developed strong working relationships not only with the 
Boston-area refugee resettlement agencies but also with schools and early intervention 
programs.  Since many refugees have a history of trauma, the program has added a basic 
mental health screen.  MGH providers work with the agencies and schools to provide 
short-term relief and long-term resolution.  The process of resettlement often exacerbates 
mental heath illness, so it has proven very valuable to begin to address these concerns as 
early into a patient’s care as possible.   
 
In 2003, the program started providing basic dental screenings.  The dental screening 
enables providers to identify urgent conditions that need immediate follow up and 
provides the opportunity to stress the importance of ongoing dental hygiene.  In July 
2005, the program, in partnership with the Boston University School of Dentistry, held a 
dental fair for 112 Somali Bantu children at the Chelsea Williams Middle School.  The 
remarkable attendance rate of 100 percent was due to strong networks within the Somali 
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Bantu community and to the efforts of the Community Health Team staff.  This fair 
provided free dental screening and education about oral health.  A homemade video in 
Somali was produced explaining the importance of oral health within the appropriate 
cultural context.  This dental fair was an important step in the ongoing provision of free 
dental care and oral health education for the Somali Bantu children.  
 
Tuberculosis Follow-up Clinic 
Tereza Lesiak-Seleznev, RN, MGH Chelsea 
Elisha “Skip” Atkins, MD, MGH Chelsea 
Regina Harvey, RN 
  
Tuberculosis is a highly contagious disease, spread in airborne droplets from the lungs of 
a coughing patient.  When another person breathes in these particles, the bacteria may 
remain inactive for many years before reproducing and causing serious illness.  
Antibiotics given during this latent period are critical in reducing the rate of progression 
to active, contagious disease, which may be disabling and even fatal. 
 
This treatment is simple in concept, but difficult in practice.  The pills must be taken for 
six to nine months and can cause side effects.  Also, those needing treatment are 
predominantly foreign-born and may be unable to get to appointments or understand the 
importance of taking medicine in the absence of active symptoms.  
 
Chelsea has the highest rate of TB in the state, but physicians have found it difficult to 
achieve adherence with treatment of latent disease.  With the assistance of the 
Massachusetts Department of Public Health, MGH Chelsea began a clinic for such 
patients on Saturday mornings, a time less likely to conflict with childcare, school, or 
work responsibilities.  The multi-lingual nurse has seen 345 patients in this clinic, 
since it began in 2003.  She reviews patients’ adherence, calls patients who fail to keep 
appointments, monitors for side effects, and gives free medication.  225 have completed 
treatment, 75 are lost to follow-up, fifteen discontinued treatment because it was 
medically indicated, and 30 patients are still active. 
 
Bridging the Gap - The Refugee Family Service Project 
Adnan Zubcevic, Refugee Program Manager 
Tamara Leaf, PhD, MGH Chelsea 
Elizabeth Miller, MD, Harvard Medical School and MGH Revere 
Celeste Nicole, Lopez, Harvard Medical School 
Naana Afua, Jumah, Harvard Medical School 
 
As an outgrowth of the Immigrant and Refugee Health Program, The Refugee Family 
Service Project was created in collaboration with volunteer students from Harvard 
Medical School.  In the 2004-2005 academic year, the fifth year of the project, ten 
students were successfully matched with immigrant and refugee families from 
Afghanistan, Bosnia, Morocco, Sudan, Western Africa, Central Africa and Latin 
America.  All of the families receive their primary care at MGH Chelsea.   
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Students supported their families in recognizing and addressing simple health-related 
needs and acted as advocates, educators, mentors and friends.  The project provided 
students with the opportunity to support refugee families with concrete needs, while 
learning first hand the cultural issues that pose challenges to the provision of primary 
health care.  In an effort to provide education to students and participating families about 
possible obstacles families may face and available resources needed in the process of 
acculturation, this project organized several events and workshops.  Caseworkers from a 
resettlement agency helped students helped students understand the major issues within 
the resettlement process.  This event provided the opportunity for students to hear what is 
available to refugees and immigrants in their first months in this country and to have 
some of their questions answered directly by front line staff. 
 
Another workshop was organized for families in the spring of 2005, that targeted basic 
employment issues refugees face upon entering the job market in the new country.  The 
project invited an employment specialist from Chelsea Refugee Services to explain some 
of the basic concepts refugees need to know before they enter the work force.  The 
project also organized several other events for families, including visits to the Science 
Museum, the Franklin Park Zoo and the New England Aquarium.  Students who 
participated in this program had the opportunity to discuss their impressions and concerns 
in regular monthly meetings with the staff from MGH Chelsea.   
 
This project serves as a meaningful bridge between cultures and offers a valuable 
experience for students while they are learning about various inter and intra-cultural 
elements.  The project provides the opportunity to build relationships that are invaluable 
to enhancing the understanding of future providers of effective management of immigrant 
and refugee health.  
 
Disease Management/Improving Health Outcomes 
 
CHAMP (Chelsea Asthma Management Program)  
Susie Severino, CHAMP Program Coordinator  
Elisha Atkins, MD, MS, MGH Chelsea  
Eduardo Budge, MD, MGH Chelsea 
Leslie Aldrich, MPH, Institute for Health Policy, MGH Boston  

MGH Chelsea and the City of Chelsea Health Department joined together in 1997, to 
improve the care management of patients with asthma and to reduce the environmental 
causes of asthma.  Today, the program has five components: patient care management, 
monitoring Neighborhood Health Plan and Medical Walk-In asthma patients, community 
outreach and education, asthma patient classification and registry, and reducing 
environmental asthma triggers.  

Patient Care Management. The Chelsea Asthma Management Program (CHAMP) 
identifies patients with asthma, conducts a case assessment and does outreach and follow-
up, often in the home.  To date, the program has seen 400 patients through home and 
office visits.  Fifty-six percent of those patients have had at least one follow-up home or 
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office visit or telephone call.  Sixty-seven percent of patients have been referred by their 
primary care physician or other doctor, sixteen percent have been referred by a health 
center or school nurses, eleven percent have been self-referred, and the remaining six 
percent have been referred by other sources.   

During the home visits the program coordinator assesses potential hazards that may 
exacerbate asthma, gives recommendations on how to eliminate them, and if necessary, 
advocates with landlords and local agencies for solutions to those problems.   The 
program coordinator also teaches patients how to manage their symptoms and 
medications, reinforces their asthma action plans and distributes hypoallergenic mattress 
and pillow encasings to protect from exposure to dust mites and allergens.  The results of 
the home visit and the medical treatment of the patient are reviewed by the program 
physicians, and recommendations are made to the program coordinator and the patient's 
primary care providers.  

CHAMP encourages and accepts referrals from doctors and nurse practitioners at the 
health center, and school nurses from Chelsea Public Schools.  CHAMP also seeks 
patients with unrecognized asthma through community education at health fairs and talks 
to local groups.  CHAMP staff conduct educational sessions for Adult Medicine, 
Pediatrics, Medical Walk-In and school nurses, and have developed ‘asthma boxes’ with 
educational and monitoring materials for each medical exam room.  CHAMP has 
developed templates for asthma action plans in English, Spanish and Portuguese for the 
electronic medical record system to be printed and given to patients.   CHAMP has 
updated and extended its resources on asthma educational material in different languages 
and made it available to patients and providers at the health center. 

Processes of Care.  CHAMP has been evaluated in several ways.  In 2003, CHAMP used 
data obtained from the patient baseline and follow-up assessments to evaluate processes 
associated with improved outcomes.  Processes of care measures include quality of life 
(as measured by asthma symptom reduction and days missed from school or work), use 
of asthma controller medications, and indoor environmental triggers.  The median time 
between the baseline and follow-up assessments was six months.  CHAMP analyzed 
behavior change in 50 participants that had a follow-up contact at the time of the 
analysis.  Major findings are: 
• The mean number of days for each asthma symptom significantly decreased, 

including wheezing and coughing, nocturnal symptoms, activity limitations, and 
changes in daytime or evening plans due to asthma. 

• The average number of asthma symptoms experienced by participants dropped 50 
percent from baseline to follow-up (2.24 vs. 1.12 respectively). 

• Use of asthma controller medications increased significantly.  
• Little change occurred in asthma triggers between baseline and follow-up.   
• No significant changes in school or work absences.  

Another evaluation compared those in the program (the study group) and those who 
werenot (the control group) in regards to urgent care visits, hospitalizations, and 
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physician office visits.  The study included 198 patients identified as having an asthma-
related physician or urgent care visit or hospitalization during the past 12 months.  Each 
of these study patients was paired with an asthma patient in the Chelsea community who 
had not participated in CHAMP.  There are several significant findings: 

• There was a statistically significant difference in hospitalizations between study and 
control groups.  The study group had a much larger decrease in hospitalizations (66 
percent) than the control group (eleven percent).  

• Patients nineteen years and older in the study group had a 57 percent decrease in 
hospitalizations while those in the control group had a seven percent increase in 
hospitalizations.  These differences were statistically significant.  

• Patients nineteen years and older in the study group had a 31 percent increase in 
physician visits while those in the control group had a nine percent decrease in 
physician visits.  These differences were statistically significant. 

  
Neighborhood Health Plan and Medical Walk-In Patient Intervention.  For the past 
four years, the program has been contacting patients who are insured by Neighborhood 
Health Plan, as well as patients who have been treated for asthma in MGH Chelsea's 
Medical Walk-In Unit.  The goal of this follow up with patients is to identify those who 
are not receiving regular care or are having difficulty controlling their symptoms.  The 
goals of this intervention are to help these patients better manage their asthma, enroll 
them in primary care and connect them to the CHAMP program.  The CHAMP 
Coordinator calls patients and conducts in-depth assessments of compliance with 
prescribed medications.  The information gained through the interview is compared with 
the patient’s medical record note.  The patient’s management plan is reviewed with the 
program clinicians and the information is forwarded to the primary care provider with 
recommendations for an adjustment of medical regimen, as the CHAMP physicians 
consider appropriate.  If necessary, follow-up calls and appointments are made.  

Since 2002, more than 863 NHP and Walk-In patients have been identified.  Sixty 
percent (518) are female and 40 percent (345) are male.  The average age of patients is 32 
years.  Thirty-seven percent of these patients received a message or letter from CHAMP 
notifying them of the program and services, fifteen percent received some type of asthma 
education over the phone or in person, twenty percent had a letter or report sent to their 
primary care physician, and 71 percent had their case reviewed with one of the physicians 
who clinically supervise the program. 

Community Outreach and Education.  CHAMP identifies community education and 
outreach as important program components.  Aside from conducting education and 
awareness information tables within MGH Chelsea, the program also participates in local 
health and school fairs.  In 2005, the CHAMP program participated in the annual ROCA 
Health Fair, presented to the Chelsea High School “Stay in Shape” program, presented at 
Choice Thru Education, and also gave a talk to the participants of the HAVEN Program.  
CHAMP also organized asthma education and training sessions at meetings for providers 
of Adolescent and Pediatric Medicine, Adult Medicine, the Community Health Team, 
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and the school nurses group at the MGH Chelsea HealthCare Center.  All patients 
enrolled in the CHAMP program receive seasonal mailings and reminders for flu shots 
and allergy season notices.  The CHAMP Program Database has been cross referenced 
with the electronic medical records system and updated in order to have the most current 
demographic information on the patients enrolled in the program.   

Patient Classification and Registry.  In addition to updating the CHAMP database on a 
regular basis, CHAMP has identified as one of its goals to create an asthma patient 
registry for both Adult and Pediatric Medicine patients and works closely with the 
Asthma Special Interest Group of the Massachusetts General Physicians Organization on 
this project.  The purpose of the registry is to identify and classify all patients diagnosed 
with asthma, create asthma action plans for those patients on controller medications and 
enter this information into the electronic medical record.   In addition, a hard copy is 
mailed to the patient and the coordinator makes a follow-up phone call to explain how to 
use the asthma action plan.  This project will allow CHAMP to better identify the patients 
most at risk and develop adequate interventions and educational tools in order to help 
them better manage their asthma.  Once this registry is completed, the CHAMP 
Coordinator will be able to streamline the home visiting process and focus on those 
patients that need additional services.  The CHAMP Program is presently piloting this 
project with the Pediatric Department in conjunction with the efforts of the Asthma 
Special Interest Group.   

The Asthma Special Interest Group provided the CHAMP Coordinator with a list of 
pediatric patients diagnosed or treated for asthma within the past two years.  The list 
contains 659 patients of whom 154 were classified as high priority patients based on 
acuity.  The coordinator reviews that patient’s chart and notes their medications and 
searches for an asthma classification.  The coordinator then meets on an individual basis 
with each provider and they review the charts together, classify the patient and create an 
asthma action plan if necessary.  To date, 69 percent (106) of high priority patients were 
reviewed and their asthma classified as moderate (19 percent) or mild persistent (42   
percent) or mild intermittent (30 percent).  Of these 106 patients, 56 percent (59) needed 
and received an asthma action plan.  

Environmental Changes.  In addition to caring for patients in the doctor’s office and 
home, CHAMP works with city officials to change the conditions that exacerbate 
asthma.  First CHAMP worked with high school students to plot on a map where pockets 
of asthma most frequently occurred within the community.  A public housing 
development built on a swamp emerged as a key problem, with several CHAMP patients 
living in apartments seriously contaminated with mold, an allergen that worsens asthma.  
Through CHAMP, an environmental consultant was hired to evaluate the development 
and make recommendations.  The consultant documented serious problems of water 
infiltration leading to conditions ideal for mold growth.   

CHAMP, an environmental consultant and staff from the Chelsea Housing Department, 
continue to work together to detect and correct conditions that affect indoor air quality in 
this housing development.  CHAMP continues to support the Housing Department on 
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their external funding and advocacy requests. CHAMP is also working on new 
educational material for tenants on how to manage mold and pest problems while 
permanent repairs are performed, along with developing a seminar for the Chelsea 
community on indoor air quality and tenants rights. 

In June of 2004, the Chelsea Asthma Management Program applied for and received one 
year of funding from the Massachusetts Department of Public Health to increase 
reporting on work-related asthma.  The proposal was funded for the amount of $12,000.  
This grant focused on identifying and reporting work-related asthma cases through 
review of the Medical Walk-In logs, referrals from physicians and information tables 
around MGH Chelsea to increase awareness about work-related asthma. 

Legal Initiative For Kids (LINK) 
Laura Maslow-Armand, Lawyers’ Committee for Civil Rights Under Law 
Saida Abdi, Refugee Program Manager, MGH Chelsea 
 
The MGH Chelsea Legal Initiative for Kids (LINK) was launched on July 15, 2003.  The 
goal of LINK is to establish a medical-legal collaboration in order to remove material 
obstacles to the effective treatment of the pediatric patients.  MGH Chelsea contracted for 
the legal services from the Lawyers’ Committee for Civil Rights Under Law to achieve 
this goal.  To date, LINK has interviewed and assisted over 100 families. Over 400 
individuals have benefited from the program.  The focus of the interventions is on 
housing and cash assistance. 
 
In the majority of the cases, LINK assistance was extensive, involving several hours of 
consultation, document preparation and advocacy.  LINK accompanied clients to the 
Department of Transitional Assistance and the Social Security Administration and helped 
complete applications.  LINK represented families at eviction hearings in District Court, 
at eligibility appeals at Chelsea Housing Authority, at Disability Hearings before an 
administrative law judge, and argued against termination decisions at the Department of 
Transitional Assistance.  

 

The following is an example of one successful intervention: 
 

A divorced mother, twice victimized by domestic violence, was unable to pay 
market rent and was forced to move from one overcrowded friend's home to 
another.  The mother, an immigrant from Central America, and her two 
United States-born children were surviving on food stamps, cash assistance, 
and a modest amount of child support.  Since the family lacked a coherent 
rental history with reputable landlord references, they were denied 
eligibility to public housing.  LINK successfully appealed the denial, 
submitting affidavits from family friends and relatives to replace the missing 
landlord references and explaining the family's nomadic existence as a 
consequence of domestic violence.  Six months after becoming a LINK 
client, the family moved into Chelsea public housing. Unable to work 
because of physical and mental illnesses, the mother appealed a denial of 

  Partners Community Benefit Report 25  



disability exemption.  LINK represented the family before the administrative 
law judge and, with the support of letters from the mother's healthcare 
providers, obtained a ruling that the mother was fully qualified for Social 
Security disability payments that were awarded retroactively.  With the 
security of public housing and long-term disability benefits, the mother is 
finally able to focus her attention on the physical and psychological needs of 
her children who have been traumatized by years of domestic violence and 
family instability. 

 
Prenatal Outreach Program 
Adela Marquez, Outreach Worker 
Sheila Jewett, MSW, MGH Chelsea 
Maryann Corea-Carrol, RN, MGH Boston 
 
The MGH Chelsea Prenatal Outreach Program was established in 1989, to meet the needs 
of low-income pregnant women, often from other countries, with limited English 
language skills.  The bi-lingual, bi-cultural Prenatal Outreach Worker connects patients 
with hospital and community resources and assists them with planning for their unborn 
child.  The outreach worker provides many concrete services to patients including 
assisting them with the completion of forms (such as the birth certificates), providing 
them education on family planning, advocating for them for health insurance and welfare 
benefits and connecting them with local food pantries, childcare services, clothing 
services, WIC (the Women, Infants, and Children Program), and English as a Second 
Language programs.  The Prenatal Outreach Worker works closely with staff from 
HAVEN, Mental Health and Social Services and Patient Financial Services at MGH 
Chelsea. 
 
When the Obstetric and Gynecology Unit first refers a patient, the outreach worker meets 
with the patient and completes an intake questionnaire regarding the patient’s health 
status, economic status, family and environmental situation.  There are also specific 
questions regarding the delivery plan, the care plan for the new baby, and the follow up 
health care plan for the mother.  Patients are offered childbirth classes in English and 
Spanish and if a patient speaks another language they are offered a tour of the Labor and 
Delivery Unit at MGH in Boston with the outreach worker and an interpreter.   
 
During 2005, the Prenatal Outreach Worker worked with more than 275 patients.   
A large number of the patients were undocumented, did not speak English and had very 
low literacy levels in their native language.  Clients ranged in age from adolescents to 
mid-forties.  Most clients identified as single, not married and not employed. 
 
The OB Family Education program from MGH Boston and the Prenatal Outreach Worker 
have designed and implemented a support group, ‘Me and My Baby’.  This support group 
is for expectant and new mothers to explore the joys and challenges of motherhood.  The 
group meets weekly and participants have a chance to ask questions, share experiences, 
make friends, discuss topics and get support.  A nurse from the Family Education 
Program and the Prenatal Outreach Worker facilitate this group with a Spanish interpreter 
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present to help with translation.  The support group is conducted in both English and 
Spanish within the same session. 

Avon Breast Health Outreach Program / Cervical Health Outreach Program 
Atala Esquilin, Avon Breast Health Coordinator 
Diana Maldonado, Cervical Health Coordinator 
Denise Sidorowicz, ANP, MGH Chelsea 
Constance Roche, ANP, MGH Boston 
Kevin Hughes, MD, MGH Boston 
Denise Whall-Strojwas, RN-C, ANP, MGH Boston 
Neil Horowitz, MD, MGH Boston   
Sheila Jewett, MSW, MGH Chelsea 
 
MGH Chelsea is one of three sites for an innovative program aimed at improving access 
to breast health services for underserved women.  The program is funded by The Avon 
Foundation and is conducted in collaboration with the Avon Comprehensive Breast 
Evaluation Center at MGH Boston and Partners Community Benefit.  Other program 
sites include Mattapan Community Health Center and Geiger Gibson Community Health 
Center /Harbor Family Health Center.  In Chelsea, the program conducts outreach to 
women at risk for breast cancer both within the health center and the greater community 
and helps women navigate the array of breast health services available at MGH Boston. 
 

 The Avon Breast Health Coordinator serves as a patient navigator providing many 
important roles.  The coordinator serves as a liaison between the patients and providers, 
following up on patients who miss appointments for screening or diagnostic 
mammograms or breast clinic visits.  The coordinator helps patients reschedule their 
appointments and accompanies patients when needed to help them navigate through the 
system.  The coordinator addresses other issues that directly or indirectly affect the 
patient through their treatment process including making referrals to other agencies and 
community resources.  The coordinator provides emotional support to patients 
undergoing the diagnostic work-up or breast cancer treatment.  This may include home 
visits.  The coordinator maintains a patient database to track patient interactions as well 
as to provide information needed for program evaluation and reports. 
  
Since its inception in May 2001, the program has served 432 patients including 52 
patients with breast cancer (38 diagnosed while in the program and nine breast cancer 
survivors).  Most patients are referred with an abnormal finding on a mammogram or 
clinical exam.  Others are referred because they have repeatedly missed mammography 
appointments.  All are helped to receive the screening, diagnostic, therapeutic or support 
services they need.  Chelsea's Avon Breast Health Outreach Program is open to all 
patients but targets Hispanic women, whose breast cancer mortality increased 38 percent 
in Boston between 1991/94 and 1995/97.  Since the program began, 63 percent of the 
patients served have been Latinas. 
  
An important component of this program is the creation of a close clinical linkage to the 
Avon Comprehensive Breast Evaluation Center at MGH Boston.  Patients from Chelsea 
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who have an abnormal finding and need further evaluation attend a designated clinic at 
the MGH Breast Center every Thursday morning.  These specialized appointments are 
designed so that the patient can have 'one stop shopping' including ultrasound, 
mammography, as well as appointments with pathology, radiology, oncology and 
surgery, all accompanied by a Spanish interpreter.  This system allows patients to 
schedule their specialty appointments within one week of an initial finding.  
 
Another important component of this program has been the creation of a breast cancer 
support groups in Spanish conducted by an MGH Chelsea social worker.  The group 
provides mutual support and the opportunity to share personal experiences with various 
treatments and issues arising from treatment.  Issues include language and cultural 
barriers to care as well as assistance obtaining concrete needs, such as transportation, 
wigs or headscarves and food vouchers.  Group members discuss how to ask questions of 
their caregivers and how to advocate for themselves.  Participants also receive language 
appropriate educational material.  The Spanish language support group is the only one of 
its kind for breast cancer survivors in the Boston area.   

  
In September of 2004, the MGH Cancer Center provided funding to expand services to 
women undergoing diagnostic follow-up and treatment for cervical cancer.  The program 
initially started with a half time outreach worker and has quickly grown; now requiring a 
full time outreach worker to meet the needs of the patients in the Chelsea and Everett 
communities.  The Cervical Health Coordinator works closely with the Center for 
Colposcopy at MGH in Boston ensuring that patients from Chelsea and Everett attend 
initial and follow-up appointments, and that communication flows easily between the 
hospital and health center providers. Monthly meetings that managers and staff, from 
both the MGH Chelsea and the MGH Center for Colposcopy, attend help to accomplish 
this. 
 
The program has enrolled 122 patients over the past year and continues to grow.  
Since Chelsea has a large Latino population, 75 percent of the patients served are Latinas.  
Thirty-one percent of the patients are uninsured and 36 percent are insured under 
Medicaid.  
 
The Cervical Health Coordinator’s first contact with the patient occurs during 
confirmation calls where the coordinator makes sure the patient understands the reason 
for the referral and how to travel to the MGH Center for Colposcopy.  A patient is 
enrolled with the Cervical Health Program one of two ways, by not arriving to their 
colposcopy appointments, or by being referred by their provider.  A provider may refer a 
patient for emotional support, assistance in reminding and rescheduling appointments and 
even accompanying patients to their appointment if needed. Occasionally the coordinator 
helps with insurance issues as well.  Patients who are difficult to reach may require a 
home visit from the coordinator.  The coordinator navigates the patient through the 
system until the patient is discharged from the Center for Colposcopy and referred back 
to their primary care provider for ongoing care.  Documenting every interaction and 
activity in the database helps the Cervical Health Coordinator track all referrals.  
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Throughout the year, the coordinator also participates in health fairs and different type of 
community activities and events.   
 
Most recently the program has expanded to meet the needs of adolescent girls in the 
Adolescent and Pediatric Medicine Department both at MGH Chelsea and the Chelsea 
High School Student Health Center, with the coordinator working closely with the 
Student Health Center’s Nurse Practitioner.  The adolescent population presents a unique 
challenge to the Cervical Health Coordinator often requiring more time in educating, 
encouraging, and helping the patients navigate through the process.  
 
Future goals of the Cervical Health Outreach Program include expanding to the prenatal 
population at MGH Chelsea and expanding STD/health prevention education in the 
community.  
 
Food For Families 
Katia Canenguez, Food for Families Outreach Worker 
Kristin Wieneke, Research Coordinator, MGH Boston 
J. Michael Murphy, Ed.D., Co-Project Director, MGH Boston 
Ronald Kleinman, M.D., Co-Project Director, MGH Boston 
 
The Food for Families project began in 2003, when Project Bread/The Walk for Hunger 
provided funding to develop a procedure to identify and help hungry families in low-
income areas surrounding Boston.  Drs. Ronald Kleinman and Michael Murphy partnered 
with the MGH Chelsea Pediatric Medicine Department to test a brief screen for use in 
pediatrics and an intervention that would link hungry families to governmental and 
private food programs like Food Stamps.  According to a recent national survey, eleven 
percent of families in the United States are food insecure (limited or uncertain availability 
of nutritionally adequate and safe foods or limited ability to acquire acceptable foods in a 
socially acceptable way) and more than one third of them (four percent) are hungry (the 
uneasy and painful sensation caused by a lack of food or the recurrent and involuntary 
lack of access to food.),  (Nord, Andrews, and Carlson, 2004).  In Massachusetts, the 
overall prevalence rate for hunger in 2003 was two percent, but according to a recent 
survey by the University of Massachusetts, Boston, in low-income communities the 
figure is ten percent.  
 
During a six-month start up phase, 1847 parents completed screens, showing that it is 
possible to screen a relatively large number of patients as a part of pediatric care over an 
extended period of time.  Results of the screening showed that family/child hunger was 
relatively prevalent (eleven percent) in this low-income community.  Hungry families were 
willing to disclose hunger on the screen and to participate in interviews about hunger.   
 
The next phase of the project called for in-depth interviews to validate the screen.  The 
parents of 137 patients participated in interviews.  This phase showed that the screen was 
valid because it agreed with a more thorough assessment of family hunger with the USDA 
Food Security Survey.  The screen was also reliable over time.  This phase of the study also 
showed that many hungry families failed to participate in all available programs, suggesting 
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that it would be possible to increase food availability and decrease hunger for them.  Results 
have been written up and submitted for publication in a pediatric journal.  The medical 
records of children in the interview study were reviewed by health center staff and showed 
that hunger is related to poorer overall health, more medical and psychological problems, and 
a higher prevalence of obesity for both children and parents.   
 
An intervention phase began in August 2004, and lasted four months, assisting 50 hungry 
families from MGH Chelsea to obtain additional food resources.  The Food for Families 
Outreach Worker met with families for an average of about three times over an average of 
about one month to assist with food program applications and to provide support.  About 60 
percent of all hungry families successfully gained access to at least one additional food 
program and all of them were helped since all received a food voucher and a list of local 
food assistance programs like food pantries and soup kitchens for which they are eligible at 
least once a week.  Six month longitudinal follow-ups, with intervention and baseline 
samples, showed that the program was associated with a significant decrease in parent 
reported hunger on the USDA Food Security Survey. 
  
With funding provided by Project Bread over the summer of 2005, streamlined 
procedures for screening and intervention were piloted at the MGH Chelsea and Revere 
Health Centers.  MGH Community Benefits is now funding a full time outreach worker 
spending half-time in each of Revere and Chelsea.  During the first four weeks of the 
project, 732 patients were screened, 73 (10 percent) reported that they had experienced 
hunger, and 68 of these parents indicated an interest in meeting with the outreach worker 
for an intervention to link them to additional food programs.  The outreach worker has 
begun to meet with these families. 

 
In total, during the intervention phase, 1982 people were screened.  Out of that number 
159 screened positive (eight percent), and 127 (80 percent) said they wanted assistance.  
Of the 127, interventions were completed with 108 (84 percent).    

HealthCare Centers Access Project 
Gloria B. Gamba, Practice Liaison 
Donna Peltier-Saxe, RN, MSN, ACM, Project Director 
Lauriane O’Leary, RNC, ANP, Clinical Supervisor 
 
The MGH HealthCare Centers Access Project, funded by a grant from Neighborhood 
Health Plan’s Campaign for Excellence, places a bi-lingual, bi-cultural practice liaison in 
Chelsea to work with a diverse population of Adult Medicine patients to address a variety 
of social and medical needs. With supervision from the nurse supervisor and the project 
director, the practice liaison sees patients in a variety of settings, including at the health 
center, at the patient’s home or at medical specialty appointments.  The practice liaison 
may meet with a patient once or many times over a period of several weeks or months.  
Referrals generally request help connecting a patient to outside services, which 
commonly include dentists, homeless shelters, transportation, food programs, visiting 
nurses, ophthalmologists, prescription plans, specialty appointments or nursing homes.  
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The practice liaison attends the weekly Adult Medicine staff meetings.  The practice 
liaison accepts referrals in many formats including written request, template referral in 
the electronic medical record, email and verbal request.  By making rounds everyday, the 
practice liaison has a presence in the department.  As a result, Chelsea has had a 135 
percent increase in referrals since 2004. 
 
An important aspect of the practice liaison’s role is to assist patients in securing the 
home-based services necessary to remain in the community.  For elderly patients and 
those with increasing disability, this may involve enrolling the patient with a long-term 
case management agency, beginning a program of delivered meals, securing 
transportation appropriate to the patient’s level of mobility and initiating homemaking 
and personal care services.  The practice liaison works closely with the Adult Medicine 
inpatient nurse-case manager to facilitate services for patients upon discharge.  Many 
Chelsea patients arrive in the community from other countries with existing disabilities 
and require assistance enrolling in appropriate programs, such as Social Security, 
Medicare and adult day health, and many patients lack education around their rights to 
benefits.  
 
The practice liaison also responds to requests from providers to locate patients who have 
a condition requiring treatment, but have failed to keep their appointments.  Most of these 
patients are known to have difficult home lives and many also suffer from psychological 
conditions.  Some examples include a diabetic patient who was accompanied to the 
emergency department, a man with childhood polio who needed special pedorthic shoes, 
a homeless man who needed emergency shelter, a hearing impaired woman who needed 
to be accompanied to the emergency room for an evaluation and a wheelchair-bound 
woman who needed coordination of multiple internal and external services for her and 
her four children.  The health care these patients require is critical, yet the extra time 
needed to locate them and coordinate their return to care is challenging for busy 
providers.   
 
From October 2004 through September 2005, the Practice Liaison received 265 
unduplicated referrals and initiated 1,218 patient contacts.  In a 2005 survey, twenty 
clinicians at MGH Chelsea’s Adult Medicine Department reported the reason for referral 
to the Practice Liaison (clinicians could select multiple reasons):  
• Referral to access community services - 94 percent   
• Referral to accompany patients to appointments - 53 percent  
• Referral to make a home visit - 23.5 percent 
• 94.5 percent of clinician respondents said they were ‘very satisfied’ with the practice 

liaison.  
• 94.5 percent of the clinicians reported receiving the kind of assistance they wanted 
100 percent of the respondents indicated that the feedback the practice liaison gave them 
kept the clinician "in the loop" about the referral to the Practice Liaison.   
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HIV/AIDS Program 
Judith Molinari-Wynn, RN, MSN, CCM HIV/AIDS Nurse Medical Manager 
Vikki Segovia, Outreach Worker/Educator 
Victor Lewis, MD, MGH Chelsea 
Ed Cowal, LICSW, MGH Chelsea 
 

The MGH Chelsea HIV/AIDS Program, managed by MGH Community Health 
Associates, provides services in English and Spanish to men, women, adolescents, and 
children in Chelsea, Everett, Revere, and Winthrop.  Currently, there are 453 individuals 
in the three communities with an HIV/AIDS diagnosis.  The program targets individuals 
at risk of becoming infected, those who are already infected, and those affected by 
HIV/AIDS.  The program provides culturally competent education, outreach, referral, 
case management, counseling, and support groups.   
 
The overall HIV/AIDS Program is managed by a team of multi-disciplinary clinicians   
who provide a comprehensive approach to serving the needs of their patients in a 
community based setting.  The program’s objectives are to increase the numbers of 
individuals at risk of HIV infection who know their status, to reduce the number of new 
HIV infections, and to improve the health and quality of life of those already infected, 
including providing support to their family members.   
 
In 2005, the program served over 40 individuals and their families.  There are 
ongoing bi-weekly support groups offered in English and Spanish for people living with 
HIV/AIDS.  These groups consistently have 10 core members.  During this year both 
groups have committed to sharing dinners and working on special projects together.  The 
groups made two quilts in the past year in memory of friends and families that have died.  
There are plans to create at least two more quilts this coming year. 
 
The MGH Chelsea HIV/AIDS Program has 71 patients enrolled.  Forty-nine percent of 
these patients are Latino, 30 percent Caucasian, 13 percent African American, one 
percent Haitian, and seven percent other racial/ethnic groups.  In June of 2003, the 
Massachusetts Department of Public Health (DPH) released data indicating that Chelsea 
has the highest rate in the Commonwealth of new HIV infections for individuals aged 16-
24 years.  AIDS Surveillance data from 2002 from DPH identified 152 persons living 
with HIV/AIDS in Chelsea.  The city of Chelsea has nearly three times the state rate of 
newly diagnosed AIDS cases, 40.7 vs. 13.9 respectively. 

MGH Community Health Associates in conjunction with MGH Chelsea has recently 
received an HIV/AIDS Enhanced Medical Management Grant from the HIV/AIDS 
Bureau at DPH.  The five-year grant proposes to increase access to clinical case 
management services for HIV-positive individuals by building on the existing program in 
place at MGH Chelsea and by adding a nurse medical manager to the program.  The 
goals of the proposed program include both positive prevention interventions and the 
concrete assistance needed to adhere to treatment.  The new HIV/AIDS Nurse Medical 
Manager, Judith Molinari-Wynn, was hired in September and brings an extensive 
background in HIV/AIDS nursing to the program.  She is now working to find and 
engage people not in care or episodically in care and to provide a link to clinical care, 
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peer support and support services.  These patients will also receive assistance with 
maintenance adherence and support in risk reduction.  Additionally, measures will be 
taken to improve the coordination of their care, reduce duplication of services, and 
simplify their service delivery.  

