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EXECUTIVE SUMMARY

Background

As one of the largest pediatric medical centers in the United States, Bostioine@lsi offers a complete

range of health care services for childrenrfriirth through 21 yearsofage Ly HamMc X . 2ail2y |
engaged Health Resources in Action (HRIiA), gonofit public health organization in Boston, to conduct

its triennial commuity health needs assessment (CHNZ9ncurrently with the CHNAoston

I KAt RNEB Yy QaconnyiitybeNgagemdnt process to inform the distribution of funding that

.2ald2y  Iwi hveRRiNBe/cOmunity under a requirement fraime Massachusetts

5SLI NGIYSYyd 2F tdzofAO | SIfGKQa 5SUSNYAYLFGAR2Y 2F bS

LY FTRRAGAZ2Y G2 FdzZ FAfEfAy3d GKS NBIdZANBYSyid o0& GKS
CHNA process wasnductedto:
1 Update the 2013 assessment and provide a comprehensivieait of current child and family
health needsand strengthis. 2 4G 2y / KAt RNBYy Qa LINA2NAGE& ySAITKO 2N
Jamaica Plain, Mission Hill, and Roxbury)
91 Describe both overall trends and unique issues byafulations, using a social @eminants of
health framework
T 55t @3S RSSLISNI Ayidi2 OdNNByid .2ai2y [/ KAfRNBYyQa t NX:
Ultimately, through the CHNA and the Determination of Need community engagement process, Boston
I KAt RNEB y @éntifyekistiririeeds, And strategic opportunities for the future

Methods

The CHNA used a participatory, collaborative approach and examined health in dediroantext. As

partofthe CHNE . 23 G2y [/ KAf RNSty@amuait atdsér bod yelokis arfel N2

engaged youth to design, collect, and analyze data on youth perceptions of needs and opportunities.

The assessment process also included synthesizing existing data on social, ecambimég|th

indicators in Boston.ight interviews and tw focus groupsvere also conductetb explore perceptions

of the community, health and social challenges for children and families, and recommendations for how

G2 FRRNBaa (KSasS O2yOSNyaod ! RRAGAZ2YI ff &dughthe adz2y /
Conferene of Boston Teaching Hospitatsgather information on community needs via four focus

groups hosted by community coalitiohs . 23 G2y / KAt RNByQa | faz2 3 iKSNBR
faced by children with special needs and their familig attending a focus group listening session

facilitated by Health Care for Allastlythe CHNA was informed NS & dzf G a FNRY . 2aid2y [/ K
Determination of Need community engagement proc@dss process, which was guided by an Advisory
Groupthat met in person six times, included conducting seven facilitated community engagement

sesions across the city of Bostorauftargetedsmall groupdiscussionsvere also held with

communities that were underepresented in the larger community sessions

Findings
The following provides a brief overview of key findings that emerged from this assessment.

Community Social, Economic, and Physical Context
. 2402y Q& / KAfRNBY Q& LINA2NA(GE ySAIKo2NK22RaE SEKAOA
disproporionately affected by social determinants of health.




Demographic CharacteristicRacial and ethnic diversityas identifiedas a community asset;
K26SOSNE AYyOARSy(Ga 2F RAAONARYAYIFGA2Y YR NI OAAY
neighborhoodsRoxbury (53.7%) and Dorchester (43.6%) had the highest percent of residents who
seltidentified as Black or African American, which was above that of Boston overall (22.7%).

Income, Poverty, and Employmerithe prevalence of poverty ¢ ¢ K S y dzY o S NJ

was a common themacross discussions, and waerceived is poverty ¢ that trumps

to be connected to poor health among residents. Roxbury hi SOSNBUKAY

the highest proportion of reS|de_nts who were living below th ¢ Key informant interviewee
poverty level (34.5%) and the highest unemployment rate

(16.8%). Assessment participants noteldek of employment opportunities particularly for jobs that
require lower levels of education and are available to those with a criminal record.

Education:Several participants noted the connection between low education levels, poverty, and

poor health.Quantitative data showhat the percentoNS & A RSy Ga A GK | . I OKSft 2N
ranged- ONR &a . 2aid2y [/ KAf RNBy 208% biRBxBuNFKeSidentstG78.39K 6 2 NK 2 ;
of Fenway residents. Among Boston higihoolstudents, African Americaor Black and

Hispanic/Latino students had lower graduation rates than students of other races and ethnicities.

Housing:The rising cost of housing was identified by aLiQa (2dAK (2
assessment participants as a pressing community neighborhood but be living in
concern and was noted in almost evergalission. subsidized housing ¢ KoSiyK S &

Homelessness was also noted as a consequence o building awhole Foodsr Starbucks
the rising housing costs. Quantitative data show tha e . p A o A A
: N K N
between December 2013 and February 2015, there b% ef 6\1((? thliJnk Sh a?nlflivi\nB S
was a 25% increase in the reported number of udget. [ ou i W y : 9 :
homeless families in Bosto8imilar housingelated KSNE2 , o KS Y La. O
concerns were raised in the 2013 CHNA ¢ Key informant interviewee

Food SecurityFoodsecurity was another issue raised by some assessment participants. As families
struggle with high rent and other expenses, assessment participants noted that families sometimes
need to make tradeffs between basic necessitid2erthe 201602014 American Community Survey,
while 20% of all households in Boston received food stambpsut 37%of Boston households with
children under 18 years oléceived food stampdVhile food security did not emge as a

prominent theme in the 2013 CHNA, participants in the 2016 CHNAIpectit to be a pressing

issue.

Crime and Neighborhood Safetys in the 2013 CHNA,

community safety and violence concemsre discussed in G{ K220Ay3a Yl
many interviews and community sess& Boston Police unsafeXx 6 S O la bmied
Department data show that the number of violent and actuallywent through my
property crimes in Boston decreased between 2013 and window® &

2015. In 2013 and 2015, DistricRwhich covers Roxbury
and Mission Hill) had the highest number of reported
violent and propertycrime incidents.

¢ Youth focus group participan



Community Resources and Assets

Assessment participantsl2 A y G SR (G2 GKS adzmadlydaAart aasSdia GKI

neighborhoods These key assets includét residents themselvesnd relationships among

community menbers, as well asedical services, communityased organizatics) and recreation areas.

1 Medical services such as hospitals, medical schools, and community health centedesaibed
o8 lFaasSaavYSyid LI NIHAOALN yia I aprigity heighborfioSds.l a & S &

9 Participants also mentioned the numerous programs and services provided by comiinaseétgt
organizations as important resources. It was also noted that many of these organizations do
incredible work with limited funds, but may haweduced visibility due to lack of a budget for
marketing and outreach.

1 Youth highlighted the importance of the access to local parks and community centers for
opportunities to be active. The Community Voices youth survey data show that over half of
resporRSyda AYRAOFGSR GKIG AdQa Srae G2 32 F2N |

9 Diversity, community cohesion, and a strong faith tradition were also cited as community strengths.

Community Health Issues

Assessment participants discusdbd hedth issues and concerns that affect Boston children and
families, namely, chronic disease (including obesity and asthma) and related risk factors (including
healthy eating and physical activity); behavioral health (including mental health and substajice use
violence and trauma; and early childhood and access to care.

1 Chronic Diseases and Related Risk FactGisonic disease, includintyildhood obesityand

asthma were raised as concerns in interviews and focus groups. Participants also discussesl barrier

to healthy eating and physical activifyand noted the connection between diet, exercise, and

chronic disease.

0 Healthy Eating and Physical Activity:addition to food security concerns, assessment
participants identified access to and affordabilitynefalthy food as challems for many
community membersAccording to the Boston High School Youth Risk Behavior Survey, over
50% of students reported that they ate fruit at least once a day, with White students more likely
to have eaten fruit at least on@day (65.2%). In regards to physical activity, some participants
noted that options are limited for those with lower incomes and that for some, community
violence and safetgoncerngdiscourageoutdoor exerciseQuantitative data show 30% of
Boston high shool students reported getting recommended levels of physical activity in 2015.

0 Obesity:Obesity in children and
youth, and the connection between  percent Boston Public High School Students Reported tc

obesity, diet, and exeise, was be Obese, 2002015

identified asa concern by some 20%

participants In 2015,14.6% of 145% 15.0%  143% 1389 14.6%
Boston hih school studenteeported 15%

they wereobese this high school 10%

obesity rate has remined relatively 506

stable betweer2007 and 2@5.
Disparities in obesity rates exish
2015, a higher percentage of Black 2007 2009 2011 2013 2015
(17.1%) and Hispanic (15.9%) DATA SOURCE: Centers for Disease Control and Prevention,
students reported beingbese Boston High School Youth Risk Behavior Survey, 2007, 20009,

compared to White (9.7%) students. 2913 and 2015
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o Asthma:Anumber of participants identified asthma as a community health concern, particularly
among residents of color. Interviewees stated that more needs to be done around pediatric
asthma.Quantitative data shovthat asthma emergency departmentsits have decreased over
time; however, disparities remain among Black and Latino children.

1 Behavioral Healthissues related tonental healthand substance abus&ere raised during many
interviews, focus groups, and monunity meetings.

o Mental Health‘AS. in the 2_013 (_:_HNA1 Percent Boston Public High School Students
assessment participants identified mente Reporting to Have Ever Taken Prescription Drugs
health and lack of access to mental Without Doctor's Presiption, by Race/Ethnicity,

health services as substantial concerns. 2015
Participants particularly noted the lack o
mental health providers who serve
lower-income populations and children
and youth, and as a result, many
residents with mental health concerns
are undiagnosed or go untreatethe
percent of Boston high school students
who reported feeling sad or hopeless for
two weeks increased from about 25%
27% between 2011 and 2015; Hispanic

high SChO(_)I students were most likely to DATA SOURCE: Centers for Disease Control and Prevet
report feeling sad or hopeless. Boston High School Youth Risk Behavior Survey, 2015
0 Substance Use and Abugesessment NOTE: Prescription drugs include Oxycontin, Percocet,

participants also reported rising rates of Vicodin, codeine, Adderall, Ritalin, or Xanax; Insufficien
substance abuse in the communities sample sizes for American Indian/Alaska Native, Native

e Hawauan/Other Pacific Islander, and Multiple races
ASNUSR 08 . 2theizy [ . oo o reEnn P

prevalence of opioids was specifically noted. Youth participants shared that rates of drug use,

smoking (both tobacco and marijuana), and drinking are high among their peers. The percent of

Boston high school students who reported to be currently driglkalcohol decreased from

38.3% to 24.8% between 2011 and 2015. Percentages of White and Hispanic students who

reported alcohol use (35.4% and 31.8%, respectively) were higher than that of all students

(24.8%). Additionally, in 2015, almost 10% of Whitd Hlispanic students reported ever having

dziA SR LINBAaONARLIIA2Y RNUHzZa ¢gAGK2dzi | R203G2NRA& LINB
students citywide.

1 Violence and TraumaA prominent theme across interviews and community conversations was the
effect that community violence and trauma has on youth. Youth participants spoke about how
violence and the death of loved ones due to violence has contributed to high levels of stress and
depression among teens. Data from the Community Voices youth survey slooiv389%6 of
respondents rated community violence as a top health issue for their communities. In 2015, one in
five Boston high school students reported to have been in a physical fight, which was lower than in
2011 (28.2%). Nearly one in four Hispanic shideeported being in a physical fight, which was
more often than students of other races and ethnicities.



91 Early Childhood and Access to Cdgarly childhood issues and care emerged as a theme in several
discussions. Participants shared that many ypuahildren in the community have speech and
language delays, and are not ready for educatimp barriers to accessirtgalth care identified by
Community Voices youth survey respondeimisludedcost of care (34.2%), lack of transportation
(24.3%), andnisurance problems or lack of coverage (19.7%).

a'a oS ass

emotional impactthat
housing andsecurityhave,
we see as a direct result a

91 Special Needs Populatiohildren and teens with special healtl
care needs were identified as an underserved populatica fiew
focus group discussienParticipantsioted that students with
special needssuch as autism and attentieteficit/hyperactivity e : _
disorder, often lack after school activities and opportunities for ~ [1S€ In the diagnosis of
AyOfdzarzyo | OO0O2NRAY3I G2 GKS special learning® S R a 12N S &
Health, nearly one in five children in Boston had special health Thesear¢ A Ra U K|
care needsBlack children were most likely to have special heal  have the skills to cop® ¢
care needs (34.6%), followed by Hispanic children (31.6%). ¢ Focus group participan

1 Sexual Health, Teen Pregnancy, and Birth Outcon&sly a couple of assessment participants
noted high rates of teen pregnancy and sexuabysmitted diseases among youth. About 30% of
Boston high school students reported being sexually active in 2015, compared to over one third in
2011 (35.8%). In 2014, the rate of births to teenaged mothers among Hispanic fegtalebi(ths
per 1,000 fenales) was nearly three times higher than that of Boston overall.

Community Suggestions for Future Programs, Services, and Initiatives

Participants shared several suggestions to improve the community issues they identified, including:

1 Recognize the inflence of social determinants of healtfT:he importance of underlying community
conditions that affect health and wetleing, including housing, education, employment, and safety,
was stressed by assessment participants.

1 Expand activities and opportunitiekr children and youth:Programs and activities to keep youth
safe from violence, address risky behaviors, and empower ywatk seen as essential

91 Provide more health education and informatiofEnhanced education was mentioned as a key
strategy to promaee healthier behaviors and reduce the risk of chronic disease.

1 Enhance access to health caf®ome suggestions included expanding hours for health care services
(including evenings and weekends), as well as locating more minute clinics in the city.

1 Increase behavioral health services and supporfsssessment participants saw a need for more
mental health providers andubstance abuse programs, including detox beds and-tiraenters.

1 Engage in joint community planninggngagement of residents was seereasential to developing
trust with community members. Additionally, engagement of youth in community building efforts
was also seen as crucial to address community health.

1 Improve collaboration across community institutiong:o avoid duplication of efftg and tackle
community challenges, participants stressed the importance of collaboration and coordination
across sectors such as health care providers and hospitals, police, teachers, and social workers.




Key Themes and Conclusions

This assessmentreppr RSAONARO6Sa (GKS a20AFf FyR SO2y2YAO0 02y
neighborhoods, key health issues and concerns, and perceived assets and opportunities for addressing
current needs and gaps. Several overarching themes and conclusions emerged:

T

Bost/ / KAf RNByQa LINA2NARA(GEe ySAIKOoO2NK22Ra | NB RAGDSN
institutions.Assessment participants described the diversity of their communities, and noted the

presence of active and engaged local organizations.

Thereisvariafy | ONRaa .2aidG2y [/ KAfRNBYQa LINA2NRGE ySAIr
resources, and a lack of affordable housing emerged as a particular challenge for children and

families.In almost all interview and focus group conversations, concerne vaesed about housing

affordability and stability, and the impact that housirgjated stress has on children and families.

Chronic disease, including asthma and obesity, remain a concern for children and fevhilies.

rates of asthma among Boston higbhool students have decreased slightly and rates of obesity
haveremained stableparticipants noted that childhood chronic disease is still a key health issue.

Mental health, especially the effects of community violence and trauma, continue to be gressin

issues for youth and familiéBarticipants described witnessing community violence at the local and

national levels, and noted the impact that this trauma has on youth and families.

Greater investment in early childhood education and health servicatidal. A need for more

screening services, expanded early intervention and early education services, and additional

programs that support the parents of young children in identifying delays and promoting healthy

child development were overarching themes

Given these identified needs, recommendations offareldided: addressig social determinants of
health;expanding health education programs and access to preventive health and behavioral health
servicesand engagingpoth residents andexistingcommunty institutions in continued planning.

Vi



BACKGROUND

Overview of Boston Children’s Hospital
.2al2y | KAf RNEBp&lZompreh&rsieicenter fok gedidtric mealth care and the primary
pediatric teaching hospital of Harvard Medical Schasloneof the largest pediatric medical centers in
the United States, Boston Children's offers a complete range of health care services for children fro
OANI K GKNRdAAK HmM &SI NA 2-3tandirg Sotmmitm2ni td Goyimuhifg hebltR,NB y Q &
and itscommunity mission is to improve the health and wadingof children and families in the local
community. In service of this missiohgthospital leverages its resources with community partnerships
to address health disparities, improve child health ames and enhance the quality of life for children
and familiesUltimately, these efforts aim to:

1. Support commurity-based efforts;

2. Improve ystems of care for children;

3. Build community capacity to tackle the ciitbutors to disparities; and

4. Make care easr to access for families.

Summary of Previous Community Health Needs Assessment

¢tKS Hnmo .2abG2y [/ KAftRNByQa | 2aLAdGlrt /2YYdzyAde 1St
participatory, collaborative approach and examined health in its broadest contexasHessment

process included synthesizing existing data on social, economic, and health indicators in Boston, as well
as conducting eight focus groups and thirteen interviews with a range of diverse individuals to identify

the perceived health needs of teemmunity, challenges to addressing these needs, current strengths

and assets, and opportunities for action. The 2013 assessment identified the following child health

issues: obesity (physical activity and nutrition); early childhood / child developmasitimna; access to

medical and prevention services; mental and behavioral health; and violence and trRwenausly
collectedinformation on these health issues, as well as community assets and resources, may be found

in the 2013 assessmentreportavailals 2y . 2a0G2y / KAf RNBYyQa 6So0aAridsSy
http://www.childrenshospital.org/aboutus/communitymission/communityneedsassessment

Review of Initiatives

Basedoni KS NBadz G6a 2F Ad0&d wnmo /1 b! LINROSaazr .z2atz2y
identified health needs and issues through clinical care, programs and services, and in collaboration with
community-based organizations, health centers, advocacy gspand city agencies. The 2013 plan is
F@FAtroftS G .2a0G2y/ KAt RNBYad®2NAKkO2YYdzyAGed {AyOS
variety of services and programming to address the identified key needs and issues (see Appendix A).

Sincethelatedppnaz . 2302y [/ KAt RNBYQa KIF & &dzLJR2NISR FyR A
address the health needs of children identified thgbua needs assessment procdssiecent years,

. 2402y |/ KAftRNBYyQa KlFa F20dzaSR 2pdren®amdominty KS+ f G K A
leaders as top concernshose health issues include obesity, asthma, mental and behavioral Jeadth

SIFNI & OKAfRK22RKOKATR RS@St2LIYSyid LY FRRAGAZ2YX
developed programs that addressatimpact of violence and trauma, support access to care for children

and families, provide health education and youth engagement opportunities, as well as promote
community-driven approaches.

. 2402y | KAt RNByQa Ay Of dzR Si&nenftakiofi flanltoNddeedehng feeds NS5 | & Ay
children and families and the table in Appendix A reviews the impact of that work. It is organized by
1


http://www.childrenshospital.org/about-us/community-mission/community-needs-assessment

priority area and includes a description of activities, serviard programs. The impact of these
activities in2013, 2014, and 2015 is demonstrated by the numbers of families served, services provided
and goals achieved.

Purpose and Scope of Assessment

INnHnamMc X . 2ad2y [/ KAt RNByQa Sy 3l 3S Rrofit @bli¢ hedth wS & 2 dzZNO S &
organizationin Boston, to conduct its 2016 CHNA. This report describes the process and findings of this

effort. Concurrently withthe CHNA . 2 a2y [/ KA faBoMBuhiy @ngagghiRid pracess th
AYF2NY GKS RA&GNROdzi A 2 vy witifvesFintyeRdnmyhanitylukdera . 2ad2y [/ K
requirementfromil KS al adl OKdzaSGida 5SLINIYSyd 2F tdzoftAO | St

LY FTRRAGAZ2Y G2 FdzZ FAfEfAy3d GKS NBIdZANBYSyid o0& GKS
CHNA process wasnductedto achieve the following overarching goals:

1 To update the 2013 assessment and provide a comprehensive portrait of current child and
FIYAfe KSHfGK ySSRa FyR adGNBy3dKa gAldK . 2302y
Fenway, Jamaica Plain, Missldifi, and Roxbury)

1 To describe both overall trends and unique issues bypggulations, using a social
determinants of health framework

T ¢2 RSt @S RSSLISNIAYyi(d2 OdNNNByid .2ai2y / KAfRNByQa
initiatives

Ultimately,through the CHNA and the Determination of Need community engagement process, Boston
I KA f RNEB Yy QéntifjexistirgnReds) and strategic opportunities for the future

Definition of the Community Served

.2al2y | KAf RNByQa dzhBuiiidhta B addrassing the mogtpressimghéalthi 2 S
concerns of children and families across Boston and its five priority communibieschester, Fenway,
Jamaica Plain, Mission Hill, and Roxbury.




