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I. Introduction 
 
Incorporated in 1871, Mount Auburn Hospital (MAH) was Cambridge’s first 
hospital.  Throughout its existence, the hospital has been dedicated to providing 
excellent health care to the diverse communities it serves.  Affiliated with Harvard 
Medical School and CareGroup, MAH offers comprehensive inpatient, outpatient, 
and specialty care.  Over 90 percent of MAH’s patients are from one of the 
following communities: Cambridge, Somerville, Watertown, Arlington, Belmont, 
Lexington, and Waltham representing over 440,000 residents.  These 
communities comprise the hospital’s primary service area, and are the focus for 
most of its community benefit initiatives.  
 
This report is organized according to the guidelines promulgated by the Attorney 
General’s Office for community benefit reporting.  It provides information on: 
 
• Community benefit mission statement  
• Oversight and management of community benefits plan  
• Community benefits planning process  
• Community collaborations  
• Programming report  including FY 08 activities and plans for FY 09  
• Hospital programs that support the community benefit plan  
• Direct financial contributions 
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• Financial impact 
• Contact information 
 
 
II. Mission Statement 
 
Each year since 1995 the Board of Trustees of MAH has reviewed and approved 
the community benefits mission statement: 
 
Mount Auburn Hospital is committed to improving the health status of community 
members by collaborating with community partners to reduce barriers to health 
and educate about prevention, early detection and self care. 
 
Goals 

• Develop a formal community benefits plan.  
• Conduct community needs assessments at least every 3 years. 
• Prioritize initiatives consistent with hospital resources. 
• Enhance and support longstanding collaboration and cooperation with 

existing health care institutions, providers, and community organizations to 
identify and meet health care needs, especially those of vulnerable and at-
risk populations within the hospital service area. 

 
The key areas of intervention for the MAH community benefits program are 
consistent with the needs of the community members and the hospital’s overall 
strategic goals in the areas of cardiac care, cancer prevention, geriatrics, primary 
care, and men's and women’s health.  Community benefits programs add a 
family and youth focus to these healthcare priorities. 
  
III. Oversight and Management of Community Benefits Program  
 
Since FY 08 Mary Hunt Johnson RN, Director of Community Health has been 
responsible for the development and implementation of MAH’s community 
benefits program.  As supervisor to the Metrowest Regional Center for Healthy 
Communities (RCHC) staff, Mary has continuous dialogues with those who work 
closely with local Community Health Network Areas (CHNAs). Mary reports to 
Vice President Michael O’Connell, who ensures that community benefit priorities 
are monitored by senior management.  Jeanette Clough, President and CEO of 
the hospital, is actively involved in community health programs, frequently 
initiating activities and relationships with community partners. A hospital-wide 
Diversity Committee, aimed at keeping the organization focused on the needs of 
patients and employees from different cultural and linguistic backgrounds, is 
chaired by Mary and includes representatives from many hospital disciplines. 
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IV. Community Benefits Planning Process 
 
Based upon geographic proximity and service area, the following communities 
are the primary target for MAH's community benefit activities: 
 

 
Arlington 
Belmont 

Cambridge 
Lexington 
Somerville 
Waltham 

Watertown 
 

In the past several years, a more formal process for serving the community has 
been in development.  In 1998, community benefit activities were centralized and 
organized into a new department within the hospital, highlighting its 
organizational priority and enhancing coordination of activities.  Financial and 
staffing resources have been dedicated by the hospital to the Community Health 
Department.  Target populations have been identified, data assessed, and 
feedback-based needs assessments have occurred, resulting in the development 
of the current array of community benefit programs. 
 
A. Community Input 
 
There are several mechanisms employed to gather input on community needs.  
Among these is the hospital's participation on the steering committee of the local 
CHNA 17, whose goal is to enhance community participation in health status 
improvement.  Programs such as the Institute for Community Health (ICH) and 
Healthy Waltham provide needs assessments.  Funded in part by the hospital, 
this information is then incorporated in the planning process. Focus groups with 
community members provide information valuable for planning community benefit 
programs and improving care.  In 2007 members of MAH hospital staff met with 
community members to better understand the needs of women who receive 
abnormal mammogram results.  The information from 3 focus groups resulted in 
improved communication methods between women and their physicians.  In 
2008 MAH initiated a community collaboration to address the growing disparity of 
diabetes amount Latinos.  Plans for 2009 include community focus groups and a 
Photo Voice project with recent Latino immigrants.  Information from the five city 
Behavioral Risk Factor Survey (BRFSS) led by ICH will provide valuable 
information on health behaviors of Somerville and Cambridge residents. In 
addition, local school systems, municipal health departments, ongoing dialogues 
with local health stakeholders, and community health members are all important 
collaborators in planning MAH’s programs.   
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The Community Health Network Areas (CHNAs) also provide an avenue for input 
and feedback for MAH's community benefit planning. As a leader and member of 
CHNAs 17 and 18, MAH participates in regional health planning and identification 
of public health concerns. Determination of Need (DoN) funds are used to 
address these health concerns and support activities of the CHNAs.  
 
MAH has recently had a more active role in developing and reviewing community 
benefit plans with the CHNA’s 15, 16, 17 and 18. As all five of the towns in CHNA 
17 are in MAH’s service area, collaboration will be strongest between these two 
entities.  Additionally MAH community health staff will work closely with CHNA’s 
15, 16, 17 and 18 at the Inter-CHNA level to explore broader community needs 
assessments.  This work is the beginning of MAH/CHNA collaborations which are 
part of a strategic plan for new DoN funding.  
 
MAH community benefit staff work closely with community members to better 
understand their needs.  The Cancer/Cardiovascular Awareness and Prevention 
Program (CAP), Bridge to Health Care (BRIDGE)  and Listen and Learn 
programs are designed based on the input of the most vulnerable community 
members and those closest to them; teachers,  counselors, and social service 
providers.  
 
Each year, the hospital management leadership group and board of trustees are 
given presentations on community benefits and activities, and provide input and 
suggestions.  The board of trustees approves the upcoming year’s community 
benefit plan. Through the internal hospital budget process resources are 
dedicated based upon program effectiveness and community need.  
 
B. Community Needs Assessment  
 
Demographic data and health indicators for MAH's communities are reviewed 
and analyzed as part of the Community Benefits planning process.  A brief 
summary follows: 
 
1.  Demographics 
 
While these communities include some of the wealthier Boston suburbs, several 
of these communities have a significant percentage of Medicaid patients and a 
large number of recent immigrants.  Somerville has the highest percentage of 
Medicaid patients, 5.6 percent compared to a statewide average of 7.1 percent.  
Of the total number of inpatient stays at MAH, 6 percent are Medicaid patients.  
 
Except for Somerville, all of the communities have a population older than the 
statewide average.  Lexington tops this list as19 percent of their population is 
over the age of 65 compared to a statewide average of 13.3 percent.   
 