 
Reach Out and Read Program 
Kathleen W. Healey, CPNP, Director 
Margaret Johnson, Practice Manager, Coordinator 
 
The Reach Out and Read Program was initiated at MGH Chelsea in 1997 to promote 
family literacy by providing quality children’s books in the Adolescent and Pediatric 
Medicine Department waiting areas and exam rooms.  Initially the program was funded 
through an MGH Customer Service Grant.  Since 1998, this program has received annual 
support from the National Reach Out and Read Foundation.  Expansion of the program 
has been achieved with donations from the Exergen Corporation, MGH Community 
Benefit, The Berry Fund, Pillsbury Foundation, The Kempczinski Foundation, Mellon 
Trust, MGH Chelsea Stebbins Fund, and the Zonta Club of Chelsea.  A study done by a 
Harvard medical student demonstrated that parents have become more aware of the 
importance of reading to their children as a result of this program.  MGH Chelsea has 
received $77,144 in contributions for Reach Out and Read and has distributed over 
38,499 new and used books since the beginning of the program in 1997.   
 
Community-Based Health Care Services 
 
Chelsea High School Student Health Center 
Jordan Hampton, RN MSN CPNP, Nurse Practitioner 
Claudia Dias, Coordinator 
Teresa Grignon, MS RNCS, Mental Health 
Tamara Leaf, Ph.D, Mental Health 
Jennifer Vetree, MSRD, Dietician 
Ming Sun, Stay in Shape Program Coordinator 
Denise Hurley, LMHC, Community Outreach  
 
The MGH Chelsea High School Student Health Center (SHC) has now completed its 
fifteenth year of operation.  The SHC is a satellite clinic of MGH Chelsea Pediatric 
Department.  It is clinically overseen by M. Sheila Desmond, MD, Chief of Adolescent 
and Pediatric Medicine MGH Chelsea and physician for Chelsea Public Schools.  The 
SHC operates in collaboration with the Chelsea Public School system, which continues to 
be managed in partnership with the Boston University School of Education, with Tom 
Kingston as Superintendent. 
 
Patient Care Activities.  The SHC provides confidential, comprehensive care, including 
physical exams, reproductive health care, mental health counseling, nutrition, preventive 
health education, and treatment for acute, episodic and chronic illnesses.  All Chelsea 
High School students are eligible to enroll in the SHC.  The SHC staff collaborates with 
primary care providers and specialists to ensure continuity of care and appropriate follow 
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up.  Students may be seen at the SHC between 8:00 AM and 4:00 PM during school days 
from the last week in August to the last week in June.  Students under the age of 18 years 
old must have signed consent from their parent or guardian to be seen at the SHC.  Some 
of the special services provided by the SHC include classroom presentations on 
reproductive health for health education classes, weekly health education classes at 
Choice Thru Education (an alternative school for pregnant and parenting teens), GAPPS 
(Graduation and Attendance for Pregnant and Parenting Students), a program that 
provides supportive services to this particularly high risk group of students, and 
sponsorship of the Stay in Shape program which is a project designed to address health, 
nutrition, and physical activity among female students.   The SHC is also one of four sites 
in Massachusetts to receive funding from the Kellogg Foundation through the 
Massachusetts Coalition of School-Based Health Centers as part of the School-Based 
Health Care Policy Initiative.  The goal of this five-year initiative is to increase capacity 
and long-term sustainability of school-based health centers through community 
organizing and grassroots advocacy.  
 
During the 2004-2005 academic year, there were 371 students actively registered to the 
Student Health Center, with an additional 393 parental consents on file.  The total 
number of visits at the Student Health Center in the 2004-2005 academic year was 
1640, including nurse practitioner, mental health and nutrition visits.    
  
MGH ROCA Youth Health Center 
Lisa Carr, MD, MGH Chelsea 
Gail Gall, CPNP, MGH Chelsea 
Teresa Grignon, MS, RNCS, MGH Chelsea 
Vikki Segovia, Family Planning Counselor  
 
ROCA, Inc. began as a teen pregnancy prevention agency in Chelsea in 1988, and has 
since grown to become a locally and nationally recognized multicultural youth, family, 
and community development organization.  With the support of MGH Community 
Benefit, MGH Chelsea and ROCA, Inc. collaborated to open an on-site clinic in ROCA's 
25,000 square foot state of the art facility in 1998.  Recognizing that many high-risk 
youth do not seek medical care at facilities such as MGH Chelsea, the partnership sought 
to integrate health care into the arts, education and leadership programming that serves 
several hundred teens daily at ROCA.  Whether seeking pregnancy testing or evaluating a 
sports injury, all young people seen at the clinic receive a comprehensive adolescent risk 
assessment. 
 
The MGH ROCA Youth Health Center seeks to promote health awareness in the daily 
lives of at-risk young people and to develop relationships between youth and health care 
providers.  In particular, the center seeks to: 
• Introduce young people to the health care system in a directed, age-appropriate 

fashion 
• Encourage young people to take a proactive role in making healthy life choices by 

providing access to culturally sensitive health information 
• Contribute to an improved understanding of the health needs of young people 
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In 2005, the clinic continued to experience growth in both the number of patients cared 
for and in the services offered.  On average, the clinic serves five to ten adolescents 
during its two evening sessions per week.  The clinic continues to develop the role of the 
ROCA Youth Health Family Planning Counselor.   The bi-lingual, bi-cultural counselor 
maintains a database of all clients seen and facilitates their follow-up.  She spends 
extended time with clients explaining to them how their bodies work, evaluating how 
they feel in their current relationships and assessing for depression and relationship 
violence.  The family planning counselor also provides group education on contraceptives 
and sexually transmitted diseases to adolescent mothers involved with ROCA's Healthy 
Families Program and young people involved with La Via, ROCA's school for high-risk 
youth.  In addition to providing STD testing and contraceptive services, anonymous HIV 
counseling and testing services are now offered at the MGH ROCA Youth Health Center.   
 
The clinic recently hired a nurse practitioner with vast experience working with youth in 
Chelsea who was instrumental in the development of the Chelsea High School Student 
Health Center, as well as the MGH ROCA Clinic.  The nurse practitioner will be seeing 
patients one evening per week and helping to develop improvements in programming. 
 
In addition, the clinic is part of three adolescent sites within MGH awarded a five-year 
grant to develop programming specifically aimed at pregnant and parenting teens.  This 
includes ten additional hours per week of nurse practitioner time to develop programming 
and see young people.  The clinic is hoping this provides the opportunity to partner with 
ROCA’s Healthy Families program for adolescent mothers to improve medical care with 
a specific emphasis on preventing future unplanned pregnancies. 
 
Recognizing the high prevalence of mental health issues in the patients, clinic providers 
have worked with MGH Chelsea's Mental Health Unit to strengthen mental health 
services for adolescents in Chelsea.  There is now a mental health nurse practitioner with 
dedicated time to provide on-site counseling and medication treatment for ROCA young 
persons suffering from depression, anxiety or post-traumatic stress.  This has greatly 
improved access to mental health services with patients being able to access care within 
one week.   
 
The clinic has partnered with ROCA's Americorp-funded Youth Star Program to provide 
peer education on such topics as substance abuse, healthy lifestyles and tobacco 
cessation.  In addition to holding problem-oriented discussions, MGH and ROCA work 
together on an annual health fair that mobilizes a broad array of health services for young 
people in Chelsea and Revere.  Finally, the MGH ROCA Youth Health Center is now 
part of MGH Internal Medicine residency programs community medicine program.  The 
clinic regularly has one resident for two to four weeks each month that is interested in 
community outreach programs.  The goal of this involvement is to help inspire a future 
generation of primary care providers to become a part of community programs such as 
the MGH ROCA Youth Health Center.   
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Revere 
Roger Pasinski, MD, Medical Director, MGH Revere HealthCare Center 
Deborah Jacobson, Administrative Director, MGH Revere HealthCare Center 
Kitty Bowman, Director, Revere CARES 
Eric Weil, MD, Community Benefit Liaison 
Elizabeth Miller, MD, PhD, Director of Adolescent Health 
 
Community & Health Center Background 
 
Revere is a residential, coastal community of approximately 47,300 people.  While still a 
predominantly white community, Revere is home to many newly arriving immigrants, 
including natives of Cambodia, Vietnam, the Caribbean Islands and Latin American 
countries, as well as Bosnia, and Somalia.  The Massachusetts Department of Education 
reports that the student population was 60 percent White, nine percent Asian, 26 percent 
Latino, and six percent African American.  Almost 24 percent of Revere students come 
from homes where the primary language is not English, compared to the state average of 
12 percent.  Of Revere's 19,463 households, 14.6 percent are living in poverty.  More 
than 12 percent receive public assistance (compared to 7.6 percent statewide). 
 
In 1981, MGH first provided financial support for the Revere Health Center.  In July 
1995, the center moved to a 35,000 square foot, state of the art health care facility at 300 
Ocean Avenue, directly on Revere Beach.  MGH provided nearly $12 million in capital 
for the new center.  The new facility has greatly enhanced the center’s ability to serve the 
community and to provide a more comprehensive range of services, including lab, x-ray, 
and mammography, as well as specialty care.  Within the last few years several units 
expanded including Obstetrics/Gynecology, Mental Health and most recently Physical 
Therapy, increasing occupancy to 50,000 square feet.  In FY 2005, the center recorded 
more than 91,000 visits. 
 
Substance Abuse Prevention 
 
Revere CARES Coalition  
Rosina “Kitty” Bowman, Director 
Jessie Williams, Coalition Coordinator 
Mary Ann Zizzo, Youth Coordinator 
 
Like most communities, Revere has substance abuse problems. Unlike most 
communities, Revere acknowledges its problems and is using science-based strategies to 
address them.  Revere CARES Coalition (Community Awareness, Resources, and 
Education to Prevent Substance Abuse) was formed in 1997 to prevent and reduce 
substance use among Revere youth.  Coalitions, with the capacity to foster and facilitate 
collaboration, make a powerful tool to address complex problems like substance abuse.  
Through Revere CARES, residents and community leaders joined forces with other 
parents, young people, city and state officials, and the business community to address 
youth substance use. As a result, Revere has made measurable gains in reducing youth 
alcohol and other drug use.  
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Revere CARES is based on the belief that a community that works together to send clear 
and consistent messages about substance abuse to teens, offers positive alternative 
activities, and makes appropriate services available can reduce alcohol and drug use 
among youth and build a healthier community. The Coalition measures its success not 
only by indicators of substance use, but also in terms of community change that is 
sustainable for the long term. The Revere CARES philosophy grew out of the basic tenets 
and lessons of the Healthy Communities movement.    
• The challenge of substance use can best be solved at the community level by 

changing the environment and community norms within which Revere youth make 
choices about tobacco, drinking and drugs.   

• The whole community must be engaged and feel ownership of the substance use 
problem. Only by working together toward a shared vision with a specific action plan 
can long-term change be achieved.   

• Efforts must build on the many strengths of the community to reduce the risk factors 
and increase the protective factors related to substance use.   

 
The Coalition uses research-based strategies including education, counseling and 
community action to build resiliency among youth.  In this context, resiliency refers to 
the set of characteristics in young people that enable them to make healthy choices and 
avoid substance use and other health risk behaviors.  Research has shown that youth can 
become more resilient as a result of such factors as success in school, a significant 
relationship with a parent or caregiver, a significant relationship with another adult 
member of their school or community, and/or involvement in community service.  The 
Revere CARES program works to support and strengthen all these factors.  
 
The Coalition numbers 694 with 307 active members and includes a growing and diverse 
group of community members, including: 
• Concerned parents and other adults 
• Teens 
• Health care and human service providers 
• Churches and other from the faith community 
• Revere Police and Fire Departments 
• Revere Public Schools 
• Revere Chamber of Commerce 
• City government  
• State government 
• Other community groups 

 
Financial support for Revere CARES is provided by the MGH and Partners HealthCare 
Community Benefit programs, the MGH Revere HealthCare Center, and the Substance 
Abuse and Mental Health Agency’s Drug Free Communities Support Program.  The 
Coalition is staffed by a director, a coalition coordinator, and a youth coordinator.  
However, the numerous Revere CARES activities are accomplished by the participating 
organizations and community at large, reflecting their commitment to a comprehensive 
and sustained effort to reduce substance use among the youth of their community. 
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Revere CARES’ Measurable Results. The long-term goal of the coalition is to reduce 
alcohol, tobacco, and other drug use among Revere youth by ten per cent.  Data from the 
1997 and 2005 Revere Teen Health Survey, a survey of teen behavior conducted by 
Revere Public Schools, indicate that the efforts of Revere CARES are having a positive 
impact in many areas.   
 
• Tobacco use is declining:   

Among High School Students: The percent of youth ever having smoked 
declined from 70 to 60 (14 percent decrease).  The percent currently smoking 
declined from 34 to 26 (24 percent decrease).  
Among Middle School Students:  The percent of youth ever having smoked 
declined from 54 to 41 (24 percent decrease)  

• Alcohol use is declining: 
Among High School Students:  Lifetime alcohol use has remained fairly stable 
since 1997. The percent of youth who drank alcohol during the past month 
increased from 51 to 54 percent since 1997 but decreased from 1999 from 59 to 
54 percent (8 percent decrease).  The percent ever having been drunk declined 
from 65 to 57 percent (12 percent decrease).  The percent having engaged in 
binge drinking dropped from 34 to 32 percent (6 percent decrease).  
Among Middle School Students: The percent of youth who have ever drunk 
alcohol declined from 59 to 49 percent (17 percent decrease) 

• Marijuana use is declining: 
Among High School Students: The percent of youth ever having used marijuana 
declined from 53 to 46 percent (13 percent decrease).  The percent currently using 
marijuana declined from 33 to 29 percent (12 percent decrease).  
Among Middle School Students: The percent of youth ever having used 
marijuana increased from 20 to 21 percent during this time but has decreased 
from 22 to 21 percent since 1999. 

 
Since 1997 there has been a 60 percent increase in youth talking with adults about their 
alcohol and drug use (four percent in 1997 to ten percent in 2005) Increasing 
communication between youth and adults about alcohol or other drug use is an important 
component of Revere CARES efforts to reduce substance use.  Unfortunately, data from 
the Massachusetts Youth Risk Behavior Survey, conducted by The Massachusetts 
Department of Education in collaboration with the Centers for Disease Control and 
Prevention (CDC) and the Massachusetts Department of Public Health, will not be 
available until spring 2006.  Until the release of the state data, comparisons between 
Revere substance use rates and rates statewide cannot be made. 
 
Revere CARES’ Accomplishments. The efforts of the Revere CARES Coalition have 
focused on four major areas: 
• Community awareness 
• Public policy changes/enforcement 
• Alternative activities and education 
• Treatment and services 
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Community Awareness.  Community awareness consists of two major components: 
Ongoing media coverage and a campaign to raise awareness of the harm of alcohol, 
tobacco, and other drugs and underage drinking. 
• Ongoing media coverage and awareness of the harm of alcohol, tobacco and other 

drug use.  The Revere CARES community awareness work includes newspaper 
advertisements and op-ed pieces, cable television appearances and the placing of 
Revere CARES banners throughout the business areas of the city.  The Mayor, Police 
Chief, and Superintendent of Schools play major roles in community awareness work 
and the Revere Chamber of Commerce and local businesses have funded many of 
theses efforts. Revere CARES also maintains visibility and awareness of its work by 
participating in all major community events and activities.  

• Underage Drinking Community Awareness Campaigns.   Revere CARES conducts 
three campaigns to raise awareness of the risks of underage drinking a year: the 
Sticker Shock, Parents Who Host, Lose the Most, and the Power of KNOW 
Campaigns. The Sticker Shock and Parents Who Host, Lost the Most campaigns are 
overseen by the Policy Group and are described in the Policy Section. 

• Revere CARES’ primary community awareness campaign is the Power of KNOW 
that began with a survey of 1,500 adults conducted by the MGH/Partners Institute of 
Health Policy in 2002 to measure attitudes about adolescent tobacco, alcohol and 
other drug use.  The purpose of the survey was to determine the need for and 
direction of the community awareness campaign.  The survey was conducted on 
behalf of Revere CARES in collaboration with the City of Revere.  Preliminary 
findings from this survey indicated that most residents considered teen alcohol and 
drug use to be a serious problem and that tobacco, alcohol and drugs are easy for 
youth to obtain. 
• 88 percent thought teens were either very or somewhat likely to have tried 

tobacco before age thirteen. 
• 75 percent thought teens were either very or somewhat likely to have tried alcohol 

before age thirteen. 
• 70 percent thought teens were either very or somewhat likely to have tried 

marijuana before age thirteen. 
• Between 88 and 91 percent believed it’s very easy or easy for teens to get 

cigarettes, alcohol, and marijuana. 
• 88 percent of parents of eleven to fourteen year old teens did not think their child 

had used alcohol without their permission.   
 

In the 2001 Youth Risk Behavior Survey over 50 percent middle school teens reported 
they had drank and 25 percent reported that they had been drunk. 
 
Based on the findings of the Community Survey and the 2001 Youth Risk Behavior 
survey Revere CARES contracted with Education Development Corporation (EDC), of 
Newton, MA to develop an 18-month community awareness campaign targeting parents 
of nine to fourteen year-olds about underage drinking.  EDC conducted interviews with 
informal leaders, focus groups with parents, and developed and tested three messages.  
Based on the results of the message testing Revere CARES adopted and successfully 
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piloted the following message: The Power of KNOW:  What your kids are doing, Who 
they are with, Where they are,  and When they will be home.  Because you CARE.  
Because Revere CARES. 
 
The first Power of KNOW campaign was conducted in 2004.  It was supported by eleven 
partners and endorsed by the Revere City Council and School Committee.  The campaign 
started with Revere Mayor Thomas Ambrosino proclaiming May 2004 Revere CARES 
month.  Forty Revere CARES members marched in the Columbus Day Parade and 
distributed magnets and educational materials with the Power of KNOW message.  
Community educational pages and columns appeared in the Revere Journal.  Banners 
were raised in all schools.  During National Education Week a parent pledge campaign 
was conducted in all Revere Public Schools.  As a result ,950 Revere parents signed the 
Power of Know Pledge.  Based on the success of the first campaign Revere CARES 
decided to conduct an annual Power of KNOW Pledge Drive, establish a Power of 
KNOW Club at Revere High School, and develop a Latino Power of KNOW community 
awareness campaign. 
 
In 2005, the Power of KNOW campaign grew to include two additional partners: three 
churches that participated in collecting pledges and members of the Revere High School 
Power of KNOW Club who also participated in collecting pledges. The result, 1,060 
parents signed the Power of KNOW pledge in fall 2005. 
 
Public Policy Changes.  Revere CARES has been instrumental in promoting public 
policies and their enforcement to ensure that clear and consistent messages about the 
dangers of substance use are delivered to the youth of Revere.  In 2005, the Policy 
Committee continued work to reduce underage access to alcohol, document changing 
community responses to enforcement, plan for and responding to emerging drug trends, 
and increase regional collaborations to reduce under age drinking and drug use. 
 
Reducing Underage Access to Alcohol. 
• Restrictions on liquor licenses.  For the past three years, the coalition has advocated 

against beer, wine, and liquor licenses in convenience stores and locations adjacent to 
parks, youth centers, schools, and other areas frequented by youth. Using standards 
set by national policy research on limiting underage access to alcohol, coalition 
members have testified at Revere License Commission hearings.  In 2005, Revere 
CARES successfully blocked a convenience store liquor license and won restrictions 
on the license of Showcase Cinemas’ application to install a restaurant and bar within 
their Revere cinema complex. Additionally in February 2005, coalition members met 
with the new License Commission Chairman, License Commission members, and the 
Mayor, and presented national best practice guidelines.  Since 2003, Revere CARES 
has been successful in blocking a total of six convenience store alcohol licenses and 
three one-day beer/wine licenses. 

• Parents Who Host, Lose the Most Campaign. In the spring of 2005, the Revere 
CARES Policy Committee launched a public education campaign on the civil and 
criminal penalties associated with hosting teen parties where alcohol is served.  The 
coalition implemented the successful Parents Who Host, Lose the Most Campaign, 
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developed by the Ohio Parents for Drug Free Youth, with sponsorship from City of 
Revere, Revere Police Department, Revere Public Schools, MGH Community 
Benefits, and Revere CARES.  One hundred posters were printed and put up 
throughout the community at all local package stores and some businesses involved 
with the Chamber of Commerce. The coalition’s Policy Committee organized a town 
meeting entitled Parents Who Host, Lose the Most: A Community Conversation on 
Underage Drinking and Hosting Teen Parties.  A panel of speakers addressed the 
status of underage drinking in Revere, the effect of alcohol on a young person’s 
developing brain and body, a parent’s perspective on raising teenagers and navigating 
these issues, tips on shifting parenting styles as high school students graduate, and the 
consequences of hosting teen parties, including civil and criminal liabilities. Speakers 
on the panel included the Chief of Police, a Revere School Health Educator, a local 
parent, the Principal of Revere High School, and the Assistant District Attorney, 
Essex County.  Brochures entitled, “Don’t Give Kids Alcohol” were also mailed out 
to all parents of seniors at Revere High School with reports cards. 

• Holiday Sticker Shock Campaign. Revere CARES youth leaders partnered with 
Mothers Against Drunk Driving (MADD) and local package stores owners on a 
Sticker Shock Campaign in December 2005. This project aimed to reach people over 
age 21 who legally purchase alcohol and provide it to minors.  Nine neighboring 
communities also implemented this project including Cambridge, Chelsea, Everett, 
Malden, Medford, Saugus, and Somerville.  Revere CARES Teen Leaders and 
coalition staff joined other area coalition youth leaders and representatives at a 
regional press conference led by MADD and Kappy’s Liquors in Medford.  Then, 
Revere CARES youth leaders and staff visited Ocean Liquors on Shirely Avenue and 
Woody’s Liquors on Broadway to adhere stickers to multi-packs of beer, wine 
coolers and other alcoholic beverages that appeal to underage drinkers. Other 
participating liquor stores included State Road Liquors in Beachmont and EZ Liquors 
in West Revere. The regional and local campaign received wide media coverage. 

 
Changing Community Responses to Enforcement. 
• Changing the culture of enforcement.  When the coalition began its work in 1998, 

community members and police department representatives reported that underage 
youth picked up by the police for first time alcohol and drug related offenses were 
traditionally brought home and not charged.  Over the years, the Revere Police 
Department has worked hard to change the culture of enforcement and send a clear, 
consistent message that underage drinking offenses will be prosecuted.  In 2005, the 
Revere Police took a firm stand against underage drinking. During a busy month of 
June, the department sent 92 juveniles and young adults to Chelsea District Court 
with violations related to underage drinking.  Compared with three years ago when 
the Zero Tolerance Policy went into place and 100 youth were arrested, the 
community response has changed dramatically.  In 2003, the Chief of Police and 
numerous other city officials were inundated with phone calls from parents calling for 
charges to be dismissed.  In 2005, the Chief did not receive any calls from parents.  

 
• Exploring Youth Court Models. Following identification of a juvenile drug court as 

a priority by the Opiate Task Force in August 2004, two Revere CARES 
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representatives attended the two-day youth court training sponsored by MA Executive 
Office of Public Safety to learn about youth court models across the nation.  Revere 
CARES presented on potential youth court models for Revere at the June 2005 policy 
committee meeting, and members identified next steps.  The coalition is continuing to 
explore juvenile drug court and youth court options and continuing to build 
relationships with the Clerks, District Attorney, and Probation Departments. 

Planning and Responding to Emerging Drug Trends. 
• Opiate Task Force. The Opiate Task Force, launched by Revere CARES and MGH 

HealthCare Center in June 2004, completed is rapid assessment and planning work in 
January 2005. Final recommendations were developed and presented to the Statewide 
Oxycontin Commission in April 2005 at Bridgewater State College.  Outcomes of the 
plan to date include completion of an Opiate Town Meeting in January 2005, 
advocacy for an intensive outpatient treatment program for adolescents using 
evidence-based models, exploration of youth court and juvenile drug court models, 
ongoing education of probation and police of need for screening and treatment, and 
completion of CRAFFT screening training by Revere Probation Officer at Chelsea 
District Court.  A co-chair of the Revere CARES  Policy Committee, Dr. Eric Weil 
was a member of Statewide Commission appointed by Senate President Travaglini. 
The Commission concluded its hearing process in the fall of 2005, and is currently 
compiling recommendations. 

• Community responses to Methamphetimine. Revere CARES staff researched 
strategies used by communities across the nation to address problems related to 
Methamphetimine. A report was presented to the Policy Committee that detailed 
strategies such as how to identify a meth lab in your neighborhood, how first 
responders can protect themselves when entering labs, policies to restrict bulk sales of 
supplies for local production of meth, and campaigns to educate employees of 
hardware stores and pharmacies on how to identify and where to report the purchase 
of products intended for Meth production. The committee is currently evaluating the 
degree of Meth use in Revere, the populations affected, and determining at what point 
to launch any of these strategies.  The Revere Health and Inspectional Services 
Department has begun training employees on how to identify a meth lab and not to 
enter it. The Fire Department will receive all tips on potential meth labs and follow 
up. 

 
Regional Collaborations to Reduce Underage Drinking. 
• Collaborating with Neighboring Community Coalitions. Recognizing that 

underage drinking and access to alcohol does not always follow municipal 
boundaries, Revere CARES has been reaching out to neighboring community 
coalitions.  Revere CARES called for and assisted in the planning of a regional 
meeting of coalitions addressing opiate use in January of 2005. Coalition 
representatives shared their work plans and networked at this meeting, hosted by 
Somerville Cares About Prevention and facilitated by the Regional Centers for 
Healthy Communities. Revere CARES also provided information to assist Saugus 
Speaks Out and Winthrop’s CASA Coalition in their application for Federal Drug 
Free Communities grants.  Revere CARES linked both of these groups to the Parents 
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Who Host, Lose the Most Program out of Ohio, and Saugus implanted the poster 
campaign in June 2005 concurrently with Revere CARES.  Malden, Revere CARES, 
and Chelsea Coalitions shared pharmacy education materials for people picking up 
OxyContin and other narcotic prescriptions. Finally, due to these contacts and 
collaborations, Revere CARES and nine other communities including Cambridge, 
Chelsea, Everett, Malden, Medford, Malden, Saugus, and Somerville concurrently ran 
a Holiday Sticker Shock Campaign that was supported and sponsored by Mothers 
Against Drunk Driving (MADD). 

 
Over the past six years, Revere CARES policy and enforcement successes have included:   
• Passage of local ordinance on smoking restrictions in dining areas restrictions in 

2003 
• Establishment of an alcohol and drug Zero Tolerance Policy in 2001 developed by 

Revere CARES, in collaboration with the Revere Public Schools, City Government, 
North Suffolk Mental Health Association, the Suffolk County District Attorney's 
Office, the Boston Juvenile Court, Chelsea District Court and the Revere Police 
Department  

• Passage of a youth tobacco possession ordinance enacted by the Revere City 
Council in 2002, allowing Revere Police to confiscate cigarettes from youth within 
1,000 feet of school property and to mandate tobacco education and/or fines 

  
Alternative Activities & Education for Revere Youth and Adults.  Education, 
prevention and positive alternative activities for youth have been documented to prevent 
high-risk behavior by teens.  The accomplishments achieved by Revere CARES in 
working with others to create these opportunities include the following: 
• An active youth group.  Building youth leadership skills is a key strategy of Revere 

CARES.  A youth group was established to provide educational and community 
service activities.  Previously, members participated in educational programs about 
alcohol, drugs, tobacco, peer leadership, adult/youth partnerships and advocacy; 
served as panelists for an underage drinking town meeting; spoke at the Night Out 
Celebration; presented at the U.S. Department of Justice site visit; and mapped 
community resources.  The Youth Group was recognized by their peers for their 
efforts in the adoption of a public health regulation in Revere to eliminate smoking in 
dining areas.  During 2005 the Youth Group was re-structured.  A Power of Know 
Club was established at Revere High School.  Seventeen (17) members were recruited 
and trained.  In the first year, the Power of Know Club developed, tested, and adopted 
a youth Power of Know message-- “Power of One, Power of Many, Power of 
Know”--  and participated in the Revere CARES Pledge, Great American Smoke-out, 
and Sticker Shock Campaigns. 

• Mayor’s Advisory After School Group.  Revere CARES has been involved in efforts 
to increase after-school activities since 1999.  Efforts include the development of an 
After-School Report with recommendations for a comprehensive school-based after 
school program following a needs assessment of after school resources and 
identification of best practices; advocacy for a Revere based YMCA; partnership 
development to support the growth of the MGH Youth Zone; establishment of the sea 
kayaking and beach based summer activities for youth; and grant writing.   Recent 
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grant writing efforts led to the formation of the Mayor’s After-School Advisory 
Group led by Revere’s Mayor Thomas Ambrosino.  During 2005, this group has 
developed a public/private partnership that includes five private after-school 
providers, the Revere Public Schools, and the City of Revere. The providers 
committed an additional 100 after-school slots and have agreed to form a community 
chest for raising funds to support additional after-school programming. 

• Summer jobs.  Revere CARES, working in partnership with Revere Public Schools, 
the City of Revere and the Revere Chamber of Commerce has conducted four annual 
Summer Job Fairs.  Each of these job fairs has attracted between 200 and 300 youth 
and up to 23 businesses and scores of volunteers.   In prior years between 65 and 75 
teens found summer jobs as a result of the job fairs.  In 2003 a minimum of 25 youth 
found jobs, a reflection the poor economic climate.  In an effort to better serve the 
students and the businesses, a web-based summer job bank hosted by the Revere 
Chamber of Commerce and staffed by Revere CARES, replaced the job fair in 2004.  
In 2005, 33 businesses listed positions in the job bank.  The goal for 2006 is to 
expand to job bank to include after school jobs. 

• Sea Kayaking & Other Revere Beach Activities.  The Revere CARES Coalition has 
been supported by many community leaders in its efforts to provide positive 
alternatives activities for youth.  Massachusetts Senator Robert Travaglini and Revere 
Mayor Thomas Ambrosino were both instrumental in the development of a 
Community Boating initiative for youth. During the past four summers, over 220 
youth and 120 individuals, children and adults, participated in 25 sea kayaking clinics 
and three (3) Demonstration Days on Revere Beach.  Several beach clean-up days 
were sponsored as part of the program. The sea kayaking program was piloted in the 
summer of 2001 and was viewed by the community as a tremendous success, both in 
providing Revere youth with much needed activities and in changing the image of the 
beach. In 2005, Revere CARES added Exploring Revere Beach at Low Tide, guided 
beach walks for children ages four and up and their families, and Fishing 101 in 
collaboration with Save the Harbor, Save the Bay and Point of Pines Yacht Club. An 
additional 97 youth ages four to thirteen were served in 2005 through the Beach 
Walks and Fishing 101.  This summer, the Revere Department of Parks & Recreation 
will be taking over Sea Kayaking and the other beach activities.  

 
Treatment and Services. Revere CARES supports a number of strategies to intervene 
with youth who are beginning to experiment with alcohol and other drugs and to ensure 
that adequate treatment services are available.    
• Strengthening Families Program.  In 1999 and again in 2003, the Massachusetts 

Department of Public Health awarded the North Suffolk Mental Health Association, 
in collaboration with Revere CARES, grants to develop a Strengthening Families 
Program.  The Strengthening Families program is a science-based skill building 
program for families with children that focuses on building protective factors among 
children and young adolescents and their parents or caregivers and reducing family 
related risk factors.  The goals of the program are to delay the initiation of adolescent 
substance abuse and reduce substance abuse and other risk behaviors in teens.  With 
the first three-year award, the Strengthening Families Program served 128 English 
speaking families and eighteen Khmer speaking families with children between the 
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ages of ten to fourteen.  With the second award of five years, the Strengthening 
Families Program will serve English, Khmer, and Spanish speaking families with 
children between the ages of six to twelve.  Revere CARES staff support the outreach 
efforts and the Revere CARES Mental Health Services Group serves as the 
Community Advisory Board for the program.  

• High school education and counseling.  A substance abuse prevention and 
counseling program has been in place at Revere High School for the past seven years.  
The program includes a two semester elective course and a variety of counseling 
programs.  The counseling program serves approximately 130 youth annually, 
approximately ten per-cent of the high school student population.  It is designed to 
help Revere teens develop the skills necessary to avoid substance abuse and other 
high-risk behaviors.   

• Power Source Curriculum: POWER SOURCE: Taking Charge of Your Life by Beth 
and Robyn Cassarjian is a book/curriculum/program designed to help highly at-risk 
youth identify their strengths and take control over their lives, while increasing their 
understanding of the emotions and beliefs driving their high-risk and offending 
behavior. In conversations with Seacoast Academy students engaged in a summer 
work program and health education group in 2004, students spoke about a culture of 
opposition to seeking treatment and lack of trust of adult treatment professionals 
among their peers. Local psychiatrists and clinicians reported high no-show rates and 
low retention rates of adolescents. Revere CARES obtained 20 donated books and 
two facilitator guides.  In the fall of 2005, Seacoast Alternative Academy 
implemented the11 session curriculum throughout the 200 students in their seventh 
through twelfth grade population. The Power Source Program aims to give these 
high-risk youth effective ways to:  

• Acquire basic emotional literacy skills 
• Constructively manage and heal the anger, grief, shame, rage, and other 

highly charged emotions that often precipitate negative and high-risk behavior 
• Help youth develop a healthier, more cohesive sense of self and a positive 

future orientation 
• Adolescent Intensive Outpatient Program:  In June and August 2004, members of 

the Opiate Task Force identified lack of treatment resources for youth under age 
seventeen and those that targeted the specific needs of young adults ages 18 to 24 as a 
priority for action.  Representative Robert DeLeo, a member of the Task Force, 
included an earmark for $500,000 in the 2005 Department of Public Health (DPH) 
budget to launch an intensive outpatient treatment program for adolescents and young 
adults dependent on opiates and other drugs. Revere CARES staff participated in a 
series of meetings with the Representative’s office, DPH, and local providers to 
communicate the Opiate Task Force’s intent in calling for this program. The service 
is expected to start up in the spring of 2006 with both North Suffolk Mental Health 
and Dimock received the targeted assistance contracts from the Bureau of Substance 
Abuse Services, Department of Public Health. 

• Building Bridges Project.  In October 2005, the Building Bridges Project of the Blue 
Cross Blue Shield Foundation concluded. North Suffolk Mental Health Association, 
Revere Public Schools, Massachusetts General Hospital Community Health 
Associates, and Revere CARES were awarded a three year grant by Blue Cross/Blue 
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Shield to increase access to mental health services for children ages nine to thirteen 
and their families.  Revere CARES Mental Health Services Group serves as the 
advisory board and assisted with the community assessment, resource mapping, and 
project design.  The project included better coordination of existing services, 
expansion of available services, increase in collaboration and community 
involvement, publication of teen wallet cards, parent resources guides, and provider 
information cards, and implementation of the Second Step Curriculum in the fifth and 
sixth grades in the Revere Public Schools. The Second Steps Curriculum is a science-
based program that teaches students social skills to reduce impulsive and aggressive 
behavior and increase their level of social competence. The Revere CARES Mental 
Health Committee continues its work of raising awareness about mental health and 
available resources, promoting collaborations between local providers, advocating for 
increased access, and building parental involvement. 

