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Executive Summary  
 
 

 

Massachusetts General Hospital: A Tradition of Caring  75% of Revere Public 
School students qualify 
for free or reduced 
lunch 

MGH recognizes that access to high-quality health care is 
necessary, but by no means sufficient, to improving health status. 
We are also committed to engaging in deep and transformative 
relationships with local communities to address the social 
determinants of health.  The MGH Center for Community Health 
Improvement (CCHI) conducted its first community health needs 
assessments (CHNA) in 1995 in Revere, Chelsea and 
Charlestown, where MGH has had health centers for more than 
40 years, and has done so periodically over the past 17 years.  As 
a result of these assessments and together with our community 
partners, we have made substantial progress on preventing and 
reducing substance abuse, improving access to care for 
vulnerable populations, expanding opportunities for youth and 
more.  

 

 In 2011, Chelsea had 
502 new public school 
students -155 were 
immigrants from 24 
different countries 

 

 While Charlestown has 
the highest median 
income of Boston 
neighborhoods, 37% of 
Charlestown youth live 
below poverty 

 

2012 Community Health Needs Assessment 
The Patient Protection and Affordable Care Act now requires hospitals to conduct CHNA’s every 
three years.  CCHI used this new requirement as an opportunity to formalize our assessment 
methods using the MAPP framework (Mobilizing for Action through Planning and Partnerships, 
created by the CDC in 2000). MAPP recommends that assessments be community driven, involve 
diverse sectors of the community, and that data be collected through multiple sources such as 
focus groups, key informant interviews and public health sources.  CCHI collaborated with the 
communities of Revere, Chelsea and Charlestown to conduct the assessment.  Almost 3,000 
people across the three communities had input into this process through the following methods: 
 

1. A Quality of Life Survey - 2,260 surveys received; “Overall health 
(physical and 

mental) tends to 
depend on whether 

the people in a 
community feel 

they are part of it.”  
– Chelsea survey 

respondent 

2.  Community Forums - 320 participants attended three forums; 
3.  Assessment Committee Members - Three assessment committees 

with a combined total of 110 members guided the process and 
shared their perceptions of community strengths, threats and the 
forces of change that affect health; 

4.  Focus Groups - 35 focus groups reached 359 participants; 
5.  Public Health Data - from sources such as the U.S. Census,     MA      

Department of Education and Boston Public Health Commission. 
 

Priorities & Strategies 
By a significant margin, all three communities identified substance abuse, and the effects it has 
on quality of life including perceptions of violence and public safety, as their top two issues. 
Obesity/healthy living, cancer prevention/early detection, and access to care for vulnerable 
populations were also identified by all three communities.  Finally, developing the assets of 
youth and encouraging educational attainment were also identified to protect against multiple 
high risk behaviors.  These are CCHI’s six priority areas for at least the next three years. 
 

Initial strategies to date include setting up a new navigation outreach model to help build provider 
relationships and connect youth and families to needed services in Charlestown, and a 
comprehensive community-wide substance abuse prevention/intervention plan will be developed 
in the Chelsea community over the next year under the guidance of a new senior prevention 
manager to be hired. Both communities will work with new community-wide assessment 
committees to plan and oversee this work. Evidence-based models to build healthy relationships 
and decrease violence among youth and adults are being explored through a new Healthy 
Relationship task force within the Revere CARES Coalition.   
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MGH: A Tradition of Caring  

Massachusetts General Hospital (MGH) has a long legacy of caring for the underserved 
in the local community. Founded in 1811 to care for the “sick poor,” today that 
commitment is demonstrated through caring for all regardless of ability to pay, 
supporting three community health centers for more than 40 years and a comprehensive 
approach to addressing social determinants of health. MGH Trustees affirmed this 
commitment in 2007 by expanding the hospital’s mission to include “…improve the 
health and well-being of the diverse communities we serve.”  
 