Additional community data is available in Mount Auburn Hospital CB Reports for 
FY2001, 2002, 2003, 2004, 2005, 2006, and 2007 
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2. Cultural Diversity    

                
Drawn from public school enrollments in 2006-07, First Language Not English 
(FLNE) data indicates that four of MAH's seven communities are rich with cultural 
and linguistic diversity.  FLNE data indicates that more than 48.7 percent of the 
students in Somerville have a first language that is not English (in descending 
order of prevalence: Spanish, Portuguese, and Haitian Creole) compared to a 
statewide average of 14.9 percent.  In Cambridge, 30 percent of students have a 
first language that is not English (in descending order of prevalence: Spanish, 
Haitian Creole, Portuguese, and Chinese).  In Watertown, 27.9 percent fall into 
this category with Armenian as the predominant second language, followed by 
Spanish, Arabic, Portuguese, and Chinese. Thirty-five percent of Waltham's 
students have a first language that is not English, with Spanish the first language 
of sixteen percent of students. Census population estimates for 2005 indicate 
that Cambridge (14.9%), and Somerville (8.4%) have a higher percentage of 
African American residents compared to the state (6.0%). Somerville (10.1%), 
Waltham (9.5%) and Cambridge (8.2%) also have a larger proportion of Hispanic 
residents compared to the rest of the state (7.9%). All of MAH’s communities 
have a significantly higher percentage of Asians than the state average of 4.8 
percent with Cambridge at 15.3 percent, Lexington at 14.9 percent, Waltham at 
9.6 percent and Somerville at 8.9 percent. 
 
This data is reviewed by the Director of Community Health and the coordinator of 
Interpreter Services.  Full time staff interpreter languages reflect the most 
common languages seen in the community, Spanish and Portuguese.  Internal 
interpreter encounter data identifies Armenian as the third most common 
requested language and thus MAH’s third full time staff language. Also available 
is a large pool of per diem interpreters who provide services in other languages 
identified through FLNE data as well as through patient and clinician request. 
 

3. Health Indicators and Prevalence of Disease    
 
Within MAH's communities there are areas of high concentration of cancer, 
cardiovascular disease, and alcohol and substance abuse. Clinical expertise and 
a range of community prevention and education services have been developed 
to respond to these key health issues.  
 
a. Cancer Rates 
Somerville and Watertown had age-adjusted mortality rates for lung cancer 
higher than the other MAH communities and the state average. In Somerville, the 
age adjusted mortality rate for lung cancer in males was 91 per 100,000 
compared to the statewide rate of 64 per 100,000. Among females—Watertown 



6 

(53 per 100,000), and Waltham (45 per100, 000) had higher age-adjusted 
mortality rates for lung cancer compared to the state rate of 44 per 100,000.  
 
Cambridge had higher rates of death due to prostate cancer (23 per 100,000), 
relative to the state rate of 22 per 100,000. African American men have the 
highest age-adjusted incidence rates of prostate cancer statewide compared to 
men of other races/ethnicities. With the exception of Somerville and Watertown 
MAH’s communities had prostate cancer incidence rates among White, non-
Hispanic men higher than the statewide rate of 158 per 1000,000.  
 
Breast cancer deaths rates were higher in Belmont (36 per 100,000) than the age 
adjusted state rate of 23 per 100,000. Breast cancer incidence rates among 
Watertown (174/100,000) and Waltham (151/100,000) women were higher than 
the statewide incidence rate of 130 per 100,000.  Belmont, Lexington and 
Waltham all had melanoma/skin cancer incidence rates higher than the statewide 
figure of 21 per 100,000 (34, 32 and 25 per 100,000 respectively).  
 
In response to this data and the needs assessment, MAH has developed a 
comprehensive community based cancer awareness and screening program, 
discussed in more detail in the Community Programs section of this report. 
MAH’s extensive cancer prevention and education programs are closely linked 
and address specific cancers in communities with greatest prevalence. In 
addition MAH offers a Smoking Cessation Program free to community members.  
 
Source: 
 
Data drawn from the following data sets in the Massachusetts Department of 
Public Health’s MassChip database 
2005 Mortality (Vital Records) ICD-10 based 
2003 Cancer Registry 
 

b. Cardiac Disease 
Death rates due to stroke (cerebrovascular disease) are highest among residents 
of Waltham (66/100,000). Other communities including Belmont (38/100,000), 
Cambridge (39/100,000), Lexington (44/100,000), and Watertown (42/100,000) 
have cerebrovascular mortality rates higher than the state average of 38 per100, 
000). 
 
MAH has a long and successful history of providing expert cardiovascular care. 
Many MAH health promotional and education efforts support this clinical 
expertise.  
 
In response to this data and in conjunction with the hospital based stroke 
program, MAH expanded it educational outreach roster to include stroke and 
heart attack awareness and prevention.  
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Source:  
 
Data drawn from the following Massachusetts Department of Public Health’s 
MassChip database 
2005 Mortality (Vital Records) ICD-10 based   
   
 
c. Substance Abuse Indicators 
All of MAH communities have a lower rate of overall substance abuse 
admissions to Department of Public Health funded treatment programs than the 
state average.  
 
Somerville (524/100,000), Cambridge (432/100,000), and Waltham 
(369/100,000) residents have a higher rate of alcohol and drug related hospital 
discharges compared to the state rate of 341 per 100,000.  
 
Opioid-related overdose fatality rates among Waltham (12/100,000) and 
Somerville (12/100,000) residents were higher than statewide rate of 8 per 
100,000. 
  
MAH directly responds to these needs through a specialized substance abuse 
treatment service and through the prevention services of the Regional Center for 
Healthy Communities. 
 
Data drawn from the following Massachusetts Department of Public Health’s 
MassChip database 
2005 Hospital Discharges (UHDDS)  
2005 Substance Abuse (BSAS) DPH funded program utilization 
2005 Mortality (Vital Records) ICD-10 based 
  
V. Community Collaborations 
   
The following is illustrative of the collaborative process used in developing 
community benefits programs for FY08. 
 
• MAH developed the community collaboration entitled Listen and Learn.  This 

partnership with Joseph M. Smith Community Health Center, Power Program 
(an English Speakers of Other Languages-ESOL program) and Waltham 
Alliance to Create Housing is led by the Community Health Department at 
MAH.  Initial goals are to better understand the perceptions and beliefs of 
Latinos in Waltham about their risk for type II diabetes.  Information gathered 
through focus groups, key informant interviews and a photo voice project will 
be analyzed to plan programming to better serve this community. This 
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disparities work has been funded by the BCBS Foundation’s “Closing the Gap 
on Health Disparities” program.   

• The CAP (Cancer/Cardiovascular Awareness and Prevention) program has 
educated over 4,000 underserved community members.  In 2008 the CAP 
Program was expanded by collaborating with Cambridge and Somerville 
Program for Alcoholism and Drug Abuse Rehabilitation (CASPAR) to include 
programs for men, where previously women’s groups were served. Based on 
audience and staff feedback educational sessions were provided to each 
group.   When appropriate audience members were assisted in making health 
care appointments at MAH.  

• Bridge to Healthcare is a program that brought MAH’s experiences with CAP 
and health screenings to new immigrants in ESOL classes.  A newly added 
component of one on one conversation with a clinical nurse specialist.  These 
individual conversations with participants reviewed findings and coordinated 
needed follow-up care. In 2008 the roster of community partners was 
expanded and in response to teacher and student feedback the curriculum 
and health fair was updated.   

•  DoN funds have been designated for community grants and activities. Now in 
its eighth year of spending these funds, MAH supported a CHNA 17 mini-
grant process in conjunction with the Cambridge Health Department. Funds 
were targeted at initiatives that would support vulnerable populations in 
accessing and utilizing services related to a range of health topics.   

• MAH’s RCHC, funded by the Massachusetts' Department of Public Health 
has developed ongoing partnerships with an extensive network of health and 
human service providers and agencies spanning sixty towns in the Greater 
Boston area. Within MAH's closest communities, the RCHC has specific 
collaborations in Somerville, Cambridge, Waltham and Watertown.  These 
collaborations bring community members together to improve the health in 
their community. 

• In Watertown, MAH community health staff worked with a local parish nurse, 
to develop a breast cancer awareness event, celebrating women as survivors 
and teaching the importance of early detection with an emphasis on 
mammography.  