 
Revere Adolescent Health Initiative 
 
The goal of the Revere Adolescent Health Initiative is to provide comprehensive, holistic 
care for adolescents in Revere by increasing access to care and services, celebrating the 
strengths and diversity of youth, nurturing social connectedness of youth, and promoting 
health and wellness. The Initiative links school based and confidential clinical services 
(the MGH Revere Adolescent Health Program, described below) with a youth 
development focused after-school program (called the Youth Zone, described below) 
along with peer leadership and parent network activities led by the Revere CARES 
Coalition (see the ‘Power of Know’ campaign).  The components of the Revere 
Adolescent Health Initiative are described below. 
 
Clinical Care -- The MGH Revere Adolescent Health Program 
Rita Olans, N.P., Nurse Practitioner 
Anna Berrian, N.P., Nurse Practitioner 
Christine Sullivan, N.P., Nurse Practitioner 
Laureen Fabiano, CMA, CFP, Adolescent Clinical Coordinator 
Marykate Shorter, LICSW, Mental Health Counselor 
Derek Moore, LICSW, LAD, Addictions Counselor 
Patricia Rosell, MSW, LCSW, Domestic Violence Counselor and Advocate 
Ming Sun, MPH, CHES, Health Educator 
Elizabeth Miller, MD, PhD, Director of Adolescent Community Health, Medical Director 
of School Based Health Center and Adolescent Health Center  
Linda Jeffrey, Practice Manager 
Debra Jacobson, Administrative Director, MGH Revere 
 
The MGH Revere Adolescent Health Program consists of coordinated health services for 
adolescents and young adults ages thirteen to twenty-four, located at three clinical sites 
and staffed by the team listed above:   the MGH Revere School Based Health Center 
located in the Revere High School/Seacoast Academy; the Adolescent Health Center (a 
confidential teen clinic); and the MGH Revere Health Center.  The Adolescent Health 
Program receives funding support from a number of different sources including the 
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Boston ABCD Family Planning Services, Department of Public Health, Neighborhood 
Health Plan, as well as MGH Community Benefit, and MGH Community Health 
Associates.  In addition, in September 2005 the Office of Adolescent Pregnancy 
Programs of the U.S. Department of Health and Human Services awarded a grant to 
ROCA, a youth development agency, in collaboration with MGH to increase outreach 
and services to pregnant and parenting teens, including young fathers.  
 
MGH Revere School-Based Health Center 
 
MGH Revere opened its first School-Based Health Center (SBHC) at Revere High 
School (RHS) and the Seacoast Academy, an alternative high school, in fall of 2002.  The 
SBHC provides comprehensive health care, management of acute illnesses, chronic 
disease management (including diabetes and asthma), immunizations, confidential care, 
mental health, and substance abuse counseling.  
 
Students present to the SBHC with a range of problems, from eating disorders to ear 
infections, STD and HIV testing, sports physicals, pregnancy, burns and sprains. In 
academic year 2004-5, 102 new patients were seen at the SBHC for a total of 420 active 
patient charts, and a total of 500 cumulative visits. Since September 2005, the SBHC has 
had about 100 visits monthly, an almost twofold increase since last year . Services for 
students and their families are integrated with the MGH Revere Health Center and 
include insurance assistance for uninsured patients, follow-up and referrals to Health 
Center physicians and mental health providers, and to OB/GYN for pregnancy.  Services 
are coordinated with the Adolescent Health Center (see below) for continuity of care 
related to reproductive health needs. 
 
The SBHC offers mental health services with counseling and referrals to community-
based services. A licensed clinical social worker provides counseling to students twenty 
hours per week and receives referrals from teachers and counselors in the school system. 
In academic year, 2005-6 an addictions counselor from MGH Revere is available one 
afternoon per week.  The goal is to develop an outcomes-based adolescent substance 
abuse prevention and intervention program in partnership with the Revere High School 
and Seacoast Academy.  
 
In addition to these clinical services, through a grant from the Massachusetts Office of 
Victim Assistance (MOVA), the MGH HAVEN program hired a domestic violence 
advocate for MGH Revere who provides services and advocacy for adolescent patients at 
the SBHC one day a week on-site and at the Adolescent Health Center, as well as on-call 
throughout the week. This advocate has organized a Healthy Relationships Working 
Group that involves a collaboration among the SBHC, Comprehensive Health Director of 
the Revere Public Schools, Revere High school nurses, DV advocate from the Revere 
Police, advocates from the local DV agency HarborCOV, as well as the SBHC nurse 
practitioners, mental health counselor and school social workers. The working group has 
been actively involved in outreach to the middle schools, faculty and staff trainings, as 
well as ongoing educational activities at the Seacoast Academy, an alternative high 
school, and a relationship support group for girls.  
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The staff at the SBHC have been involved in multiple health education and health 
promotion activities within the schools. The nurse practitioners (NP’s), mental health 
counselor and DV advocate work with the school guidance counselors and social 
workers, in order to improve outreach to students with mental health and medical 
problems. The NPs offer ongoing classroom presentations in the high school health 
classes on sexuality and healthy relationships, and also offer formal presentations at 
school assemblies as well as community meetings related to adolescent health.  In order 
to promote oral health, the SBHC invited a group from the Harvard Dental School called 
Operation Mouthguard, a community service project that brings dental students to youth 
programs to promote oral health, sports safety, and to make custom made mouthguards 
for student athletes.  
 
This past year, the SBHC also piloted an after-school nutrition and exercise program for 
girls at the Revere High School called Stay in Shape, also an ongoing program at the 
Chelsea High School. The students participated in nutrition education, as well as, a fun 
exercise program.  Plans are in place to repeat this program again this academic year. 
Staff of the Adolescent Health Program have also been active participants in community 
meetings related to health promotion, wellness, and overweight/obesity among Revere 
children and youth.  
 
As part of a contract with the Revere Public Schools, MGH Revere provides school 
health services to all Revere Public Schools including same day immunizations, referral 
for physical exams for school entry, as well as consultative services to the city’s school 
nurses, health and physical education teachers, and resources for the Director of 
Comprehensive Health. This contract also supports medical supervision for football and 
hockey games for Revere High School home games. The Director of Adolescent 
Community Health at MGH Revere, who provides clinical supervision for the SBHC, 
Adolescent Health Center and Youth Zone, has also served as the school liaison 
physician, helping to nurture ongoing collaboration and communication between health 
care providers and the schools. The SBHC provides immunizations and tuberculosis 
screenings for incoming students in the Revere Public School system who may be 
uninsured and/or do not have an identified medical home yet.  The SBHC is firmly 
committed to ensuring that every client who utilizes the SBHC services has been 
connected to a medical home.  
 
As part of the SBHC’s contract with the Department of Public Health, a range of data on 
patients has been collected, including rates of STDs, pregnancy, substance use, and 
mental health problems, and should be available for review in early 2006. Current 
process indicators include significant increases in Chlamydia due to a large increase in 
the number of students being screened as well as quality indicators such as the number of 
families registering for health insurance. Success is also measured through the quality of 
linkages both within the school and in the community at large, as well as student and 
parental satisfaction.  
 
Adolescent Health Center -- Confidential Adolescent and Young Adult Clinic. 
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The Adolescent Health Center (AHC), open five days a week from 2:30 to 5:00 pm 
(after-school hours), offers continuity of care from the SBHC for the Revere High School 
and Seacoast students requiring additional reproductive health services and contraceptive 
dispensing not provided at the SBHC. Both of the nurse practitioners that staff the SBHC 
provide care at the AHC after school.  In addition, a third nurse practitioner provides 
adolescent and young adult care at MGH Revere Health Center.   
 
The AHC provides free, confidential services for youth regardless of what school they 
attend. The Adolescent Clinical Coordinator is a certified family planning counselor and 
offers contraceptive and sexual health counseling and education to all clients.  As clinical 
coordinator, she also helps with data collection and tracking of complicated cases to 
ensure that referrals are made and that the patient has received appropriate follow up 
care.  This position has also allowed for accurate accounting of and follow up for positive 
pregnancies, abnormal cervical smears, and STD tests.  In addition, the HAVEN 
domestic violence advocate is on site once a week and meets with all of the clients, 
regardless of whether they are in an abusive relationship or not, to introduce them to 
resources on healthy relationships and ways to help their friends who may be in 
unhealthy relationships.   
 
ROCA, Inc., in partnership with MGH Chelsea, received a five-year grant from the 
Office of Adolescent Pregnancy Programs (OAPP) to provide home visitation, parenting 
skills building, access to clinical services, and employment and educational support for 
pregnant and parenting teens in Revere and Chelsea, including fathers. One of the SBHC 
nurse practitioners, Rita Olans, serves as the clinical program manager for this project.  to 
Reduction of rapid repeat pregnancy is the key outcome measure for this grant.  In 
addition, the grant seeks to demonstrate better educational and health outcomes for teens 
and their children by bringing together adolescent clinical services, home visitation and 
youth development programming that addresses the needs of pregnant/parenting teens.  
The Adolescent Health Center will be a key site for ongoing activities and 
communication related to this grant.  
 
The Youth Zone -- After-School Youth Development Program 
Linda Jeffrey, Program Director 
Elizabeth Miller, MD, PhD, Clinical Director 
Debra Jacobson, Administrative Director 
 
The mission of the Youth Zone is “to provide a safe place for youth to develop positive 
life skills, within the context of a caring environment that will better prepare them to deal 
with the challenges of adolescence."  The Youth Zone provides a wide variety of 
preventive, educational, recreational and vocational planning, programs and resources 
that facilitate the development of the innate strengths found in all youth, with a focus on 
younger adolescents ages ten to fourteen.  The Youth Zone is based on building family 
and community networks through a strong, supportive environment, where youth can 
explore and lay the foundation for positive changes in all areas of their lives. 
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Services at the Youth Zone include health education, homework support, arts and crafts, 
exercise, music, as well as peer leadership, community service and a variety of social 
skills enhancement activities.  Parent chat groups led by health center providers offer 
information and support regarding adolescent issues.   
 
With the support of the Mayor and the City of Revere in spring 2004, in partnership with 
the City’s Department of Parks and Recreation, the Youth Zone moved from the original 
space in the city post office building to a larger space centrally located in Revere in close 
proximity to the high school.  Additional funds were secured to open four afternoons a 
week since September 2004. In addition, a partnership with the Chelsea Boys and Girls 
Club has allowed for Revere youth to utilize the Club once a week.  With this expansion, 
the Youth Zone continues to identify new ways to reach parents and youth in this 
community and serve as a point of access to medical, mental health, and social services. 
Membership at the Youth Zone has continued to grow over the last year with a daily 
census averaging around 30 to 35 youth for the recreational activities, and an active 
membership list of over 300 youth.  The racial/ethnic backgrounds of the current 
members are approximately 30 percent White, 30 percent Latino, 30 percent African 
American and 10 percent other.  
 
Most youth live in Revere and walk to the center after school. The majority come from 
low-income single parent families where parents often work long hours to meet the needs 
of their families, and many face the complicated constraints of poverty, substance abuse 
and domestic violence in their homes and neighborhoods. Drawing on a youth 
development model, the Youth Zone focuses on supporting the resiliencies evident in 
youth and encouraging the development of a range of life skills, supporting youth to 
make healthier choices. Last year, the Youth Zone surveyed members and families and 
used this information to develop goals and objectives for the center, that included 
increasing participation of youth in local community service and involving parent 
volunteers in program development.  Five community meetings with youth and parents 
were organized to discuss increased community outreach and visibility of the Youth 
Zone.  
 
In addition, grants from the American Academy of Pediatrics CATCH program, as well 
as, the Alces Foundation have supported a peer leadership program that meets weekly. 
Currently, the peer leaders are ages eleven to thirteen, seven girls and six boys, five of 
whom are youth of color. The peer leaders have participated in a number of learning 
topics, led by youth workers and program directors, addressing topics such as teen 
pregnancy, intimate partner violence, gang activity, teen dating and violence, hate crimes 
and anti-gay violence, and racism. In addition to these discussions and group activities, 
the peer leaders also developed a time line for community service as well as community 
outreach activities. Community activities have included  painting fire hydrants as part of 
the neighborhood beautification campaigns; participating in the Great American Smoke 
Out activities at the health center; a trash clean up at the Hill Park area near the Youth 
Zone; Holiday Toy Drive (for disadvantaged families served by the health center); and 
care packages to soldiers. The overall focus of the peer leadership program is to bring 
together health promotion and outreach in the context of much needed after-school 
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programming for youth in this city, offering an innovative approach to integrate youth in 
the Revere community.    
 
Staff training and development is also a critical focus of the Youth Zone.  This year, as 
part of a community service project initiated by a Harvard Medical School (HMS) 
student (Ashley Morris, HMS 2009) and supported by the Office of Enrichment 
Programs at HMS and the Schweitzer Fellowship, staff received training on outreach and 
support for GLBTQ (gay, lesbian, bisexual, transgender and questioning) youth.  
 
The YouthZone is currently undertaking its first in-depth needs assessment of youth, 
utilizing a detailed intake form as well as a mental health symptom checklist, reviewed 
by a staff member, and an anonymous survey that asks a range of questions about parent 
and school connectedness as well as health risk behaviors.  This needs assessment will 
provide a foundation for program development as well as a benchmark for measuring 
change in young participants over time.  
 
Healthy Steps for Young Children 
Harwood Egan, MD 
Susan Curley 
Jennifer Bronsdon 
 
The first three years of life are the focus of a national initiative, the Healthy Steps for 
Young Children Program.  This approach emphasizes a close relationship between 
health care professionals and parents in addressing the physical, emotional, and 
intellectual growth and development of very young children from birth to age three. 
 
The program adds new members to pediatric teams, Healthy Steps Specialists, who have 
special training in child development, to enhance the information and services available 
to parents.  The Specialists address major behavioral and developmental issues, and give 
the practice the opportunity to focus on a whole baby, whole family brand of pediatrics.  
In FY2005, Healthy Steps had a total of 525 patients enrolled, including 175 new 
referrals.  The staff had 2,650 encounters with patients, and made 160 home visits. 
 
The Healthy Steps approach is being implemented and tested in numerous pediatric 
practices.  MGH Revere is one of fifteen sites nationwide selected by the Commonwealth 
Fund, and supported by Partners HealthCare.  The nation’s first, large clinical trial 
designed to improve delivery of developmental and behavioral services to young children 
has improved quality of care, enhanced communications between pediatricians and 
parents, and helped children receive appropriate preventive services, according to a 
national evaluation of the program that appeared in the December 16, 2003 issue of the 
Journal of the American Medical Association.  
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Charlestown 
Lorenzo Lewis, MD, Medical Director, MGH Charlestown 
Peggy Carolan, Administrative Director, MGH Charlestown 
Beth Goldberger, MSW, Coordinator, Charlestown Substance Abuse Coalition 
 
Community & Health Center Background 
 
MGH has a long history of involvement in the Charlestown community.  In 1968, MGH 
worked with the City of Boston, Harvard Medical School and other community partners 
to develop one of the first hospital-licensed, multidisciplinary community health centers.   
MGH opened the "Bunker Hill Health Center" in l968 with a primary focus on children 
and youth.  Today, MGH Charlestown offers comprehensive services in a four-story 
brick building owned by the City of Boston.  Last year the health center delivered care in 
55,074 visits.  Charlestown, with a population of about 15,000 residents, bears a 
disproportionate burden of disease compared to other Boston neighborhoods, particularly 
in the areas of heart disease and substance abuse.  Following is a description of the newly 
formed Charlestown Substance Abuse Coalition as well as YouthCare, as well as a long 
term commitment MGH Charlestown has had to delivering mental health services in 
Boston Public Schools located in Charlestown.   
 
Community Initiatives 
 
Mental Health Services in Boston Public Schools 
 
The Child and Family Team of the Mental Health Unit of MGH Charlestown provides a 
range of services to the two Charlestown-based public elementary schools, Warren-
Prescott and Harvard-Kent, and the Edwards Middle School, as well as, to the Head Start 
Program operated by the John F. Kennedy Center.  The team also consults with the staff 
of the Boys and Girls Club.  In the schools, psychologists and social workers consult with 
teachers, administrative staff and student support teams, and provide direct therapeutic 
services to students.  The team provides school-based services to: outreach to children 
and families who are less likely to seek services at the health center for fear of stigma; to 
accommodate parents and guardians who have difficulty getting children to the health 
centers; and to service children whose primary problems are school-based.  The team 
plans to expand school-based services to include psychopharmacology. 
 
Charlestown Substance Abuse Coalition 
Beth Goldberger, Director 
 
According to the Massachusetts Department of Public Health, hospital admissions for 
treatment of heroin abuse in Massachusetts were three times the national average and 
highest of all the New England states.  As staggering as the Massachusetts numbers are, 
the statistics for the one square mile of Charlestown are even more sobering.  The rate of 
substance abuse-related hospitalizations among Charlestown residents is more than twice 
the rate of Boston overall. According to the Massachusetts Bureau of Substance Abuse 
Services, heroin was the primary drug of choice in Charlestown and treatment for heroin 
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use was higher in Charlestown than in any other Boston neighborhood. The rate of 
Boston Emergency Medical Services calls for heroin overdoses in Charlestown was more 
than three times that of the City in 2003. Finally, the number of drug related deaths 
among Charlestown residents is nearly 50 percent higher than the City of Boston as a 
whole from 1999-2002. 
 
In response to these alarming trends, community leaders, the police, social service 
agencies, the health center and providers, residents and others came together in the winter 
of 2004 to form the Charlestown Substance Abuse Coalition (CSAC).  CSAC was further 
galvanized by the tragic overdose of two well known young people in April of 2004, 
including the death of one.  The mission of the coalition, convened by MGH Charlestown 
and MGH Community Benefit follows.  
 

The Charlestown Substance Abuse Coalition is a community based Coalition of 
residents, businesses, organizations, professionals and advocates who work 
together to reduce substance abuse. Through a unified, collaborative approach, 
we utilize existing community resources, and organize programs to address  
identified needs and harness the energy and commitment of all to provide a safe, 
healthy environment in Charlestown. 

 
Guiding principles of CSAC are summarized below: 
 

The Coalition believes that in order to be successful, it needs to identify, 
assess, organize and maximize the assets and successes of the community. 
It values a collaborative approach that is inclusive of everyone who 
lives/works in Charlestown. The Coalition is committed to: 

• Honesty and integrity in our working together towards our mission 
• Listening to one another and learning from our successes and failures 
• Calling our community to action through outreach, awareness and a 

commitment to our mission 
• Including youth and parents in the entire process 
• Being respectful of and accountable to our community 
 

Initiators of this grass roots community collaboration included MGH Charlestown Health 
Center, the Boston Police Community Service Office, representatives of elected officials, 
the Charlestown Boys & Girls Club, the John F. Kennedy Center, Charlestown 
Community Centers and Charlestown Against Drugs. Membership increased quickly and 
now also includes; the Charlestown Recovery House, Youth Service Providers Network, 
Charlestown Neighborhood Council, Charlestown Neighborhood Network, members of 
the business community, Student Support Team Leaders from local Boston Public 
Schools, Property Managers from the housing developments, the Boston Housing 
Authority Multicultural Task Force, Street Workers, St Francis Parish, St. Mary’s Parish, 
Dennis McLaughlin House of Charlestown, Charlestown Mother’s Association, many 
individual residents and invaluable individuals and resources from the Boston Public 
Health Commission and Massachusetts Organization for Addiction and Recovery.  The 
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Greater Boston Regional Center for Healthy Communities has provided a variety of 
technical assistance and training.  
 
Since the success of the first community meeting held in November 2004, CSAC has 
completed a community-wide assessment, and has formulated a comprehensive strategic 
plan in accordance with a Massachusetts Department of Public Health planning grant 
received in FY2005 via the Boston Public Health Commission  
 
Through December 2004 and winter of 2005, CSAC conducted and completed a 
comprehensive community assessment that included a community-wide survey, focus 
groups and key informant interviews. The survey, developed by the MGH/Partners 
Institute of Health Policy on attitudes and behaviors around substance abuse, was 
distributed to seven thousand households in the community by volunteers. Seven hundred 
surveys were returned by mail. Additionally, six focus groups and 50 key informant 
interviews were conducted, for a total of 100 individuals participating.  
 
Most significantly, 97 percent of respondents indicated that Charlestown has a medium to 
large substance abuse problem. Respondents also indicated that the most effective ways 
of combating this issue would be to: increase police presence, change community norms, 
increase treatment resources and provide prevention and education. The individual 
responses from focus groups and interviews supported the survey results. 
 
In June 2005, a community forum was held to present the assessment results. Over 120 
residents and interested parties attended, and the results were received as “shocking”. The 
meeting further galvanized community action by creating four working groups. Each of 
the groups represented the four strategies identified in the survey results. Coalition’s 
active working groups now include: Changing Community Attitudes, Working with Law 
Enforcement and the Judicial System, Treatment, and a Youth Advisory Committee. 
 
Out of the activities of these four working groups sprung the Coalition’s strategic plan, 
which was presented to the community in a forum in September 2005.  The overarching 
goal of the plan is to reduce the use of opioids and other drugs among our youth and 
young adults. The theory of change states that “When a community comes together and 
implements multiple strategies to address youth and young adults use of opioids and 
other drugs in a comprehensive way then youth will be less likely to use drugs and 
become addicted to opioids.” (This theory was most profoundly stated to the community 
by a founding member, who stated, “CSAC was formed because of the growing 
awareness of substance abuse issues and the knowledge that by coming together as a 
community, and coordinating our resources will only make all of our efforts more 
effective.”) 
 
The strategic plan has four key components: 
• Change Community Attitudes - Change community norms, attitudes and behaviors 

about alcohol and other substance use and abuse.  The Community Norms committee 
will launch a pledge and wristband drive among other activities this year. 

   54Partners Community Benefit Report 



• Decrease the Supply of Drugs – Work in collaboration with police, courts and law 
enforcement agencies to increase neighborhood safety and “quality of life” for all by 
decreasing the supply of drugs, levels of crime violence and other consequences of 
substance abuse in the neighborhood. 

• Decrease Demand – Advocate to increase access to, supply and effectiveness of 
treatment for substance abuse for those residents and families afflicted with drug and 
alcohol addiction.  Advocate for the Charlestown Recovery House. 

• Prevent Drug and Alcohol Use Among Youth – See funds to implement evidence-
based prevention curriculum in partnership with the schools and community agencies 
to strengthen protective factors and decrease risk factors for youth substance use.  

 
Charlestown Substance Abuse Coalition has been awarded two grants for the second 
year.  The first is an $8,000 mini-grant awarded to the Kennedy Center from the Boston 
Public Health Commission in recognition of the No Drug Coalition status.  CSAC has 
also submitted a proposal to the Massachusetts Department of Public Health via the 
Boston Public Health Commission, for funding the implementation of the “All-Stars 
Program”, a SAMHSA recognized model program for prevention. This program directs 
its efforts towards sixth and seventh graders and their parents.  
 
In addition, MGH Charlestown has been awarded a mini-grant to hire a part-time 
substance abuse counselor. In particular the clinician will support the current full time 
addictions counselor with her efforts at meeting the needs of the growing adolescent and 
young adult population.  
 
Lastly, in early 2005, CSAC secured funds to create a youth initiative through mini-
grants and in-kind donations from the Greater Boston Regional Center for Healthy 
Communities and The Medical Foundation. Eight Charlestown teens are being trained as 
peer leaders to conduct educational workshops for other Charlestown youth. In addition, 
they are currently developing posters for a substance abuse awareness campaign in 
collaboration with Charlestown Against Drugs. They have attended the Mayor’s Youth 
Forum and will continue to participate in City-wide youth advocacy events. 
 
YouthCare  
Scott McLeod, PhD, Executive Director 
Sylvia Lewinstein, MPA, Administrative Director 
Dorothy Lucci, MEd, Director of Consultation Services 
Al Cotugno, PhD, Director of Social Skill Groups 
Jenn Harber, BA, Program Director 

  
YouthCare is a family of therapeutically-based programs that serve school-aged children 
with social and cognitive difficulties.  Over the past ten years, YouthCare has 
increasingly been recognized for its successful work with children with autism spectrum 
disorders including Asperger’s syndrome, pervasive developmental disorder and non-
verbal learning disabilities.  YouthCare provides the opportunity for children to develop 
the social skills necessary for success at home, in school and beyond.   
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YouthCare was founded more than twenty years ago by a respected clinician from 
Massachusetts General Hospital began taking disadvantaged urban children with 
behavioral and learning disabilities to the country for weekend wilderness excursions. 
Through these brief adventures youngsters discovered that they were capable of 
overcoming obstacles, taking risks, and developing group trust and cohesiveness. These 
excursions grew into Camp Bunker Hill, which then grew to become YouthCare, a range 
of programs and services for children with learning and behavioral disabilities.     

 
YouthCare’s children have difficulty functioning and succeeding in non-therapeutic 
environments due to their moderate to severe social skill deficits. Some of the children 
have either been suspended from traditional community based programs, day schools, or 
have been temporarily hospitalized for emotional difficulties.  YouthCare’s mission is to 
help children develop pro-social and behavioral skills.  YouthCare works to improve the 
lives of 110 children per year ages five through sixteen through its therapeutic after 
school program, summer day camp programs, social skill groups, parenting support and 
school-based trainings and consultations. 
 
YouthCare’s uniqueness is found not only in the population it serves but also in its 
multidisciplinary approach. This approach, which complements the recreational, 
academic and social/cultural activities, includes: extensive structured activities; cognitive 
and behavioral interventions; milieu therapy; behavior management and enhancement 
strategies; academic enrichment; group therapy; drama therapy; and, parent skills 
training.  A cadre of dedicated and experienced professionals strengthens this 
comprehensive multidisciplinary approach.   
 
Outcomes. YouthCare’s approach has proven effective. According to a recent Parent 
Satisfaction survey, the summer program received a 4.4 average (on a scale from one-
poor to five-excellent), on its effectiveness at meeting the children’s behavioral goals.  In 
an evaluation conducted of the children comparing their behavior at the beginning and 
end of the summer, over 80 percent display improvements in the areas of self-esteem, 
depression, and impulsiveness.  
 
Individual and group goals are established at the beginning of the program.  These are 
also used as indicators of success.  Intended to improve social skills and group problem-
solving abilities, these goals are reviewed regularly and at the end of the school year or 
summer.  Goals are formulated with the input of the child, parent and staff.  Examples of 
such goals include: making eye contact; keeping hands and feet to oneself; initiating 
conversations, practicing routine Stop, Think and Act in a variety of situations; and 
increasing positive self-statements.  Progress on these goals is monitored throughout the 
school year or summer.  Parents are trained and strongly encouraged to coach their child 
in these areas at home as well.   
 
Goals for Next Year. YouthCare’s goal over the next two to five years is to position the 
agency to be a leader in social skill treatment for children with autism spectrum disorders 
and to make a significant contribution to the field.  YouthCare hopes to accomplish this 
both through direct service and by helping schools and agencies develop system-wide 
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capacity to serve these children within their community. The ultimate goal is to create a 
model of education and treatment based on best practices that, once articulated and 
widely disseminated, can be replicated nationwide. 
 
Expansion of Direct Services and Treatment Based on Best Practices.  Because of the 
highly trained clinicians and professionals, YouthCare has been recognized for successful 
work with children on the autism spectrum.  While YouthCare continues to fine-tune 
interventions based on experience and best practices, it also has a goal of engaging in 
research and/or partnering with researchers.  Through better integration of research and 
practice, YouthCare will be able to continually develop state-of-the-art interventions in 
this young and developing field. 
 
Expanding School and Agency Systems Capacity.  YouthCare hopes to make a 
significant contribution to the treatment of children on the autism spectrum by helping to 
expand the capacity of school systems and agencies.  To the extent possible, YouthCare 
will attempt to gradually expand the number of children served.  However, YouthCare 
will never be able to fully meet the demand, and thus will work to train staff within 
schools in order to develop the capacity of systems to meet the needs of children and 
families.  Children are best served by staff with which they have established 
relationships.  YouthCare also has a goal of dissemination of its successful approach 
through publication of a treatment manual. 
  
Boston and Beyond 
 
MGH/Boston Public School Partnerships 
Candace Burns, Director, MGH/BPS Partnership Program 
Sharon Lee Joseph, Staff Assistant, Community Benefits 
  
For more than fifteen years, MGH has worked with the Boston Public Schools to 
expose underserved and underrepresented youth to opportunities in science and health 
care careers. MGH sustains this commitment not only because it is the right thing to 
do, but also as a strategy to develop a more diverse, informed, academically prepared 
and skilled workforce.  The labor shortages in highly skilled professions in healthcare 
have affected communities locally, nationally and internationally.  In 2005, MGH 
broaden its outreach and hosted a group of students from Bermuda who participated 
in an intensive health careers exploration program based at Mass General.   
 
The primary strategy for addressing these challenges is collaboration with Boston 
Public Schools to create a pipeline of diverse candidates to meet the ever-changing 
workforce demands.  Working with the James P. Timilty Middle School in Roxbury 
and East Boston High School -- both designated effective-practice schools by the 
Boston’s School Superintendent as centers for innovation in public education-- the 
Community Benefit Program is bringing a new perspective to the hospital’s teaching 
mission.  
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MGH/James P. Timilty Middle School Partnership 
Valeria Lowe-Barehmi, Principal 
Susan Berglund, Manager, MGH/Timilty Partnership 
Dan Correia, Project Coordinator, SummerWorks 
Joan McCarthy, Administrative Assistant, MGH/Timilty Partnership 
 
Since 1989, MGH has been a partner of the James P. Timilty Middle School located 
on historic Fort Hill in Roxbury.  The goal of the partnership is to enhance the 
academic performance and expand the career horizons of the more than 600 students 
by working with students, teachers, administrators and families.  The collaboration 
also greatly enhances the professional lives of the MGH scientists, physicians, and 
staff who volunteer their time to the program. 
 
The core of the partnership is the Science Connection Program, funded by the 
Howard Hughes Medical Institute (HHMI).  The overarching goals of this academic 
achievement program are to stimulate an interest in science and to create positive 
relationships between the students and caring adults.  All students at the Timilty 
School participate in the science fair held in February. This annual fair takes place 
over the course of a week to accommodate the number of projects presented by the 
students. The goal is for students to use the experimental design process to formulate 
a hypothesis, collect data, analyze results and present a conclusion. This year over 60 
judges from the MGH community participated as judges.  Partners HealthCare 
provided shuttle buses each day for the judges. 
 
In the 2004-2005 academic year, the Science Fair Mentoring Program paired 31 
students with 34 mentors and co-mentors from eighteen MGH departments. The students 
spent every other Friday morning for four months on the MGH campus designing and 
testing an experimental question. Twelve students represented the Timilty at the regional 
science fair this year. Nine of the twelve students were from the Science Fair Mentoring 
Program. Seven students won regional awards, including one first, one second, two third 
place and three Honorable Mention awards. All seven of the students, plus one additional 
student participated in the Massachusetts State Science Fair. Six of these students were 
mentored. One mentored Timilty student won an honorable mention award for her 
project, “How does experience affect a worm's learning?"   For the 2005-06 academic 
year, mentors hail from the following departments:  pharmacy, environmental services, 
neurology, GI Associates, psychiatry, nursing, the endocrine unit, pathology, infectious 
disease unit, Partners AIDS Research Center, orthopaedics, clinical research, cancer 
research, nutrition and good service, radiology, cancer center, marketing, diabetes 
research, pediatrics, respiratory care, policy and security, sponsored research, materials 
management and research management. 
 
The Timilty Science Connection program provides Professional Development and 
Curriculum Support for science teachers at the school through weekly grade level 
curriculum sessions and science department meetings. The MGH Program Manager, an 
experienced science teacher and teacher trainer leads these meetings. During grade level 
meetings the support focuses on the content, pacing and classroom management. The 
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department level Professional Development workshops focus on state and district level 
assessments, differentiating instruction, strategies for asking open-ended questions, and 
methods for embedding the Massachusetts Technology/Engineering frameworks into 
science lessons. All of these sessions have the goal of improving science instruction to 
increase student achievement.  
 
Science in the Classroom, in which an MGH scientists teaches a hands-on lesson in the 
classroom, continued this year with very positive results. Students in the English 
Language Learners class enjoyed learning about chemical digestion in the stomach, the 
formation of clouds and the structure of bones. They discussed nursing careers with an 
operating room nurse and pathways to medical school with a primary care physician.  

 
Community Outreach.  A new partnership with the Museum of Science enabled the 
school to hold its Science Family Activity Night at the museum. The event drew a 
crowd of over 200 family and community members. Students and families 
investigated the challenges of the Big Dig, built structures to meet Design Challenges 
and explored math/science connections through Math Puzzles. A Strange Matter 
exhibit enabled students and families to use hands on activities to learn about 
chemistry concepts while the slime exhibit allowed the students to use their 
knowledge of chemistry to experiment with a mystery substance with strange 
properties.  

The SummerWorks program is a career exploration-summer employment program that 
offers paid part time internships at MGH to graduating eight-grade students from the 
James P. Timilty Middle School in Roxbury. SummerWorks introduces students to career 
opportunities and promotes positive work habits and role models. In 2005, twelve 
students were accepted into the program from over 30 applicants bringing the total 
number of participants to 91 since the program’s inception in 1997.   

In an effort to continually improve the SummerWorks program, several new components 
were added this year.  A “Families and Friends Safety Training” was introduced leading 
to intern certification. Two successful Parent Orientation sessions were held to increase 
parental involvement. In addition, three newly created evaluation tools (2005 
SummerWorks Intern Survey”, the “2005 SummerWorks Parent Survey” and the “2005 
SummerWorks Supervisors On-Line Survey,”) were administered to quantitatively assess 
the program’s effectiveness. Some of this years surveys findings include: 
• Ninety-two percent of 2005 MGH SummerWorks interns reported they “always” or 

“most of the time” felt valued by their departments which is in keeping with the 
goal of providing a safe, structured and supportive environment for career 
exploration. 

• Volunteer supervisors are key partners in programming and 82 percent of those 
responding reported being “very satisfied with their SummerWorks supervisory 
experience this year.” 

• Interns reported acquiring and strengthening their “Personal Skills” in regards to 
responsibility (91 percent), punctuality (75 percent) and administrative skills (77 
percent). 
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MGH/East Boston High School Partnership 
Michael Rubin, Headmaster 
Galia K. Wise, Manager, MGH/East Boston High School Partnership  
Dan Correia, Community Benefit Program Project Coordinator  
 
ProTech Program.  For 15 years, the MGH has been an industry partner to ProTech, 
a multi-year School-to-Career program through the Boston Private Industry Council 
that provides work-based learning to prepare high school juniors and seniors for the 
workplace, particularly health careers.   
 
Every year, 24 ProTech interns are employed in various hospital departments, 
including areas such as Patient Care Services, Pharmacy, and Research.  For twenty 
months, starting in January of their junior year, students work alongside MGH staff 
where they contribute as team members in work environments that foster mutual 
professional growth among students and their department colleagues.   The ProTech 
program is part of a long-term workforce development strategy used by the hospital 
to help fill some of the critical workforce shortages that exist and will continue to 
exist in healthcare. 
 