METHODS

The following section describes how data for ®ENA was compiled and analyzed, as well as the

broader lens used to guide this process. Specifically, the CHNA defines health in the broadest sense and
NEO23ayAl S& GKIFG ydzySNRdza FIF OG2NAE t fromVifestyié A LIX S f SOS
behavors (e.g., diet and exercise), to clinical care (e.g. access to medical services), to social and

economic factors (e.gneighborhood safety oemployment opportunities), to the physical environment

(e.g., air quality).

Study Approach and Community Engagent Process

The CHNA used a patrticipatory approach, when possible, so that the process was informed by diverse
perspectives. This type of approach helps guide the research methods and questions so that they are

salient to the community as well as aidshuilding support and buin at the community level for both

the assessment and subsequent planning processes. To that end, as part of this assessment, Boston

/| KAt RNBYyQa a2dzaKia Ay Lidebardméhibafs ahdieagage@ysuthdeyitiei @ | ROA 4 2
Community Voices Program to design, collect, and analyze data on youth perceptions of needs and
opportunities (more information provided below)astly the CHNA was also informed tBsults from

. 24802y |/ KAftRNBYQa 5SUSNXVAYylLGAesy 2F bSSR O2YYdzyAde

. 2402y |/ KAfRNByQa |fa2 NBO23ayAal Sa GKFG | ydzYoSNI 2
including those conducted by other hospitals. To facilitate collaboration and avoid duplication, Boston

| KAt RNBYy Qa ¢2NJ] SR ghittie CongiiricSall Bostéh T daldhiing: Hospitals 16 hkher
information on community health issues.

Social Determinants of Health Framework

It is important to recognize that multiple factors affect health and there is a dynamic relationship

between real peofe and their lived environments. Where we are born, grow, live, work, and age and

0KS NBflFGA2YyaKALIA |Y2y3 GKSAS FIFO02NER | NB ONAGAOI
lifestyle behaviors affect their health, but health is also influenogdnore upstream factors such as

employment status and quality of housing stock. This social determinants of health framework helped

guide the overarching CHNA process.

The following diagram provides a visual representation of this social determinanésalii framework,
demonstrating how individual lifestyle factors, which are closest to health outcomes, are influenced by
more upstream factors such as educational opportunities and the built environment.



Figurel. Scial Determinants of Health Framework
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DATA SOURCE: World Health Organization, Commission on the Social Determinants of Health, Towards a
Conceptual Framework for Analysis and Action on the Sbet&rminants of Health, 2005.

Community Advisory Boarchgagement

Boston ChillS y Q& / 2 Y Y dzy A (infembelR Weredeaghidgad ihmge foliR meetings to offer
input on the CHNAThis Boards comprised of community leaders who represent a range of community
based organizations, community coalitions, thes®o Public Health Commission, and Boston Public
Schools, among other entities. A listRdardmembers can be found iAppendixB. First, in June 2016,
the Boardparticipated in a focus group discussion and provided feedback on community strengths,
resouices, needs, and opportunitieghen, on September 13, 20J&eliminary results from the CHNA
were presented tdhe Board TheBoardoffered feedback on preliminary findings, including affirming
perceptions of identified needs based on work within thediwidual agencies as well as offering
suggestions for additional data sources and potential areas of rié@ndlly, on November 15, 2016, the
Boardparticipated in a facilitated conversation to discuss and prioritize identified needs.

Youth Engagement

Bodi 2y [/ KA f R NEeyCdmursty\mited Bréyramhichwas established by the Center for
Community Health Education Research and Service, Inc. in 2007 as a summer academic enrichment and
employment program for high school studenthe 2018Community dicesteam included 10 youth
between the ages of 15 and 17 who liweithin the DorchesterRoxbury and Mattapan neighborhoods
andwere drawn from community development corporation housing as well as the Boston youth jobs
program.The 2016 Community Voiesteam worked withHRiAto implement a youtHed health

assessment that would complemeand informthe CHNAhat HRiA was conductirfgr the hospital.

Youth recruited for th&Community Voiceteam participated in two weeks of training during which they
learned about community health, health equignd the social determinants of heath. In addition, youth
explored community research methods with HRIA in order to prepare their assessment protocols. Once
trained, youth took part in a series of guided cons&tions andselected an appropriate methodology

for their assessmentyouth also collected and analyzed data for the assessment (data collection and
analysis methods are described further below).




Secondary Data

In an effort to develop a social, economig; R KSI f 6 K LER2NINIAG 2F . 23402y [/ KJ
HRIA reviewed existing data drawn frahe most upto-date national, state, and local sources. Sources

of data included the U.S. CensBgston Potie Department Crime Statisticéputh Rsk Belavior

Surveillance System datand reports from the Boston Child Health Study such as the Béag&h of
.2a02yQa / Kkt PEBY I RBIN2 NJA @S SFTF2NI 2F . 2ai(2y [/ KAfR
Commission)among others. Data analyses were geailgrconducted by the original data source (e.g.,

U.S. Census, Boston Public Health Commission). Types of data includedaselbf health behaviors

from large, populatiorbased surveys such as tifeuth R§k Behavior Surveillance System, as well as

vital statistics. It should be noted that in these existing reports and datasets, data on race and ethnicity

was gathered through seteport.

Qualitative Data

Key Informant Interviews

FromAugust¢ September 2016HRIA conducted eiglimterviewswith commurity stakeholderdo

gauge their perceptions of the community, health concdorsyouth and familiesand what

programming, services, or initiatives are most needed to address these conlcdemgiews were
conducted by phone with eight individuals repeasing a range of sectors including local government,
social services, and health care, among otl{€ee Appendifor a list of participating organizatiop#A
semistructuredinterviewguide was used across all discussions to ensure consistencytoptbe

covered. Each interview was facilitated by a trained moderator, and detailed notes were taken during
conversations. On averageterviews lasted approximately 346 minutes.

Focus Groups

. 24302y |/ KAf RNBY Qa Twitha totadldi 45 pastiRipaitsORe gfogpivazshel it dzLJa

0KS . 2ai 2 yomhukity AdRidLB/ Beagh=15) and another focus group was held during a

DN} YR w2dzyRa 6AGK . 23a[ne39) THeseXotur didbips Qére fhchitdtddbyial f a G ¥

Boston Childrg Q& aidt FF YSYOSNI I GNIAYSR I wAa! adrTF YSYo

the key informant interviews, these two focus groups explored perceptions of the community, health

and social challenges for children and families, recommendaticd3 f& 2 ¢ . 2a G2y [/ KAf RNBy (
resources to partner and improve health, and ideas for resources and strengths to build upon.

Additionally,, 23 G2y / KAf RNBYQad 62N]J SR 6AGK 20KSNJ K2ALAGLI €
Hospitals (COBTH) totgar information on community needs. To that end, a focus group script was

drafted collaboratively by COBTH and was used to guide all conversations. The focus groups were led by

a trained facilitator and were documented by a ndéker. Community coalitioshostedfour focus

groups(2 in Dorchester, 1 in Jamaica Plain, and 1 in Roxtitty ) total of 64 community residents.

Lastlya. 28 02y / K AferRoddBtgrdéd a focus gictip listening session witirents of

children with complex needsnd coalition leadergn = 12) This listening sessiomas conducted in
September 2016 by Health Care for, Alhd gathered information on challenges faced by children with
special needs and their families.

2302y |/ KAfRNBYQa 5SGSNMgst A2y 2F bSSR / 2YYdz
.2al2y | KAf RNBymgity amadgeddniiptee’s tolgather community input and ensure
that future community health initiatives wouleflect communitydeveloped health prioritiesThis
engagement will inform the distribution of fundingtha . 2342y / KAt RNByQa gAftf Ay
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under a requirementfronil KS al aal OKdzaSdGda 5SLI NIYSyd 2F tdzof A0
652b0 LINPINI YD .SOFdzaS .2adG2y / KAfRNByQa -LJX Il ya G2
storyBosey / KAf RNByQa /fAYyAOIf . dzi t dpatyiehtof FulyicHedtls St 2 LI
DoN program requires that, in additonto makin § KSaS OF LIAGIE Ay @&@ssiyYSyitaz
invests a portion of funds in the community. The investmenittaial more than $50 million, and will

fund health and norhealth sector collaborationlecally andstatewideto address the most pressing

needs of children and families most impacted by health inequities.

ThisDoNcommunity engagement procegscomprised of anAdvisoryGroup, large community sessions,

focus groupsand an evaluatiog £ & 2 A Y T 2 NI SCRINAAK @art &€ theichdniumity Q a
engagemenprocess, gided by an Advisory Groupat met in person sixtimes 2 a2y [/ KAf RNBYy Q2
organizedseven community engagement sessions led by expert facilitators during summer/fall 2016

(Juneg September) to set goals, strategies, and priorities for the investment of this DoN fu@diag.

190 individuals participated in tise sessionswhich were held in &chester, Chinatown, East Boston,

Mattapan, and RoxburyThree of he sessiong SNB KSf R Ay . 2ai2y /KAt RNByQa
(North DorchesterSouth Dorchesterand Roxbury Crossing-our additional targeted small group

discussions were also ligh Brookline, Chinatown, Mission Hill, aRdxburywith communities that

were underrepresented in the larger community sessiobsiring these meetingand discussions

community residents and stakeholders shared examples and experiences of healthy cibiesnas

well as feedback on priority goals for community health funding.ififormation on community assets

and opportunities gathered during these sessions has also been analyzed as a qualitative data source

and incorporated into this CHNA report.

Analyses

¢CKS ljdzZr f AGFOGABS RIEGE o0y2GdSa FNRBY SAIKIG AYyGSNIBASsaA
COBTH focus groughe listening session on children with special neeashsl the DoN community

meetings) were coded and analyzed thematically, wheiRsA data analysts identified key themes that

emerged across all groups and interviews. Frequency and intensity of discussions on a specific topic

were key indicators used for extracting main themes. Selected quotdgthout personal identifying

information ¢ are presented in the narrative of this report to further illustrate points within topic areas.

YouthData

TheCommunity Voiceteam conducted a youthed assessment, including hatd focus groups with
youth and conducting a youth survey. TBemmuity Voicedi S| YQa YS{iK2R& I NB
this section. Findings from th@ommunity Voiced S YQa NBLIRZ NI KI @S 6SS

<,
> O
<,
[

Focus Group
TheCommunity Voiceteam conducted six focus groups with youth (n=42). Focus groupsresplo

perceptions of a healthy community, perceptions of good health, and types of programs needed in their
community. A convenience sampling strategy was used to identify youth age® Which drew on

both youth and community networks. Recruitment occutia three community sites (Madison Park
Community Development Corporation, National Association from the Advancement of Colored People
and the Mattapan Food and Fitness Coalition). Groups were held at community partner sites in the
target neighborhoods ahfacilitated byCommunity Voicegouth who began each group with an ice
breaker. Groups lasted between-80 minutes and were audio recorded. Each participant received a
$25 gift card in recognition of their participation. Audio recordings were usedgplement hand



written notes taken during the groups. All group notes were reviewed byCiramunity Voices
Program Assistants who identified key themes and illustrative quotes.

Community Voices Community Health Survey

In order to understand youth percepiis around key community health concerns as well as their
primary priorities for services and programming, themmunity Voiceteam developed and
administered a brie€ommunity Health8vey to youth. Surveys were administered by @emmunity
Voicegeamin person in five preselected locations in BostanDudley Square MBTA Station, Ruggles
MBTA Station, Northeastern University campus around Fenway, Orchard Park in Roxbury, and Mattapan
Square. There were 162 responses to the survey. As shohabiel, over 80% of respondents were
under 30 years old, about 50% had not completed high school (which is not surprising, given the age
range), over half identified as African American or Black, and 11.2% had no heatdnce. There was
an approximately equal number of male and female respondextteut one third of respondents were
residents of Dorchester.

Results from the Community Voices Community Health Survey are presented in four Figures throughout
this report Todistinguish the unique data collection process and sample for this survey, the Community
Voices logo is included next to eagevantfigure in the report (the logés from the Center for

Community Health Eadation Research and Service, Jtizroughwhich the Community Voices program

iS run).

Tablel. Demographics of Community Voices Community He&tirveyRespondentgN=162), 2016

N %
Age* (N=159)
Under 18 years 91 57.2%
18-29 years 44 27.7%
30-39 years 16 10.1%
40-49 years 5 3.1%
50-64 years 2 1.3%
65+ years 1 0.6%
Gender (N=161)
Male 77 47.8%
Female 78 48.4%
Transgender 3 1.9%
Gender Fluid 3 1.9%
Other 0 0.0%
Race/Ethnicity(N=161)
Hispanic, any race 26 16.15%
African American/Bla¢k 91 56.52%
American Indian/Native Americah 3 1.86%
Asian/Pacific Islader* 14 8.70%
Caucasian/Whit& 19 11.80%
Two or more race% 8 4.97%
Other* 0 0.00%




N %
Neighborhood N=162)
Allston/Brighton 3 1.9%
Back Bay (Beacon Hill, Downtown, North End, Wed} E 2 1.2%
Charlestown 0 0.0%
Chinatown 1 0.6%
Dorchester 49 30.2%
East Boston 2 1.2%
Fenway 0 0.0%
Hyde Park 7 4.3%
Jamaica Plain 8 4.9%
Mattapan 18 11.1%
Mission Hill 4 2.5%
Roslindale 6 3.7%
Roxbury 24 14.8%
South Boston 0 0.0%
South End 6 3.7%
West Roxbury 1 0.6%
Other 31 19.1%
Highest Level of EducatiotNE160)
Less than high school 80 50.0%
High school graduate or GED 23 14.4%
Some college 18 11.3%
Associate or technical degree/certification 8 5.0%
College graduate 18 11.3%
Graduate or professional degree 13 8.1%
Insurance (N=154
Insured*** 137 89.0%
Uninsured 17 11.0%

DATA SOURCE: Center for Community Health Education Research and Service, Inc. (CCHERS), Community Voices,
Community Health Needs Survey, 2016

*Excluded Other" responses*Non-Hispanic** * Includes private insurance, Medicare, Mealat, and other

public insurance

Limitations

General Limitations of CHNA Research Methods

As with all research efforts, there are several limitations related € A & redeérdh @éthods that

should be acknowledged. It should be noted that for the secondary data analyses, in several instances,
current neighborhood level data were not available. Data based onegatirts should be interpreted

with particular caution. In sominstances, respondents may over underreport behaviors and

illnesses based on fear of social stigma or misunderstanding the question being asked. In addition,
respondents may be prone to recall biathat is, they may attempt to answer accurately batmember
incorrectly. In some surveys, reporting and recall bias may differ according to a risk factor or health




outcome of interest. Despite these limitations, most of the seffort surveys analyzed in this CHNA
benefit from large sample sizes and repsgtadministrations, enabling comparison over time.

Additionally, vhile the focus groups and interviews conducted for this CHNA provide valuable insights,

results are not statistically representative of a larger population due tenamdom recruiting

techniques and a small sample size. Recruitment for focus groups was conducted by community
2NBFYATFGA2yEa YR .2&ai2y [/ KAtRNBYyQaz | yR LI NIAOALI
community programming. Because of this, it is possible that the ressoreceived only provide one

perspective of the issues discussed. Lastly, it is important to note that data were collected at one point

in time, so findings, while directional and descriptive, should not be interpreted as definitive.

Limitations of Comnmmity Voices Community Health Survey Data

It is alsamportant to hotesome specific limitations dhe CommunityWoices Community Health

Survey. Data from this survésconsidered selfeported data and thereforenay be prone to selection
biasc that is,individuals who had more positive or negative experiences may have been more likely
than other individuals to complete the survey, so that survey respondents are not representative of the
larger communityAdditionally, the Community Voices Community He&urvey utilized a convenience
sampling strategyTherefore, the survey findings represent a sgh of the community and may be

limited in their generalizability.




FINDINGS

Community Social and Economic Context

.2al02yQa [/ KAf RNB yd3 axhihioyika? d8dioécdnornfiSdivarditydapd\dsidents are
disproportionately affected by social determinants of health

Theconditions inwhich community residentve, learn, work and plapfluence their health. Thus, the

health of a community is assiated with numerous factors including what resources are available (e.g.,

safe green space, access to healthy foods) and how those resources are distributed. Data on the social
YR SO02y2YAO O2yGSEG T2NJ OKAf RNPBrify néigfiderhobdsiSA £ A S& € A
presented below.

Demographic Characteristics

LYGSNWPASsSSa YR F20dza 3INRdzZLI LI NIAOALI yiGa RSaONROG
diverse in terms of age, race and ethnicity, language, and -®otinomic status. At #hsame time,

however, several assessment participants expressed concern that economic changes and gentrification

are changing the characteristics of some latgnding communities and creating challenges for

residents.

Assessment participants describdeir neighborhoods as  CBrownerskinned communitieg, they

racially and ethnically diverse, and compdsgx a large are labeledface discrimination are
number of foreigrborn residents. Overall, diversityinthe f | 6 Sf SR (1 S NNE NR & (i
community was seen as a substantial asset. However, - Key Informant Interviewee

incidents of discrimination and racism were also noted.

Accordng to the 20162014 U.S. Census, Boston had a population of just unde@®adpeople. Among
. 2402y |/ KAt RNBYQa FTAOS LINAZ2NAGE ySAIKO2NK22RazI 52
Mission Hill had the smallest population (16,987aljle2).