• MAH community health staff collaborated with the public schools and camps 
in Arlington to develop a Sun Safety program for teachers and camp 
counselors.   

• With support from the American Cancer Society and the Commission on 
Cancer, MAH convened a work group to look retrospectively at 5 years of 
cancer registry data for patients with colorectal cancers looking for any 
disparities. Future community programming will be based on analysis of the 
results.  

• In a more informal way, the lines of communication between the hospital and 
the community are always open. Once again, the hospital held many 
community education sessions and held health screenings and flu clinics for 
over 3000 people.   
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VI. Programming Report 
 
The community benefits activities conducted by MAH in FY2008 are oriented 
toward the strategic goals of the hospital overall.  Each program is the result of a 
careful review of available data, in consultation with community partners.  Those 
areas of focus organize this report. 
 
 

• Listen and Learn 
• CAP (Cancer/Cardiovascular Awareness and Prevention) 
• BRIDGE to Health Care 
• Men’s Health 

o The Barron Center for Men’s Health: Prostate Cancer 
• Smoking Cessation 
• Sun Safety 
• Women’s Health  

o Celebration of Women  
o Breast Cancer Support 
o Doula Program 

• Cardiovascular Health in the Elderly 
• Mind/Body Medicine  
• Minigrants for Vulnerable Populations 
• Waltham Wellness Program 
• Colorectal Disparities Initiative   
• Regional Center for Healthy Communities  
• Institute of Community Health 
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Listen and Learn 
 
Program 
This community collaboration is designed to address the growing health disparity 
of Latinos and diabetes in conjunction with Massachusetts Public Health 
Initiatives’.    
 
Target Population 
Latinos living, working and studying in Waltham 
 
Objectives 

• Build improved community programming aimed at reducing type II 
diabetes among Latinos in Waltham 

• Articulate clinical change to provide more culturally sensitive care to 
Latinos at risk for developing type II diabetes 

• Convene community partnership 
 
Partners 
Joseph M. Smith Community Health Center, Power Program, Waltham Alliance 
to Create Housing, Institute for Community Health  
 
FY08 Activities 
Convened partners, identify partner roles and responsibilities, applied for funding 
 
Planned FY09 Activities 

Work with the collaboration to: 
o Conduct at least 2 community focus groups about beliefs and 

perceptions of risk for diabetes 
o Conduct at least 6 key informant interviews with clinicians caring for 

Latino patients 
o Conduct Photo Voice project with ESOL students 
o Analyze information and plan future community programming   

 
 
 
 
 
 
 
 
 
 
 
 
 
 



11 

CAP (Cancer/Cardiovascular Awareness and Prevention)   
 
Program 
At the request of local homeless shelters, this comprehensive outreach initiative 
brings basic health education to the underserved where they are and when they 
are.  At settings that are familiar to community members, the concepts of 
prevention and early detection as self care skills are taught by MAH nurses.   
 
Target Population 
Underserved, Homeless  
 
Objectives 

• Offer programming at locations convenient to underserved community 
members   

• Provide underserved community members with self care management 
skills 

• Provide educational sessions at local homeless shelters 
• Connect residents with primary care/financial counseling 
• Provide navigation skills at MAH for patients in need of care 
• Participants to state 3 health prevention strategies and 3 early detection 

methods. 
 
Partners 
CASPAR, Carey House, Salvation Army, YMCA, On The Rise, Heading Home, 
Perkins School for the Blind 
 
FY08 Activities 
30 Educational sessions were held reaching over 1500 community members.  
 
Planned FY09 Activities 
Continue to work with local homeless shelters to provide health education based 
on ongoing feedback from staff and residents.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 



12 

BRIDGE to Health Care 
 
Program 

According to the 2003 National Center for Education Statistics National 
Assessment of Adult Literacy (NAAL) study, an individual’s health literacy 
level is directed linked to his or her level of English language comprehension, 
as well as the degree of trusting relationships with quality healthcare pro-
viders. In an informal survey conducted in 2005 by the Massachusetts 
Department of Education Adult Basic Education Office, ESOL students 
indicated cancer education and health screenings among their most pressing 
health needs.   
“BRIDGE” is intended to address the high rates of cancer, cardiovascular 
disease and diabetes mellitus, as well as additional health concerns, among 
key immigrant populations in MAH’s service area. Local ESOL teachers 
reported that students asked to “improve personal health” on their goal 
sheets. This program encourages disease prevention and awareness through 
directed education and fostering self-management skills.  This includes 
encouraging all students to obtain a primary care physician, provision of on-
site health screenings blood pressure testing, and individual conversations 
with clinical nurse specialists, and coordinated care for the most at-risk 
participants. 

 
Target Population 
ESOL students, recent immigrants 
 
Objectives 

• Improve health of ESOL students 
• Connect students to primary care  
• Connect students to financial counseling 
• Provide educational session on prevention and early detection 
• Provide students opportunity to meet one on one with RN 
• Provide blood pressure screening to students 
• Work with teachers/staff to elicit feedback, update curriculum  

 
Partners 
SCALE, Project Literacy, Power Program, Concilio Hispano 
 
FY08 Activities 
9 Bridge sessions reached over 500 ESOL students.   
46% students had abnormal blood pressure, <1% had abnormal blood sugar, 
59% had PCP’s,  100% given contact information for PCPs in the area, 61% had 
Insurance, 100% given financial counseling information.  100% met one on one 
with RN.  
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Planned FY09 Activities 
• Stop blood sugar testing based on low yield.   
• Add discussions with Diabetes Educator to program. 
• Deepen relationship with individual ESOL students: 
• Design Health Leadership groups at ESOL programs.  
• Design new educational presentations based on student/teacher input.  
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Men’s Health  
 
The Barron Center for Men’s Health Clinic: Prostate Cancer 
 
Program 
 In 2005 MAH joined the Massachusetts Comprehensive Cancer Coalition 
Prostate Cancer Working Group.  In conjunction with the MCCC’s strategy to 
“Support prostate health education and early detection options, which includes 
best practice standards, to the full range of health practitioners, men and their 
families” MAH assessed the need for a Free Men’s Health Clinic.  Cambridge 
had higher rates of death due to prostate cancer (23 per 100,000), relative to the 
state rate of 22 per 100,000. The Men’s Health Partnership had many sites 
throughout the state offering free prostate cancer testing however none of these 
sites were in Cambridge.   
 
Target Population 
Men at risk for prostate cancer 
 
Objectives 

• Reduce deaths from Prostate Cancer 
• Increase awareness about risk factors for prostate cancers 
• Provide free prostate cancer testing  
• Provide navigation for men in need of health care including primary care 

and financial counseling 
• Develop low literacy education materials on prostate cancer 
• Increase awareness about PSA velocity 

o Develop patient record of PSA results 
  
Partners 
MCCC, Cambridge Public Health Department 
 
FY08 Activities 

• Educational sessions as outlined in CAP and BRIDGE.   
• Community education materials about Prostate Cancer and the Prostate 

Specific Antigen test developed and translated into Spanish and 
Portuguese.    

• Patient wallet-sized card developed to record PSA testing results.  
• 20 Free Men’s Health clinics, 70 patient visits.  
• Published two issues of On Track.  This publication provides current and 

pertinent men’s health information to members of our community.  
 
Planned FY09 Activities 
Work with Cambridge Health Department to: 

• Conduct community needs assessment focused on African American Men  
–the group at highest risk for developing and dying from prostate cancer.   
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• Assess possible utility of barbers as conduits to impart health information 
to their clients. 