MGH recognizes that access to high-quality health care is necessary, but by no means 
sufficient, to improving health status. We must also engage in deep and transformative 
relationships with local communities to address the social determinants of health. Thus, 
MGH created the Center for Community Health Improvement (CCHI) in 1995, with the 
mission of collaborating with communities to achieve measurable, sustainable 
improvements to key indicators of the community’s health and well-being.  Since 1995 
MGH has partnered with the neighboring communities of Charlestown, Chelsea and 
Revere to identify and make measurable improvements in health. 
 

 
Partnering with Communities: 1995-2012   

CCHI conducted its first community health needs assessments (CHNA) in Revere, 
Chelsea and Charlestown in 1995, and has done so periodically thereafter. While each 
community is unique, they also share challenges and opportunities. MGH health centers 
are in each of these communities and provide comprehensive health care to more than 
63,000 primarily low-income individuals and families annually. CCHI has partnered with 
these communities to make measurable improvements to complex and long-standing  
health problems.  Many of these problems are associated with high rates of poverty, low 
educational attainment and other social and economic determinants.  These communities 
have undergone rapid demographic transformation as new populations from across the 
globe bring extraordinary diversity to these communities.   
 

Source: Quick Facts US Census 2007-2011 & 2011 Department of Education Data 

Revere Chelsea Charlestown 
Population 

 51,755 
 24% Latino 
 43% speak language 

other than English 

Population 
 35,177 
 62% Latino 
 68% speak language 

other than English 

Population 
 16,439 
 76% White 
 16% speak language 

other than English 
Student Body 

 43% Latino 
 71% Graduation Rate 
 75% of students receive 

free or reduced lunch 

Student Body 
 81% Latino 
 55% Graduation Rate 
 89% of students receive 

free or reduced lunch 

Student Body 
  Data not available 
 
 
 

Poverty & Education 
 16% live below poverty 
 Median income 

$50,592 
 21% have less than a 

high school education 

Poverty & Education 
 23% live below poverty 
 Median income 

$43,155 
 35% have less than a 

high school education 

Poverty & Education 
 17% live below poverty 
 Median income 

$76,898 
 10% have less than a 

high school education 
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Since 1995, CCHI has collaborated with our community partners and health centers to 
assess health status and identify and address priorities which have included: 
 

Preventing and Reducing Substance Abuse 
Interrupting the Cycle of Family Violence 

Eliminating Racial and Ethnic Disparities in Health Care 
Expanding Opportunities for Boston Youth 

Improving Access to Care for Vulnerable Populations 
Promoting Healthy Living 

Prevention and Early Detection of Cancer 
 
Considerable progress has been made toward addressing these priorities.  Recent 
outcomes and awards include: 
 

 Substance Abuse: Calls to Emergency Medical Services in Charlestown for heroin 
overdoses were reduced by 62% between 2003 and 2010.  Drinking by high 
school students in Revere decreased from 59% in 1999 to 40% in 2011 (a 33% 
reduction), and lifetime drinking decreased from 80% in 1999 to 62% in 2011 (a 
25% reduction), which is below the state average.  

 

 Youth Development: The MGH Bicentennial Scholars program was created in 
2011 to support college completion for youth interested in health and science 
careers. 

 

 Healthy Living:  A ban on trans fat prohibiting the use of partially hydrogenated 
ingredients was passed by the Chelsea Board of Health in 2012 with support from 
the Healthy Chelsea Coalition. 

 

 Early Cancer Detection:  Since 2009 breast care screening rates for Serbo-
Croation women increased from 44% to 67% due to patient navigation. 

 

 Recognition: The Revere CARES coalition received the 2010 Community Anti-
Drug Coalitions of America Got Outcomes Coalition of the Year Award for 
achieving measurable reductions in teen substance abuse.  In 2011, MGH 
received the Spencer Foreman Award for Outstanding Community Service from 
the American Association for Medical Colleges, and was a finalist for the 
prestigious Foster G. McGaw Prize from the American Hospital Association. 

