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MASSACHUSETTS GENERAL HOSPITAL 
 
Center for Community Health Improvement (CCHI) 
 
Joan Quinlan, MPA, Executive Director 
Jeffrey Collins, MD, MA, Medical Director 
Leslie Aldrich, MPH, Associate Director 
 
The mission of Massachusetts General Hospital is:  
 

Guided by the needs of our patients and their families, we deliver the very best 
health care in a safe, compassionate environment, we advance that care 
through innovative research and education, and we improve the health and 
well-being of the diverse communities we serve.   

 
The mission of the Center for Community Health Improvement (CCHI), originally 
founded in 1995 as the Community Benefit Program, is to implement the community 
component of the MGH mission.  While most of MGH focuses on caring for patients, 
teaching new physicians, or conducting research, CCHI collaborates with community 
partners to keep communities healthy.   
 
CCHI carries out its work in Chelsea, Revere, and Charlestown, where MGH has had 
health centers for more than 40 years, as well as, among Boston youth and special 
populations such as the elderly, homeless, and immigrants and refugees.  Over the past 
14 years, CCHI has worked with community partners to assess needs and create more 
than 35 programs that prevent and reduce substance abuse and violence, increase 
access to care for vulnerable populations, provide opportunities for Boston youth, and 
eliminate racial and ethnic disparities in health care.   
 
This year, CCHI conducted a comprehensive assessment of the needs of its surrounding 
communities and developed a new strategic plan.  Together with our community 
partners, we reviewed data from MassCHIP, the Massachusetts Department of Public 
Health’s internet-accessible data warehouse, conducted focus groups of community 
leaders and health care providers, and surveyed MGH health center employees, many of 
whom live in the communities where they work.  Based on this assessment and in 
addition to the priorities listed above, CCHI has bold new initiatives on increasing 
healthy living and reducing obesity, reducing disparities in cancer detection and 
increasing interest in science among Boston youth.   
 
CCHI was also extremely proud this year of Revere CARES, the community coalition it 
supports, for winning a national award for achieving measurable outcomes in reducing 
youth substance use.  According to the Youth Risk Behavior Survey, from 1997 to 2009, 
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the percent of high school youth who believe it is easy to obtain alcohol has decreased 
by 21 percent.  Also, binge drinking among high school students in Revere dropped 39 
percent between 1999 and 2009, while statewide rates remained flat, and the number 
of those currently drinking decreased by 27 percent in the same time period. 
 
To implement the community component of the mission, MGH’s President Peter L. 
Slavin, MD, asked every one of the 19 academic clinical departments to partner with the 
CCHI to develop a community-oriented initiative of significant scope and impact.  Dr. 
Slavin is holding service chiefs accountable for this at annual performance reviews.  
There is significant progress in this area.  Below are a few examples. 

 The Cancer Center identified a donor to support expanded colorectal cancer 
screening to patients at MGH Chelsea, with the goals of improving screening for all 
and closing a disparity in screening rates between Whites and Hispanics.  

 Psychiatry created the Division of Community Psychiatry and recruited Dr. Derri 
Shtasel to lead it.  The department also continues to develop substance abuse 
services for adolescents and make them available to all. 

 The Mass General Hospital for Children continues to partner with CCHI, Revere 
CARES, and MGH Revere to increase opportunities for physical activity and increase 
access to healthy, affordable foods to reduce obesity and hunger.   

 Obstetrics and Gynecology is piloting a maternal obesity project in Revere.  Low 
income women have higher obesity rates, thus creating risks for mother and baby. 

 Dermatology is conducting bi-weekly clinics at Boston Health Care for the 
Homeless’s Barbara McInnis House. 

 Radiation Oncology has recruited 76 staff and faculty to serve as mentors, teachers, 
speakers, and more to Boston students in CCHI’s programs to stimulate on interest 
in science. 

 

CCHI Guiding Principles 
 
The Center is guided by the following principles: 

 Commitment to the underserved and to reducing health care disparities  

 Broad definition of health including social determinants 

 Population approach 

 Build on community strengths and assets 

 Prevention, early intervention, and health promotion, as well as, equal access to 
care 

 Hospital and communities listen to, collaborate with, and learn from each other 

 Sustainability through systemic change  

 Evidence-based and culturally appropriate initiatives 

 Community-based participatory evaluation 

 Dissemination 

 Commitment to eliminating disparities 
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Center for Community Health Improvement Management 
 
The community health improvement, or community benefit, plan is carried out through 
the hospital’s Center for Community Health Improvement.  The executive 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.  The Director and Medical Director also meet periodically to review 
strategic direction with the hospital President.  The work is of the Center is guided by an 
Advisory Committee, comprising hospital and community leaders.  Annual presentations 
of CCHI activities are made to the hospital’s General Executive Committee, the senior 
leadership and decision-making body of the hospital, as well as, periodic presentations 
to hospital trustees.  On October 16, 2009, the hospital trustees approved the CCHI 
mission statement.  Working groups of hospital and community partners guide each 
major priority.  Finally, the local work is guided through coalitions and regular contact 
with all partners on the community level. 

 

Evaluation, Research and Assessment 
Leslie Aldrich, MPH, Associate Director 
Danelle Marable, MS, Assistant Director Evaluation & Research 
 
The MGH Center for Community Health Improvement is committed to measuring 
outcomes for continuous quality improvement and program development.  In order to 
assess if programs are making a difference, meeting the needs of communities, and 
efficiently and effectively carrying out goals and objectives, the CCHI Evaluation and 
Research Team evaluates programming and community wide initiatives.  Four team 
members work with CCHI programs and produced much of the data in this report.  

 
Evaluation and research methods are guided by principles of community-based 
participatory research (CBPR).  These principles are founded on the belief that the 
people who live in communities where research is conducted have the right to 
participate in the process of defining community problems, designing and implementing 
interventions and solutions, and evaluating outcomes.  In the ideal case, the process is 
interactive, with information gained from research benefiting the community through 
program quality improvement or as data that leads to policy change.  In turn, experience 
with the interventions informs subsequent research and evaluation activities.  These 
research and evaluation methods define CCHI’s approach to addressing public health 
issues in the communities.  Key principles for CBPR include: 
 Building on a community’s strengths and resources 

 Collaborating and creating partnerships 

 Ensuring all partners benefit mutually, co-learning, empowerment 

 Dissemination of knowledge to all involved 
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Results and descriptions of the work were presented this year at the American 
Evaluation Association (AEA) and the Association for Community Health Improvement 
(ACHI), resulting in four panel discussions.  In addition, posters were presented at 
Community Anti Drug Coalitions of America’s (CADCA) National Leadership Forum, MGH 
Clinical Research Day, and Harvard Medical School’s Office for Diversity and Community 
Partnership’s Minority Health Policy Annual Meeting.  
 
Longitudinal Elective in Community-Oriented Primary Care 
 Jeffrey P. Collins, MD 
Ariel Frey, MD 
 
Assessment 
 
 Community-oriented primary care (COPC) and community-based participatory research 
(CBPR) are expanding fields that have been shown to improve access to care and 
improve health outcomes.  A survey of the residents in the MGH medicine and 
pediatrics training programs found that there was a broad interest in learning more 
about these fields.   
 
Background/Goal 
 
A COPC/CBPR curriculum for interested internal medicine, pediatric, and med-peds 
residents was implemented two years ago.  Over a two week period, residents learn the 
foundations of COPC/CBPR as taught by leaders in the field.  They then choose an on-
going COPC/CBPR project to work on longitudinally.  In the short term, all of the 
residents are placed on successful projects.  In the long term, the goal is that residents 
will use the knowledge they have gained in building their careers.  
 
Program Activities 
 
After the two week didactic session, the residents choose from a variety of on-going 
COPC/CBPR projects.  These projects are run by the MGH Center for Community Health 
Improvement or the Institute for Community Health (ICH) and are often carried out in 
partnership with local community organizations.  The residents meet with Ariel Frey 
monthly to troubleshoot their projects and to update their action plans for the next 
steps on the projects.  Currently, there is one class of residents in their second year of 
the elective and one class in the first year of the elective. 
 
Outcomes  
 
There are currently four first year and five second year residents engaged in projects. 
Resident projects include development of a patient-centered on-line social services 
locator site, student health care career development in the Boston Public schools, 
reducing barriers for female refugee patients in Chelsea, and development of a 



Partners Community Benefit Report    5 

nutrition/physical activity mini-course for pre-schoolers and their moms.  An American 
Academy of Pediatrics Community Pediatrics Training Initiative Grant helps to fund the 
project.  There is a successful curriculum for the didactic session with speakers from 
Partners, MGH, Community Health Associates, ICH, and The Medical Foundation.  Pre- 
and post-surveys found that the residents increased their knowledge of COPC/CBPR 
principles and were excited to use these in their work in residency and beyond.  
 
Goals for Next Year 
 
For next year, an additional ten residents will be recruited, while continuing to support 
the residents who already participate in the longitudinal experience.  There will also be 
a poster session for the graduating residents to present their projects.  Currently, two 
manuscripts are in preparation for publication.  Additionally, teaching to the larger 
residency communities in internal medicine and pediatrics will be expanded.   
 

Increasing Opportunities for Youth 
Boston Youth Programs 
Christyanna Egun, Director, MGH Partnership Programs 
 

 “If medical researchers were to discover an elixir that could increase life 
expectancy, reduce the burden of illness, delay the consequences of aging, 
decrease risky health behavior, and shrink disparities in health, we would 
celebrate such a remarkable discovery.  Robust epidemiological evidence 
suggests that education is such an elixir.”   

- Reframing School Dropout as a Public Health Issue, 
CDC, Preventing Chronic Disease, Volume 4: No. 4, 
October 2007 

  
Operating on the belief that there’s a direct correlation between educational 
attainment, economic potential, and overall health status, MGH has been committed for 
more than 20 years to engaging underserved and diverse youth from the City of Boston.  
In 2008 Mass General Hospital’s Center for Community Health Improvement’s Youth 
Programs (formerly School Partnerships) embarked on a year-long strategic planning 
process.  CCHI Youth Programs enlisted key MGH and community experts from the fields 
of youth development, mentoring, and workforce development to develop a strategic 
plan to increase the impact of youth programs. 
 
The committee’s charge was to increase the number of student participants, MGH 
volunteers and community partnerships, and to create an overall program that would 
be both inspirational and create aspirations for Boston youth.  The committee 
recommendations included: 

 Engage children at an earlier age in order to have the greatest impact 
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 Focus on MGH’s core competencies – Science, Technology, Engineering, and Math 
(STEM) enrichment and education 

 Expand  mentoring opportunities 

 Develop a systematic way to determine outcome measures and effectiveness  
 
As a result, the MGH Youth Programs, a comprehensive after-school and summer 
program for youth in grades 3 to 12 which will focus on academic, life, and career skills, 
was created.  The pilot program will work to expand and enhance students’ educational 
and career options by providing opportunities for exploration, learning, and skill 
development through experiences and relationships related to Science, Technology, 
Engineering, and Math (STEM) subjects, life sciences, and health and wellness.   
 
CCHI plans to utilize this program to excite, engage and expose more Boston youth in 
the areas of STEM enhancement/education and life science.  The rationale for this 
approach is three-pronged: 

 Anti-poverty strategy: Jobs in science and engineering will increase at three times 
the rate of all occupations by 2010 (Bureau of Labor and Statistics). It will be 
essential to develop a workforce with the knowledge and skills to compete globally. 

 Health-improvement strategy: There is a high correlation between economic and 
health status. 

 Mentoring strategy: Students of color “need to be exposed to scientists of any 
color… STEM role models, teachers with STEM background, visits to STEM labs, 
science fairs, and after-school programs all help students catch the excitement of 
science…” (Science) 

Below are initial descriptions of the program, piloted in the 2009-2010 academic year.  
Of note, each component relies on strong collaborations with internal MGH and 
external community partners.  
 
STEM Clubs (3 to 5 Grade)  
 
A comprehensive curriculum developed to engage and excite students about STEM 
subjects.  Through the use of hands-on experiences and interactions students will build 
confidence in their understanding of STEM subjects and their future.  In the pilot year, 
this program is taking place at the Yawkey Boys and Girls Club in Roxbury. 
 
Senior STEM Clubs (6 to 8 Grade)  
 
A comprehensive after-school curriculum for middle school youth will provide hands-on 
activities and experiences with STEM and STEM related careers.  Program will have a 
strong emphasis and focus around various aspects of technology.  In the pilot year, this 
program is taking place at Young Achievers Math and Science in Mattapan. 
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Grades 9 and 10   
 
Ninth and tenth grade students will be exposed to science and health careers and a 
public health curriculum (health, wellness, health disparities, and job training) every 
week at MGH.  In tenth grade, students will engage in public health and public policy 
projects overseen by MGH mentors.  Students come from East Boston High, the Edward 
M. Kennedy Health Careers Academy, The Engineering School, the United Way’s Math, 
Science and Technology Initiative, and Science Club for Girls.     
 
Grades 11 and 12 
 
In grades 11 and 12, students participate in paid afterschool and summer internships 
and job shadowing at MGH and are offered assistance with college preparation. 
 
While working on the implementation of this new approach, Youth Programs delivered 
the following for existing youth partners, as described below. 
 
MGH/James P. Timilty Middle School Partnership   
Valeria Lowe-Barehmi, Principal 
Joan McCarthy, Project Coordinator, CCHI  
 
Program Activities 
 
The Timilty, one of three middle schools in the Boston Public Schools (BPS) system to 
receive a state Expanded Learning Time grant, has 662 students.  Forty-one percent are 
Black, 51 percent Latino, 4 percent White, 2 percent Asian, 1 percent Native American, 
and 1 percent Multi-Race, Non-Hispanic.  Thirty-one percent of the students have 
limited English proficiency, and 21 percent receive special education.  Approximately 86 
percent of Timilty families are low income and meet the federal guidelines for the 
subsidized lunch program.  
 
The MGH Science Connection program engages students in scientific inquiry with the 
long-term goals of increasing science literacy, enhancing student interest in 
science/health careers, and creating opportunities for students to interact with positive 
adults and mentors.  The key elements of the program include, Science Fair Mentoring, 
Science in the Classroom, and SummerWorks. 
 
Science Fair Mentoring 
 
Timilty students are paired with MGH science mentors to develop a science fair project, 
using the scientific method.  Mentors, hail from a variety of departments including 
nursing, pharmacy, environmental services, respiratory care, surgery, biomedical 
engineering, and research.  MGH mentors and Timilty mentees meet at Mass General 
Hospital every other Friday from October to February.  Mentors guide students in 
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setting up experiments, documenting observations, collecting and analyzing data, and 
preparing for various oral presentations that would defend their investigation.   
 
During the 2008-2009 academic year, MGH/Timilty Science Fair Mentoring successfully 
matched 36 students with 43 mentors and co-mentors.  All of the mentored students 
presented their science projects at the Timilty Science Fair, as well as, at the showcase 
at MGH.  Eight students were selected to participate in the MGH Scientific Advisory 
Committee 2009 Scientific Poster Session.  MGH assists in organizing Timilty’s week-long 
school-wide science fair by recruiting and placing 71 volunteers who judged more than 
600 projects.  Forty-nine judges were MGH/Partners employees, and the remaining 
were from Northeastern University, Retirees Enhancing Science Education through 
Experiments and Demonstrations (RE-SEED) volunteers, Boston Teacher Residents, 
Boston Public Schools employees, or community volunteers.  The mentors were 
recognized for their dedication with a 2009 Partners in Excellence Award for 
Outstanding Community Contributions. 
 
Program Outcomes 
 

 Nineteen mentored students were finalists at the Timilty Science Fair  

 Twelve of these students went on to compete at the Regional Science Fair 

 Eight mentored students won awards and the opportunity to compete at the MA 
State Science and Engineering Fair 

 Mentor Survey Results:    

 95 percent were satisfied or very satisfied  with the Science Fair Mentoring 
Program  

 64 percent of mentors indicated that their mentees’ knowledge of the scientific 
method increased  

 Mentees Survey Results 

 74 percent really enjoyed the Science Mentoring Program  

 74 percent would recommend the program to other students 

 85 percent found it very helpful to work on their science fair project with 
their mentor 

 
Goals for Next Year 
 
Consideration is being given to having the Timilty mentees and MGH mentors extend 
their match relationship beyond the five months of preparing for the science fair.  
Studies have proven that the greatest impact for a mentee can occur at or beyond the 
one year mark of the match relationship.  
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SummerWorks 
 
Program Activities 
 
As part of the Mayor Menino’s Summer Jobs for Youth Program, the SummerWorks 
program is an eight week internship opportunity for Timilty rising ninth graders.  In 
addition to alignment with the Science Connections goals of increasing science literacy, 
the program also enhances student interest in health careers and provides 
opportunities for students to interact with positive adults and mentors. 
 
Fifteen students were selected to participate in the SummerWorks Program.   Eight of 
the selected interns had also participated in the MGH Science Fair Mentoring Program. 
Over the course of six weeks, students are provided with real-world job experiences and 
exposed to a diverse range of health care professions and professionals.  Timilty interns 
work 25 hours per week and also participate in weekly workshops focused on careers, 
personal finance, health care disparities, and healthy relationships. 
 
Program Outcomes 
 
The results of a post-program self-reported survey were that students felt they had an 
increased competency in computer skills, communication skills, personal finance, 
general workplace skills and specialized skills including proper handling and cleaning of 
medical equipment and use of x-ray machines.  When asked the question, “What is the 
best thing about MGH?” a majority said, “earning my own money and the food”.   
 
Goals for Next Year  
 
Consideration is being given to formalizing a peer leadership program between the MGH 
Youth Program’s high school seniors and the SummerWorks students.    
 
East Boston High School and Edward M. Kennedy Academy for Health Careers 
Partnership 
Michael Rubin, East Boston High School, Headmaster 
Caren S. Walker Gregory, Ed.D., Edward M. Kennedy Academy for Health Careers, 
Headmaster 
Galia Wise, Manager, Mass General Hospital, Center for Community Health 
Improvement, Youth Programs 
 
Program Activities 
 
Entering its 18th year, ProTech is a School-to-Career program, in collaboration with the 
Boston Private Industry Council (PIC) that provides work-based career exploration and 
preparation for Boston high school juniors and seniors interested in pursing careers in 
health care and/or sciences.  Through a selection process, MGH works with its partner 
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schools, East Boston High School and the Edward M. Kennedy Academy for Health 
Careers, to identify and recruit 12 new ProTech candidates annually.  
 
Interns are employed for 18 months in a variety of MGH departments including, Patient 
Care Services, Pharmacy, Radiology, Nursing, Research, Pathology, and the Department 
of Medicine.  Students begin the program in their junior year and stay with it through 
graduation.  Students work part-time after school (10-15 hours per week) and during 
the summer months (25-40 hours per week).  Student interns are funded through a 
partnership with the MGH Human Resource department.  
 
To complement interns’ work experiences, the ProTech Program provides trainings, 
assistance with the college planning process, and job shadowing opportunities. 
   
Massachusetts General Hospital’s Center for Community Health Improvement 
established the Edward M. Kennedy Health Career Scholarship to encourage and 
support outstanding ProTech graduates’’ entry into post-secondary institutions, 
particularly in the areas of health care.  Four ProTech graduates received this 
Scholarship in 2009. 

 A total of 34 students participated in the ProTech program in 2008-2009; this was an 
increase of ten students from 2007-2008. 

 Working in collaboration with Brigham and Women’s Hospital Student for Success 
Program (SSJP), the MGH Youth Programs supported five months of college coaching 
and preparation for a combined program count of 38 students. 

 In October of 2009, ProTech students rotated from their existing internship sites of 
ten months to a new site of their choosing for the remainder of the academic year 
and the summer.  The opportunity to rotate sites will provide students with 
exposure to diverse career options within the health care professions. 

 In the 2008-2009 year, MGH CCHI sponsored additional enrichment opportunities 
for alumni.  Two participated in Boston University’s Project White Coat Program, a 
four-week summer enrichment and mentoring program that exposes college 
students to the health fields and gives them the academic training and support 
needed to prepare a successful application to a health careers school. 

 Through social networking sites such as Facebook, 75 percent (56) of the graduates 
from the last five years of the ProTech Program were contacted.  Of those: 

 100 percent had graduated from High School  

 89 percent (50) continued onto post-secondary education at institutions such as 
Northeastern University, University of Massachusetts, Boston College, Denison 
University, and Pine Manor 

 Of those contacted, 79 percent (26) have or are in the process of attaining a 
degree in a health care and/or health science  

 35 percent (20) are currently active part-time or full-time employees at MGH 
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Program Outcomes  
 
The following is based on ProTech student exit surveys: 

 Twelve seniors successfully graduated from the ProTech program and were accepted 
into post- secondary institutions.  All 12 seniors indicated an interest in pursuing a 
health related degree. 

 One senior received a Nursing Assistant Certification through the Red Cross.  

 Two ProTech Seniors were recipients of the prestigious POSSE scholarship.  

 Overall the ProTech program was viewed as excellent or very good.  

 Through the Boston Public Schools Science Partnership, 13 ProTech juniors 
participated in the Advanced Placement Summer Bridge programs held on various 
local university campuses.  

 Ten ProTech juniors participated in SAT and college access preparation for inner-city, 
first-generation, college-going students through the PIC and the Let’s Get Ready 
Program.   

 MGH sponsored three ProTech seniors to participate in summer enrichment 
activities that enhanced their knowledge of science and/or the field of health care. 

 
Goals for Next Year 
 
CCHI will work with existing school partners to develop a comprehensive approach to 
engaging parents who have youth participating in the MGH Youth Programs.  Research 
has shown that there is a direct link between parent involvement and a child’s success in 
and out of school. 
  
National Groundhog Job Shadow Day 
  
Job Shadow Day allows students to visit a worksite and “shadow” an employee for 
several hours, observing, and assisting them with their work.  This structured worksite 
experience provides students with an experiential glimpse into the world of work and 
the range of career opportunities available to them in the world of health care.  Job 
shadowing is integral to making the connection between school and work.  Job Shadow 
Day helps students gain awareness of the skills needed for certain jobs, identify career 
interests, understand the relevance of school to work and careers, apply and develop 
the skill of interacting with adults.  
  
Program Outcomes 
    

 MGH hosted 53 students during the 2009 Groundhog Job Shadow Day 

 44 MGH volunteers participated and of these, four were physicians from the 
Massachusetts General Physicians Organization (MGPO) 
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Summer Jobs for Youth 
  
As the city’s largest healthcare employer, MGH recognizes its responsibility to provide 
meaningful employment opportunities to Boston’s youth; MGH is the city’s largest 
health care summer employer of Boston youth.  Since 1991, MGH has employed 
students from East Boston High School, Timilty Middle School, Edward M. Kennedy 
Academy for Health Careers, and Science Club for Girls.  The MGH health centers in 
Revere, Charlestown, and Chelsea also participate.  Students hired participate in weekly 
career building workshops. 
  
Program Outcomes 
 
During summer 2008, workshops focused on financial planning, health care disparities, 
and career interest inventory.  Supervisors attend a program orientation and training on 
how to maximize their experience with young people.  In 2009, MGH employed 141 
Boston youth.  Approximately 100 MGH volunteers served as supervisors to these 
students. 
 
Classroom at the Workplace Program 
   
MGH has participated in Boston Private Industry Council’s Classroom at the Workplace 
Program (CWP) for the past eight summers.  The hospital provides jobs and paid release 
time to attend academic instruction for those who have not yet passed the math and/or 
English portions of the Massachusetts Comprehensive Assessment System (MCAS), the 
state's standardized test required for high school graduation.  
 
Program Outcomes 
 
 Ten East Boston High School juniors and seniors participated in the 2009 Classroom 

in the Workplace: MCAS Prep summer program with an average attendance rate of 
85 percent and a retention rate of 89 percent.  

 Overall, Classroom in the Workplace students increased their math scores an 
average of 28 points and English scores an average of 14 points between the pre- 
and post-test.  

 Historical program success (2001-2006): 73 percent of Classroom in the Workplace 
participants passed both the English and Math MCAS tests, and an additional 21 
percent passed either the English or the Math test.  
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Eliminating Racial and Ethnic Disparities in Health Care 
The MGH Committee on Racial and Ethnic Disparities in Health Care 
Joseph R. Betancourt, MD, MPH 
Joan Quinlan, MPA 

 
Background 
 
In late 2002, 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.  As part of this 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 to: 

 Identify key areas where racial disparities in health care may exist at MGH 

 Develop solutions to address disparities found at MGH 

 Coordinate efforts with Boston Mayor Menino’s city-wide initiative on disparities  
 

Initially, the Committee divided itself into three subcommittees — Quality; Patient 
Experience and Access to Care; and Education and Awareness.  Over the years, the 
committee has surveyed minority patients about their experience of care, passed a 
medical policy that all quality indicators should be stratified by race and ethnicity, 
conducted bi-annual educational forums and more. 
 