ProTech is open to all qualified juniors. A competitive process is used to select 
students from EBHS for ProTech, including a program application, attendance and 
academic records, teacher recommendations and interviews with MGH Human 
Resources staff and department managers.  Students also participate in a series of 
mandatory pre-ProTech, and School-to-Career activities as a way of introducing the 
MGH ProTech program and health careers environment to students.  
 
Once accepted, students participate in a mandatory program orientation, which covers 
fire and safety, infection control and HIPAA information. Interns working in Patient 
Care Services participate in two-week competency based training.  ProTech also 
offers interns a monthly professional development series and a networking 
opportunity through the ProTech Student Forum (PSF).  The PSF presentations 
have included a college financial aid workshop, emergency nursing and obesity.  In 
addition, through the Speaker’s Bureau, MGH sends speakers to East Boston High 
School to present on a variety of health topics and/or careers.  Topics have included 
infection control, innovations in medicine, and careers in radiology. 
 
Departments sponsoring a ProTech student for the 2005-06 academic year include: 
radiology, surgical intensive care unit, general inpatient medicine, pharmacy, Center 
for Comparative Medicine, endoscopy, pathology, pediatrics, radiation oncology, 
Knight Nursing Center for Clinical and Professional Development, pediatric research, 
pulmonary associates, vascular surgery. 
 
In 2004, the MGH and the MGH Community Benefit Program established a scholarship 
fund to support and encourage ProTech graduates entry into post-secondary institutions, 
particularly in the areas of health care.  The award is given annually to senior(s) of the 
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ProTech program who have achieved excellence in both their studies and internships.  In 
the spring of 2005, the scholarship was named in honor of Senator Edward Kennedy in 
recognition of his life long commitment to ensuring quality health care and economic 
opportunity for all. This annual scholarship will now be known as the Edward M. 
Kennedy Health Career Scholarship. Four ProTech seniors were awarded the 
scholarship in 2005. 

 
In 2005, eleven interns graduated from the ProTech program and were accepted into 
post-secondary institutions.  Five of the participating students expressed an interest in 
pursuing a healthcare major in college, and one intern is enrolled in nursing school.  
Two interns received full scholarships from their respective post-secondary 
institutions, and two graduates have received their Certified Nursing Assistant 
certification.  Five of the eleven graduates have been hired as permanent 
employees of MGH and continue to work part-time while pursuing their college 
degrees.   
 
Classroom at the Workplace Program.  In the summer of 2005, MGH participated in 
the Boston Private Industry Council's Classroom at the Workplace (CWP), along with 
sixteen other Boston companies. Initiated in 1999, Classroom at the Workplace provides 
academic instruction to students who failed the Math and/or English portions of the 
MCAS, the state's high stakes test required to graduate high school.  Without a high 
school diploma, many of these students will not be able to apply to colleges or find 
sustainable employment.  
 
During the summer of 2005, seven East Boston High School juniors and seniors received 
paid academic instruction in Math and English for 90 minutes each day with an 81 
percent average attendance rate and 43 percent retention rate. Academic support utilized 
small learning groups and individualized tutoring to prepare students for the re-test in 
November 2005. The success of the CWP is evident.  Math students increased an 
average of 20.2 percentage points between pre- and post-test.  Students’ English 
scores increased an average of 34.2 percentage points between pre- and post-test. 
 
Summer Jobs for Youth (J4Y) Program.  Since 1991, the MGH has provided Boston 
youth part-time (25 hours per week) summer employment throughout the hospital.  The 
MGH Summer Jobs Program links Boston’s youth, including students from East Boston 
High School, SummerWorks alumni, and other Boston Public schools with job 
opportunities at the MGH.  
 
In preparation for summer jobs and prior to being hired at MGH, students participate 
in professional development workshops, interviews with MGH Human Resources, 
including an extensive new hire application and a mandatory program orientation.  
Supervisors also receive a program orientation and training on how to work with 
youth.  
 
During the 2005 summer, students attended two professional development workshops 
to help them make informed decisions about their futures and careers, particularly in 
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the area of health care. The workshops were modeled after game formats to make the 
experience more interactive and fun. Approximately 90 students participated.  
 
As the city’s largest health care employer, the MGH recognizes a responsibility to 
provide meaningful employment opportunities to Boston’s youth.  Each year, through 
employment programs, SummerWorks, ProTech, and Jobs for Youth (J4Y), the MGH 
provides young people with employment in supportive work environments with 
supervisors and colleagues who introduce students to the world of work and help them to 
develop positive work habits.  MGH health centers in Chelsea and Revere also 
participate. In the summer of 2005, MGH hired 167 youth, 133 of whom were from the 
city of Boston. Following the 2005 summer jobs program, 22 students (including 
ProTech interns) were hired into part-time positions at MGH. 
 
Boston’s Health Care Post-Secondary Support Initiative.  Massachusetts General 
Hospital, Brigham and Women’s Hospital, and the Boston Private Industry Council (PIC) 
have designed a model for providing post-secondary transition and support to Boston 
Public High School graduates who have demonstrated interest in health care or health 
care management careers, and who will be pursuing post-secondary certificates or 
degrees in the Boston area.  Boston’s Health Care Post-Secondary Support Initiative is 
designed to address two critical issues: 
• The decreasing supply of workers in the Boston labor market, simultaneous with 

increasing demand for culturally competent health care professionals; and, 
• The need for coaching, financial planning and support, and assistance in combining 

work and learning in order to successfully apply to and complete post-secondary 
health care certificate and degree programs. 

 
Applicants for this program are members of the classes of 2004 and 2005 and have 
demonstrated success through previous employment experiences at the MGH either 
through ProTech or Summer Jobs for Youth programs. The thirteen participating students 
have access to the following services: 
• Opportunities to apply for part-time jobs at MGH 
• Academic support 
• Assistance with financial aid processes and applications 
• Up to $1000 in scholarship each semester 
• Peer support 
• Career workshops  
 
This program is funded through the Commonwealth’s BayStateWorks initiative, with 
support from the Legislature and the Department of Workforce Development. 
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MGH Senior HealthWISE 
Barbara E. Moscowitz, MSW, LICSW, Program Director 
Talia Gracer, BS, Resource Coordinator 
Frank D. Bellistri, MS, RN-CS, GNP, Wellness Nurse 
Cheryl Wall, RN, BSN, Wellness Nurse 
Shelley Amira, Administrator 
 
The mission of MGH Senior HealthWISE (Wellness, Involvement, Support, Education) 
is to enhance the health and well being of older adults in Boston’s West End and Beacon 
Hill neighborhoods.  The program’s design and operation reflects collaboration with the 
Massachusetts General Hospital’s Senior Health and the Departments of Social Services, 
Patient Care Services, Nutrition and Food Services, the Volunteer Department, 
Community Benefit, and the Institute of Health Professions, as well as many community 
agencies.  The chief components of HealthWISE are weekly health and wellness clinics 
for residents of three neighborhood housing developments, and educational and wellness 
programs for all older adults in the community held at MGH and community sites in the 
West End and Beacon Hill neighborhoods.  All programs are available at no cost. 
 
Wellness Centers 
 
Many frail adults become disconnected from available healthcare services because they 
are overwhelmed, confused, or intimidated by complicated systems.  The goal of the 
Wellness Centers is to improve an individual’s self-care and health management.  This is 
done through education and support, and by strengthening the connection between the 
resident and their available resources including their physician, social worker, mental 
health worker, and any other applicable community resources.  In addition, social 
connections and community-based activities are encouraged as necessary components of 
wellness.  Successful interventions might include the clarification of an individual’s 
medication regimen, treatment recommendations prescribed by the primary care provider, 
or referral to social or support groups.   
 
The Wellness Centers have been open for over three years, and meet weekly for up to 
three-hours at the Amy Lowell, Blackstone, and Beacon Houses, local housing 
developments for seniors. HealthWISE provides each building with appropriate medical 
equipment and supplies, and the service is free of charge to residents and building staff.  
Individuals are registered and are required to provide consent for communication 
between Senior HealthWISE staff and other designated healthcare providers. Residents 
receive care at Brigham and Women’s Hospital, the Veterans Hospital, New England 
Medical Center, Boston Medical Center, and others, in addition to MGH. 
 
A HealthWISE Wellness Nurse or a social service Resource Coordinator staffs the 
Wellness Centers.  To date, 175 residents have registered with the Senior HealthWISE 
program to attend the Wellness Centers.   Upon the request of building managers, the 
team conducts home visits to frail elders unable to attend an appointment in the Wellness 
Center office. Some visits have resulted in hospitalizations. Others have triaged residents 
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appropriately to their primary care providers, thereby averting unnecessary visits to the 
emergency department (ED).   
 
Examples of nursing visits and support include, but are not limited to: 
• Screenings: memory loss, hypertension, cholesterol, diabetes 
• Routine: blood pressure check, glucose check 
• Follow-up: hypertension, diabetes, caregiver stress, congestive heart failure, 

depression, explanation of lab results, medication issues, sleep disorders, and 
supportive education for chronic illness management 

• Episodic: anxiety, stroke, cellulites, gait instability, leg edema, memory deficits, 
dysphasia, hearing loss, medication issues, chest pressure, pain, dental issues, and 
urinary incontinence 

• Home Visits: recent hospital discharge, medication checks, dehydration screens, 
home-bound resident “check-in,” confusion, disabling depression, chronic fatigue 

• Education: disease prevention and management, stress reduction techniques, 
nutrition, exercise recommendations, medication interactions and side effects 

 
Examples of social service visits and support include, but are not limited to: 
• Information regarding community resources  
• Insurance questions 
• Medicare Part D information and enrollment 
• Medical escort services 
• Information regarding homecare services 
 
Resident At Risk 
 
The Resident at Risk (RAR) Program is a new initiative within the Wellness Centers that 
identifies residents who face serious obstacles that challenge their independence.  The 
program staff monitor these individuals very closely in an attempt to improve their safety 
and function. Home visits are frequently involved.    
 
Criteria for admission into the RAR Program are: recent falls, new symptoms or acute 
illness, psychiatric instability, concern of abuse or neglect, isolation, significant weight 
loss, inadequate nutrition, financial stress, recent hospital discharge without adequate 
follow-up, and inability to attend medical appointments. 
 
Residents are referred to the RAR program by any member of the building staff.  
Residents are then added into the Senior HealthWISE database, and appropriate steps are 
taken by Wellness Nurses or the Resource Coordinator to connect the resident with the 
necessary resources to alleviate the risk to his or her health and independence.  Building 
management is notified monthly of the progress with each resident in the RAR program.   
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Collaboration 
 
MGH Senior HealthWISE works closely with many MGH departments and community 
programs to connect members with existing resources.  The community programs 
include, but are not limited to:  
• Action for Boston Community Development 
• Beacon Hill Village 
• Little Brothers/Friends of the Elderly, and Match-Up Interfaith Volunteers 
• Boston Senior Home Care 
• Commission for Elder Affairs 
• the SHINE program 

   
Medicare Part D collaboration.  .Senior HealthWISE has collaborated with MGH 
Patient Financial Services, The Blum Patient and Family Learning Center, and Partners 
HealthCare, Inc. Community Benefits to provide the MGH community with information 
sessions and workshops about the new Medicare Prescription Drug Coverage.   
  
Community Sites 
 
Senior HealthWISE has expanded its program venues to include Hill House, located on 
Beacon Hill, and the West End Branch Public Library, located in the West End.  In the 
upcoming year, the program will expand to provide services at One Emerson Place, a 
community room within housing located in the West End Neighborhood.  Programs at 
these community sites include flu clinics, health screenings, workshops and support 
groups.  Senior HealthWISE has worked with the West End Civic Association and the 
Office of Councilor Michael Ross on these new initiatives.   

HealthWISE Lecture Series 
 
HealthWISE provides a community lecture series for all older adults in the community, 
located on the main MGH campus.  Attendance ranges from 30 to 50 individuals.  
Program topics have included: Healthy Cooking for One, Age-Appropriate Exercise, Fall 
Prevention, Glaucoma, Stress and the Holidays, Foot Care, and Arthritis.  The lectures 
are free of charge and open to all seniors age 60 and over.  The lectures are advertised in 
the local newspapers, The Beacon Hill Times and the Regional Review, and the hospital 
publication, the MGH Hotline.  Flyers are posted throughout MGH as well as in the 
lobby of senior residence buildings in the community.   

Discount Membership 
 
Senior HealthWISE offers community seniors the opportunity to become members of the 
program.  Membership is available and advertised at every program, event and screening.  
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It is open to all seniors aged 60 and is free of charge.  Membership includes a 
subscription to the monthly newsletter, which includes all of the upcoming events, as 
well as information on important issues such as Medicare Part D and fuel assistance 
programs.  Each member also receives a discount tag that provides various discounts at 
MGH: 
• Ten percent discount at the MGH “Ladies Visiting Committee” retail shops 

(excluding services and postage): MGH General Store, Yawkey General Store, 
Images Hair Salon at MGH, Flower Shop at MGH 

• Ten percent discount any time at all MGH food services (eat in or take out). 
 
Flu Clinics 
 
Flu clinics are offered every year to seniors aged 60 and over, free of charge.  Clinics are 
held in each of the three residence buildings, open to residents only.  Clinics are also held  
at Hill House and the West End Branch Public Library, open to all community members.  
Flu vaccines were received from the Department of Public Health, as well as the MGH 
Pharmacy.   

HealthWISE and The Clubs at Charles River Park 
 
Senior HealthWISE has partnered with The Clubs at Charles River Park to provide 
special programming for neighborhood seniors.  The health club, in conjunction with 
Senior HealthWISE, offers discounted membership fees as well as special discounted 
class packages to HealthWISE members.  Senior HealthWISE has designed a scholarship 
program to provide all Wellness Center members the opportunity to participate in the 
exercise classes regardless of financial need.   
 
During the winter months, a program called “Get Warm, Stay Fit” was implemented at 
The Clubs, free of charge.  This program entailed an hour-long exercise class, catered 
lunch, and a health education question and answer session.  This program is intended to 
occur monthly throughout the winter, with the expectation of introducing neighborhood 
seniors to the Lifetime Fitness Program, and recruit members to participate in the spring.  
Lifetime Fitness is a program that meets three times each week, and is led by certified 
fitness instructors of the Lifetime Fitness Program.  The program is designed to be safe 
and effective for seniors with a wide range of physical abilities.  It includes strength 
training with ankle and wrist weights, as well as aerobics, stretching, and balancing 
exercises.  Previous studies have shown a marked improvement in participants’ physical 
functioning, as well as a decline in areas such as pain, fatigue and depression.   
 
EatWISE 
 
EatWISE is a six-week workshop designed to educate seniors about different aspects of 
nutrition and healthy eating.  It is sponsored in collaboration with the MGH Department 
of Nutrition and Food Services.  The workshop is co-taught by a Wellness Nurse from 
Senior HealthWISE, and a nutrition expert from the Department of Nutrition and Food 
Services.  The workshop meets for one hour each week, and introduces topics about 
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nutrition to seniors.  It provides seniors with an opportunity to ask questions or address 
concerns about healthy eating.  It also provides neighborhood seniors with a feeling of 
community through an on-going program. The workshop has been taught twice to date 
and will be offered in the spring of 2006.     
 

Health Enhancement Program: Research 
 
Senior HealthWISE has adopted a new research-based Wellness model called The Health 
Enhancement Program (HEP), which is a component of the Senior Wellness Project of 
Seattle King Senior Services.  In collaboration with a National Institute of Aging funded 
researcher, HealthWISE conducted a six month pilot research study to analyze the 
effectiveness of the model in an urban setting.  HealthWISE plans to integrate a modified 
program into all three Wellness Centers, guided by the outcome of the pilot.  Program 
participation includes an initial assessment, personal guidance, and support to the senior 
in making better choices about their own health.  Individual goals typically address 
nutrition, exercise, depression, smoking cessation and socialization.  The HealthWISE 
team is designing and will staff support groups and programs as part of the initiative.     
 
 
HAVEN 
Ann Daniels, MSW PhD Executive Director, Social Service Department  
Bonnie Zimmer, LICSW, Director, HAVEN 

 
Mission and Purpose 
 
HAVEN was created in 1997 through a community benefit-led initiative, inspired by 
feedback from the community that violence was a key concern.  This year, the HAVEN 
program has continued to expand its mission to: 

Work as part of a broader community response to end intimate partner abuse by 
improving and enhancing our institutional response and care to patients and employees 
whose lives have been impacted by domestic violence. 

 
To achieve this mission HAVEN: 
• Trains, educates, and consults with hospital and community providers 
• Works to provide culturally diverse and linguistically supportive advocacy services  
• Creates and maintains links to community resources and programs 
• Evaluates the program's progress 
 
Client Services  
 
Since 1997, HAVEN has provided advocacy services to over 3260 patients, employees 
and visitors and provided over 3,300 consultations to clinicians.  In addition to ongoing 
individual counseling and advocacy services, HAVEN is proud of its comprehensive 
support group programming.  Groups are offered in English at the main campus of MGH 
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and at MGH Revere, and in Spanish at MGH Chelsea. A new support group on “Healthy 
Relationships” is offered to female high school students at Seacoast Academy in Revere. 
In HAVEN groups, women who have survived abuse at the hands of their partners come 
together to share resources, learn about abuse and its impacts, and encourage and inspire 
one another in their journey towards safety and healing.   
 
With funding from the Massachusetts Office of Victim Assistance (MOVA), HAVEN 
has initiated groundbreaking work at the School Based Health Center (SBHC), which 
serves Revere High School and Seacoast Academy.  While integrating a domestic 
violence advocate onto the health team at the high school, this new project has included 
outreach to students, teachers, and staff.  This year the advocate began providing services 
at the Adolescent Health Center (a confidential teen clinic) run by MGH Revere.  She 
meets with all the young women accessing clinic services to provide education, a 
perspective on healthy relationships and intervention for those affected by intimate 
partner abuse.   She also provides support and consultation to the clinic staff on the issue 
of teen dating violence.  A healthy relationships working group comprised of school, 
health and community partners also meets monthly to coordinate the services to students 
and training initiatives.   A new brochure on healthy relationships and dating violence, 
developed by the advocate and the participating teens is in the final stages of 
development offering another way to outreach to Revere youth.  These activities continue 
to allow HAVEN to be engaged not only in intervention, but prevention. 
 
Cultural and Linguistically Diverse Services 
 
HAVEN is committed to improving its culturally and linguistically appropriate services 
for patients and employees of MGH.  Five of the seven staff are multi-lingual and provide 
services in French, Spanish, Haitian Creole and English.  Printed program materials are 
available in English, Spanish, and Khmer.  This year, a HAVEN advocate presented a 
workshop and a poster session about our work with Latina survivors at the first-ever 
national conference for Latina advocates focusing on the arts and healing from abuse, 
held in Austin, Texas. In addition, two HAVEN staff participate on the Diversity Council 
recently formed within the Social Service Department.   
 
Employees 
 
An important component of the domestic violence program at MGH is assistance to 
employees affected by intimate partner violence.  The Partners Employee Assistance 
Program (EAP) at MGH employs a full time domestic violence specialist who, in 
conjunction with other EAP counselors serves employees or family members who have 
been affected by violence.  Last year, the service saw 84 MGH employees for domestic 
violence, or 10 percent of all encounters.  Services include clinical assessment, short term 
counseling, advocacy, safety planning, referral to community battered women’s services, 
support in the workplace, assistance with restraining orders and other legal matters, and 
linkages with other hospital departments such as Police and Security, Human Resources, 
and Occupational Health.  The domestic violence specialist facilitates support groups 
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(twice yearly, 10 sessions each) for employee survivors, with five to eight women 
participating in each group.  Many of our employees are also patients of MGH. 

Raising awareness about domestic violence within the workplace is another important 
component of the Employee Assistance Domestic Violence Services.  The domestic 
violence specialist provides training and education to management, human resource 
representatives, and workgroups on domestic violence, its effects in the workplace, and 
strategies for dealing with it. 

Training 
With the support of State Street Global Philanthropies, HAVEN has hired a training and 
outreach coordinator to enhance these two key areas of programming.  The coordinator is 
responsible for updating and enhancing HAVEN training materials, developing a 
strategic plan for training MGH health care providers, and increasing outreach to elders 
and immigrants and refugees in the Chelsea and Revere communities.  In preparation for 
the upcoming JCAHO survey, HAVEN is conducting a hospital-wide survey to help 
better address the domestic violence training needs of MGH clinicians.  

In addition to providing ongoing training to providers at MGH and its satellite health 
centers, HAVEN provided the following outside trainings this year:  
• A workshop at Innovation at 100: a symposium celebrating 100 years of social work 

in health care entitled Domestic Violence Advocates and Social Workers: Teaming 
Towards Safety 

• “De Mujer a Mujer” workshop at Arte Sana Conference, Austin Texas 
• “Participatory Photography Project” poster presented at Arte Sana Conference Austin 

Texas 
 
HAVEN continues training new health care providers through its active internship 
programs with both Simmons College School of Social Work and Harvard Medical 
School’s Harvard Helping HAVEN program.  Interns assist with client work, facilitating 
support groups, research initiatives and other individually designed projects. 

New Projects and Initiatives 
 
This year, the Domestic Violence Working Group launched a new initiative to enhance, 
expand upon and support the work of HAVEN.  The initiative is called Men Against 
Abuse.  Men who work at MGH have had an opportunity to sign a pledge to commit to 
“never commit, condone or remain silent in the face of violence against women”.  Two 
events, in June on Father’s Day and in October during DV Awareness Month, served to 
set the stage for the main goal of the initiative, which is to engage men as allies in the 
struggle to end violence against women.  The group in now preparing a short training 
presentation to be offered to work groups throughout the hospital and health centers, 
encouraging other men to See It, Step Up and Stop It! 
 
The annual Service of Remembrance and Healing for Those Impacted by Domestic 
Violence was held in the chapel in early December.  This year’s theme expanded to 
include a global focus on ending violence, as part of an international campaign called 16 
Days of Activism Against Gender Violence. 
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Research 
 
HAVEN is currently working with other healthcare-based domestic violence programs in 
the Boston area to develop a much-needed client progress measure to be used by these 
programs for advocacy and research purposes.  Over the past two years, HAVEN has 
participated in a study funded by the Agency of Healthcare Research and Quality to 
validate this new measure, the DV Program Client Feedback Form.  Findings from the 
study generally support that English and Spanish versions of the DV Program Client 
Feedback Form are valid and acceptable to most clients, regardless of their race/ethnicity. 
 
HAVEN is pleased to be working with the MGH Gillette Center for Women’s Cancer on 
a groundbreaking study to look at the impact of domestic violence on cancer treatment.  
This study, which is being funded by the National Cancer Institute, involves in-depth 
interviews in English and Spanish with patients who have faced cancer while in an 
abusive relationship.  Findings from this study will be used to educate oncology providers 
about the potential impact of domestic violence on cancer treatment and inform domestic 
violence guidelines for use in oncology clinics.  
 
With the MGH Community Benefit Research and Evaluation team, the HAVEN program 
has been examining a range of process and outcome measures, including health care 
utilization rates.  Strategies are being discussed to study the impact and effectiveness of 
the health care based domestic violence advocates at HAVEN.  HAVEN is also currently 
collaborating with a research team from the Harvard School of Public Health and MGH 
to study adolescent intimate partner violence and its relationship to sexual and mental 
health.  
     
Community Connections 
 
The Hospital Project of Greater Boston Legal Services, funded through the U.S. 
Department of Justice affords eligible HAVEN clients enhanced legal services.  HAVEN 
remains an active member of the Conference of Boston Teaching Hospital’s Domestic 
Violence Advisory Council, the Chelsea Domestic Violence Task Force, and SAGE-
Boston.  HAVEN is also represented on the Medical Working Group of the Governors’ 
Commission on Sexual Assault and Domestic Violence, the Association of Haitian 
Women in Boston and the Revere School Based Health Center Advisory Committee. 
This year, HAVEN is participating in a collaborative-building initiative with local 
community-based domestic violence programs, hosted by Jane Doe, Inc. member 
programs and the Coalition of Boston Teaching Hospitals Domestic Violence Advisory 
Council. 
 
The Future 
 
HAVEN looks forward to continuing to enhance its vision in the coming year.  As the 
program crafts a new “vision statement” for the organization, HAVEN will be focusing 
on the following: 
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• Expanding beyond the walls of the hospital into deeper collaborations with 
community partners 

• Broadening our analysis of domestic violence through better integrating sexual 
assault and trafficking issues 

• Continuing to develop innovative healing interventions which support the complexity 
of our clients lives and needs 

• Empowering those served by HAVEN to thrive, not simply survive, in the aftermath 
of abuse 

 
Child Protection Consultation Team 
Susan Lipton, LICSW 
Alice Newton MD 
Andrea Vandeven MD 
Elizabeth Holleran LICSW 
Mark Sapp MD  
 
The MassGeneral Hospital for Children launched efforts to enhance the existing Child Protection 
program in October 2000, with the support and collaboration of the Social Services Department, 
the Department of Nursing and the Community Benefits Program.   
 
The need to enhance the existing child protection program at the hospital was identified as the 
result of a number of factors. First and foremost, community members repeatedly name family 
and community violence as among their top priorities in community health assessments. Second, 
child abuse occurs at significant rates within families where there is domestic violence.  Because 
MGH created a domestic violence program in 1997, it was incumbent upon the hospital to 
address the child abuse and neglect issue as well.  Third, MGH’s largest pediatric practice is in 
Chelsea, which has the second highest rate of reported child abuse and neglect in the state, 
creating another obligation for the hospital to address the issue. And finally, the growth in 
pediatric services at the hospital and the launching of the MassGeneral Hospital for Children 
created an affirmative mandate to provide the highest standard of care.  
 
The Child Protection Consultation Team was added to the existing Child Protection program to 
provide leadership in responding to these issues. The mission of the Child Protection 
Consultation Team is: 
 

To provide the highest standard of care to children who may have experienced or are 
suspected of experiencing abuse or neglect, and their families; and to provide all 
clinicians who care for children with the basic skills and knowledge necessary to provide 
the full range of appropriate support and service to children and their families: i.e., 
screen, identify, assess, intervene, refer, and follow-up on suspected cases of child abuse 
and neglect. 

 
The Child Protection Consultation Team increased its staffing this past year and presently 
consists of a full time social work program director, part time medical director, part time clinical 
social worker and two part time specialty pediatricians. Consultation from the Team is available 
to all MGH staff regarding the assessment and management of specific cases, twenty-four hours 

  Partners Community Benefit Report 71  



a day, seven days a week. The Team interacts with and is supported by many disciplines and 
departments within MGH, including clinical social workers, physicians, nurses, advocates from 
the HAVEN program, psychiatrists, Police and Security, and attorneys. 
 
In addition, the Child Protection Consultation Team interfaces with multiple community 
agencies including the Massachusetts Department of Social Services, local police departments, 
district attorneys offices, and the courts.  
 
The Team participates in a variety of multidisciplinary interagency committees on an ongoing 
basis. These include collaboration with the Suffolk County Children’s Advocacy Center and 
membership on their Advisory Board, and active participation in a sub-committee of the 
Governor’s Commission on Sexual and Domestic Violence to develop Guidelines for  
Mandated Reporters Responding to the Co-occurrence of Domestic Violence and Child Abuse. 
  
Team pediatricians are involved with the Violence Committee of the Mass Medical Society, and 
have participated in community focus groups with DSS regarding the Working With Families 
Right From the Start initiative. They have played a significant role in the development of a 
statewide pediatric protocol to collect forensic evidence in emergency departments when 
children are sexually assaulted, as well as efforts to develop a medical component for a Suffolk 
County teen prostitution program. The medical director has played a lead role in the 
development of a Shaken Baby Syndrome awareness and prevention initiative in Suffolk County, 
as well as advocacy for statewide legislation. One of the pediatricians has been appointed to the 
Statewide Fatality Review Board.  
 
The Team also participated in a variety of sub-committees of the planning committee for the  
fifteenth National Conference on Child Abuse and Neglect, which was held in Boston in April 
2005. 
  
During the year 2005, the Team provided consultation to MGH staff in 514 possible cases of 
child abuse or neglect. Reports of suspected child abuse and neglect – known as 51A’s - were 
filed with the Massachusetts Department of Social Services on behalf of children in slightly 
more than 200 of these cases.   
 
The requests for consultations came from the following services: Pediatrics, Emergency 
Department, Obstetrics, HAVEN, Adult Medicine, Mental Health, and other MGH and 
community providers. The number of consultations continues to rise steadily as greater 
awareness of the Team and its availability occurs. Increased outreach efforts include the 
ongoing distribution of code cards and posters describing the Team’s multidisciplinary 
consultation service, and in-service training sessions throughout the MGH network.  

 
The Child Protection Consultation Team continues to present educational seminars to staff 
throughout the MGH and in the community on the psychosocial and medical aspects of child 
maltreatment as well as the co-occurrence of child maltreatment and domestic violence. In the 
coming year, outreach and training will continue to be provided to MGH staff and to community 
providers on issues of child maltreatment, and will remain a major priority for the Child 
Protection Consultation Team.   
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Education and Service-Learning Opportunities 
Elizabeth Miller, MD Ph.D 
 
Service Learning for Medical and Public Health Students 
 
MGH Community Benefit programs provide a wealth of opportunities for learning for 
students, health care professional students, and residents. The student internships and 
partnerships with public schools are outlined elsewhere in this report.  One of the goals of 
MGH Community Benefit is to enhance the learning and teaching of community health 
through participation in the range of programs described in this report.  
 
In collaboration with the Division of Service Learning (DSL) at Harvard Medical School, 
MGH Community Benefit has participated in a number of service-learning opportunities 
for medical and public health students.  Harvard Medical School’s DSL teaches first and 
second year medical students the theory and methods needed to engage in local and 
international service projects through a yearlong course entitled “Physician in 
Community.” While preparing community based projects, students develop knowledge, 
skills and attitudes in community-oriented care, specifically awareness of social context 
and community needs, community partnership building, and advocacy.  
 
“Bridging the Gap” is a student-initiated service project in partnership with MGH 
Chelsea that pairs medical students with incoming new immigrant and refugee families to 
provide additional advocacy and support for families as they navigate the challenges of 
settling into unfamiliar surroundings. This program is described in greater detail in the 
MGH Chelsea section of this report.  Other projects by students have included an in-
depth assessment of barriers to care for refugee women served by the refugee/immigrant 
program at MGH Chelsea, a training and outreach program in the Revere Adolescent 
Health Program to enhance support and care for youth, as well as, teaching sessions in 
adolescent dating violence for students at the Revere Seacoast Academy. 
 
Primary Care Clerkship 
 
In their third and fourth year of medical school, students are required to take a 
longitudinal course called Primary Care Clerkship (PCC), and a subset of students 
volunteer to participate in a course entitled “Community Oriented Care:  Integrating 
Cross-Cultural Care and Population Sciences into the Primary Care Clerkship (PCC).” 
This elective course offers a service learning opportunity for students to provide office-
based primary care for individual patients while working with their PCC preceptors and 
community agencies to develop a quality improvement project based on a need within the 
community served by the practice. The goal is for students to gain knowledge, skills and 
attitudes necessary to provide culturally responsive, community-oriented care in diverse 
communities, and to identify strategies to sustain the work after they leave the practice.  
 
Each student is assigned to a community-based practice site, supervised by a PCC 
preceptor interested in teaching culturally responsive, community-oriented care.  Monthly 
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tutorials underscore how community-based perspectives can enhance health care for 
individuals and populations.  In an elective month that follows the traditional 9-month 
PCC, students design a community health project at their PCC site (e.g., an evaluation of 
an adolescent health outreach program, a substance abuse coalition needs assessment, 
diabetes education for Haitian patients, and an occupational health education workshop 
for Latino patients).  Among the MGH Community Benefit programs that students have 
participated in include an in-depth assessment among patients recovering from opiate 
abuse in Charlestown, the Revere CARES Coalition’s community assessment, and a 
needs assessment of youth involved with the Youth Zone after-school program in Revere.  
 
MGH Residency Community Medicine Experience 
Valerie Stone, MD, Associate Chief, General Internal Medicine Unit, Director,  
Primary Care Program 
Celina Garza Mankey, MD, Assistant Director, Primary Care Program 

 
The Community Medicine Experience was implemented in July 2002 with support from 
the Department of Medicine and Community Benefits.  The goals of the program are to 
increase medical residents’ (doctors in training) awareness of and familiarity with 
community health programs and resources, and to provide residents with experiences in 
community settings to improve their comfort with and knowledge of diverse patients and 
communities.  Through the experience, residents are exposed to programs serving 
underserved communities and have the opportunity to design and implement a 
community health projects to meet needs of a special population served by a community 
program.   

 
The experience takes place during Ambulatory Care Rotation (ACR). Primary care 
residents and categorical residents stating an interest spend time at community sites once 
or twice a week.  So far, 160 primary care and categorical residents have rotated through 
the experience during their ACR block. Many have been to different community sites as 
they have rotated through ACR more than once. Five to eight residents are involved in a 
community medicine rotation every month.  
 
Last year, the focus of the primary care research curriculum was on teaching residents 
about community based participatory research, and on how to start thinking about 
developing a community project. This year, several research sessions were offered to the 
Primary Care interns on community based participatory research. The goal is for several 
Primary Care interns to work as a group or individually in developing a project during 
their three years of residency. Several lectures on community health assessment were also 
held at the beginning of the academic year. 
 
This year, the incoming medicine interns participated in the first Intern Community 
Orientation Day during their orientation weeks in June. All of the 60 residents 
(categorical, preliminary and primary care) participated in the day. The residents traveled 
to different community health centers and/or community medicine sites such as Boston 
Health Care for the Homeless with senior residents and faculty to learn about the 
community and the resources available for their patients. They also learned about the 
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MGH Community Benefits Office and about the demographics of Boston’s communities. 
The feedback from the residents has been very positive, and the majority (over 90 
percent) thought the day exceeded their expectations.  

 
In addition, several residents have been involved in community health projects that they 
have designed and implemented.  Community sites and projects have included: 
• Boston Health Care for the Homeless, including the Barbara McInnis, St. Francis 

House and Methadone clinic 
• Rosie’s Place 
• Shattuck Hospital HIV/Hepatitis C clinic and HIV/TB clinic  
• MGH Chelsea Health Center ROCA clinic (Reaching out to Chelsea Adolescents)  
• MGH Charlestown Health Center including Encuentro Latino, McLaughlin and 

House Kennedy Center 
• MGH Revere Health Center Hepatitis B project 
• Codman Square Health Center Urgent Care Clinic 
• South Cove Health Center 
• Family Van (various sites across the city) 
• Geiger-Gibson Health Center 
• Boston Living Center 
• BMC Refugee Clinic 
 
The residents and preceptors who have participated in the community medicine 
experience were interviewed this past year, and the preliminary data gathered from this 
process was presented as a workshop at two national meetings in 2005 (Society of 
General Internal Medicine and Association of Program Directors in Internal Medicine). 
The completed data is currently being reviewed. 
 