• Continue to offer free men’s health clinic. 
• Continue to offer free educational sessions. 
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Smoking Cessation  
 
Program 
Smoking rates in the communities that MAH serves ranges from 6.6% in 
Lexington to 16.7% in Somerville.   Due to the high volume of residents 
requesting such a program MAH started free smoking cessation classes for 
those wanting to quit.  At the request of local high schools, and colleges tobacco 
education is given at health fairs. 
 
Target Population 
Smokers, Underserved, Children, Teens 
 
Objectives 

• Increase awareness of health effects of tobacco 
• Provide community members with tools to quit smoking 

 
Partners 
Community Members, Arlington High School, Belmont High School 
 
FY08 Activities 
Tobacco education to students at Arlington High School, Belmont High School 
and Bentley College 
Smoking cessation groups at no cost to participations- 4 groups held 55 
attendees.  Each time increased rate of retention from 29% completing 8 week 
course to 50%.  Last program 50% quit smoking.  
 
Planned FY09 Activities 

• 3 smoking cessation groups 
• Assess smoking information in BRFSS 
• Continue to provide smoking cessation information at community request 
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Sun Safety  
 
Program 
Arlington Public Schools requested education about skin cancer and sun safety.  
National skin cancer rates increased from 17.7 cases per 100,000 in 2000 to 
20.8 cases per 100,000 in 2005.  (National Cancer Institute)   
 
Target Population 
Teachers, camp counselors, school aged children, teens 
 
Objectives 

• Decrease Skin Cancer Rate 
• Increase awareness about the connection to sun exposure and skin 

cancer in children. 
• Participants will identify ways to protect children from sun exposure. 
• Assess tanning habits of High School Students to plan future 

programming   
 
Partners 
Arlington Boys and Girls Club, Fidelity House, Arlington Recreation Department, 
Arlington Public Schools 
 
FY08 Activities 

• 10 presentations for 315 teachers, staff, youth leaders, youth counselors, 
• Created and disseminated 85 UV Frisbee awareness packets with activity 

suggestions. 
• Presentations were created specifically for Physical Education teachers to 

use in their high school classes 
• Designed Shadow Rule Magnet for elementary and middle school 

students 
• Conducted survey at High School 

o Over 200 Arlington High School students responded 
o Forty percent of female student who reported tanning in a tanning 

booth started at age 16.   
o Fifteen percent reported first tanning at age 13. 

• Worked with High School student newspaper staff to write and publish 
information in the school newspaper including results of tanning survey  

 
Planned FY09 Activities 

• Develop in depth training sessions for counselors.  Participants will be 
able to list 3 sun safety protection strategies  

• Work with high school students in Life Science Class “Young Adult Living” 
• Work with Arlington High School students to write newspaper articles 

about sun safety and middle school students to increase awareness of 
dangers of tanning. 

• Create sun safety story board for 2nd grade children  
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Women’s Health  
 
Breast, and cervical cancer awareness are incorporated into aforementioned 
Bridge and CAP programs.  The programs below specifically are focused on 
women in the MAH community.  
 
Celebration of Women 
 
Program 
The parish nurse at the Taxiarchae-Archangels Greek Orthodox Church 
requested help in raising awareness about the need for mammograms.  Her 
assessment of women in her parish was that they did not understand that the risk 
for breast cancer increased with age.  In June 2007 Cancer reported that 
mammography rates had declined significantly since 2,000, and that this decline 
was significant for women over age 50.  
 
"Reported Drop in Mammography: Is This Cause for Concern?" Published online May 14, 2007, 
Cancer. First author: Nancy Breen, PhD, National Cancer Institute 
 
Target Population 
Greek and Armenian women in Watertown and surrounding areas 
 
Objectives 

• Increase awareness regarding early detection of breast cancer, and 
overall awareness of breast cancer for women in Watertown. 

• Provide breast cancer awareness information in Greek and Armenian.  
 

Partners 
Taxiarchae-Archangels Greek Orthodox Church Greek 
 
FY08 Activities 

• Designed a Celebration of Woman event with breast cancer education in 
both English and Greek.    50 women attended. 24% identified Greek as 
first language.    

• Translated breast cancer awareness bookmark into Greek and Armenian. 
• Eighteen percent reported not having mammogram in past year. (All over 

40 years old)   
• Women who reported that they believed that their risk of breast cancer did 

not increase with age decreased from 16% to 3.5% after program.     
 
 
Breast Cancer Support 
 
Target Population 
Women with breast cancer 
 
Objectives 

http://www.cancer.org/docroot/pi_ipg.asp?sitename=Cancer&doi=10.1002/cncr.22723


19 

Provide support for women with breast cancer  
 
Partners 
American Cancer Society 
 
FY08 Activities 
 3 “Look Good Feel Better” groups, monthly support groups  
 
The Hoffman Breast Center publication, Conversations   published two issues in 
2008.  These issues contain information about genetic testing, survivorship and 
diagnostic and treatment modalities.   
 
Planned FY09 Activities 
Continued support programming incorporating information learned in evaluations.  
 
 
Doula Program  
 
Program 
In 2004, MAH and JMSCHC began working to provide a much-needed service to 
pregnant Latinas, first in the Allston/Brighton area and then, too, in Waltham. 
MassCHIP data indicates that poor pregnancy outcomes including pre-maturity 
and low birth weight among Hispanics living in Waltham are higher than the state 
average.  About 20 percent of all births in Waltham are by Hispanic women, and 
about thirteen percent of Hispanic families in Waltham are under the poverty 
level (2000 Census Report).  Waltham has a higher-than-average rate for late 
entry into prenatal care—18.5 percent as compared with 14 percent for the rest 
of Middlesex County. 
This service provides a doula, (coach, mentor, cultural broker, and companion) 
for a pregnant woman and her family through the American healthcare system for 
childbirth.  The program also has been successful in recruiting women to serve 
as doulas who have gone beyond their certification as doulas to pursue further 
career goals in the healthcare field. 
 
Target Population 
Immigrant Latinas during childbirth  
 
Objectives 

• To promote healthy pregnancies and birth outcomes among low-income 
immigrant women.   

• To strengthen MAH and JMSCHC services to non-English-speaking 
groups.  

• To build on the cultural competency of both institutions by sharing cultural 
norms from their countries  

• To introduce immigrant women to career opportunities in healthcare.  
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• To encourage doulas to enter workforce as certified doula and/or medical 
interpreter, and/or to explore related healthcare fields (e.g., medical 
assistant). 

 
Partners 
Joseph M. Smith Community Health Center, Latina Community Members  
 
FY08 Activities 
62 doula assisted births, 2 community members trained as Doulas 
 
Planned FY09 Activities 
Continue as above and expand program to include post partum visits  
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Cardiovascular Health in the Elderly 
 
Program 
Upon request from Somerville Council on Aging to work with clients regarding 
high blood pressure and with the information from the “Hypertension in the Very 
Elderly Trial” (The New England Journal of Medicine, May 1, 2008 which 
reported that even among people over 80, treating high blood pressure can help 
prevent stroke, heart failure and premature death) MAH began a comprehensive 
high blood pressure monitoring program at the Somerville Council on Aging.   
 
Target Population 
Elderly living in Somerville 
 
Objectives 

• Provide educational sessions on stroke and high blood pressure 
• Provide monthly blood pressure clinics: 

o Assess for changes in blood pressure, trends over time, provide 
community members with information to bring back to primary care 
physician (pcp) 

o Connect all members to PCP 
o Connect all members to financial counseling if needed  
o One to one consultation with RN to review B/P, exercise, diet 

including salt intake  
 
Partners 
Somerville Council on Aging 
 
FY08 Activities 
 58 community members had blood pressure screenings at 5 clinics.  All 
connected to PCP, up to 40% with Stage 1 or higher blood pressure.  
 