This past year, the Committee has focused its efforts in four areas:  

 Capturing the experiences of racial and ethnic minority patients 

 Improving and expanding cultural competency and diversity training for staff 

 Conducting an organizational self-assessment using the CLAS standards  

 Developing disparity-specific core quality measures 
 
 
Program Activities 
 
Patient Experience Summit - Capturing Experiences of Racial and Ethnic Minority 
Patients 
 
A “summit” of all hospital personnel engaged in capturing data on the patients’ 
experiences of care was convened in 2009.  Many racial and ethnic minority patients 
report their experiences informally and anecdotally to staff from a variety of 
departments such as Interpreter Services, Financial Services, Medical Assistants, Nurses, 
Medical Students, and others, rather than using standard reporting mechanisms.  To 
address this issue, a pilot project with Medical Interpreter Services has recently been 
implemented.  Interpreters are collecting data and identifying opportunities to develop 
systems of accountability, educational programs, and improve quality and safety.  This 
information will be reviewed to assess the type of incidents/experiences recorded and 
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to inform new tracking mechanisms that will more effectively capture this data.  Results 
of the pilot will be shared with hospital leaders. 
 
Training Summit – Improving and Expanding Cultural Competency and Diversity 
Training for all Staff  
 
All hospital personnel engaged in training and educational activities around cultural 
competence, diversity, and cross cultural care were also convened during 2009.  This 
summit included the physicians’ organization, nursing and patient care services, human 
resources, and others.  Currently, many departments engage in a variety of 
educational/training initiatives, however, the teachings, content, and methods vary.  
The goal of the summit was to develop a core set of learning objectives and unifying 
principles that can provide a foundation for training hospital staff from all backgrounds 
and disciplines.  This work has been accomplished. 
 
The Massachusetts General Physicians Organization (MGPO) offered an online cultural 
communication course to physicians and promoted it by offering an incentive for those 
who completed the two hour course.  The training is case-based, featuring three 
patients of different racial and ethnic background and with different clinical scenarios. 
To date, approximately 1,000 of the eligible 1,600 physicians have chosen to take this 
training. 
 
MGH CLAS Self-Assessment – Culturally and Linguistically Appropriate Services (CLAS)  
 
In March 2001, the U.S. Department of Health and Human Services, Office of Minority 
Health, released national standards on the provision of culturally and linguistically 
appropriate services (CLAS).  The CLAS standards are a set of 14 principles designed to 
assure equity in the provision of health services.  These principles intend to make health 
care organizations and individual providers more responsive to the individual needs of 
all patients and consumers.  Many departments at MGH such as Interpreter Services, 
Admitting and Registration, Community Health Improvement, Patient Care Services, 
Disparities Solutions Center, Human Resources, among others, are strategically working 
on services and initiatives that aim to address the CLAS standards.  In order to formally 
record and document these efforts, members of the MGH Committee on Racial and 
Ethnic Disparities conducted a formal CLAS assessment.  Results of the assessment will 
be presented to Committee members and other hospital leaders. 
 
Disparities Dashboard - Development of Disparities-specific Core Measures  
 
Stratification of Hospital Quality Measures by Race/Ethnicity  
 
In 2006, MGH developed a Disparities Dashboard, which provides a variety of quality 
measures stratified by patient race/ethnicity, identifies key areas for quality 
improvement, and reports on the progress of initiatives addressing disparities at MGH. 
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The Disparities Dashboard, which is updated annually, is a central part of the Dashboard 
and is publicly accessible at: 
 

http://qualityandsafety.massgeneral.org/measures/equitable.aspx?id=4. 
 
Any disparities identified in health care delivery are addressed with innovative initiatives 
such as the MGH Chelsea Diabetes Management Program (see Chelsea section of this 
report).  
 
Development of Disparities-specific Core Measures. To expand work in this area, 
efforts are underway, in collaboration with leaders in the Center for Quality and Safety, 
to explore the possibility of developing new core measures in areas where disparities 
have been documented in the literature.  For example, the Center for Quality and 
Safety, the Disparities Solutions Center, and the Emergency Services Department 
recently completed a study on the use of pain relievers for patients discharged from the 
E.D. after treatment for long bone fractures, comparing White to non-White patients.  
This investigation did not find statistically important disparities in treatment or an 
unfavorable trend in minority patients’ care.  
 
Goals for Next Year 
 

 Formal recommendations for senior hospital leaders in the areas of: 

 Assessing racial and ethnic minority patients’ experiences of care at the hospital 

 Cross-cultural care and diversity training for all staff 

 Compilation and presentation of results from the MGH CLAS self-assessment to    
senior leaders to help inform and guide disparities and cross-cultural care efforts  
at the hospital 

Continued exploration of new quality core measures in areas where disparities  
have been documented in the literature (e.g. wait times for renal transplantation) 
 

The Disparities Solutions Center   
Joseph L. Betancourt, MD, MPH, Director 
Alexander R. Green, MD, MPH, Associate Director  
 
The Disparities Solutions Center (DSC), launched in 2005, is dedicated to the 
development and implementation of strategies that advance policy and practice to 
eliminate racial and ethnic disparities in health care.  The Disparities Solutions Center 
achieves 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. 

http://qualityandsafety.massgeneral.org/measures/equitable.aspx?id=4
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 Providing education and leadership training to expand the community of skilled 
individuals dedicated to eliminating health care disparities. 

 
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, with a focus on moving the issue of disparities in health care beyond research 
and into the arenas of policy and practice.  The Center serves 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 received an initial funding commitment of $3 million 
from MGH and Partners HealthCare, as well as, $1 million from the Robert Wood 
Johnson Foundation.  Housed within the MGH/Partners Institute for Health Policy, the 
Center is affiliated with Harvard Medical School’s Department of Medicine and Health 
Care Policy and the MGH Division of General Medicine.  
 
Now in its fifth year, the Disparities Solutions Center has many significant 
accomplishments to report: 
 Providing leadership and expanding MGH projects focused on identifying and 

addressing disparities, especially in diabetes and colorectal cancer screening  
 Conducting the third Disparities Leadership Program, targeting leaders from 

hospitals, health plans, and community health centers from around the country  
 Developing new areas of research in preventing metabolic syndrome in minority 

populations, identifying “high-risk” patient safety situations for hospitalized limited-
English proficient patients, and exploring the use of health information technology 
to identity and address racial/ethnic disparities in health care 

 Leading several web seminars on prominent, timely technical issues and research 
findings  

 Publishing ten papers in national and international journals 
 Releasing “Improving Quality and Achieving Equity: A Guide for Hospital Leaders” 

and “Assuring Healthcare Quality: An Equity Blueprint” in collaboration with the 
Institute for Healthcare Improvement 

 Welcoming our third Aetna Disparities Fellow  
 The Disparities Solutions Center (DSC), in collaboration with the MGH Revere 

HealthCare Center, has developed a culturally-tailored diabetes management 
program for Cambodian patients.  Focus groups with Cambodian patients, health 
care providers, and Cambodian interpreters/staff helped inform the development of 
the program by identifying barriers to care for Cambodian patients, including their 
knowledge (or lack of knowledge) of diabetes.  The program, currently in early 
stages, includes a bilingual Khmer-speaking diabetes coach, who works individually 
with patients to identify specific barriers to care, and group education sessions on 
diabetes self-care and management.  The program is funded by Tufts Health Plan 
Foundation. 
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Access to Care for Vulnerable Populations 
 

Boston Health Care for the Homeless Program (BHCHP) at MGH 
James J. O’Connell, MD 

 
Assessment 
 
“Rough sleepers” face daunting obstacles to health care.  These feisty men and women 
live on Boston’s streets, avoid the crowds and rules of the city’s shelters, and eschew 
the bureaucracy surrounding traditional hospital and health center clinics.  Yet rough 
sleepers suffer extraordinarily high rates of morbidity and mortality, and bear a plethora 
of severe health risks, including exposure to the extremes of heat and cold, trauma, 
violence, complex and chronic medical illnesses, persistent mental illness, and substance 
abuse.  BHCHP’s mission is to assure the highest quality health care to all homeless men, 
women, and children in the Greater Boston area.   
 
Background  
 
BHCHP delivered health care to 11,592 homeless persons in 2009.  A trusting 
relationship between patient and doctor/clinician remains the cornerstone of BHCHP’s 
model of care.  Multidisciplinary teams deliver direct care services in over 78 sites 
throughout metropolitan Boston.  MGH was the first private academic medical center in 
the nation to create and support an on-site health care for the homeless clinic.  This 
relationship has flourished for almost 25 years.  BHCHP at MGH offers primary care each 
weekday in the Medical Walk In Unit (MWIU) and coordinates and assists with care and 
discharge planning for homeless patients throughout MGH.  
 
Program Activities 
 
Medical Walk In Unit Clinic at MGH 
 
BHCHP clinicians see homeless patients five days at week in the MWIU, with more than 
5,000 total visits in 2009.  Two exam rooms have proven insufficient to meet the 
growing need for primary care for homeless persons seen in the ED, and securing 
additional space is again a goal for this coming year.   
 
BHCHP at MGH clinicians also deliver care at multiple community-based locations, 
including the Pine Street Inn, Overnight Van, Boston Night Center, St. Francis House, 
Pilgrim Shelter, New England Center for Homeless Veterans.  The very busy clinic at St. 
John’s Church was closed half way through 2009 due to a financial crisis at the church.  
Identifying another day time clinical site is a priority for the Street Team.  
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Barbara McInnis House  
 
BHCHP’s Barbara McInnis House (BMH) expanded in 2008 from 90 beds to 104 beds in 
the new Jean Yawkey Place with assistance from a $2.5 million dollar grant from 
Partners HealthCare.  MGH continues to support BMH by contracting two beds to be 
available as needed for MGH homeless patients ready for discharge.  BMH is a medical 
respite program that offers a cost-effective alternative to acute care hospitalization.  
BMH 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.  This innovative 
model fills a widening gap in the health care system for those without the safety and 
support of a home and family.   
 
The Street Team 
 
BHCHP’s Street Team provides care to Boston’s rough sleepers, who avoid shelters and 
sleep regularly on the streets.  The Street Team provides direct care in a variety of 
unconventional settings: under bridges, down back alleys, in abandoned cars, on park 
benches and street corners, in soup kitchens, overnight drop-in centers, emergency 
departments, detoxification units, and nursing homes.  These dedicated professionals 
are a consistent presence on the streets, allowing a continuum of care from street 
corner to ICU to respite care and even to housing, offering direct care that is fully 
integrated within Boston’s mainstream health care system.  

 A Thursday “Street Clinic” in the MWIU at MGH was initiated in 2000 and remains 
the only hospital-based clinic in the country dedicated to those who live on the 
streets.  1,677 visits occurred in this bustling street clinic in 2009. In April 2008, the 
team began a special Wednesday “Housing Clinic,” to serve former street patients 
who have been housed.  Over 110 patients have been served through 342 visits at 
this innovative clinic, which serves as the foundation for the Street Team’s novel 
approach to providing supportive health and social services through “house calls” to 
the new homes of almost 170 former chronic rough sleepers. 

 
Medical Education  
 
BHCHP is actively preparing future physicians in the art and skill of caring for homeless 
persons.  Primary care residents join BHCHP staff for community and street clinics 
during their ambulatory rotations.  MGH residents spend either two or four weeks with 
BHCHP in an elective rotation, working directly in our various clinics and teams.  This 
rotation is open to both primary care and categorical residents.  Six of the team’s 
physicians serve as faculty members in Harvard Medical School’s Primary Care Clerkship, 
and four of BHCHP’s 16 current physicians are graduates of the MGH Internal Medicine 
Residency Program.  The MGH’s Primary Care, Internal Medicine, and Medicine-
Pediatrics residency programs have a productive training ground for BHCHP physicians, 



Partners Community Benefit Report    19 

with at least nine current and past BHCHP physicians having trained in these programs 
at MGH.    
 
BHCHP and DMH Collaboration to Integrate Medical and Behavioral Health Services 
for Homeless Persons  
 
MGH has funded a five-year innovative collaboration between BHCHP, the 
Massachusetts Department of Mental Health, and Massachusetts Mental Health Center 
to integrate mental health and medical services for chronically homeless persons living 
in the shelters, on the streets, or newly established in permanent supportive housing. 
This innovative pilot program has become a catalyst for systemic changes in the delivery 
of medical and behavioral health services at both BHCHP and DMH.   
 
Evaluation of the first year (7/1/2008 to 7/1/2009) of the program is complete and 
trends suggest improvement in a variety of indicators.  The number of patients 
diagnosed with a behavioral health disorder increased 25 percent in year one compared 
with pre-intervention care.  Also, those with a behavioral diagnosis who received care 
increased from 33 percent in the year prior to the intervention to 72 percent in year one 
of the intervention. The management of chronic diseases improved for many patients 
engaged in this project.  For example, 70 percent of patients with Type II Diabetes had a 
Hemoglobin A1c less than 9 percent, as compared to 56 percent the previous year.  
 
New Developments This Year 
 
BHCHP in partnership with the Division of Health Care Practice at the Harvard School of 
Public Health secured a grant of $50,000 to collect data on health indicators and 
utilization among the chronically homeless who have become housed.   
 
Travis Baggett, a general internal medicine fellow at MGH and HMS, spent 2009 with 
BHCHP.  His work has resulted in two manuscripts thus far: "The Unmet Health Care 
Needs of Homeless Adults: A National Study," accepted for publication in the AJPH and 
"Cigarette Smoking and Advice to Quit in a National Sample of Homeless Adults," 
currently under review. 
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Program Outcomes 
 

 A MGH psychiatric RN, working for BHCHP two afternoons each week, visiting 
homeless inpatients at MGH (and BWH) and serving as a liaison to the nurse case 
managers, had 990 inpatient and ED consults and assisted in discharge planning.    

 Of 1,924 total admissions to BMH in 2009, 246 (13 percent) came directly from 
MGH, including 28 from the ED, 151 from inpatient services, and 67 from outpatient 
clinics and day surgery.  

 BHCHP has conducted a ten year  prospective study of chronic “rough sleepers,” the 
results of which have been instrumental in the shift in public policy toward ending 
chronic homelessness through creative “housing first” programs.  A cohort of 119 
chronic street individuals was identified in 2000.  The preliminary dispositions of this 
cohort after ten years are as follows, with more than half of these individuals now 
dead or in nursing homes:  

Deceased   50  (42 percent) 
Housed   43  (36 percent) 
Nursing Home   10    (8 percent)  
Streets        4    (4 percent)    
Shelter        3    (2 percent) 
Incarcerated         2    (2 percent)  

 Lost to Follow Up    7    (6 percent) 

 The Street Team cared for 968 patients in 6,507 visits in 2009. 

 Cervical and breast cancer screening are among the primary care measures for the 
active Street Panel: among eligible female patients, 53 percent had Pap smears, and 
22 percent had mammograms.  

 
Goals for Next Year 
 

 Refine the model of care needed to support the health, mental health, and 
psychosocial needs of formerly chronic street dwellers who are newly housed.   

 Complete a manuscript on the ten year prospective study of rough sleepers in 
Boston. 

 Increase BHCHP physician inpatient presence and presence in the ED. 

 Measure the impact of BMH on day surgery procedures for homeless patients at 
MGH. 

 Solicit patient input on how patients are experiencing the BHCHP and DMH 
Collaboration to Integrate Medical and Mental Health Services for Homeless 
Persons. 
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MGH Senior HealthWISE 
Barbara E. Moscowitz, MSW, LICSW Program Director 
 
Background 
 
Senior HealthWISE  (Wellness, Involvement, Support, Education) was designed to 
enhance the health and well being of seniors in Boston’s West End and Beacon Hill 
neighborhoods.  Chief components of HealthWISE include weekly Wellness Centers for 
residents of the Amy Lowell, Beacon House, and Blackstone by the three clinical 
members of the HealthWISE team.  Visits by residents to Wellness Centers include, but 
are not limited to:  

 Screenings: memory loss, blood pressure, blood glucose, depression 

 Adjustment: bereavement, functional changes due to illness, relationship challenges 

 Education and Resource Referral: Explanation of financial and insurance benefits, 
application for food stamps and appropriate resources, nutrition, medication, and 
exercise information 

 Acute Management: Chest pain, fall, wound, flu, fever, post hospitalization 
coordination, depression/suicidality 

 
Immediate goals are driven by requests of building management who discuss significant 
behavioral, community and health concerns (e.g. hoarding, depression, isolation, falls). 
Long term goals are determined by incident and trend analysis, and goals are to provide 
in depth evidence based programs in buildings to address needs. 
 
Program Activities 
 
In addition to the Wellness Center activities and programs provided in each building, 
educational and wellness programs for all older adults in the community are provided at 
no cost. They are designed to support socialization, exercise and health education, and 
include: 

 Monthly Hypertension Screenings at Hill House on Charles Street and the West End 
Library 

 Monthly Health and Wellness Lectures at MGH Campus  

 Monthly Exercise and lunch at The Clubs at Charles River Park 

 Monthly Tai Chi class at The Clubs at Charles River Park 

 Film Series: MGH campus 

 Monthly Community Newsletter 

 Flu Vaccine Program in three residences and in community sites 

 Monthly Book Discussion Group in collaboration with West End Public Library 
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New Developments in 2009 
 
Supportive Housing Initiative: Blackstone Building 
 
A collaboration with Boston Senior Homecare has created a cultural change in the 
Blackstone building.  The joint efforts of Senior HealthWISE social worker Cathy Smyth, 
and Senior Homecare Case Manager Laura Graham (who now spends three full days at 
the building), has led to further identification of individuals who require homecare, 
enhanced socialization of residents through craft projects, support groups, discussion 
hours, cooking classes, and afternoon teas.  The team has been able to identify 
previously ‘unseen’ residents who now benefit from visits to the Wellness Centers and 
home visits.  
 
Evidence-Based Health Programs  
 
The Senior HealthWISE team has actively embraced three programs supported by The 
Mass Department of Public Health and Executive Office of Elder Affairs: 

 My Life, My Health: Chronic Disease Self-Management 

 A Matter of Balance 

 Health Eating for Successful Living  
 
Each program is offered on a rotating basis throughout the Amy Lowell, Blackstone and 
Beacon House, and also provided at no cost to community members in the HealthWISE 
office at One Hawthorne Place. 
 
Currently, the programs are evaluated by subjective evaluations of attendees, however 
future goals include data collection as suggested by the program curricula. 
 
Tufts Foundation Grant: Healthy Aging 
 
Senior HealthWISE Wellness Nurse, has been awarded an $18,300 grant along with an 
MGH nurse.  The project title is " The Challenge of Recruitment: Innovative Fall Risk 
Screening to Recruit for a Fall Prevention Program".  It will include an interdisciplinary 
fall risk screening and Matter of Balance program in each of the three buildings 
throughout 2010. 
 
Benson Henry Partnership 
 
Senior HealthWISE has begun a new collaboration with the Benson-Henry Institute for 
Mind Body Medicine.  Together, we will offer a Mind-Body Program for Successful Aging 
in spring 2010.  
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Additionally, the two programs have joined to design a research project which will 
measure the effect of relaxation response in the senior population.  Grant applications 
have been submitted. 
 

Preventing and Reducing Violence 
 

Child Protection Program 
Susan Lipton, LICSW, Program Director 
Marcellina Mian, MD Medical Director (hired in 2009) 
Debra Drumm, LICSW 
Alice Newton MD 
 
The mission of the Child Protection Program 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 Program provides leadership in responding to issues of child abuse 
and neglect.  The program is staffed by a multidisciplinary team (the Team) which 
includes a program director, medical director, part time clinical social worker, and part 
time pediatrician.  Consultation from the Team is available to providers throughout 
MGH, 24 hours a day, seven days a week, to assist with the assessment and 
management of suspected cases of child maltreatment.  Requests for consultations 
come from Pediatrics, the Emergency Department, Obstetrics, HAVEN, Adult Medicine, 
Mental Health, MGH health centers in Charlestown, Chelsea and Revere, the West End 
Clinic, and other MGH and community providers.  

 
The Team works closely with many disciplines and departments within MGH, including 
physicians, nurses, clinical social workers, HAVEN advocates, psychiatrists, Police and 
Security, and attorneys.  In addition, the Team interfaces with and serves as a liaison to 
multiple community agencies including the Massachusetts Department of Children and 
Families (DCF), Suffolk County Children’s Advocacy Center, local police departments, 
district attorney offices, and the courts.  
 
In 2009, the Team participated in a variety of multidisciplinary interagency committees 
and community  agency activities including the Suffolk County Children’s Advocacy 
Center’s Case Review, Advisory Board, and Child to Child Sexual Abuse Task Force; 
Suffolk County Child Fatality Review Board; Statewide Shaken Baby Prevention 
Organization; provided medical consultation and review to the Massachusetts Sexual 
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Assault Nurse Examiner Program (SANE); trainings to the Massachusetts Department of 
Children and Families, and District Attorneys offices; and expert testimony to the Suffolk 
county DA. 
 
The Team has continued to provide interdisciplinary training to staff and community 
providers on the medical and psychosocial aspects of child maltreatment, in a variety of 
educational forums throughout MGH, and the community.  
 
Outreach and training to staff of all disciplines will continue to be a major priority for 
the Child Protection Program in the coming year.   
 
Program Outcomes 
 

 The Team provided consultations to clinicians in just over 800 possible cases of Child 
Abuse and Neglect. 

 Reports of suspected Child Abuse and Neglect were filed with the Massachusetts 
Department of Children and Families on behalf of children in approximately 40 percent of 
these cases. 

 

HAVEN 
Elizabeth Speakman, LICSW, Director 
Ann Daniels, MSW, PhD, Executive Director, Social Services Department 
 
Assessment 
 
Nationally, one in four women will be physically abused by an intimate partner in their 
lifetime, which impacts physical, emotional and mental health.  On average, four 
women are murdered in the United States each day by a current or former partner.  In 
2008, the Centers for Disease Control and Prevention reported that women experience 
two million injuries from intimate partner violence each year.  This violence can have 
lifelong consequences; one study found that women who have experienced domestic 
violence are 80 percent more likely to have a stroke and 70 percent more likely to have 
heart disease.  A 2003 study found that 44 percent of victims of domestic violence 
talked to someone about the abuse, with 37 percent of women talking to their health 
care provider. 
 
Background 
 
Recognizing the association between intimate relationships and health, the health care 
setting is an ideal place to provide services to survivors of intimate partner abuse (IPA).  
Thus, HAVEN (Helping Abuse & Violence End Now) Advocates are available at MGH 
Boston, as well as  the health care centers in Revere and Chelsea, to provide direct 
services to patients, employees, and community member survivors of IPA in addition to 
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providing training for providers.  The overarching goal of HAVEN is to increase general 
awareness and action around IPA as a health issue.   
 
Program effectiveness is measured through evaluation forms following provider 
trainings and client groups and a valid and reliable Client Feedback Form.  Strong 
community partnerships with legal, elder, child and other health care services are 
integral to HAVEN’s work. 
 
Program Activities  
 
Through a culturally diverse and linguistically appropriate array of supportive services, 
HAVEN provides counseling, advocacy, support groups, workshops and accompaniment 
to survivors of IPA, beginning in adolescence through later life.  HAVEN helps connect 
survivors to needed services, provides information and referrals relating to the legal 
aspects of domestic violence and accompanies survivors to health care, legal, or other 
appointments.  HAVEN groups are available in Spanish at MGH Chelsea and in English at 
MGH Revere and MGH Boston.  HAVEN also provides training, consultation, and policy 
advice to providers at MGH.  In 2009 HAVEN trained social workers, physicians, nurses, 
support staff and community members, among others, to screen for and recognize signs 
of IPA in the health care setting.  In the academic year 2009-2010, HAVEN has a Masters 
in Women’s Health intern 16 hours a week from Suffolk University.  
 
In 2009: 

 HAVEN received 377 referrals, 43 percent from MGH Boston, 17 percent from MGH 
Chelsea, 10 percent from MGH Revere and 19 percent from the community  

 75 percent of clients had children   

 95 percent reported emotional abuse, 78 percent reported physical abuse, 26 
percent reported sexual abuse 

 32 percent of clients reported that the abusive partner made threats to kill client 

 HAVEN provided services to 665 unique clients. HAVEN advocates provided 4,313 
client-specific activities and 1,890 in person individual sessions with clients 

 A HAVEN Advocate met with 29 adolescents at the Revere Adolescent Health Clinic 
 
New Developments 
 

 HAVEN formed a collaboration with a local non profit, Regaining One's Self Esteem 
(ROSE) which helps survivors receive corrective medical and dental procedures and 
surgeries for IPA related injuries.  HAVEN and ROSE have established an agreement 
in which MGH will provide ten free surgeries a year for two years.  

 The HAVEN director presented on using mindfulness strategies with IPA survivors at 
a national conference on health and IPA.  

 HAVEN is continuing research on the impacts of cancer on abuse in relationships. 
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 HAVEN has also reestablished the robust adolescent programming in Revere this 
year, including coordinating a healthy relationships task force, co-facilitating a group 
for girls at Seacoast High School and talking with girls about healthy relationships at 
the MGH Adolescent Health Center.  

 HAVEN is also undergoing a quality improvement assessment by soliciting feedback 
on services from providers. 