Substance Abuse Services 
 
Community Benefit, in partnership with nursing, psychiatry, medicine, social work and 
many others, has worked to develop and enhance a continuum of substance abuse 
services ranging from primary prevention and early intervention in communities, to 
outpatient treatment to inpatient services.  Community Benefit supports community-
based prevention coalitions in Revere and Charlestown using evidence-based approaches 
to reducing substance use among youth.  Those efforts are fully described in the Revere 
and Charlestown sections of this report.  MGH Addictions Services continues to provide 
quality outpatient substance abuse assessment, counseling and treatment (see below).  In 
addition, this year MGH expanded availability of outpatient treatment for opiate 
dependence, using a new drug – suboxone – that can be prescribed by a primary care 
provider.  Finally, MGH has worked hard to improve services for medical and surgical 
inpatients with substance abuse disorders, as well as patients in the Emergency 
Department. 
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Addictions Services, West End Clinic 
Martha Kane, PhD, Director 
 
West End Clinic provides a full range of outpatient services for substance abuse and co-
morbid mental health disorders to any patient seen within the MGH system, including all 
health centers.  Appropriate services are available in all inpatient sites as well including 
all medical floors, emergency and walk-in medical service sites.  Patients may be 
evaluated at the site where they are receiving medical care, or may schedule an 
appointment to come to the West End Clinic.  West End Clinic is supported the MGH 
Department of Psychiatry, and receives additional support through Partners Psychiatry 
and Community Benefits. 
 
In 2005, 754 patient assessments were conducted.  The average age of a patient was 43, 
although patients ranged in age from 16 to 78.  Sixty-seven percent of the patients were 
male, 85 percent White, 7 percent African American and 9 percent Latino.  Services for 
patients include: 
• Comprehensive, standardized assessment of substance use disorders for each patient 

referred, including patients with multiple psychiatric disorders (dual diagnosed 
patients) 

• Treatment planning based on level of care as determined by standard criterion 
developed by the American Society of Addiction Medicine 

• When necessary, placement into appropriate treatment sites either within or outside of 
the Partners system, as determined by patient need, as well as linkage to other 
appropriate community based services 

• Coordination with primary care and psychiatric services 
• Comprehensive, traditional outpatient care, including individual, group, couples and 

family therapy, specialized services for those with co-occurring disorders.  
• Psychopharmacologic management by psychiatrists with specialized training in 

managing co-morbid substance abuse and mental health conditions. 
• Services for family members of individuals with substance use disorders, including 

consultation, intervention, and therapy 
• Follow-up services such as additional evaluation, treatment planning and placement 

when requested by patients or professional staff 
 
West End Clinic also provides services for professional staff across the MGH system.  
Services include: 
• Consultation to staff regarding any issue of patient care related to substance use 

disorders 
• Training on a variety of substance related topics 
• Facilitation and coordination of treatment team, as necessary 
• Coordination of care across the MGH system as needed 
 
While the acute shortages of detoxification services eased during 2005, there continue to 
be shortages in extended care services for post detoxification treatment, both outpatient 
and residential.  West End Clinic staff and key physicians in both community and 
hospital based primary care practices have continued and extended their efforts to  
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develop and implement effective, safe protocols for ambulatory detoxification.   With 
support from the Community Benefits office, West End Clinic staff remain actively 
involved at the Charlestown Health Center to assist with implementation of an effective 
program for ambulatory detoxification from opiate abuse and dependence using the new 
drug, Suboxone. This effort requires close coordination between medical and psychiatric 
services, including collaboration on protocol and effective communication in practice.  
This program has become the model program for developing similar Suboxone clinics in 
each of the major health centers, as well as, on the main MGH campus.  
 
Finally, it is well documented that detoxification is only the first step in recovery. 
Without intensive outpatient treatment options, risk for relapse and return to substance 
abuse is high.  To respond to the lack of intensive outpatient treatment services in the 
MGH community and surrounding areas, the West End Clinic initiated an Intensive 
Outpatient Program to serve the needs of those patients in very early recovery or who 
have become unstable in their recovery.  The program is now providing intensive services 
to 8-10 individuals over a 4-week length of stay.  Plans are now underway to establish a 
similar service for adolescents in the MGH system. 
 
Efforts to extend substance abuse screening and brief interventions into routine nutrition 
services were continued via ongoing collaboration between the West End Clinic and the 
Nutrition Services Department.  Pilot studies were concluded and data is now being 
evaluated to determine the scope and severity of substance abuse issues in this 
population, as well as the efficacy of a brief intervention and grant submissions will be 
submitted in the next few months.   
 
Substance Abuse Working Group 
 
Two years ago, a multidisciplinary group came together to work on improving care for 
emergency department patients and inpatients with substance abuse disorders.  The group 
developed a new pathway for inpatients in danger of or experiencing acute alcohol 
withdrawal, and recommended the creation of a clinical nurse specialist position within 
the emergency department to specialize in substance abuse.  Following are early results 
of both of these efforts.   

 
Inpatient Acute Alcohol Withdrawal Pathway 
 
An interdisciplinary group developed and tested a new clinical pathway for the 
prevention and treatment of acute alcohol withdrawal among inpatients.  The pathway 
was introduced on one of the medical floors within the teaching service.  All of the 
nurses, residents and attending physicians were trained in the use of the pathway.  In a 
chart review of 40 patients pre- and 40 patients post-pathway initiation, conducted in 
cooperation with the Decision Support Unit of the hospital, several significant findings 
around quality improvement as well as efficiency were noted.  Delirium was reduced by 
50 percent (from 15 percent in the pre-pathway group to 7.5 percent in the post-pathway 
group); LOS was reduced from 5.87 days pre-pathway to 5.11 days post-pathway (SD 
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4.66 days pre-pathway, 4.05 days post-pathway); the 31-day readmit rate fell from 23.1 
percent pre-pathway to 16.2 percent post-pathway; and there was a significant increase 
the number of vital signs taken each day.   
 

Emergency Department Initiatives 
Susan L.W. Krupnick MSN, APRN, BC,CARN 
Psychiatric Clinical Nurse Specialist/Adult Nurse Practitioner 
Addictions Consultation-MGH ED 
 
Acting upon the recommendations of the Substance Abuse Task Force, the Emergency 
Department initiated the psychiatric clinical nurse specialist/adult nurse practitioner 
(PCNS/ANP) –addictions consult role in January of 2005.  This psychiatric clinical nurse 
specialist has a specialization in addictions nursing and possesses prescriptive authority. 
 
The Emergency Department(ED) began its work by customizing the inpatient alcohol 
withdrawal pathway to accommodate the needs of the emergency department patient.  
The ED pathway has been created and is presently being piloted in all treatment areas. 
The evaluation of this pilot will be completed by January 25, 2006 and revisions will be 
made where identified. 
 
The addictions consultation process has been implemented with the PCNS/ANP making 
rounds and evaluating patients for readiness for participation and referral to 
detoxification programs, assessing for pharmacotherapy when a patient is going to be 
admitted to MGH inpatient and coordinating with the inpatient psychiatric CNS’s and 
unit based clinical nurse specialist and nurse manager.  
 
Additionally, a database has been developed over the last quarter to more easily track and 
identify trends with the patients seen in the Emergency Department for substance abuse 
and addictive disorders. Also, the addictions consultant has continued to develop 
relationships with the intake coordinators, directors of nursing and medical directors of 
addiction treatment programs across the commonwealth.  A panel of laboratory studies 
has been identified and agreed upon by those institutions to which the ED frequently 
refers.  This has resulted in a decrease in wait times to admission.  The ED AWS Task 
Force members and addictions consultant have developed strong relationship with the 
Boston Healthcare for the Homeless Program to facilitate the care of homeless patients 
with concurrent medical and addiction problems and do not require an inpatient medical 
(MGH) bed.  
  
Finally, an objective, evidence –based tool has been selected to assess patients with 
alcohol related disorders so that they will be more effectively treated with the appropriate 
pharmacotherapy while in the Emergency Department. The assessment tool will be 
implemented and evaluated in the first quarter of 2006.  
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Boston Health Care for the Homeless Program (BHCHP) at MGH 
Laura Kehoe, MD, MPH, Director 
Elizabeth Cuevas, MD 
Cheryl Kane, RN 
Mary Ann Kopydlowski, RN 
James J. O’Connell, M.D 
Patrick Perri, MD 
Joseph Rampulla, NP 
Jill Roncarati, PA 
Carol Waldmann, MD 

History of the Collaboration between BHCHP and MGH 
 
The innovative collaboration of MGH with the citywide Boston Health Care for the 
Homeless Program began in the summer of 1985.  Boston was one of nineteen original 
health care for the homeless projects funded by the Robert Wood Johnson Foundation, 
with MGH was the sole academic medical center to create and support an on-site 
homeless clinic in this nationwide demonstration program.  The clinic began modestly, 
with a single MD working two sessions each week in the easily accessible Medical Walk 
In Unit (MWIU).  The early goal was to partner with the citywide BHCHP to meet the 
special health care needs of this vulnerable population and to coordinate the medical care 
of hundreds of homeless individuals seen each year in the Emergency Department (ED) 
and/or admitted to the inpatient medical and surgical services of MGH.  In 1988, BHCHP 
received federal McKinney Act funding through the Bureau of Primary Health Care of 
the US Public Health Service and was able to significantly expand the MGH homeless 
services with additional clinic time and enhanced involvement in the medical care and 
discharge planning for hospitalized homeless persons. 

 
The Homeless Team: BHCHP at MGH   
 
The Homeless Team has been fully integrated within MGH for over two decades.  The 
team offers continuity and consistency of quality health care to homeless persons through 
a citywide service delivery model that allows them to engage individuals directly on the 
streets and in the shelters and follow them in primary care and specialty clinics, as well as 
in the emergency department and during inpatient hospitalizations.  The team maintains 
an easily accessible clinic in the MWIU five days each week, and works actively with the 
ED staff as well as the medical and surgical teams caring for hospitalized homeless 
persons.  The team’s six physicians (four of whom are graduates of the MGH Internal 
Medicine Residency Program), one physician assistant, and one nurse practitioner are 
members of the General Internal Medicine Unit and actively engaged in the education 
and training of medical students and residents.  
 
The MGH Homeless clinicians also conduct direct care services at several BHCHP 
community-based sites, including Pine Street Inn, St. Francis House, Pilgrim Shelter, and 
two Beacon Hill churches that serve homeless and poor persons (St. John of God Church 
on Bowdoin Street, and the Church of the Advent on Brimmer Street).  Several BHCHP 
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at MGH clinicians are part of the program’s Street Team, and offer direct care services at 
the Boston Night Center and work with the Pine Street Inn Overnight Van and daytime 
outreach teams to serve those “sleeping rough” on the streets, in alleyways, and under the 
bridges of Boston.    
 
Team Activity During 2005 
The past year was active and busy for BHCHP at MGH, marked by a stable staff and an 
increase in the scope of services offered to homeless persons throughout the hospital.  Dr. 
Laura Kehoe, who joined the Homeless Team in August of 2003, is the team’s leader and 
director.  Dr. Kehoe trained in internal medicine at MGH and worked for two years at 
Cook County Hospital in Chicago.  While in Chicago, Dr. Kehoe developed a homeless 
curriculum for medical students and residents, and conducted clinics for homeless 
persons in inner city Chicago.  Dr. Kehoe divides her time equally between BHCHP at 
MGH and MGH Chelsea.  The team’s newest members, Dr. Patrick Perri and Dr. 
Elizabeth Cuevas, joined in August 2004 after completing their residencies in internal 
medicine at MGH.  They divide their time between clinics in the IMA and BHCHP at 
MGH, and have bolstered the team’s presence on the main hospital campus through the 
teaching of medical residents and students, attending on the medical service, and caring 
for homeless persons on the inpatient wards and in the MWIU. 
 
Dr. Perri is a member of the Street Team and works directly on the streets as well as in 
the Thursday “Street Clinic” in the MWIU.  Dr. Cuevas conducts primary care clinics and 
supervises MGH residents in the MWIU and serves as the medical director of BHCHP’s 
newest clinical site, the New England Shelter for Homeless Veterans.  Both have 
enthusiastically bolstered the Homeless Team’s presence at MGH, fostered improved 
communications between BHCHP and the house staff, and have actively engaged in 
educational and teaching efforts with the residency program through generous support 
from the Section of General Internal Medicine. 
 
Three other physicians are members of BHCHP at MGH.  Dr. Carol Waldmann provides 
two clinics sessions each week in the MWIU and has been a leader of the BHCHP HIV 
Team.  Dr. Monica Bharel, who serves as the Medical Director of BHCHP’s McInnis 
House, supervises the MGH residents in the IMA as well as St. Francis House Clinic and 
attends regularly on the Bigelow Medical Service.  Joseph Rampulla, NP, is a longtime 
member of BHCHP at MGH and conducts clinics together with Dr. Kehoe and Dr. 
Waldmann in the MWIU and serves as a liaison for the team with the ED staff and the 
RN case managers on the inpatient units.  Dr. James O’Connell and Jill Roncarati, PA, 
continue to work with Dr. Perri and the Street Team in the weekly clinic in the MWIU as 
well as at Pine Street Inn, the PSI Overnight Van, the Boston Night Center, and daytime 
outreach on the streets of Boston.  A Street Team nurse, Mary Ann Kopydlowski, joins 
the team for the Thursday “Street Clinic” in the MWIU, assisting with the triage and 
disposition of homeless persons during this very busy and often-chaotic clinic that has 
proven a life line for some of the most vulnerable and difficult to reach homeless persons.  
A major addition to the Thursday Street Clinic at MGH has been the consistent presence 
of Dr. Miriam Tepper, a fourth-year psychiatry resident who also accompanies the Street 
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Team on Friday morning street rounds.  Dr. Tepper has provided invaluable support for 
the team while caring for many of the most challenging and difficult patients. 
   
BHCHP at MGH includes four graduates of the MGH internal medicine residency 
program, Drs. Kehoe, Cuevas, Perri, and O’Connell, and two graduates of the Boston 
University School of Medicine program, Dr. Carol Waldmann and Dr. Monica Bharel.  A 
total of twelve graduates of the MGH medical residency training program have worked 
with BHCHP, by far the most prolific recruiting source during the program’s twenty year 
history. 
 
BHCHP and MGH participate in a bimonthly Emergency Department Task Force with a 
goal of improvement in the care of at-risk homeless individuals with high utilization rates 
of the MGH ED.  This multidisciplinary team is composed of MDs, NP/PAs, RNs, case 
managers, social workers, and representatives of McInnis House.  The group seeks to 
develop and implement practical treatment plans for these patients, which are then kept 
on file in the ED for staff to reference whenever these patients present for care.  BHCHP 
at MGH has augmented this effort by updating the medical records and identification 
cards of homeless patients to include the correct PCP names.  This has resulted in a 
dramatic increase in direct calls from the ED staff to BHCHP providers. 
 
Patients Served 

  
The Medical Walk In Unit (MWIU).  Despite the limitation of only two examination 
rooms per day from Monday through Friday in the MWIU, the number of primary care 
visits to BHCHP at MGH increased 24 percent during 2005 to a total of 3,638.  This 
compares to 2,945 visits in 2004, and 2,363 during 2003.  The team’s activity accounts 
for more than ten percent of all activity in the MWIU.   
 
Twenty-seven patients were sent from the Homeless Clinic directly to the ED, and 
another five others were referred for evaluation in the Acute Psychiatric Service (APS).  
Seven patients were admitted directly to the inpatient medical service from the Homeless 
Clinic.  Thirty-eight individuals by-passed the ED and were directly admitted to McInnis 
House from the MWIU.  Twenty-three persons with acute intoxication from alcohol 
and/or other drugs were admitted directly from the MWIU to inpatient detoxification 
programs.   
 
The team made 111 referrals to specialty clinics within MGH and MEEI.  Six persons 
were referred to psychiatry, and four others were referred to the West End Clinic for 
substance abuse counseling and treatment. 
 
Inpatient Care at MGH.  More involvement in the inpatient care of homeless persons 
was a major goal of the past year for BHCHP.  Persons coming from the shelters and the 
streets account for approximately ten percent of admissions to the Bigelow Medical 
Service, and BHCHP has worked diligently with the medical teams to improve the 
quality and continuity of care for homeless persons as well as to facilitate safe and 
appropriate discharge dispositions for this vulnerable group.  In May, the team initiated a 
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card system for daily rounding that has improved the process for reporting visits.  From 
May 1, 2005, through the remainder of the calendar year, the team made 419 beside 
visits and 21 e-mail consultations to 200 inpatients.  These individuals accounted for 
2236 total hospital days for an average length of stay of 11.2 days.  (This number does 
not reflect the average length of stay for all homeless persons, as the team was less likely 
to see individuals admitted and discharged within a short period of time).  The discharge 
dispositions of the 200 admissions of homeless persons followed by BHCHP at MGH 
during 2005 were as follows:  
• Twenty-two (11 percent) left AMA  
• Eleven (5 percent) were transferred to other acute or sub-acute hospitals 
• Twenty-two (11 percent) to nursing homes or rehabilitation facilities 
• Fifty-four (26 percent) to McInnis House 
• Seventeen (8 percent) to family or friends 
• Sixty-seven (33 percent) returned directly to the streets 
• Two persons died during the hospitalization, and another five were still inpatients at 

the end of 2005 
  
 A goal of the coming year is to gain a better understanding of the number and ALOS of 
all homeless persons admitted to MGH.   These admissions were discharged with the 
following primary care follow-up: 126 to BHCHP (including 58 to the BHCHP Street 
Team), 44 to a non-BHCHP physician, and 30 with unknown primary care follow-up.     

 
Medical Respite Care at Barbara McInnis House.  During calendar year 2005, MGH 
accounted for 207 (fifteen percent) of the 1,371 total admissions the Barbara 
McInnis House (BMH), BHCHP’s 90-bed respite care program located in Jamaica Plain.  
One hundred and forty three unique individuals comprised these 207 admissions.  Fifty 
respite admissions came directly from the ED, while 157 came from the inpatient and 
outpatient medical or surgical services.  This utilization of BHCHP’s innovative respite 
care program continues to be an important component of the service delivery model for 
homeless persons, and has improved coordination of care of homeless persons at MGH 
while offering a cost-effective and high quality alternative to prolonged acute care 
hospitalization. 
 
The medical respite program of BHCHP provides acute and sub-acute, pre- and post-
operative, recuperative and rehabilitative, palliative and end-of-life care to homeless 
persons who are too ill or injured to withstand the rigors of life on the streets and in the 
shelters.  BHCHP had the first respite care program in the country in 1985, originally 
located with the Shattuck Shelter.  BMH opened in 1993 and remains an innovative and 
dynamic national model that fills a widening gap in the health care system for those 
without the safety and support of a home and family.  The demand on the 90 beds at 
McInnis House is intense and statewide, placing inordinate stress on a caring and 
burdened staff.  While the average length of stay has been 14 to 21 days for the past 
twenty years, many patients have required lengthy admissions of many months to over a 
year.  At the time of this writing, four of the five persons who have been at BMH for over 
90 days were admitted directly from MGH. 
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To improve the efficiency of the admission process, MGH and BHCHP undertook a pilot 
program in the spring of 2005.  An initial review of MGH medical records was 
undertaken for 25 randomly selected patients discharged to BMH during the previous 
year.  The average length of stay (ALOS) for this group was 13.2 days for a total of 332 
hospital days.  The medical records were reviewed to determine the point that the treating 
team had decided this person was ready for discharge.  This group remained a total of 
159 days in the hospital beyond that time because of the scarcity of safe discharge 
options for persons without the stability and supports of a home and family.  This 
represents a stunning 48 percent increase in the ALOS for homeless persons in this 
randomly selected group. 
 
With this information, MGH and BHCHP attempted a small pilot program to minimize 
unnecessary hospital days for homeless persons while providing better follow-up and 
continuity of care.  Drs. Kehoe, Perri, and O’Connell worked directly with Dr. Bharel to 
identify patients in the ED or early in their admission who were potential candidates for 
McInnis House.  Nineteen individuals, including three from the ED and sixteen from the 
inpatient medical service, were sent to BMH as soon as the treating teams deemed these 
patients stable and ready for discharge.  This group had 110 total hospital days, and the 
MGH nurse-case managers estimated that the total number of hospital days avoided was 
75.  This pilot program and the chart review dramatically illustrated the potential value of 
BMH when beds are readily available for MGH.   
     
While numbers are critically important, many intangibles contribute to excellence in the 
quality, consistency, and continuity of care for homeless persons.  The following cases 
illustrate the importance of teamwork, diagnostic skills, outreach, and community 
partnership in assuring such care: 

     
A 49 year old man followed by the BCHCP Street Team for over fifteen years 
developed jaundice in October 2004.  In September 2005, the team appeared 
before the Administrative Law Judge to secure SSI for this man who had been 
denied several times despite his limited education, severe and recurrent 
depression, hepatitis C, and longstanding alcoholism and heroin dependence.  
The jaundice was the first sign of severe cirrhosis, which was soon complicated 
by intractable ascites and recurrent episodes of encephalopathy.  During the first 
nine months of 2005, this man had thirteen ED visits and ten admissions to MGH 
for problems related to his end-stage liver disease.  When not at MGH, he was 
cared for at McInnis House even though his fragile mental status and recurrent 
episodes of confusion and encephalopathy often resulted in erratic and difficult 
behavior.  The Team accompanied him through the multiple evaluations 
necessary for consideration for liver transplant, but he was felt too unstable to be 
a candidate for this potentially life-saving procedure.  In October 2005, as a 
result of meetings among BHCHP, MGH and DMH, he was transferred from 
MGH to the Lemuel Shattuck Hospital (LSH).  The Street Team and other 
BHCHP staff continued to visit him regularly, and his family was contacted and 
visited with him for the first time in over twenty years.  Interestingly, his twin 
brother had received a liver transplant five years ago and has resumed a full 
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working life.  Unfortunately, this man who had been homeless for over 25 years, 
developed hepatorenal syndrome at LSH and died on December 23, 2005.  He 
was one week shy of his 50th birthday. 
 
A 55 year old Kenyan man became homeless in early 2004 following a car 
accident in which he fractured his hip.  At the time he lived in a rented apartment 
and had a working visa while he was employed by OxFam America.  He was a 
writer with several articles published in the Atlantic Monthly.  His hip surgery 
was complicated by a disseminated fungal infection that required multiple 
surgical procedures and resulted in renal failure and the removal of much of his 
small and large bowel.  After several months in MGH, he was transferred to 
Spaulding Rehabilitation Hospital for six months.  During the course of his 
medical illness, his working visa expired and he lost his apartment.  He was 
homeless for the first time in his life, and discharged from SRH to Pine Street Inn.  
He did very poorly in the large shelter environment and was admitted to McInnis 
House in October 2004.  Aside from five admissions to MGH for revision of his 
fistula, he has been at McInnis House for over 400 days.  He now requires 
dialysis three times a week, and has been in a wheelchair undergoing physical 
therapy to help him walk again.  Undocumented and without a visa, he has no 
insurance and the options for a safe discharge are nil at this time.   
 

Teaching and Education 
 
All six physicians on the Homeless Team serve as inpatient visits on the Bigelow 
Medical Service for several weeks each year.  The team now formally supervises the 
weekly continuity care clinics of two second year residents in medicine, with the sites 
alternating between St. Francis House and the MWIU.  Dr. Bharel, the Medical Director 
of BHCHP’s 90-bed medical respite care program at Barbara McInnis House, is also a 
preceptor each week in the IMA.  The Homeless Team’s physicians developed and 
implemented a lecture series on health care and homelessness that is now a required 
component of the residency curriculum.  During the four-week ambulatory block, each 
MGH resident is offered an opportunity to learn about the history, epidemiology, and 
clinical issues of homelessness as well as the obstacles to access and continuity of care.  
In addition, many primary care residents continue to elect to join BHCHP for several 
community and street clinics during their ambulatory rotations.  Four of the team’s 
physicians (Drs. Kehoe, Perri, Bharel, and O’Connell) participate as faculty members in 
the nine-month Primary Care Clerkship, and each precept or mentor a third-year HMS 
student one night a week at BHCHP’s clinic at Pine Street Inn. 
 
BHCHP continues to be a core site for community-based training.  Several first and 
second year medicine residents have rotated through the Barbara McInnis House, and 
others have worked with BHCHP physicians at Bay Cove’s Methadone Maintenance 
Program on Canal Street.  
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The BHCHP Street Team 
 
The Street Team of the Boston Health Care for the Homeless Program (BHCHP) 
provided acute, episodic, primary, and inpatient care to 1,320 individuals “sleeping 
rough” in Boston during calendar year 2005.  This number was almost 143 more than in 
the previous year, an increase of twelve percent.  The Street Team had a total of 7,143 
encounters with the city’s rough sleepers in a plethora of unconventional settings: under 
bridges, in back alleys, on street corners, in soup kitchens and overnight drop-in centers, 
as well as in emergency rooms and hospitals, detoxification units, nursing homes, 
rehabilitation centers, and BHCHP’s Medical Respite Program at the Barbara McInnis 
House.  These encounters included 4996 medical and 2147 mental health visits.  This 
year’s annual homeless census conducted by the City of Boston on the third Monday of 
December found 261 individuals on the city’s streets compared to 299 in 2004 and 230 in 
2003.  The information summarized below, drawn from data gathered by the Street Team, 
offers a glimpse into the lives of Boston’s “rough sleepers” and underscores the burden of 
illness and complex health care utilization patterns of this unsheltered street population.  
These data undoubtedly underestimate the frequency and severity of illness borne by this 
highly vulnerable population. 

 
The Street Team’s Service Delivery Model.  The obstacles to health care services faced 
by the sub-group of homeless persons who live on the streets (“rough sleepers”) are 
legion.  This itinerant group of men and women has difficulty tolerating the crowds and 
rules of the city’s shelters and eschews the bureaucracy surrounding traditional hospital 
and health center clinics.  Yet rough sleepers have extraordinarily high rates of morbidity 
and mortality, and face the most severe health risks from exposure to the extremes of heat 
and cold, trauma, violence, complex and chronic medical illnesses, persistent mental 
illness, and substance abuse.   
 

BHCHP has recognized the special needs of this vulnerable population since 1986, when 
mortality studies from BHCHP clinicians demonstrated the need for year-round outreach 
services.  Subsequent funding from the Department of Public Health initiated the Pine 
Street Inn Overnight Rescue Van, and a BHCHP physician has worked two nights a week 
on this van since that time.  In 1996, BHCHP’s Street Team was expanded to include a 
nurse practitioner to accompany the daytime outreach teams of Pine Street Inn, the 
Friends of Shattuck Shelter, and Tri-City Mental Health Center.  Three years later, 
additional funding from the Bureau of Primary Health Care and the MGH/Partners 
Community Benefit Program resulted in the addition of nursing to the MD/PA team.   

A competitive grant from SAMHSA in 2002 has supported the integration of medicine 
and mental health, and a psychiatrist (Eileen Reilly, M.D.) and a mental health clinician 
(Kendall Jones, L.I.C.S.W.) from the Massachusetts Mental Health Center have become 
full members of the team.  The Street Team has become an innovative national leader in 
providing continuity of quality medical and mental health care to this urban population. 

The Thursday “Street Clinic” in the MWIU was instituted by MGH and BHCHP in 
January 2002, in response to the growing number of street persons seen in the MGH ED 
and the need for follow-up care.  This clinic, the first and only hospital clinic dedicated to 
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this population in the country, has become the single busiest session in the MWIU and 
the volume has exceeded all expectations.  To accommodate this overflow of patients, the 
hospital created a waiting room on the first floor of the Wang Ambulatory Care Center in 
2004 and provides coffee and bagels each Thursday morning.  The MGH Nutrition 
Department has further assisted the clinic by providing lunch vouchers for homeless 
patients. 

The philosophy of the BHCHP Street Team has been to maintain a quiet and consistent 
presence on the streets, seizing every opportunity for coffee, conversation, and support in 
an effort to earn trust and engage this population in a one to one relationship between 
doctor/nurse and patient.  The Street Team strives to blanket this group with intensive 
care management, working on daytime outreach teams, the city’s nighttime drop-in 
center, and the overnight rescue van.  This model of care respects the vicissitudes of life 
on the streets and seeks to make health care accessible and available in places familiar 
and comfortable for each individual: on park benches, in alleyways, and under bridges.  
Unique in the country, this Street Team is fully integrated into a citywide service delivery 
model, allowing a continuum of care and consistency of caregivers from street corner to 
ICU to respite care.  

The goals and objectives of BHCHP’s service delivery model have been five-fold:  
• Engage the trust of this difficult and hard-to-reach sub-group and provide accessible 

and continuous health care services to those who assiduously avoid traditional clinics 
• Partner with the Department of Mental Health to developed a seamless integration of 

medical and mental health care directly on the streets 
• Work with the shelter and human service community to reduce health risks on the 

streets through immediate and direct access to shelters, detoxification units, recovery 
programs, hospitals, and clinics  

• Improve health indicators and outcomes, especially measures of primary and 
preventive care 

• Decrease morbidity and mortality   
 
The High-Risk Street Cohort.  While the BHCHP Street Team cared for 1,320 
individuals on Boston’s streets during 2005, intensive care management was provided for 
a high-risk cohort of 139 of these individuals during the year.  Individuals who have been 
sleeping regularly on the streets for six months or more are eligible for inclusion in the 
high-risk cohort.  In addition, each enrollee must have one or more high-risk conditions, 
such as: 
• "Tri-morbidity", substance abuse, severe persistent mental illness, and multiple 

chronic medical illnesses, including: 
• Major medical problem(s) resulting in hospital admission, multiple ED visits, or 

admission to McInnis House anytime during the previous year  
• Three or more visits to the ED in the previous three months 
• Age greater than 60 years 
• HIV/AIDS 
• Cirrhosis, end stage liver disease, or renal failure 
• History of frostbite, hypothermia, or immersion foot 
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These high-risk criteria have been drawn from several studies: an analysis of deaths on 
Boston’s streets between July 1998 and January 1999, and three articles on mortality 
among Boston’s homeless published by BHCHP in recent years. 
 
Demographics.  The gender, race, ethnicity and age of the high-risk cohort do not differ 
remarkably from the street population in total or the sheltered homeless population.  
Seventy-eight percent are male, and 22 percent female, with 78 percent White, 13 percent 
African American, seven percent Native American, and only one percent Latino.  The 
average age is 51, with 91 of the 139 between the ages of 35 and 55.  The cohort included 
30 persons who are 60 years or older.   
 
Burden of Illness.  While studies suggest an increased burden of illness among homeless 
compared to housed populations, no studies have documented the burden of illness faced 
by those sleeping rough on the streets.  Over the past five years, the Street Team has 
worked assiduously to describe and document the complexity of medical and mental 
illness in this sub-group of homeless persons. 

Ninety-three percent of the current high-risk cohort suffers from one or more chronic 
medical illnesses, while 88 percent of the high-risk cohort has at least one documented 
severe and persistent mental illness.  Ninety-three percent of the high-risk cohort abuse 
one or more substances.  Most strikingly, 104 (74 percent) of the 139 individuals in this 
high-risk cohort suffers from the “tri-morbidity” of chronic medical illness, major mental 
illness, and active substance abuse.  

During calendar year 2005, 2,300 of the Street Team’s 7,143 encounters were with this 
high-risk cohort of 139 individuals.  Consistency and continuity of care for this high-risk 
cohort requires a reliable presence on the streets complemented by aggressive follow-up 
care when these individuals are admitted to hospitals, respite care at McInnis House, 
drop-in shelters, detoxification units, and other health care, housing, and recovery 
settings.  

In addition to face-to-face encounters with the high-risk cohort, a weekly Street Team 
meeting provides a critical opportunity to review the condition, treatment plan, and 
whereabouts of each patient in the high-risk group.  This meeting allows the team 
members to concentrate on those patients who are ill, seeking assistance, or temporarily 
missing or lost to follow-up. 

 
Boston’s ability to follow such an unusually peripatetic urban cohort over time has not 
been duplicated by any other large urban city.  This is an extraordinary testament to the 
collaborative community network of partners who share in the care of this 
disenfranchised population, including: the outreach team teams from Pine Street Inn, 
Friends of the Shattuck Shelter, and Tri-City Mental Health Center; the academic 
teaching hospitals (especially the emergency departments of BMC and MGH); Area A 
Police Department; the Emergency Shelter Commission and the Emergency Medical 
Services of the City of Boston; and the Massachusetts Departments of Public Health, 
Mental Health, and Transitional Assistance.   
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Morbidity and Mortality on Boston’s Streets: A Six-Year Observational Study. 
 
Utilizing Boston’s rich community network, the Street Team and BHCHP’s research 
department have prospectively followed 119 persons originally identified on the high-risk 
street list in early 2000.  The results of this six-year observational study are enlightening 
and dismaying, and reveal staggering health care disparities in this impoverished group of 
chronically homeless persons.   
 
Almost one-third of the chronic rough sleepers died during the past six years: 37 (31 
percent) of the 119 individuals have succumbed.  The average age at the time of 
enrollment in 2000 was 47 years; the average age at the time of death was 52 years.  
Despite high rates of mental illness and substance abuse in this cohort, the causes of 
death have been primarily medical conditions, especially cancer, AIDS, end-stage liver 
disease, and chronic pulmonary disease.  Of the remaining 82 individuals in the cohort, 
eight are disabled and have been placed in nursing homes or assisted living facilities.  
Three are currently incarcerated, although many others have had recurrent interactions 
with the corrections system.  Eight persons are now staying in emergency shelters, 
transitional shelters, or recovery programs.  About a third of the original cohort (40 
individuals) is now housed in apartments or rooming houses, or living fulltime with 
families and friends.  Only eighteen (fifteen percent) remain on the streets after six years.  
In a remarkable testament to community partnership, only five (four percent) individuals 
in the original cohort have been lost to follow-up after six years. 
 
Primary Care Indicators and Health Outcome Measures. One major objective of the 
Street Team has been the establishment of a primary care service delivery model that 
accommodates the unique needs of this hard-to-reach population.  All previous efforts in 
Boston and other large cities have concentrated on the delivery of acute and episodic 
care, while access to continuous and coordinated care has been elusive.  The Street Team 
has implemented a service delivery model to “rough sleepers” that offers continuity of 
medical and mental health care and is fully integrated into Boston’s mainstream health 
care system.  Of the 137 individuals alive during the fall season, 61 (45 percent) received 
a flu vaccine while sixteen (twelve percent) were offered vaccination but refused.  
Screening for cholesterol is a high priority, and of the 139 persons on the high-risk list in 
2005, 112 (81 percent) have been tested within the past five years.   
 