 
Planned FY09 Activities 
Evaluate at one year, future programming 
 
 
 
 
 
 
 
 
 
 
 
 



22 

 
 
Mind/Body Medicine  
 
Program 
Research has proven that relaxation techniques can be significant contributors to 
cancer survivors' well being and healing. The program equips participants with 
skills to help them not only endure cancer treatments through relaxation but also 
to cope with the aftermath of treatment and accompanying stresses. Patients are 
introduced to several methods of inducing a relaxed state ranging from basic 
meditation, guided imagery, yoga, tai chi, progression muscle relaxation, and 
breathing techniques. The program consists of 10 weekly sessions, beginning 
with a meditation of some form led by the program facilitator. 
 
 
Target Population  
Community members with a cancer diagnosis 
 
Objective 

• To introduce cancer patients and survivors to various relaxation 
techniques so that one incorporates relaxation into one’s daily routine.  

 
FY 08 Activities 
Two10 week groups were held  
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Minigrants for vulnerable populations 
 
Program 
Provide minigrants to non-profit organizations and public entities (municipalities, 
schools, health and human service agencies, and neighborhood groups) for 
projects that improve organizational culture and practice to support services that 
reflect core values of empathy and patience, demonstrated by a respect for the 
individuals being served 
 
Target Population 
Vulnerable populations, those that are hard to serve, require extra assistance, 
cannot access available services, or do not have support systems in place.    
 
Objective 
Build capacity for non-profit organizations 
 
Partners 
CHNA 17 members, Cambridge Health Alliance 
 
FY08 Activities 
CHNA 17 Mini-grant awards 2008 to improve consumer access to and comfort 
with services 
 
Springwell $5,000 
Springwell Mental Health at Home Initiative 
The Mental Health at Home Initiative will provide an opportunity for a vulnerable 
population of Springwell's elderly consumers in Waltham, Watertown and 
Belmont to identify barriers that prevent them from seeking and/or receiving 
mental health services.  CHNA 17 funding will support the creation and 
administration of a home-based assessment tool to survey 50 elders who are 
struggling with mental health issues.  Results from the survey (i.e. barriers that 
elders identify that they are facing) will be the framework from which Springwell 
develops a community-based program to provide the agency's 400-plus 
Waltham, Watertown and Belmont consumers with improved access to mental 
health services.  
 
Watertown Health Department $ 5,000 
Elder and Disabled Wellness and Awareness Project 
This project will provide elder and disabled members of the community with 
nutrition, exercise and emergency preparedness education, along with health 
screenings and appropriate referrals to clinicians.  Having the resources for this 
grant will allow the Health Department to bring these accessible programs to the 
consumers where they live or go for activities, which is something that the 
Department currently cannot do.  



24 

 
REACH Beyond Domestic Violence $5,000 
Latinas Know your Rights 
 “Latinas Know your Rights” is a 12-week legal rights and community action 
training program for Latina women in the Waltham community.  Under the 
guidance of an experienced domestic violence attorney, a legal advocate from 
REACH, and a Latino survivor previously assisted by REACH, the group will 
learn about laws and community resources that aid survivors of domestic 
violence, particularly those accessible to immigrant women.   
 
Transition House $5,000 
Increasing Access and depth- creating home and community 
This project will increase access and depth of services to women and children 
living in Transition House programs, by developing multi-lingual materials and 
client-driven services.   
 
Cambridge Cares About AIDS $5,000 
Implementation of the participant Input Policy 
Cambridge Cares About AIDS will implement a newly developed Participant Input 
Policy. This project will formally engage program participants in hiring and 
evaluating staff, program planning and evaluation, and agency policy making, 
through consumer Advisory Boards/Steering Committees for each program, 
participation in agency committees, and active membership on the Board of 
Directors. 
 
East End House Inc. $3,900 
Free Farmers Market  
The Free Farmer’s Market provides nutritious food, including fresh produce and 
opportunities for socialization to over 75 senior and disabled individuals living in 
Miller’s River low-income housing complex.  East End House will expand the 
successful Farmer’s Market to Roosevelt Towers, a low-income housing complex 
with similar demographics.  This will expand access to nutritious foods and 
socialization opportunities to approximately 75 more individuals.   
 
MAB Community Service Inc. $1,100 
Geriatric Mental Health Training for Vision Rehabilitation Case Managers 
MAB Community Services will provide training in mental health issues for case 
managers who work with visually impaired elders.  MAB’s goal is to improve 
access to mental health services for elders with vision loss, who suffer 
disproportionately from depression and other mental health issues due to the 
isolating and debilitating effects of losing their vision.   
 
 
Planned FY09 Activities 
Continue to provide the minigrant process with DoN funding. 
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Waltham Wellness
 
 Program 
The Waltham Wellness program fills a vital role for the health and well-being of 
students in the Waltham community. This focus on healthy food choices in the 
school setting is an excellent complement to recent community initiatives to 
increase physical activity among young people in the city. With body mass index 
data revealing 18% of Waltham students to be overweight, the young people in 
the community required an integrated and culturally appropriate strategy to 
increase the availability, accessibility and consumption of fresh fruits and 
vegetables and other healthy foods. A recent study tracked a decrease in fruit 
and vegetable consumption and an increase in soda consumption in second and 
third generation Latinos (Allen et al, 2007). In Waltham, Latino students comprise 
24% of the school population in the city. We also know that lower income 
communities have higher rates of obesity and 37% of Waltham students are 
eligible for free or reduced meals.  
 
Target Population 
School age children in Waltham 
 
Objectives 
Design and utilize innovative strategies with school food personnel to do the 
following:   

• Increase the availability and accessibility of healthy food options in 
Waltham schools;  

• Build student skills, awareness and enthusiasm for the improvement of 
health and well-being through the implementation of an evidence-based 
curriculum;  

• Develop a culturally appropriate health unit for the Waltham Family School 
community;  and 

•  Establish and maintain a school garden at three school sites.  
 
Partners 
Healthy Waltham, Waltham Public Schools, Waltham Partnership for Youth, 
Joseph Smith Community Health Center, the Waltham Family School (an Even 
Start Family Literacy Program) and the Waltham Fields Community Farm  
 
 
FY 08 Activities  
 

 School Gardens: The Wellness Program coordinator, in partnership with 
after school staff, has established gardens at two Waltham public schools 
(one a middle school and the other an elementary school). The gardens 
have allowed students to explore where food comes from and even to 
provide snacks for staff meetings.  There are plans to add a garden at a 
third school using high school students as mentors for the younger 
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students.   

 School Cafeterias: All food service managers have attended workshops 
conducted by a professional chef on the preparation of vegetables and 
fruits to increase appeal and acceptability among the youth.  Food service 
staff have already started to serve more fruits and vegetables using new 
recipes and new equipment (purchased with grant funds) that makes 
preparation faster.  Food service managers have also attended a 
workshop with the original implementers of this model program.   

 Fruit and Vegetable of the Month: Healthy Waltham project coordinators 
have conducted several taste tests with elementary students featuring the 
vegetable of the month using a recipe prepared by the food service staff.  
The fruit and vegetable of the month are also featured in the monthly 
school lunch menus sent home to parents, and recipes are posted on the 
food service website so that parents can prepare the recipes children like 
at home.   

 Parent Education: Wellness program staff implemented a successful 
nutrition unit at the Waltham Family School (Waltham’s Even Start family 
literacy program).  The unit included basic nutritional information, 
suggestions for substitutions to make recipes healthier, taste tests with 
children and parents, and trips to the grocery store and Waltham Fields 
Community Farm.   Program participants also offered recipes from their 
varying cultural backgrounds that were printed in the Taste of Waltham 
community recipe book.  The Wellness project anticipates offering this unit 
again this year and expanding offerings to other parents through Parent 
Teacher Organization meetings.   