Table2. Total Population, Boston and Priority Neighborhood, 262014

Geography Population
Boston 639,594
Dorchester 122,598
Fenway 32,399
Jamaica Plain 38,425
Mission Hill 16,987
Roxbury 49,028

DATA SOURCE: U.S. Census Bureau2P04®BYear American Community Survey, as reported by Boston
Redevelopment Authority, Boston in Context: Neighborhoods 2014 American Community Survey, 2016

As shown irFigure2, according to the 2022014 census, children and teenagers (those under 20)

O2YLINRASR FNRdzyR Hw: 2F . 23al2yQa LRLzZFGA2yZ | yR
Mn &@SENR 2f RO ! Y2y 3 . 234 2y Fehwak dndcRRaoyrnonad thalhesih (& y S
LINPLR2NIA2Y & 2F adzyRSNI Hn @SIENI 2t Raé¢ OHpPpdPE: YR HO

overall. Compared to Boston overdhe percent ofchildren under 10 years oldas largest in
Dorchester andRoxbury, while Fenway had the smallest percent of children under 10 years old.
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Figure2. Age Distribution, Boston and Priority Neighborhood, 202014

Boston ECNEA 12.0% 23.8% 9.6% 10.4%
Dorchester 12.8% 14.0% 26.8% 10.6% 9.2%

Fenway el 28.3% 8.4% 3.4%1.89
Jamaica Plain WLz 742/ 26.0% 10.8% 9.8%
Mission Hill Brgerzy L) 15.6% 6.4% 10.3%

Roxbury 12.8% 16.3% 24.1% 9.8% 10.0%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
m0-9 years m10-19 years m20-34 years m35-54 years m55-64 years M 65+ years

DATA SOURCE: U.S. Census Bureau2P04®BYear American Community Surveyyagorted by Boston
Redevelopment Authority, Boston in Context: Neighborhoods 201 American Community Survey, 2016

lY2y3 . 2ai2y [/ KAfRNBYyQa LINA2NAGEe ySAIKOoO2NK22RaI w
residents who selfdentified as Blackr African American (53.7% and 43.6%, respectivejjove that

of Boston overall (22.7%figure3). Roxbury and Jamaica Plain had ldrgest proportion of
Hispanic/Latinaesidents(28.9% and 24.4%, respectiye

Figure3. Race and Ethnicity Distribution, Boston and Priority Neighborhood, 20004

Boston 22.7% 9.1% 18.4% 3.8%
Dorchester 43.6% 10.3% 16.6% 7.5%
Fenway 4% 188% | 5.6% 2,394
Jamaica Plain 12.4% 6.0% 24.4% 2.9%)
Mission Hill 16.7% 14.1% 15.7% 2.29

Roxbury 53.7% 2.6% 28.9% 4.0%

0% 10% 20% 30% 40% 50% 60% 70% 80%  90%  100%
White alone m Black or African American alonem Asian alone ® Hispanic/Latino m Other

DATA SOURCE: U.S. Census Bureau2P04®BYear American Community Survey, as reported by Boston
Redevelopment Authority, Boston iroftext: Neighborhoods 2012014 American Community Survey, 2016

z

AsshownirFigureds | ONR Aa . 2a02y / KAfRNBYyQa LINA2NAGE ySA3IK
of residents were nativdorn. Dorchester hathe largest proportion of foreigivorn residents (35.9%),
which was above that of Boston overall, while Jamaica Plain had the lowest (24.3%).
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Figure4. Nativity, Boston and Priority Neighborhood, 2042014
100%

28.3%

80%

60%

0,
40% 71.7%
20%
0%

Boston Dorchester Fenway Jamaica Plain  Mission Hill Roxbury

= Native-Born m Foreign-Born*

DATA SOURCE: U.$h€bs Bureau, 2012014 5Year American Community Survey, as reported by Boston
Redevelopment Authority, Boston in Context: Neighborhoods 201 American Community Survey, 2016
* ForeignBorn includes both U.S. citizens and Adr$. citizens

ax
o

OverathiR 2F GKS LR LMz A2y Ay .2aid2y IyR I ONeraa .2
language other than English at hontgégureb). The percent of residents speaking a language other than
English at home ramgl from 35.4% in Fenway to 41.7% in Roxbury.

Figure5. Percent Population 5 Years and Over Who Speak a Language Other Than English at Home,
Boston and Priority Neighborhood, 2012014

45% 41.4% 41.7%
40% 36.6% 35.4% 35.9% 38.4%
35%
30%
25%
20%
15%
10%

5%

0%

Boston Dorchester Fenway Jamaica Plain  Mission Hill Roxbury

DATA SOURCE: U.S. Census Bureau2P048-Year American Community Survey, as reported by Boston
Redevelopment Authority, Boston in Context: Neighborhoods 2014 American Community Survey, 2016
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Income, Poverty, and Employment

Gt S2LX S Ay keisphusthhva a/hard tifrte gedtifjgbs@hat pay a

living wage, getting their family housed, having food, getting transportatiot

Fft 2F (GKS SELSyasSa GKIFEG FNB O02YAy
¢ Key informant interviewee

G ¢ K S Nperaegregationin Mission Hilhow between new, youngemore
affluent @ NB & A R S WnigdinGeX atihogbR
¢ Determination of Need community meeting participa

& Imthis] city of so many riches there are thegese needs are not being met a
alld ¢
¢ Keyinformant interviewee

The prevalence of poverty wascommon theme acrossssessment degissions, and one that

stakeholdes directly connected to poor health among residents. As one interviewee statédK S

number onechallenge is poverty (i K I (i NXzY LJAss&shfem paitidpanfs3pbke about the

high cost of living and stress thattfidies face in meeting basic needs. Residents and stakeholders also

pointed to rising income inequality in their neighborhoods, as more affluent individuals purchase

housing and increasingly displace lower income residents who have lived in the neightmfbpa

very long timeAs oneintervieweestated,d Ay (G KS OAGe 6A0GK (GKS 0Sad K2aL
RA a LJ- WdsassmSrd phrticipants stated that poverty is connected to poor health.

As shownirFigure6z | Y2y 3 . 2a02y [/ KAfRNBYQad LINA2NARGE ySA3IAKO
median family income ($88,314¢)above that of Boston overall ($63,945)vhile Roxbury had the

lowest median family income ($30,17%)should be noted thatlespite the high median family income

in Jamaica Plaithere waswide variation in median family incomgy census tragtrangingfrom

$25,781 to $181,129. Assessment participants also noted the income variation that exists within this
neighborhood.
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Figure6. Median Family Income, Boston and Priority Neighborhood, 221114
$100,000

$88,314
» $90,000
3 $80,000 $69,940
S $70,000  $63,945
@ $60,000 $50,256
£ $50,000 $38,895
g $40,000 $30,179
g $30,000
£ $20,000
$10,000 I I
$0
Boston Dorchester Fenway Jamaica Plain Mission Hill Roxbury

DATA SOURCE: U.S. Census Bureau2P04®BYear American Community Survey, as reported by Boston
Redevelopment Authority, Boston in Context: Neigtiinods 20162014 American Community Survey, 2016
NOTE: U.S. Census defines family as "two or more people (one of whom is the householder) related by birth,
marriage, or adoption reding in the same housing unit."

lY2y3 . 23402y | KA BooBsyRodbury lsdite Nijhést pergedtiotFdmaies living
below the poverty level (34.5%), while Jamaica Plain had the lowest percent (16idot¢7).
However, within Jamaica Plain, the percent of familieaditielow the poverty level varied greatly by
census tract, from 0% of families to 46% of families living below poverty.

Figure?. Percent Families Below Poverty Level, Boston and Priority Neighborhood,-201@

40% 34.5%
35%
30% 26.9%
0, 0,
2(5)0;2 17.1% f—— 19.4%
15.1%

15%
10%

5%

0%

Boston Dorchester Fenway Jamaica Plain Mission Hill Roxbury

DATA SOURCE: WC&nsus Bureau, 208014 5Year American Community Survey, as reported by Boston
Redevelopment Authority, Boston in Context: Neighborhoods 21T American Community Survey, 2016

Some assessment participants also spoke specifically
about employmentParticipants noted a lack of dPeople of colohave a harder time getting
employment opportunities, particularly for jobs that o5 that pay welland getting their foot in
require lower levels of education and are available & RBR22 N L {04 y2i |
to those with a criminal recordA couple of banking on younetwork to getyour foot in
participants pointed to challenges people of color the doord ¢

and young black men face finding employment.

Assessment participants also noted the employment

challenges faced by immigrants, including the need

-Key informant interviewee
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to work multiple lowpaying jobs, the exploitation of undocumented workers, and the
underemployment of those who held professionakgimns in their home countries.

Quantitative data show that Roxbury reported the highest unemployment rate (16.8%) among Boston

/| KAt RNBY Q& LINA2NRGE YySAIKO2NK22Ra YR WFHYFAOF tfl
(FigureB). While the percent of unemployed residents was lower overall in Jamaica Plain compared to
.2al2y FYR .2386G2y [/ KAfRNBYQad 20GKSNJ LINA2NARAGe ySA3IK
there was wide variation. The percenturiemployed residents ranged from 1% to 16% throughout

census tracts in Jamaica Plain.

Figure8. Percent Population 16 Years and Over Unemployed, Boston and Priority Neighborhood,
20102014

18% 16.8%
16% 14.9%
14%
12% 11.3%
10.0% 9.9%
10%
8% 6.3%
6%
4%
2%
0%
Boston Dorchester Fenway Jamaica Plain Mission Hill Roxbury

DATA SOURCE: U.S. Census Bureau2P04®BYear American Community Survey, as reported by Boston
Redevelopment Authority, Boston in Context: Neighborhoods 211 American Community Survey, 2016

Education

G¢ KS O2 Y Yndzgohnéadion f6 lth& schools
becausethét OK2 2t & R2y QiU 0S2
¢ Key informant interviewee

Although not extensively discussedtie assessment, the connection between lowuedtion levels,
poverty, and poor health was noted bgrae participants. Additionally, a couple of interviewees pointed
to the history of bussing in the city of Boston, which has created ongoing barriers to developing
neighborhoodbased, communitfocusedschools.

Among adult residents, Fenway and Jamaica Plain reported the highest levels of educational attainment

6Tod®: YR codo» 2F NBaARSyidia KIR I .| OKSf2NRa RS
priority neighborhoods, while Roxbury @orchester reported the lowest levels (22.3% and 20.3% of
NEBaARSyida KFR | . OKSft 2NEGareORSINBES 2NJ KAIKSNE NB AL
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Figure9. Educational Attainment, Population 25 Yearscai®ver, Boston and Priority Neighborhood,
20102014

Boston

Dorchester 21.5% 31.7% 24.5% 22.3%
Fenway [Rell < <0 13.1% 73.3%

Jamaica Plain SR 14.2% 14.5% 63.3%

Mission Hill

Roxbury 24.5% 30.3% 24.8% 20.3%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%
m Less than high schoct High school graduates Some college or Associate's degreeBachelor's degree or highi

DATA SOURCE: U.S. Census Bureau2P04®BYear American Community Survey, as reported by Boston
Redevelopment Authority, Boston in Context: Neighborhoods 201 American Community Survey, 2016

Owerall, in 2015, approximately 70% of the students enrolled in Boston Public Schools graduated within
four years Figurel0). Asian students (86.1%) had the highest graduation rates, while African American
or Blackand Hispanic/Latino students had the lowest graduation rates (69.6% and 64.3%, respectively),
which were slightly lower than the graduation rate for Boston Public Schools students overall.

FigurelO. Percent Boston Public Schod@sudents who Graduate with Diploma within 4 Yeaits
Race/Ethnicity 2015

Total students70.7%
Asian86.1%
American Indian or Alaska Nativé6.9%

White 75.8%

Multi-race, nonrHispanic/Latino70.0%

African American or Blacg9.6%
Hispanic/Latino64.3%

DATA SOURCE: Massachusetts Department of Elementary and Secondary Education, School and District Profiles,
Cohort 2015 4year Graduation Rates for Boston, 2015
NOTE: Insufficiergample size to calculatgercentfor Native Hawaiian/Pacific Islander

16



In Boston public high schoolie dropout rate was highest among Hispanic/Latino students (15ani#o)
lowest amongAsian students4.6%9. Among Boston Public School students ovettadl high school
dropout rate was 11.9%-(gurell).

Figurell Boston Public 3mols Dropout Rate, by RacEthnicity, 2015

Hispanic/Latinol5.7%

White 13.1%

Multi-race, norHispanic/Latinol12.9%

African American or Black0.7%
Asian4.6%

DATA SOURCE: Massachusetts Department of Elementary and @gdédidcation, School and District Profiles,
Cohort 2015 4vear Graduation Rates for Boston, 2015

NOTE: Dropout is defined by students who leave school prior to graduation for reasons other than transfer to
another school. Dropout rate is thgercentof students in grades-92 who dropped out of school between July 1
and June 30 prior to the listed year and who did not return to school by the following October 1.

NOTE: Insufficient sample size to calcufggecentfor Native Hawaiian/Pacific Islander; 0% éan

Indian/Alaska Native dropped out

Among Boston Public Schools students, African American or Black students (7.6%) received suspensions
more often than to students of other races and ethnicities, while Asian students (0.9%) were least likely

to receive suspensiondg=(gurel?).

Figurel2. Percentof Boston Public Schools Students Who Received-Gitchool Suspensiorfer
One Day or More, 2012015 School Year

African American or Black

7.6%
American Indian or Alaska Native
6.2%

Hispanic/Latino
4.4%

Multi-race, nonHispanic/Latino

4.1%

1.5%

0.9%
DATA SOURCE: MassaeiissDepartment of Elementary and Secondary Education, School and District Profiles,
201415 Student Discipline Data Report, All Offenses

NOTE: Insufficient sample size to calcufaecentfor Native Hawaiian/Pacific Islander
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Housing and Transportation

GLGQA (2dAK G2 &GF@& Ay sabdidadd hgBingd K 6

wheno i K StidiNgs®/hole Foodsr Starbucksacross the st G = A

fit in your budget. [Youthinkg K& 'Y L fA@Ay3 KSHBZ
¢ Key informant interviewee

aLdQa faniily sustamabitigii Without that, nothing else really
matters...havinga roof over your heads the most importgd & 0 KAy I b€
¢ Determination of Need community meeting participa

GLF LI NBydGa R2y Qi ol ¢S LANGHOHENG 26N diase
¢ Key informant interviewee

As in the 2013 CHNA, thising cost ohousinginthey SA 3 K6 2 NK22 Ra aSNIWSR o0& . 24
identified by assessment participants as a pressing community concern. In 2016, interview, focus group,

and community meeting participants raised this topi@lmost every discussiomterviewees and

residents spoke about the negative impact that rising rent has had on families who are already

struggling to make ends meet. Additionally, staff of commuhiged organizations shared that rising

rent strain heir already limited budgets.

Figurel3below shows the rising cost of rent in Boston. In 2012, the median gross rent for a
householder moving into a unit in 2010 or later was $1,498; the median gross rent éaisetold
moving into a unit during 1970979 was only $668.

Figurel3. Median Gross Rent, by Year Individual Moved into Housing Unit, 2012

$1,600 $1,498

$1,400
Q
= $1,200 $1.060
o
%) $1,000 $840 $854
D
= 9800 $668
o
= $600
[2]
o
o $400

$200

$0
1970-1979 1980-1989 1990-1999 2000-2009 2010 or later

DATA SOURCE: U.S. Census Bureéegarl2012 American Community Survey, as reported bpB®ublic Health
CommissionHealth of Boston 2012015 Report
NOTE: Gross rent includes average monthly utility costs
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According to participants, gentrification of

neighborhoods, includinGhinatown Jamaica G¢KS OAGe ArAa 06S0O2°
Plain and Roxbury, has led to higher housaugts.  of reach for familieg people are being
Consequently, participants noted thegsidents displaced and if they need to move, the
arebeing forcedo move out of neighborhoodsin =~ O v Qi | FF2NR (2 T
which they havdivedfor generationsyet may Or( & dpé

have difficulty finding affordable housing in other -Key informant interviewee

areas of the cityAs one focus group participant

explained,d 8 QNBE f2aAy3 FF YAfASE A&éyjﬁéﬁv r‘%
0SAYy3 LINAOSR 2dzie® DSYGN fmgl-u éf\f ?aé\yKl-% SYAYy Adé

Seniorstoo, are affected. As one focus group 0 sleep inc tl%\ere are so many peopie

participant noted, seniors increasingly have to CrOWd_ed in apartmengthe child is
weigh the option of taking out a reverse mortgage sleeping on a palletral they have no
or move out of tle neighborhood. regular bed time routine or clean

LI 21 YIF ad ¢ HKipacQa 3
Assessment participants noted other challenges  whether they can be successfiE
related to housing conditions and stability. Some -Key informant interviewee
mentioned that multiple families are increasingly
& R 2 dzo f ang'l@ingdelldéusing meant for one
family, leading to challenges of overcrowd. Others expressed concerns about housing quality; for
example, irDorchesterparticipants noted that some older housing may be more affordable, but that
lead paint is a concern. Participants shared that housing instability, including frequent modgsa
K2dzaAy3a ljdzt AGe Oly adzmadlydAlrtte FFTFSOG FrYAfe a

AsshownirFigurel4z | ONR &aa . 2at2y FyR .2aG2y [/ KAftRNBYyQa LIN
homes wee renter2 OO dzLJA SR® / 2Y LI NBR (2 20KSNJ . 2ai2y [/ KAf RN
Plain had the highest percent of owreccupied homes (45.8%), while Ferywead highest percent of
renter-occupied homes (88.9%).

Figurel4. Percent Owner and Renter Occupied Housing Units, Boston and Priority Neighborhood,
20102014

Boston 65.8%
Dorchester 66.6%
Fenway 88.9%
Jamaica Plain 54.2%
Mission Hill 87.6%

Roxbury 81.8%

Owner m Renter

DATA SOURCE: U.S. Census Bureau2PQa(eYear American Community Survey, as reported by Boston
Redevelopment Authority, Boston in Context: Neighborhoods 2014 American Community Survey, 2016
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Almost half of renters in Boston spent 30%mre of their income on rentHigurel5); in Dorchester,
Fenway, and Roxbury, the percent of renters spending 30% or more ofribeme on rent was even
higher than for the city of Boston overall.

Figurel5. RenterOccupied Housing Units Where 30% or More Income Spent Towards Rent; 2008
2012

80%
57.3% 57.0%
60% .39 54.1%
° 49.1% °3.3% ’
40.6%
40%
20% I
0%
Boston North South Fenway Jamaica Plain  Roxbury

Dorchester Dorchester

DATA SOURCE: U.S. Census Bureau2P0@3Year American Commity Survey, as reported by Boston Public
Health Commission, Health of Boston 2€2315 Report
NOTE: Data not presented specifically for Mission Hill

According to assessment participants, homelessness has
been another consequence of rising housing ccﬂgl,vell @42 8 KI @ Shomdessy | y &
as the decrease in the numberstadmelessshelters in
recent years. Numerous participants reported that the . . .

number of homeless families, and homeless children, in -Key informant interviewee

GKS O02YYdzyAliASa ASNIBSR 0@ ™ FaUtey T KRATRNDYIIa | NB N
This perception is supponteby quantitative data on

homelessness, as shownhkigurel6, Figurel7, and Table3 below.

childreninthe cityci KA & A &

Figurel6 shows that overall, the number of homeless individuals in Boston has increased since 2009.

During this same time period, the number of homeless male adults in Boston remained consistently

higher than the number of homeless female aduRg(rel70 ® a2 NB NBX OSyd RFGF FTNRY
Homeless Censtimdicates that between December 2013 and February 2015, there was a 25% increase

in number of homeless families reportedBoston(Table3).

1 The Annual Homeless Censusisaygme I K SR YB¥ (1 ORWzy i 2F K2YSt Saa LISNE2YyaA
emergency shelters for individuals or families, in domestic violence programs, innmsiceental health or

substance abuse programs, transitional housing and in specialized programs serving homeless youth and homeless
veterans. More information can be found hetgtp://www.bphc.org/whatwedo/homelessness/emergency
sheltercommission/Pages/Annu#lomelessCensus.aspx
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Figurel6. Trend in Boston Homeless Individuals Count, 221813

32222 6,484 6,809 6,647 6,992 7,248
6,000
5,000
4,000
3,000

Number of individuals

2,000
1,000

0
2009 2010 2011 2012 2013

DATA SOURCE: Emergency Shelter Commission, Boston Public Health Commission, as cited in Health of Boston
20142015 Report

Table3. Percent Change in Number of Homeless Families, Boston, 2013 and 2015
December 2013 February 2015 % change

Number of imilies 1,234 1,543 25.0%

DATA SOURCE: City of Boston Annual Homeless CEetugary 2015 comparetd December 2013, Boston
Public Health Commission, Emergency Shelter Commission, 2015

Figurel?. Trend in Boston Homeless Adults Count, by Sex, 20083

3,500 3,174 2,980 2896 3,132 3,139
@ 3,000
= 2,500 2053
o] ’
1,889 '
g 2 000 1,667 1,816 1,823
2 1,500
E 1,000
Z
500
0
2009 2010 2011 2012 2013
Male Female

DATA SOURCE: Emergency Shelter Commission, Boston Public Health Caoram@geahnin Health of Boston
20142015 Report

Althoughtransportation was not mentioned by many participantransportationchallenges

experienced by lower income familiegre identified particularly the unreliability of using public

transportation for health care visitsParticipants also mentioned that transportation to school can be

challenging for some Boston Public School students, and transportation for older adults was identified as

a concern in the Jamaica Plain community discus§ionexamfe, one focus group participant stated

thatd Al Ad K2NNRAROf & RATFTA Ratiflents rappriedtBatitramspoBabdd ise 2 dz Y SSR
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provided by some community programs and services, but not all; additionally, those that do provide
transportationwere reported to have rigid schedules creating further barriers for senfansiss Boston
/| KAt RNBY Q& LINA2NRGE ySAIKO2NK22RA I tradgp@tatibno/gs

to work, withthe exceptionof Fenway, where residentsere more likely to walko work (46.2%jhan

use public transportation (26.9%#Higurel8).