 

     
Since CCHI’s last assessment in 2009, the Patient 
Protection and Affordable Care Act was passed 
requiring hospitals to conduct CHNA’s every thr
years, reportable to the Internal Revenue Service (I
Guidelines require diverse community participation in 
the assessment process, the goal of which is to identify 
health priorities and develop a strategic implementation 
plan to address them.  This plan must be approved by 
the governing board of the hospital and reporte

ee 
RS).  

d  

 2012                  : The MAPP Process 

 Partnering with Communities: 1995-2012  

Community Health 
Needs Assessment 



 
 
 
 
every three years to the IRS.  MGH CCHI viewed these requirements as an opportunity. 
After review of methods, we selected MAPP:  Mobilizing for Action through Planning 
and Partnerships.  MAPP is a community-driven strategic planning process for improving 
health, developed in 2000 by the Centers for Disease Control and Prevention (CDC).   
Similar to IRS guidelines, the process recommends that assessments be community 
driven, involve diverse sectors of the community, and that data is collected through 
multiple sources such as focus groups, key informant interviews and public health data.  
The framework recommends data to collect in order to identify a broad array of health 
indicators, including behavioral and environmental factors, as well as tools for collecting 
that data.   

2012                  :Community Health 
Needs Assessment 
 

 The MAPP Process  

 
MAPP recommended phases and assessments: 
 

Phase 1:  Organize for success and develop partners 
 

Phase 2:  Collaborate and create a common language/vision 
 

Phase 3:  Assess needs and strengths of the community by measuring: 
 Community Themes and Strengths:  Qualitative data collection that aims to 

find out what is important in the community, how quality of life is perceived 
and what assets and resources are available to improve quality of life 

 Forces of Change:  The positive and negative external forces that impact the 
promotion and protection of the public’s health 

 Community Health Status:  The overall health as measured by public health 
data and community perceptions 

 

Phase 4:  Identify strategic issues 
 

Phase 5:  Formulate goals and strategies 
 

Phase 6:  Plan, implement and evaluate the community’s strategic plan 
 

 
MAPP Implementation  

 
 

 

 
Phase 1 & 2: Partnership Development 

In the fall and winter of 2011/2012, CCHI convened assessment committees in 
Charlestown, Chelsea and Revere in alignment with community processes already 
underway in order to create a vision and oversee the assessment process.   
 
In Charlestown, several ongoing initiatives helped leverage the process. The Charlestown 
Substance Abuse Coalition was preparing for its next strategic plan and the Spaulding 
Rehabilitation Network was preparing to conduct a community needs assessment in 
connection with its approval by the Massachusetts Department of Public Health to 
construct a new facility in Charlestown.   
 
In Chelsea, the City Manager contacted MGH in August, 2011 to request help developing 
a human services plan for the city. There was strong alignment between the goals of this 
project and the upcoming assessment process, so MGH and the City of Chelsea  

 
  MGH Center for Community Health Improvement  Page 5 



 
 

MAPP Implementation  
 

collaborated to form the assessment committee. The two groups identified participants 
from across sectors, and the City Manager personally invited members to join in order to  
demonstrate his strong commitment to the project.  
 
In Revere, the award winning substance abuse coalition Revere CARES became the 
backbone of the process, and additional participants were invited to join to assure broad 
community representation. Over its 15 years, Revere CARES has earned the trust of the 
community with the ability to manage effective cross-sector collaborations.  
 
For each committee, careful efforts were made to include community leaders, residents 
and organizations across sectors, and focused outreach was conducted to engage 
community members and cultural groups who might not otherwise be involved. See 
Appendix A for lists of members and organizations. 
 