Planned FY 09 Activities 
 

• Continue activities such as those listed above.  
• Expand a webpage of resources http://healthywaltham.org/vegetables.htm 

for Waltham families 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://healthywaltham.org/vegetables.htm
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Colorectal Disparities 
Program 
To evaluate the potential differences in the pattern of care and subsequent 
outcomes for colorectal cancer patients, and then develop, test, and implement 
sustainable community programs that will diminish differences.  
 
Target Population 
Underserved patients with colorectal cancer  
 
Objectives 

• Design evaluation tool 
• Review 5 years of cancer registry data 
• Work with Cancer Management to set goals, review data analysis 
• Community outreach planning based on results 

 
Partners 
American Cancer Society, Massachusetts Comprehensive Cancer Control 
Coalition’s Treatment and Palliation Workgroup, Commission on Cancer, Institute 
of Community Health  
 
FY08 Activities 

• Designed work plan 
• Created Survey monkey to collect data 

     
Planned FY09 Activities 

• Complete data collection 
• Work with ICH to analyze data 
• Plan community programming  
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Regional Center for Healthy Communities (Metrowest)  
MAH has continued to provide technical assistance services to the Metrowest 
region through the Regional Center for Healthy Communities. The mission of the 
Regional Center for Healthy Communities (RCHC) is to help communities realize 
their vision for a healthier place to live.  The Center does this by 1) supporting 
and encouraging coalitions to design and implement inclusive community health 
planning and assessment processes; and 2) providing tools and templates, 
training, facilitation, library resources and opportunities for sharing and 
collaboration across the Metrowest region.  They work to reduce alcohol, 
tobacco, and other drug use in the general population by strengthening 
coalitions, and by mobilizing youth and young adults for leadership and civic 
action in this arena. As part of this effort, the Regional Center runs a Regional 
Youth Advisory Board for tobacco prevention called the Student Tobacco 
Elimination Project (STEP).  
 
The RCHC also develops leadership for regional health planning through its work 
with five of the Community Health Network Areas (CHNAs) covering the 60 
communities in Metrowest (CHNAs 15, 17, 18, 20 and the Community Health 
Coalition of Metrowest). The Center has an extensive health and social resource 
library. Currently, the collection holds over 4000 items, which include books, 
videos, DVDs, curricula, kits, games, flip charts, CD-ROMs, journals, and 
posters. The materials are available for loan, free of charge for those living 
and/or working in the Metrowest region.   
 
The Regional Center’s staff provides technical assistance, training, and support 
to many coalitions within our sixty town coverage area. Based on the results of 
training needs assessment conducted throughout the region, the RCHC has held 
workshops on a broad range of topics, including logic models, diversion 
programs, sustainability planning, time management, data presentation and 
parent education on issues of substance use.  
 
The RCHC fosters strategies that: 

• Have been rigorously evaluated and are shown to be effective. This is 
often referred to as "evidence-based prevention".  

• Are developed to reduce ‘risk’ factors and enhance ‘protective’ factors for 
young people. Risk factors are individual characteristics or social 
environments that are associated with an increased likelihood of 
substance use. Conversely, protective factors such as success in school 
and strong family bonds assist in preventing young people from substance 
use. This is a critical framework for enabling communities to pursue 
strategies that can assist young people, even in high-risk environments.  

• Build upon the strengths and resources of diverse community members.   
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Diversity and Cultural Competency in Health Care Settings  
 
The Regional Center for Healthy Communities has developed an action plan for 
service improvement in the areas of diversity and cultural competency. The 
action plan was devised from a series of recommendations made by over 20 
regional service providers over the course of a year. The action plan addresses 
ways the Center can support CHNAs and Coalitions to deepen their 
understanding of their community’s diversity and incorporate this knowledge into 
their practices and programs. Additionally, the action plan includes ways the 
Center can support and promote regional research on culturally relevant 
prevention and foster youth involvement in planning and diversifying the 
resources in the library located on site. The Center reviews sections of the action 
plan regularly and puts the actions into practice in their work.  Additionally, RCHC 
staff participates actively in an effort by the state department of public health to 
bring the culturally and linguistically appropriate standards (CLAS) into practice. 
RCHC staff also participates in Mount Auburn’s Diversity Initiatives to bring 
similar changes to the Hospital. 
 

Substance Abuse Prevention   
The substance abuse prevention work undertaken by the RCHC supports 
communities in building and sustaining coalitions comprised of police, school 
personnel, young people, parents, local service providers and other key 
community stakeholders.  The mission of these coalitions is to prevent substance 
abuse among youth and young adults. The communities of Cambridge, Quincy, 
Somerville and Watertown receive funding from the Department of Public Health 
(DPH) Bureau of Substance Abuse Services (BSAS) to reduce underage drinking 
using the evidence-based model "Communities Mobilizing for Change on 
Alcohol" (CMCA). In this model, reductions in underage drinking are achieved 
through policies and practices that reduce access to alcohol and address social 
norms regarding underage drinking.  A rigorous evaluation of this model 
undertaken by the University of Minnesota has revealed significant reduction in 
underage access to alcohol, changes in alcohol behaviors of young people, and 
a reduction in selling to underage drinkers. In addition to Cambridge, Quincy, 
Somerville and Watertown, the RCHC also supports other communities in the 
region in these efforts.  
In addition to underage drinking prevention grants mentioned above, BSAS 
recently awarded grants to the Cambridge and Quincy coalitions to reduce the 
number of fatal and non-fatal opioid overdoses in their communities.  The RCHC 
supported the communities as they conducted an intensive assessment of local 
data, prioritized intervening variables related to opioid overdoses, and identified 
strategies that they will implement over the next three years to reduce overdoses.  
The RCHC will continue to support these communities as they implement their 
strategies. 
In order to guide and inform our support of the above-mentioned coalitions, the 
RCHC has developed an on-line coalition assessment that will be used to tailor 
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our technical assistance.  The coalition assessment is a survey rating the 
functioning of the group, which is completed by coalition members.  The following 
are examples of the topics included in the survey:  clarity of the coalition’s vision, 
mission, and goals; effectiveness of the coalition’s structure; process for 
recruiting and engaging new members, etc.   
The following is a summary of the technical assistance the RCHC has provided 
to coalitions in Cambridge, Quincy, Somerville, and Watertown over the past 
year: 
RCHC continues to support Somerville Cares About Prevention (SCAP), a 
community coalition working to reduce substance use/abuse and addiction as 
well as the harms that can result from such use in all residents of Somerville, 
especially young people. SCAP has a very proactive youth peer leadership 
group, SPF 100 (Somerville Positive Forces – 100% coverage) that is 
implementing environmental strategies to reduce youth access to alcohol. Over 
the past year, the RCHC has provided trainings on leadership and social norms 
to the SPF 100 youth leaders.  The RCHC also supported the SPF100 youth in 
creating public service announcements on substance use which were aired on 
the local cable station.  RCHC has also facilitated discussions regarding the 
SCAP organizational structure and decision-making processes.   
 
The RCHC actively supports the Watertown Youth Coalition (WYC) in its work 
to reduce youth substance abuse and increase opportunities for positive youth 
development.  Over the past year, the RCHC has supported the WYC in 
reviewing the coalition structure and decision-making processes and working 
towards establishing a steering committee. The RCHC also worked closely with a 
data sub-committee to compile an executive summary of the YRBS survey 
results, and has supported the social marketing committee. 
 