 
Program Outcomes 
 
HAVEN has been utilizing a Client Feedback Form (CFF) to collect information from its 
clients about the effectiveness of advocacy and counseling with the program with the 
following results: 

 Ninety-five percent of clients surveyed said that their understanding of partner 
abuse was better 

 Eighty-seven percent reported that their personal safety was better after a series of 
meetings with an Advocate 

 Seventy-six percent of clients report they feel better about themselves overall 

 Fifty-eight percent said their physical health was better after being connected with a 
HAVEN Advocate 

 Forty-two percent reported their housing situation was better and the same amount 
felt better about their finances and work, which is remarkable given the very difficult 
economic times of the past year  

 
Goals for Next Year 
 
HAVEN’s goals for the coming year include developing and launching a comprehensive 
website for patients, providers and community members.  The website will have 
educational material on IPA and HAVEN program information.  Over the next year, 
HAVEN will continue its quality improvement assessment through focus groups and 
surveys with providers.  HAVEN will also develop and implement an advanced training in 
IPA for the MGH Social Services Department.  
 

MGH HealthCare Center Communities  
 

Assessment 
 
CCHI conducted community health assessments in Chelsea, Revere, and Charlestown in 
the winter of 2008 and early 2009.  Both primary and secondary data sources were used 
in order to produce a comprehensive report on the leading health issues facing each 
community.  Data were collected from MassCHIP, the Massachusetts Department of 
Public Health’s internet-accessible data warehouse, and meetings with MGH Unit Chiefs, 
members of the board of health, and key community stakeholders were held.  In 
addition, an eleven-item survey was sent to all health center staff, many of whom are 
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local residents, to determine priority health needs.  The results were compiled and 
analyzed with the community.  The issues outlined below resulted from this and 
previous assessments. 
 

Charlestown  
Lorenzo Lewis, MD, Medical Director, MGH Charlestown 
Peggy Carolan-Bolognese, Administrative Director, MGH Charlestown 
 
Background  
 
In 1968, MGH worked with the City of Boston’s Department of Health and Hospitals, 
Harvard Medical School and community partners to develop one of the first licensed 
multidisciplinary community health centers, known today as the MGH Charlestown 
HealthCare Center.   
 
In 2009, MGH Charlestown provided comprehensive services to 9,000 people in 
approximately 56,000 visits.  Charlestown, with 16,000 residents has the greatest range 
in income and socioeconomic status of all Boston neighborhoods.  Its rates of heart 
disease, diabetes, breast cancer, and substance abuse are higher than other Boston 
neighborhoods.  MGH Charlestown’s community health improvement goals include 
preventing and reducing substance abuse, while improving mental health, health 
education, and physical fitness.  
 
Goal 1.  Preventing and Reducing Substance Abuse in Charlestown 

 
Charlestown Substance Abuse Coalition 
Beth Rosenshein, MSW, Director 
 

In 2002, rates of substance abuse-related hospitalizations and drug-related deaths 
among residents were 50 percent higher in Charlestown than in Boston overall.  In 2004, 
the majority (70 percent) of Charlestown admissions to publicly-funded treatment 
facilities were for heroin and other opiates, compared to 50 percent for Boston.  In 
2003, Boston Emergency Medical Services reported 49 calls from Charlestown related to 
heroin overdose, more than any other Boston neighborhood.  The community 
approached MGH and asked for help.  As a result, the Charlestown Substance Abuse 
Coalition was formed with the following mission. 
  

“We are a community-based Coalition of residents businesses, organizations, 
professionals, and advocates who work together to reduce substance abuse 
among youth, adults, and families. Through a unified collaborative approach, 
we utilize existing community resources, organize programs to respond to 
identified needs and harness the energy and commitment of all to provide a 
safe, healthy environment in Charlestown.”  
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The coalition works to achieve reduce substance abuse by changing community norms 
and attitudes, decreasing the supply of drugs through increased law enforcement, 
increasing treatment availability and risk reduction efforts, and through primary 
prevention within the schools. 
 
Program Activities 
 
CSAC focused on the objectives below in 2009: 

 Increase access to and resources for successful treatment and recovery from 
substance abuse for Charlestown residents and families afflicted with addiction, 
and reduce risks and harm of active substance use through education and 
information dissemination. The State Incentive Grant, MassCall 2, awarded to 
CSAC from the Massachusetts Department of Public Health in collaboration with 
the Boston Public Health Commission, is now in its second year.  The initiative’s 
objectives are to reduce and prevent unintentional fatal and non-fatal opioid 
overdoses among community residents.  CSAC’s strategies focus on treatment 
accessibility and risk reduction for those at highest risk of opiate overdoses.  The 
focus is on those who experience a change in tolerance levels (due to, for 
example, detox or incarceration) of opioids and are at risk for relapse.  Through 
this initiative the coalition created a program called “CORE Network,” and hired 
a community health worker in May.  The community health worker’s role is to 
connect the target population or their family members to a continuum of care 
for treatment and other recovery support services, and to  provide  education 
and information about overdose risks and reversals.  MGH Charlestown 
HealthCare Center provided a psycho-educational “Family Support” Group this 
year conducted by two MGH substance abuse clinicians, financed by the 
coalition through a grant from the Boston Alliance for Community Health. 

   Strengthen protective factors and decrease risk factors for families, youth, and 
young adults through education, prevention, and intervention strategies. Utilize 
best practice and evidence-based programming to increase primary prevention 
and secondary intervention efforts for youth and families in the community.  
CSAC is in its fourth year of the Drug Free Communities Grant from the 
Substance Abuse and Mental Health Services Administration, focusing on youth 
and prevention.  The grant has allowed the Coalition to implement evidence-
based prevention curricula for students at two local middle schools. The AllStars 
program is conducted yearly with all fifth graders at the Warren Prescott 
Elementary School and is in its third year of implementation.  The LifeSkills 
curriculum, in its first year of full programming, reached all sixth and seventh 
graders at the Warren Prescott School, as well as, an entire eighth grade health 
education class at the Edwards Middle School.  Local youth workers, health 
educators, and teachers are trained and supported to teach in the classroom. 
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In accordance with the required collection of Core Measurements for the Drug Free 
Communities Grant from the Substance Abuse and Mental Health Services 
Administration, the Coalition created a Youth Health Survey.  The survey was created 
with the intent of collecting self reports from middle school youth that will help identify 
substance use as well as many risk and protective factors affecting a youth’s ability to 
succeed in school and propensity for risky behaviors.  The survey is administered to 
sixth, seventh and eighth graders in two local public middle schools.  The survey has 
been administered twice, once in spring 2007 with 392 students, (104 of which were 
Charlestown residents) and 375 (122 Charlestown residents) students completed the 
survey again in Spring 2009. 
 
New Developments 
  

 The Parent to Parent project, funded by a grant from NIDA received by Dr. Sarah 
Lord, NDRI, is working with the coalition to assess parental needs for enhanced 
communication with their teens.  In year two, an interactive training site for 
Charlestown parents will be launched.  

 The Service To Science Grant provides the Coalition with resources to enhance the 
evaluation capacity of the coalition in two ways.  The “Efforts to Outcomes” data 
base system will be designed and integrated into the Mass Call 2 initiative.  Second, 
an advisory board will identify data to monitor regularly, tracking progress and 
coalition impact.  

 
Program Outcomes 
 
(All data by the Massachusetts Department of Public Health and the Boston Public 
Health Commission.) 
 
Emergency Medical Service responses to heroin overdose calls in Charlestown declined 
17.7 percent between CY2003 and FY2006, as rates for Boston rose by 29 percent. 
Between calendar years 2002 and 2005, Charlestown’s drug abuse mortality rates 
decreased by 41 percent from 63.8 to 37.7 (deaths per 100,000) and dropped again in 
2007 to 32.4 according BPHC reports.   
 
Goals for Next Year 
 
In 2010, the Coalition plans to review and renew its strategic plan and using each step of 
the Substance Abuse and Mental Health Services Administration’s Strategic Prevention 
Framework.  The Coalition will also prepare an action and implementation plan, as well 
as, a sustainability plan and logic model.  The Coalition will also create “dashboard” of 
key data indicators to monitor progress.   
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MGH Charlestown Addiction Services 
  
Suboxone Services 
Mark Eisenberg, MD, Adult Medicine, Unit Chief  
William Schmitt, MD, Adult Medicine, Suboxone provider 
James Morrill, MD, Adult Medicine, Suboxone Provider 
Sarah Merin, LICSW, Social Work Clinician 
  
In 2004, the Health Center’s Chief of Adult Medicine responded to growing trends of 
opiate-addicted patients by becoming a certified primary care prescriber of Suboxone. 
Shortly thereafter, resources for a substance abuse clinician at the Health Center, 
associated with the MGH West End Clinic, were committed to the team.  
 
Unlike methadone, Suboxone can be prescribed by primary care physicians who 
undergo a special FDA approved training course.  Today there are seven certified 
Suboxone prescribers in the unit, all who work closely with clinical mental health staff to 
provide assessment and psychotherapy for substance-using patients.  The Suboxone 
program at the Charlestown Health Center currently provides Suboxone treatment, as 
well as, therapeutic and support services to 70-80 patients per calendar year. 
 
Satellite Mental Health and Substance Abuse Counseling 
76 Monument Street Counseling Center, “The Center @76” 
Rick Hall, ACSW, LICSW, LADC-I, Clinical Director 
 
Background 
 
MGH Charlestown HealthCare Center opened a mental health and substance abuse 
satellite clinic in 2004 within the Bunker Hill Housing development operated by the 
Boston Housing Authority.  The center maintains close connections with the mental 
health and primary care units of the Charlestown HealthCare Center, the Center for 
Addiction Medicine at MGH (including the West End Clinic and the Addiction Recovery 
Management Service [ARMS], as well as, other community social service agencies. 
Currently, the center provides clinical services to approximately 120 patients, and 
individual and group therapy are offered on-site.  Center clinicians have increasingly 
become a primary referral source and access point for Charlestown residents to connect 
with MGH’s hospital based addiction resources, increasing the likelihood that 
Charlestown patients access MGH Addiction Services. 
 
New Developments  
 
Services have expanded at the satellite and health center in the past year, including the 
addition of a full time social worker, and a bi-lingual social work clinician who splits time 
between the Health Center and Monument Street.  Added services also include new 
group work.  Clinicians conducted two rounds of the “Parent/ Family support group” at 
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the health center.  The curriculum is based on a psycho-education model used by the 
Addiction Recovery Management Service (ARMS) program.  Additionally work has been 
done on establishing groups at the satellite, including the best practice program, 
“Seeking Safety”. 
 
Goal 2:  Health Education  
 
The Roger Sweet Patient and Family Learning Center 
Eileen McAdams, Nurse Practitioner 
 
In response to statistics from the Boston Public Health Commission’s “Health of Boston 
Report” (2008) concerning growing rates of diabetes, childhood obesity, and other 
chronic illness, the Charlestown Health Center expanded health education and founded 
the Roger Sweet Patient and Family Learning Center.  The Center is staffed by a 30-hour 
nurse practitioner, two full time interpreter/outreach workers, and a part time 
emergency preparedness community coordinator. 
 
The Learning Center provided on site education and drop-in hours for individual patient 
information encounters.  Over 200 scheduled individual teaching appointments were 
offered with our health educator; these were for disease management and health 
promotion activities.  The target audience is provider-referred or self-referred patients 
or community members with unmet health education needs.  The volume of referrals 
has expanded over the last year.  
 
Group health education offerings at the Learning Center have included the following:   

 “Living with Diabetes” group classes - The groups help diabetics set measurable 
goals regarding diet, exercise, monitoring, and medication compliance.  All 
participants completing the four week series have demonstrated measurable 
improvement in working towards goals. Cooking classes for diabetics and their 
family members, taught by our certified diabetic educator and nutritionist.  
Attendance averaged five participants per class. The target audience for this new 
program was diabetics with unhealthy cooking habits.  An informal education 
setting, and social peer reinforcement, helped make these classes effective.  
Informal feedback was all positive.  The goal will be to offer again in Spring 
2010.Teen “Health Corps” has been a collaborative effort with the community-
based “Mission Safe” and other teen organizations.  This weekly class held during 
the school semesters helped educate teens in leadership and advocacy skills. 
Participants presented to their peers on topics included flu prevention, healthy diet, 
physical activity, and stress reduction.  Providers from the Health Center and 
students from the MGH Institute of Health Professions presented on a variety of 
other health topics based on teen survey distributed at the beginning of each 
semester.  
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The Learning Center staff coordinated a monthly health education program on Boston 
Neighborhood Network Cable Access Television, in an effort to bring health education 
and information into people’s homes.  Presentations are part of “Charlestown Live”, a 
weekly series that focuses on events pertinent to the Charlestown community.  Topics in 
2009 included: oral health, starting an exercise program, resources for autism, smoking 
cessation, prevention of teen substance abuse, keeping your bones healthy, domestic 
violence, flu prevention and treatment, healthy eating and nutrition resources, health 
literacy, updates from the health center, and emergency preparedness for the 
Charlestown community.  Viewers are invited to come to the learning center for 
additional resources or questions. 
 
Flu prevention and education were a focal educational effort for the Fall of 2009. 
Educational sessions were held at the Health Center, elderly housing, schools, housing 
developments, sports centers, adult education sites, the public library, and off-site flu 
clinics.  This represented a new comprehensive community-wide teaching endeavor; it 
involved newspaper articles, “Charlestown Live” cable TV, and posters distributed to 
local schools and businesses.  
 
Ongoing community education on Emergency Preparedness was a focus for 2009.  A 
new ten hour position for a staff nurse acting as Emergency Community Coordinator 
was created.  Weekly sessions were conducted for 5th graders at the Warren Prescott 
School on personal, family, and community preparedness.  
 
The Health Center participated in the City of Boston Emergency Preparedness Day in 
Charlestown; over 500 community members attended.  An Emergency Preparedness 
roundtable was hosted at the Health Center, with Dr. Barbara Ferrer, Executive Director 
of the Boston Public Health Commission making a presentation on Flu readiness.  Health 
Center staff was trained on peer exercises and on the Health and Homeland Alert 
Network (HHAN) to promote rapid communication, coordination and planning during 
emergency events. 
 
Two ten week series of supervised “walking club” were offered to the Charlestown 
community.  A staff Physical Therapist taught warm up exercises and the importance of 
stretching.  Pedometers and T-shirts were distributed to approximately 15 participants 
each session. 
 
Statistics from the Boston Housing authority noted a growing Somali population in 
Charlestown.  Based on this data, a Somali outreach worker was hired for a three month 
pilot in 2009, who conducted educational sessions for staff on Somali culture; assessed 
health needs of Somali residents; held health education sessions on diet, hypertension, 
elder resources, diabetes prevention, emergency preparation, and preparing for a 
medical appointment.  An average of six people attended each class.  Somali community 
members were invited to tour the Health Center and many residents made connections 
with primary care services.  
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Oral health was another focus for 2009, based on the results of a survey on access to 
care.  Dr. Jennifer Magee held an on-site presentation on oral health resources, and a 
Cable television presentation on “Charlestown Live.”  Dental resource lists and 
toothbrushes were distributed to patients.  “Kool Smiles” Dental Hygienists were invited 
to the Warren Prescott School to help with dental education, and an article was 
published on the importance of dental care in the local paper. 
 
Monthly elderly health topics are presented at the local assisted-living center.  This one-
hour interactive discussion is usually attended by 20 elders; at each session an informal 
poll on topics of interest is conducted in order to choose topics for the next session.  
 
Staff interpreters continue to provide on-site and phone interpreter services. The health 
center has trained all staff on the referral process for interpreter services, and on how 
to access on-call interpreter services via a contracted phone service.  In 2009 our on-site 
staff interpreted for 960 sessions face-to-face, in addition to participating in 1,203 
telephone interpreting sessions. 
 
Goal 3: Physical Activity for Youth 
 
Northeastern University Sport In Society 
Linda Keefe, Executive Director 
Steven Tower, Director, Health Connection 
  
Background 
 
In 2006, Sport In Society partnered with MGH Charlestown Health Center, with support 
of MGH’s Center for Community Health Improvement, and established the Charlestown 
site of the Health Connection Program.  In 2009, Charlestown’s Health Connection 
implemented :  

  A referral resource within the Health Center for doctors and mental health 
specialists  

 A feeder system to the existing sport and activities within the community 

 Programs that institute the Fitz Urban Youth Sports Health Connection curriculum 
 
Program Activities 
 
Health Connection offers an obesity intervention program that focuses on lifestyle 
change, rather than weight loss as a primary goal.  The program has four focus areas: 
physical activity, nutritional education, medical supervision, and community 
involvement.  Participants are referred by their pediatricians. 
  
The Health Center’s pediatricians and Child and Family Mental Health Team identify 
individual children who suffer from obesity, poor nutrition, and/or low physical activity, 
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and who are most at risk for developing chronic diseases such as Type 2 diabetes. 
Through Health Connection each identified youth has a program designed to fit his/her 
individual needs and resources.  Standard practice includes; conducting baseline needs 
assessments, body mass index and identifying risk factors for disease.  Then a plan is 
designed for the youth and their family that incorporates physical activity, family 
engagement, nutrition education and practice.  Activities are constructed based on 
individual need, familial strengths and community resources. 
 
The participants are physically active for at least an hour a day, two days a week, receive 
a healthy snack each day, and once a week have a nutrition lesson on DVD.  The 
nutrition program named Ditch It and Switch It is innovative, colorful, fun and 
interesting.  It provides educational videos and materials which were developed for 
children between the ages of eight and 12, providing them with an eight week 
curriculum about the benefits of good nutrition and activity, and easy effective ways to 
achieve them.  

 Karate in the park targets youth ages 8 – 14 and hosts 25 youth per class for eight 
weeks.  The benefits learned from this sport and art are immense and include 
respect, confidence, control of oneself, and humility.  The physical conditioning 
alone counteracts physical deterioration, increases flexibility, relieves stress, and 
helps counter weight problems.  All vital muscle groups are strengthened and toned 
including the heart.  Self-esteem is achieved by feeling good about your 
accomplishments.  Students are encouraged to do their best every step of the way. 

 Introduction to Surfing not only provides two full weeks of professional surf classes 
in July, but also provides health and nutrition classes at the Charlestown Community 
Center in conjunction with the Surf principles.  Fifteen inner city youth develop an 
increased understanding of the ocean and complex dynamics that underlie the sport 
of surfing.  The interrelationship between physical activity and personal aesthetics 
are explored through surfing and related activities.  

 The Fitz Basketball Academy began in January 2009 with the goal of providing a free 
basketball camp taught by qualified instructors with a “drug awareness” and 
“developing healthy habits” curriculum.  A collaboration between Boston Centers for 
Youth and Families and Emmanuel College Athletics made this possible.  The 
program for boys and girls, ages 12 to 16, ran at the gym at the Charlestown 
Community Center, every Monday night through May.  This program will run 
annually free of charge to the kids of Charlestown.  Each child received drug 
awareness presentations and nutritional education during the program along with 
basketball skill development. 

 Cal Ripken Foundation Training.  Facilitated and delivered training based on the Cal 
Ripken Foundation grant to over 160 youths in Charlestown.  Cal Ripken Foundations 
curriculum is designed to teach the importance of choosing a healthy lifestyle, and 
making smart and productive decisions in their young lives.   

 Little League Health Development program has been established between the 
Charlestown Little League and Fitz Urban Youth Sports Health Connection to 
implement the health component to all Charlestown Little League members.  All 
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players (280) receive nutrition and exercise guidelines and principles from Health 
Connection.  

 Monday Night Boxing is a program emphasizing life skills and health.  Recognizing 
that every child is unique, and might be interested in unconventional sports, boxing 
was another way to engage more youths in physical activity.  Through this program 
they also develop skills for life and learn valuable lessons about character, 
teamwork, leadership, and compassion. 

 
Program Outcomes  
 
Since the inception of the program over 300 youth ages 8 to12 were referred by the 
pediatrics and mental health units.  An additional 400 youth ages 6 to16 were served 
through community based programming and collaborations such as Karate, Boxing, 
Surfing, “The Summer Sports Challenge”, “The Fitz Basketball Academy,” and this past 
summer’s “Pool Games”.  In 2009, the individual case management program continued 
work with 225 at risk youth between the ages of 8 to 12 who had 95 percent Body Mass 
Index rates, and who were identified and referred by MGH Health Center pediatricians. 
 
Goal 4: Serving Youth on the Autism Spectrum 
 
YouthCare 2010 
Scott McLeod, PhD, Executive Director 
 
Assessment 
 
Autism Spectrum Disorders (ASD) are a group of developmental disabilities that can 
cause significant social, communication and behavioral challenges.  The Centers for 
Disease Control estimates that an average of one in 150 children in the U.S have an 
ASD.    
 
Background  
 
YouthCare serves children and teens ages 5 to19 with Asperger's Syndrome, High 
Functioning Autism and related challenges.  YouthCare’s goal is to help these children 
develop the social skills necessary for success at home, in school, and beyond. 
YouthCare serves 230 children through its therapeutic after school program, summer 
day camp programs, teen programs, social skill groups, parenting support, and through 
its school-based trainings and consultations.  YouthCare services focus on children's 
social and behavioral needs, and collaborates with community service providers such as 
teachers, professionals, and parents.   
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Program Activities 
 
Social Competence-Social Skills Groups. YouthCare’s groups serve approximately 35 
children per year and focus on the development of the social competence, social 
thinking, and social pragmatic skills necessary to foster and support social success. 
YouthCare’s groups address the needs of children, adolescents, and young adults with 
social interpersonal and social communication challenges.  Groups meet for one hour 
per week throughout the academic school year.  Sample areas of target skills include 
nonverbal communication, conversation skills, play skills, emotional regulation, self-
management, and social problem solving.  A typical session includes stress and anxiety 
management strategies, directed instruction and discussion of targeted skills, practice of 
skills through a planned activity (project, role playing, video analysis, etc.), and a 
discussion/snack time. 
 
YouthCare Summer Camp. YouthCare Summer Camp is a seven week therapeutic day 
camp that serves 100 children with autism spectrum disorders.  Through carefully 
structured and fun activities, the program helps children to develop social, group, and 
executive function skills.  Activities take place in small groups with a high staff to child 
ratio, which allows staff to provide individualized social coaching and support to 
children. Each camp day consists of recreational activities, as well as, therapeutic 
interventions.  Activities include swimming, hiking, boating, arts and crafts, music, 
games, field trips and much more.  Therapeutic interventions include: daily social 
thinking/pragmatics instruction; social coaching in naturalistic settings; skill-based 
learning; cognitive-behavioral approach; sensory informed programming; 
developmental approach; collaborative/team focus; problem solving skills; and 
strengths-based whole child approach.  The camp is offered in Charlestown (36 slots) 
and in Westwood (66 slots).  Financial aid is provided to at least 50 percent of the 
children who attend camp at the Charlestown site. 
 
Transitions Programs For Teens. YouthCare Transitions is designed to support teenagers 
as they develop into responsible and independent young adults.  The program focuses 
on development of self-awareness, social thinking skills, and life skills including career 
and postsecondary exploration.  Based on the premise that youth learn best through 
“real-life” experiences, the key component of each Transitions Program is community-
based education.  Through these experiences, teens have the opportunity to regularly 
practice daily living skills in natural environments with the support of talented and 
highly trained staff.  Transitions currently offer four programs and will serve 75 teens 
this year: 

 Saturday Explorations: Fall and Spring 

 TV Dinner on Tuesdays: Spring 

 Summer Career Development 

 Summer Explorations 
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Consultations and Professional Training. Increasingly public school systems and 
agencies are asked to meet the diverse and complex needs of children with social, 
neurological, learning and behavioral challenges.  YouthCare collaborates closely with 
these organizations to design, implement and develop effective interventions.  
Consultations to schools involve a team-based approach centering on academics, 
socialization, behavior and communication for individual students or classrooms. 
District-wide consultations provide a systemic analysis of service delivery to children 
with social-cognitive deficits.  Currently, YouthCare is working with 15 school systems in 
the Boston metropolitan area.  YouthCare also provides a variety of professional 
development workshops and training. 

 
Program Outcomes 
  
YouthCare is submitting for research approval a study on its summer program and on 
use of new interventions such as the development of a new application for the iTouch to 
assist children and teens in the management of their mood and sensory challenges.  
YouthCare team member Al Cotugno published a book Group Interventions for Children 
with Autism Spectrum Disorders: A Focus on Social Competency and Social Skills by Al 
Cotugno.  
 
YouthCare has also committed to regular customer satisfaction surveys for each of its 
programs.  As a result of an outside review of its internal practices by a management 
consulting firm, YouthCare has developed an internal “Scorecard” to monitor 
effectiveness of its ability to stay on track with its mission and vision. 
 
Goals for Next Year  
 
In the upcoming year, YouthCare will expand the number of children served and 
improve programming.  For example, our Teen Director is in the process of articulating 
specific transitional trajectories from high school to the next level of school (college, 
vocational training, or jobs) for teens on the autism spectrum.  YouthCare is also 
planning to meet the potential demand to train other programs in its methods. 
 

Chelsea 

Dean Xerras, MD, Medical Director, MGH Chelsea 
Jeannette McWilliams, Administrative Director, MGH Chelsea  
Sarah Abernethy Oo, MSW, Director, Community Health Improvement 
 
Background and Assessment 
 
Chelsea is a dense and diverse community located two miles north of Boston and has 
long been a gateway city for immigrants and refugees.  In the past decade, Chelsea has 
become home to refugees fleeing countries devastated by war and poverty including 
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Bosnia, Somalia, Afghanistan, Iraq, Northern and Western Africa, and countries in 
Central America.  Latinos comprise more than 48 percent of the population, and 81 
percent of Chelsea public school students.  (U.S. Census, 2000, Mass. Department of 
Education, 2008).  Just over 58 percent of residents speak a language other than English, 
and nearly 44 percent of residents speak Spanish (U.S. Census, 2000).  
 