In each community, committee members reviewed and agreed to the following job 
description: 
 

1. Oversee the community health needs assessment and planning process 
 

2. Provide guidance about how to best gather community input and data 
 

3. Assist in convening the community 
 

4. Assist in data collection through focus groups, key informant interviews, and/or 
other sources 

 

5. Participate in identifying key community issues and assets 
 

6. Prioritize the community’s key issues after data gathering and analysis is 
complete 

 

7. Create a community strategic plan 
 
 
 
Phase 3: Data Collection 

Following the initial 
planning phase, community 
members developed a 
collective vision of their 
ideal community that 
guided the distinct 
assessment phases. CCHI 
provided training to 
assessment committee 
members, and worked with 
them to conduct a 
comprehensive information 
gathering process 
incorporating both 
quantitative and qualitative 
community health data.  Charlestown Community Forum, December, 2011 
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MAPP Implementation  
 

 

Our methodology included: 
 

1. A Quality of Life survey adapted with input from committee members. The 
survey was translated into Spanish, Arabic, Cantonese and Portuguese and 
distributed widely via the web and in person within each community. A total of 
2,260 surveys were returned, including 959 in Chelsea, 756 in Revere, and 545 in 
Charlestown. See Appendix B & C for survey sample demographics and select 
survey questions.  

 

2. Public forums in each community to distribute the survey and talk openly about 
health.  The forums drew 150 participants in Charlestown, 122 in Chelsea and 50 
in Revere.  

 

3. Focused discussions during community assessment committee meetings about the 
community’s strengths, threats and opportunities, characteristics of a healthy 
community and the forces of change within each community that affect health.  

 

4. A total of 35 focus groups engaged underrepresented individuals.  The groups 
were co-facilitated by CCHI and community assessment committee members, and 
were attended by a total of 354 participants including 161 in Charlestown, 109 in 
Chelsea and 84 in Revere. Attendees received a $20 gift card to a local 
supermarket or Target in appreciation for their participation.  See Appendix D, E 
& F for group characteristics, summary and tools. 

 

5. Public health data gathered from the U.S. Census, MA Department of Education, 
Boston Public Health Commission, MA Department of Public Health, local police 
departments and community based organizations. See Appendix G for data 
summary. 

 

 
 Phase 4, 5 & 6: Identifying Strategic Issues, Planning and Implementation 
 
CCHI analyzed all of the data and presented it at committee and community-wide meetings. 
Participants identified priorities and discussed how or if their organization was already 
addressing the priorities, what additional resources, if any, were needed, and recommended 
possible solutions.  Each community then formulated goals, objectives and strategies. A 
Community Health Committee of the MGH Board of Trustees was formed in 2011 and met 
twice to review the plan. The final report was presented to the full MGH Board of Trustees 
on September 21, 2012 and it was approved unanimously.  See Appendix H for summary of 
the problems, goals, objectives and potential strategies for each of the six priority areas. 
 
Assessment outcomes and strategic plans will be reported in a community-wide forum in 
each community in 2013. Additionally, assessment results are available to the public via 
the MGH CCHI website, and will be made available to communities on other public 
websites. Media outlets such as radio, television, and local newspapers will also be used 
to disseminate this information in each community as the assessment committees see fit.  
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The MAPP process followed the following timetable across communities: 
 

Form three community assessment committees  October 2011 

Committees create vision of a healthy community October – February 2012 

Data collection in all three communities February – April 

MGH Board of Trustees subcommittee meetings April 6 and August 8 

Data analysis & report preparation for presentation for 
communities April 

Data review and interpretation by the assessment 
committees May – June 

Communities establish community health priorities May – June 

Communities establish broad goals and strategies June – July 

Committees begin creating action plans for each 
community July – September 

MGH Board of Trustees reviews & adopts  
community action plans September 21 

Committees report the action plan to each community Spring / Summer 2013 

Implementation of the action plan begins in each 
community Summer / Fall 2013 

 

 

 MAPP Timetable 

 Assessment Results 
 

 
 
Characteristics of a Healthy Community 

In all three communities the most 
important attributes of a healthy 
community identified by residents 
and committee members were: low 
crime and safe neighborhoods so 
that residents can be active in their 
community without fear; good 
schools and educational 
opportunities for youth and adults, 
and; easy access to health care. 
These attributes help define each community’s vision and shaped their goals. 
 

 

 
“A lot of people like to say crime is a problem down in the projects, but it is 

everywhere.” - Charlestown resident 
 

 
  MGH Center for Community Health Improvement  Page 8 



 
  MGH Center for Community Health Improvement  Page 9 

 
 
 
 

Community thoughts, opinions, concerns and solutions were gathered from community 
members through the quality of life survey and focus groups.  
 