Figurel8. Meansof Transportation to Work, Population 16 Years and Over, Boston and Priority

Neighborhood, 20162014

Boston .
porchester I A |
Fenway
Jamaica Plain NE S
wission il IEERZZS N
Roxbury o

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

m Car, truck, or van (drove alonm)Car, truck, or van (carpooled)s Public transportation

Walked* m Worked at home* m Other*

DATA SOURCE: U.S. Census Bureau2P04®BYear American Community Survey, as reported by Boston

Redevelopment Authority, Boston in Context: Neighborhoods 211 American Community Survey, 2016

NOTE: Public transportation includass or trolley bus, subway or elevated, and railroad
*Data labels for percentages less than 5% not shown

Food Security

d wl O K Saddisingkoh ghildhood obesity and healthy eating, | really wan
focus orfood securityas wellg that has to do with rising rent. That has to do
g A 0K N Kids grécorsisténfly diviag in households where there is
consistently not enough food.

¢ Focus group participan

Food insecurity was another issue raised by sonsessment participantsWhile food security did not

emerge as a prominent theme ithe 2013 CHNA, participants in the 2016 CHNA perceived it to be a
pressing issuéds familiestruggle with high rent and other expenses, assessment participants noted
that families sometimes need to make tradéfs between basic necessities, and thasthan lead to

0 KANR

children not having enough food to eds shown ifmable4, among all households in Boston, about one

in five households received food stamps; among households with children under 18 years otthever

third received food stamp#\ccording to the Boston Behavioral Risk Factor Survey, about 12% of Boston
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adults reportedt was often true or sometimesue they did not eat when they were hungry because
they could not afford foodKigurel9).

Table4. Percent Households Receiving Food Stamps by Select Characteristics, Bostor2(A1.0
Percent
Households in Boston 19.1%

Households with children under 18 years ¢ 36.6%
DATA SOURQES. Census Bureau, 2020145-Year American Community Survey

Figurel9. Percent Adults Reporting Hungry But Did Not Eat Because Could Not Afford Food, 2013

100% 87.6%
80%
60%
40%
0,

20% 2 204 10.2%

0%

Often true Sometimes true Never true

DATA SOURCE: Boston Behavioral Risk Factor Survey, 2013, BostéteBltibieommission, as cited in Health of
Boston 20142015 Report

Participantsalsonoted that food pantries are incredibly important for bridging this gap and stated that

other communitybased groups, such as Community Servings, also play an impot&irt roeeting the

F22R ySSRa 2F GKS OAGeQa Y2ad @dzZ ySNIofSod ! OO02NRA
of eastern Massachusetts recet/food from the Greater Boston Food Bank and affiliated agencies per

year, one in three of these resénts wasa child under 18 years oldccordingtothd S+ f 6 K 2F . 2340 ;
Children: Child Health Assessment Mapping Progmbrt (2015) Back Baythe South End, and Fenway

KFR G0KS KAIKSAG NFXadSa 2F FI N¥YSNEQileEhsNSoson ANorth)IS NJ M X n
Dorchester, Roslindale, and Hyde Park had the lowest fates.
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Crimeand Neighborhood Safety

As inthe 2013CHNA conceris about safety and violence
in the community was a theme discussedriany
interviews and community sessioriResidents

Gb2 @2dzy3 LISNBR2Z2Y

mentioned a prevalence of street crime, including when approached by a police offer.
shootings and fights, which they attributed to guns, lack ¢KSe Ftaz aKz2dzZ R
of activities for youth, and social media influences. going to be the next victim of a drive
Concerrsabout personal safetwere expressed-or buy in front of the corner stor&ids
example, residents in the Jamaieinfocus group are thinking something bad is going
sharedthat residents do not take theithildrenoutside to happen to them when they walk
certain times of the day and in certain areasiud to and from schoglthey feel they
community. Seniors one participant sharedio notfeel KI 68 G2 I N¥Y (KSY

safe walking in their communitie¥outh focus group
participantsalsoreported that they are frequently
concerned about their personal safety. Youth noted that
they feel particularly unsafe in the summer months,
when school is at. Severaparticipantsalsomentioned

become thevictims of crimep ¢
¢ Key informant interviewee

G{ K220Ay3a YIS

that, as in communities around the counttiiere is unsafeX 6 S O'la dwe‘f;actgally
tension and distrustbetweenlaw enforcementand went through my windowd €
community residents. ¢ Youth focus gup participant

Table5 shows that the numberof violent and property a/ KA f RNB y oI NBE A y
crimes decreased between 2013 and 2015 in Boston  gncerns of trauma and violendeé
overall,,as well as in the Boston Police Dépant (BRD) ¢ Key informant interviewee
S5AaU0NAOUAEa O2YUSNAY3I . 2au2y [ KAfE RI%JS)/Qé LINRA 2 NRA U e
neighborhoodsDespite this decreaseiolent and
priority crimes still occur and there is variation in the
amount of crime across different neighborhoodisboth 2013 and 2015, DistrictB(whid includes
Roxbury and Mission Hill) had the highest number of reported violent and property crime incitents.
2015in District B2, there were 962eportedviolent crimeincidentsand 1,976 reported property crime
incidents.

Table5. Number of Reported Violent and Property Crime Incidents, by Boston and BPD Districts, 2013
and 2015

Violent Crime Property Crime
2013 2015 2013 2015
Boston 4,986 4,644 17,894 15,774
District B2 (includes Roxbury and Mission Hil 1,023 962 2,372 1,976
District G11 (includes Dorchester) 869 669 1,908 1,528
District D4 (includes Fenway) 509 205 3,925 1,145
District E13 (includes Jamaica Plain) 257 243 1,131 911

DATA SOURCE: Boston Police Department, Boston Regional Intelligence20gat¥ear End Part One Crime&
Firearm Overview; and Part One Crime Reported by the Boston Police Department 1/112(A%W?2014 vs.
1/1/2015-12/31/15

NOTE: Violent crime includes homicide, rape (and attempted), robbery (and attempted), and aggravaiéid assa
(domestic and nordomestic); Property crime includes burglary (commercial, residential, and other), larceny (from
motor vehicle and other), and auto theft
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Perceptions of feeling unsafe and concerns about safety were
raised during many qualitative comgations.Assessment G ¢ Ks§chological impacfof
participants described howafety concerns can affect physical jgjence] on the families is a
and mental health. One interviewee noted that many adults in 3 5 5 VATFAOI Y A
the communiy do notexercise outdoors due to concerns about
personal safetyMany participants also connectemdmmunity
violence to rising rates of trauma and mental health issues
experienced by community members, especially children and
youth. This was of substantial concern to many participants, and is disdasttedViolence and Trauma
sectionbelow.

- Focus group participan

In addition to concerns about street violence, participants noted rising rates of domestic violence,
including child abuse and neglect. A couple of participants identified bullying among adolescents as a
concern, in particular ofine bullying (quantitative dat on bullying is included in the Violence and
Trauma section below).
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Community Resources and Assets

oDiversityin the communitys a great asset, although language
I OO0SaaAroAftAte OlFly az2yYSiAySa oS
¢ Focus group participan

GTheclosestpark to where | live is awo-minute walk.
¢ Youth focus group participan

GThere idots of good work alreadyn the city, we canstrergthen the
capacity of CBQGandincrease our reactather than developing new

programsp €
¢ Key informant interviewee

Interviewees and community residents pointed to the substantial assets that exist within Boston

/| KAt RNBY Qa LINA 2 Nadingemedgical seiviceas i rdhyRsadorganizaiidn, and
recreation areas, as wkas the residents themselvefssessment participantited medical services
such as hospitals, medical schools and community health centers. Youth, as well as otheremtpond
mentioned the importancef opportunities to be active, including local parks &wlys andsirls Clubs.
Some residents pointed to community centers as a unique and helpful community resBarteipants
also mentioned numerous programs and servigesvided by smaller, communiyased organizations.
These organizations, respondents repaftdoincredible workwith the limited resources they have;
however, some reported that these organizations and their work are not as well known in the
community & theycould be, often due to the limited budget that communltgsed organizations have
for outreach and marketing-inally diversity,community cohesionand a strong faith traditionvere

also cited by some as community asséts.one interviewee expMiS Rdlks @ome together and lean on
each other and look out for each other in the toughest tinge

As shown irFigure20, over half of respondents to the Community Voices youth survey indicated that

AGQa ‘A a2 NI2F gl f1 FYyR 3S0H (2 LINJ& Ay GKSANI O2YYc
easy to take a bus in their community.
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Figure20. Community Voices Surveyerceptions of Community Conditior(d=157) 2016

It's easy to go for a walk in my communit 53%

It's easy to get to parks in my communit YA)

It's easy to take a bus in my communit 50%

It's easy to ride a bike in my communit 40%

My community is a good place to raise a fami 27%

It's easy to find fresh fruits and vegetables in

. 27%
community

It's easy to find out about the services located in
community

27%

It's easy to live a healthy lifestyle in my communi 25%

It's easy to understand the health informatio

0,
provided in my community .

It's easy for people with disabilities to access servid

. . 18%
in my community

| can count on my neighbors in a time of ned

=
3
S

It's easy to find employment or job opportunities i

0,
my community 16%

It's easy to find affordable housing in my communi 15%

DATA SOWEE: Center for Community Health Education Research and Service, Inc. (CCHERS), Community Voices,
Community Health Needs Survey, 2016

NOTEY ¢KAa adz2NBSe | dz8.3Db yoa afreasdr disagrdk Widh theSfilowling statetnents about

your communitpé  dags@mption was made thdlly selecting a responseespondents were indicating they

agredd g A UK GKS &0 GSYSYGT ¢KAa ljdzSadGAazy Fft26SR F2NJ Ydzf GA
percentages may not sum up to 100%.

Figure21 shows that the percent of children and families within walking distance (within 0.5 miles) of
O2YYdzyAle OSYydiSNmz ,a/!axX YR .284a YR DANIa / f dzo
priority neighborhood, a higer percent of children and families in Fenway, North Dorchester, and

Roxbury live within walking distance to these resources.
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Figure21. Estimated Percent of Families with Children Within Walking Distance (0.5 Miles) to
CommunityCenters, YMCAs, and Boys and Girls Clubs, Boston, 2012

Boston: 50.8% of families with childran
lived within walking distance to

community centers, YMCAs, and Boys
and Girls Clubs

%,
-,

Boston Child
Priority Neighborhoods

ND = North Dorchester
SD = South Dorchester
FW = Fenway

JP = Jamaica Plain

RX = Roxbury

Estimated Percentage of Families with Children
Within Walking Distance to Community Centers,
YMCAs, and Boys and Girls Clubs

'|I / [118.8% - 38.0%
' [ 38.1% - 45.0%
\/ I 451% - 71.0%

W 71 1% - 97 1%

—— 0.5-mile buffer zone based on street connectivity
h.l a 1 2 4 Ml ® Community Center (39)
oo A YMCA(11)
B Boys and Girls Club (8)

DATA SOURCHE®partment of Innovation & Technology (DolT), City of Boston, 2012; Decennial Census

2010, U.S. Census Bureau

DATA ANALYSIS: Boston Public Health Commission Research and Evafication Of

MAP CREATED BY: Boston Public Health Commission Research and Evaluation Office

NOTES: Community centers are all centers administered through Boston Centers for Youth and Families. Estimates
are based on the distribution of families with children a¢ thlock level in 2010 U.S. Census data. Families with

children are assumed to be evenly distributed geographically within census blocks that intersect with the-walking
distancebuffer zones. Street connectivity refers to the directness of links and theityeof connections in a street
network.
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Community HealtHssues

Respondents to the youth survey and participants in the discussions with key informants, community
residents, and youth were asked tescribe the most pressing health concerns for their conmities.
While participants noted thatchronic diseas@revention and managementemainsan area of need

they frequently raised concerns related taental healthissues especially the effects of community
violence and trauma, andtressedhe need for ealy childhood serviceverall, he following health
issues and concerns, as described further in the section that follows, emirged . 2 22y / KA f RNB\
process chronic disease (including obesity and asthma) and related risk fairtohsdjnghealthy eating
and physical activity); behavioral health, including mental health and substance use; violence and
trauma,; early childhood and access to carencerns for children witBpecial needs; and sexual health,
teen pregnancy, and birth outcomes.

Respadents to theCommunity Voicegouth surveywere asked to identify the top health issues having
the biggest impact on their communitie8lcoholand substance use/abuseas mostfrequently

identified as a top health issydollowed byoverweight or obesityFigure22). At leastone third of
respondents identified mental health issues and community violence as top health issues.

Figure22. Community Voices Survey:op Health Issues with thBiggest Impact on Community in
which Respondents LiviN=162) 2016

Alcohol or substance use or abusEi NG A
Overweight or obesity
Mental health issues
Community violence
chronic disease ||| I ENEGTTIIEGEGEGEGENEEG
Access to health carcj NNNNIIEGEGEA
Interpersonal violence
Teen pregnancy

Health concerns related to agindiiiEZ8
Infectious/contagious diseascliifZ

Other

DATA SOURCE: Center for Community Health Education Research and Service, Inc. (CCHERS), Community Voices,
Community Health Needs Survey, 2016

NOTEThis question allowed for multipléra LJ12 y 8Sa 6 G OKSO1 Fff OGKFG | LILX eeé0T (K
sum up to 100%.

Chronic Diseases and Related Risk Factors

Chronic disease, including childhood obesity and asthma, were raised as concerns in interviews and
focus groups. Participantssal discussed barriers to healthy eating and physical activity, and noted the
connection between diet, exercise, and chronic disease. High rates of diabetes and high blood pressure,
particularlywithin communitiesof color, were mentioned bgomeinterviewees.
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Healthy Eating and Physical Activity

In addition to the concerns about food security
describedpreviously assessment participants
identified access to and affordability of healthy
food as a challenge for many community
members.Youth focus grouparticipantsreported
that their neighborhoods have many fast food
places and corner stores, which offer few healthy
options and Roxbury in particular wagscribed
asad T 2 2 R . RoBainbalédi substantially

0Soda is on sale and sugary snacks are
on sale whereas organic food costs two
to three times more than nearganic
FT22RDE

¢Key informant interviewee

oDo folks know what to do with
vegetables and fruitand being creative

affects food chaies, according tparticipants who
noted that kss healthy food is generally cheaper
As oneintervieweestated,d T YA f A Sa

with cooking them? Do you knowwido

%ake:I oAC E] %wﬁjse way or how tc
bi{ aﬁag ’E tple%gn%%ngtsu Keé

artsSa FyrR alfsSa GdSyR T22
For families that may be struggling to meet basic Keyi formant Interviewee
needs, as one interviewee explam@d comes
down to making choicesL d Q& { K ¥diwe OK 2 # && Na5fQ dimifed paygicald S NE
get evicted or do we miss a few medds® activity during school timeg L QY & d:
due to requirements and limits of time.
Participants also cited a need for education around Butalso after scholcL QY y 2 0 ¢
making healthy food choices and preparing heglth |5ck of knowledge of opportunities.
food. For examplea fewparticipants sharedhat cKey informant interviewee
marketing around healthy food can be confusing,
y20Ay3 GKFG F22R I 6Sf{ SR RS rRET——yre=—y 2
actually be nutritiousThis marketing, in the words
of one focus group participant, can lead peopleit€JdzZNO K| &S (G KAy 3Ia GKSe GKAyYy1l |

labeling, buty I & y 2G4 | Oldz-ft& 0S5 KS nteriidveées and pddipantsin a2 YS FN
community sessions also noted ththere may be a need for more healtll@cation around nutrition
andfood preparation, to ensure that residents know how to purchase prepare healthy meals.

Despite these challenges to accessing and affording healthy food, assessment partadgants

mentioned efforts in recent years that have helped to enhance the availability and affordability of

healthy food options in the neigh2 NXK2 2 R4 A SNIISR dtérviewdesnatetl that theK A f RNB y Q 3
YydzYo SNJ 2F O2YYdzyAdGe I NRSya KIFIad AYONBIFASRI FIF NX¥SN
begun offering more produce. Several also mentiottelBoston Bounty Bucks program which make

fruits and vegetables more accessitddower income residents

According to theBoston High School Youth Risk Behavior Suagegss alBoston high schodtudents,
over 50%of students reported that thgate fruit at leastonce a day, wittWhite gudents more likely to
have eaten fruiiat leastonce a day (65.2%rigure23). Generally, studentwere less likely toeport
eating vegetables at least once aydahen compared to eating fryitith the exceptian of Asian
students,almost 70%of whomreportedthat they atevegetablesat leastonce a day.
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Figure23. Percent Boston Public High School Students Reporting Fruit/100% Fruit Juice and Vegetable
Consumption One or More Timgser Day in Past Seven Days, by R&tkenicity, 2015

Fruits m Vegetables

80%
70% 65.2%___ 68.2%
0%  56.0% 59.7%  56.8% . 56.3%
0 . 0

50% 41.7%
40%
30%
20%
10%

0%

Total students White Black Hispanic Asian

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2015
NOTE: Insufficient sample sizes for American Indian/Alaska Native, Native Hawaiian/OttiefdRatder, and
Multiple races

As shown irFigure24, between 2011 and 201there wasa decrease in reported soda consption
among students in Bostaoverallfrom 24.0% to 16.9%%0da consumption was higheamongHispanic
studentsandslightly more students reported soda consumption in 2(@®.5%Yhan in2011 (20.4%)

Figure24. Percent Boston Public High School Students Reporting Soda Consumption One or More
Times per Day in Pa§&even Days, by Ra&ghnicity, 2011 and2015

2011 m 2015
30% o 26.4% 27.8%
25% i .
% 20.4% 0.5%
20% 16.9% 18.4%
15% 12.8%
10%
3.8%
o *
0%
Total students White Black Hispanic Asian

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011

and 2015
NOTE: Insufficient sample sizes for American Indian/Alaska Native, Native Hawaiian/@tfiet$t@ander, and

Multiple races and Asian for 2011 (denoted by asterisk)

When asked about opportunities for physical activity, sqgragicipantsnoted that options are limited

for those with lower incomesAccording to participantscommunity violenceand concerns about safety
discourage some from playing or exercising outdoors. Although some neighborhood YMCAs were
reported to provide free and low cost programming, others were reported to be out of economic reach
for many families, as are private gyrRarticipantsalsosharedthat while community centeroffer
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recreational opportunitiesthose insome neighborhoods are undeitilized. The role of schools in

promoting physical activity was reported by sopaaticipantsto be limited, given that there isot

much time during the school day for physical activity and not every school offers free afterschool sports
programs Participants however, mentioned a couple of citywide youth sports programs that are free or
low cost, including the swim program rug Boston Centes for Youth and Families

The percent of students who reported getting recommended levels of physical activity was
approximately 30% in 2015, which was slightly higher than it was in Eiguré25). Across race and
ethnicity, Black and Hispangtudents reportedower levels of physical activity compared to students of
other races and ethnicitieig 2015

Figure25. Percent Boston Public High School Students Reportingesist 60 Minutes of Physical
Activity per Day onFive or More Days, by Ralghnicity, 2011 and 2015

2011 m 2015
50%
40% 38.70/039'2%
0.1% 31.7% 29.8%
a0y, 29198 29.3% 7 204
20% 18.3%
10%
*
0%
Total students White Black Hispanic Asian

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011

and 2015
NOTE: Insufficient sample sizes American Indian/Alaska Native, Native Hawaiian/Other Pacific Islander, and

Multiple races and Asian for 2015 (denoted by asterisk)

Obesity

(Obesity is still a huge challengeg SQNB y 284 YI 1 A
L g2dd R KI @S (K2dAaAKG dé
¢ Key informant interviewee

G, 2dz KIS OKNRY Ay@GndR2 aSI BISG K8 |
lot of work legislativelz  @F 2 NJ SEF YLX S | NBc
[and] making sure children are being phy#lice OG A @S X €

¢ Key informant interviewee
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The tallengeof obesity, especially farhildren and youth, was identified asancern in some

interviews ad community sessiong few participants noted that addressing childhood obesity requires

a longterm commitment, and thaimprovementsY | & 2 OO0dzNJ af 26t 8T L& 2y S Ay (S
have been working on thebesity issue for a whilé, dz(ii | 3 | %tffingxhét @é have 2oXeep atitd

Another irterviewee notedthat progresshas been made to change policies that affect childhood

obesity, such as vending machine regulatiockssessment participants connected childhood obesity to

diet and exercise.