The RCHC has supported the Cambridge Prevention Coalition’s substance 
abuse prevention efforts in several areas.  The RCHC has provided on-going 
assistance to the environmental strategies committee and its work to set priorities 
for the coming year.  The RCHC has also conducted a process evaluation for the 
peer leaders’ activities and conducted training on substance abuse prevention.  
The RCHC also provided on-going support to the social marketing committee.  
 
The work of IMPACT Quincy has been supported by the RCHC through a 
facilitated review of the logic model and training on the strategic prevention 
framework.  The RCHC is also assisting IMPACT Quincy in conducting its first 
YRBS survey in the Quincy high schools.  The RCHC continues to be a 
consistent presence at the coalition meetings and will be supporting the coalition 
in implementing two large-scale prevention initiatives in the coming months, one 
focused on opiate overdose prevention and the other on underage drinking 
prevention.   
 
In promoting the RCHC’s youth development goal, the Center continues to work 
with communities to increase opportunities for youth leadership and involvement.  
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The Center has developed a regional youth advisory board for tobacco 
prevention called STEP (the Student Tobacco Elimination Project) that provides 
opportunities for young people from around the Metrowest region to learn 
advocacy and leadership skills and provides them with the tools needed to work 
on tobacco prevention.  The board will contribute to statewide initiatives as well 
as community-based youth-driven projects.  The Center also provided training for 
local coalitions about building powerful youth-adult partnerships.   
 
The RCHC also convenes quarterly inter-coalition meetings which are open to 
coalitions throughout the Metrowest region.  The following were among the 
meeting topics covered over the past year: a panel discussion with police chiefs 
from the region on youth diversion programs, a discussion lead by a 
representative and a recovering addict from the Massachusetts Organization for 
Addiction and Recovery, and a presentation by an investigator from the Alcoholic 
Beverage and Control Commission. 
 
CHNA 17  
The Greater Cambridge/Somerville Community Health Network Area (CHNA 17) 
is a partnership between the Regional Center for Healthy Communities, the 
Massachusetts Department of Public Health, residents, hospitals, local service 
agencies, schools, businesses, boards of health and other concerned citizens. 
The goal of the CHNA is to facilitate these entities working together to identify the 
health needs of member communities, find ways to address those needs, and 
improve the health of the community.  CHNA 17 includes the towns of 
Cambridge, Somerville, Watertown, Belmont, Arlington and Waltham.  CHNA 17, 
with leadership and funding provided by MAH and the Cambridge Health Alliance 
(CHA), engaged in three important projects this year: 
 

1) Providing small grants to organizations that focus on improving access 
to and comfort with services, particularly for vulnerable populations  (a 
list of mini-grant awards follows) 

2) Giving Open Door Awards, which were created to recognize and share 
valuable work individuals in the community do to make clients feel 
welcome and comfortable when they receive services   

3) Screening films on health disparities to engage the community in 
dialogue about the role that health partnerships like the CHNA can play 
in increasing health equity  

CHNA 18  
CHNA 18 includes the towns of Waltham, Newton, Brookline, Needham, 
Dedham, Wellesley, Dover, Weston and Westwood.   MAH is coming to the 
conclusion of its five-year commitment to contribute a total of $25,000 to this 
CHNA through our DoN funds.  With these funds CHNA 18 has offered grants to 
forge new partnerships between CHNA member organizations and towns, and 
has continued to support the Healthy Waltham collaborative.   The CHNA has 
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also developed a strong steering committee structure and mobilized its partner 
communities around health topics relevant to all members.   
Institute for Community Health   
The Institute for Community Health (ICH) represents a vigorous, new model for 
building sustainable community health.  We enjoy collaborative, highly productive 
relationships with community partners built on trust, mutual respect and a shared 
commitment to tackling the toughest, long-term health challenges our 
communities face.  ICH advances community health research, education and 
training, develops community action programs and policies, and forges linkages 
among healthcare systems, community partners and academic institutions.   
 
The Institute for Community Health (ICH) was designed by three leading health-
care systems – Cambridge Health Alliance, Mount Auburn Hospital, and Partners 
Healthcare – as well as our staff and partners to address long-term challenges 
that can elude traditional research and delivery methods. 
 
MAH contributed $110,000 to the ICH in FY2008.  Recent ICH accomplishments 
include: 
 

• Collaboration with Cambridge, Somerville, Everett, Revere, and 23 other 
surrounding communities to evaluation emergency preparedness 
activities.  Evaluation activities have contributed to quality improvement of 
these efforts at the local and regional levels. 

 
• Evaluation of a multi-disciplinary and cross-regional effort to improve 

communications during emergency situations.  Cambridge and Somerville 
are two of the 62 communities involved in this cross-regional effort that 
includes public health, hospitals, health centers, EMS, and long-term care 
facilities. 

 
• Partnership with Cambridge Cares About AIDS and other community 

partners to identify barriers to access to quality health care for African 
American men living with HIV.  This population is at particular risk for 
experiencing severe complications from HIV and has higher rates of 
mortality than other populations living with the disease.  The needs 
assessment will be used to develop a community-based intervention 
designed to address barriers to quality health care. 

 
• Dr. Hyde from ICH has participated on a state-wide task force to address 

challenges faced by adolescents who age out of the foster care system.  A 
final report from the task force was released in the summer of 2008. 

 
• Successful collaboration with schools, community agencies, and the 

Healthy Children Task Force (HCTF) has continued to lead to downward 
trends in childhood obesity rates and improvements in physical fitness 
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rates among Cambridge children. The Healthy Children Task Force 
received recognition for this work from BCBS Jump Up and Go program 
this year.  HCTF also initiated a city-wide taskforce to develop playground 
and park planning recommendations that supports active living. 

 
• Partnership with the cities of Cambridge, Somerville, and Everett to 

develop programs, policies, and local infrastructure that promotes physical 
activity, healthy eating habits, and overall healthy heart awareness.  
These partnerships have resulted in obtaining grants from the US 
Department of Education for physical and nutrition education 
enhancement in Everett, Robert Wood Johnson Foundation for Healthy 
Kids Healthy Communities in Somerville, MA Department of Public Health 
for Everett Walks and Talks, and ShapeUp East Somerville.  ICH provides 
consultation, technical assistance, research and evaluation for these 
grants. 

 
• ICH continues to share results and lessons learned from local healthy 

eating and active living initiatives to State and national audiences through 
articles and presentations.  Research on the positive relationship of fitness 
and academic achievement among Cambridge students was published in 
the Journal of School Health.  ICH presented at the American Public 
Health Association, the Robert Wood Johnson Foundation Active Living 
Research, and numerous invitational presentations to state and local 
audiences around the country.    

  
• Led a collaborative process to develop, collect data, and analyze results 

from the Five City Behavioral Risk Factor Survey.  Cambridge, Chelsea, 
Everett, Revere, and Somerville were the cities involved in the survey 
which collects data on health behaviors.  Data will be available in late 
spring 2009. 

 
• Partnership with Margaret Fuller House, Cambridge Public Health 

Department and other organizations to improve the health of men in 
Cambridge. 

 
• Partnership with Somerville to evaluate substance abuse prevention and 

in Cambridge to prevent opiate overdoses. 
 