The Street Team has adopted a more stringent standard of yearly PAP screenings for the 
female street dwellers in recognition of their increased risk of cervical cancer.  Thirteen 
(43 percent) of 30 women received a Pap smear during 2005, and two (seven percent) 
others refused.  Nine (36 percent) of the 25 women over 40 in the cohort had received a 
mammogram in the past two years.  Of note, the other sixteen women eligible for 
mammograms were given one or more appointments during the year but failed to show 
for the test.  Our goal is to continue to improve these primary care outcomes, despite the 
marked difficulties in reaching out to this very elusive population. 
 
The BHCHP Street Team also attempts to follow all women who are pregnant and living 
on the streets.  This challenge consumes inordinate time and emotion on the part of the 
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staff, primarily the Street Team’s RN, Cheryl Kane.  During 2005, the team followed two 
pregnant women on the streets.  Both women received prenatal care.  One woman who 
lived under a bridge near Storrow Drive was brought by the Street Team to a family 
shelter and delivered a healthy child at 38 weeks, and the other woman is 25 weeks 
pregnant and currently at McInnis House.  
 

A 28 year-old woman with hepatitis C and a history of cocaine and alcohol use 
has lived under a bridge with her boyfriend since the summer of 2004.  She has 
been homeless since the age of thirteen when she ran away from her foster home.  
The Street Team visited her regularly under the bridge, primarily during the night 
rounds on the Pine Street Inn Outreach Van.  The psychiatrist on the Street Team 
also visited her frequently during the day under the bridge.  She developed 
abdominal pain in early 2005 and came to the clinic at MGH and was found to be 
pregnant.  With the assistance of the team, the patient began prenatal care despite 
remaining with her boyfriend under the Storrow Drive Bridge.  She witnessed the 
violent stabbing of her boyfriend in the summer of 2005, which resulted in a 
laceration of his spleen and a pneumothorax.  About one month later, she sought 
the assistance of the team in finding a family shelter.  As she entered her third 
trimester she agreed to go to Revision House, a family shelter in Dorchester.  She 
delivered a healthy boy at 38 weeks at BMC, with her boyfriend present at the 
birth.  She has bonded well with the baby and remains in the supportive family 
shelter environment, where she is cared for by the BHCHP Family Team and Dr. 
Miriam Tepper, a fourth resident in psychiatry at MGH. 

    
Pattern of Health Care Services Utilization.  In calendar year 2005, 67 (48 percent) of 
the 139 high-risk patients accounted for 213 admissions to the BHCHP Medical Respite 
Program at McInnis House. 
 
Dr. O’Connell has worked with the Governor’s Task Force on Ending Chronic 
Homelessness and as a result, the Department of Medical Assistance has made 
preliminary data about the original cohort available.  During the five-year period from 
1999 through 2003, the 119 individuals in the original BHCHP cohort accounted for 
a staggering 18,384 emergency room visits in the Commonwealth.  The Task Force is 
now attempting to determine the mental health, substance abuse, corrections, and other 
costs of this cohort to the Commonwealth.   
  
Deaths Among Homeless Persons, 2005.  BHCHP continues to monitor the deaths 
among homeless persons, particular those that occur on Boston’s streets.  At the time of 
this report, the research team has information on 50 deaths among homeless persons in 
Boston during 2005.  This does not significantly differ from 45 in 2004 and 50 in 2003.  
A preliminary analysis of these deaths found that eleven homeless persons died on the 
streets this year, as compared to seventeen in 2004 and sixteen in each of the previous 
two years.  Prior to 1999, Boston witnessed from 20 to 30 deaths among rough sleepers 
each year, including several due to hypothermia, often thought to be a marker for neglect.  
None of the deaths this year has been due to hypothermia; only two deaths in Boston 
during the past four years have been attributable to hypothermia.   
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Future Plans. Several goals and objectives have been established for the coming year to 
improve the quality, continuity, and consistency of health care to homeless persons seen 
in the MGH ED or hospitalized on the medical and surgical services.  
 
• Simplify and streamline the admissions process of MGH patients to McInnis 

House.  As a result of the shared pilot program this past spring, a new quarterly 
meeting has been established between McInnis House and the MGH nurse case 
management staff to further improve the process for admitting MGH patients from 
the ED and the inpatient service to BMH. 

• Coordination of care with the MGH ED.  The BHCHP at MGH Team will continue 
to work closely with the medical, psychiatric, nursing and social service staff in the 
emergency department to provide intensive care for the highest users.  A regular 
meeting has been held every two months, and now includes staff from BHCHP’s 
McInnis House to assist in the treatment plans.   

• Increased involvement with the inpatient care of homeless persons.  The BHCHP at 
MGH Team seeks a more consistent and visible presence on the inpatient services.  
The quality of care and discharge planning will be significantly improved by early 
involvement with the medical and surgical teams in the care and treatment plans for 
homeless persons.  Drs. Kehoe, Perri, and Cuevas, as well as Joseph Rampulla, N.P., 
will continue to coordinate an inpatient rounding system with a goal of visiting all 
homeless persons hospitalized at MGH at least three times each week.  This team has 
worked diligently to improve computer tracking and communication, and has 
developed a creative card system for following inpatients throughout the hospital.   

• Seek additional clinical and office space.  The current daily clinic in the MWIU 
occurs in two examination rooms each day, and the number of patient visits increased 
by 24 percent to 3,638.  The demand for services has overwhelmed the available 
space, and the expanded BHCHP at MGH team has the capacity to significantly 
increase the number of weekly clinic sessions if the space were available.  A major 
goal of the team is to work with MGH to find additional clinical and office space. 

 
MGH Community Health Associates 
Anne Richmond, Director 
 
MGH Community Health Associates' (CHA) mission is the delivery of comprehensive, 
high quality, primary and preventive health services to low income, uninsured and 
underserved populations who live and work in the Back Bay, Charlestown, Chelsea, 
Revere, and Everett.  To realize its mission, MGH Community Health Associates 
provides programmatic support, clinical supervision, fiscal grant management oversight, 
and technical assistance for five MGH community health centers serving more than 
60,000 individuals and families annually.  MGH Health Centers in Back Bay, 
Charlestown, Chelsea, and Revere, and a family practice satellite site in Everett provide 
an on-site community based service delivery model.  In addition, the health centers are 
committed to working in partnership with communities to improve the health status of 
the cities at large. 
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What follows is a summary of reports for the many programs that fall under the 
umbrella of MGH Community Health Associates.  Key efforts detailed in this 
program activity report include: 
 
ARCH: Access to Resources for Community Health 
 
The goal of ARCH is to improve patient and health education through increasing access 
to quality information and resources on the Internet and in other media.  Partnering with 
MGH Treadwell Library, ARCH manages a web site with well-identified links to quality 
health information, operates a multi-media resource room, provides hands-on training to 
clinicians and patients on how to use the ARCH web site, and leads the ARCH Patient 
Education Initiative that assists health centers to develop, organize, display, and distribute 
health education materials.  Over the past five years ARCH has reached out to several 
community agencies that serve the elderly and children including Jack Satter House, 
Revere Council on Senior Affairs, Chelsea Senior Center, and CAPIC Head Start.  Using 
an online survey tool, ARCH conducted a health education needs assessment survey for 
eight MGH Health Centers in October 2004.  The survey strongly indicates that health 
education is a priority across the health centers and clinicians as well as other staff are 
actively providing health education to patients through a variety of channels.  Detailed 
results of the survey were presented at the health center leadership meeting on March 28, 
2005.   
 
Program Highlights: 
• ARCH is authorized to offer continuing education credit to registered nurses 
• The ARCH web site receives approximately 3,000 hits per month 
• About 10-15 requests for patient education materials are made to ARCH from the 

health centers and promptly processed per month 
• In the past year ARCH processed a total of 126 requests.  Of the 126 requests, 117 

came from the health centers to obtain health education materials and nine came from 
senior service agencies in Revere and Chelsea where two ARCH presentations and 
seven hands-on training classes were delivered.  These nine requests reached a total 
of 43 senior citizens. 

 
Breast and Cervical Cancer Screening Collaborative/Women's Health 
Network (BCCI) 
 
The MGH CHA Breast and Cervical Screening Collaborative is part of the Dana 
Farber/Partners CancerCare Breast and Cervical Screening Collaborative.  BCSC is 
comprised of Dana-Farber Cancer Institute, Partners HealthCare and fourteen health care 
centers in the Greater Boston area.  In 1995, the MGH Breast and Cervical Cancer 
Initiative (BCCI) began at MGH Chelsea Health Center and expanded to include MGH 
Revere, MGH Charlestown, the North End Community Health Center, MGH Everett, and 
MGH Back Bay.  In 1998, BCCI expanded to include eight non-MGH health centers and 
became the fourteen-member Breast and Cervical Screening Collaborative.  Together, 
these health care centers provide services to more than 60,000 individuals and families 
annually. 

  Partners Community Benefit Report 91  



 
MGH Community Health Associates is the program and fiscal administrator for BCSC, 
providing programmatic support, clinical supervision, fiscal grant management and 
oversight, and technical assistance.  Both the clinical director and program director are 
CHA staff. 
 
BCSC is part of a statewide Women's Health Network (WHN) funded by the 
Massachusetts Department of Public Health and the Centers for Disease Control.  The 
goal of BCSC is to reduce breast and cervical cancer mortality through early detection.  
The program offers cancer screening services for uninsured and underinsured women age 
40 and over in the Greater Boston area.  Member health centers provide breast and 
cervical cancer screening, diagnostic, tracking and follow up services to eligible women 
in their community. 
 
BCSC services are targeted to uninsured or underinsured women age 40 and over, with 
an emphasis on reaching special populations of women, such as linguistic, ethnic, social 
and cultural minorities, and those who are medically underserved.  Breast screening 
services are also available to women under the age of 40 if they have a personal or family 
history of breast cancer, have received therapeutic radiation to the chest or are referred 
for diagnostic services based on a clinical finding.  Women over 64 years of age are 
eligible if they do not have Medicare or cannot pay for Medicare Part B.  Cervical 
screening services are available to eligible women age 40 and over and women ages 
eighteen to 39 if they have never had a pap test or have not had a pap test in more than 
five years.   
 
BCSC services include:  
• Clinical breast exam 
• Pelvic exam and pap testing  
• Mammography at participating hospitals and health centers, as well as mobile 

mammography services in neighborhoods and communities  
• Patient and provider training in prevention screening and diagnostic testing 
• Patient tracking system for annual recall and diagnostic follow up 
• Patient navigation services to assist women in completing annual screenings and 

diagnostic services, if necessary 
• RN Case Management for women with abnormal screening results requiring further 

diagnostic follow up 
 
The Breast & Cervical Cancer Treatment Program (BCCTP).  Beginning in January 
of 2004 the Massachusetts Division of Medical Assistance enacted the BCCTP.  Through 
this program women who had been enrolled in Women's Health Network when 
diagnosed with either breast or cervical cancer or a precancerous cervical lesion requiring 
further diagnostic evaluation may be enrolled in Mass Health.  If a woman is enrolled in 
MassHealth under the treatment program and continues to meet the requirements of the 
program, she will continue to receive Mass Health benefits as long as she remains in 
treatment.  Since inception of this program the entire collaborative has enrolled 60 of the 
WHN enrolled women into MH.  Of those 60 women enrolled, twenty were from 
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MGH sites. 
 

MGH Program Highlights.  Six MGH/CHA community health centers participate in the 
BCSC.  The health centers are located in the Back Bay, North End, Charlestown, 
Chelsea, and Revere, with a family practice site in Everett.  Two hundred seventy-nine 
patients were enrolled in the MGH/WHN in FY2005.  There were 414 patient encounters 
in FY2005, and nineteen percent of enrolled women received case management services.  
Twenty women received mental health benefits.  Outreach, education, and building 
awareness about breast and cervical cancer screening in our communities are 
incorporated in our work at local health fairs, presentations to local groups of teens and 
women in the community.  The successful Celebrating Women Living a Vibrant Healthy 
Life was an outgrowth of the MGH program. For the past eleven years CHA has 
sponsored American Cancer Society Making Strides Teams out of each of the six MGH 
Health Centers.  These teams highlight a month of increased breast health education and 
last year produced over 90 walkers for teams who raised $10,000 for the American 
Cancer Society. 
 
The Dana Farber/Partners Breast & Cervical Screening Collaborative 
 
The Collaborative’s goal is to reduce breast and cervical cancer mortality through early 
detection.  The focus is on reaching uninsured women who are medically underserved 
due to financial, linguistic, ethnic, and/or cultural barriers. 
 
With a grant from the Massachusetts Department of Public Health, the Collaborative 
works to increase cancer-screening services among uninsured, low-income women in 
Greater Boston and provide access to breast and cervical diagnostic and follow up 
services.  In partnership with Dana Farber, Partner HealthCare, Massachusetts General 
Hospital’s Community Health Associates and fourteen health centers in Greater Boston, 
the Collaborative has provided health services to more than 6,000 women since its 
inception.  MGH Community Health Associates is the program and fiscal administrator 
for the Collaborative, providing program support, clinical supervision, fiscal and grant 
management and oversight.  The clinical director and program director are CHA staff. 
 
In July of 2005, the Collaborative began its eighth year as a Women’s Health Network 
(WHN) provider through the Massachusetts Department of Public Health.  The WHN 
provides funding for breast and cervical health services for uninsured women to promote 
and enhance the early detection of breast and cervical cancer.  DFCI and Partners have 
provided significant supplemental funding to support the Collaborative’s central 
administration, and outreach activities.   
 
Program Highlights.  Each year, the Collaborative serves more women.  During its first 
year, 600 women were served and this year the Collaborative projects it will serve over 
2,000 women.   During FY2005, the BCSC provided screening services to women from 
diverse cultural, linguistic, and socioeconomic backgrounds.  The following offers a 
statistical description of the women served: 
• 56 percent were new to the program  
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• 82 percent between the ages of 40 to 64  
• Of those responding, 49 percent were White, 20 percent African American, and 3 percent 

Asian  
• 53 percent self report as Spanish, Hispanic or Latina 
• 70 percent reported a primary language other than English 
• 50 percent did not have a high school diploma  
• 14 percent had a screening mammogram which required further evaluation 
• 13 percent had a clinical breast exam that required further evaluation 
• 14 women were diagnosed with breast cancer 
• 6 women were diagnosed with cervical cancer and 30 with precancerous cervical lesions 
 
CPR Training 
 
MGH Community Health Associates provides CPR training and re-certification to a wide 
array of professionals and residents of Charlestown, Chelsea, Revere, and Everett.  
Participants include MGH HealthCare Center staff, community nurses, teachers, students, 
parents, grandparents, coaches, day care providers, Department of Social Services 
workers, Cub Scouts, and other youth groups.  The community program is provided four 
times a year at no cost to participants. 
 
Program Highlights. 
• In 2005, the program issued more than 100 certification cards.   
• Trainings were conducted for the staffs of the MGH Health Centers in Charlestown, 

Chelsea, and Everett. 
 

Celebrating Women, Living A Vibrant Healthy Life! 
 
MGH Community Health Associates, in collaboration with the MGH Community Health 
Centers of Back Bay, Charlestown, Chelsea, Everett, North End and Revere, sponsored 
this past spring the 5th annual "Celebrating Women, Living a Healthy Vibrant Life!” an 
annual women's health event. The event was held May 25, 2005 at Steriti Memorial Rink 
in Boston’s North End. This event is a multi-generational community health fair, which 
targets girls and women of all ages in the harbor area communities with health education, 
prevention, and screening services.  More than 450 women attended.  The event reaches 
out to many women, their mothers, grandmothers, and daughters, and served to link them 
to important information and services not only to keep them healthy, but also to empower 
them to take care of themselves. 
 
Substituting for Dr. Mallika Marshall, WBZ Medical Consultant, who had served as the 
keynote speaker for the event for the past four years, this year the special guest Mistress 
of Ceremonies was former State Representative Marjorie O’Neil Clapprood, Executive 
Director, One Family Scholars. The keynote message was given by Elizabeth Miller, 
M.D. from MGH Revere Health Center. A very touching part of the program each year is 
the presentation of special awards to one woman from each community who serves as a 
role model for other women by living a healthy, vibrant life.  These women were selected 
by their community health center and then interviewed by young women from their own 
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community who wrote a biography of the woman.  The teen then introduces the woman 
during the award ceremony and reads aloud the biography she wrote after meeting and 
interviewing the recipient.   
 
The event was designed as "one stop shopping" for vital health information.  Local 
experts make presentations on the adolescent, mid-life, and later years of women's lives 
and addressed the health issues relevant to each stage of the lifecycle.  Topics presented 
during the event included: breast and cervical cancer prevention and screening; 
osteoporosis, nutrition, exercise, diabetes, cardiovascular disease, domestic violence, 
substance abuse, massage, menopause and hormone replacement, smoking cessation, 
stress reduction, teen issues, and alternative therapies as well as information and 
resources for career opportunities.  
 
 
Child Passenger Safety Program  
 
The Child Passenger Safety Program was created to provide car seats (toddler and 
booster models) and car seat training to children and their families who would otherwise 
be unable to afford this safety restraint.  In conjunction with the MGH community health 
centers in Charlestown, Chelsea, Everett, and Revere, CHA coordinates the distribution 
of car seats to clients who cannot afford to purchase one.  Many patients served by the 
health centers are new immigrants who are not aware of safety regulations and/or how to 
appropriately protect their children in the family car.  Pediatricians, nurse practitioners, 
and social workers in each of the health centers ask parents or guardians about the status 
of their child’s car seat during routine well child and sick visits.  Cost of the car seats to 
program participants is subsidized by the program.  Each client is offered prevention 
education on how to install and use the car seat appropriately to provide maximum 
protection for his or her child.  With a referral from health center primary care providers 
or social workers, those patients who need car seats for their children can get them from 
CHA or the health centers regardless of their ability to pay.   
 
Each health center participating in the program designates an on-site contact person.  This 
individual is trained in appropriate use of restraints by attending a four hour program. 
 
Program Highlights. 
• In FY2005, MGH CHA distributed 41 car seats to clients of the MGH Health Centers. 
• Each Health Center has a site coordinator who attended the training in December 

2004 on the proper installation of child safety seats.   
• Car seats were distributed to clients and proper installation education was provided 

in English and Spanish. 
 
Family Planning Program 
 
Operating at the MGH Chelsea and MGH Revere Health Center sites, the Family 
Planning Program primarily serves at-risk youth in need of confidential and 
comprehensive care in reproductive health.  The family planning visits are billable to the 
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Family Planning Grant with Boston ABCD.  Under this grant, eligible youth can access 
free care on their own (i.e. without parental consent and notification) regardless of their 
insurance status.  The program provides clinical services including counseling, physical 
exams, STD and HIV/AIDS screening, pregnancy and other diagnostic labs, and 
contraceptive methods.  Currently there are five service delivery sites: Chelsea School-
Based Health Center, MGH Chelsea ROCA Clinic, MGH Revere main site, Revere 
School-Based Health Center, and Revere Adolescent Health Center. 

 
Program Highlights. 
• All sites except Revere School-Based Health Center dispense contraceptives onsite 

free of charge to patients. 
• Chelsea ROCA offers evening clinics twice a week. 
• ABCD supports a Family Planning Counselor at Chelsea ROCA and in Revere. 
• In FY2005 we were successful in getting the ABCD grant to support the position of 

Family Planning Counselor for Revere. 
• A total of 2,735 family planning visits were made across the five delivery sites in 

FY2005, an increase of roughly 23 percent over the total visits made in previous year. 
 
Hepatitis C Education Program 
 
The Hepatitis C Program (HCV) began at the MGH Revere HealthCare Center in 2001 
when primary care staff identified a growing number of patients infected with HCV and 
the need to improve care. James Morrill, MD and Melissa Shrestha, case manager, lead 
the program and during the first year created a registry of MGH Revere patients infected 
with HCV. Since this time, the program has evolved to include the following goals and 
objectives: 
• Improved clinical care 

• Registry of HCV patients 
• Identification of HCV treatment providers  
• Standardization of HCV prevention, screening and management  
• Coordination of care 
• Develop health center, multidisciplinary HCV treatment clinics 

• Provider and patient education 
• CME programs for health center staff 
• Biannual seminars for patients and their families 
• Review and dissemination of patient education material 
• Individual patient education sessions 

• Research to improve the understanding of the virus and inform patient care 
• Analyze disparities in populations and practice patterns among health centers 
• Measure changes in the quality of care over time 
• Analyze HCV screening rates 

 
Program Highlights. 
• In October 2005,  the Hepatitis C Program expanded to include a multidisciplinary 

HCV practice model at MGH Charlestown HealthCare Center 
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• Published “Barriers to the Treatment of Hepatitis C: Patient, Provider, and System 
Factors” in the Journal of Internal Medicine 

• Developed a Provider HCV Manual 
• Developed a Patient Education Packet 

 
NHP/MGH HealthCare Center Access Project (NHP Access Project) 
 

The Health Care Access Project promotes access to primary care for residents of the 
communities served by the MGH health centers.  The MGH HealthCare Centers Access 
Project, funded by a grant from Neighborhood Health Plan’s Campaign for Excellence, 
places a practice liaison in the primary care practice of three MGH health centers.  
Project staff members, referred to as practice liaisons (PLs), are located in primary care 
practices at the health centers to facilitate and coordinate linkages among patients, 
providers, and community resources.  With the project director and a local nurse 
supervisor, the practice liaison works with patients and primary care providers to assess 
patient problems and provide outreach, case management, education and assistance with 
concrete services, and treatment plan compliance.  The bi-lingual, bi-cultural practice 
liaisons work with diverse populations of adult and pediatric patients to address a variety 
of social and medical needs with patients and their families.  Patient liaisons see patients 
in a variety of settings, including at the health center, at the patient’s home or at medical 
specialty appointments.  The practice liaison may meet with a patient once or many times 
over a period of several weeks or months.  Referrals generally request help connecting a 
patient to outside services.  Target populations for the project vary, and activities of the 
practice liaisons include: Follow-up on “no shows” or other patient non-compliance 
issues; obtaining and distributing culturally appropriate health education; advocating for 
patients, accompanying patients to specialty medical visits and community agencies; 
home visiting as needed; establishing relationships with community agencies; and 
compiling and maintaining a list of community resources and/or using the IRIS Social 
Service database to link patients to services. 
 
Practice liaisons in each health center are as follows: 
Chelsea Health Center: 

• One FTE working with 30 providers in the Adult Medicine Practice 
• Program staff served 265 unduplicated patients and initiated 1,218 patient 

contacts 
Revere Health Center: 

• One FTE working with Adult Medicine Practice. 
• Accompanied 82 patients  (1/1/05-10/1/05) to specialty appointments and initiated 

833 patient contacts  
• Confirmed appointments, and re-enforced teaching for the procedure preparation 
• Among Cambodian women the mammography “no show” rate reduced from 60 

percent to 21 percent 
• Compliance with colonoscopy improved from zero percent (anecdotal) to 100 

percent (documented) for patients served by program staff 
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Charlestown Health Center: 
• One FTE working with the Pediatric Practice.  Served 244 unduplicated patients 

and initiated 540 patient contacts. 
Back Bay Health Center: 

• .5 FTE working with all providers 
• Served 188 (1/1/05-10/1/05)   
• Initiated 286 patient contacts (1/1/05-10/1/05) 

 
Provider Satisfaction. At all sites, provider satisfaction was extremely high.  A provider 
satisfaction survey was completed in June 2005.  As expected, the providers remain very 
positive about the Practice Liaison program.  Results:  51 percent of respondents were 
physicians. 21 percent were nurses, and ten percent were mental health clinicians.  
Reasons for referral to practice liaison included:  Access to community services – 74 
percent, accompany patients to appointments – 58 percent, outreach to patients to 
improve compliance – 52 percent, and make home visits – 14 percent.   
 
“Pack It In”: Tobacco Treatment, Outreach, and Referral Program 
 
The Pack It In program has provided tobacco treatment, outreach and referral services to 
residents in the communities served by the MGH Community Health Centers including 
Charlestown, Chelsea, Everett, Revere, and Winthrop.  
 
As the only tobacco treatment service in most of these communities, the Pack It In 
program fills an important need.  Building on existing services provided in MGH's health 
centers, Pack It In enhances the ability of providers and staff to identify, encourage, and 
help smokers to quit.  The need for services is apparent: nearly 60,000 unduplicated 
clients are seen annually in the health centers serving the target communities.  There are 
an estimated 7,805 smokers who currently utilize health center services within these 
communities.  Available to all community residents, Pack It In targets new immigrant, 
minority, low-income and working class populations.  The program currently has staff 
offering services in English and Khmer.   
 
Program Highlights.  Since 1994, more than 3,310 clients have received services from 
tobacco cessation programs implemented by MGH Community Health Associates. 
 
In FY2005, Pack It In: 
•  Reached more than 385 individuals through individual and group counseling, lectures, 

nicotine replacement therapy, and referral services. 
•  Received 277 referrals into the program for services from the MGH Health Centers. 
• Provided 1,385 individual and group visits to program participants. 
•  Provided nicotine replacement therapy to 132 individuals.  
•  Outreached to 1,530 individuals in the targeted communities, including a weekly 

“drop-in” outreach/referral session offered during the Adult Medicine clinic at the 
MGH Revere Health Center. 
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•  Coordinated the health centers' observance of the Great American Smokeout and World 
No Tobacco Day.  Staff hosted information tables, showed educational videos and 
spoke with clients. 

•  Conducted 35 daytime and evening tobacco treatment support groups serving a total of 
360 individuals. 

•   Conducted 39 individual and group hypnotherapy sessions for 70 participants. 
•  Offered 32 presentations and workshop lecture groups in schools and community 

organizations.   
•  Since January 2004, a clinical social worker from the MGH Revere Health Center has 

provided monthly clinical case review, staff support, and advocacy for the program.  
Derek Moore, LICSW, a social worker experienced in substance abuse and tobacco 
addiction, joined the team in September 2005. 

 
Next Steps. 
•    The program in the upcoming year will begin to measure quit rates of program 

participants at six month, one year, and two year intervals.  This project began in 
December 2005. 

•    Develop a plan to seek additional resources for the program to support additional 
outreach efforts, the marketing of the program, nicotine replacement therapy, and 
staff support. 

•    To support the current services offered alternative and complementary therapies will 
be evaluated to support program participants in relapse prevention.  This will include 
stress management, yoga, relaxation, and Tai Chi.  A pilot session of “Calming the 
Chaos” will be held in January 2006 to determine the fiscal viability of offering such 
programs as an adjunct to the program.   

 
Pediatric Asthma Quality Initiative 
 
The Pediatric Asthma Quality Initiative has been rolled out to all of the MGH health 
centers and to main campus pediatric practices this year with the Massachusetts General 
Physicians’ Organization.  At each site, an asthma coordinator has been designated and 
trained. Through this initiative pediatric asthma patients are identified and placed on a 
registry.  Each participating practice also has a physician champion identified.  At each 
site the Asthma Coordinator reviews data with the physicians on all pediatric asthma 
patients, lists and classifies asthma on the electronic medical record (LMR) problem list, 
and develops an asthma action plan.  Asthma coordinators complete and update this 
information on the MGH asthma registry.   
 
Quality goals established for CY 2006: 
• 80 percent of the patients in the registry will have been reviewed within the calendar 

year 
• 90 percent of the patients in the registry will have asthma listed on the problem list 
• 75 percent of the patients in the registry will have a documented asthma action plan 
• 60 percent of the patients in the registry will have asthma severity documented in 

LMR or, if not yet on the LMR, within the registry 
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Stay in Shape Program   
  
In response to chronic levels of youth inactivity and poor eating habits, Stay in Shape, 
has offered health/nutrition and physical activities to girls at Chelsea High School since 
November 2000.  The program is held twice a week in after school hours for a total of ten 
weeks every school semester.  Pre- and post-intervention tests are administered in each 
ten-week program cycle.  Although a program exclusively for girls, Stay in Shape has 
begun to attract boys in recent years.  Principal Mort Orlov of Chelsea High visits the 
program to lead a discussion or exercise with the participants once every semester.  The 
program was successfully piloted in Revere High School in May 2005.  Plans were made 
to offer the program to girls at Revere High School in the new school year of 2005-2006.   
 
Program Highlights. 
• Program offers Extra Academic Points to participants at Chelsea High 
• Program reached approximately 255 girls in past five years.  Of the 255, 87 girls 

earned Extra Academic Points.  For FY2005 alone, the total number of participants 
was 40.  25 of the 40 participants earned the Extra Academic Points. 

• Results from Pre- and Post-Intervention Tests show:  
• Increased knowledge about such topics as serving sizes, 5-A-Day, and food label 

reading 
• Fewer skips of breakfast and more consumption of fruits and vegetables 
• Increased frequency of physical activities on a weekly basis 

 
Technical Support and Assistance 
 
The professionals at MGH Community Health Associates are valuable resources to staff and 
colleagues throughout the MGH and Partners HealthCare communities.  In addition to 
administering the programs included in this report, each year CHA's professional staff 
provides technical assistance and support to the staff of the MGH community health centers. 
 
North End Community Health Center 
James Luisi, Executive Director 
John Foster, MD, Medical Director 

The North End Community Health Center (NECHC) has provided services to individuals 
and families living and working in the North End and surrounding areas for over 30 
years.  In July 2000, the Health Center became formally affiliated with Massachusetts 
General Hospital (MGH).  The NECHC provides primary care for adults and children, 
behavioral health care, dental services, obstetrics and gynecology, vision services, 
dermatology, neurology and podiatry.  Special programs include an adult day service 
center, health education programs, a children's center, personal care/homemaking, 
transportation services, and a youth outreach program.  The Health Center also provides 
radiology and laboratory services on-site.  In the last year, the Health Center has provided 
more than 75,000 visits to over 12,000 patients. 
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This past year, the NECHC participated in the Bureau of Primary Health Care's National 
Disease Collaborative Program to enhance the care provided to diabetic and asthmatic 
patients in all age groups.  This program will enhance the NECHC's ability to serve all 
residents of the neighborhood including newcomers, newly arrived immigrants, those not 
currently engaged in a health care delivery system, the uninsured, and those who are low-
income and underserved.  Because the program will be built on a comprehensive array of 
services that will complement the primary care provided by the health center, the 
program will offer residents a system of care that extends beyond traditional medical 
services and incorporates a public health approach. 

NECHC is a Federally Qualified Health Center, and receives partial funding under the 
Public Health Service Act Section 330.  As an affiliate of MGH, it is one of six 
community health centers serving communities in and around Boston.  A new state-of-
the-art digital x-ray department will open in early 2006.  The Health Center has recently 
completed its third JCAHO survey, and has been successfully accredited once again.  

MGH Back Bay HealthCare Center  
Lisa Brugnoli-Semeta, Nurse Manager 
Joseph Gesmundo, MD, Medical Director    
 
In May 1998, MGH Back Bay, formerly Boston Evening Medical Center, 
affiliated with the MGH.  Founded in 1927 by a young Romanian immigrant, the 
health center has a long history of reaching out to the underserved.  Last year, 
MGH Back Bay saw 4,824 individuals in more than 11,500 visits.     
 
New and continuing initiatives at MGH Back Bay include: 
• A Healthy Kids Program focusing on the cognitive, developmental, and 

emotional health of children from birth to three years.  The program includes a 
series of presentation/discussion groups for parents.  Onsite childcare is 
provided for the events, each of which has been well attended and 
enthusiastically received. 

• Through the Neighborhood Health Plan Quality Access grant, MGH Back Bay has an 
outreach worker who works as a member of the team with the primary care and 
mental health practices. The outreach worker receives referrals for high-risk patients 
who require care coordination plans and works with patients in immediate crisis. 

• In a continuing effort to insure diversity, a bi-lingual Vietnamese physician and a 
bilingual Japanese physician have joined the MGH Back Bay staff.  A diabetes nurse 
educator continues to provide diabetes education to clients of the health center.  The 
Dana-Farber/Partners Cancer Care Breast and Cervical Cancer Screening Program, 
funded by the Massachusetts Department of Public Health, continues at MGH Back 
Bay.  The clinical coordinator is working very closely with clinicians at the health 
center to identify and follow up with women who are eligible for the program. 
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Departmental Community Inventory 
Community Inventory Survey Methods 
The Community Benefit Program (CBP) was inspired to conduct a hospital-wide 
community inventory by a recent visit from the University of Rochester Medical Center 
(URMC), last year’s winner of the Community Service Award from the Association of 
Academic Medical Colleges.  Community health is the fourth prong of URMC’s mission 
along with patient care, teaching, and research, a distinctive feature of their success.  
URMC began their efforts some time ago with a similar institution-wide survey.   
 
After URMC’s presentation at MGH, the CBP Director met with hospital chiefs and 
administrators to present the idea of conducting an internal departmental survey of 
community health activities and receive feedback.  In September 2005, for the first time 
the CBP surveyed every clinical and operational department in the hospital to determine 
if there are additional, unreported community activities occurring outside the purview of 
the CPB.  
 
The instructions to each department described the generally accepted characteristics of 
community benefit activities.  Each department was asked to list the activities that meet 
these characteristics.  Characteristics included: 
• Work that addresses needs of the underserved 
• Work that addresses local community-identified need through community 

collaboration, and partnership and engagement 
• Activities that affect the health status of entire populations 
• Unreimbursed goods, services and resources 
• Have measurable outcomes 
• Encourages hospital-wide involvement 
 
Surveys were sent via email to 37 departments within the hospital asking them to report 
on community-oriented activities in each of the three areas of the hospital mission: 
patient care, teaching and research..  Approximately 300 programs/activities from 25 of 
these departments/specialties were returned and are outlined in the master list of all 
survey responses.  A total of 45 programs representing seventeen departments were 
selected as meeting at least two of the elements of the definition of community benefit 
activities included in the survey instructions.  These programs are sampled from the data 
and do not fully represent all of the activity of the departments.  These programs are 
summarized below.   
 