In 2015, the percent oBoston high schodtudents whaselfreportedthat they wereobesewas14.6%
(Figure26). When obesity rates among Boston high school students are examined over time, it is evident
that rates hae remained fairly stable between 2007 and 2015 with some slight varidigare26).
However, i should be noted thatacial/ethnicdisparities in obesity rates exist. For example, between

2011 and 2015the percentof obesestudentsdecreasedy 3.2%amongWhite studens andincreased

by 2.4%amongBlack studentswho were most likely to report being obeffeigure27).

Figure26. Percent BostorPublic High School Students Reported to be Obese, 22015

20%
. 14.5% 15.0% 14.3% e 4 6%
10%
5%
0%
2007 2009 2011 2013 2015

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2007,
2009, 2011, 2013, and 2015

Figure27. Percent Boston Pulil High School Students Reported to be Obese, by Rabaeicity, 2011
and 2015

2011 m 2015
20% 17.1% 16.6%
0 9 15.9%
15% 14_30/%4.6/0 12.9% 14.7% 0
9.7%
10% 8.1%
5%
*

0%

Total students White Black Hispanic Asian

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011
and2015

NOTE: Insufficient sample sizes for American Indian/AlBskive, Native Hawaiian/Other Pacific Islander, and

Multiple races and Asian for 2011 (denoted by asterisk)
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Asthmaand Allergies

Asthmaleads tomissed schoglwhich affectgparents having
to miss wakT A (cyrk of @ddridmic hardshipé
¢ Key informant interviewee

G¢KSNBE I NB I ofX0A SFS LOSK2ALDE RON.
anything physicalf they haveasthma.. 2 a2y [/ KA f
brought together community health centeraround this issue
to eliminate this mythamong Latino, Caribbean, and African
' YSNRAOIY FlYAfASade

¢ Key informant interviewee

As inthe 2013assessmenta number of interviewees and community members identified asthma as a
community health concerrparticularly among residents of coldie number of children with asthma
was reported to be high, especially in Dorchested Roxburyand was linked to environmental
exposures and substandard housing found in poorer neighborhawte childhood asthrawasan

2y32Ay3 O2yOSNYysz a2YS FaasSaayvySyid LI NIAOALNI yia

encourage physical activity among children with asthkhawever, interviewees noted that more needs
to bedone around pediatric asthma. Assessmpatticipants cited somepecific areas foadditional
work to address childhood asthma, includifigcusing on policy and regulatiefor healthy housng,
improving access to asthma medication, conductintreachto and engagement of parentsreating
linkages letween schools and primary caind developing tobacco cessation prograds.ouple of
focus group participantalso noted that the number of children and youth with {ffeeeatening allergies
seems to have increasednd stated that information anttaining on how to care for children with
allergies is needed

In 2013, less than one quartgP3.2%)f Boston public high schostudents reportechavingasthma,a
decrease from 2011 wherlose to one third28.3%)of students reported to have asthn{&igure28).
When looking across race and ethnicity in 20elfreported asthma diagnoses were highest among
Asian students (26.4%).
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Figure28. Percent Boston Public High Sai Students Reporting Asthma Diagnosis, by R&tkenicity,
2011 and 2013

2011 m 2013
0,
35% 28 3% 29.9% .
30% : 27.4%c 5o, 26.4%
23.2% 9 '

2504 0 20.7% 22.7%
20%
15%
10%

5% * *

0%

Total students White Black Hispanic Asian

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011
and2013

NOTE: Insufficient sample sizes for American Indian/Alaskaeg\atative Hawaiian/Other Pacific Islander, and

Multiple races White and Asian for 2011 (denoted by asterisk)

Figure29 compares statewide trends in pediatric asthma prevalence to trends in the city of Boston.
Rates of pediatric asthma in Boston and in Massachusetts incresiggndlybetween the 20112012
school year and the 2013014 school year. The rates remained higher in Boston than those in
Massachusetts overall, and this disparityslggown between the dwool years.

Figure29. State and CityTrends in Peitric Asthma Prevalence Amorghildren andYouth (Ages 5
14), Massachusetts and Boston

20%
. . 17.3%
18% 15.9% 16.4%
16%
14%
12% P — —C— —0
10% 11.9% 12.1% 12.4%
8%
6% =@=-Massachusetts
0,
4% Boston
2%
0%
2011-2012 2012-2013 2013-2014

School years

DATA SOURCE: Massachusetts Department of Public Health, Bureau of EnvironmentaVbesdthusetts
Environmental Public Health Tracking
NOTE: Data includes public, charter, and private schools
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In contrast, as reported in the 2012015 Health of Boston Report, between 2008 and 2012 asthma
hospitalization rates significantly decreased foe -2 age group, and did not change significantly for
the age groups-8 and 617." Additionally, asthma emergency department (ED) visits have decreased
over time. The rate of asthma ED visits across younger age groups significantly decreased from 2008
2012; however, Black and Latino children experienced higher rates of asthma ED visits than White
children” See Appendix D for relevant Figures from the 20045 Health of Boston Report.

Behavioral Health
Behavioral health issues, including mental heahid aubstance abuse, were raised during many
interviews, focus groups, and community meetings.

Mental Health

G{2YSOUKAY3I 6SQOS &S s¢ntalihkalthibQtidhis ks
'y AaadzS GKFaG ¢S | NB aSsSiSygnthing?
traumatic is happeningwithyoutid ! y R G KA & Aa | f
starting at earlier agesp €

¢ Key informant interviewee

G2 S | NB antdre nfdris and totldeishowing signs ddtress
and anxietyd t SNKIF LJA AdQa adSYYAy3a 7T
¢ Key informant interviewee

Focus group participants and key informants identified mental health and lack of access to mental

health services asubstantial concernsithey SA 3 Ko 2 NK22Ra ASND&Retyge . 2402y
depression, and trauma were identified as the most common mental health concerns in the community.

Lack of employment options, povertsommunity violence, andolationall contribute to this, according

to participants Those working with children and youth reported a rise in mental health issuesse th

age groupsAs ondntervieweeexplainedd S@Sy i (KS LINBSaOK22f fS@Sts S
who are dealing with a lot of stuff, whether thananifests itself in behaviors in the classroom or they

YSSR Y2NB &dzLJ2 NI FyR KSf LIpég

Interviewees and residents alikeeported that the neighborhoods
AaSNUSR o0¢é . Zéu 2y | KAf RNJS)/Qé féb%“lhoﬁ%gngﬁtﬁa\fsyu Ff KS
to addrc_sss the need, especially thos_tao serve lowefincome patient to providemental

populations and those who serve children and yodth.a result, health counseling is not

according to participantgnanyresidentswith mental health e.a 9

concerns are undiagnosext go untreated.The cost of mental relmtv)ursabllce Care§o -
health care and medicationgasalsoreportedasa barrier to care K % a |:‘]7‘ akf a O l', y
for many lower income resident¥his challenge is made worse, Y SY Ul t KSI { 0K
according to a couple gfarticipants becauseprimary care - Key informant interviewee
providers are often not able to address these issues. As one
member of a community discussion observéd) S Kral @eklth
is so poorly taken care of on the health care $iaally participants shared thathe stigma associated
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with mental iliness as well as a lack of trust in doctors among some resigesignts the identification

and treatmentof mental heah concerns As oneiocus group participant summarized:LJS 2 L)X S KI @S
0SSy (FdzAKG G2 (ASeW partidigants/nationedia néed fgr $ndré behavioral health
providers from communities of color and training and support to enhance cultural canpgt

AOO2NRAY3I G2 GKS . 2ail2ysshowaNEd@30 abbut 4%Kok BoRawBhyideea | S+ £
had diagnoses related to anxiety and about 2% had been diagnosed with depression. Rates of anxiety
and depression diagnoses were highest among Latino children.

Figure30. SelfReported Behavioral Health Diagnoses of Childeerd Youth(Ages 217), Boston, by
Racé Ethnicity, 2012

Anxiety Problems m Depression

7% 6.6%
6%
5% 4.8% 4.7%
4.0%
4%
3% 2.4%
1.8% 1.7%
2% 1.1%
o ] .
0%
Overall White Black Latino

DATA SOURCE: Boston Survey of Children's H2@lth, as reported in Health of Boston's Children Report
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

According to the Massachusetts Youth Health Surieyul6% of middle school studergtatewide
reported feeling sad dnopelessalmost every dayor two weeks or morén a row during the past year
as shown irFigure31. Hispanic and multiracial students reported they felt sad or hopeless more often
than students of other races drethnicities

Figure31. Percent Massachusetts Middle School Students Reporting Feeling Sad or Hopeldsgdor
or More Weeks, by Racé&thnicity, 2013

Hispanic30.7%
Multiracial 26.9%
Black22.3%
Other 18.5%

White 11.6%

DATA SOURCE: Massachusetts Department of Public Health, Massachusettte¥ntSurvey, 2013, as
reported in A Profile of Health Among Massachusetts Middle and High School Students, 2013
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TheBoston High School Youth Risk Behavior Sutveys that he percent of high school students
citywidewho reported feeling sad or hopelefs two or moreweeks increased from about 25% to
about 27% between 2011 and 20XF5dure3?2); the largest increaseccurred amongVhite studentsin
both 2011 and 2015, Hispartigh school studentarere most lilely toreport feeling sad or hopeless
(28.4% and 29.0%, respectively)

Figure32. Percent Boston Public High School Students Reporting Feeling Sad or Hopeless for Two
Weeks, by Radg&thnicity, 2011and 2015

2011 m 2015

35%
30%
25%
20%
15%
10%

5%

0%

28.4989.0%

0,
24.8%° 7% 24.1%

19.29

22.1%

Total students White Black Hispanic Asian

DATA SOURCE: CenfersDisease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011
and2015

NOTE: Insufficient sample sizes for American Indian/Alaska Native, Native Hawaiian/Other Pacific Islander, and
Multiple races and Asian for 2011 (denoted hgterisk)

As shown irFigure33, the percent oBostonhigh school students who reported to have attempted
suicide decreaseftom 8.6% to 8.1%etween 2011 and 201%owever,the percent ofHispanic
studentsreporting attempted suicide increasesdightlyduring this time period

Figure33. Percent Boston Public High School Students Reporting Attempted Suicide, by
Race/Ethnicity, 2011 and 2015

2011 m 2015
12%
9.8%
10%  ggw 9.5%
. 8.1% 7 1%
8% 7 6.9%
6% 4.5%
4% 3.2%
* *
0%
Total students White Black Hispanic Asian

DATA SOURCE: Centers for Disease Contrélramdntion, Boston High School Youth Risk Behavior Survey, 2011
and2015

NOTE: Insufficient sample sizes for American Indian/Alaska Native, Native Hawaiian/Other Pacific Islander, and
Multiple races and White and Asian for 2011 (denoted by asterisks)
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Sibstance Use and Abuse

GCKSNBE A& I &A3IYyAT A btryiggling 98tNIO S y
substance abusethose are children that are the highest nedd€
¢ Key informant interviewee

GCKSNBE Aad a2YS KSNRAY odzi Ay
young adults. We really see folks usapgoids, Valium, Ativan, drugs
like that® €

¢ Key informant interviewee

G C2 NJ ( K S substanBexpasad irdafitswe see opioids, but

many parents also have a mental health diseas@d so the infant is

SELRAaSR (2 t26Ga 27 LKAeOK2I OlAQ
¢ Key informant interviewee

Assessment participantdso reported substantial concern about rising ratesulistance abuse in the
communities served by 2 a i 2 Y/ ekchalleRgeBlos€larelated to mental healfhe prevalence

of opioids was specificallyoted. As with mental health, intervieweesharedconcern about increasing
numbers of children and youth with substance use issBesexample, one tarviewee mentioned an
increasen use of opioids among youth in Dorchesteome intervieweeshared thata growingnumber
of children are born exposed or addicted to substan&esticipants also described the continueftiect
that parental substance abuse can have on children, and noted that substance abuse can lead to
fragmentation of familiesYouth focugyroup participantsreported that rates of drug use, smoking (both
tobacco and marijuana), and drinking are high among their peers

As with mental health concerns, lack of providers and services was noted as a barrier to addressing
substance use issuasthe community Residents ofhe Jamaica Plaifocus groupstated in their
community session that a lot of substaraleusetreatment programsn the neighborhood have closed.
Participantsf N2 Y (G KNRdzZK2dzi GKS ySAIKO 2 NKife@ Rnged ioiSdd@ S R
in centers, more and earlier prevention prags, and programs to help youtfansitionfrom in-patient
programsback to the community.

According to theBoston High School Youth Risk Behavior Sutheypercent ofstudents who repaed
to be currently drinking alcoholegtreasedrom 38.3% to 24.8%etween 2011 and 201%-{gure34). In
2015, the percentages of White anaspanic students who reported alcohol us5.4% and 31.8%,
respectivelywere higher than that of all studen{24.8%)
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Figure34. Percent Boston Public High School Students Reporting Current Alcohol Use, by
Race/Ethnicity, 2011 and 2015

2011 = 2015
50%
38.3% 39.4%
0 35.4% 0
40% ’ 34.6% 31.8%
30% 24.8%
0,
20% 18.1% 14.5%
* *
0%
Total students White Black Hispanic Asian

DATA SOURCE: Centers for Disease Control and PrevBoston High School Youth Risk Behavior Survey, 2011

and2015
NOTE: Insufficient sample sizes for American Indian/Alaska Native, Native Hawaiian/Other Pacific Islander, and

Multiple races and White and Asian for 2011 (denoted by asterisks)

Quantitative aétaalsoshow thatBoston high schoatudents in 201%vere less likely toeport binge
drinkingthan in2011 Figure35). Despite a decrease in the percent of students reporting binge drinking,
White studentsemaned themostlikely to reportbinge drinkingn 2015 (22.5% compared to 10.9%
overall)

Figure35. Percent Boston Public High School Students Reporting Binge Drinking, by Race/Ethnicity,
2011 and 2015

2011 m 2015
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DATA SOURCE: Centers fse@se Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011

and2015
NOTE: Insufficient sample sizes for American Indian/Alaska Native, Native Hawaiian/Other Pacific Islander, and

Multiple races and Asian for 2011 (denoted by ast)i

Between 2011 and 2015 the percentBdston high schoatudents who reported to currently use
marijuanaalsodecreasedrom 27.0% to 22.3%as shown ifrigure36. However the percent of Hispanic
studentswho reported marijuana use increased slightly between 2011 and 2233% and 26.0%,
respectively)
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Figure36. Percent Boston Public High School Students Reporting Current Marijuana Use, by
Race/Ethnicity, 2011 and 2015

2011 = 2015
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DATA SOURCCenters for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011

and2015
NOTE: Insufficient sample sizes for American Indian/Alaska Native, Native Hawaiian/Other Pacific Islander, and

Multiple races and Asian for 2011 é&hoted by asterisk)

Figure37 shows ttat the percent ofBoston high schodltudents who had ever used heroin decreased
from 2.0% to 1.8%etween 2011 and 201%owever this percemtgeincreased among Black student
during this time periodin 2015, compared to students of other races and ethnicities, a higher
percentage of White students reported thépd ever used heroir§2.1%)

Figure37. Percent Boston Public High School Students Répgrto Have Ever Used Heroin, by
Race/Ethnicity, 2011 and 2015

2011 = 2015
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DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011

and2015
NOTE: Insufficient sample sizes for American Indian/Alaska Nativee Kiativaiian/Other Pacific Islander, and

Multiple races and Asian for 2011 (denoted by asterisk)

In 2015, almost 10% of White and Hispanic students repatenl havingised prescription drugs
gAGK2dzi || R2 O dotnpaled tcahdNtiB% of Nighttidoh stugleRtsitywide (Figure38).
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Figure38. Percent Boston Public High School Students Reporting to Have Ever Taken Prescription
Drugs Without Doctor's Prescription, by Race/EthniciB015

White 9.7%
Hispanic9.5%
Black6.0%

Asian3.1%

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2015
NOTEPrescription drugs include Oxycontin, Percocet, Vicodin, codéidéerall, Ritalin, or Xangbasufficient
sample sizes for Americdndian/Alaska Native, Native Hawaiian/Other Pacific Islander, and Multiple races

Violence and Trauma

aLd asSSya KIFINRSNIFYR KIFNRSNJ F2
children from the reality of their circumstandei Q&4 KI NR S N.
raise children and have them just be childrérg

¢ Key informant interviewee

doLd8 &S &g abtofimsntatpedpldiiXNgiend was made
fun of in school and feels badk's depressing not being able to help
0K24S gAGK YSyualf LINRofSYa®de

¢ Youth focus group participan

A prominent theme across interviews and commuynibnversations was theffect that community

violence and trauma has on youth. While closely connetdadental health, community violencand
trauma were identified by assessment participants as unique and key concewtisl@iven and youth.

As noted previously,w@r one third (33.3%) of respondents to the Community Voices youth survey rated
communityviolence as a top health issue for their comniigs Figure22). Youth focus group
participantsspoke about how violence and the death of loved ones due to violence has contributed to
high levels of stress and degssion among teengntervieweedikewise identified high levels of trauma
and PTSD among children and youth exposed to street violence, as well as those experiencing
homelessness and extreme poverBarticipants also noted that national events and unien affect

youth locally.

Assessment participants described a lack of activities for children and youth, including after school
programs, and employment opportunities. Participants suggested that this lack of options for activities

42



contributes to commuity violence, as well as substance abuse
and risky sexual behavior, among children and youth in the  (¢Kids are getting in trouble
community. While participants stated that organizations such pecaysehere is no place to go ¢
YMCAs and Boys & Girls Clubs provide critical programming to Foas group participant
children and youth, they reportethat more is needed.

Interviewees and community members reported that

specialized services to address trauma after a violent event has occurred were especially Acieded.
intervieweesreported that some efforts are in place to begmmaddresgrauma, includingBoston

/| KAt RNBYyQa 62N 6A0GK aOKXSt a 22y 2WS o (droft AOS I (ST K (AKa &
partnership with community health centers to provide trauma response and traumfioamed care.
Community-based programsuch aghe Hyde Squee Task Forcandthe Talented and GiftedLatino

Programwere also mentioned bparticipantsfor their workwith youth experiencing trauma. However,
assessment participants described a need for more tratased partners that focus on addressing the

effects of trauma.

Childrenand youthin protective care were identifieds an underserved population in a couple of
discussions. The number of children in protective care is rising, according to respondents, but the
system is not prepared for therRarticipans noted that there are fewer foster homes than needed and
many children and youth have unaddressed trauma and developmental delays, or are disabled.