Overall I Am Satisfied With the Quality of Life in My Community 
 

 
 
 
 
 
 
 
Each of the three communities ranked their health very differently across a spectrum of 
unhealthy to healthy. However, all individuals stated that they believe their health is 
average to above average, with more Charlestown residents believing they are in 
excellent health.  
 
 

 
Participants had many positive things to say about their communities despite the 
challenges each faces. All three communities named diversity, culture, dedicated and 
compassionate people, existing community services, location, size and transportation as 
positive attributes. Major concerns included substance abuse, crime and violence, obesity, 
hunger and malnutrition, mental health, domestic violence, low educational attainment, 
teen pregnancy 
and access to 
health care. 
Understanding 
both the assets 
and challenges 
of each 
community 
was essential 
to developing 
sustainable 
solutions. 

How Healthy Is Your Community? 

3.0 

1 5 

Community Themes & Strengths 

How Healthy Are You? 

D
isa

gr
ee

 A
gree 

CHELSEA 

3.9 

3.3 REVERE 

CHARLESTOWN 

 Assessment Results 
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0%

20%

40%
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Chelsea

Revere

Charlestown



 
Assessment Results  

 
 
Forces that Affect Health 

When assessment committees 
were asked, “What is 
occurring or might occur that 
affects the health of your 
community?” a list of threats 
and opportunities were 
identified. These issues were 
important to identify and 
discuss in order to select 
priorities and strategies that 
are responsive and relevant to 
the changing environment. 

 
 Change in population  Increase in Poverty / % 

Unemployment 

Forces that Affect Health 

 Housing  Physical environment 

 Leadership (new)  Community Resources 
 

 New Businesses / 
Casino 

 Healthcare reform / 
Medicare / Insurance 

 
 
 
Community Health Status Assessment – Public Health Data 

Public health data was analyzed by CCHI and presented alongside residents’ perceptions 
of the issues collected from focus groups, forums and surveys. Public health data that 
indicated a problem that was not identified by the community, such as teen pregnancy in 
Revere, were highlighted and presented to community members as an issue of possible 
concern. 
 
Data sources vary by community. For Charlestown (a neighborhood of the City of 
Boston) data was obtained primarily from the Boston Public Health Commission 
(BPHC). It is difficult to obtain data on school-aged children in Charlestown because 
they do not necessarily attend schools in the neighborhood, due to the Boston Public 
School assignment process. Revere and Chelsea (independent municipalities) data were 
obtained primarily from the Massachusetts Department of Public Health (MDPH) and 
Department of Education (DOE).  
 
Frequently used measurement tools noted in many of the data charts are: 
 

 Behavioral Risk Factor Surveillance System (BRFSS) – A CDC survey 
administered by MDPH to assess a range of health behaviors 

 

 State (MDPH), city (BPHC) and local public health data 
 

 Youth Risk Behavior Survey (YRBS) – A CDC tool, administered by most school 
departments in the state; MDPH collects and publishes the information, and CCHI 
analyzes the data for the Revere School Department and conducts its own version 
in the Charlestown middle schools and high schools 

 

 MGH Patient Data – Used for patient navigation and access programs 
 

 Efforts to Outcomes (ETO) - A universal database that tracks progress of CCHI 
programs 

 

 Community surveys, such as the Quality of Life Survey, interviews, and focus 
groups conducted periodically by CCHI 
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Six Key Priorities Identified  

Following the MAPP process, communities came together to analyze the data and 
determine priorities that were most relevant and important to them.  Priorities were 
selected using the following criteria:  1) community need; 2) potential for impact; 3) 
community interest, will and readiness, and; 4) an assessment of the need for additional 
resources.  Residents were divided about how to address issues if a coalition or agency 
was already doing so.  Many members believed leveraging existing work would make the 
greatest impact in the community while others believed resources should be used to work 
on new priorities not already addressed. The following priorities selected by each 
community reflect this dilemma: 
 

 The Chelsea assessment committee identified substance abuse as their sole          
community priority with the belief that working on one issue collectively would 
make the greatest impact, and that by addressing the risk and protective factors 
for substance abuse other health issues would also be impacted. 