Patient Care 
 
MGH Weight Center 
Collaborative efforts with the Family Van of Harvard Medical School to address obesity 
and its medical co-morbidities 

The MGH Weight Center, in collaboration with the Family Van Program of Harvard 
Medical School, has developed an innovative health education and promotion program 
entitled, “What’s your BMI?” to address the issue of obesity among Boston’s most 
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vulnerable and hard-to-reach populations.  The Family Van is a mobile health services 
unit that provides health screenings to residents of Dorchester, Roxbury and Mattapan.  
Educational materials regarding obesity and the body mass index (BMI) were developed 
in English and Spanish.  On a daily basis, clients on the Family Van are given the 
opportunity to weigh themselves.  Through this encounter they learn about obesity and its 
associated health risks including diabetes, heart disease, and cancer.  They are also 
educated about dietary and behavioral modifications that can be made to promote a 
healthy weight.  Results of preliminary data analysis indicate that the Family Van 
clientele is at risk for being overweight or having obesity, and for its associated co-
morbidities including hypertension, diabetes, and hyperlipidemia. 
• Target population: residents of Dorchester, Roxbury and Mattapan 
• Location: mobile Family Van 
• Start Date: July 2002 
• Funding Source: Departmental in-kind time donation 

 
Surgery 
Helmet and Car Seat Program 
 
The Helmet and Car Seat Program provides low-income families with free and/or 
discounted bike helmets and car seats. The program, which operates at the MGH Main 
Campus and various MGH Health Centers, has kept hundreds of children safe from 
injury. 
• Target population: Children from low income families 
• Location: MGH Main Campus and various MGH Health Centers 
• Funding Source: General hospital funds 
 
Dental 
Oral Health Equity Project  
 
The Oral Health Equity Project (OHEP) is a collaborative effort among the Boston Public 
Health Commission, the three Boston Dental Schools, Harvard, Tufts, Boston University 
and  the Forsyth  Dental Hygiene Program at the Massachusetts College of Pharmacy and 
Allied Health Sciences. Dr. Catherine Hayes is the HSDM representative to the OHEP. 
The aim of the OHEP is to improve the oral health status of elders who are residents of 
Boston Housing Authority. The issues of access to care are a main focus of this effort. 
Economically disadvantaged elders often face insurmountable barriers to accessing dental 
services, yet their needs are high. Along with colleagues at Boston University, Tufts and 
the Forsyth/MCP program Dr. Hayes gathered information from screening programs of 
elders in Boston during the winter and spring of 2002, which demonstrated a high level of 
unmet dental needs among elders residing in facilities in Boston. In addition, the elders 
were not able to access dental services on a regular basis. This project addresses those 
needs by developing a referral network for providing dental services. This effort is 
funded by the Massachusetts Delta Dental Foundation.  
 
Screenings are held once a year at St. Cecelia's House, Beacon House, Peterborough 
Senior Center, Back of the Hill, Morville House, Nate Smith House, and Patricia White 

  Partners Community Benefit Report 103  



House. The program reaches about 250 senior citizens a year with the outcome of referral 
where pathology is found. 
• Target population: senior citizens 
• Location: St. Cecelia's House, Beacon House, Peterborough Senior Center, Back of 

the Hill, Morville House, Nate Smith House, and Patricia White House 
• Start Date: 2002 
• Funding Source: Massachusetts Delta Dental Foundation 
 
School Dental Transportation Program  
 
The School Dental Transportation Program is a comprehensive dental care program for 
school children at Brookside Community Health Center. School children from the 
Agassiz, Ellis Mendell, Kennedy, Our Lady of the Lords, and Curley Middle Schools are 
bused to Brookside once a week for dental services. About twelve to fifteen children are 
seen per week. The program’s outcome is regular dental care, prevention, and treatment. 
Services are billed if the child has insurance or the care is uncompensated if the patient is 
uninsured. Delta Dental funds the program. 
• Target population: school children from the Agassiz, Ellis Mendell, Kennedy, Our 

Lady of the Lords, and Curley Middle Schools 
• Location: Brookside Community Health Center 
• Start Date: 1972 
• Funding Source: Delta Dental 
 
Smart Smiles 
 
Smart Smiles is a school based oral health prevention program in the Boston Public 
Schools with a focus on the elementary schools. Currently the program serves 
approximately 40 of the 83 elementary schools in Boston, with the goal of serving all 
elementary schools next year. Smart Smiles is available to all second and third graders 
(with a focus on erupting permanent first molars for sealants) in the schools with parental 
consent and is free of charge to parents. Smart Smiles is in the second year of three year 
funding from the Oral Health Foundation to the Massachusetts Coalition for Oral Health. 
• Target population: second and third grade children in the Boston Public Elementary 

Schools; currently in 40 of 83 schools with goal of being in all 83 schools next year 
• Location: Boston Public Schools  
• Start Date: 2004 
• Funding Source: A grant from the Oral Health Foundation to the Massachusetts 

Coalition for Oral Health 
 
Nutrition & Food Service 
Women, Infants and Children (WIC) program 

MGH has federal and state grants to operate the Women, Infants and Children (WIC) 
program in the Revere/Chelsea area.  WIC gives food and nutritional assistance to 
prenatal and postpartum women and their infants and children up to age five.  The 
women must earn up to 185 percent of the federal poverty level to be eligible for the 
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program.  The Nutrition and Food Service department provides a number of services for 
women and their children participating in the WIC program, including free nutrition 
counseling and coordination of services with a maternal and child health (MCH) 
nutritionist. Free assessment services, including height and weight measurements, blood 
work, and breastfeeding support are provided to participants. Referrals are made to 
community agencies and health care providers. The program also provides food checks to 
participants.  

The WIC program collaborates with many local and regional health care centers and 
community agencies to improve the service delivery and referral process, provide 
trainings, and prepare Health Fairs, legislative breakfasts, and informational meetings.  

Weigh of Life Prescription Pad & Poster 

In 2004 the WIC program completed a four-year study entitled Weigh of Life to enhance 
the ability of the WIC program nutrition staff to provide culturally sensitive services. The 
study’s objective was to promote healthy eating behaviors to overweight Latino children, 
particularly Dominican and Puerto Rican children. The culmination of the project was the 
development of culturally sensitive messages and materials, specifically a prescription 
pad and a poster. The prescription pad provides doctors with a list of specific issues 
related to weight so that applicable issues can be checked off and given to the parent to 
bring to WIC. Nutrition staff then focus on the indicated issue(s) during counseling 
session. The posters are designed to subtly highlight weight-related topics. They will be 
provided to physicians, WIC offices and Headstart so that parents see continuity of 
message. 
• Target Population: Overweight Latino children participating in the WIC program  
• Location: MGH Revere, Chelsea, Charlestown 
• Funding Source: USDA Special Projects Grant 
 
Pediatrics 
Community Tobacco Control Initiative at Partners 
 
Through this initiative, a tool has been developed for the electronic medical record that 
prompts pediatricians to screen for smoking in the household and to counsel and refer 
those parents who screen positively to smoking cessation programs.   
• Target Population: Poor children and families disproportionately affected by tobacco 
• Location: Pediatric patients and families within Partners primary care network 
• Outcomes: To ensure that every child served in the Partners system has the best 

chance to: grow up in a smoke-free home, remain a non-smoker, and have parents 
who are free of tobacco dependence 

• Start Date:  December 1, 2005 
• Funding Source:  Community Benefits 
 
Lab for Computer Science 
RxDx - Access to Boston Health Care Homeless Program and to the Navajo Indian 
Reservation White River Hospital in Arizona 
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One of the recommendations from the Institute of Medicine (IOM) report on improving 
the delivery of medical care was to utilize information technology in daily practice to 
increase the use of evidence-based decision-making. The Laboratory of Computer 
Science at MGH has developed a focused Primary Care Provider (PCP) oriented Web site 
that is widely used within the Massachusetts General Hospital (MGH) and its affiliated 
community practices. It gathers in a single easily-navigable site a wealth of practical, 
useful material, including evidence-based patient care guidelines, therapy information, 
patient educational material, medical calculators and workflow support, designed 
specifically to be used during routine patient care activity.  Several years ago, the 
Laboratory of Computer Science was funded by a National Library of Medicine research 
grant to make the original material (and a number of site specific revisions) available to 
the Boston Health Care for Homeless Program (BHCHP) and the White River Hospital 
(an Indian Health Service [IHS] hospital) on the Arizona Navajo Indian Reservation.  
When the grant terminated MGH has continued to make this resource available to these 
sites and to provide both technical and user support.   
 
At the BHCHP, in the last year, 107 staff accessed the system with over 8,000 different 
accesses (the most common use being access to formulary information, drug information 
and referral information.)  In a recent letter from the Chief Information officer at 
BHCHP, he stated that the application “has become a vital and important resource for our 
clinical end-users…and is an integral tool to the clinical operations of our Program”.  At 
the IHS, in the past year, 65 users had over 4,500 accesses (with the most common use 
being patient instructions, primary care guidelines, and referral information).   
• Target Population: Primary care providers 
• Location: Boston Health Care for Homeless and White River Hospital (an Indian 

Health Service hospital) on the Arizona Navajo Indian Reservation 
• Start Date: 2002 
• Funding Source: initially funded by a National Library of Medicine research grant, 

now supported by department funds 
 
Speech, Language and Swallowing Disorders 
Horizons for Homeless Children - Speech/language services 
 
The Department of Speech, Language and Swallowing Disorders has been providing 
speech-language pathology services to children enrolled in The Horizons for Homeless 
Children Initiative Community Centers for the past two and a half years. These centers, 
located in Dorchester and Jamaica Plain, provide fulltime childcare and schooling for 
homeless children ages two months to six years.  Through a private donation and funding 
from the Ladies Visiting Committee, two speech-language pathologists from MGH 
Department of Speech, Language and Swallowing Disorders provide speech-language 
and hearing screenings, individual/small group speech and language therapy, teacher 
consultation/staff education, parent workshops, referrals, consultation with case 
managers, and curriculum development (in collaboration with Institute of Health 
Professions' students and faculty) on a weekly basis. 
• Target Population: homeless children ages two months to six years 
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• Location: The Horizons for Homeless Children Initiative Community Centers in 
Dorchester and Jamaica Plain 

• Start Date: 2003 
• Funding Source: A private donation and funding from the Ladies Visiting Committee 
 
Speech-Language Therapy - Chelsea Public Schools 
 
For the past fifteen years, the MGH Chelsea Speech, Language and Swallowing Unit has 
provided evaluation, treatment and classroom consultation services and attended 
educational team meetings for students at all levels of the Chelsea Public School system, 
from preschool through high school.  Other services provided include numerous 
professional in-services and summer services for students on education plans when 
interruption of services would interfere with their communication/academic progress. 
 
This year, three bi-lingual clinicians provide services to approximately 25 preschoolers 
(most Spanish-speaking; some English dominant) at the John Silbur Early Learning 
Center.  Bi-weekly treatment is either individual or in a small group of two to four 
students.  Bi-weekly evaluations are held at the Silbur Center for newly referred potential 
special needs preschoolers.  In addition, the staff evaluates two to three elementary, 
middle and/or high school students per month referred by the Chelsea Public Schools at 
MGH Chelsea.  The staff continues to attend educational team meetings in which they 
present evaluation results and/or progress to help to determine the need for services and 
specific goals for intervention. 
• Target Population: Chelsea Public School students 
• Location: John Silbur Early Learning Center (preschool evaluations), MGH Chelsea 

(elementary, middle and high school student evaluations), Chelsea Public Schools 
(Educational Team Meetings) 

• Start Date: 1990 
• Funding Source: Chelsea Public Schools  
 
Infectious Disease 
Sexually Transmitted Disease Program 
 
The Infectious Disease Unit provides screening and treatment of patients for sexually 
transmitted diseases (STDs) and HIV infection. Testing is provided through the State 
funded program free of charge to patients who are unable to pay for their visit or who do 
not have insurance or are unwilling to use their insurance because of confidentiality 
issues.   Patients are seen on a walk-in basis five days per week and two evenings and 
given medications at the time of their visits.  Hepatitis B and Hepatitis A vaccines are 
offered to the patients without charge.  Patients are educated on "safer sex" practices and 
signs and symptoms of STDs.  The staff of the STD/GID unit works closely with the 
Department of Public Health to identify and treat patients with STDs.  
Patients are referred to the STD Unit from many local and community health centers as 
well as the Dept. of Corrections and the Dept. of Immigration. 
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• Target Population:  Greater Boston area residents; 6,500-7,000 total patient visits per 
year, 4,500-5,000 of which are new patient visits 

• Location:  MGH Main Campus, MGH Chelsea and MGH Revere 
• Start Date: Established at MGH more than 50 to 60 years ago; became part of the 

Infectious Disease Unit in 1985 
• Funding Source:  State contract 
 
MGH Women’s HIV/AIDS Program 
 
The MGH Women’s HIV/AIDS Program at provides comprehensive medical and 
psychosocial services to women living with HIV/AIDS. The program’s goal is to reduce 
barriers that have historically lead women to seek care later in the course of disease. The 
program offers comprehensive HIV care, routine gynecological care, family planning, 
medication education and adherence, acupuncture, social work, psychiatry, education 
programs, support groups and substance abuse counseling. Services are provided in 
Spanish and French. The program was started in September 2004. In the future, the 
program hopes to provide enhanced services to all of the approximately 300 to 400 
women with HIV cared for at MGH.  
• Target Population: Women with HIV/AIDS 
• Location: MGH Main Campus 
• Start Date: September 2004 
• Funding Source: Infectious Disease Unit; pharmaceutical companies 
 
Hepatitis C Support Group 
 
The Infectious Disease department holds quarterly meetings for patients co-infected with 
Hepatitis C and HIV and their family members and friends. The objective is to discuss 
current therapies and provide support for co-infected patients, family members and 
friends.  
• Target Population:  Co-infected patients with Hepatitis C and HIV and their family 

member/friends 
• Location:  MGH Main Campus 
• Funding Source:  Department funds 
 
Dermatology 
Project Prentiss - Free Tattoo Removal 
 
For several years, Dr. Rox Anderson and MGH dermatology resident and fellow 
physicians have volunteered to remove gang-related tattoos from youths who are 
recovering from gang membership/gang violence.  Dr. Anderson developed non-scarring 
laser removal of tattoos at MGH in the late 1980s and it is now used widely around the 
world.  The program is named Project Prentiss, co-founded with school teacher Michelle 
Wynn.  Tattoo removal is free of charge, but not free of active participation.  The 
combined goals of Project Prentiss include: 
• Removal of gang tattoos to facilitate a better future while removing a stigma from the 

past 
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• Public service. Participants are usually high school age and are required to volunteer 
on a public service project as "payment" for each tattoo treatment.   

A series of four to eight treatments are needed for tattoo removal, given one month apart.  
Therefore, the motivation to remove their tattoos leads most participants to also get 
involved in positive activities.  This pilot program is unique to Massachusetts and is 
limited by funding.  Dozens of participants have benefited, among thousands in the Bay 
State with gang-related tattoos. 
• Target Population: Youths who are recovering from gang membership/gang violence 
• Location: MGH Main Campus 
• Start Date: Several years ago 
• Funding Source: Primarily volunteer time; there is a small amount of funding from 

non-profits to support public service component 
 
Care for Homeless 
 
Ernesto Gonzalez, M.D. established a dermatology service at the Barbara McInnis House, 
a 90 bed sub-acute care facility of the Boston Health Care for the Homeless Program 
(BHCHP) seven years ago. The service is conducted in the afternoon (four hours) on the 
last Friday of every month. The service comprises didactic activities with lectures on 
common dermatologic problems; bedside rounds as well as dermatology clinics for 
patients able to ambulate within the facility. Students from Harvard Medical School, and 
fellows from the Dermatology International Training Program accompany Dr. Gonzalez 
to learn about dermatologic diseases as well as to be exposed to community learning. 
Once a year there is a melanoma screening clinic organized by Dr. Gonzalez with the 
participation of nurses and trainees from the Department of Dermatology.  
 
Dr. Gonzalez has submitted a proposal to the Harvard Medical School for a one-month 
elective course for students and is under evaluation by the Committee on Courses. He has 
also co-author a proposal for a telemedicine consultative service to offer tertiary care at 
the McInnis House utilizing the resources of the Telemedicine Department of Partners. 
This proposal has been partially funded by a private organization and awaits further 
development. 
• Target Population: Homeless residents of McInnis House  
• Location: McInnis House, a respite unit of the Boston Health Care for the Homeless 

Program  
• Start Date:1998  
• Funding Source: Volunteer time 
 
Obstetrics and Gynecology 
 
The Vincent Memorial Hospital, the obstetrics and gynecology service of the MGH, 
delivered over 3,400 babies last year.  Over one third of the new mothers were on 
MassHealth or Healthy Start, and over 25 percent spoke Spanish as their primary 
language.  The Vincent delivers pre-natal care in MGH health centers in Chelsea, Revere 
and Charlestown and is committed to creating access for all patients and delivering 
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culturally appropriate care.  Below are two examples of programs to increase access to 
all. 
 
Gyn Oncology Program & Cancer Screening 
 
The best treatment for cancer is early detection.  The Vincent provides a full-range of 
services related to the detection and treatment of gynecologic cancers, including 
programs to increase access for MGH Chelsea patients, many of whom are low-income 
and/or recent immigrants or refugees. Two programs are now in place, one to provide 
greater access to colposcopy procedures (cervical biopsy) and another to provide gyn 
screenings. Approximately 1,900 patients are served each year through the Gynecologic 
Oncology Colposcopy Program and 150 per year through the Gynecologic Cancer 
Screening Program. The Gynecologic Oncology Colposcopy Program is directed by Neil 
Horowitz, MD, and the Gynecologic Cancer Screening Program is directed by Marcela 
del Carmen, MD. 
• Target Population: Financially disadvantaged women 
• Location: MGH Chelsea 
• Start Date: FY2006 
• Funding Source: GH and MGPO 
 
Planning for Parenthood 
 
In an effort to help underprivileged women plan for parenthood, a consortium of 
Massachusetts hospitals joined together in February 2003 under the umbrella of the  
Massachusetts Department of Public Health's Sharing Arrangement (SA). This broad 
partnership includes Massachusetts General Hospital, Beth Israel Hospital, the Bay State 
Medical Center, Boston Medical, Brigham & Women's Hospital, Mount Auburn Hospital 
and New England Medical Center. The program provides second trimester terminations 
for women who are covered by the states' free care system and do not have alternative 
access to these services. These generally are women who are ineligible for care through 
Planned Parenthood because of the later stage of their pregnancy. Between February 
2003 through July 2005, 202 women received these services, 26 of which were cared for 
at MGH. The program is administered by Lynne Bartholomew Goltra, MD. 
• Target Population: Underprivileged women seeking second trimester terminations 
• Location: MGH Main Campus 
• Start Date: February 2003 
• Funding Source: Department and MGH funds 
 
Psychiatry 
Psychiatric services to underserved Asian Americans in Boston’s Chinatown 

Dr. Albert Yeung, a member of the MGH Department of Psychiatry, is also on staff at 
South Cove Community Health Center (South Cove), which serves a largely Chinese 
population and is located in Chinatown. He has a clinic at South Cove and treats a wide 
range of psychiatric disorders, including psychotic disorders and mood and anxiety 
disorder. This service started in 1999 and reaches ten to fifteen outpatients weekly. 
Funding is through insurance and free-care pool. 
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• Target Population: Asian American patients with psychiatric disorders 
• Location: South Cove Community Health Center 
• Start Date: 1999 
• Funding Source: insurance and free-care pool 
 
Elizabeth Thatcher Acampora Endowment to meet the mental health needs of 
underserved youth and families in the community 

Three half-time outreach workers at MGH Charlestown, Chelsea and Revere are 
supported by $85,000 per year (after MGH tax) in funds from the Elizabeth Thatcher 
Acampora Endowment ($2,000,000 endowment). Each worker communicates with 
parents and children in the community and helps them obtain a variety of service. The 
activities are coordinated with the Mental Health programs at each site.  The outreach 
workers interact with pediatricians, teachers, social service agencies, and others related to 
the needs of the children and families. The service began in 1999 and is coordinated by 
Dr. Eugene Beresin.  
• Target Population: children with mental health needs and their parents 
• Location: MGH Charlestown, Chelsea and Revere 
• Start Date: 1999 
• Funding Source: Elizabeth Thatcher Acampora Endowment 
 
Cognitive-Behavior Therapy for Khmer Refugees  
 
This service provides cognitive-behavior therapy treatment for traumatized, impoverished 
Cambodian and Vietnamese refugees with severe post-traumatic stress disorder (PTSD), 
under the leadership of Devon Hinton, MD, PhD. The program is situated at Arbour 
Counseling Center in Lowell. It began in 1999 and will continue until 2007, reaching 
over 100 individuals.  Participants have demonstrated significant improvement on PTSD 
as assessed by standard measures. The project is funded by a National Institute of Mental 
Health K Award. 
• Target Population: Cambodian and Vietnamese refugees with severe PTSD 
• Location: Arbour Counseling Center, Lowell 
• Start Date: 1999 
• Funding Source: National Institute of Mental Health K Award 
 

Harvard Program in Refugee Trauma  

The Harvard Program in Refugee Trauma (HPRT) directed by Richard Mollica, MD 
addresses mental health needs of highly traumatized populations in Massachusetts 
through integration of medical and psychiatric care in a primary care setting. The 
program, started in 1981, primarily serves Cambodian and Vietnamese individuals from 
refugee, migrant, immigrant & asylum seeking communities. Services are provided at 
Lynn Community Health Center, the Vietnamese American Civic Association in 
Dorchester, and the Cambodian Mutual Assistance Association in Lowell. HPRT has a 
simple evaluation approach for measuring all of its clinical outcomes. It also is 
developing in Lynn the first case registry for torture survivors and depression in a 
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primary health care setting. The program is funded by the Office of Refugee 
Resettlement, private and Federal grants. 
• Target Population: Cambodian and Vietnamese refugees with mental health care 

needs 
• Location: Lynn Community Health Center, Lynn; Vietnamese American Civic 

Association, Dorchester; Cambodian Mutual Assistance Association, Lowell 
• Start Date: 1981 
• Funding Source: Office of Refugee Resettlement, private and Federal grants 
 
Healthy Lifestyles, First Episode and Early Psychosis Program 
  
These community programs are funded by a grant from the Sidney R. Baer Jr. Foundation 
and provide specialized clinical and educational services otherwise not available to 
individuals with schizophrenia and their families.  These programs, directed by Dr Don 
Goff address four main areas of concern to this population:  
• Wellness (weight reduction and healthy living) 
• Smoking cessation 
• A comprehensive diagnostic and treatment program for individuals early in the course 

of the illness 
• Educational programs for patients and families 
The combined programs see 150 to 200 patients a year, mainly low-income patients who 
are state-insured or eligible for free care. Services are provided at the MGH 
Schizophrenia Program Offices (located in the Freedom Trail Clinic, Erich Lindemann 
building) and at the MGH. Outcomes include education of patients and families, and 
better patient health through weight reduction, smoking cessation, and management of 
recent-onset psychosis. The program was started in June 2004 and will continue through 
June 2007. 
• Target Population: Individuals with schizophrenia and their families 
• Location: MGH Schizophrenia Program Offices (located in the Freedom Trail Clinic, 

Erich Lindemann building) 
• Start Date: June 2004 
• Funding Source: Sidney R. Baer Jr. Foundation 

Teaching 
 
Human Resources: Employee Education/Leadership Development 
English for Speakers of Other Languages  
 
MGH provides an on-site English as a second language program in partnership with 
Jewish Vocational Service’s Center for Careers and Lifelong Learning for MGH 
employees.  The program consists of ten classes encompassing literacy through high 
intermediate pre-GED.  One hundred twenty-two service employees with limited English 
language skills are enrolled in the 2005-2006 academic year. The outcome is improved 
communication skills. The service, offered at the MGH Main Campus, started in 1995 
and is currently ongoing. Funding comes from department operating funds. 
• Target Population: service employees with limited English language skills 
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• Location: MGH Main Campus 
• Start Date: 1995 
• Funding Source: Department funds 
 
Spanish for Healthcare Workers 
 
MGH provides an on-site Spanish language and cross-cultural competency program in 
partnership with HablaEspana Language Center.  The program, taught by native-Spanish 
speakers, is designed to increase employees’ conversational Spanish in a clinical 
environment while enhancing their customer service skills with Spanish-speaking 
patients and family members. Clinicians and other front line service providers are the 
target population. The program began in 2000 and during fiscal year 2005, 153 
employees participated in the program. It is located at the MGH Main Campus and is 
funded by department operating funds. 
• Target Population: Clinicians and other front line service providers 
• Location: MGH Main Campus 
• Start Date: 2000 
• Funding Source: Department funds 
 
Medical Terminology 
 
MGH provides on-site ten-week Basic and Advanced Medical Terminology courses, each 
consisting of twenty hours of instruction.  The courses provide the medical terminology 
background preferred for administrative support roles in clinical settings. The program, 
started in 1995, allows incumbent workers to transition into administrative support 
positions in patient care environments. It is located at the MGH Main Campus and is 
funded by department operating funds. 
• Target Population: Incumbent workers transitioning into administrative support 

positions in clinical settings 
• Location: MGH Main Campus 
• Start Date: 1995 
• Funding Source: Department funds 
 
 
 
 
 
Support Services Employee Grant (SSEG) Program 
 
The SSEG program provides up-front, financial assistance of up to $1,500 to eligible 
employees seeking to advance their clinical, technical, service, or clerical skills.  Grants 
can be used for tuition, books, lab fees and other costs related to an employee’s 
professional development. The target population is support services employees, in 
particular, those who are economically and/or educationally disadvantaged. 
Approximately 35 employees are funded per year. The program was started in 1997 and 
is available at all MGH locations.  
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• Target Population: Approximately 35 economically and/ or educationally 
disadvantaged support services employees per year 

• Location: all MGH locations 
• Start Date: 1997 
• Funding Source: MGH 
 
Career Development Series 
 
The Career Development Series (CDS) provides employees information on growing 
career opportunities in health care and career planning.  Careers experiencing labor 
shortages such as radiological and surgical technologists, nursing and pathology were 
emphasized.  The series is offered in conjunction with the Support Service Employees 
Grant program. The CDS was started in 2003 and is available to all MGH employees at 
the Main Campus. The objective is to help MGH employees make informed career 
decisions.  
• Target Population: all MGH employees 
• Location: MGH Main Campus 
• Start Date: 2003 
• Funding Source: MGH 

 
Partners in Career and Workforce Development 
 
The Partners in Career and Workforce Development program provides career 
development for low-income individuals applying for entry-level positions and 
incumbent MGH employees. The pre-employment component provides low-income 
individuals with basic education, training, and internships for employment in entry-level 
positions at the hospital. The incumbent worker initiatives include onsite pre-college 
courses for native and non-native English speakers and individual career counseling 
services.  Ninety-one MGH employees directly benefit from services. In addition, the 
Partners in Career and Workforce Development website is a one-stop career development 
resource that includes an interactive career-planning tool and links to a variety of 
educational, financial and health career information resources.  The site is accessible via 
the hospital's intranet or from the Internet. 
• Target Population: Low-income individuals applying for entry-level positions and 

incumbent MGH employees 
• Location: all MGH locations 
• Start Date: 2003 
• Funding Source: Boston Foundation grant and in-kind services 
 
Partners Radiology Program 
 
The Radiology Program is a systems-wide loan forgiveness program that offers 
incumbent and prospective employees full scholarships of up to $4,000 towards an 
accredited program in medical imaging.  To realize the full benefit of the loan 
forgiveness program, upon graduation, recipients exchange two years of paid 
employment as a radiologic technologist at a Partners-affiliated hospital.  In the three 
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years since its inception, 80 recipients have successfully completed the two-year 
radiological program. Sixteen of these individuals were hired by MGH. 
 Target Population: Incumbent and prospective employees enrolling in an accredited 

program in medical imaging 
 Location: all MGH locations 
 Start Date: 2002 
 Funding Source: Partners HealthCare 

 
Neurology 
Dementia Awareness Training for Health Care Providers to the Chinese Community 
 
The Massachusetts Alzheimer's Disease Research Center of the MGH Department of 
Neurology, in partnership with the Harvard Cooperative Program on Aging and the 
Greater Boston Chinese Golden Age Center in Boston's Chinatown, has conducted two 
series of dementia-awareness training courses for health care providers who work with 
Chinese clients and families. The first series of six training programs was held between 
December 2002 and March 2003 at the Chinese Golden Age Center, and included 42 
providers from eight community service agencies. The second series of five programs 
was held between May 2004 and June 2004 and provided training to 33 participants from 
eleven service agencies. A wide variety of health-care professionals attended both of 
these courses – they included nurses, occupational therapists, outreach case managers, 
social workers and program directors of health service agencies. One unique component 
of both of these training programs consisted of the invitation to staff members of the 
Chinese Golden Age Center to observe clinic sessions at the MGH Memory Disorders 
Unit. 
 
The primary objective of these courses is to enhance the professional education and 
training of health-care professionals on aspects of aging, memory loss and dementia 
among the Chinese communities in Boston.  The 2002-03 program included topics 
ranging from the normal aging process versus dementia; conventional treatments and 
alternative therapies for dementia; nutrition and physical activity for the elderly; mental 
health concerns; legal/financial matters and self-care for caregivers. Feedback from 
attendees of these courses has been extremely positive, and the Massachusetts 
Alzheimer's Disease Research Center has been invited by the Greater Boston Chinese 
Golden Age Center to provide a third series of such training courses to the community in 
2006. 
• Target Population: Health care providers who work with Chinese clients and families 
• Location: Chinese Golden Age Center 
• Start Date: December 2002 
• Funding Source: Massachusetts Alzheimer's Disease Research Center and Janssen 

Pharmaceuticals, Inc. 
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Dementia Awareness Training for Health and Human Service Providers to the 
Vietnamese Community 
 
The Massachusetts Alzheimer's Disease Research Center of the MGH Department of 
Neurology, in partnership with the Institute for Aging Research at HebrewSeniorLife and 
the Kit Clark Senior Services Center in Dorchester, has conducted two dementia- 
awareness training courses for health and human service providers who work with 
Vietnamese clients and families. The first day-long program was held on September 23, 
2004 at the Vietnamese-American Community Center in Dorchester, and included 50 
providers from 25 community service agencies, while the second course was held 
September 2005 and provided training to 52 participants from 30 service agencies. A 
wide variety of health-care professionals attended, including nurse practitioners, medical 
interpreters, community health advocates, social workers and program directors of health 
service agencies.  
 
The objectives of these courses are: 
• To provide training on aspects of dementia as distinct from normal aging, its clinical 

characteristics, treatment, implications for the individual and the family, and 
resources for information and support 

• To provide an overview of the Vietnamese culture, particularly in the context of the 
refugee and immigrant experience, so that American health-care providers will be 
sensitive to the cultural and psychosocial needs of Vietnamese and Vietnamese-
American patients 

• To provide health-care professionals with culture-specific outreach/educational tools 
to work with Vietnamese caregivers of loved ones with dementia 

The Massachusetts Alzheimer's Disease Research Center will continue to offer uniquely-
tailored courses on aging and dementia to this community on a regular basis. 
• Target Population: Health and human service providers who work with Vietnamese 

clients and families  
• Location: Vietnamese-American Community Center, Dorchester 
• Start Date: September 2004 
• Funding Source: Massachusetts Alzheimer's Disease Research Center and Janssen 

Pharmaceuticals, Inc. 
 
Alzheimer's Association - Massachusetts Chapter Community Outreach Programs 
 
The Massachusetts Alzheimer's Disease Research Center of the MGH Department of 
Neurology sponsors and works closely with two multicultural outreach workers at the 
Alzheimer’s Association-Massachusetts chapter. These community educators conduct 
caregiver support groups, family orientations, professional training sessions, make 
presentations to community groups, attend health fairs and maintain a caseload of 
families caring for Alzheimer’s patients. Some of the activities developed collaboratively 
include a successful annual community conference for African American families, a 
Spanish language radio program and a local television call-in program, among many 
others. Several members of the MGH Department of Neurology (e.g., Drs. Rudolph E. 
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Tanzi & Bradley T. Hyman) also serve on the Alzheimer's Association - Mass. Chapter's 
advisory boards and actively support its various fundraising events. 
• Target Population: Caregivers (families, professionals, community groups) for 

Alzheimer’s patients with some emphasis on African-American and Spanish speaking 
families 

• Location: Statewide 
• Start Date: 1984 
• Funding Source: Massachusetts Alzheimer's Disease Research Center  
 
MGH Cancer Center 
Medical interpreter training on interpreting for cancer, cancer clinical trials and consent 
 
Six five-hour workshops were held at MGH over the course of the year to train medical 
interpreters on interpreting for cancer, cancer clinical trials and consent. The workshops 
have had 165 participants from five tertiary Boston hospitals, two area community 
hospitals and one MGH community health center.  More than twenty languages were 
represented among the attendees. In addition, two presentations were given at the eighth 
Annual National Conference of the Massachusetts Medical Interpreter Association in 
October 2004. These presentations were attended by 65 medical interpreters from New 
England, New York, New Jersey, Pennsylvania and Maryland. The end goal of these 
trainings is to improve accuracy and quality of communication with cancer patients 
whose primary language is other than English. 
 
The evaluation component tests on key concepts of clinical content before and after each 
workshop to measure changes in knowledge. Data collected to date shows significant 
increases in knowledge of clinical concepts immediately after the workshop. 
 
The program was funded with a National Cancer Institute grant for Overcoming Barriers 
to Early Phase Clinical Trials: The Community Navigator Model. The principal 
investigators are Dr. Bruce Chabner, Clinical Director, MGH Cancer Center and Dr. Lisa 
Weissmann, Chief, Division of Hematology/Oncology, Cambridge Health Alliance. 
 
In October 2005, a Train the Trainer Workshop was held to present the training model to 
thirteen interpreter trainers and lead interpreters from eight hospitals. Interpreters came 
from hospitals and cancer centers in Massachusetts, California, Colorado, Florida, 
Massachusetts, Missouri and Pennsylvania. This was funded by the NCI and hosted by 
the MGH Cancer Center. The MGH Cancer Center seeks to continue holding workshops 
in Boston and to continue holding Train the Trainer Workshops with interpreter trainers 
from around the country. 
• Target Population: Medical interpreters  
• Location: MGH Main Campus and the Eighth Annual National Conference of the 

Massachusetts Medical Interpreter Association 
• Start Date: September 2003 
• Funding Source: NCI grant for Overcoming Barriers to Early Phase Clinical Trials: 

The Community Navigator Model 
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Radiology  
YouthCare, Visiting Moms and CHNA-sponsored mini grants 
 
When the hospital makes a capital investment, it must apply to the Massachusetts 
Department of Public Health (DPH) for a “Determination of Need” certificate.  If the 
project is approved, DPH requires that five percent of the capital costs are set-aside to 
meet community-identified needs. As a result, the radiology department contributes 
funding to three community-oriented programs.   
 
YouthCare provides summer camp and after school programs for children on the autism 
spectrum.  The program is located in Charlestown and serves low-income Boston 
children, as well as children from the western suburbs.   YouthCare receives funding 
from the Radiology Department through a DON process to support its programs. 
 
The Visiting Moms program provides home visiting services to the highest risk new 
mothers who receive care at MGH Chelsea and deliver their babies at MGH.  Most of the 
mothers are newly arrived immigrants and refugees.  The program began in 2002 and sits 
within the Community Health Team of MGH Chelsea and the MGH Community Benefit 
Program.  
 
Finally, the radiology department supports the Harbor Area Community Health Network 
Area (CHNA), a consortium of health and human service agencies who work with the 
Mass. Department of Public Health to conduct regional assessment and planning around 
health and human service issues.  Using the funds provided by radiology, the CHNA 
issues an annual request for proposals for mini-grants from local health and human 
service agencies.   
 