Poverty levels are more than twice the statewide average and roughly 40 percent have 
less than a high school education.  More than 27 percent of Chelsea households survive 
on one of the lowest per capita incomes ($14,628) in the state, ranking Chelsea 349th 
for income out of all 351 Massachusetts municipalities.  In 2005–2006 Chelsea had high 
preventable hospitalizations rates at 21.9 compared to 19.1 in the state and mortality 
rates for heart disease, diabetes and stroke were all significantly higher than the state, 
including higher rates for Blacks and Hispanics.  In addition, in 2003-2005 Chelsea had a 
very high violent injury rate at 98.8, more than triple the state rate of 32.7.   
 
Chelsea Community Health Improvement Goals 
 
Since 1996, the Center for Community Health Improvement has collaborated with 
community partners in Chelsea to design and implement numerous programs with 
the following four primary goals: 

 To prevent and reduce family, intimate partner, and community violence  

 To improve access to health care and health status for all residents of Chelsea, 
including newly arrived immigrants and refugees who may face language and 
cultural barriers to seeking care 

 To reduce racial and ethnic disparities in health care among those receiving care at 
MGH Chelsea 

 To promote healthy living in the Chelsea community at large by targeting the social 
and environmental root causes of food insecurity, physical inactivity, obesity and 
overweight. 

 
Community based health care in Chelsea is delivered through the MGH Chelsea 
HealthCare Center (MGH Chelsea), which in 2009 provided comprehensive primary 
and specialty health care services to nearly 28,000 individuals in close to 150,000 
visits.  As a result of the 1996 assessment, MGH Chelsea established a Community 
Health Improvement team to reduce the impact of violence – especially on children - 
increase access to health care, and reduce disparities in health status.  Today, this 
team has grown to over 30 outreach workers and community health specialists who 
implement 25 programs.  The team relies on strong working partnerships with every 
unit in the health center and among community partners to accomplish its goals.  
Following the community health assessment process in 2009, building a community-
based coalition to mitigate the root causes of food insecurity, physical inactivity, 
obesity and overweight was added as the fourth goal. 
 
Goal 1: Reducing the Impact of Family and Community Violence 
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Police Action Counseling Team (PACT) 
Georgia Green, LICSW, MGH Chelsea   
Brian Kyes, Chelsea Chief of Police  
 
Youth and family violence emerged as the main area of concern for the community 
during the initial health assessment process completed by CCHI in 1996.  Chelsea has 
the second highest rate of child abuse and child neglect reports in Massachusetts (DSS, 
2000), and violence-related injuries are six times the statewide rate (MA Department of 
Public Health, 2000).   
 
The Police Action Counseling Team (PACT), founded in 1998, aims to reduce the 
immediate impact of trauma on children who witness or have been victims of violence.  
PACT is a partnership between MGH Chelsea and the Chelsea Police Department.  PACT 
clinical social workers are available by beeper 24 hours a day, seven days a week for 
immediate on-the-scene response to 911 calls when children are present.  Once police 
officers establish physical safety, MGH social workers provide on-site developmentally 
appropriate interventions to help children to express their feelings and concerns, and to 
benefit from psycho-education around managing symptoms of trauma.  The team 
assists child victims and their families in availing themselves of constructive means to 
reestablish stability after a traumatic event.    
 
The goals of the program are to facilitate the healing process and to strengthen the 
resiliency of children.  Ultimately, PACT seeks to reduce the effects of witnessing 
violence on a child's ongoing development and to interrupt the cycle of family violence.   
 
Program Activities 

 PACT collaborated with police administrative staff to design and co-present officer 
training sessions on the topics of police suicide and death notification. 

 PACT participated in the “Cultural Orientation to the Newcomer,” a mandatory 
training session for all police officers as part of their annual Northeast Reserve Police 
Institute (NERPI) training.  The session was presented by Carrie Nedzipovik, 
Newcomer Advocate from the Newcomer Program and Officer Edwin Hernandez of 
the Chelsea Police Department, funded by MGH. 

 PACT provided training to MGH psychology and social work interns and encouraged 
them to ride along with police officers as part of their training experience.  

 PACT provided program orientation to MGH psychiatry residents and to Harvard 
medical students during their rotations in Psychiatry and Pediatrics, also offering 
them opportunities to ride along with officers and in some cases attend PACT 
meetings. 

 PACT provided training to police officers new to the department, as part of their 
orientation.         
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Program Outcomes 
 
Since the program began in 1998, PACT has provided services to 829 families including 
1,647 children. 

 In FY2009, 315 cases involving 488 children and 263 adult victims were identified by 
the Chelsea Police and referred to PACT for consultation.  

 Of the 315 total cases, 53 percent (167) were domestic violence-related reflecting 
the high prevalence of domestic violence in Chelsea. 

 In 2009, PACT clinicians met personally with 59 families. Of these cases: 

 118 children were involved, 85 percent of whom had witnessed violence (100 
children) 

 47 percent of cases involved the issuing of restraining orders (28 cases involving 
38 restraining orders total, including 24 emergency restraining orders)    

 61 percent involved filing 51-As (36 cases), with PACT clinicians directly 
facilitating eight of them  

 PACT clinicians also reached out to 83 families via phone consultation and follow-up.  

 The remaining 173 families were unable to be contacted for direct outreach, and 
were left messages or sent pamphlets.     

 
Goals for Next Year 
 
In 2010, the PACT team will continue to strengthen their current training sessions with 
police and (on an as needed basis) also provide Community Health Improvement staff 
with information on violence awareness, intervention and services.  Program staff 
intend to write about program interventions as they support improved clinical 
outcomes.  PACT plans to continue to collaborate with police and the DA’s office in 
providing immediate intervention and ongoing care to families and child victims of 
sexual assault.    
Chelsea Visiting Moms Program   
Fadumo Hirsi, Visiting Mom 
Rosa Mojica, Visiting Mom 
Tania Soares, Visiting Mom 
Amal Ali, Visiting Mom 
 
The Visiting Moms program was formed in response to the fact that Chelsea has the 
second highest rate of child abuse and child neglect reports in Massachusetts (DSS, 
2000).  The Visiting Moms (VM) program provides home visitors to high-risk immigrant 
and refugee new mothers who receive care at MGH Chelsea.  The program strives to 
help families achieve stability in order to enable healthy long-term outcomes for the 
child, the mother, and the family, and to reduce abuse and neglect.   
 
The Visiting Moms serve as role models, demonstrating ways to adapt to a new country 
and culture and to nurture and bond with their children.  Over time, the Visiting Moms 
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hope to reduce isolation and increase confidence of mothers in their ability to parent.  
The Visiting Moms represent many cultures and speak many languages themselves 
(Spanish, Portuguese, Somali, Swahili and Arabic).  Providing support from a similar 
cultural context has proven invaluable as many new refugees and immigrant mothers 
are isolated from their support systems back in their home countries.   
 
Since the Visiting Moms Program began in 2002, 178 patient cases have been opened, 
with almost 40 mothers currently enrolled in services.  Approximately 48 percent of the 
women are new mothers and many of the children of the remaining women remain in 
their home countries with relatives.   
 
Program Activities 

 The Visiting Moms were successful in strengthening their relationship with Cradles 
to Crayons which enables patients to receive needed baby clothes and equipment 
that they otherwise could not afford. 

 There is a high demand for Visiting Moms program services and there is now an 
active waiting list of patients referred by Mental Health and Pediatric providers. 

 The Visiting Moms have a continuous, strong partnership with Raising a Reader and 
serve as volunteer readers to young preschool children. 

 The Visiting Moms held a training series with Jewish Family and Children Services 
(JFCS) on key components of the role of a Visiting Mom. 

 Some of the mothers and children were featured with their Visiting Moms in a 
professional photography session for display at the MGH main campus. 

 
Program Outcomes 
 

 Over the past year, the Visiting Moms have had over 1,416 encounters 

 The program worked with a total of 59 mothers, babies, and families 

 The program averaged 24 home visits per client 
 
Goals for Next Year 
 
The goals for 2010 include increasing the Visiting Moms skill development through 
further training or seminars in child development, stress management (these skills that 
they will pass on directly to their patients) and personal safety while home visiting.  The 
Visiting Moms also hope to establish new partnerships with community based 
organizations that help to provide integrated services for new mothers.   
 

Acknowledgment 
Amal Ali was a Visiting Mom for five rewarding years before her sudden illness and 
death in the summer of 2009.  Amal was born in Sudan, spoke Arabic and English 

and was an indispensable advocate and caretaker for her patients.  Herself a 
mother of four children and a devoted wife and daughter, she will be deeply 

missed by her colleagues and her patients. 
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Goal 2: Improving Access to Health Care 
 
Medical Interpreter and Community Health Worker Services 
Anna Spiro, Russian MI/CHW and Services Manager 
 
The Medical Interpreter/Community Health Worker Services (MI/CHW) provide quality 
language services to all MGH Chelsea patients who have limited English proficiency 
(LEP), by reducing language and cultural barriers to health care.  Nearly 50 percent of 
Chelsea population has limited proficiency in English and 51.4 percent of Chelsea 
residents were born outside of the United States. 
 
Staff members are both trained medical interpreters (MIs) and community health 
workers (CHWs), which allows them to facilitate accurate communication between LEP 
patients and health care providers, as well as, to advocate for patients whenever 
necessary and to help them navigate the healthcare system.  Staff provide on-site 
interpretation and community health services for patients who speak Spanish, 
Portuguese, Dari, Farsi, Russian, Arabic, Serbo-Croatian, Bosnian, French, Somali, and 
May Maay.  On-call interpreters are hired as needed for other languages, including 
American Sign Language, which accounts for over a quarter of all on-call requests, 
Albanian, Vietnamese, Korean, Nepalese, Tibetan, Tigrinya, Kunama, and Amharic.   
 
The Medical Interpreter/Community Health Worker Services immediate goals are to 
decrease language barriers to health care and to help provide equal access to care for all 
LEP patients in navigating complicated and unfamiliar health care systems. 
 
The MI/CHW Services long-term goals are to: 

 Help MGH Chelsea build trusting relationships with its existing and potential patients 
in order to bridge cultural, language, and social barriers to health care resources 

 Help ensure a higher rate of accurate diagnoses 

 Lower use of ER and UC services by means of ensuring proper provider-patient 
communication 

 Raise the rate of LEP patients that adhere to care recommendations and plan 

 Increase referrals to various community health improvement programs that assist 
patients with problems such as cancer, disease management, hunger, poor housing, 
isolation, lack of support for new parents, domestic violence, etc. 

 
To be fully effective, MI/CHWs are involved in multiple activities, including the 
following: 

 Accurate, confidential, and culturally-competent medical interpreting services for all 
providers, patients, clients, health care program managers, and advocates at MGH 
Chelsea and its affiliates. 
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 Culturally-competent community health work services (patient assistance with 
registration, PCP selection, appointment scheduling, forms, prescribed medication, 
medical devices, obtaining transportation, phone calls, referrals to community 
health programs, community health education on disease prevention, and home 
visits to communicate provider-patient concerns). 

 Cultural mediation (case management for families with complex social or medical 
needs, communicating cultural facts and social/familial histories to the provider, 
training for families, enabling them to make their own clinic appointments and 
obtain pharmacy refills, and helping providers and patients expand their 
understanding of the language and culture). 

 Creation of reports on all activities using various programs to help analysts gather 
data on the health center’s needs, systems, achievements and challenges, 

 Participation in both community health and interpreting continuing education 
seminars, classes, and workshops to maintain and enhance skills. 

 
Program Activities 
 

 A new Russian-speaking MI/CHW Manager was hired in April. 

 Available funds were identified to hire a part-time Spanish MI/CHW in order to 
address the growing need in the Urgent Care Unit. 

 Funds for a one-year contract were secured to hire an ASL interpreter/coordinator 
to address the growing need among deaf patients. 

 A new interpreter paging system was implemented to ensure more efficient case 
assignment to decrease patient wait times for an interpreter. 

 Process improvement efforts decreased the use of non-interpreter bilingual medical 
staff. 

 The MI/CHW team was instrumental in helping organize flu and dental clinics for 
Arabic, Somali, Nepalese, and Tibetan refugee patients. 

 Staff interpreters were given the opportunity to attend the conference of the 
International Medical Interpreter Association in Boston, which offered many training 
courses and seminars. 

 Several staff interpreters are currently participating in Medical Terminology courses 
at MGH and outreach training at the Community Health Education Center. 

 A staff member was granted a scholarship to attend the Annual Meeting for the 
American Public Health Association in Philadelphia. 

 The MI/CHW team was awarded a Partners in Excellence award for their outstanding 
community service. 

 
Program Outcomes 
 

 15,150 encounters were conducted 

 Nearly 8,700 of those encounters involved interpreting at medical appointments, of 
which:  
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 64 percent were in Spanish 

 11 percent were in Portuguese 

 Nine percent were in Somali or Swahili 

 10 percent were in Middle Eastern languages (Farsi, Dari and Arabic) 

 Five percent were in Russian or Serbo-Croatian  

 Two percent were in French or Haitian Creole 

 Interpreters performed nearly 5,500 outreach and support activities: 

 44 percent of those encounters included phone calls to patients 

 36 percent included phone calls on behalf of patients 

 27 percent included patient navigation 

 25 percent included patient assistance with the completion of forms and 
applications and/or the written translation of documents 

 More than 10 percent included meetings with community agencies, home visits, 
and offsite interpreting 

 Nearly 950 requests were placed for on call interpreters, 25 percent of which were 
for American Sign Language.  

 
Goals for Next Year 
 
The goals for 2010 are to increase the number of face-to-face interpreting encounters 
compared to over-the-phone interpreting encounters, to raise service quality and reduce 
patient/provider wait times and to further address the language and community health 
work needs for all underserved communities in Chelsea.  
 
Immigrant and Refugee Health Programs & Refugee School Program 
Eric Kamba, MSW, MPH, Refugee Health Assessment Program Administrator 
Chantal Kayitesi, LPN, MPH, Refugee Women’s Health Access Program Coordinator 
Ali S. Abdullahi, Refugee School Program Coordinator 
 
Chelsea has been a gateway for refugees and immigrants entering the United States 
since the Industrial Revolution.  Over the past decade, Chelsea has become home to 
refugees and asylees fleeing countries devastated by war and poverty including Bosnia, 
Somalia, Afghanistan, Iraq, Central Africa, and countries in Central America.  These 
refugees have experienced trauma, witnessed violence and war, were born and/or lived 
in refugee camps with limited resources and had very limited health care access and 
educational support. 
 
The Immigrant and Refugee Health Programs and the Refugee School Program (IRHP & 
RSP) provide a continuum of care across multiple sites including the hospital, home, 
schools and early intervention programs.  The goal of the Immigrant and Refugee Health 
Programs is to ensure the well being of refugees and asylees in Chelsea and surrounding 
communities by providing culturally responsive health care.  Similarly, the Refugee 
School Program offers culturally sensitive integration support for children and families in 
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the schools.  Together, these programs often serve as entry points into primary and 
other health care services.  
 
The IRH/RS Programs recognize that successful resettlement, defined as placement in 
housing, employment and children’s smooth transitions into school, is critical for 
refugee health.  Thus, the team provides assistance with these and other concrete 
needs.  Finally, the programs help refugees to manage the impact of the trauma 
experienced in their native countries.  While not a formal goal, the program has had the 
positive unintended consequence of transforming both the health care and educational 
systems to become more culturally aware and competent to respond appropriately to 
the needs of the refugees.  Furthermore, MGH Chelsea has developed strong working 
relationships with Boston-area refugee resettlement agencies and the Massachusetts 
Department of Public Health’s (DPH) Office of Refugees and Immigrants.  
 
A Designated Refugee Health Assessment Site 
 
Through a contract with DPH, MGH Chelsea provides a comprehensive health 
assessment for newly arriving refugees and persons seeking asylum as required by the 
U.S. State Department.  The assessment includes screening for issues ranging from 
uncorrected dental or eye problems to the consequences of torture or malnutrition.  
Refugee patients may arrive with serious medical conditions including highly contagious 
pulmonary tuberculosis, malaria, syphilis, chronic hepatitis B and C, and intestinal 
parasites.  Due to a history of extreme trauma for many refugees, providers screen for 
mental health issues such as post-traumatic stress disorder and acute psychosis, early in 
the patient’s care.  
 
Women’s Health Access Program 
 
The Refugee Women’s Health Access Program (RWHAP) began in 2009 to respond to 
the unique needs of women refugees resulting from their cultural and religious beliefs, 
their experience of war and violence, poverty, illiteracy, and the stress of resettlement.  
Refugee women take on increased responsibilities to care for their families in a new and 
unfamiliar country with little social support.  Many of the women overlook their own 
health needs, opting instead to attend to their families’ needs first.  A comprehensive 
needs assessment, conducted this past spring and summer, found that there were gaps 
in services for refugee women including:  

 Inadequate access to primary care and preventive care 

 Patients seeking health care for acute symptoms without receiving routine and 
preventive care 

 Unnecessary visits to Urgent Care or the Emergency Room 

 Low rates of recommended screenings such as mammography, pap smear, and 
colonoscopy 

 Lack of knowledge and interest in health promotion and disease prevention 
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 Lack of skill and knowledge around chronic disease management and inadequate 
access to disease management services 

 Inadequate access to preconception, perinatal and interconception care  

 Lack of knowledge of basic anatomy and physiology 

 Cultural and religious beliefs preventing some women from accessing and accepting 
care 

 Mistrust of the health care system in some cases 

 Providers’ lack of familiarity with refugee women’s diverse cultural and religious 
beliefs 

 A lack of data on health care utilization and outcomes for refugees and some 
immigrant groups and the inability to compare their health care needs to other 
ethnic groups who have more prominent representation 

 Underutilization of mental health services, lack of awareness of mental health 
issues, stigma around mental health concerns and limited capacity for culturally 
competent care 

 
Following the needs assessment, the Refugee Women’s Health Access Program model 
was developed to respond to the above unmet needs.  The program serves new refugee 
and immigrant women and girls 18 years and older, helps them to navigate the health 
care system and to receive routine and recommended care.  This new initiative uses a 
public health approach and consists of four steps:  

 Systematic collection of patient information to assess the patient’s level of access to 
care and to identify barriers and gaps in access;  

 The development of a patient-oriented, personalized follow-up plan based on best 
care practices and existing guidelines established by health care experts; 

 Implementation of patient plans that include patient education, referrals and follow-
up, and  

 Coordinated communication between providers, patients, Community Health 
Improvement personnel and other professionals.     

 
Refugee School Program 
 
Through a partnership between MGH Chelsea and the Chelsea Public Schools, the 
Refugee School Program (RSP) was established to bridge the cultural and academic gaps 
for newly arrived refugees.  Many of the refugee populations in Chelsea were born 
and/or lived in refugee camps with very limited educational opportunities.  Thus, they 
may encounter significant challenges to transitioning and adapting to the American 
education system.    
 
The program strives to orient new refugees from African and Middle Eastern countries 
on academic expectations while teaching social skills to better interact with school 
personnel.  The RSP collaborates with MGH Chelsea Pediatrics, the Chelsea High School 
Student Health Center, the Parent Information Center, and all eight public schools in the 
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city of Chelsea.  The Program Coordinator assists with school registration and 
enrollment, helps with general problem solving, guides students to select suitable 
subjects, conducts cultural awareness education for teachers, defuses classroom 
tensions, provides after-school help for students, and coordinates parent/school 
meetings.  The coordinator works to empower refugee parents to be academic 
advocates for their children and motivates students to successfully complete high school 
and attend post secondary schools.   The countries of origin for the 133 students served 
by the RSP include: Somalia (69 percent of students), Iraq (26 percent of students), 
Bhutan (four percent of students), and Russia (two percent of students).  
  
Program Activities 

 The Refugee Health Assessment Program Administrator received the Greater Boston 
YMCA 2009 Black Achievers Award. 

 The Refugee Health Assessment Program Administrator received the Boston 
University 2009 Hubie Jones Urban Service Award. 

 The entire RHAP team of staff and providers received a Partners in Excellence award 
for their outstanding community service. 

 A seasonal flu clinic was organized for refugee’s children and their families where 
110 patients participated. 

 A newcomer dental screening clinic was held in partnership with Boston University 
Dental School where 60 patients participated. 

 Workshop sessions were organized to orient new refugees to MGH Chelsea.  Over 
ten Bhutanese, Nepali, and Tibetan families and over 12 Iraqi families attended two 
dinnertime orientations. 

 Multiple trainings on refugee health issues were conducted for psychiatry residents 
and new residents in Adult Medicine. 

 A specialized TB clinic provided follow-up care for those refugees who tested 
positive for TB. 

 The Refugee Women’s Health Access Program successfully completed a 
comprehensive needs assessment for new refugee and immigrant women and 
ultimately provided a better understanding of the health care needs of that 
population. 

 The Refugee Women’s Health Access Program also developed a new program 
initiative to help refugee women better access health care services. 

 The Refugee School Program Coordinator conducted over 20 support groups for 
boys, focusing on negotiating peer pressure, preventing risky behavior and better 
understanding parental and school expectations. 

 The Refugee School Program Coordinator was a guest speaker who helped to 
facilitate an ongoing workshop on cultural competency for all police officers at the 
Chelsea Police Department. 

  
 
 



Partners Community Benefit Report    48 

Program Outcomes 
 

 The Refugee Health Assessment component provided medical services to 147 
refugees and asylees.  The majority of these new-comers came from Iraq, Congo, 
Somalia, Tibet, and Nepal: 

 98 percent of all refugees successfully completed the Health Assessment 
program 

 90 percent of all refugees received health education during the health 
assessment 

 90 percent of patients successfully completed TB preventive treatment 

 The Refugee Women’s Health Access Program (RWHAP) completed an in-depth 
formative evaluation that included a literature review and a patient record review of 
115 patients. 

 The RWHAP Coordinator conducted 25 interviews and one focus group among 
refugee women patients. 

 The RWHAP conducted 45 key informant interviews to better understand the needs 
of refugee women. 

 The RWHAP’s case load has increased to serve 90 refugee women and specifically 56 
pregnant women. 

 The total number of patient encounters in the RWHAP was 619. 

 The Refugee School Program (RSP) assisted 133 students. 

 The RSP Coordinator assisted 30 students with school enrollments and assisted 35 
students through ongoing counseling sessions. 

 
Goals for Next Year 
 
In 2010, the Immigrant and Refugee Health Program and Refugee School Program will 
strengthen communication flow among partner programs and streamline collaboration 
between MGH Chelsea staff members and community partners.  The programs aim to 
increase immunization rates among adult refugees, collect data on prenatal, new born, 
and maternal health outcomes and expand health education services for refugee 
women.  The RSP Coordinator will initiative quarterly meetings between school staff and 
parents.  Finally, program personnel will complete the manuscript “Crossing the 
Boundaries: Formative Evaluation of a Community Health Center Immigrant and 
Refugee Health Program” for publication.  
 
Bridging the Gap – The Refugee Family Service Project  
Ali Abdullahi, Refugee School Program Coordinator 
Tamara Leaf, Psy.D., MGH Chelsea 
 
For the past eight years, Bridging the Gap has sought to improve the cultural 
competence of future physicians.  The program is a partnership between MGH Chelsea 
and Harvard and Tufts Medical Schools in which medical students are paired with 
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immigrant or refugee families.  Students support families in recognizing and addressing 
simple health-related needs and act as advocates, educators, mentors, and friends while 
learning first-hand about the cultural barriers that limit healthcare access for immigrant 
and refugee families.  Medical students participate in workshops and events covering 
topics such as the obstacles families may face in the Medicaid system, complications 
that arise during the immigration process, landlord conflicts, and the resettlement 
process.  Community Health Improvement staff remain in regular contact with the 
students and host monthly reflection sessions where students can share their 
observations, ask questions, and discuss the lessons they have learned from their work 
with families.  The medical students and their refugee and immigrant families are from 
Iraq, Afghanistan, Bosnia, Morocco, Somalia, and Western and Central Africa, Central 
America, and Brazil.   
 
Program Activities 
 

 Recruitment and enrollment of 12 medical students and refugee families 

 Weekly encounters between medical students and families 

 Monthly reflection sessions for medical students at Harvard Medical School   

 Successful transfer of organizational responsibility between the two graduating 
medical student leaders and the new first-year students. 

 
In 2010 Bridging the Gap will increase medical students’ effectiveness by providing more 
feedback on their casework and offering strategies for managing challenging social 
situations.  Program staff will also give students comprehensive community resource 
lists outlining services that are relevant to immigrant and refugee families.  In the next 
year, evaluation activities will be expanded to include a pre-program, mid-year and end-
of-year review with students and families.  
 