While data on community violence and youth trauma is limited, data on bullying, fights, and dating
violene are availablérom the Boston High School Youth Risk Behavior SuAgghown irFigure39,

the percent ofhigh schooktudentscitywidewho reported being bullied on school property decreased
from 13.9% to 11 Bbetween 2011 and 2015. The largest decrease in percentage of students reporting
bullying wasamongWhite students. Hispanic studemsost oftenreported bully victimization on school
property in 201513.2%)As shown irFigure40, about 8% of high school students reported having been
electronically bullied in 2015, a decrease from 10.8% in 2011. White students most often reported
electronic bully victimization in 2015 (12.8%).

Figure39. Percent Boston Public High School Students Reporting Being Bullied on School Property in
Past 12 Months, by Race/Ethnicity, 2011 and 2015

2011 m 2015
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0 13.9% 14.5%3 20
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DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011
and2015

NOTE: Insufficient sample sizes for American Indian/Alaska Native, Native Hawaiian/Other Pacific Islander, and
Multiple racesand Asian for 2011 (denoted by asterisk)
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Figure40. Percent Boston Public High School Students RépgrBeing Electronically Bullied in Past 12
Months, by Racéethnicity, 2011 and 2015

2011 m 2015
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DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011
and2015

NOTE: Insufficient sample sizes for American hidiaska Native, Native Hawaiian/Other Pacific Islander, and

Multiple races and White and Asian for 2011 (denoted by asterisks)

In 2015, me in five high school students reported to have been in a physical fight, which was lower than
in 2011(28.2%)Figure4l). Nearly one in fouHispanic students reported being in a physical fight

which wasmore often than students of other races and ethnicitids.shown ifFigure42, in 2015,

slightly more students reported experiencing sexual dating violence (6.8%) than experiencing physical
violence (6.4%). Hispanic students reported the highest rates of both sexual and physical dating violence
(7.8% and 8.1%, respectively).

Figure4l. Percent Boston Public High School Students Reporting Being in a Physical Fight in Past 12
Months, by Race/Ethnicity, 2011 and 2015
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20%
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DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth BiskuBeing\2011
and2015

NOTE: Insufficient sample sizes for American Indian/Alaska Native, Native Hawaiian/Other Pacific Islander, and
Multiple races and Asian for 2011 (denoted by asterisk)
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Figure42. Percent Boston Publicigh School Students Reporting Sexual and Physical Dating Violence,
by Race/Ethnicity, 2015

Sexual Dating Violence m Physical Dating Violence
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DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Beh&@i5Survey,
NOTE: Insufficient sample sizes for American Indiaska NativeAsian,Native Hawaiian/Other Pacific Islander,
White, and Multiple races

Early Childhoodnd Access to Care

oWe need to level the sandbgxnake sure children are getting books, etc., tF
OKAf RNBY Ay 6SIHftliKe O2YYdzyAiuASa K
¢ Key informant interviewee

G2S aSS arAaIYyATFTAOI yi ckid3dSEdake not sealy forl
education because they lack access to early intervention servzes
¢ Key informant interviewee

Early childhoodssues and caremerged as a theme in several discussi®asticipantsshared that
many young children in the commity havespeech and language delaysd are not ready for
education.One intervieweeandicatedthat children of color with developmental delays are often
identified with these challenges later in their childhood than White childesmd stated that educatn
for parents about what to look for in terms of developmental milestones is nedfihile some
screening efforts are in place, including the citywitgeen to Succedétitiative funded in part by
2al02y | parficipatssiw anaed for more sceeing, expande@arly interventionand early
educationservicesandmore programs that suppogarents and promote healthy child development.

Several respondents noted that immigrants and refugees face substantial barriers to accessing health
care in geeral including language barriers, low levels of education, lack of knowledge about how to
navigate the healthcare system, and, for some, undocumented status.

Figure43shows a map of community health centers msBn that provide pediatric car&Vhile the
community health centers reaeld a majority of Bostomeighborhoods, proximity to pediatric primary
care variel acrossand withinneighborhoodsFor example, a cluster of pediatric care centers are located
nearthe border ofJamaica Plain and Roxbuipyit there are no diatric centers along the bordef

North Dorchesteand Roxbury
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Figure43. Community Health Centers that Provide Pediatric Care, Boston, 2014
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DATA SOURCE: Boston Rukalth Commission Research and Evaluation Office, October 2014

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

MAP CREATED BY: Boston Public Health Commission Research and Evaluation Office

* Does not provide pediatric bel@ral health care services
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NOTE: Community health centers include Federally Qualified Health CentelSgFQLoolAlikes" (sites that
meet all of the eligibility requirements to be a FQH(E dio not receive lhe same federal grant fundinggnd
hospitalaffiliated sites.

NOTE: Fenway Health is not included in this naaptbegan offeringpediatric care serviceafter the map was
created in2014
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Figure 44 shows the rates of licensed childcare providers for children four years old or younger
throughout the neighborhoods in Boston. The highest rates of licensed childcare providers per 100
children were in Fenway, South End, Roxbury, and Mattapan.

Figure 44. Licensed Childcare Provider, Preschool, andRi@apacity (Ages4) by Neighborhood,
Boston, 2014

Boston: 56 slots per y . . A
100 children (ages 0-4) A P o

Boston Child
Priority Neighborhoods

ND = North Dorchester
SD = South Dorchester
FW = Fenway

JP = Jamaica Plain

RX = Roxbury

/ Licensed Childcare Provider,
Preschool, and Pre-K Slots
W per 100 Children (Ages 0-4)

. [Jsr-e8
\ [ 49 -51
'\_\/ P Bl 52 -75
NOoD 1 2 4 Mies 77 -0

“l 1 I 1 1 |
4

DATA SOURCES: Decennial Census 2010, U.S. Census Bureau, American FacSautheiséita Department of
EarlyEducation and Care, March 2014; Archdiocese of Boston, April 2014; Association of Independent Schools in
New EnglandApril 2014; New England Association of Schools and Colleges, April 2014; Boston Public Schools,
December 2014DATA ANALYSIS: Boston Public HEathmission Research and Evaluation Office

MAP CREATED BY: Boston Public Health Commission Research and Evaluation Office

NOTES: Sites that are only available to children of employees of a particular industry or ensjtleyénat

primarily or solelysewve children with special health care needs, and sites that provide afterschool care are
included. The capacityatla for familychildcare providers may include children up to age 13 (without special

needs) or age 16 (with spel needs). Also, the capacigta for some centebased childcare providers and some
preschools may include kindergartage and schoehge children.
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Access to general preventive health care services was not raised frequently during the qualitative
discussions, although a few respomtie noted the lack of options for aftdrours care and described a
lack of health insurance coverage for certain services like behavioral health seRaspsndents to the
Community Voices youth survey were asked whether certain issues had madeuttdisfithem or a
member of their families to get needed health services within the last two years. The top barriers to
accessing care identified were the cost of care (34.2%), a lack of transportation (2h8%3urance
problems or lack of coverage9¥%)(Figure45).

Figure45. Community Voices Survefarriers to Accessing Health Serviceishin Last Two Years
Respondent or Family MembgiN=152) 2016

I have never experienced any difficulty in getting ca

Language problems/couldbt communicate with health Y dzy A OF G S

Cost of care 34%

Lack of transportation 24%

N
Q
>

Insurance problems/lack of coverag

Long wait for an appointment 18%

Lack of specialists, 12%

Lack of evening or weekend servicd 12%

gAGK KSI
provider/office staff
Unfriendly provider or office staff 12%
Have no regular source of health car 11%

Afraid to get care 11%

Felt discriminated against 10%

Don't understand the health information received 9%

Don't know where to go for mental health service 7%

Services not accessible for people with disabiliti 7%

DATA SOURCE: Center for Comity Health Education Research and Service, Inc. (CCHERS), Community Voices,

Don't know where to go for medical service SN

Office not accepting new patientSENeY)

Don't know where to go for dental service

No provider available near meﬂ

Health information is not kept confidential

Community Health Needs Survey, 2016
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sum up to 100%.
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Special NeedBopulation

a!a ¢S as SemdtigniliBnpatthat iokisthg andsecurity

have, we see as a direct resultise in the diagnosis of special

learning needX ® esk Brel AR& (G KI 0 R2y Qi ol
¢ Focus group participan

Children and teens with special health care needs were identified as an underserved population in
couple of bcus group discussignParticipants connected special needs to adverse childhood
experiencesParticipantsalsonoted that the numbe of students with special needs, including autism

and attention-deficit/hyperactivity disorderis growing and stated that these children often |adter

school activitieand opportunities foinclusion Additionally,according to focus group participt

existing systems do not have the staff or capacity to serve these children, and parents, especially those
of lower income, do not understand special needs or know how to advocate for their chiRinemts

of children with special needs shared chatjen related to accessing services (including mental health,
dentistry, optometry, and therapy such as Applied Behavior Analysis), navigating the system (particularly
for non-Engliskspeaking populations), insurance coverage, a lack of skilled nursingastaff

transitioning to adulthood.

Il OO2NRAY3 G2 GKS Hnanmu . 2aG2y {dNBSe& @lFhaveKAf RNBYy Qa
encountered adverse childhood experiences, the most common of which was financialFsgife=46).

Figure46. SelfReported Adverse Childhood Experiences, Childagal Youth(Ages 617), Boston,
2012

Financial s
Neighborhood violence
Parental divorce/separation
Household mental iIIness
Parental domestic violence
Household substance abus
Parental incarceration

Parental death | 2 51%)

DATA SOURCE: Boston Survey of Children's Health, 2012, as reported in Health of Boston's Children Report
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office
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In 2012, &most 20% of children in Boston had special health care négdgsré47). Blackchildren were
most likely to have speciakhlth care needs (34.6%), followed Hispanic childrei§31.6%)

Figure47. PercentChildrenand Youth(Ages 017) with Special Health Care Needs in Boston, by
Race/Ethnicity, 2012

40%

34.6%
35% 31.6%
30%
25% 19.3% 20.1%
20%
15%
10%
5% 1.8%
0% ]
Boston White Black Hispanic Asian

DATA SOURCE: Boston Survey of Children'©iH2@it2, as reported in Health of Boston's Children Report
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office
NOTE: Data for multiracial/other race are not shown.

Figure48shows thatin 2012,11.5% of Boston children were reported to have an Individualized Family
Services Plan (IFSP) or Individualized Education Program (IEP). Higher percentatiés/efd blds and
15-17 year olds had an IFSP or IEP compared to childsenuimgeragegroups less thas% of 65 year
olds hadandIFSP or IEP

Figure48. Percent Childrerand Youth(Ages 017) with Developmental Delays Requiring Individualized
Family Services &h (IFSP) or Individualized Education Program (IEBpston, by Age, 2012

25%

20% 18.9% 19.4%
15%
11.5% 10.6%
10%
4.5%
5%
o [
Boston 0-5 years 6-10 years 11-14 years 15-17 years

DATA SOURCE: Boston Survey of Children's Health, 2012, as reported in Health of Boston's Children Report
DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office
NOTE: These data are a percent of all Bostdidrem, rather than children with special health care needs only.

Figue 49 shows a map of the distribution of arts and recreation programs for children with special
health care needs throughout the neighborhoaafsBoston.A majority ofarts-specific and recreation
specific program sites were located in Back Bay, Fenway, and South End. Proximity to program sites
varied across neighborhoods.
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Figue 49. Arts and Recreation Resources forildhen with Special Health Care Needs, Boston, 2014

Boston Child
Priority Neighborhoods

< : ND = North Dorchester
PG S : 2 ' SD = South Dorchester
\ RS FW = Fenway

..... |t \ JP = Jamaica Plain

f RX = Roxbury

: Arts and Recreation Program Sites

! L A Arts Program Site (10)

4 ® Recreation Program Site (24)

O Arts and Recreation Program Site (12)

0 1 2 4 Miles

b 0

DATA SOURCES: Arts and recreation programs from "Directory of Resources for Families of Children

and Youth with Special Needs", Family TIES of Massachusetts, April 2014; Eunice Kennedy Shriver Center,
University of Massachusetts Medical School, April 2014; Boston After School & Beyond, April 2014

DATA ANALYSIS: Boston Public Health Commission Research and Evaluation Office

MAP CREATED BY: Boston Public Health Commission Research and Evaluation Office
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Sexual Health, TedPregnancyand Birth Outcomes

a ltéenagers] aragyetting pregnant, itmust mean they areot using
protection and are therefore at risk of STDE
¢ Focus group participan

While substance use and mental health concerns among teens were of substantial concern to
interviewees and community residents, as in the 2013 assessment, other teen health concerns were
discussedess often. Only a couple cassessment participantsoted high rates of teen pregnancy and
sexually transmitted diseasesnong youthAmong respondents to th€ommunity Voices youth survey,
11.7% identified teen pregnancy as a top health issue for their contrasifrigure22).

According to data fronthe Boston High School Youth Risk Behavior Suleg&ythan a thiref Boston
high schooktudents reported being sexually active in 2¢29.9%)ompared toover a thirdin 2011
(35.8%)Figure50). Black and Hispanic studentere more likely taeport beingsexualy active (33.4%
and 34.5%, respectivelthan studentscitywide.

Figure50. Percent Boston Palic High School Students Reporting Being Currently Sexually Active, by
RacéEthnicity, 2011 and 2015

2011 m 2015
0, 0,
40% 35.8% 37.7% 37.4/%4 -
35% 33.4% :
29.9%
30%
2504 22.8%
0,

20% 15.1%
15%
10%

5% * *

0%

Total students White Black Hispanic Asian

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011
and2015

NOTE: Insufficient sample sizes Aanerican Indian/Alaska Native, Native Hawaiian/Other Pacific Islander, and

Multiple races and White and Asian for 2011 (denoted by asterisks)

In 2015,about60% of students reported using condoms during sex, which was slightly lower than in

2011 fFigurebl). Black students were more likely to report condom use (69.4%) while Hispanic students
were less likely to report condom use (57.4%), compared to students citywide.
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Figure51. Perent Boston Public High School Students Reporting Condom Use, by Race/Ethnicity, 2011
and 2015

2011 m 2015
100%
80% 67.0% 128%  69.4% 66.3%

5000 60.6% 57.4%
0
40%
20%
0%

Total students Black Hispanic

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Behavior Survey, 2011

and2015
NOTE: Insufficient sample sizes for Anaritndian/Alaska Nativéysian,Native Hawaiian/Other Pacific Islander,

White, and Multiple races

Almost 20% of students reportagse ofbirth control pills in 2015, whictvasslighty higherthanin 2011
(Figure52).

Figure52. Percent Boston Public High School Students Reporting Birth Control Pills Use, by
Race/Ethnicity, 2011 and 2015

2011 m 2015
20% 18.6% 18.6%
16.4% 16.8% 17.2%
15.0%
15%
10%
5%
0%
Total students Black Hispanic

DATA SOURCE: Centers for Disease Control and Prevention, Boston High School Youth Risk Bela2iatSurv

and2015
NOTE: Insufficient sample sizes for American Indian/Alaska Nasies Native Hawaiian/Other Pacific Islander,

White, and Multiple races

The teen birth rate is an indicator of teenage pregnancy. While the Massachusetts Births 20t4 Rep
shows that theteen birth ratein Massachusetts has steadily decreased from 2009 to 2014, disparities
persist. In 2014the rate of births to teenage motheemongHispanic femalekving in Bostor{29.1

births per 1,000 females) waarly three tima higherthan that of Boston femalesverall Eigure53).
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Figure53. Teen Birth Rat@er 1,000 Females (Ages-19), Boston, by Rad&thnicity, 2014
35
30

~ 25

20

% 15

~ 10

5 1.7
0 I

20.1

s 1519

14.6

Rate per 1,000 females

Boston Hispanic Black, non-Hispanic White, non-Hispanic

DATA SOURCE: Massachusetts DepattofdPublic Health, Office of Data Management and Outcomes
Assessment, Massachusetts Births 2014 Report, 2015
NOTERates for other races/ethnicitiegere not reported

Figureb4 shows the percent of low birth weig and preterm births in Bostgraccording to datfrom
the Massachusetts Department of Public Health2012, he highest percentages of low birth weight
and preterm births weramongBlack and Latino women compared to women of other races and
ethnicities.

Figure54. Percent Low Birth Weight and Preterm Births, Boston, by Race/Ethnicity, 2012

Low birth weight m Preterm

12% 11% 11% 11%
10%
10% 9% 9%
8%
8% 7%
6% 6%

6%

4%

2%

0%

Boston White Black Latino Asian

DATA SOURCE: Boston resident live births and deaths, Massachusetts Department of Public Health, as cited by
Boston Public Health Commissj in Halth of Boston Report 2012015

The rate of neonatahortality for Bostordeclined from 2008 to 2012, witthe exception of a slight
increasefrom 2010 to 201XFigure55). In 2012, the most recent yeaoif which data is available, the
rate of neonatal mortality in Boston was 2.9 per 1,000 live births.
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Figure55. Trends in NeonataMortality Ratesper 1,000 Live Births, Boston, 202812

10

6
5.1 4.8 i

2.9

Rate per 1,000 live births

2008 2009 2010 2011 2012

DATA SOURCE: Boston resident lithdand deaths, Massachusetts Department of Public Health, as cited by
Boston Public Health Commission, in Health of Boston Report2013
NOTE: Neonatal death is defined as deaths within the first 28 days
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CommunitySuggestions for Future PrograsyServicesand Initiatives

Participants in the discussions with key informants, communigsidents, and youtland respondents

to the youth surveywere askedfor their suggestions to address the community issues they identified.
Several themes emergeddiuding attention to the social determinants of healflenhanced
opportunities for children and youth, more prevention education, expanded access to healthcare,
increased behavioral health services and suppojtént community planning, and improvement of
collaboration across community organizations and institutianghis section summarizes and presents
these recommendations for future initiatives.

The following themes emerged in discussions witkriviewees, focus group participants, and
community meetng attendeegegarding theirsuggestionso address the community issues they
identified.

Recognize the Influence of Social Determinants of Health
Interviewees and residents stressed the importance of underlying
community conditions that affect healtma weltbeing, including  ¢Economic disparities turn
housing, education, employment, and safety. Maayticipants AY G2 KSIf iwe R
believed that more attention needs to be paid to these social
determinants of health. For example, several focus group and
meeting participants noted the need for moréf@dable housing,
including shelters for young people.

see the zip code of someone
overwriting their genetic
coded ¢

- Key informant interviewee

Addressing violence in the community was also seen as an
important need, yet challenging to accomplish. Assessment
participants reported that increasing mental health and substance use serviceshbamgih to address

this challenge, as can increasing programs and opportunities for children and youth. Additional
suggestionso preventcommunity violencéncluded: strengthening community ties through community
events; engagement of residents in commyrproblem solving; anthcreasingrust between residents

and the police such as encouraging a bigger police presence on foot and bicycles, rather than vehicles.

Expand Activities and Opportunities for Children and Youth

The need fomore activities focchildren and youth was a prominent theme in intiws and resident
discussionsSuch programming was seen as essential to keep youth safe from violence, address risky
behaviors, and empower youth to be advocates for their communiResticipans proviced numerous
suggestions for enhanced youth programming including more affordablechiglity afterschool

programs, free or lovcost recreational opportunities, and organized social activities. More affordable
options for summer programming as well as tdeadership programsg/ere also mentionedYouth

focus groupparticipantssuggestedrganizingnore community events specifically oriented to teens,
including moreathletic programming.