Treadwell Library 
Community Languages Project 
 
The Community Languages Project, started in 2004, maintains a collection of 
multilingual books, media and web page to meet the needs of MGH students who speak 
limited English and teachers and the MGH Interpreters Service. The program is located at 
the MGH Main Campus. The objective is to assist interpreters in meeting the needs of 
their clients and to prepare students for their class work and citizenship tests.  
• Target Population: MGH EOSL students and teachers and the MGH Interpreters 

Service 
• Location: MGH Main Campus 
• Start Date: 2004 
• Funding Source: Massachusetts Board of Library Commissioners grant 
 
Boston Healing Landscape Project 
The Boston Healing Landscape Project is a multi-institutional project that provides 
website and educational programs on natural medicines used by various cultural groups 
in the Boston area. The project, which began in 2004, provides healthcare workers with a 

   118Partners Community Benefit Report 



better understanding of their patients’ cultural health practices. The program is funded by 
federal and private grants. 
• Target Population: Healthcare workers in Boston 
• Location: Boston 
• Start Date: 2004 
• Funding Source: Federal and private grants 
 
Psychiatry 
City on the Hill Charter School 
 
Psychiatry Residents at City on a Hill Charter School conduct group therapy for students 
and consultation to school administration on mental health issues. A diverse high school 
population receives mental health services. The program started in July 2005 and will 
continue through June 2006. It is funded through Graduate Medical Education. 
• Target Population: high school students  
• Location: City on a Hill Charter School 
• Start Date: July 2005 
• Funding Source: Graduate Medical Education 
 
Harvard Program in Refugee Trauma 
 
The Harvard Program in Refugee Trauma (HPRT), started in 1981, provides extensive 
training to primary and mental health practitioners on the identification and treatment of 
individuals who have experienced extreme violence.  HPRT also focuses on health 
promotion aimed at middle school children, adults and families in high-risk communities. 
Services are provided at Lynn Community Health Center, the Vietnamese American 
Civic Association in Dorchester, and the Cambodian Mutual Assistance Association in 
Lowell. HPRT also has an office in Bosnia, a clinical program in Cambodia, and is 
developing an international Master's Degree program in Italy.  The program is directed 
by Dr. Richard Mollica. 
• Target Population: Highly traumatized populations globally. Primarily individuals 

from refugee, migrant, immigrant & asylum seeking communities.   
• Location: Lynn Community Health Center, Vietnamese American Civic Association 

(Dorchester), Cambodian Mutual Assistance Association (Lowell); Bosnia, 
Cambodia, and Italy 

• Start Date: 1981 

Research 
MGH Weight Center/WIC 
Obesity-based Disparities in Cancer Screening 
 
Patients with obesity (body mass index [BMI] ≥ 30) are at increased risk of breast, 
cervical, colon, and prostate cancers, yet their rates for screening with mammograms, Pap 
smears, and colonoscopies/flexible sigmoidoscopies are lower than patients with normal 
weight.  This is particularly notable among patients with severe obesity (BMI ≥ 40) who 
have the greatest risk from these malignancies and the lowest rates of screening.  In order 
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to develop interventions to confront this health care disparity, it must first be understood 
why cancer screening rates are lower in patients with obesity and which patients with 
obesity are being affected the most.   
 
The MGH Weight Center affords a unique opportunity to examine this issue in patients 
with severe obesity given that the average patient BMI in the clinic is 49.  Results from a 
preliminary questionnaire-based study performed at the MGH Weight Center regarding 
Pap smears, mammograms, colonoscopies/flexible sigmoidoscopies, and digital rectal 
exams revealed that pain/discomfort, embarrassment/insecurity, and problems with the 
PCP were the most frequently reported reasons for test non-performance.  The MGH 
Weight Center is currently reformulating the questionnaire to determine predictors of 
patients with obesity with incomplete age-appropriate cancer screening, and to assess 
attitudes of patients with obesity towards cancer screening.  The MGH Weight Center 
will then utilize this data to develop targeted interventions designed to improve cancer 
screening rates among patients with obesity. 
• Target Population: Patients with obesity  
• Location: MGH Weight Center 
• Start Date: March 2005 
• Funding Source: NIH and Departmental funds 
 
Surgery 
Understanding and Improving Mammography Utilization Among Women Who Are Black, 
Hispanic, Asian and Low Socioeconomic Status 

The Understanding and Improving Mammography Utilization study is the largest study 
carried out to date on the relationship between tumor size and survival for African 
American women versus women in the general population. The study has revealed 
disparity in the sizes at which breast carcinomas come to medical attention, which can be 
ascribed to a lower level of cancer screening usage by African American women. A 
promising point for intervention is a mammography reminder. The study has developed 
an integrated breast cancer tracking/reminder system, which will be tested over the next 
few years. 
• Target Population: Women who are African-American, Hispanic, Asian, low 

socioeconomic status and/or non-English speakers. 
• Location: MGH Main Campus 
• Funding Source: DF/HCC NODAL Award in Cancer Disparities 
 
Dana-Farber Harvard Cancer Center CURE Program 
 
The Dana-Farber/Harvard Cancer Center student internships provide underrepresented 
students with a highly stimulating and rewarding summer research experience, with a 
view towards encouraging students to pursue advanced education and training in the 
biomedical sciences and future careers in scientific investigation, particularly basic, 
clinical and population science research in cancer research. Summer research training is 
designed to supplement and give practical meaning to students' academic course work. At 
the same time, students will make a valuable contribution to the DF/HCC research 
mission. 
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Through a supplement awarded by the National Institutes of Health’s National Cancer 
Institute, DFHCC has created a training program that provides the following specific 
aims: 
• Increase the number of interested, skilled and competitive underrepresented science 

students who pursue careers in cancer research and medicine 
• Identify, coach and nurture talented and highly motivated students for careers in 

biomedical cancer research 
• Increase and enhance students’ skills in research practice, analytical thinking, oral 

and written presentations 
• Expose students to real time laboratory settings by hands-on involvement in on-going 

research  
 
• Target Population: Underrepresented minority high school and college students 
• Location: MGH and other locations (Beth Israel Deaconness Medical Center, 

Brigham and Women’s Hospital, Children’s Hospital Boston, Dana-Farber Cancer 
Institute, Harvard Medical School, and Harvard School of Public Health) 

• Start Date: 2002 
• Funding Source: National Institutes of Health’s National Cancer Institute 
 
Weigh of Life 
 
Weigh of Life...Taking Action Together is the result of a four-year United States 
Department of Agriculture Special Projects Grant.  The overall goal was to enhance the 
ability of the Mass. WIC Program nutrition staff to provide culturally-sensitive services 
that promote healthy eating behaviors, particularly for Dominican and Puerto Rican 
children, among whom the problem of overweight is particularly acute.  The objectives 
were to:  
• Increase understanding of beliefs associated with Dominican and Puerto Rican 

cultures regarding what constitutes healthy body weight, its appearance, and what 
factors influence diet behaviors in children. 

• Improve ability of nutrition staff to talk about weight with Latino families and 
provide culturally sensitive nutrition counseling that promotes healthy weight. 

• Develop educational materials and messages utilizing key culturally sensitive themes 
related to health and weight for WIC nutrition counselors to use in promoting healthy 
weight and behaviors. 

• Share strategies with health care providers for prevention and treatment of overweight 
in Latino children and to encourage consistency in nutrition messages and 
coordination in interventions. 

 
The culmination of this project was the development of the Weigh of Life....Taking Action 
Together initiative and related messages and materials which are now being implemented 
into WIC nutrition counseling with families across the state, specifically within programs 
at Chelsea, Revere, and Charlestown.  These findings are also being shared with 
pediatricians and other health professionals in the area, including MGH Revere, Chelsea, 
and Charlestown pediatric groups, Revere Pediatrics, Beth Israel Chelsea Pediatrics, 
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Head Start programs, and community health teams and others.  Pediatric practices are 
being asked to display posters of the key messages in waiting areas, offices, etc.  These 
posters will also be displayed at WIC clinics and mini-posters are used during counseling 
sessions at WIC.  The doctors also receive a Weigh of Life...taking action together tool kit 
that includes: 
• Letter of support from Mass Chapter of the AAP Subcommittee on Obesity 
• Prescription for Your Healthy Child pad 
• Steps to Healthy Weight 
• Six new nutrition messages 
• Targeted messages for Latino families 
• Project overview 
• CD containing ready to print files such as Fit WIC materials, handouts 
• What WIC Can Do For You Flyer 
• References 
• Several WIC position papers 
 
The prescription pad is available free of charge to doctors.  It is a simple, quick way 
health providers can influence parents to take action.  Health Providers are encouraged to 
use this pad by selecting a behavior that needs attention and may improve the child’s 
health. The Health Provider would also check off  "talk to your WIC counselor for 
personalized help on feeding your child".  A WIC Nutritionist will then follow up on the 
behavior highlighted on the prescription pad by working with the family on the targeted 
behavior change and offering ideas for integrating positive changes into their daily lives.  
The exchange between the Doctor and the WIC Nutritionist will aid coordination of care 
for the child and the family. 
• Target Population: Massachusetts WIC Program nutrition staff 
• Location: MGH Revere, Chelsea, and Charlestown pediatric groups, Revere 

Pediatrics, Beth Israel Chelsea Pediatrics, Head Start programs, and community 
health teams and others 

• Start Date: 2001 
• Funding Source: USDA Special Projects Grant 
 
Gastroenterology 
Access of African American Patients to Liver Transplantation 
 
Dr. Andrea Reid is the Principal Investigator for this study, which generates annual 
reports on access of African American patients to liver transplantation. The study began 
in 1997 and is currently ongoing.  Funding is provided by NIH. 
• Target Population: African American liver transplantation candidates and patients 
• Location: MGH Main Campus 
• Start Date: 1997 
• Funding Source: NIH 
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OB/GYN 
Determine and alleviate barriers to Pap smear screening among Latino women in Boston 

The first phase of this endeavor was to obtain 300 surveys from women -- half of whom 
are Latina and half non-Latina -- to determine whether there were differences in 
knowledge about the importance of Pap smears as a cancer screening tool. These surveys 
have been completed and planning is now underway to create educational tools-- posters, 
pamphlets, radio and television ads -- to better inform these women of the value of Pap 
screening. A third phase will be to educate providers on how to best provide culturally 
and linguistically competent care.  Currently, MGH providers are seeing between fifteen 
and twenty women a week in a screening clinic for Latina women. The program is being 
broadened with a second survey being generated to 3,000 women to collect detailed 
information about the best means of communicating medical information. The survey is 
being created with knowledge gained from two focus groups that were held at the Centro 
Latino in Chelsea. Marcela G. del Carmen, MD, the principal investigator, hopes to use 
this program as a pilot that could be expanded nationwide.  

• Target Population: Spanish-only speaking Latino women 
• Location: MGH Chelsea 
• Start Date: 2005 
• Funding Source: MGH Teacher Clinician Award 

 
Psychiatry 
Culturally Sensitive Collaborative Study on Depressed Chinese Americans and research 
protocol for international projects 
 
This study includes active depression screening in a primary care clinic; culturally 
sensitive psychiatric interviews for patients who screen positive for depression; and 
randomized case management versus usual care for depressed patients. The objective of 
the study is to determine if culturally sensitive interviews improve engagement and if 
case management improves depression treatment outcomes. Subjects are Chinese 
American patients at South Cove Community Health Center. The study began in July 
2003 and is funded through June 2008. Funding is provided by the National Institute of 
Mental Health and the Fogarty Foundation. The Research Protocol has been adopted in 
international projects in China, and Dr. Albert Yeung, principal investigator, is currently 
applying for research funding in Taiwan. 
• Target Population: Chinese American patients 
• Location: South Cove Community Health Center 
• Start Date: July 2003 
• Funding Source: National Institute of Mental Health and Fogarty Foundation 
 
Research on Depression in Hispanic patients 
 
Dr. David Mischoulon, MD, PhD is preparing a research project on treatment of 
depression in Latinos, in collaboration with Nicoletta Craven. He also recently (Oct 
2005) published a paper with Chris Harmon and Isabel Lagomasino on psychotic 
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symptoms in Latinos. Both activities look at Latino/a patients with depression at MGH 
Chelsea and Chelsea Counseling Center. The outcome of this work is improved care. 
• Target Population: Latino patients 
• Location: MGH Chelsea and Chelsea Counseling Center 
• Start Date: 1997 
• Funding Source: N/A 
 
Eliminating Disparities in Treatment of Depression 
 
Depression is the leading cause of disability in the world.  Patients with depression are 
more likely to have chronic co-morbid medical conditions such as diabetes and 
congestive heart failure, and are more likely to be non-adherent to prescribed medications 
for these other conditions.  Although depression can be reliably diagnosed and treated in 
primary care, fewer than 25 percent of those affected have access to effective treatments, 
and these disparities are seen particularly in racial and ethnic minorities. The Surgeon 
General’s Report on Mental Health in 1999 made addressing disparities a top priority 
through providing minority-centered services and developing culturally-competent care 
addressing the specific needs of minorities.  
 
Dr. Nhi-ha Trinh is in the process investigating where disparities in mental health service 
utilization exist within MGH, and will implement the following measures to promote 
mental health services to minority populations:  
• Using MGH computerized medical records, document the utilization of services for 

depression by minority outpatient populations 
• Train primary care clinicians to screen for depression in minority patients utilizing 

culturally sensitive approaches 
• Develop an MGH-based resource center linked to a network of community providers 

with expertise serving predominantly minority patients and that would pair 
appropriate clinicians with culturally diverse patients 

• Perform pre- and post-intervention evaluation to assess the effectiveness of these 
interventions, including rates of diagnoses and treatment, as well as clinician and 
patient surveys 

 
International Health 
 
A number of different departments at the Massachusetts General Hospital, including 
Surgery, Medicine, Psychiatry, OB/GYN and the Presidents Office, have made 
significant contributions to global health and disaster relief including relief efforts 
following Hurricane Katrina.  Some examples are:   
• Ukraine Project (Dnipopetrovsk): Since 1995 the Pediatrics Department has provided 

expertise in caring for patients and assistance with building hospital infrastructure in 
the Ukraine.  

• Hurricane Relief – Comfort: Physicians, nurses, psych clinicians, social workers were 
deployed on the USNS Comfort to Gulf Coast in partnership with Project Hope and 
the US Navy in response to the devastation caused by Hurricane Katrina. 
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• Hurricane Relief - Helping Hands: Physicians, nurses, psychology clinicians, and 
social workers were deployed to Louisiana, in partnership with Health and Human 
Services, in response to the devastation caused by Hurricane Katrina. 

• IMSuRT deployed to New Orleans after Hurricane Katrina: The Respiratory Care 
Department sent two individuals who assisted with health care for hurricane victims.  

• Harvard University-Southern University Hurricane Katrina Cooperative Relief Effort: 
Bruce H. Price, MD, of the Neurology Department recruited and joined a contingent 
of 14 physicians, mental health professionals and Harvard University undergraduates 
for the 2005 hurricane relief efforts in the Gulf Coast region. 

• Daniel Orjiako Foundation, Inc.:  The Foundation provides support to poor families 
through sustainable projects in education, healthcare and nutrition. Americans and 
Africans from Nigeria, Cameroon and Kenya jointly established the foundation, 
which is committed to finding lasting solutions to the nagging problems of poverty, 
hunger and disease. Father Felix of the Chaplaincy Department is President and CEO. 

• Gynecology Cancer Care in Nicaragua: A team of MGH gynecologists perform 
surgical procedures on cancer patients, provide education to health care provides, and 
work with the Minister of Health to develop cancer screening programs for the poor. 

• Huntington’s Disease Care in Venezuela: Anne Young, MD leads a group to 
Venezuela annually to care for people with Huntington's disease. 

• Tsunami relief in Indonesia: Physicians, nurses, dieticians, and social workers 
deployed on the USNS Mercy to Indonesia, in partnership with Project Hope and the 
US Navy, in response to the devastation caused by the 12/26/04 tsunami.  Two groups 
were sent for one month each. One physician from the OB/GYN Department is taking 
a year leave of absence to continue the disaster relief efforts. 

• IMSuRT earthquake relief in Bam, Iran: A team of healthcare providers, headed by 
Susan Briggs, MD, was deployed to provide care to injured Iranians. 

• Durant Fellowship in Refugee Medicine: Ann Kao, MD worked with Congolese 
Tutsis in the Gihembe Refugee Camp, in Byumba, Rwanda. Dr. Kao worked with the 
Rwandan staff physician on daily health care activities, primary and preventative 
care, and provided education to local health care workers. 

• Durant Fellowship in Refugee Medicine: Katherine Fallon, RN, worked in various 
Internally Displaced Persons (IDP) camps in the Nyala–Gareida corridor, in South 
Darfur, Sudan. Ms. Fallon worked to meet the urgent needs and gaps in essential 
services in the targeted geographical areas. She also worked to reduce morbidity and 
mortality among IDP and war-affected populations through the provision of primary 
health care, water and sanitation services. 

• Telemedicine Education: Dr. Joseph Kvedar in the Dermatology Department provides 
telemedicine education from MGH to medical facilities in Cambodia and inner city 
Newark, NJ. 

• Training to Physicians in South Africa and other resource scarce countries in HIV 
Medicine: Faculty in the Infectious Disease/HIV clinic conduct twice monthly 
conferences using Internet based conference technology with health care providers in 
South Africa to provide training in care of HIV positive patients. 
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President’s Office 
Beacon House/LaQuinta Inn 
 
The Beacon House/LaQuinta Inn Program provides below market lodging for long-term 
patients and their families on Beacon Hill and in Somerville. The Program has reached 
thousands of MGH patients and families. 
 
HIV/AIDS treatment and research 
 
The HIV/AIDS treatment and research program provides treatment to thousands of 
HIV/AIDS patients at the MGH Main Campus and in Africa. Research efforts pursue a 
cure for HIV/AIDS. 
 
United Way 
 
MGH employees donate thousands of dollars to an annual hospital-wide campaign for the 
United Way of Massachusetts Bay. The hospital has been the largest healthcare donor in 
the United Way campaign for many years. The contributions support United Way 
funding for community needs. 
 
United Way-Health Care Improvement Committee  
 
The Health Care Improvement Committee works to increase contributions to the United 
Way of Massachusetts Bay from the health care sector. The Committee was formed in 
July 2005 and co-chaired this past year by MGH President Peter Slavin.  
 
 
MGH Affiliated Community Health Centers 

 
East Boston Neighborhood Health Center  
 
Partners, MGH and East Boston continue to make progress in serving the needs of the 
residents in East Boston.  As a result of the affiliation, East Boston and MGH are 
working on a number of improvement projects.  They are as follows: 

• Improving the operations of the urgent care department so that it can better serve as 
an access point for primary and specialty care for residents of the immediate and 
surrounding communities.   Emergency Department use has decreased significantly 
among health center patients as a result of the existence of its Urgent Care 
department. 

• Integrating mental health services into the health center's expanding disease 
management programs, including the Diabetes Education and Management Program 
and the Pain Management Group Program. 
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• Expanding interpreter services and providing on-going interpretation training for 
health center staff to improve patient satisfaction and care.  

 
South Boston Community Health Center 
 
MGH, Partners, and South Boston Community Health Center continue to collaborate on a 
series of public health activities aimed at improving health status in the community.  Of 
particular note is the work being done between the health center and community 
members to develop a community coalition to address the problem of substance abuse 
among adolescents in South Boston in a comprehensive way.    

 
Accomplishments over the past year include: 
• Co-sponsorship of a series of “Hope and Recovery” community forums to open 

conversations around substance abuse and recovery issues in the South Boston 
community.  In the year 2005, there were four forums and a “Walk for Recovery”. 
The first forum, Treatment: Pathways to Recovery, was held in February and 
provided information about the various substance abuse treatment services. The topic 
of the next two forums, held in April and June was: Family conversations: Talk, 
Listen and Learn, and was geared toward young people and their families.  The last 
Forum, held in October, addressed the issues of Treatment Options and Recovery.  
This forum was held in two sites; one for Spanish speakers and one in English, and 
was targeted to the residents of Old Colony and Mary Ellen McCormack Housing 
Developments.  The Second Annual Walk for Hope and Recovery was held in June. 

• The very successful Young at Arts program was launched in the spring of 2005. This 
substance abuse prevention/youth development program is a collaboration of the 
South Boston Arts Association, the South Boston Association of Non-Profits, Artists 
for Humanity, and the South Boston Community Health Center, which coordinates 
the effort.  Through this effort, artists from the Arts Association held workshops on 
Painting, Performance, Photography and Writing for youth in the community, ages 
seven and above.  The culmination of the workshops was the Second Annual 
Community Day, held at the Boston Convention and Exhibition Center with over 
three hundred people in attendance. A group of Youth Ambassadors, in grades six 
through twelve partnered with adults in planning the event, cultivating leadership and 
decision-making skills in the process.  The day was a celebration of the 
accomplishments of South Boston youth with an emphasis on art-based projects.  
Attendees enjoyed a cabaret show, art exhibit, poetry and hip hop workshops, and a 
presentation on the Youth Developmental Assets model. Youth co-emceed the event 
with their adult partners.  Of particular importance is the fact that the youth who 
presented the Youth Developmental Assets workshop are now members of the South 
Boston Youth Action Council and most were the youth partners in last year’s 
Community Day. Mayor Thomas M. Menino and other elected officials attended the 
event and presented the Young at Arts 2006 Calendar Contest winners with their 
awards. A calendar beautiful calendar has been printed and distributed to the 
community.  
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Institute of Community Health 
 

Massachusetts General Hospital/Partners collaborates with and provides support to the 
Institute for Community Health (the Institute).  The Institute was founded in 2000 as a 
unique collaboration of Cambridge Health Alliance, the Mount Auburn Hospital of 
CareGroup, and Partners HealthCare.  The Institute’s goal is to improve the health of 
Cambridge, Somerville, and surrounding cities and towns.  The Institute works to 
improve health status through facilitation and collaborative sponsorship of community-
based research, assessment, dissemination, and educational activities. 

 
The Institute’s main areas of focus include: overweight prevention, physical activity 
promotion, health information, women’s health, emergency preparedness, and children’s 
mental health.   Recent work includes the Growing Healthy project, which supports 
school gardens and evaluated improvements in fruit and vegetable awareness in 
Cambridge and Somerville schools.  The Institute is also working to improve mental 
health services to children, support local health departments in their efforts to survey 
communicable diseases, and prevent and understand youth suicide.  In addition, the 
Institute sponsors the Service Learning Initiative which works to advance community 
health education and training by actively engaging graduate students from Harvard 
Medical School, Harvard School of Public Health, and other local universities to learn 
about the practice of community health. 

 

Access to Care  
 
MGH is the one of the largest private providers of free care to people without means 
to pay for health care in the Commonwealth.  In FY2005 nearly $56 million worth of 
care was provided to nearly 18,000 patients.  Almost half of those patients came from 
MGH priority communities. 
 
MGH is also a major provider of health care for patients on Medicaid, providing 
nearly $145 million worth of care to more than 32,000 patients in FY2005, at a loss to 
the hospital of more than $46 million. More than half of MGH Medicaid patients 
were from priority communities. 
 
Measuring The Commitment  
 
One way to measure MGH’s commitment to the community is by the amount spent 
on health care services and programs.  The following table calculates this in two 
different ways: first, according to the guidelines promulgated by the Attorney 
General’s office, and second, according to a broader definition which considers 
additional components of spending or revenue loss. 
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Components of FY2005 Community Commitment 
(in $ Millions) 

Compiled According to the Attorney General Guidelines 
Community Benefit Programs 

 Direct Expenses 
 Program Expenses 4.9
 Health Center Subsidies (Net of Uncompensated Care) 29.6
 Grants for Community Health Centers 0.3
 Associated Expenses  N/A 
 DoN Expenses N/A
 Employee Volunteerism  N/A 
 Other Leveraged Resources 
 Grants Obtained 3.3
 Doctors Free Care 8.6

Net Charity Care (Shortfall plus Assessment) 36.7
Corporate Sponsorships  N/A 

 Total per AG Guidelines 83.4
 

Components of FY2005 Community Commitment  
(in $ Millions)  

Compiled According to a Broader Definition  
Community Benefit Programs 

 Direct Expenses 
 Program Expenses 4.9
 Health Center Subsidies(net of UC and Medicaid Loss) 19.2
 Grants for Community Health Centers 0.3
 Associated Expenses  N/A 
 DoN Expenses N/A
 Employee Volunteerism  N/A 
 Other Leveraged Resources 
 Grants Obtained 3.3
 Doctors Free Care 8.6

Net Uncompensated Care – Hospitals 43.2
(Shortfall plus assessment net of Insurer Contributions)
Bad Debt (at Cost) 

 Hospitals 6.9
 Doctors 4.5

Medicaid Loss (at Cost) 
 Hospitals 46.5
 Doctors 13.9

Unreimbursed Expenses for Graduate Medical Education 10.3
Linkage/In Lieu/Tax Payments 1.9
Total Broader Definition  163.5
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Note:  Where N/A is reported, it should be noted that although amounts are not available 
for reporting, Partners hospitals, health centers, and physicians provide substantial 
contributions. 
 
Depending upon the definition used, MGH contributed between more than six percent 
and almost twelve percent of patient care-related expenses to the community in FY2005. 
 
Contact Information 
 
For questions about this report, or for more information about MGH’s community benefit 
activities, please contact:                   

 
Joan Quinlan 

Director, Community Benefit Program 
Mass. General Hospital 

101 Merrimac Street, Suite 603 
Boston, MA 02114 

617-724-2763 
Fax: 617-726-2224 

Email: jquinlan1@partners.org 
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	MGH Senior HealthWISE

	Wellness Centers
	Resident At Risk
	Collaboration
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	HealthWISE Lecture Series
	Discount Membership
	HealthWISE and The Clubs at Charles River Park
	Health Enhancement Program: Research
	HAVEN
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	Mission and Purpose
	HAVEN was created in 1997 through a community benefit-led initiative, inspired by feedback from the community that violence was a key concern.  This year, the HAVEN program has continued to expand its mission to:
	Client Services 
	Since 1997, HAVEN has provided advocacy services to over 3260 patients, employees and visitors and provided over 3,300 consultations to clinicians.  In addition to ongoing individual counseling and advocacy services, HAVEN is proud of its comprehensive support group programming.  Groups are offered in English at the main campus of MGH and at MGH Revere, and in Spanish at MGH Chelsea. A new support group on “Healthy Relationships” is offered to female high school students at Seacoast Academy in Revere. In HAVEN groups, women who have survived abuse at the hands of their partners come together to share resources, learn about abuse and its impacts, and encourage and inspire one another in their journey towards safety and healing.  
	Cultural and Linguistically Diverse Services

	HAVEN is committed to improving its culturally and linguistically appropriate services for patients and employees of MGH.  Five of the seven staff are multi-lingual and provide services in French, Spanish, Haitian Creole and English.  Printed program materials are available in English, Spanish, and Khmer.  This year, a HAVEN advocate presented a workshop and a poster session about our work with Latina survivors at the first-ever national conference for Latina advocates focusing on the arts and healing from abuse, held in Austin, Texas. In addition, two HAVEN staff participate on the Diversity Council recently formed within the Social Service Department.  
	Employees
	New Projects and Initiatives
	Research

	Community Connections
	The Hospital Project of Greater Boston Legal Services, funded through the U.S. Department of Justice affords eligible HAVEN clients enhanced legal services.  HAVEN remains an active member of the Conference of Boston Teaching Hospital’s Domestic Violence Advisory Council, the Chelsea Domestic Violence Task Force, and SAGE-Boston.  HAVEN is also represented on the Medical Working Group of the Governors’ Commission on Sexual Assault and Domestic Violence, the Association of Haitian Women in Boston and the Revere School Based Health Center Advisory Committee. This year, HAVEN is participating in a collaborative-building initiative with local community-based domestic violence programs, hosted by Jane Doe, Inc. member programs and the Coalition of Boston Teaching Hospitals Domestic Violence Advisory Council.
	The Future
	Child Protection Consultation Team

	Substance Abuse Working Group
	Inpatient Acute Alcohol Withdrawal Pathway
	Emergency Department Initiatives
	Susan L.W. Krupnick MSN, APRN, BC,CARN



	Boston Health Care for the Homeless Program (BHCHP) at MGH
	History of the Collaboration between BHCHP and MGH
	Team Activity During 2005
	The past year was active and busy for BHCHP at MGH, marked by a stable staff and an increase in the scope of services offered to homeless persons throughout the hospital.  Dr. Laura Kehoe, who joined the Homeless Team in August of 2003, is the team’s leader and director.  Dr. Kehoe trained in internal medicine at MGH and worked for two years at Cook County Hospital in Chicago.  While in Chicago, Dr. Kehoe developed a homeless curriculum for medical students and residents, and conducted clinics for homeless persons in inner city Chicago.  Dr. Kehoe divides her time equally between BHCHP at MGH and MGH Chelsea.  The team’s newest members, Dr. Patrick Perri and Dr. Elizabeth Cuevas, joined in August 2004 after completing their residencies in internal medicine at MGH.  They divide their time between clinics in the IMA and BHCHP at MGH, and have bolstered the team’s presence on the main hospital campus through the teaching of medical residents and students, attending on the medical service, and caring for homeless persons on the inpatient wards and in the MWIU.
	Teaching and Education
	The BHCHP Street Team
	The Street Team’s Service Delivery Model.  The obstacles to health care services faced by the sub-group of homeless persons who live on the streets (“rough sleepers”) are legion.  This itinerant group of men and women has difficulty tolerating the crowds and rules of the city’s shelters and eschews the bureaucracy surrounding traditional hospital and health center clinics.  Yet rough sleepers have extraordinarily high rates of morbidity and mortality, and face the most severe health risks from exposure to the extremes of heat and cold, trauma, violence, complex and chronic medical illnesses, persistent mental illness, and substance abuse.  


	The High-Risk Street Cohort.  While the BHCHP Street Team cared for 1,320 individuals on Boston’s streets during 2005, intensive care management was provided for a high-risk cohort of 139 of these individuals during the year.  Individuals who have been sleeping regularly on the streets for six months or more are eligible for inclusion in the high-risk cohort.  In addition, each enrollee must have one or more high-risk conditions, such as:
	 "Tri-morbidity", substance abuse, severe persistent mental illness, and multiple chronic medical illnesses, including:
	These high-risk criteria have been drawn from several studies: an analysis of deaths on Boston’s streets between July 1998 and January 1999, and three articles on mortality among Boston’s homeless published by BHCHP in recent years.
	Demographics.  The gender, race, ethnicity and age of the high-risk cohort do not differ remarkably from the street population in total or the sheltered homeless population.  Seventy-eight percent are male, and 22 percent female, with 78 percent White, 13 percent African American, seven percent Native American, and only one percent Latino.  The average age is 51, with 91 of the 139 between the ages of 35 and 55.  The cohort included 30 persons who are 60 years or older.  
	Pattern of Health Care Services Utilization.  In calendar year 2005, 67 (48 percent) of the 139 high-risk patients accounted for 213 admissions to the BHCHP Medical Respite Program at McInnis House.
	Dr. O’Connell has worked with the Governor’s Task Force on Ending Chronic Homelessness and as a result, the Department of Medical Assistance has made preliminary data about the original cohort available.  During the five-year period from 1999 through 2003, the 119 individuals in the original BHCHP cohort accounted for a staggering 18,384 emergency room visits in the Commonwealth.  The Task Force is now attempting to determine the mental health, substance abuse, corrections, and other costs of this cohort to the Commonwealth.  
	 
	Deaths Among Homeless Persons, 2005.  BHCHP continues to monitor the deaths among homeless persons, particular those that occur on Boston’s streets.  At the time of this report, the research team has information on 50 deaths among homeless persons in Boston during 2005.  This does not significantly differ from 45 in 2004 and 50 in 2003.  A preliminary analysis of these deaths found that eleven homeless persons died on the streets this year, as compared to seventeen in 2004 and sixteen in each of the previous two years.  Prior to 1999, Boston witnessed from 20 to 30 deaths among rough sleepers each year, including several due to hypothermia, often thought to be a marker for neglect.  None of the deaths this year has been due to hypothermia; only two deaths in Boston during the past four years have been attributable to hypothermia.  
	ARCH: Access to Resources for Community Health
	CPR Training
	Family Planning Program


	Chelsea Health Center:
	 One FTE working with 30 providers in the Adult Medicine Practice
	 Program staff served 265 unduplicated patients and initiated 1,218 patient contacts
	Revere Health Center:
	Back Bay Health Center:
	Next Steps.
	Pediatric Asthma Quality Initiative
	Stay in Shape Program  
	 


	Technical Support and Assistance
	James Luisi, Executive Director

	Patient Care
	MGH Weight Center
	Surgery

	Helmet and Car Seat Program
	Dental

	Oral Health Equity Project 
	Smart Smiles
	Nutrition & Food Service
	Pediatrics

	Community Tobacco Control Initiative at Partners
	Lab for Computer Science
	Speech, Language and Swallowing Disorders

	Horizons for Homeless Children - Speech/language services
	Infectious Disease
	Sexually Transmitted Disease Program

	 Target Population:  Greater Boston area residents; 6,500-7,000 total patient visits per year, 4,500-5,000 of which are new patient visits
	MGH Women’s HIV/AIDS Program
	Hepatitis C Support Group


	 Target Population:  Co-infected patients with Hepatitis C and HIV and their family member/friends
	Dermatology

	Project Prentiss - Free Tattoo Removal
	Obstetrics and Gynecology
	Gyn Oncology Program & Cancer Screening
	Planning for Parenthood


	Psychiatry

	Cognitive-Behavior Therapy for Khmer Refugees 
	Healthy Lifestyles, First Episode and Early Psychosis Program
	 
	Teaching

	English for Speakers of Other Languages 
	Neurology

	Dementia Awareness Training for Health Care Providers to the Chinese Community
	MGH Cancer Center

	Medical interpreter training on interpreting for cancer, cancer clinical trials and consent
	Radiology 

	YouthCare, Visiting Moms and CHNA-sponsored mini grants
	Treadwell Library
	Community Languages Project

	Psychiatry
	Harvard Program in Refugee Trauma
	Research

	MGH Weight Center/WIC
	Surgery

	Dana-Farber Harvard Cancer Center CURE Program
	Gastroenterology

	Access of African American Patients to Liver Transplantation
	Dr. Andrea Reid is the Principal Investigator for this study, which generates annual reports on access of African American patients to liver transplantation. The study began in 1997 and is currently ongoing.  Funding is provided by NIH.
	OB/GYN

	Research on Depression in Hispanic patients
	International Health
	President’s Office


	Beacon House/LaQuinta Inn
	HIV/AIDS treatment and research
	United Way
	MGH Affiliated Community Health Centers

	East Boston Neighborhood Health Center 
	South Boston Community Health Center
	Institute of Community Health