• Worked with community partners in Somerville to publish a paper led by 
Dr. Hacker titled “Coping with youth suicide and overdose: one 
community's efforts to investigate, intervene, and prevent suicide 
contagion” and remain active participants in the Mayor's Suicide and 
Mental Health taskforces 

 
• Partnership with the Agenda for Children in Cambridge to evaluate the 

outcomes of an early learning and literacy initiative. 
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• Working with Harvard University to implement the Community 

Engagement Core of Harvard's Clinical Translational Science Center, also 
known as Harvard Catalyst. The Catalyst supports research that directs 
innovations from the clinical arena to improve health of local communities. 
Guided by community-based participatory research (CBPR) principles, 
Harvard researchers, with ICH, will engage community partners in a 
process of developing solutions to the complex issues that impact health 
and health policy. 
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VII. Hospital initiatives that support the community benefits plan  
 
The following programs are in addition to the programs described earlier in this 
report: 
 
During 2008 MAH physicians, practitioners, and staff offered a wide range of 
community programs and screenings about health, exercise, and nutrition. 
Sponsorship of walks, often including educational information, team participation, 
and nurse or nutritionist presence: 
 

• Susan G. Komen Walk for a Cure- Breast Cancer 
• Strides Walk-- Breast Cancer (American Cancer Society) 
• Boston Prostate Cancer Walk 
• Multiple blood pressure screening events at sites such as Belmont Council 

on Aging. 
• Waltham Senior Health Fair, Waltham City Employees Fair,  Belmont 

Senior Health Fair; Watertown Faire on the Square; Arlington Town Day 
 
In addition to providing general health and well-being education and information 
for community residents, the Hospital offers more extensive support services. A 
full range of support groups include a bereavement group for grieving parents, 
newly diagnosed women with breast cancer, young cancer survivors, post-
partum support groups, and substance abuse and alcohol-related programs. 
 
Shadow Day 
 
In 2008 MAH once again held a successful shadow day inviting students from 
area high schools.  A total of 115 high school students spent the day at MAH 
shadowing staff and learning about health care careers. 
 
Girls' Night Out 

In June 2001, the hospital hosted the first “Girls' Night Out” event, an evening of 
information on contemporary women's health issues. Each year since then, Girls' 
Night Out has become better known in the area, for the expertise in teaching and 
the broad scope of our program offerings. In FY2008 over 100 women attended 
the free women’s health evening which included three topics: 

• Bird Flu 
• Arthritis 
• Gynecological Cancers 
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Diversity Committee 
       
A hospital-wide Diversity Committee was formed eight years ago.  Chaired by the 
Director of Community Health Services, the committee has representation from 
most levels of every hospital discipline.  Under the guidance of the Diversity 
Committee, programs to enhance the cultural competence of MAH staff and 
improve services to diverse populations have been developed.   
 
The Diversity Committee also educates employees about health disparities and 
cultural competency. Over the years, MAH has trained staff on cultural 
competence, both clinical and non-clinical employees. Each year our medical 
staff invites a guest speaker to address diversity issues.  
 
In 2007 the hospital launched our mandatory employee training series: 
Enhancing the Patient Experience.  All 2500 employees attended session in 
2007 and 2008 which included cultural diversity awareness. A cultural 
competency orientation for new employees and volunteers was revised and is 
now being provided to all new employees. 
 
Interpreter Services  
 
MAH’s dedicated interpreter staff logs over 11,000 encounters annually.  In 
addition to the Coordinator of Interpreter Services who is fluent in Spanish, we 
have two full time interpreters, a Portuguese/Spanish staff interpreter, and an 
Armenian/Russian staff interpreter. Non staff languages are triaged to per diem 
interpreters. The interpreters are a valued part of the MAH clinical team and 
provide not only translation, but cultural brokering for Limited English Proficiency 
patients.  Much of the community benefit work requires both interpretation and 
translation services.   
 
Spanish interpretation requests are covered 24/7 by beeper coverage for a 
growing number of Latina women who give birth at MAH. Many of these women 
are patients at the JMSCHC (Allston and Waltham sites) and many are Mass 
Health patients. 
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VIII. Direct Financial Contributions 

In FY08 the Hospital donated approximately $67,000 to a variety of local 
organizations in support of their health-related and community activities.  The 
following is a list of the events and organizations that received funding: 

Corporate Sponsorships 2008 
Arlington Council on Aging  5,000.00 
Arlington High School Performing Arts 150.00 
Arsenal Center for the Arts 1,000.00 
Belmont High School 100.00 
Boston Biomedical Research Institute 500.00 
Boston Prostate Cancer Walk 5,000.00 
Boy Scouts of American Minuteman Council 5,000.00 
Brendan Grant Organization 500.00 
Cambridge Art Association 500.00 
Cambridge Family & Children Services  1,500.00 
Cambridge Girls Softball 100.00 
Cambridge Historical Society 1,000.00 
Cambridge Housing Assistance Fund 750.00 
Cambridge Little League 400.00 
Cambridge Rindge and Latin 800.00 
Catalyst 250.00 
Doctor John R. Silber Professorship Fund, Boston University 5,000.00 
Foundation for Belmont Education 500.00 
Friends of Longfellow House 300.00 
Greater Waltham Arc, Inc.  600.00 
Grecian Festival 500.00 
Health Care For All 1,000.00 
Lexington Public Schools Science Department 200.00 
Lucien Leape Institute National Patient Safety Foundation 2,500.00 
Massachusetts Alliance of Portuguese Speakers 320.00 
Medically Induced Trauma Support Services 5,000.00 
On The Rise 5,000.00 
Passim Folk Music and Cultural Center 225.00 
Prostate Cancer Dinner Dance 750.00 
Prostate Cancer Symposium 1,000.00 
Susan B. Komen 150.00 
Taxiarchae-Archangels Greek Orthodox Church 500.00 
The Kenneth B. Schwartz Center 6,000.00 
The Kenneth B. Schwarz Center, Celebration of Women in Health Care  1,200.00 
United Way of Massachusetts Leadership Breakfast 5,000.00 
Waltham Boys & Girls Club 250.00 
Waltham Family YMCA Annual Golf Tournament 200.00 
Waltham Partnership for Youth Annual Meeting 1,000.00 
Watertown Boys and Girls Club 250.00 
Watertown Faire on the Square 1,000.00 
Watertown Rotary 1,000.00 
WGBH Education Foundation 5,000.00 
Zonta 100.00 

Totals 67095.00  
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Additional programs support medical and science educational opportunities for 
local high school students: 

• MAH provided $10,000 for nursing scholarships to high school seniors 
enrolled in a nursing program. 

• Work/study collaboration with North Cambridge Catholic High School 
provides opportunity for six students to work at the hospital. 

 
 
 
IX. Financial Impact 
 

Financial Impact of Community Contributions 
In 2008 MAH contributed $2.16 million to the statewide pool for people with no 
insurance to help subsidize the costs of providing care in other hospitals. In 
addition to direct spending on community benefit programs, and the cost of 
providing care to people without health insurance, the hospital makes other 
financial contributions to the community including extensive medical and allied 
health education at significant cost to the institution. 
 
X. Contact Information 
For questions about this report or for more information about community benefit 
programs at MAH please contact: 
 

Mary Hunt Johnson RN 
Director, Community Health 

Michael O’Connell 
Vice President of Marketing and Strategic Planning 

Mount Auburn Hospital 
330 Mount Auburn Street 

Cambridge, MA 02138 
Telephone: 617-499–5625 

Email:  mjohnso1@mah.harvard.edu
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Total Charity Care in FY08 as requested by Massachusetts Hospital 
Association 
 

a.        $1,030,000 in unreimbursed Medicare Services 
b.        $  732,000 in unreimbursed MassHealth Services 
c         $1,853,193 in unreimbursed Health Safety Net services and other 

Charity Care services 
d.        $2,167,962 total payment made to fund the Health Safety Net 
e.        $ 144,967 operational assessment paid to the Division of Health 

Care Finance and Policy 
 
            $5,928,122 total Charity Care 
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