Pediatric Asthma Program  
Joshua Reynolds, Program Coordinator  
Eduardo Budge, MD, MGH Chelsea 
 
The prevalence of asthma is higher in Massachusetts than most other states in the 
United States (as identified by the Massachusetts DPH).  During the 2006-2007 school 
year, the prevalence of asthma among students in grades K-8 was 10.8 percent 
(affecting over 82,000 children).  Some populations with asthma have worse health 
outcomes than others.  In 2006, the hospitalization rate for asthma in Massachusetts 
was higher among Black, non-Hispanics and Hispanics compared to White, non-
Hispanics.  Chelsea is a dense city where the majority of residents are Latino.  There are 
currently 625 pediatric asthma patients registered at MGH Chelsea, approximately 50 
percent of whom speak Spanish as their primary language.   
 
The MGH Chelsea Pediatric Asthma Program strives to improve the management of 
asthma care for adolescent and pediatric patients, reduce emergency room visits and 
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hospitalizations and improve health outcomes over time.  Once a pediatric provider 
identifies a patient who has asthma, the Pediatric Asthma Program Coordinator will get 
involved to facilitate communication and follow-up between the provider, the patient 
and his or her parents/guardians.  Following provider visits, the coordinator reinforces 
the patient’s understanding of asthma and asthma care by reviewing information about 
disease triggers, symptoms and medications.  The coordinator, the patient and his/her 
caregiver(s) also discuss individualized action plans.  Together, they identify barriers to 
follow-through and strategies to overcome these challenges.  The coordinator also 
refers patients to colleagues within the health center and partners in community 
agencies who provide additional assistance with food resources, housing, domestic 
violence and other concrete needs.  When appropriate, the coordinator conducts home 
visits to reinforce asthma teaching and to identify potential environmental hazards in 
the home.  
 
Program Activities 
 

 A new bilingual patient coordinator was hired in October. 

 A new model has been implemented imbedding the coordinator within the pediatric 
team and this has improved coordination between clinicians, asthmatic patients and 
Community Health Improvement personnel. 

 
Program Outcomes 
 

 The coordinator completed 200 flu vaccine reminder calls and 30 of the patients on 
the phone list came into the health center for their seasonal flu shots. 

 The asthma database was updated and checked for accuracy.  625 pediatric asthma 
patients were identified and are now being tracked ongoing. 

 Follow up appointments were completed for all 34 patients treated in Urgent Care 
for asthma exacerbation 

 
Goals for Next Year 
 
In 2010 the Pediatric Asthma Program will conduct trainings for CHI staff in order to 
better equip them with asthma knowledge.  The Program Coordinator will also educate 
CHI staff and pediatric providers about successful ways to support parents in providing 
optimal care for their asthmatic children.  Within six months to a year, the program will 
establish a baseline of high risk patients (out of the existing 595 patients currently listed 
in the database) who have an  ACT (asthma control test) score above 19, with the goal 
of eventually reducing the ACT scores to 19 or below for 95 percent of those high risk 
asthmatic patients.  The program will also increase the number of completed Asthma 
Action Plans among pediatric asthma patients who use controller medication.  In 
partnership with Chelsea High School and the school nurses, the program plans to have 
asthma health education information tables for school students during the lunchtime 
hours.   
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Legal Initiative for Kids (LINK)  
Laura Maslow-Armand, Esq., Lawyers’ Committee for Civil Rights Under Law  
 
The Legal Initiative for Kids (LINK) is an on-site program providing civil legal services to 
MGH Chelsea pediatric patients and their families to improve health.  By working closely 
with pediatric and mental health providers who refer patients, the LINK attorney 
advocates on behalf of patients’ families to prevent eviction, sustain utility services in 
the home, apply for subsidized housing, appeal parental disability denials, and access 
public benefits.  The ultimate goal of LINK is to improve the well being of children by 
improving the environmental conditions of their families. 
 
Since 2003, LINK has assisted more than 250 refugee and immigrant patients, almost all 
of whom live well below the poverty line.  Serving the family unit as a whole, LINK has 
brought tangible benefits to over 1,040 individuals.  
 
Program Activities 
 

 The LINK lawyer was able to obtain a grant from the Mass Bar Association for 
additional consultation on cases. 

 This past year, members of the LINK program were invited presenters and panelists 
at the Medical Legal Partnership summit meeting in Worcester. 

 Program personnel began entering LINK encounters in medical record (LMR) notes, 
and this has led to improved coordination of and communication about medical-
legal issues among health center providers. 

 LINK was featured in the February Bay State Banner article, “Chelsea Center 
Combines Medical and Legal Help”. 

 
Program Outcomes 
 

 LINK assisted 17 families to move into public housing units.  Fifty-six families have 
been assisted since the beginning of the program, and almost all moved into units 
operated by the Chelsea Housing Authority.  Most of these families are refugees 
from Africa and the Middle East. 

 In addition, five more patients obtained disability benefits in 2009.  Thirty have 
received disability benefits since LINK’s inception.  The patients served in 2009 were 
individuals from Chechnya, Latin America and Iraq.    

 
Goals for Next Year 
 
LINK intends to organize more in-house training sessions for medical providers and 
establish a referral network with outside counsel.   
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Prenatal Outreach Program  
Susie Severino, Prenatal Program Coordinator 
 
The Prenatal Outreach Program provides support, health education and concrete 
services to the diverse Chelsea patient population during pregnancy and up to the first 
six months postpartum.  The bicultural, trilingual (Spanish, English and Portuguese) 
coordinator connects patients to hospital and community resources and assists them 
with planning for their unborn, infant child, as well as, their own health care.  The 
primary goals of the program are to promote optimal pregnancy and to support 
reengagement (or initial engagement in the case of the infant) into primary care 
following the delivery.  In 2008, there were 670 births among MGH Chelsea patients 
(out of a total of 3,400 births in the MGH system at large).  In 2009 to date, there have 
been 600 births among MGH Chelsea patients.  The MGH Chelsea Prenatal Unit 
conducts an average of 9,000 patient visits per year.  The majority of patients represent 
a multitude of countries around the world including El Salvador, Honduras, Mexico, 
Guatemala, Brazil, Somalia, Tanzania, Morocco, Ethiopia, Iraq, Afghanistan, and Bosnia.   
 
Program Activities 
 

 The Prenatal Program Coordinator was nominated for the Ernesto Gonzalez Award 
for outstanding service to the Latino community and for significantly contributing to 
improving the experience of Latino patients, families, visitors, and employees within 
MGH and the Chelsea community at large. 

 The program service time was expanded from six weeks to six months postpartum 
to more fully support new mothers. 

 The coordinator was able to establish and maintain a collaborative relationship with 
the Vincent Newborn Program.  This program brings essential baby clothes and 
supplies to new mothers who are unable to afford them. 

 
Program Outcomes 
 

 In the past seven months, the prenatal program has seen 313 patients for pregnancy 
and delivery support services. 

 Ten percent of those women returned to the coordinator for referrals to other 
support services (such as food resources, domestic violence advocacy, etc.).   

 
Goals for Next Year 
 
In 2010 the Program Coordinator will continue to provide extended services to women for 
up to six months postpartum to achieve greater success in patient attendance at medical 
visits with their primary care providers.   
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MGH Roca Youth Health Center 
Lisa Carr, MD, MGH Chelsea 
Gail Gall, FNP-C MGH Chelsea 
Janet Mozes, FNP MGH Revere 
Andrea Barbosa, Family Planning Counselor 
 
In Massachusetts there has been an increase in the teen birth rate for the first time 
since 1991.  In addition, the rate of births to Chelsea teenagers, aged 15 to19, is four 
times the state average, according to a February 2009 report by the Massachusetts 
Alliance on Teen Pregnancy.  Only two cities in Massachusetts have a higher rate of teen 
pregnancy than Chelsea.  In addition, the rate of chlamydia (the most common sexually 
transmitted disease) in this age group is two times the state average and the rate of new 
HIV infections in this age group is among the highest in the state (In Focus: Reproductive 
Health in Massachusetts: A Status Report Middlesex, Suffolk, and Essex Senate District).  
These statistics persist despite the excellent medical care available nearby at more 
traditional health centers (such as MGH Chelsea’s main site at 151 Everett Avenue).   
 
To bring care to this population, rather than wait for the population to come to care, 
MGH Chelsea operates a fully licensed satellite clinic at Roca, a Chelsea-based youth 
development organization.  The goals of the MGH Roca Youth Clinic are to introduce 
young people to the health care system with an age-appropriate approach to care, to 
encourage young people to take a proactive role in making healthy life choices, to 
provide access to culturally sensitive health information and to improve young people’s 
understanding of their health needs.  The clinic uses an innovative approach to engage 
traditionally higher risk, harder to reach youth by integrating health promotion into the 
arts, education, and leadership programming at Roca. 
 
The partnership with Roca allows MGH to reach out to a group of young people who, for 
many reasons, are unable or unwilling to get care within a more traditional medical 
setting.  Young people who come to Roca for dance programs, GED classes and services 
for pregnant and parenting teens all seek care at the MGH clinic.  Youth workers at Roca 
actively refer program clients for health services, and hearing about the clinic from a 
peer works well.  The clinic provides comprehensive health risk assessments, STD testing 
and treatment, HIV testing and counseling and contraceptive services.  A bilingual, 
bicultural family planning counselor discusses relationship issues with patients, and 
makes assessments for depression and relationship violence.  The counselor also 
provides group education about contraception and sexually transmitted diseases to 
adolescent mothers and high-risk youth.  The clinic is a training site for nurse 
practitioner students, medical students, and medical residents interested in community-
based medicine, with the hope that these students will seek future career opportunities 
in similar settings.   
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Program Activities 
 

 The clinic successfully expanded to a three-sessions-per-week schedule. 

 The increased clinic space gained in 2008 has made it possible for the clinic to 
become a host site in 2009 for physicians and nurse practitioners in training, thereby 
fulfilling our mission of educating and mentoring future health care providers. 

 
Program Outcomes 
 

 304 patient visits were made to the MGH Roca health center. 

 More than 90 percent of the visits were family planning or STD screening related. 

 More than 90 percent of the young men accessing the clinic for STD testing were 
educated about Plan B (emergency contraception) and how their partners could 
access it if needed.  This achievement exceeded the new goals set by the federal 
government. 

 
Goals for 2010 include continuing to increase outreach to young men as well as 
increasing HIV testing and education for young people.   
 
Chelsea High School Student Health Center 
Jordan Hampton, RN MSN CPNP, Program Director 
Giuseppina Romano-Clarke, MD, Medical Director 
 
In 2009, the Massachusetts Department of Education reported that the student 
population of Chelsea High School included 1,424 students and that 79 percent were 
Hispanic, ten percent White, eight percent African-American or of African descent, and 
three percent Asian.  Nearly 13 percent of the students attending the high school have 
limited English proficiency, 67 percent are eligible for free or reduced priced lunches 
and there is a ten percent drop out rate (nearly three times the State rate).  The 
absenteeism rate is 12.6 percent, higher than the 9.2 percent State average.  The school 
also has an annual student turnover rate of 25 percent.   
 
In June 2005, the Massachusetts Department of Public Health (MDPH) released data 
indicating that Chelsea had the highest rate in the State of new HIV/AIDS infection for 
individuals ages 13-24.  Chelsea also has significantly higher than State rates of teen 
births, chlamydia, gonorrhea, and syphilis infections,  and high school drop out rates.  
There is a clear need to maximize, to the extent possible, access to services for this high-
risk population. 

 
MGH Chelsea has operated the Student Health Center (SHC) at Chelsea High School 
since 1990.  The goal of the SHC is to increase the number of high school students 
receiving primary and specialty health care to keep students healthy and in school.  The 
SHC provides confidential, comprehensive health care to teens who might otherwise not 
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receive it, including physical exams, reproductive health care, mental health counseling, 
nutrition, preventive health education, and treatment for acute, episodic, and chronic 
illnesses.  The SHC staff collaborates with health center primary care providers and 
specialists to ensure continuity of care and appropriate follow up.  The SHC also 
provides classroom presentations on reproductive health, school-wide outreach 
activities and programs, a support group for pregnant and parenting students, and 
sponsorship of the Stay in Shape program, designed to address health, nutrition, and 
physical activity among female students.    
 
Program Activities 
 

 The SHC sponsored school-wide outreach activities for Domestic Violence Awareness 
Day, the Great American Smoke-out, and World AIDS Day.  

 Key note speaker for the Fourth annual School-Based Health Care Advocacy Day at 
the State House in April 2009 was a CHS SHC patient.  Students met with legislators 
to discuss the importance of school-based health care.  

 For the ninth year, the SHC/MGH sponsored Stay in Shape, a nutrition and exercise 
program for girls.  The program reached a total of 20 girls this school year.  

 The Program Director and the Mental Health provider of the SHC ran the GAPPS 
program – Graduation and Attendance for Pregnant and Parenting Students at 
Chelsea High School – consisting of monthly support meetings.  The group met seven 
times over the school year.  Approximately 20 of the 35 invited students attended 
each session.  At each session, the girls were given time to discuss challenges they 
were facing at the high school, as well as at home.   

 For the fifth consecutive year, a group of teen moms went to the State House in 
March 2009, with the Program Director, to participate in Teen Parent Lobby Day.   

 The Program Director precepted a third year nurse practitioner student from the 
MGH IHP. 

 Staff from the SHC assisted with the recruiting, hiring, and supervising of five 
Chelsea High School students who participated in summer internships at MGH 
Chelsea through the Jobs 4 Youth program. 

 
New developments this year also included coordinating the response to the H1N1 
outbreak, increased collaboration with mental health counselors at the High School, 
working with the High School to plan the new 9th Grade Academy, and working with 
various community partners around teen pregnancy prevention. 
 
Program Outcomes 
 

 1,166 primary care visits during the 2008-2009 school year 

 568 mental health visits 

 462 registered/enrolled patients, with an additional 244 signed consents on file 
(students not registered for a visit yet) 
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Goals for Next Year 
 
Goals for next year include maintaining productivity, continuing to work with 
community partners regarding issues such as teen pregnancy prevention, collaboration 
with the school regarding 9th Grade Academy students (ensuring their access to SHC 
services).  
 
Determination of Need Programs 
 
In November of 2006, MGH submitted a Determination of Need (DoN) application to the 
Massachusetts Department of Public Health to obtain approval for the construction of a 
new ten-story building at the hospital in downtown Boston.  DoN applications require 
that a percent of the total capital cost be allocated to community health improvement 
projects. The MGH CCHI worked with the communities and the DPH to identify 
community needs and as a result committed to funding the Chelsea REACH Program, an 
after-school program for Chelsea’s seventh through tenth graders, as well as violence 
prevention and/or intervention programs in Chelsea.  The DoN proposal was approved 
in June of 2007. 
 
Chelsea REACH (Reach. Explore. Achieve) Program 
 
During a several year-long assessment process focused on youth in Chelsea, the Hyams 
Foundation and MGH CCHI identified the need for an intensive after school program for 
youth in grades seven through ten focusing on the transition from middle to high school.  
Chelsea Public Schools is the lead agency and the REACH program is housed in the 
Chelsea High School.   
 
The program focuses on improving academic achievement, educating students about 
career opportunities, and providing personal development and emotional support.  
REACH staff address the specific needs of students and families, with the goal of 
increasing the number of Chelsea youth who complete high school, go on to college, 
and make meaningful contributions to the community.   
 
Program Activities 
 

 105 youth are currently enrolled for the 2009-2010 academic year. 

 Nearly 35 youth participated in summer REACH activities. 

 In April a one year anniversary open house celebration was held with parents. 

 Technical Development Corporation conducted a preliminary evaluation that found 
the program: 

 Promoting personal development and providing emotional support, 

 Increasing academic success, 
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 Increasing preparation for college/technical school, and 

 Increasing career awareness and preparation.  

 A Program Oversight Committee with representatives from various sectors of the 
community met several times to discuss and vote on key issues related to the 
operation of the program. 

 
Chelsea Violence Prevention/Intervention Programs 
 
As the result of an assessment process that included community leaders, CCHI issued a 
request for proposals to prevent and intervene around violence.  A committee of 
experts and community leaders reviewed those proposals and CCHI funded CAPIC Head 
Start, the Chelsea Police Department, and Roca.  
 
CAPIC Head Start received an award to support the Good Guys Program.  This program 
serves fathers of children enrolled in the Head Start program and supports the Head 
Start philosophy that encourages all parents to take an active role in their child’s 
education.  The goals of the Good Guys Program are to:  

 Make the connection for Head Start fathers that the bridge between school and 
home is  important and  can be reached without extraordinary effort, 

 Help fathers recognize and appreciate the importance of spending “quality” time 
with their children, and 

 Assist fathers in their roles as collaborating parents. 
 
The Chelsea Police Department received funding for the Newcomer Program which was 
established to build greater understanding and trust between Chelsea’s newest 
residents – immigrants and refugees - and the Chelsea Police Department (CPD).  In 
April 2009, the CPD hired the Newcomer Advocate to develop and implement the 
program and to provide outreach on behalf of the CPD to newcomers to ensure a 
smooth and safe transition to their new community and to avoid the serious conflicts 
that have arisen in other local communities.  As part of this new initiative, the advocate 
provided a series of cultural awareness workshops for the entire police force that have 
included an orientation to the program, cultural information, and discussion on the 
newest groups arriving in Chelsea.   
 
The workshops are complimented by the participation of MGH CHI staff, Georgia Green, 
LICSW, PACT clinical director and Ali Abdullahi, refugee school program coordinator.  
Ms. Green provided information regarding refugees and posttraumatic stress disorder, 
while Mr. Abdullahi highlighted the refugee experience through stories demonstrating 
fears of police and specific cultural characteristics.  Collaboration with MGH CHI has 
been a vital part of establishing the Newcomer Program.  Additionally, the advocate has 
worked directly with newcomer families, providing referrals to resources and assisting 
with public safety issues.  A series of public safety workshops for newcomers are being 
planned in 2010 which will be taught by CPD officers, with topics ranging from the role 
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of the police officer, self defense, American laws, crime reporting and domestic 
violence.  
 
Roca received an award to support the organization’s intensive intervention model with 
very high-risk youth and young adults, ages 14-24 and to help demonstrate the 
effectiveness of this model.  Roca’s program model creates developmental and 
economic opportunities for youth who: 

 Are street, gang, and/or court involved 

 Have dropped out of high school 

 Are young parents facing multiple barriers, and/or  

 Are refugees and immigrants struggling with language barriers, trauma, isolation, 
and lack of support.     

 
Goal 3: Reducing Disparities in Health Care 

Chelsea Diabetes Management Program  

Barbara B. Chase, APRN, ANP, CDE, Diabetes Program Coordinator 
Adilson Horta, MA, MHC, Diabetes Coach 
 
Diabetes mellitus type 1 and type 2 are both complex, multi-system diseases which 
require ongoing self-management by patients and families in collaboration with their 
health care providers to achieve optimal control.  Although all patients with diabetes 
face challenges to controlling their disease through proper nutrition, adequate exercise, 
glucose monitoring, and medication management, minority patients and those of lower 
socio-economic status may face additional challenges due to language barriers, cultural 
and socioeconomic factors, and poorer access to high quality care.  Racial and ethnic 
disparities in diabetes care are widely documented in the research, both in terms of 
prevalence and in treatment and management.  
 
In 2005, an assessment of diabetes disparities at MGH Chelsea revealed that Spanish-
speaking Latinos were more likely to be in poor diabetes control (37 percent)  compared 
to English-speaking Whites (24 percent) and Latinos were less likely than Whites to have 
received a glycohemoglobin test in the past year (66 percent verus 75 percent).  The 
Diabetes Management Program was created in 2006 as an interdisciplinary, culturally 
sensitive model to serve the unique needs of patients at MGH Chelsea, and is made 
possible by a collaboration between MGH Chelsea, the Disparities Solutions Center, 
Massachusetts General Physician’s Organization, and the Center for Community Health 
Improvement.  
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Program Activities 
 
The Diabetes Management Program has four core program components that include:  

 Case Management. Use of an electronic database to facilitate meeting standard of 
care goals, identifying patients most at-risk, and improving the efficiency and cost 
effectiveness of care delivery. 

 Coaching. Ongoing outreach conducted by a full-time Diabetes Coach, using an 
electronic database and provider input to identify, engage and counsel patients 
most at risk.  The coach provides one-on-one trilingual (English, Portuguese, and 
Spanish) coaching sessions based on a culturally competent model for chronic 
disease management (entitled the ESFT model) that emphasizes working with 
patients to explore their barriers to achieving good diabetes control and developing 
a plan to help them overcome these barriers. 

 Diabetes Self Management Education (DSME). Comprehensive nine hour, ADA 
recognized, patient education program, offered in either group or individual visits, in 
English or Spanish, using two nurse educators, a dietitian, a physical therapist, and 
two mental health professionals as faculty. 

 Support Group. Ongoing group visits in English and Spanish offered to patients after 
completion of the DSME program, and co-facilitated by mental health professionals 
and the diabetes coach to reinforce DSME learning, encourage adaptation and 
behavior change, and promote community based peer support systems. 

 
Program Activities 
 

 The Diabetes Management Program was featured in two in-depth articles published 
by the Bay State Banner (of Boston).  “For Latinos, Diabetes is an Emerging Health 
Threat” and “Collaboration is Key to Beating Diabetes” were published in March and 
September 2009, respectively. 

 The interdisciplinary model of the Chelsea Diabetes Management Program was 
expanded to MGH’s Revere Health Center.  For the first time in Revere, a bilingual 
Diabetes Coach provided one-on-one coaching (in English and Khmer), and the 
DSME was offered in Khmer as well. 

 
Program Outcomes 
 

 Since the program’s inception in 2006, over 481 patients have received diabetes 
coaching through 2,549 coaching sessions.  68 percent of these patients speak 
Spanish as their primary language.   

 123 patients have transitioned from diabetes coaching to the DSME, and have 
successfully completed both program components.  This represents 73 percent of 
the 169 patients who have completed the DSME program.  
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 Preliminary results have shown a 10 percent reduction in HbA1c levels for DSME 
program participants.  HbA1c is the standard marker for blood glucose.  A result of 
eight percent or above is a marker of poor diabetes control.  

 
Two ongoing therapeutic support groups have maintained consistent attendance for 
several years.  Since the program’s inception in 2007, a core group of 14 patients have 
participated in 68 English support group sessions.  Since 2008 a core group of 16 
patients have participated in 36 Spanish support group sessions.  
 
In 2010, the Diabetes Coach will transition to a new, streamlined database system.  As a 
result, correlations between coaching sessions, frequency of glycohemoglobin and LDL 
cholesterol testing, and HbA1c levels will be easier to analyze.  In addition, the Diabetes 
Coach will collaborate with Community Health Improvement team members who are 
focusing on obesity and food insecurity to provide a more coordinated response to 
these issues. 
 
Avon Breast Care Program 
Yasmine Hung, Avon Breast Care Program Coordinator 
Denise Sidorowicz, RN-C, ANP, MGH Chelsea  
 
The Avon Breast Care Program is designed to reach out to MGH Chelsea patients who 
have had an abnormal clinical breast exam or mammography finding in order to 
promote timely follow-up and to ensure early detection and comprehensive treatment 
and care for patients with breast cancer.  The program aims at increasing follow-up 
rates for the diverse population in Chelsea, with an emphasis on immigrant Latinas.  
Compared to the state of Massachusetts, the city of Chelsea has lower rates of women 
age 40 and older who received a mammogram in the past two years (78.0 percent in 
Chelsea vs. 84.8 percent statewide), as well as, higher breast cancer incidence and 
mortality rates amongst certain subgroups of women.  (Mammography rates are 
weighted percentages from the 2008 BRFSS.) 
 
The primary goal of the Avon Breast Care Program is to increase the rate of patients 
arriving at the Avon Comprehensive Breast Evaluation Center requiring follow-up of an 
abnormal mammogram or clinical finding within the first 30 days of their referral.  
Through the Avon Breast Care Program Patient Navigator, the program strives to assess 
and address the barriers to accessing and receiving timely, quality health care and 
strives to provide support and assistance to patients undergoing diagnostic work-up and 
breast cancer treatment.    
 
 
 
 
 
 

Poor 

Control 

Good 

Control 
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Program Activities 
 

 A new bi-cultural patient navigator was hired in May. 

 A cost-effective backup transportation system to accompany patients to their 
medical appointments was implemented by purchasing a Charlie Card to access the 
public transit system.  This system complements the MGH shuttle service. 

 Arrangements were made with the MGH Backup Child Care Center to provide child 
care services to patients with child care issues. 

 Surgical instructions were translated into Spanish and are now given to patients 
undergoing procedures at the Avon Comprehensive Breast Evaluation Center. 

 Communication between providers-patients has improved with regular presence of 
the navigator at the Avon clinic. 

 An outreach event was held at MGH Chelsea in October during Breast Cancer 
Awareness Month to raise awareness, disseminate information and distribute 
educational materials on breast cancer prevention. 

 The program participated in community events including the Komen Race for the 
Cure and the Resource Fair at Roca. 

 
Program Outcomes 
 

 Since its inception in May 2001, the Avon Program Breast Care Program at MGH 
Chelsea has served 837 patients, including 98 patients that have been diagnosed 
with breast cancer. 

 Since the program began, 65 percent of the patients served have been Latinas and 
67 percent did not speak English. 