Interviewees and residents also saw a need for more employment aedhghip opportunities for

youth. Participantssuggested expansion of existing programs, such as those offered through STRIVE.
Youth focus groupatrticipantssuggestedievelopingnternships in hospitalsand potential partnershis
with local institutionssuch asviadison Park Development Corporation or the Nation Association for the
Advarcement of Colored People
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Provide MoreHealthEducation and Information

Enhanced education was a theme discussed in many ietegsvand community conversatioas akey
strategy to promote healthier behaviors and reduce the risk of chronic disastcipantsdentified a
need for more community member education abdwalth and wellness, mental healtand chronic
disease preventionand noted that education should lzgfered in the community and in multiple
languagesA couple oparticipantssuggested parent workshops that include both child development
and nutrition and mental healthYouth focus grouparticipantssuggestedhat youth need more
education about thenutritional valle of typical fast food options.
Strategicand consistenbutreach, specifically to places where
residents are most c_omfortablaapd in their pri_mary Iangua_lges & ooehltlﬁ;educatlon]a Y S8R
was seen as essential to reaching people Wihltheducation. 58 LI NI 27F LIS
This means, asne respondent explained, that hospitals and . , A P
health care providers need to be more present in the Ilvesc 6KS K S NJA .u
community, and work closely with communibased health care provider or their
organizations that have the closest relationships to community SCN00I or some other place
residents. Community health workers were alges as a critical 6KSNBE 0KSe N
resource for this type of community connectidbutreach to - Key informant interviewee
males, especiallgnen of color, was seen as critical because they:
are least likely to access health services and engage in prevention
such as screening.

Enhance Access to Healare

Interviewees and residents also saw a déer enhanced health serviceBhey suggestedxpanding

hours for health carservicesincludingevenings and weekends, as well@satingmore minute clinics

in the city itself(e.g., not justin the sububs). Others suggested more reach into communities with

health services, including expansion of mobile health programs and programs in churches that provide
prevention, health care, and mental heallbrvices As in 2013, schools were identified istticipants

as an ideal setting for health and other servideshancing workforce diversity was also seen as
important. As one interviewee stated, there is a needité SeSple who work in a facility who look like
and understand the realities of whatfolks ®eS | £ Ay 3 G A G K®DE

IncreaseBehavioral Health Services and Supports
Relative to behavioral health, several suggestions were
provided. Interviewees and community residents saw a needd & S N8 @uich trauman the
for more mental health providers andore substance abuse  community and it affects
programs, includig detox beds, day treatment prograrrend everyona we needmore
drop-in centers Communitybased transition programfer
those with substance use issuesre seen as critical. As one

interviewee describedi I £ £ (122 2F0Syz 6S éYj\%f })L% QDE gK2 SyiGSNI
Z05US group part|C|pan

outreach workersworking with

RSG2EX o0dzi K StycoRuwiiQ servikes. @ten | OO
they have the relaps@s$ome interviewees reported that
schools have been strong partners in addressing mental
health concerns among children and youth, and suggested that these efforts be expanded. Others saw a
need for greate engagement by primary care providers and pediatricians in identifying behavioral

health issues in patients, especially children.
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Interviewees and residents also saw a need for more education and outreach to community residents
about substance use andantal health issues, to identify and prevent these issues as well as help
overcome stigma. Commun#yased organizations wemnsideredcritical to these efforts, and
respondents suggested that these organizations be engaged and segpartheir work drectly in the
community.

Engage in Joint Community Planning

As in 2013participantsstated that engagement of community residents as partners in program

decisions was important. Residents involved inEregermination of Neegbrocess, for example,

welcomed the opportunity to provide feedback and masharedthey wanted to be informed and

involved in an orgoing way. Engagement of residents was also seen as essential to developing trust

with community members and addressing what seveeticipantssawas decreasing community

cohesion. As one resident in Roxbury obseréadthe past, people ithe neighborhood looked out for

2yS Fy20KSNJ ' yR OKAf RNB ySbmapdftitigantdsuggestdd ikd&nfehtynd f S & a
community leadership devepment, which was also suggested in 2013.

Engagement of youth in community building effontas also viewedscrucial to address community

health. As onefocus group participanstated,& & 2 dzi K ySSR (G2 02 YduthXadzis | yR 0 S
groupparticipantsagreed and offered a specific suggestion related to this, the formation of a Teen

I SFEGK /2YYAGGSS G . 2402y / KAt RNBYyQad | 2dzi K LINE LI
grant program administered through a youlibd process and focused dusively to youthrelated

programming. Funding, they suggested, could be used to addesgthy eating, mental health, and

community violence.

ImproveCollaboratioracrossCommunity Institutions
Interviewees and residents stressed the importance ofatmiration and coordination as key &voiding
duplication andackling the challenges facing the community.
Coordination across sectoiigacluding health care providers
and hospitalspolice, teachers, and social workers was also @ léere is lots of good work
seen agritical. Particpantsalsoemphasizedhe importance of  already in the city; we can
funding existing community programs that do good work and  strengthen the capacity of CBO
have deegeach in communities, ther than developing new {4 increase our reach rather
ones.Lastly, interviewees and community members also
suggested that information about existing siees be more .
available to community residents and in multiple languages; foP
example, one participant suggested the development of an app
that maps local community resources.

than developing new
ogramgd €
- Key informant inteviewee
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Additional Data on Future Program, Services, and Initiatives: Corhym\mices Survey
Respondents to the Community Voices youth survey were asked to select top priority areas in their
communities that should be addressed in the futuvany of the top priority areas selected align with
the community suggestions of enhanciagcess to healthcare, providing more health education and
information, and increasing behavioral health services and suppbhes priority areashat were
selectedmost frequentlyby Community Voices survey respondewese: providing more public
transpatation to health services (45%) and offering more programs focusing on obesity and weight
control (45%) Figure56).

Figure56. Community Voices Survey: Top Priority Aréaghe Communiy to be Addressed in the
Future (N=159) 2016

Providing more public transportation to area

health/medical services e

Offering more programs or services focusing g
obesity/weight control

45%

Offering more programs or services to help people g

0,
smoking “

Increasing the health/medical services that are close
and easy to get to

Expanding the health/medical services available to Ig

0,
income individuals 85%

Offering more programs or services focusing g
prevention of chronic diseases

30%

Providing more counseling or mental health servic 29%

Expanding the health/medical services focused on yo

0
and seniors (65+) 28%

Providing more reproductive or sexual health services
area youth

Providing more alcohol or drug prevention an

treatment services >

Providing more testing services for HIV other sexu
transmitted infections (STIs/STDs)

Offering more programs or services focusing on physim
activity
Increasing the number of staff at area health/medicm
services who speak another language

Increasing the number of dental providers in th
community 2

Increasing the number of services to help the elderly st o
in their homes

DATA SOURCE: Center for Community Health Education Research and Service, Inc. (CCHERS), Community Voices,
Community Health Needs Survey, 2016

bhe¢9Y ¢KAA ljdzSadAazy ff26SROIFRNILIVEZE G X LI ERSNBARRFAGKS 6 &IOS
sum up to 100%.
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KEY THEMES AKIMNCLUSIONS

Through a review of secondary dagayouth survey, and discussionih key informantscommunity

residents and youth this assessment repodescribeghe social ad economic context of Boston

/| KAf RNBYQa LINA2NRGEe ySAIKOo2NK22RazX 1Se KSIHfOGUK Aaa
opportunities for addressing current needs and ggpsJSOA FA Ol f f 83X . 2ai2y [/ KAf RNJI
areasg obesity, asthma, matal health, early childhood and access to caremained key areas based

on severity and magnitude from the quantitative data, as well as issues of greatest concern and

opportunity among interview, focus group, community meeting, and survey participadtitional

areas of need were also identified includiiogpd security and house affordabilityubstance use and
abuse;andviolenceand trauma.

Several overarching themesid conclusionemerged from this synthesis:

¢ .2ald2y [/ KAt RNDBoyhaods ateNiketsFormindunitiéSwittaskdang organizations and
institutions. Assessment participants described the diversity of their communities, and noted the
presence of active and engaged local organizations including community health centers, community
based organizations (particularly those serving youth), and faith institutions.

T ¢KSNE Aa QGFINARIFIGAZ2Y | ONR&aa .2a02y [/ KAfRNBYyQa LINR:
resources, ané lack ofaffordable housing emerged as a pagular challange for children and
families. L y 02 YSs SYLX 28YSyid> FyR SRdzOFiGA2Y tS@Sta @I N
additionally, while certain neighborhoods (e.g., Jamaica Plain) have high levels of income and
education overall, pockets of need exist it these neighborhoods. In almost all interview and
focus group conversations, concerns were raised about housing affordability and stability, and the
impact that housingelated stress has on children and families.

9 Chronic disease, including asthma antesity, remain a concern for children and familié&hile
rates of asthma among Boston high school students have decreased slightly and rates of obesity
have increased slightly, assessment participants noted that chronic disease is still a key health issu
for children. Participants frequently noted the impact that nutrition and exeroidated health
behaviors have on weight, and described a need for programs and services at multiple levels, from
providing health education to addressing safety concehas may be a barrier to physical activity.

1 Mental health, especially the effects afommunityviolence andrauma, continue to bepressing
issues for youth and familiefRespondents to the youth survey and youth focus group participants,
as well as otheassessmenparticipants, described witnessing community violence at the local and
national leve$, and noted theémpact that this trauma has on youth and famili€acial service and
health care provides described seeing stress and anxiety in youth ahgeuand younger ages. A
need for expanded mental health services as well as broader tranfoamed programs for youth
was identified.

1 Greaterinvestment in early childhood education and health services is critidaheed for more
screening services, pandedearly interventionand early educatioservicesand additional
programs that support the parents of young children in identifying delays and promoting healthy
child development were overarching themes. Assessment participants noted that the earlier
children are connected with appropriate services, freatertheir chances of success.
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1 Given these identified needs, various recommendations were offénetlding addressing social
determinants of health (for example, through youth employment progranghiexpanding health
education programs and access to both preventive health and behavioral health services, and
engaging both residents and existing community institutions in continued planning.
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PRIORITY HEALTH NEEDS OF THE COMMUNITY

.2al2y [OKidefoffChidmmty Healtbtaff crosswalked the needs identified through the CHNA
with (1) the issues identified during the Determination of Need community meetings and discuyssions

YR 6HUO AyLldzi 2y O2YYdzyAide v S SammunityARviseniBuadd 3 i K &

(CAB) had provided in previous years and during the 2016 CHNA focus group

In November 2016, members tife CABparticipated in a facilitated conversatida discuss and

prioritize needsFirst, informed by the crosswalk exercisez a 1 2y [/ KA f RNBy Qa

staff presented current identified needs well aghe list of issues and needs includedioston
| KAf RNXFYLE Codmunity Health and Benefits Plan. Followingta&entation the CAB

participated n a facilitated brainstorm tapdate, refine, and augment the list of issues and needs from
the FY14 FY16 Community Health and Benefits Plan. Next, the CAB used-aatintjitechnique to

prioritize the list of needs generated through the facilitatecinstorm. The CAB considertét

magnitude and severity of issues, the impact of these issues on the most vulnerable populations, and

the feasibility of addressing these issues within the next 3 years.

Using the list of prioritized needs from the CABaBbo2y / KA f RNBy Qa hTFAOS
and categorized the list into thiellowingfinal set of priorityareasg presented in alphabetical order

which are includedin 2 & (i 2 y /261X¢f2R NSrafeqié Implementation Plan:
Access to care

Access tdealthyfood

Affordablehousing

Asthma

Community driven approaches

Early childhood/Childevelopment

Health education

Legalssistance

Mental and behavioral health

Obesity

Traumaresponse angbrevention

Youth workforce development arshgagemat

E R W I T S

CAB rambers alsastronglyrecommended that addressirgpciceconomic and racigthnic disparities
be included as crossutting strategies for each of thariorities.. 2 a0 2y [/ KA f RNBy Qa
to consider strategies that address thesephrities across all priority categoriddl needs identified in

the CHNA will be addressed in the Strategic Implementation Plan.

0K

h¥TFAOS

2F [ 2
gAff
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Based on the results of the 2013 Community Health Néedsd S&a a4 YSy (i 23402y / KAt RNByQa RS@St2LISR Iy AYL

needs and issues through clinical care, programs and services. The plan was developed and implemented in collaboratemietyithf zommunitybased
organizations, health centers and advocacy groups, as well as civic and city agencies.

Programs listed in
Implementation
Strategy

Fitness in the City
(FIC)

Description of Activity, Service and/or

Impact: Number of Individals Served, goals achieved etc.

Program (e.g., collaborations,
partnerships, successes, etc.)

A communitybased approach to
address obesity. FIC supports 11 Bost
community health centers (CHCs) to
provide pediatric patients with case
management support as well as
nutrition education and physical activity
programs.

FY 2013

-887 Children received case
YIEylF3aSyYSyi
11 CHCs.

-63% of patients decreased or
maintained their body mass index
(BMI)

aSNDJ

FY 2014

Priority Area: Obesity

-968 children received case
managemat services through
CL/ Qa wmm [ 1/ a
-62% of children decreased or
maintained their BMI
-Participantsreported watching
less TV on weekends, consumin
less soda or juice and increasing
exercise after 12 weeks in the
program.

FY 2015

-FIC surpassed targets, 1003
compkted intakes (target >950),
491 completed dnonth followup
visits (target >428).

-60% of children decreased or
maintained their BMI

- Continued reporting of less TV,
reduced soda/juice consumption,
and increases in exercise

Y2KE Qa | SI
Family Fun Pigram

A public awareness campaign and
program in Boston Public Schools (BP
to engage and encourage families to
participate in physical activities as well
as learn more about healthful eating.

-22 schools engaged and led
Healthy Family Fun events.

-The Healthy Family Fun website
was created to provide education
and resources to families through
social media.

- 30 schools selected as Healthy
Family Fun sites and hosted 43
events

- KohlsHealthyFamilyFun.org an
Facebook page continued
development. Health ah
Wellness Guide created for
families and the community.

-30 schools selected as Healthy
Family Fun sites and held 47
events reaching over 6,960
children and 2,350 families.
-Ongoing development of website
and Facebook page to increase
resources availabl® families

The New Balance
Foundation Optimal
Weight for Life on
the Road Program

A multidisciplinary approach to the
evaluation and management of childre
who are overweight or obese.

The program serves four local CHCs
caring for patients ages htough 21.

Provided 43 weighinanagement
sessions in the community, and
nearly 200 individual sessions
delivered by Medicine, Behavioral
Health, and Nutrition Providers

- 111 weight management visits
completed

-Provided free education and
expertise on obsity related
medical and behavioral issues td
health center practitioners and
community population

-24 families enrolled in the
Program.

-Continued education on obesity
related medical and behavioral
issues.

-Assessed the service delivery
model and mad madifications to
improve care.
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Programs listed in
Implementation
Strategy

Description of Activity, Service and/or

Impact: Number of Individials Served, goals achieved etc.

Program (e.g., collaborations,
partnerships, successes, etc.)

FY 2013

FY 2014

FY 2015

Healthy Kids,
Healthy Futures
(HKHF)

Community Asthma
Initiative (CAl)

| KAt RNBts Qi
Neighborhood
Partnerships
Program (CHNP)

HKHF is a partnership between Bostor
Children's and Northeastern University
It is a communitybased, early childhoog
initiative that works to alter the
preschool and community
environmerts to make it easier for
children, families and early childcare
staff to eat more healthful foods and bg
physically active.

CAl isa program providing support
services such as cagganagement,
home visits and advocacy efforts to
children and families with highisk or
uncontrolled asthma.

CHNP places clinicians in Boston ared
schools and CHCs to provide an array
mental health services.

CHNP also is partnering on the design
and implementation of a distrietvide
behavioral health plan for Bton Public
Schools.

-86 Head Start parents/caregivers
65 staff participated in HKHF
programming.

-151 families participated in Family
Gym and a newite was opened.

-Provided services to 170 higisk
children with asthma and their
families

-Reduced the percente of
patients who have had any asthma
related hospitalizations by 80%.

Priority Area: Mental and Behavio
-1,932 students received scheol
based services and 202 youth
received services in CHCs.
-Provided 1500 hours of training
and consultation to 250 educators
and parents.

-97% of parents reported services
helped their child with emotions.
94% of teachers reported services
helped students do well in the
classroom.

- Increased awareness about
healthier eating habits in the
classroom and the importance o
physical activity through Head
Start teacher training.

-Over 150 families participated i
Family Gym

-Provided services to 215 high
risk children with asthma and
their families

-Delivered 356 home visits
-Reduced percent of patients
with any emergency department
visits by 57%

ral Health

-Partnered with BPS to pilot a
Comprehensive Behavioral
Health Model in 23 schools
-Provided 750 hours of
consultation services to
partnering schools

-Clinicians handled 146 cssi
situations

-Provided depression awareness
curriculum to over 6300 youth
and trained 250 MA schools in
the curriculum

-538 children and caregivers
participated in Farty Gym
-ContinuedHead Start teacher
training on healthy habits

-46 families participated in study
on the impact of Farm to Family
program on children's fruit and
vegetable consumption.

Priority Area: Asthma

-Proviced services to 176 higtisk
children with asthma and their
families

- 105 new family home visits, 273
total home visits

- Continued trend of reductions in
hospitalization and ED utilization

-Continued Comprehensive
Behavioral Health Model in 30 BH
schools

-Provided over 700 hours of
training and consultation to schog
staff and families. Reached 257
people in 8 workshops
-Clinicians intervened in 199 crisi
situations with an average wait
time of 6 minutes

- Provided depression awareness
curriculum to 6200 youth and
trained 393 professionals in MA
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Programs listed in
Implementation

Description of Activity, Service and/or

Impact: Number of Individials Served, goals achieved etc.

Program (e.g., collaborations,

Strategy partnerships, successes, etc.) Fy 2013 FY 2014 FY 2015
Department of Psychiatry is provided in five areas: The Department of Psychiatry consistently provided access to mental health services for our target
Psychigry collaborative care, community, neighborhoods from 20:820Mc ® ¢ KS F2fft2¢6Ay3 A& RIFGF FNBY HAW

consultationliaison, inpatient, and
outpatient services.

-Achieved access goal266 inpatient medicaboarder discharges (1,642 belys) provided to youth
awaiting placement in intensive psychiatric services.

-Psychiatry, Medicine, Nursing aBtcial Work developed practice standards to address the growing nuni
of psychiatric boarders. Staff was trained. Policy was revised. DMH and hospital convened to improve
communication and expedite discharge.

Department of Socia
Work

Child Protection

Program/Services:

1 AWAKE
Advocacy for
Women & Kids

in Emergencies

 Child Protection
Team (CPT)

 Foster Care
Clinic

The Social Work partment supports
patients and families at high risk for
psychosocial difficulties and helps ther
to access services and resources

Priority Area: Violence and trauma

AWAKE is a domis violence advocacy
program that provides free, community
based services to individuals and
families living with intimate partner
violence.

The CPT is a multidisciplinary team
providing expert consultation and
training on issues of child maltreatmen

The Foster Care Clinic offers
developmental and behavioral
screening, medical assessment, denta
screening, psychosocial assessment a
referrals to children newly entering

foster care

Social work participation is egoing in integrated behavioral health research projects and program
development in primary a@ settings thralz3 K 2 dzii . 2 a4 (i 2 ys satéllkefclRiBEE y Q& | Y R

- AWAKE served 207 new clients
and 88 clients from previous years

-37 referrals made to AWAKE
with 27 new intakes and 38
consultations completed. 89
clients continued to receiving
AWAKE services

- 86 referrals made to AWAKE an
38 new clients served.

-CPT served approximately 1,70
cases

-24 chitren received follow up
skeletal surveys post discharge
from the hospital. Triage
provided to 74 new cases of
possible sexual and/or physical
abuse

-CPT serves approximately 1,500
cases annuall

-33 children received follow up
skeletal surveys post discharge
from the hospital. Triage of 68
new cases of possible sexual
and/or physical abuse was
provided in FY15.

-CPT received an estimated 1,800
consultation requests.

- The Crisis Response Clinic proviq
multi-disciplinary triage,
consultation and evaluation to
children who are suspected to hav,
been maltreated physically or
sexually. This year 125 children
were referred.

-70 new Foster Care Clinic intake
were complete during this time
period.

-Foster Care Clinic served 99 new
children and families.
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Programs listed in
Implementation
Strategy

Advocating Success
for Kids (ASK)

Description of Activity, Service and/or

Impact: Number of Individials Served, goals achieved etc.