 In 2009, a total of 109 new cases were opened, of which ten were diagnosed with 
cancer. 

 
Goals for 2010 
 
Goals of the program in 2010 include participating in community outreach events and 
organizing educational activities at MGH Chelsea to promote breast cancer awareness.  
To that end, the program has organized a team of walkers who will be participating in 
next year’s two-day Avon Walk to raise awareness and funds.   
 
Cervical Health Program 
Diana Maldonado, Cervical Health Program Coordinator 
Denise Sidorowicz, RN-C, ANP, MGH Chelsea 
 
The Cervical Health Program began in 2004 to reach out to MGH Chelsea patients who 
have had an abnormal pap smear in order to promote timely follow-up and ensure 
comprehensive care.  Abnormal paps most often indicate HPV infection, which can 
cause cervical cancer.  The rate of incidence for cervical cancer in Chelsea is higher than 
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the state rate (15.0 vs. 6.3), and although the numbers of people affected are small, the 
mortality rate in Chelsea is also higher than in the state (1.8 vs. 1.4).  In addition, 
compared to the state, Chelsea has lower rates of residents reporting having had a pap 
smear in the past three years (86.4 percent in Chelsea vs. 87.7 percent statewide).  
 
The Cervical Health Program targets women and adolescent girls from MGH Chelsea, 
Chelsea High School, and Roca (a community youth organization) who have had an 
abnormal pap smear and require a colposcopy and/or other treatments, with a goal of 
reducing cervical cancer.  (Cervical cancer rates age-adjusted per 100,000, 
Massachusetts Department of Health Mass CHIP.  Incidence rates are for 2001-2005.  
Mortality rates are for 2005-2007.  Pap smear rates are weighted percentages of female 
survey respondents reporting having had a pap smear in the past three years, from the 
2008 BRFSS.) 
  
The Cervical Health Program Coordinator’s role involves the following: 

 Helping patients with scheduling 

 Providing reminder calls prior to appointments 

 Accompanying patients when needed 

 Facilitating communication between the MGH Center for Colposcopy, MGH 
providers, and the patient 

 Explaining the colposcopy procedure to patients and answering the patient’s 
questions 

 Addressing individual barriers to care (limited English language skills, inadequate 
health insurance coverage, difficulties with transportation, child care and work-
related issues) 

 Conducting home visits for noncompliant and difficult to reach patients 

 Providing emotional support and alleviating fears 

 Connecting cervical cancer patients to available resources 

 Educating patients on cervical health, including the HPV vaccine and the importance 
of regular pap smears and empowering them to become self advocates for their own 
cervical health 

 Participating in outreach events and organizing educational activities to promote 
cervical cancer awareness 

 
Program Activities 
 

 Training of the new Head/Neck & Lung Cancer Navigator at MGH North Shore 

 Cervical Health Program presentation to Community Health Improvement 

 Implementation of introduction package for new patients at the Center for 
Colposcopy in MGH – Boston 
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Program Outcomes 
 

 Since the program’s inception in 2004, the program has served a total of 475 
patients 

 78 percent of the patients are Latina 

 For 73 percent of patients, English is not their primary language 

 13 percent of the patients are under the age of twenty 

 In 2009, over 660 confirmation calls were made to Chelsea patients 
 
 
Goals for Next Year 
 
Goals for the coming year include increasing cervical health awareness by participating 
in community health fairs, events and preparing workshops in schools, churches and 
other organizations, and re-assessing program goals and design based on new screening 
guidelines for the American College of Obstetrics and Gynecology.  
 
Colorectal Cancer Screening Program  
Gloria B. Gamba, M.A., Colon Cancer Care Coordinator 
Sanja Percac-Lima, MD, PhD 
 
The Colorectal Cancer Screening Program is designed to decrease disparities in 
colorectal cancer (CRC) screening rates that exist between Latino and White patients, 
and to increase CRC screening rates in low-income patients and patients with limited 
English proficiency (LEP) in Chelsea.  The incidence of CRC in Chelsea is higher than in 
the state (63.4 vs. 56.6) and has been for several years.  The CRC mortality in Chelsea is 
also higher than in the state, 17.7 vs. 16.8. In addition, CRC screening rates are low in 
Chelsea compared to the state and surrounding communities (60.2 in Chelsea, 66.3 
statewide and 71.4 in the surrounding five-city region).  The CRC screening program 
began with support from a MGH Clinical Innovation Award.  The program closely 
collaborates with the Gastroenterology (GI) Department at MGH.  (Age-adjusted per 
100,000, from the Massachusetts Department of Health Mass CHIP application.  
Incidence rates are for 2001-2005.  Mortality rates are for 2005-2007.)  (Colorectal 
cancer screening rates are weighted percentages of survey respondents age 50 and 
older reporting having ever received a sigmoidoscopy or colonoscopy, from the 2008 
BRFSS.  Cities included in the five-city region are Cambridge, Chelsea, Everett, Revere, 
and Somerville).   
 
The Colon Cancer Care Coordinator provides education in Spanish or English on CRC 
screening options and explores the patient’s barriers to CRC screening.  The coordinator 
schedules and reminds patients about appointments, helps them access insurance, 
explains instructions for their GI preparation, translates written material and provides 
key emotional support.  The coordinator also accompanies patients to their GI 
appointments and interprets during the appointment if needed.  Screening results and 
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patient contacts are documented in the program data base and in the electronic medical 
record (LMR).   
  
To evaluate efficiency of the program, a randomized controlled trial (RCT) was carried 
out from January to October of 2007.  Patients 52-79 years old at MGH Chelsea who 
were overdue for CRC screening were randomized to an intervention and a usual care 
control group.  Over the nine-month period, intervention patients were more likely to 
undergo CRC screening than control patients (27 percent vs. 12 percent).  The majority 
of the difference among intervention and control patients was attributable to 
significantly higher colonoscopy rates (21 percent vs. 10 percent).    
 
Program Activities 
 

 The clinical coordinator was invited to present at the 32nd Society for General 
Internal Medicine Annual Meeting in Miami, May 2009.  Poster presented: Sanja 
Percac-Lima, MD, PhD; Richard W. Grant, MD, MPH; Alexander R. Green, MD; Jeffrey 
M. Ashburner, MPH; Gloria Gamba; Sarah Oo, MSW; James M. Richter, MD; Steven J. 
Atlas, MD, MPH: Improving Screening Colonoscopy Rates in Underserved Population 
- Navigator Interventions. 

 The coordinator and clinical supervisor presented and trained staff members in the 
Women’s Cancer Prevention pilot project.  This was done to improve knowledge and 
provide experience for Somali, Bosnian, and Arabic speaking community health 
workers to educate LEP patients about cancer prevention. 

 The coordinator and clinical supervisor were asked to present, consult and train 
clinical and non-clinical staff members for a new CRCS program that began at 
BWH/DFCC. 

 The coordinator and clinical supervisor presented and trained Care Coordination 
program staff from the new DPH funded program for patient education.  Along with 
the training, the coordinator participated in a DPH sponsored CRCS event and 
successfully recruited six eligible Chelsea patients for the free colonoscopy day. 

 Along with the Cervical and Breast Cancer Coordinators, the Colon Cancer Care 
Coordinator participated in the training of a new Head/Neck & Lung Cancer 
Navigator at MGH North Shore. 

 The Colon Cancer Care Coordinator, along with the Cervical and Breast Cancer 
Coordinators, was asked to present to Thrive Together Inc., an organization 
providing support, services and education for women. 

 
Program Outcomes 
 
Since the beginning of the program in January 2007, 469 patients have completed CRC 
screening. 

 328 patients completed colonoscopies 

 137 patients completed and returned Fecal Occult Blood Test cards (FOBT) 
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 Four patients completed sigmoidoscopy 
 
Analysis of data available regarding race/ethnicity of patients that had colonoscopy 
revealed: 

 60 percent of patients were female (40 percent were male) 

 51 percent of patients were Latino    

 42 percent of patients were White 

 Six percent of patients were Black 

 Less than one percent of patients were Asian 
 
Additional funding from a private donor has been awarded to Community Health 
Improvement for the CRCS program.  These funds will allow the program to expand in 
2010 and hire an additional half time staff member for navigation of non-Latino 
patients.   A future goal would be to expand the CRCS navigator program to other MGH 
health centers. 
 
Goal 4:  Healthy Living 
 
Healthy Chelsea 
Melissa Dimond, ScM, Manager of Community Initiatives/Healthy Living 
Sarah Abernethy Oo, MSW, Director, Community Health Improvement 
 
The MGH Center for Community Health Improvement conducted a community health 
assessment process in Chelsea in 2009 using primary and secondary data collection, 
surveys, interviews, and focus groups.  Consistently obesity and healthy living were 
identified as leading health priorities for the City of Chelsea.   
 
The statistics are staggering.  Forty percent of preschoolers are overweight or obese, 32 
percent of elementary school children are overweight and 18 percent are at risk for 
becoming overweight.  These figures are significantly higher than the national average 
(p<.001).  (Data compiled in 2006 by the Chelsea Public School system).  Additionally, 
growth exams conducted on all middle school children by Chelsea Public Schools during 
the 2007-2008 academic year revealed that 56 percent of Chelsea’s middle school 
students have a body mass index above 85 percent. 
 
The Healthy Chelsea initiative was launched in fall 2009, as a response to this highly 
prevalent and urgent health concern.  It is modeled after the successful Revere CARES 
community coalition, a nationally recognized effort organized in 1997 and supported by 
MGH to curtail substance abuse among youth.  Healthy Chelsea will convene a 
multidisciplinary team of community leaders and residents to conduct a study of the 
social and environmental factors influencing Chelsea’s high obesity prevalence.  
Ultimately, the coalition will identify priority areas for action and launch interdisciplinary 
programs to promote healthy eating and physical activity across the community.    
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Program Activities 
 

 The CCHI completed a comprehensive needs assessment revealing obesity and 
overweight as priority health concerns for the city of Chelsea. 

 A full-time Manager of Community Initiatives/Healthy Living was hired in October to 
launch and facilitate a new community coalition process, entitled “Healthy Chelsea”.  
The Manager will also provide leadership for the internal CHI programs most related 
to nutrition and physical activity such as the Diabetes Management Program and 
Food for Families. 

 Two grant applications were submitted to national funders to support a year-long 
community planning process in 2010. 

 Approximately one third of identified community leaders have so far signed-on to 
participate in a city-wide task force that is being organized as the central 
coordinating body of the coalition.   

 The first Healthy Chelsea task force meeting is planned for January/February 2010. 
 
In 2010 Healthy Chelsea will take shape as an energized community effort bringing to 
light critical knowledge about the ways in which Chelsea families care for themselves in 
everyday life.  The coalition will explore behaviors around food preferences, purchasing 
patterns, food preparation and consumption.  Additionally the group will explore 
patterns around activity, including means of getting to and from work and school, 
before and after school time, weekend time, safety and/or other concerns surrounding 
outdoor play and culturally acceptable forms of exercise.  The Healthy Chelsea coalition 
will link individuals and organizations that have a history of collaboration and those who 
have not worked together before.  Municipal leaders, health care providers, social 
service organizations, early childhood educators, and school district officials with come 
together with Chelsea’s Green Space environmental coalition and representatives from 
Chelsea’s extensive food industry.  New partnerships will yield a new kind of change. 
 
Food for Families 
Jeff Milner, MSA.Ed, Food for Families Program Coordinator 
Kathleen Healey, CPNP, MSN  
 
Started in 2003 as a study conducted by Ronald Kleinman, MD, Chief of Mass General 
Hospital for Children, with funding from Project Bread and the Center for Community 
Health Improvement, Food for Families has demonstrated a successful method to 
quantify and intervene in cases of food insecurity and hunger among families receiving 
care in the MGH Chelsea Pediatrics Unit.  Prior to the introduction of food assistance in 
the health center, providers were not aware that food insecurity and hunger are 
correlated with a higher risk for chronic health problems.  Eleven percent of families 
screened in the study between 2003 and 2008 reported that at least one person in the 
house went hungry because the family ran out of money for food.  Of these, 40 percent 
carried a nutrition-related diagnosis such as diabetes or anemia.  Obesity and food 
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insecurity were also linked with the hypothesis being that families consume high calorie, 
low nutrition foods when the budget is tight.  Since the conclusion of the study in 
September 2009, Food for Families has expanded to two Adult Medicine practices while 
remaining in Pediatrics.   
 
In the short term, Food for Families aims to track the prevalence of food insecurity and 
hunger among primary care patients, educate clinical providers about how food 
insecurity affects chronic health problems, and provide patients with concrete resources 
to improve their access to healthy food.  In the long term, the program strives to reduce 
the prevalence of food insecurity and hunger among MGH Chelsea patients. 
 
The Food for Families Program Coordinator is involved in the following activities: 

 Managing systematic screenings for primary care patients, using a single validated 
screening question on a simple form that is disseminated by department 
receptionists. 

 Following up by phone and in-person with patients who screen positively for food 
insecurity in order to provide a caring environment in which they can learn about 
and pursue local nutrition resources such as SNAP, WIC, food pantries, and 
community meals. (SNAP is the federal program formerly known as the Food Stamp 
Program)  

 Educating providers within the health center about the extent to which food 
insecurity is affecting MGH Chelsea patients  

 Building relationships with leaders in the community such as food pantry directors, 
social service agency staff, and SNAP benefit advocates in order to improve 
continuity for patients who seek food resources.  

 
Program Activities 
 

 With the planned growth into Adult Medicine, the part-time coordinator position 
was expanded to full-time, and a new program coordinator was hired in June. 

 The ongoing screenings now take place in three primary care practices (compared to 
one in 2008). 

 With the conclusion of the initial study phase in September 2009, Food for Families 
has transitioned into a permanent program. 

 Due to the high volume of SNAP applications being pursued by patients, Community 
Health Improvement established a formal partnership with the Department of 
Transitional Assistance to house a bi-lingual DTA caseworker onsite at the health 
center one full day per week.  This provides patients convenient and comfortable 
access for SNAP enrollment. 

 The program coordinator joined the Chelsea Hunger Network in order to build 
relationships and work collaboratively with organizations providing food and 
financial assistance. 
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Program Outcomes 

 From October 2008 through November 2009, Chelsea Pediatrics screened 3,840 
patients for food insecurity.  Of these, 771 (20 percent) were found to be food 
insecure. 

 From October 2009 through November 2009, 1,063 patients were screened in Adult 
Medicine.  Of these, 251 (24 percent) were found to be food insecure. 

 Approximately half of the patients found to be food insecure completed an in-
person interview.   

 Half of those interviewed were eligible for SNAP benefits and received application 
assistance for enrollment in SNAP. 

 The remaining patients were informed about other food resources such as 
community meals programs and food pantries. 

 Over $7,000 dollars was given out as emergency food vouchers to patients in need. 
 
In 2010, the Food for Families program will be linked with MGH Chelsea’s obesity 
prevention activities.  Specifically, the program coordinator will gather data about family 
diet and obesity risk during one-on-one interviews with patients in order to better 
assess the relationship between food insecurity and overweight/obese status.  

 
Revere  
 
Background 
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, Center for Community Health Improvement Liaison 
 
Revere is a coastal city located five miles north of Boston with a population of 55,942 
(2005-2007 US Census Bureau estimate).  Those estimates indicate a rapid shift in 
racial/ethnic demography, with 80.2 percent White (79.4 percent in 2000), 17 percent 
Hispanic (9.4 percent in 2000), 5.3 percent Black or African American (2.6 percent in 
2000), and 4.9 percent Asian (4.6 percent in 2000).    
 
A high percentage Revere’s minority population are newcomers to the United States; 
over 25 percent of Revere’s minority population are foreign born, compared to 14.2 
percent statewide and 19.4 percent of Revere residents reported speaking English less 
than “very well,” more than double the statewide rate of 8.7 percent. 
 
According to the 2000 US Census Bureau, the percentage of Revere families living below 
poverty was nearly double the statewide average, 14.6 and 9.3 percents respectively.  
For the youngest residents poverty is even more prevalent; in 2008 67.1 percent of 
Revere Public School students live below the poverty line, up from 43.7 percent in 1999.   
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In Revere, the MGH Revere HealthCare Center (MGH Revere) serves as the base for 
community benefit work.  First opened in 1981, the health center was relocated in 1995 
to an expanded 50,000 square foot facility on Revere Beach at 300 Ocean Avenue.  MGH 
Revere offers comprehensive health and mental health care services, and in fiscal year 
2009, the health center provided care through more than 96,000 patient visits.  
 
Assessment 
 
When the community conducted its first assessment in 1996 there was alarming 
substance data: twice the rate of admissions to publicly supported substance abuse 
facilities, 40 percent more alcohol and other drug related hospital discharges and about 
twice the mortality rate from substance abuse related illnesses than the state (MDPH, 
1996).  Since then these numbers have decreased but still remain higher than the state, 
with roughly 54 percent of substance abuse treatment admissions now involving heroin. 
In addition to high alcohol and drug usage, mortality rates from heart disease, lung 
cancer, and diabetes are all higher than the state, suggesting the need for more 
interventions around exercise, nutrition, and smoking prevention.  
 
The Revere CARES Coalition conducts community assessments at least every four years 
in order to track changes in the community and redevelop its work plan (1996, 1997-98, 
2001-02, 2005-06, 2009-10).  The assessments use both formal sources of data from the 
schools, police, and the state, as well as, data collected from residents through surveys, 
interviews and focus groups.  Complementing these data are annual evaluations by the 
Coalition of its work plan, accomplishments and challenges, community changes, and 
new data, and revisions are made as needed.   
 
Based on the 2009 assessment, current Revere CARES priorities are:  

 Reducing and preventing substance abuse and violence among Revere youth and 
building a healthier community. 

 Increasing access to health care, and promoting health and wellness among Revere 
adolescents.  

 
Goal 1:  Reducing and Preventing Substance Abuse Among Revere Youth 
 
Revere Cares 
Kitty Bowman, Director    
Catherine Sugarman, Revere CARES ATOD Initiative Manager 
 
Background 
 
Revere CARES, a community coalition with 350 members, was founded in 1997 and is 
dedicated to reducing and preventing alcohol and drug use among youth in Revere and 
to building a healthier community.  The Coalition oversees the two major initiatives, the 
Alcohol, Tobacco, and other Drugs (ATOD) and the Food & Fitness Initiatives.  Revere’s 
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youth are the Coalition’s primary target population.  Young people under age 18 
comprise 9,920 or 21 percent of the city’s total population (US Census 2000).   

 
The Coalition uses research-based strategies and is based on the belief that a 
community that works together to send clear and consistent messages about substance 
abuse, active living, healthy eating and violence to teens, offers positive alternative 
activities, and makes appropriate services available can reduce alcohol and drug use, 
violence, and childhood obesity among youth.  Revere CARES Coalition focuses on four 
priorities: 

 Advocating for public policy changes and enforcement efforts 

 Conducting community awareness campaigns   

 Implementing science-based prevention and early intervention programs for youth 

 Building a healthier community by collaborating with others  
 
Alcohol, Tobacco, and Other Drugs (ATOD) Initiative 
 
Initiative Activities 
 
Strengthen policies to limit access to ATOD and enforce consequences. Each year the 
Coalition works hard in collaboration with the Revere Police Department, the Mayor’s 
office, and interested residents including parents and youth to advocate at liquor license 
commission hearings to limit the number of retailers that serve and sell alcohol to 
Revere residents.  Since inception the Coalition has also done compliance checks, 
administered campaigns educating stores and parents about the dangers of selling and 
serving alcohol to youth, worked with Revere’s Alcohol Licensing Board to restrict 
permits in the city for selling liquor and have consistently worked with the police to 
advocate for increased and consistent enforcement.   
 
Short-Term Outcomes   
 

Fewer Outlets Serving Alcohol 

 In 1999 Revere had 69 retail licenses.  This includes package stores, restaurants, 
taverns, clubs, hotels and general on-premise licenses.  Today Revere has 54 retail 
alcohol licenses and new applications are routinely denied.  

 

Increased Enforcement  

 In 2009 Revere CARES played an important role in the roll back of closing times for 
bars from 2:00 AM to 1:00 AM.  When comparing police calls for service the year 
before and the year after the rollback (July 2007/2008 to July 2008/2009) crime 
related calls dropped by 12 percent.  Specifically, between midnight and 8AM, calls 
dropped 9 percent.   

 School, police, the local media, and the community worked together to enforce 
consequences for three widely publicized incidents involving Revere youth.  Policies 
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and laws were enforced, the media was informed and covered the incident, and the 
community supported the police and schools.   

 
Intermediate Outcomes 
 
 By strengthening policies to limit access to ATOD and by advocating for increase 
consequences for youth who are caught using substances in school, in the community 
and at home, youth and parents now understand that ATODs are no longer easy to 
obtain, thus leading to a decrease in use.  The following data from the Youth Risk 
Behavior Survey (YRBS) and the Community Survey support the intermediate outcomes.  

 

Declines in youth perceptions of availability of tobacco, alcohol and marijuana 
From 1997 to 
2009 the 
percent of high 
school youth 
who believe it 
is fairly easy or 
very easy to 
obtain 
cigarettes, 
alcohol and 

marijuana has steadily decreased 17 percent for cigarettes, 21 percent for alcohol, 
and 15 percent for marijuana.  
 

 
According to a 
Revere Community 
Survey conducted by 
CCHI, residents are 
also starting to 
believe that it is 
harder for youth to 
obtain these 
substances.   

 

 Change in Social Norms 

 

Revere CARES in collaboration with Revere Public Schools, the Revere Police 
Department, the Revere Independent, and several other local groups has conducted the 
Power of Know campaign to change social norms.  The campaign has included a pledge 
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drive targeting parents, and other educational activities to increase community 
awareness about the risk, harm, and penalties associated with ATOD use. 
  
Short Term Outcomes 
 
Campaign Implementation completed 

 Pledge cards – Between 2005 and 2007 between 800 and 1,000 parents have signed 
pledge cards yearly. 

 Campaigns:  
o Each year since 2005, Revere CARES has conducted the “Parents Who 

Host, Lose the Most” and “Sticker Shock” campaigns, both evidence-
based, to decrease ease of obtaining alcohol.  Campaigns reached 
approximately 1,250 parents and 20 liquor stores. 

 Development of Virtual Parent Network – through 20 parent coffees 

 Local Media – The Revere Journal, offers six free pages per year to Revere CARES to 
educate the public about ATOD and the RC activities.   

 
Increase Support Services and Education 

 Town meeting  - Revere Cares has conducted at least four town meetings since 
inception. 

 At least 800 youth have participated in ATOD educational programs in 2006 & 2007. 

 Revere CARES worked with Revere High School to increase substance abuse 
education for athletes, freshman, and sophomores, and to establish a high school 
peer education program. 

 
Intermediate Outcomes 
 
Increase in the Age of Onset 

 

The Coalition’s ongoing community Power of Know Campaign has led to the increase in 
age of onset (also referred to as age of first use) for tobacco, alcohol and marijuana use 
among youth. 
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Increase Alternative Activities for Youth 
 

In 1999, the public school district politely but firmly said they were not interested in 
after school programs located in their schools.  Revere CARES conducted surveys, 
mapped resources, identified best practices and released a report in 2000.  As a result of 
Revere CARES’ assessment and recommendations, the Mayor and Superintendent came 
to better understand the need and made after school programming a priority.  Between 
2000 and 2006, grants were written in a collaborative process that included the Mayor, 
Superintendent, Director of Parks and Recreation, three after school providers, and 
Revere CARES.  The work that began with Revere CARES has now been institutionalized 
and is under the leadership of both the Mayor and the Superintendent. 
   
Short Term Outcomes 

 
Increase in Afterschool Programs and Opportunities for Youth 

 Over the last three years, after school slots have doubled. Currently, 300 youth are 
served and after-school programs are present in all Elementary and Middle schools 
(as of January 2010). 

 The Student Leadership team (SLT) is a peer leadership program consisting of four 
clubs at Revere High School.  These clubs provide structured activities that allow 
students to develop skills in the areas of leadership, advocacy, social awareness, and 
assessment/evaluation while being compensated for their efforts to improve their 
school and community.  

 The Education and Community Action team (ECA) provides Revere High School 
students opportunities to gain occupational skills in the areas of business marketing, 
fitness, and child development.  ECA classes meet weekly after school and assist 
students in obtaining summer internships that are paid by the ECA program. 

 
Intermediate Outcomes 
 
Increase in Youth Feelings of Connectedness to School and Adults 
According to the YRBS, connections to adults and teachers, a strong protective factor for 
youth, have steadily increased since 2001 for middle school students, an important 
trend indicator.   

 

YRBS: Perceptions of Adult Support Middle School Students 

Middle School Students      

Perceived teacher support 56% 53% 57% 62% 61% 

Perceived family or non-family adult support 76% 76% 76% 79% 80% 

Family adult support 47% 47% 52% 55% 53% 
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Long-Term Outcomes  
 
A review of the YRBS data from 1997 to 2009 provides a comprehensive picture of 
alcohol, tobacco, and drug use trends over the past ten years.  There have been 
substantial declines in several substance use indicators since 1999, which is when the 
Coalition first began implementing its efforts.   
 
The following bar graphs demonstrate steady declines in tobacco, alcohol and marijuana 
use as reported by both high school and middle school students. 
 
 Tobacco use is steadily declining 

Among High School 
Students: The 
percent ever having 
smoked cigarettes 
steadily declined 
from 70 to 47 
percent in 2009, a 
32 percent 
decrease.  During 
those same years, 

the percent who smoked in the past 30 days steadily declined from 34 to 18 percent, a 
47 percent decrease.  
 

Among Middle 
School Students: 
The percent of 
youth ever having 
smoked has 
declined from 54 to 
32 percent in 2009 
representing a 27 
percent decrease, 
and the percent of 
youth who reported 
smoking in the past 
30 days has 

declined from 21 percent in 1997 to 11 percent in 2009 which is a 47 percent decrease.  
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Revere Middle School 

Ever Had A Drink
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 Some alcohol indicators are declining, particularly binge drinking 

Among High School Students:  Following national and state trends, the percent of 
students 
who 
reported 
ever 
drinking 
alcohol, past 
30 day use 
and binge 
drinking 
have all 
decreased 

since 1999. However, several indicators in Revere dropped at a statistically significant 
greater rate than statewide between 2005 and 2007. For example, those ever having 
had a drink dropped 6 percent in this time in Revere, compared to 4 percent statewide, 
which is statistically significant.  The percent of youth who reported binge drinking (5 or 
more drinks at least once in the past 30 days) has decreased from 41 percent in 1999 to 
25 percent in 2009, which is a 39 percent decrease.  Statewide rates remained flat. 
 
The percent of students ever having been drunk has steadily declined from 66 to 51 
percent (23 percent decrease) and the percent of youth who reported frequent binge 
drinking (5 or more drinks in a row on 6 or more occasions in the past month) has 
steadily dropped from 14 percent in 1999 to 5 percent in 2009 (64 percent decrease).   
 

Among Middle School Students: The 
percent of youth who reported ever 
having drunk alcohol declined from 58 
percent in 1999 to 45 percent in 2009 
which is a 22 percent decrease.   
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Revere High School Marijuana & Heroin Indicators
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 Marijuana and heroin use is declining 

 Among High School Students: The percent of youth ever having used marijuana 
steadily declined from 54 to 42 percent (22 percent decrease).  The percent of past 
30 day use of marijuana declined from 35 to 27 percent in 2009, a 23 percent 
decrease. 

 

 Among High School Students: The percent of high school students reporting having 
tried heroin at least once in their lifetime has decreased from 8 percent in 2003 to 4 
percent in 2009, which is a 50 percent decrease. 

 
 
 
 
 
 
 
 
 
 
 
 
 
New Developments 
 
 ATOD Prevention Program 
 
The Opiates Task Force (OTF), a group of individuals and agencies, is committed to 
decreasing the rates of opioid use and overdose in the City of Revere.  OTF has: 

 Obtained a three year MassCALL 2 grant from the Massachusetts Department of 
Public Health to decrease the rates of fatal and non-fatal opioid overdoses in Revere 

 Conducted an assessment and developed a plan to reduce opioid overdoses 

 Implemented trainings for and outreach to active users and ‘bystanders’ (i.e., 
family/friends of active users) about how to prevent opioid overdoses  

 Supported the Revere Fire Department in obtaining permission to carry intranasal 
Naloxone (a.k.a. ‘Narcan’) so that first responders are equipped to reverse an opioid 
overdose  

 Is advocating for the ‘Good Samaritan Bill’ in order to decrease the fear that many 
active users have around calling 911 during an overdose  
 

Revere CARES has conducted 16 of 20 planned parent coffees.  The goals of the parent 
coffees include educating parents on the harm of adolescent use of ATOD, the 
development of a Power of Action social norms campaign, and the formation of a parent 
network.  Based on results of parent surveys completed at the parent coffees and 
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summaries of parent coffee discussions three potential Power of Action messages were 
developed; one message was identified after testing the message with over 425 parents; 
and the basic strategy for the Power of Action campaign has been developed.  All 
parents agreed to be part of the virtual parent network and strategies to establish an 
actual parent network have been developed. 
 
Goals for Next Year 
 
Revere CARES’ ATOD prevention program has identified the following ambitious goals 
for the upcoming year: 

 Completion of the Revere CARES assessment and planning process that occurs every 
four years 

 Implementation of a ‘Power of Action’ social marketing campaign targeting parents 

 Creation of a ‘Power of Know’ club at the middle school level 

 Obtaining Narcan for the Revere Fire Department 

 Hiring of a Youth Development Coordinator for the Student Leadership Team 

 Further development of the Student Leadership and Education and Community 
Action teams, including possibly integrating both into one committee 

 
Food and Fitness Task Force 
Sylvia Chiang, MPH, Manager 
 
Assessment 
 
Revere CARES identified food and fitness as a priority in its 2006 community 
assessment.  As a result, the Food and Fitness Task Force was formed in 2008 with the 
goals of increasing access to healthy, affordable foods, increasing physical activity, and 
reducing hunger.  The 2007 Revere Youth Risk Behavior Survey reported that 19 percent 
of youth watched five or more hours of TV, videos and/or video games on an average 
school day.  Only 18 percent of students reported eating a vegetable at least once a day 
in the past week, down from 25 percent in 1999.  Forty-six percent of high school 
students attended physical education class at least once a week, down from 84 percent 
in 1999.  
 
Program Activities and Short-term Outcomes 
 
The Food and Fitness Task Force has outlined a four-year plan with the goals listed 
below, each with potential strategies that are currently in development or in early 
stages of implementation.  In addition, the City of Revere was awarded a Mass In 
Motion grant from the Massachusetts Department of Public Health, which Revere 
CARES will be actively involved in.  Current plans are to conduct a major assessment of 
key informants across the community, which will inform future activities. 
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Goal 1: Increase access to healthy, affordable foods in the community, in schools and 
during after-school programs and summer lunch programs. 
 

 Create an intergenerational community garden elective at the middle school. 

 Land has been identified by the City on the grounds of a middle school, and a 
local senior center has agreed to partner with the children.  Land for three 
additional gardens has also been identified. 

 The Garfield Middle School has hired a certified teacher to teach curriculum, 
prepare the site and maintain the garden. 

 One additional site was identified for summer breakfast and lunch programs. 

 Garfield Middle School is in early stages of planning to become a Safe Routes to 
School site to encourage walking to and from school. 

 Additional/future steps: Expand a farmers’ market started by Revere CARES; work 
with the school’s dining services to increase healthy food choices and strengthen 
their existing policies; work with Project Bread to increase the number of children 
who have access to quality food for breakfast, after school and during the summer; 
partner with Stop & Shop, a local supermarket chain with three stores in Revere that 
has launched a program around healthy choices but has not yet brought it to 
Revere; and partner with local restaurants to change cooking practices and post 
food choice calorie counts. 

 
Goal 2: Increase active living. 
  

 Implement physical activity fitness program during and after school. 

 Funding has been identified to create an elective physical activity course within 
extended learning time at the Garfield School.  

 Thirty high school students are participating in a physical fitness course and will 
produce six videos to be aired on local cable access television. 

 Additional/future steps: Partner with Bike to the Sea to advocate for bike lanes 
and safe biking policies; Obtain resources to implement Safe Routes to School 
program and adapt policies to promote walking to school; Assist police and fire 
departments in a workplace wellness program; Work to open new gym facilities 
in several schools to the community; and Work with the Revere Beach 
Partnership to promote use of the beach for physical activity. 

 
Goal 3: Change community attitudes and behaviors through a social marketing 
campaign. 
 

 Engage parents 

 The health communications division of Health Resources in Action has been 
hired to develop a comprehensive social marketing campaign 

 Hire an outreach worker to recruit parents and coordinate a series of Parent 
Coffees at parents’ homes for educational discussions and workshops 
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 Additional/future steps: Implement the social marketing campaign to reinforce the 
messages from the activity described above and to change community attitudes and 
behaviors around healthy food choices and physical activity;  facilitate the addition 
of evidence-based strategies for nutrition and health education during/after school; 
collaborate with local health clubs to create educational cable programs. 

 
Measurement 
 
While activities will be aimed at changing the entire community, measurements of 
students at one middle school will be used as a proxy for progress.  In particular, BMI 
will be taken two times per year, and surveys on eating, hunger and physical activity 
administered. 
 
MGH Revere Adolescent Health Initiative 
Debra Jacobson, Administrative Director, MGH Revere 
Kerstin Oh, MD, Medical Director 
Linda Jeffrey, Practice Manager 
 
The MGH Revere Adolescent Health Initiative provides services for preteens, teens, and 
young adults in Revere, ages 10-21.  The Adolescent Health Initiative spans across four 
sites: The MGH Revere School Based Health Center (SBHC), located within Revere High 
School (RHS), the MGH Revere Health Center, the Adolescent Health Center (AHC), a 
confidential teen clinic, and the Youth Zone (YZ), a free afterschool program for kids.  
Each of these programs promotes risk reduction, screening for risky behaviors, and 
either provides or refers for appropriate interventions.     
 
Assessment 
 
Public health data support the need for risk reduction programs for adolescents; Revere 
adolescents have higher risk factors compared to statewide data in some areas.  Per the 
2007 Massachusetts Youth Risk Behavior Surveillance survey:      
(http://www.doe.mass.edu/cnp/hprograms/yrbs/2007YRBS.pdf): 

 11 percent of high school students reported being physically hurt by a date 

 24 percent reported daily sadness or depression for a period of at least two weeks 

 13 percent considered suicide 

 33 percent reported having had sexual intercourse in the last three months 

 19 percent of 12th graders reported four or more sexual partners 

 28 percent reported binge drinking (of alcohol) in the last 30 days 
 
According to the adolescent health report for Revere from the Massachusetts 
Community Health Information Profile, the rate of chlamydia among 15 to 19 year olds 
in Revere is more than one and a half times greater than the rate in this age group in 
Massachusetts as a whole.  For the same age group, the rate of substance abuse 
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treatment admissions is over 200 percent higher than the statewide rate.  The 
graduation rate for Revere High School in 2008 was 67.5 percent.  
 
There was a 50 percent increase in positive pregnancy tests at the SBHC between the 
2005-06 and 2007-08 school years.   

 
School-Based Health Center 
 
The SBHC is a fully functioning medical clinic within the high school that provides 
comprehensive healthcare, including management of acute illness, sports physicals, 
immunizations to all new incoming students of the Revere school system, as well as, 
confidential care such as pregnancy testing, STD testing, gynecological care, and 
contraceptive management.  The nurse practitioners offer consultative services to the 
city’s school nurses, health, and physical education teachers.  Clinical social workers 
provide individual mental health counseling to students.  Stay in Shape, an afterschool 
program, educates girls on how to develop and maintain a healthy lifestyle.  The success 
of the program has led to a mentor program for older students to coach younger girls on 
developing a healthy lifestyle. 
 
MGH Revere HealthCare Center 
 
The SBHC also refers and connects students with MGH Revere, which provides services 
such as assistance with applying for insurance, follow-up with primary care providers, 
and referrals to primary care, mental health, and OB-GYN.  MGH Revere also assists the 
school in coordinating medical coverage for their home football and hockey games.  
Students are able to seek confidential services at MGH Revere, as well as at the SBHC 
and Adolescent Health Center (AHC). 

 
Adolescent Health Center (AHC) 
 
The AHC was initially created to provide continuity of services to Revere High students 
requiring additional family planning services, since the dispensing of contraceptives 
within the high school was prohibited.  In addition to servicing the adolescents of 
Revere, it is also open to young people up to age 21 from surrounding communities.  
The AHC is run by the same staff as the SBHC which helps provide a level of comfort to 
nervous teens and ensures continuity of care between the two sites.  Services at this 
clinic include family planning counseling, dispensing of contraceptives, mental health 
counseling, and education. 
 
Circle of Care 
 
The SBHC, AHC, and MGH Revere are also able to offer services to pregnant and 
parenting teens through the Circle of Care (COC) project which is now in its fifth year.  
The COC links pregnant or parenting teens with youth workers who are able to provide 
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individual support and parenting groups.  One major goal of this program is to help 
prevent or delay subsequent pregnancies in this population, and early evaluation results 
indicate that the program is having a significant effect on subsequent pregnancies. 
 
Youth Zone 
 
The Youth Zone (YZ) is a free afterschool program that provides activities to at-risk 
youth ages 10 to 17.  Here they are able to develop positive life skills in a supportive 
environment while enjoying activities that lay the foundation for positive changes in all 
areas of life.   Most participants are from low-income, single parent families.  Many face 
the complex constraints of poverty, substance abuse and domestic violence in their 
homes and neighborhoods.  Services provided include health education, a sports 
program, homework support, arts and crafts, exercise and a peer leader program that 
encourages community service.  In addition, programming is offered during school 
vacation weeks and throughout the summer. 

 
New Developments 
 

 A partnership with the Boston Institute of Psychotherapy increased available 
individual counseling for high school students through the SBHC by 28 percent 

 A partnership between MGH Revere staff and school district personnel resulted 
in the approval by city ballot of an initiative to allow dispensing of contraceptives 
at the high school by the SBHC 

 An Alateen group now meets at the AHC 

 Operation Mouthguard provided custom mouthguards to student athletes 
through the SBHC 

 The SBHC consent form is now available in multiple languages to provide better 
access to the diverse community of Revere 

 A Counselor-in-Training program was developed at the Youth Zone which allows 
peer leaders an opportunity to experience the commitment of a job, and learn 
how to participate in program planning and fundraising 

 
Program Outcomes 

 

 1,892 medical/mental health visits at the AHC/SBHC  

  Youth Zone has 126 active members 

 600 high school students received classroom education on health, sexuality, values, 
decision making, and pregnancy prevention 

 HIV screening for family planning patients increased by 153 percent 

 Mental health screening for high school students using a validated tool increased 
from 4.2 percent of visits to 18.3 percent 
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Goals for Next Year 
 

 Continue outreach and education for the community regarding SBHC services 

 Conduct a patient satisfaction survey to understand how to best serve the 
adolescent population in Revere 

 Hire an additional social worker to serve more students at the SBHC 
 

MGH Community Health Associates    
Anne Richmond, MPH, Director 
H-Community Health Associates works collaboratively with  
MGH Community Health Associates' (CHA) works collaboratively with the MGH Health 
Centers to provide high quality, innovative health care programs and fostering 
community based research.  We are committed to delivering comprehensive, evidence-
based preventive health services to low income, uninsured and underserved 
populations who live and work in the Charlestown, Chelsea, Everett, and Revere 
communities.  To realize its mission, MGH Community Health Associates provides 
programmatic support, clinical supervision, fiscal grant management oversight, and 
technical assistance for four MGH community health centers serving more than 75,000 
individuals and families annually.  MGH Health Centers in Charlestown, Chelsea, 
Everett, and Revere provide a 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. 
 

Access to Resources for Community Health (ARCH) 
Ming Sun, MPH, CHES 
 
Assessment  
 
ARCH training and utilization of ARCH resources especially its website were assessed 
through training evaluations and focus group studies.  Data collection and analyses in 
2009 showed that the program activities were highly valued by users in the community.  
 
Background 
 

ARCH strives to increase access, especially electronic access to health information and 
resources among clinicians, patients, and community-based agencies.  In 2010, the 
program will implement a computer upgrading project at Revere Elderly Affairs.  A 
needs assessment to identify opportunities for additional ARCH coverage in Charlestown 
will be conducted.  Long term goals include continuous grant-seeking and training as 
well as increasing topics at www.arch-mgh.org.  Numbers of training sessions and 
requests to ARCH are documented as baseline measures to assess program activities.  
Senior Centers and Head Start Programs were major ARCH partners in 2009.  

 

http://www.arch-mgh.org/
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Program Activities  
 
ARCH provides hands-on training on using reliable and safe health information and 
resources included in www.arch-mgh.org and www.arch-headstart.org.  The program 
processes requests for research articles and patient education materials in a timely and 
user-friendly manner.  ARCH Message is a periodic email letter to announce the most up 
to date and available resources useful to health education activities across the health 
centers.  This letter is distributed to some 50 staff members on ARCH Patient Education 
Initiative representing each of the health centers.  ARCH also conducts community 
needs assessments to identify opportunities for service expansions and seek grants to 
support those projects. 

 
New Developments  
 
ARCH conducted Focus Group Studies with Family Advocates at the CAPIC Head Start 
Program and seniors who participated in ARCH training onsite at the Office of Revere 
Elderly Affairs.  These studies yielded rich information on the value of ARCH services and 
utilization of ARCH resources in the target communities.  A grant proposal to upgrade 
the computer system at Revere Elderly Affairs in order to strengthen ARCH training was 
submitted to the National Library of Medicine/New England Region. 
 
Outcomes  
 
ARCH processed a total of 122 requests for services in locating patient education 
resources, searching for research articles, training on how to use the website, or helping 
with health education events.  Meanwhile, the program emailed a total of 10 ARCH 
Messages.  In a joint effort with Health Education Planning Group members, ARCH 
helped produce several cable programs at Chelsea in collaboration with Chelsea Cable 
and Market Basket, including Smart Food Shopping on a Budget (DVD in English 26 
minutes; DVD in Spanish 34 minutes), Health Center 101 – How to Use Your Community 
Health Center, Emergency Preparedness, and H1N1 Flu PSA. 
 
Goals for Next Year 
 

 Implement the computer upgrading project in Revere 

 Conduct community needs assessment in Charlestown 
 

 
 
 
 
 

http://www.arch-mgh.org/
http://www.arch-headstart.org/
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MGH CHA Care Coordination Program at the MGH Chelsea HealthCare 
Center 
Eileen Manning, RN, BS, Clinical Director 
Donna Peltier-Saxe RN, MSM, ACM, Case Manager  
Eileen Andrade, Program Coordinator 
Nydia Febres, Patient Navigator 
Niza Troncoso, Risk reduction Educator 
 
Background 
 

The Chelsea Care Coordination Program (CCP) is a Massachusetts Department of Public 
Health Program grant administered by MGH Community Health Associates as a pilot at 
MGH Chelsea Health Center, Adult Medicine Practice.  This program, replacing the 
former Women’s Health Network Breast and Cervical Screening Collaborative is 
designed to provide more comprehensive care coordination, services and a patient 
centered medical home for low income women and men age 40 to 64.    
 
Program Activities 
  
Services include patient navigation, case management, assistance in accessing health 
insurance, risk reduction education, chronic disease management, and lifestyle 
intervention services that help reduce the barriers and increases clients compliance with 
the recommended plan care. 
 
The primary focus for enrolled clients is on those women who are low income (<200% 
FPL) and uninsured.  Clients who are enrolled in the state’s Health Safety Net Trust Fund 
are considered uninsured for purposes of this program.  Although the focus is <200% 
FPL, men & women age 40-64 who are insured and have incomes at or below 400% FPL 
may also be enrolled.  
 
In addition, age eligibility exceptions exist for those women and men under 40 and over 
64 years of age if they have an identified abnormal finding for breast, cervical, colorectal 
or prostate cancer. 
 
The CCP team, comprised of 1.5 Patient Navigators,  a half-time  risk reduction educator, 
and a half-time nurse case manager review each enrolled client to assure their plan of 
care is in accordance with Massachusetts Health Quality Partners-Adult Preventive Care 
Recommendations (MHPQ) for breast, cervical, colon, and prostate cancer screening, 
cardiovascular disease and diabetes screening, and tobacco use assessment.  
 
The Bilingual CCP team reviews each enrollment and assesses specific client’s needs.  
The team then works to address any barriers and assist the patients to receive the 
needed services.  The team may make referrals to case management for any abnormal 
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results.  They may provide coordination and collaboration with existing health center 
navigation and disease management programs and services.  They provide health and 
lifestyle education, facilitate referral to financial services and may become the “go to” 
person for coordination of many services. 
 
New Developments  
 

CCP team members completed the state’s Navigator and Supervisor of Navigators 
Training.  Systems have been developed for enrollment of clients from MGH Chelsea’s 
Adult Medicine practice.  The state’s data base for compiling patient enrollment and 
service data has been implemented and mastered.  The CCP team outreached and 
enrolled clients for this program as well as for the State’s Free Colorectal Cancer 
Screening Pilot.  The Risk Reduction educator has expanded her tobacco cessation 
training and the team has developed a ten week program to assist patients with weight 
loss.  To increase mammography screening the team has developed a No-Show 
Mammography project to target those women not receiving their screening. 
 
Goals for the Next Year 
 

The goals for the coming year are to increase enrollment in the program and to access 
the payment of medical services portion of the grant. 
 

CPR Training 
Eileen Manning, RN, BS 
Donna Peltier-Saxe RN, MSN, ACM  
 
CHA provides CPR training and re-certification to professionals and residents of the Back 
Bay, Charlestown, Chelsea, Revere, and Everett.  In 2009, the program issued 85 CPR 
course completion cards. 
 

Celebrating Women, Living A Vibrant Healthy Life! 
Eileen Manning, RN, BS, and team of volunteer staff from CHA and across the health 
centers 
 
Background 
 

MGH Community Health Associates, in collaboration with the MGH Community Health 
Centers of Charlestown, Chelsea, Everett, North End, and Revere, sponsored the 
seventh "Celebrating Women, Living a Healthy Vibrant Life!”  The goal of this exciting 
event is to increase access among girls and women of all ages to health information and 
health care services.  Held at MGH in the Charlestown Navy Yard, this event reached 
1,000 women from communities served by the MGH health centers, as well as, the 
North End and Winthrop.  Designed as "one stop shopping" for vital health information, 
activities include a community health fair with lectures and discussions, health 
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screenings, health prevention and education, and community awards for women who 
exemplify living a healthy, vibrant life.  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.  The key note speaker was Dr. Malissa Wood from MGH Cardiology who 
spoke on Women’s Heart Health. 
 
A very touching part of the program each year is the presentation of 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 community who also write a 
biography about the woman.  The teen then introduces the woman during the award 
ceremony and reads aloud her biography. Dr. Mallika Marshall, the CBS health reporter 
and MGH Chelsea Physician again served as Mistress of Ceremonies. 
 
Goals for Next Year 
 

Planning for the Women’s Health Event for this upcoming year began in September 
2009 and the date of the event is set for May 6th, 2010 at Everett High School.  The 
theme of this year’s event will be Active Body, Active Mind, Active Spirit.  A 
multidisciplinary team of staff from across the health centers and main MGH campus 
are working to plan this year’s event. 
   

Child Passenger Safety Program  
Maria Doherty, Program Coordinator 
 

Background 
 

The Child Passenger Safety Program was created to provide toddler car seats and car 
seat training to children and their families who would otherwise be unable to afford this 
safety restraint.   
Program Activities 
 

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.  
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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 car safety restraints by attending a four-
hour program. 
 
Outcomes 
 

 In FY 2009, MGH CHA distributed 32 car seats to clients of the MGH Health Centers. 

 Each Health Center has a site coordinator who attended the training in 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 
Ming Sun, MPH, CHES 
 
Background 
 

Family Planning Program provides confidential access to care for adolescents.  Through 
a sub-contract with ABCD, the Family Planning Program operates primarily at the MGH 
Chelsea and MGH Revere Health Center satellite sites, including Chelsea School-Based 
Health Center, MGH ROCA Clinic, Revere School-Based Health Center, and Revere 
Adolescent Health Center.  The program serves at-risk youth in need of confidential and 
comprehensive reproductive health care.  Baseline measures are data on patient 
encounters collected through clinical forms.  ROCA, Chelsea High School, and Revere 
High School have been community partners of the program over the years. 

 
Program Activities  
 

Adolescents can access confidential care on their own regardless of their insurance 
status.  Clinical services provided by the program include education and counseling; 
physical exams; STD and HIV/AIDS screening; pregnancy testing; and contraceptive 
methods dispensed at point of service and free of charge.  

 
New Developments  
 
Overcoming controversies, Family Planning received approval to provide expanded and 
needed services onsite at the Revere High School through the MGH School-Based Health 
Center, thanks to a joint effort made by MGH CHA, MGH Revere, the school, and the 
city’s leadership team.   
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Outcomes  
 
Approximately, a total of 2,600 family planning visits were made across all MGH 
program sites. 
 
Goals for Next Year 
 
 Renew effort in expanding the program to Charlestown 
 

Heart Awareness and Primary Prevention in Your (HAPPY) Neighborhood 
Heart Trial 
Malissa Wood, MD - Principal Investigator 
Donna Peltier-Saxe RN, MSN, ACM - Program Director 
Donna Slicis, RN - Health Coach 
Cathy Culhane-Hermann RN - Health Coach 
Eliana Pineda - Research Assistant 
Melanie Pearsall RD - MGH Revere Nutritionist 
Ellen Tighe-Ventola PT - MGH Revere Physical Therapy 
Susan Lane RN, MSN, MBA - Tobacco Treatment Specialist and MGH CHA Wellness 
Instructor 
MGH CHA Wellness Center Staff 
 
Assessment  
 

Cardiovascular disease (CVD) remains the number one killer of American women.  Every 
year more than 250,000 women die each year from ischemic heart disease (IHD) and its 
complications.  Since 1984, more women than men have died annually from IHD.  
Women with IHD have more adverse outcomes than men despite lower angiographic 
disease burden and higher left ventricular ejection fractions consistent with men.  
Cardiovascular disease is also responsible for decreased quality of life and increased 
morbidity in older women.  While cardiovascular disease is largely preventable, women 
with limited resources are much less likely to receive and practice primary CVD 
prevention.  A comprehensive approach to risk factor reduction in this group of women 
has been shown to lead to significant improvements in CVD risk factors.   
 