Program (e.g., collaborations,
partnerships, successes, etc.)

ASK provides services for families with
children experiencing school
functioning problems and learning
delays. Services are focused on diverg
urban populations in communitipased
pediatric practices /| KA f RNBy Q
Primary Careand 2 Boston CHCs.

FY 2013

- 332 children were seen in the AS
Program

- 148 independent evaluations
were conducted

FY 2014

-354 children were seen in the
ASK program. 57 within two
community health centers
-AX attended 79 school
meetings and observed 10
patient classrooms to support
schools and patients

FY 2015

-355 children were seen in the A§
program. 33 within two
community health centers.
-Attended 74 school meetings an
observed 4 patient classrooms to
support £hools and patients.

Project LAUNCH at
.2aG2y | K]
Martha Eliot

10 Boston
community health
centers (CHCs)

Project LAUNCH provides direct service to families with
children age birth to six with sociamotional concerns, anc
engages in systems improvement to increase knowledge
earlychildhood sociakmotional development among

providers and families.

.2alt2y |/ KAt RNBYQa
to: 1) build capacity to provide a full
range of services providing an effectivg
medical home for children; 2) provide
pediatric services that address the mo
pressing health issues; ad)l
demonstrate their value through
effective assessment and reporting of
quality outcomes.

Priority Area: Access to care

-Increased focus on pediatric
quality trends with executive
leadership at CHCs. Reviewed ea
/17 Qa vL YSI &dzNX
immunization, obesity, behavioral
health screening.
LYyONBIFaSR .2a6z2
6 NBySaa 27F Sl (
issues, upcoming projects, and
resource needs.

-Increased patrticipation of CHCs
in Boston Children's Learning
Community modules

-Increased CHCs use of Boston
/| KAf RNBY Qaal thINP ¢
access patient records and
improve communication betweer
providers

-Increased participation of health
center staff in Visiting Specialist
Rounds

In 2015 the social worker and family partner/patient navigator dyad continued to
successfully integrate their services in primary care at Martha Eliot. 104 referrals we
made to progran, 75 social work encounters billed and completed. Additional phone
contacts outreach meetings, and brief visits were provided in follow up

25 community events were held and 916 participants attended in total.

-Increased capacity of CHCs to
offer family-centered nutrition

and physical activity resources.
-Added CHCs into Boston

/| KAt RNByQa t NI O
Program, coordinating scheduling
for the different departments
through one contact

-Began collaboration to improve
asthma population health
management.
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Programs listed in
Implementation

Description of Activity, Service and/or

Impact: Number of Individials Served, goals achieved etc.

Program (e.g., collaborations,

Strategy partnerships, successes, etc.) e FY 2014 FY 2015

. 2402y | K] The Adolescent Medicine Practice -Boston Happens provided free an| Boston Happengrovided case | Boston Happensontinued work

Adolescent Medicing provides comprehensive primary and | confidential HIV, STD and Viral management for approximately | to ensure prompt treatment and

1 Boston subspecialty medical care to adolescel Hepatitis screening, risk rediicn 40 HIVpositive youth expanded partner treatment for
HAPPHES patients from diverse backgrounds. Th| counseling, and supported referral| -Updated website. Increased STIs. Collaborated with youth

practice includes programs for chronic
illness and issues such as obesity, eat
disorders, and reproduive health
concerns. Subspecialty programs
include the Reproductive Endocrinolog
Program, Boston HAPPENS, Eating
Disorders Program, and an obesity
program.

for related health care needs to
more than 970 adolescents and
young adults

- Started a group for pregnant and

parenting teens. This monthly
group met three times and
discussed the topic of healthy
relationships.

reach and visibility of social
media marketing efforts.
Developing a web survey for
client feedback on testing
sessions.

- Created a united -3ite program
with Project Protection, at
Martha Eliot Health Center

serving community partners.
-Conducted outreach in schools
and communiy spaces of high ris
and homeless youth.

-Provided LGBTQ specific safer s
products and educational
materials.

| KAt RNBY Qi

Primary Care Center

(CHPCC)

1 Young Parents
Program (YPP)

CHPCC provides pediatric primary car
to children 021 yearsold. Services
include well child care, counseling,
immunizations, care coordination, and
treatment of disease & acute illnesses
Its innovative multidisciplinary teams
address prevalent problems including
teen pregnancy, asthma, obesity,
learning disabilies and mental health.

YPP provides comprehensive medical
care, mental health services and
advocacy to high risk, inner city teen
parents and their young children
through a teerntot model. YPP is linked
to homebased nurse visiting services.

90% of childen receive on time

well care. 95% of children are fully

immunized at age 2 years, well
above state and national
benchmarks.

In last 36 months, asthma
admissions and/or ED visits have
decreased by 60%.

YPP13.8% of mothers engaged in

the program became@regnant in
0dKS

5% rate of RRP of those moms

€SI N F2t¢t2¢)
birth. In the last year, we had only

-87% of children received all
recommended immunizations by
24 months of age. An updated
tracking system ensures well
child checks are completed

-YPP9.2 % of mothers engaged
in the program became pregnan
Ay GKS &SI N F2¢
birth.

- Social Work Tracking System
implemented which assigns
priorities to families based upon
level of risk and need

- 89% of children received all
recommended immunizations by
24 months of age. Continued use
of tracking system to ensure wel
child checks are completed

-YPP 13.8 % of mothers engaged
in the program became pregnant
Ay GKS &SIFNJ F2f¢
birth.

- Partnering with community
organizations to establish referral
and follow through to improve
LARC(longcting reversible
contraception) rates for teen
mothers

Inner City Sports
Medicine Initiative

The Department of Orthopedic Surgery
and the Division of Sports Medicine
offer ontsite sports medicine coverage
at high school football games played a|
all BPS sports venue. This initiative
enhances the quality of health care for
inner city athletes from the 17 Boston

Public High Schools (BPS).

The Inner City Sports Medicine Initiativensistently provided access to care for our target neighborhoods

¢CKS FT2ft2g6Ay3

A a

RIFdF FTNRY

HN1 MO

2F GKS AYAGAL{

-Offered onsite coverage aall high school varsity football games played at BPS sports venues.
-Provided pro bono prseasorpre-participation physical evaluations
-Provided coaching education sessions at seasonal coaching me&iahgsation provided in concussion

recognition and management), sudden cardiac death (SCD) in sports, heat stroke and the developmen

emergeny action plan (EAP)
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Programs listed in
Implementation

Description of Activity, Service and/or

Impact: Number of Individials Served, goals achieved etc.

Program (e.g., collaborations,

Strategy partnerships, successes, etc.) e P 2ne P2

Community Early The Program offers therapeutic, The Communityearly Intervention Program consistently provided access to care for our target
Intervention developmental services to childrer® |y SAIK02NK22Ra® ¢KS F2f{ft2gAy3 Aa RFEGlI FNRBY HAamoQ
Program years old. Services include home visitg -Provided evaluation, assessment and initial Individual Family Service Plan to 100% of childred teftre

developmental playgroups, parent
groups, and developmental evaluation

program within 45 days of the referral.
- Collaboration with local Public School systems continues to strengthen.

Department of
Dentistry

Advocating Success
for Kids (ASK)

The Dentistry clinic provides both
primary pediatric dental care and
specialty care. 70% of patients seen
have a significant medically
compromising condition, a
developmental disability or an inability
to cooperate in clinic.

Priority Area: Health education

ASKworkst& y K y OS LINE ¢
knowledge in order to identify and trea
developmental concerns that present i
a primary care center

The Dentistry clinic consistently provided access to dental care for our target neighborhoods. The folloy
data from 2013 of thefcA Yy A OQa LINRP INB & ay

-Increased access with 28,000 outpatient visits, 2,000 up from 2012.

-The OR wait time has been decreased frofmonths to 13 months.

-Increased access by increasing dental clinic visits by 6% from the preceding year, which sanceeh3&6
from year prior.

451 providers were trained -Training provided to 971 medicd
providers, 447 parents, 40
volunteers, and 155 graduate

students

-Training was provided to 1,162
participants including medical
providers, parents, volunteers an
graduate student

Community Asthma
Initiative (CAl)

In addtion to direct care delivery CAl
also educates caregivers and provider
distributes asthma control supplies ang
connects families to local resources.

CAl staff conducted 57
community meetings with 547
participants; and 35
trainings/talks with 1,660
participants

CAl staff conducted 70 communit
meetings with 666 participants, 5
community events with 48
participants, 47 trainings/talks
with 1,674 participants, and 49
insurance/policy related meetings
with 829 participants.

CAI staff conducted 85 community|
meetings with 969 participants, 2
community events with 500
participants 46 trainings/talks with
1,414 participants, and 14
insurance/policy related meetings
with 269 participants.

Martha EliotHealth
Education Activities

Developed community engagementd
program strategy particularly within
their immediate neighborhood of the
Mildred C. Hailey Apartments.(was
Bromley Heath in 20135)

-Held annual Martha Eliot Health and Safety Fair 3 years in a row. 300 families participated in 2015

- Developed Tl Adolescent and Young Adult Resources Center and had more than 500 visits in 2015
Provided health education workshops to over 100 youth in 2015

-Implemented new collaboration with Fair Foods, increased engagement with neighbors
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Programs listed in
Implementation
Strategy

COACH Summer Jol
Program

Description of Activity, Service and/or

Impact: Number of Individials Served, goals achieved etc.

Program (e.g., collaborations,
partnerships, successes, etc.)

Provides summer employment
opportunities to enable youth to
explore health careers and have a safe
and meaningful summer. Builds pipelin
of diverse, health professionals for the
healthcare field.

FY 2013

-Each intern had a pedeader role
regarding college plans and COA(
experiences.
- Employees from different areas o
the hospital presented to interns
about career path and planning.

FY 2014

Priority Area: Youth egagement

- Shadow opportunities offered
to students with industrspecific
interests to increase expase to
healthcare career options

- Financial aid workshop was
added to the college fair

FY 2015

-Continued providing peer leader
and shadowing opportunities
-Onsite college fair is offered
annually including financial aid
and public speaking workshops

- 67 youh were hired for summer
jobs.

Center for Young
22ySyQa ||
(CYWH)

CYWH provides health educational
materials to young women-22, their
parents, educators, and health care
providers. The Youth Advisory Prograr
employs 23 youth from local high
schoos who complete leadership
training and provide free health
presentations to their peers.

- CYWH website reached more thg
500,000 unique visitors each mont
and provided more than 350 healt
guides.

- Website reached more than 1
million unique visitors/moth

-3 high school students received
leadership training

-Updated health guides, and
created new educational
materials for school nurses and
educators.

-Website reached more than 1.8
million unique visitors each montl
-4 medical chats held each month
for teens/parents with
endometriosis, PCOS, and MRKH
Hosted 2 conferences for teens
and their families with
international attendance

Student Career
Opportunity
Outreach Program
(SCOOP)

-Program not listed
in 2013 plan

Community
Partnership Fund
(CPF)

SCOOP was created in 2003 to reach
to high school students about career
opportunities in the field of nursing.
SCOORP is composed of a thygenged
approach: hosting monthly field trips in
our hospital, visits to local schools, anc
our internship programs.

CPF supports communibased
programs that improve the health of
children and families in our priority
neighborhoods.

- 105 Boston area students
attended the nursing panels and
hospital tours

- 4 Boston students participated ir]
the summer internship program.

7 minigrants were awarded to
organizations within targeted
communities

- 60 Boston area students
attended the nursing panels and
hospital tours

- 3 Boston students participated
in the summer internship
program.

Priority Area: Community driven approaches

7 minigrants were awarded to
organizations within targeted
communities

12 students participated in the
summer internship program.

8 minigrants were awarded to
organizations within targeted
communities
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Programs listed in
Implementation
Strategy

Description of Activity, Service and/or

Impact: Number of Individials Served, goals achieved etc.

Program (e.g., collaborations,
partnerships, successes, etc.)

FY 2013

FY 2014

FY 2015

Campus of Care

A communitybased cdbboration to
create integrated systems of care for
children from birth to middle school

N/A Program started in FY14

-Increased awareness of service
provided by core partners in
collaborative

-Created formal process to sharé
information between partners
-Created community calendar
-Developed parent survey to
assess engagement and health
needs

-Outreached taBromleyHeath
families about all services and
events at the four participating
organizations

-Began crosseferral process for
core partners in collaorative
-Cosponsored eventsSchool
Registration Fair, Movie Nights

Help Steps A free webbased portal that connects | Began collection data for -Changed the database structurq -Began development of a mobile

-Program not listed | individuals to health and human community benefit reporting in to allow for more flexible platform for individual and

in 2013 plan services in MA. Tools are designed to | 2014 development professional use
OFGSNJ (12 dzaSNBQ VY -Patnered with Healthier -Continued adapting HelpSteps
language, services, nearest bus routeg Database includes information on | Roxbury coalition and included | database structure to allow for
and more. over 1,700 irstate agencies. agencies that help people with | more flexible developmmet

diabetes.
Medical Legal MLP | Boston trains providers and staff MLP attorney spent one day/week| -Primary care staff consulted witlf -Primary Caré.ongwood and

Partnership (MLP)
-Program not listed
in 2013 plan

on best practices for detecting and
referring healthkharming legal
problems. MLP | Boston provides on
OFtf atS3IFE GNRI 3
someon-site consults to conduct a lega
intake interview and facilitate ongoing

legal representation.

on-site for inperson dropin
consults. Primary care stakeholde
contacted attorney directly
throughout the work week.

MLP | Boston on behalf of 118
unique patientfamilies, 105 of
those consults were resolved.

Martha Eliot staff consulted with
MLP | Boston on behalf of 201
unique patientfamilies during
FY15
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APPENDX BLIST OF COMMUNITY ADVISORY BOARD MEMBERS

Boston Children’'s Hospital Community Advisory
Kris Anderson, Rair of the Community Advisory Board~-enway Community Development Corporation
Dorys Alarcon, Boston Children's Interpretengces

Philomena Asante, MD, MPH, Boston Public Health Commission

Jill Carter, EAM, MA, Boston Public Schools

Yi Chin Chen, Friends of the ChildBwston

Cherie Craft, Smart from the Start

Lauren Dewey Platt, Fenway Resident

Patricia Flaherty, Missiddill Resident

Juan Lopez, Jamaica Plain Resident

Lazaro Lopez, Jamaica Plain Resident

Shari Nethersole, MD, Boston Children's Executive Director for Community Health

Margaret M. Noce, Jamaica Plain Coalition: Tree of Life/Arbol de Vida

Alexandra OliveDavla, Sociedad Latina

Ramon Soto, Mayor's Office, City of Boston

Andrea Swain, Yawkey Club of Roxbury

May VaughrEbanks, Roxbury Resident

Catherine Vuky, South Cove Community Health Center
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APPENIX G-LIST OSTAKEHOLDER ORGANIZATIONS

Key stakeholders N2 Y G KS F2fft2gAy3 2NBlIYATLFIdA2ya 6SNB Aya$S
Community Health Needs Assessment:

1. Action for Boston Community Development

2. Boston Centers for Youth and Families

3. .2a02y |/ KAt RNBYyQa adzSdzy

4. Boston City Council

5. Boston Medcal Center Department of Pediatrics

6. Boston Public Schools Health Services

7./ A0e 2F . 2a02y> al@&@2NRa h-

8. The Dimock Center
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APPENDIX BHEALTH OF BOSTON 20045 REPORT: ASTHMA
FIGURES

The Figures below, whickere created by the Boston Public Health Commission and are
included in their20142015 Health of Boston Repéyprovide trend data on asthma emergency
department visits and asthma hospitalizations.

Asthma Emergency Department Visits by Age and Year
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DATA SORICE: Acute Hospital Case Mix Databases, Massachusetts Center fotrif@aitation and Analysjsas
reported byBoston Public Health Commission, Health of Boston 2046 Report2015

Asthma Emergency Department Visits Among ¥ ear Olds by Race/Etluity and Year
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DATA SOURCE: Acute Hospital Case Mix Databases, Massachusetts Center fofddestion and Analysjsas
reported byBoston Public Health Commission, Health of Boston 201146 Report2015

2Boston Public Health Commission, Research and Evaluation Office. Health of Bost@0P®12015. Accesd
11/21/16 at: http://lwww.bphc.org/healthdata/healthof-bostonreport/Documents/HOBR014
2015/FullReport HOB 2012D15MSPDFforWeb.pdf
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Asthma Emergency DepartmeMisits by Age ad Race/Ethnicity, 2012
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DATA SOURCE: Acute Hospital Case Mix Databases, Massachusetts Center fofdfestion and Analysjsas
reported byBoston Public Health Commission, Health of Boston 20146 Report2015.

Asthma Hospitalizations by Agand Year
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as reportedby Boston Public Health Commission, Health of Boston 20146 Report2015.

74



Asthma Hospitalizations Among-5 Yer Olds by Race/Ethnicity and Year
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NOTE: Rates are not presented for Asian residents from-2008 due to the smaliumber of cases.
DATA SOURCE: Inpatient Hospital DischargehBsg, Massachusetts Center féealth Information and Analysis

Asthma Hogitalizations by Age and Race/Ethnicity, 2012
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*Rates are not presented for Asian residents ages 617, 1844, and 4564 and White residents agesld due to

the small number of cases.
DATA SOURCE: Inpatient Hospital Discharge Database, Massac@iestr for Health Information and Analysis

75



References

'The Greater Boston Food Bailunger in Eastern Massachusetts 2014: Executive Sumwergssed
9/20/16 at: http://www.gbfb.org/2014/10/01/hungerin-america2014-easternrmassachusetts/

i Boston Public Health Commissi@®esearch and Evaluation OffiteS | f § K 2 F . 23aG2y Qa / KA
Health Assessment Mapping Projd8bston, Massachustis, 2015 Accessed 11/22/16 at:
http://www.bphc.org/whatwedo/childrenshealth/bostonchild-health

study/Documents/CHAMP_web final ZRpdf.

i Boston Public Health Commission, Research and Evaluation Gff@akh of Boston 2012015 2015.
Accessed 11/21/16 ahttp://www.bphc.org/healthdata/healthof-bostonreport/Documents/HOB
2014-2015/FullReport HOB 2012D15MSPDFforWeb.pdf

v Boston Public Health Commission, Research and Evaluation Gffakh of Boston 2012015 2015.
Accessed 11/21/16 ahttp://www.bphc.org/healthdata/healthof-bostonreport/Documents/HOB
2014-2015/FullReport HOB 2012015MSPDFforWeb.pdf

vTheCommonwealth of Massachusetts, Executive Office of Health and Human Services, Massachusetts
Department of Public HealtiMassachusetts Births 2018eptember 2014. Accessed 10/31/16 at:
http://www.mass.gov/eohhs/docs/dph/researchpi/birth-report-2014.pdf

76


http://www.gbfb.org/2014/10/01/hunger-in-america-2014-eastern-massachusetts/
http://www.bphc.org/whatwedo/childrens-health/boston-child-health-study/Documents/CHAMP_web_final_2015.pdf
http://www.bphc.org/whatwedo/childrens-health/boston-child-health-study/Documents/CHAMP_web_final_2015.pdf
http://www.bphc.org/healthdata/health-of-boston-report/Documents/HOB-2014-2015/FullReport_HOB_2014-2015-MSPDFforWeb.pdf
http://www.bphc.org/healthdata/health-of-boston-report/Documents/HOB-2014-2015/FullReport_HOB_2014-2015-MSPDFforWeb.pdf
http://www.bphc.org/healthdata/health-of-boston-report/Documents/HOB-2014-2015/FullReport_HOB_2014-2015-MSPDFforWeb.pdf
http://www.bphc.org/healthdata/health-of-boston-report/Documents/HOB-2014-2015/FullReport_HOB_2014-2015-MSPDFforWeb.pdf
http://www.mass.gov/eohhs/docs/dph/research-epi/birth-report-2014.pdf