Background  
 

A personalized pilot program “HAPPY Heart Trial" (Heart Awareness and Primary 
Prevention in Your neighborhood) for women aged 40 to 60 years, developed and 
directed by Malissa Wood, MD, FACC, from the MGH Division of Cardiology and 
Women's Heart Center.  Patients are asked to participate in an aggressive lifestyle based 
cardiovascular risk reduction program for two years to examine the potential benefit of a 
lifestyle risk reduction program integrating aggressive medical treatment of risk factors 
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with stress reduction modalities including yoga, tai-chi, relaxation response training and 
group education/participation on individual stressors, anxiety, and depression. 
 
Enrolled participants have at least two risk factors for the development of coronary 
artery disease.  Enrolled subjects receive their primary adult medical care at MGH 
Revere HealthCare Center or MGH Chelsea HealthCare Center.    
  

Program Activities  
 

Recruitment of female subjects started in April 2008 and is open for enrollment.  The 
multi- disciplinary team (Principal Investigator, Physicians, Registered Nurses, Physical 
Therapist, Registered Dietician, ECHO technicians, Biostatistician, and Research 
Assistant) meet on a regular basis to review and evaluate the program.  
 
Patients meet with a RN Health Coach one to two times a week for approximately 12 
weeks to receive coaching and intensive counseling regarding their risk factors, and 
meet on an on-going basis to track progress and to identify barriers.  There is an 
aggressive start-up when women enroll in the program (and tailoring as needed to meet 
individualized planning needs): 
 Coaching visits  
 Participation in a program of integrated relaxation at the MGH CHA Wellness Center. 

(Relaxation techniques are initially taught and reviewed with the RN Health Coach 
and reinforced in the monthly group sessions). For example:  

 Tai Chi 

 Yoga 

 Exercise regimen to be replicated at the MGH CHA Wellness Center, MGH 
HealthCare Center or outdoors.  Exercise interventions include:  

 Walking 

 Cardio vascular aerobic exercise classes 

 DVD/tapes 

 Design of individual exercise program 

 Nutrition Consultation including development of a family nutrition plan, food 
shopping consultation, special interest is paid to family and cultural 
preferences.  

 Smoking Cessation (group and or individual counseling) 
 
The program is offered in English and Spanish with a bi-lingual Research Assistant 
available to translate and accompany Spanish speaking women to program components 
that require Spanish translation.   
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New Developments   
 

Open enrollment resumed in November 2009 as the study has received additional 
funding, income limitations were eliminated to increase enrollment and to encourage 
staff at the health centers to enroll. 
  

Outcomes   
 

To date none of the women enrolled have elected to withdrawn from the trial.  Baseline 
and year one data is being evaluated.  Starting in September 2008 to present, the 
educational and exercise programs began meeting 3 to 4 times a month to support 
women that have met the initial goals set by the Principal Investigator and RN Health 
Coach.  The weekly support meetings continue to reinforce the program goals and 
provide group as well as individual educational and coaching sessions.  
 
Goals for next year  
 

Open enrollment will be continued with the goal of increasing the number of women 
participating from the primary care practices at MGH Revere and MGH Chelsea. 
 
Hepatitis C Program 
James Morrill, MD, Clinical Director 
Sonia Burgos, Patient Advocate/Health Educator 
Ann-Marie Duffy-Keane, MPH, Project Coordinator. 
 
Background  
 
The Hepatitis C Virus (HCV) Program began at the MGH Revere HealthCare Center in 
2001 when primary care staff identified a growing number of patients infected with 
HCV.  In 2005, the HCV Project launched a HCV treatment clinic at the MGH Charlestown 
HealthCare Center.  James Morrill, MD continues to lead the HCV Project and has 
created the first community-based program within the MGH system for treatment of 
patients with Hepatitis C.  In 2007, the project was awarded a three-year DPH Chronic 
Disease Management Grant to allow hiring a full-time Community Health Worker to 
advocate and educate Hep C patients with co-morbid conditions and to outreach to 
high-risk residents in Charlestown, Revere, and Chelsea.  
 
The project includes the following goals and objectives:  

 Improved clinical care 

 Provider and patient education 

 Research to improve the understanding of HCV and inform patient care 

 Community outreach 
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Program Activities  
 

 Medical Care.  Evaluation and treatment of Hepatitis C by a team of trained 
professionals   specializing in the care of individuals.  The team includes a doctor, 
nurse practitioner, a social worker, and an outreach worker/patient advocate all 
working together to help patients remain healthy. 

 Advocacy, Education, and Outreach.  Services provided include support, education, 
prevention services, and assistance with follow up to support patient compliance 
with treatment. 

 Mental Health & Counseling Services.  Counseling services and support are provided 
by licensed social workers at each program site. 

 Monthly Support Group.  This group meets monthly and allows patients living with 
Hepatitis C and their families to come and share their experiences in order to learn 
from and support each other.  

 Quarterly Educational Sessions.  These educational sessions are presented by local 
experts in the care and treatment of Hepatitis C. 

 Provider Education.  Includes practice in-services, updates on PCOI website, and an 
updated Manual for Management of Hepatitis C in a Primary Care Practice which will 
be distributed to primary care clinicians in the Charlestown, Chelsea, and Revere 
practices.   

 
Outcomes  
 
Continued growth of the MGH Charlestown HCV Clinic, with over 80 patients evaluated 
and 26 patients enrolled in treatment as of December 2009. 
 
Goals for Next Year  
 

 In January 2010, a Hep C Clinic will begin in Chelsea and serve residents of Chelsea, 
Revere and the surrounding communities.  

 An updated Manual for Management of Hepatitis C in a Primary Care Practice will be 
distributed to primary care clinicians in the Charlestown, Chelsea, and Revere 
practices. 

 Potential collaboration with the Massachusetts Department of Public Health to 
define the Hep C populations in the communities served by the Health Centers, 
gaining an understanding of growing number of new cases among young patients, 
and evaluating services for patients with Hep C in these communities. 

 Increased community awareness of Hepatitis C education through participation in 
health fairs, community meetings and political forums. 
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 “Pack It In”: Tobacco Treatment and Referral Program 
Ann-Marie Duffy-Keane, MPH, Director 
Susan Lane, RN, MSN, MBA, Tobacco Treatment Specialist  
 
Background 
 
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, and Revere since 1994.  As the only tobacco treatment service in 
most of the surrounding 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.   
 
Program Activities 
 
There are an estimated 7,805 smokers who currently utilize health center services 
within the target communities.  Available to all community residents, Pack It In targets 
new immigrant, minority, low-income, and working class populations.  The program 
provides group counseling, education, hypnotherapy, assistance with nicotine 
replacement therapy, and referral services for participants of the program.   
 
New Developments 
 
The program has shifted its focus this year to conducting group support sessions which 
include education, support, stress reduction, hypnotherapy, and patient movement 
along the stages of change in order to become smoke free.   
 
Outcomes  
 

In 2009 “Pack It In”: 

 Reached more than 95 individuals through group counseling, lectures, nicotine 
replacement therapy, and referral services. 

 Received 52 referrals into the program for services from the MGH Health Centers. 

 Coordinated the health centers' observance of the Great American Smokeout and 
World No Tobacco Day.  

 Conducted 12 daytime and evening tobacco treatment support groups serving a 
total of 43 individuals. 

 
Goals for Next Year 
 

 The program in the upcoming year will begin to measure quit rates of program 
participants at six month, one year, and two year intervals.  
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 Train an existing staff member at the Chelsea Health Center who is bilingual in 
Spanish to begin providing cessation services to patients in Chelsea.  

 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, continue to offer Wellness Center 
complementary therapies are offered to support program participants in relapse 
prevention.  This includes stress management, yoga, relaxation, and Tai Chi. 

  

Pediatric Asthma Quality Initiative 
Donna Peltier-Saxe,  RN, MSN, ACM,  Clinical Program Director 
Evanthia Kartsagoulis  MGH/MGPO Program Specialist 
 
Background 
 
The Pediatric Asthma Quality Initiative continues to implement programs this year in all 
of the MGH health centers and to MGH Pediatric Practices with the Massachusetts 
General Physicians’ Organization (MGPO).  The goals of the Pediatric Asthma Program 
are to decrease ED visits and improve the quality of patient care. 
 
Program Activities 
 
Each participating MGH Pediatric practice has an identified physician champion and an 
asthma coordinator.  After pediatric asthma patients are identified, the asthma 
coordinator reviews data with the primary care providers on all patients, lists and 
classifies asthma on the electronic medical record (LMR) problem list, and develops an 
asthma action plan with the primary care provider.  Asthma coordinators also complete 
and update this information on the web-based MGH pediatric asthma registry.  
 
Every MGH pediatric practice has access to Pediatric Asthma Action Plan in LMR 
allowing providers to generate printed guidelines to help manage a pediatric patient's 
asthma.  The Pediatric Asthma Action Plan is saved as a note in LMR and the printed 
documents are provided to the patient's parent or guardian. 
 
Each Pediatric Asthma Action Plan includes details on medications and is given to the 
patient and the family.  Providers can also select to include a Massachusetts school 
Student Medication Administration Authorization form with the printing of the MGH 
LMR Pediatric Asthma Action Plan.  This school form indicates that a primary care 
physician consents to have either the student or school nurse, as indicated, administer 
medications in the Asthma Action Plan.  
 
The asthma coordinators or a nurse in each practice continue to conduct ED and 
inpatient post discharge telephone interview assessments to improve the follow up care 
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of discharged patients.  The asthma coordinators and/or nurses discuss the discharge 
medication instructions with families, follow-up on the discharge plans, clarify any 
questions, and assist families in making a follow-up appointment with their pediatric 
primary care physician (PCP).  
 
New Developments 
 
A pilot translating the English Pediatric Asthma Action plan into Spanish for use at home 
has been implemented at all MGPO Pediatric practices. 
 
The MGPO provided limited funding for aerochambers for prescribed inhaled 
prescription administration for patients whose families could not afford them.  The 
MGPO also funded hypoallergenic pillowcases and mattress encasements to assist 
families with limited funding resources. 
   

Stay in Shape Program   
Ming Sun, MPH, CHES 
 
Assessment  
 
Pre- and post-tests were administered to all participants of Stay in Shape in 2009.  Data 
were consistent to previous years in showing improvement in knowledge, skills, and 
practices among students as a result of participating in the program. 
 
Background  
 
Stay in Shape is an after school program promoting healthy lifestyle among adolescent 
girls, served five schools in 2009.  A long term goal is to serve every school in 
Charlestown, Chelsea, and Revere.  For baseline measures, the program administers pre 
and post tests.  Chelsea High School, Clark Middle School in Chelsea, Revere High 
School, For Kids Only After School, Rumney Marsh Academy in Revere, and Warren-
Prescott Elementary School in Charlestown were partners of Stay in Shape in 2009. 
 
Program Activities 
 

Stay in Shape addresses the pressing issue of childhood obesity through health 
education programming to promote healthier behaviors among adolescent school girls.  
There are three major intervention components in Stay in Shape’s curriculum:  Health 
and Nutrition Education, Fitness Education and Activities, Stress Management and 
Relaxation Techniques.  The program is offered onsite at school during after school 
time.  Each participating school contributes to the program by designating appropriate 
teachers to oversee day to day operations of the program.  Schools can choose a 
program schedule design based on their available resources including teachers’ time, 
classroom and gym space availabilities.  MGH CHA directs and manages the program 
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through grant seeking, curriculum development and training, data collection and 
analyses among other things.   

 
New Developments   
 
Stay in Shape had a tremendous growth into three middle schools for the first time, 
making it a total of five participating schools by year end.  The program also successfully 
piloted a mentoring program involving participants from Revere High School to work as 
mentors at For Kids Only After School and teach the Stay in Shape program to younger 
girls in a summer program setting.   
 
Outcomes  
 
A total of 102 girls participated in Stay in Shape, including 22 younger girls who took 
part in the Pilot Mentor Program during summer time.  According to results from the 
program’s pre- and post-tests, there was improvement (30 percent to 80 percent) in 
knowledge and behavior across all interventional areas in nutrition, fitness, and stress 
management as well as increase in students’ confidence level in following through a 
healthy lifestyle.   All participants rated the program as being helpful to very helpful. 
 
Goals for Next Year 
 

 Strive to expand the program to Kent Middle School in Charlestown, Browne and 
Wright Middles Schools in Chelsea. 

 Continue the Mentor Program in Revere and replicate it in Chelsea. 
 

Wellness Center  
Kathleen M. Miller, RN, MA, PhD 
 
Assessment  
 

The MGH-CHA Wellness Center opened in spring 2007, in response to feedback from 
patients completing smoking cessation programs, who identified the need for 
“aftercare” support in the form of wellness services.  In planning program elements for a 
broader patient audience,  Primary Care Practitioners were surveyed at all three MGH 
HealthCare Centers, and they flagged the need for lifestyle modifications for their 
patients, especially in the areas of exercise, stress reduction and nutrition.  The program 
continues to actively seek feedback from our patients and health center providers 
regarding programmatic needs and modifications. 
 
Background  
 

The MGH-CHA Wellness Center is located on the fifth floor of MGH-Revere Health 
Center, and serves patients from all MGH Health Centers.  The center features a large 
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activities room with ocean views for Chair Yoga, Gentle Yoga, Tai Chi, Zumba/Cardio 
Fitness, Mind Body Stress Reduction groups, and other classes and workshops; private 
treatment rooms for acupuncture and massage; a group acupuncture room, and a 
comfortable counseling room.  Additionally, some programs are offered on-site at MGH-
Charlestown and MGH-Chelsea.  The goal is to enhance the well-being and quality of life 
for patients served through MGH Health Centers, by providing culturally appropriate, 
easily accessible, and affordable wellness programs that are integrated into their 
medical care.  
 
Program Activities 
 

Program activities include Acupuncture & Therapeutic Massage, Specialty Groups, 
Wellness “Fitness for You” Groups, and Community-Based Pilot Studies.  Medical 
clearance is obtained prior to the patient’s participation in Wellness services through 
communication with the patient’s primary care physician.  

The Acupuncture Clinic opened in Fall of 2007, for four hours a week, and by 2009 
was expanded to 16 hours per week, due to an enthusiastic response from the MGH 
HealthCare Center patients and physicians.  70 percent of patients reported that this 
is the first time they received acupuncture, and they tried it because it is affordable 
and accessible.  Most patients come for treatment of chronic pain, fatigue and stress 
management, although patients are seen for a myriad of issues.  One of our 
acupuncturists speaks Spanish and Ukrainian. This year, Group Community 
Acupuncture was introduced, in an effort to address the long wait list for services 
and to provide on-going affordable services for patients with chronic conditions.  
Patients are seen in a group setting, and privacy is provided with decorative screens.  

 Therapeutic Massage began at four hours a week in 2008, and have been expanded 
to 14 hours per week in 2009, due to the high demand for these services.  Most 
patients come to massage for stress reduction and pain management. Specialty 
Groups: 

 
Sleep Well - Be Well.  This six-week program began in 2009, teaching patients strategies 
for ensuring a good night's sleep.  Program elements include Education, Cognitive 
Behavioral Therapy, Deep Breathing, Relaxation Response, Yoga, Guided Imagery, and 
Clinical Hypnosis.  The program was developed upon the request of MGH Health Center 
PCP’s who were looking offer to their patients an alternative to pharmaceuticals for 
sleep issues.   
Collaborations with MGH- Health Centers.  The following specialty groups are offered 
by the Wellness Center in collaboration with the MGH- Health Centers Mental Health 
departments:  

 Chronic Pain Management (Revere)  This 12 week group incorporates stress 
reduction, group support, and strategies for managing pain.  

 Mindful Parenting (Revere)  This weekly support group is for parents with children of 
all ages, and includes experiential strategies for stress reduction.   
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 Support Group for New Parents (Revere)  This weekly drop in support group is for 
new parents and their children (0 - 6 months) 

 Mind Body Group for Depression & Anxiety (Revere, Chelsea & Charlestown) 
This 8-week group was developed in partnership with the MGH-Benson-Henry 
Institute (MGH-BHA) for Mind Body Medicine.  The program incorporates stress 
reduction, cognitive behavioral therapy, social support, healthy lifestyle choices.  
The Wellness Center also worked with MGH-BHIA and the South Cove Community 
Health Center this year to create a basic manual for use in health center Mind Body 
groups that will be translated into Spanish and Chinese.  

 Wellness “Fitness for You” Groups The Chair Yoga and Gentle Yoga classes continued 
to be offered at MGH- Revere during 2009, and were expanded to MGH-
Charlestown in 2009.  The Chair Yoga classes are geared for people dealing with 
other chronic health issues, and include patients in wheelchairs/scooters.  The 
Gentle Yoga classes focus on gentle stretching for greater flexibility, and relaxation 
tools for stress management. 

 Stretch & Relax classes were started at MGH- Chelsea during 2009, and provide 
gentle stretching for greater flexibility, and relaxation exercises. 

 Tai Chi classes continued to be offered in MGH-Revere, and were expanded to MGH-
Charlestown in 2009.  Tai Chi is a low-impact, weight-bearing, aerobic exercise, 
geared towards helping patient increase coordination, flexibility and balance. 
Zumba/Cardio Fitness began at MGH-Chelsea in 2009, and now offers two of these 
classes each week.  Zumba is a lively, aerobic dance and movement class, using the 
rhythms of Latin and International music. Community-Based Pilot Studies.  MGH- 
CHA Wellness Center is working in partnerships with the MGH Benson-Henry 
Institute for Mind/Body Medicine, the MGH Women’s Heart Health Center, and the 
Tufts Foundation, to implement and evaluate three pilot programs in the MGH 
community healthcare centers. 

 
New Developments in 2009 
 

With support from the Tufts Foundation, the number of patients served through the 
MGH-Revere Senior Wellness program was increased, and program elements such as Tai 
Chi and socialization field trips were added.  
 
Outcomes 
  
Acupuncture Survey  N=31 (92 sent; 31 surveys returned) 

 70 percent of patients reported that this is the first time they have ever received 
acupuncture.  

 The top three reasons for coming to acupuncture were #1) pain,  #2) stress, and #3) 
depression. 

 86.2 percent of respondents indicated that acupuncture has helped them.  Benefits 
fell under three main categories of: 
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 Pain Reduction with associated reduction of stress, anxiety, depression 

 Improved mobility 

 Improved quality of life 
    
Yoga/ Tai Chi Survey N=16   (24 sent; 16 surveys returned)  

 100 percent of respondents indicated that Yoga/Tai Chi has helped them.  Benefits 
fell under three main categories of: 

 Relaxation/Reduce Anxiety 

 Improved Balance 

 Improved Physical Symptoms 

 
Goals for Next Year 
 
In 2010, in addition to continuing to provide culturally appropriate, easily accessible, 
affordable and integrative wellness programs for MGH-Health Center patients, the 
following capacity expansion is planned: 

 Expand acupuncture services to be on-site at MGH-Charlestown 

 Begin offering Mind Body Stress Reduction programs in Spanish 

 Enhance patient outcome measures for the specialty groups 
 

Technical Support and Assistance 
 
The professionals at MGH Community Health Associates are resources to staff and 
colleagues throughout the MGH and Partners 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. 
 

Healthy Steps for Young Children 
Harwood Egan, MD 
Susan Curley, MSEd, CLC 
Jennifer A. Bronsdon, MEd 
Katherine Anderson-Wirz, LICSW 
 
The first three years of life are the focus of a national initiative, the Healthy Steps 
for Young Children Program.  This family-focused 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.  Healthy Steps capitalizes on “teachable moments” 
in which parents’ concerns for their young children make them receptive to 
information that will challenge and change their attitudes and parenting practices 
for the benefit of their children. 
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The goals of the program include timely well child visits and immunizations, increased 
parental knowledge of child development, appropriate expectations, parents who read 
more to their young children, and suitable limit setting techniques.  Recently, the 
specialists have spent more time focusing on healthy eating habits, good weight gain, 
and obesity prevention.  Overall, the program also seeks to improve access to care for 
all patients and their families. 
 
The program integrates child development specialists into the pediatric team to 
enhance the information and services available to parents by addressing major 
behavioral and developmental issues.  As part of their well child visits, families meet 
with their specialist to discuss such topics as sleep, healthy eating, discipline and limit 
setting, and activities to promote development.  Additionally, specialists assist families 
in need of a variety of community resources, including Early Intervention, Food for 
Families, HAVEN, The Family Network, Cradles to Crayons, childcare options, and others.  
Reach Out & Read, a successful national early literacy program, is also implemented as 
part of Healthy Steps.   
 
Healthy Steps, 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.  Parents in the study reported they are more likely to read to their 
children, place their infant on their backs to sleep, and discuss concerns around 
aggressive behaviors in toddlers with their pediatric practice.   
 
In the September 2007 edition of the journal Pediatrics, parents from the original 
research group noted several sustained benefits of the Healthy Steps program.  These 
benefits included greater satisfaction with pediatric health care, increased odds that 
parents will discuss a child’s serious behavioral issue with the pediatrician, and a greater 
chance that children read books.  Parents reported they were less likely to use severe 
discipline strategies such as slapping or spanking. 
 
Program Accomplishments 
  

 Two of the specialists have completed training to initiate a research project using 
the Incredible Years curriculum, which teaches interactive play, positive 
reinforcement skills, and nonviolent discipline strategies to the parents of children 
between two and four years of age.  One session of the Incredible Years parenting 
group has been completed, and a second session will begin next summer.  The 
specialists hope to continue offering the Incredible Years groups to parents of 
children who are at risk for behavioral difficulties. 

 One of the specialists continues to provide extensive breastfeeding support as a 
certified lactation counselor.   
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 The specialists have increased the amount of training provided to residents of the 
MGH Pediatric and Med/Peds departments.  Residents participate in discussions and 
visits to learn more about behavior, development, and meeting the needs of young 
families. 

 A new support group for the parents of young infants was offered during the fall in 
collaboration with the OB, mental health, and interpreter services departments at 
MGH Revere.  Topics covered during the support groups included infant massage, 
breastfeeding support and stress reduction. 

 
Program Outcomes 
 

 Healthy Steps has 593 families enrolled, including 218 new referrals. 

 Specialists conducted 1,948 office visits, 314 phone calls with patients, and 32 home 
visits.   

 Between three and nine families attended each monthly parenting group in order to 
network with other parents and obtain information on development and behavior. 
Between one and three families attended each of the weekly support groups for 
parents of young infants. 

 The specialists have collaborated with the Family Support Early Intervention 
program and have conducted 93 Early Intervention visits. 

 

Access to Care  
 
MGH is among the largest providers of Health Safety Net care to people without 
means to pay in the Commonwealth.  In FY2009, more than $65 million worth of 
care was provided to nearly than 6,300 patients.  Almost half of those patients came 
from MGH priority communities.   At the same time, the hospital treated another 
6,300 patients insured under Commonwealth Care. 
 
MGH is also a major provider of health care for patients on Medicaid, providing 
nearly $246 million worth of care to nearly 40,000 patients in FY2009, at a loss to 
the hospital and its doctors of nearly $73 million. Nearly half of MGH Medicaid 
patients were from priority communities. 
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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. 

 
 
 

Components of FY2009 Community Commitment 

(in $ Millions) 
Compiled According to the Attorney General Guidelines 

 
 

Community Benefit Programs  
 Direct Expenses  
 Program Expenses 7.9 
 Health Center Subsidies (Net of HSN Care) 36.2 

2.  Grants for Community Health Centers 4.2 
  Associated Expenses  N/A  

 DoN Expenses 3.8 
 Employee Volunteerism  N/A  
 Other Leveraged Resources  
 Grants Obtained 3.8 

 Doctors Free Care 8.0 
Hospital Health Safety Net (HSN) Care 21.1 
Corporate Sponsorships 0.8  

 Total per AG Guidelines 85.8 
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Components of FY2009 Community Commitment  

(in $ Millions)  
Compiled According to a Broader Definition  

Community Benefit Programs  

 Direct Expenses  
 Program Expenses 7.9 

 Health Center Subsidies(net of HSN and Payer Losses) 2.9 
  Grants for Community Health Centers 4.2 

 Associated Expenses  N/A  
 DoN Expenses 3.8 
 Employee Volunteerism  N/A  
 Other Leveraged Resources  

 Grants Obtained 3.8 
 Doctors Free Care 8.0 

Hospital Health Safety Net (HSN) Care 33.5 
  
Bad Debt (at Cost)  

 Hospitals 9.6 
 Doctors 4.0 

Medicaid Loss (at Cost)  
 Hospitals 50.0 
 Doctors 22.5 

Medicare Loss (at Cost)  

 Hospitals 135.1 
 Doctors 73.6 

Unreimbursed Expenses for Graduate Medical Education 3.5 
Corporate Sponsorships 0.8 
Linkage/In Lieu/Tax Payments 7.4 
Total Broader Definition  370.6 
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 nearly five percent and 
nearly 17 percent of patient care-related expenses to the community in FY2009. 
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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 
 

 