 
 The Revere assessment committee chose to continue the Revere CARES 

Coalition’s work addressing both substance abuse and healthy living, and 
recommended that the coalition take on the additional goals of healthy teen 
relationships and public safety as new priority areas.  

 
 Charlestown decided to continue its substance abuse efforts in the neighborhood, 

and added cancer prevention/healthy living, access to care with an emphasis on 
families with autistic youth, and educational opportunities for all residents.   

 
By a significant margin, all three communities identified substance abuse, and the 
effects it has on quality of life including perceptions of violence and public safety, as 
their top two issues. Obesity/healthy living, cancer prevention/early detection, and 
access to care for vulnerable populations, were all acknowledged as top health 
concerns in each community.  In addition, developing the assets of youth and 
encouraging educational attainment were recognized as important issues or strategies 
to protect against multiple high risk behaviors.  The table on the next page displays the 
health issues supported by both qualitative and quantitative data and the priorities 
selected, resulting in CCHI’s six priority areas.   
 
Issues Identified But Not Prioritized  
Issues such as housing, mental health, the environment as it relates to air quality and 
asthma, and teen pregnancy are among the issues that we will not directly address at this 
time because: other groups and organizations are working on them; and/or the community 
is not ready to address them; and/or resources are limited and dedicated to the top 
priorities that emerged.  However, efforts are being made by each community to select 
strategies that may impact these other issues 
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Six Key Priorities Identified  
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Largest
Impact

Smallest
Impact

Factors that Affect Health
Examples

Eat healthy, be 
physically active

Rx for high blood 
pressure, high 
cholesterol, diabetes

Poverty, education, 
housing, inequality

Immunizations, brief 
intervention, cessation 
treatment, colonoscopy

Fluoridation, 0g trans 
fat, iodization, smoke-
free laws, tobacco tax 

Socioeconomic Factors

Changing the Context
to make individuals’ default 

decisions healthy

Long-lasting 
Protective Interventions

Clinical
Interventions

Counseling 
& Education

 

 
After the community assessment committees identified priorities, they participated in 
strategic planning to develop goals, objectives and desired outcomes for each priority 
area. Goals statements and objectives were then reviewed by subcommittees, which also 
discussed the infrastructure needed to accomplish the proposed plans.  This process 
enabled all three communities to engage in broad cross-sector coordination and 
collaboration.  See Appendix H for summary of the problems, goals, objectives and 
potential strategies for each of the six priority areas. 
 
Currently each community is refining and prioritizing evidence-based strategies that span 

all levels of the Health Impact Pyramid, 
created by Dr. Thomas Frieden at the 
Center for Disease Control, to address 
community priorities.  These strategies 
range from educating community 
residents, developing clinical 
interventions, and altering the 
environmental and socioeconomic 
factors that affect health through poli
and systems change.  Communities 
realize that often more than one stra

is needed to impact health and that one strategy impacts various health outcomes.

cy 

tegy 
   

 
Among the new strategies are setting up a new navigation outreach model to help build 
provider relationships and connect youth and families to needed services in Charlestown. 
A comprehensive community-wide substance abuse prevention/intervention plan will be 
developed in the Chelsea community over the next year under the guidance of a new 
senior Prevention Manager to be hired. Both communities will work with new 
community-wide assessment committees to help plan and oversee this work. Evidence-
based models to build healthy relationships and decrease violence among youth and 
adults are being explored through a new Healthy Relationship task force within Revere 
CARES.   
 

 
 
 
 
 

 Six Key Priority Issues Identified  Strategic Planning & Implementation 

Revere Community Forum  
May 2012 

Chelsea City Manager Jay Ash 
Chelsea Community Forum  

March 2012 



 
 

 

 
 
As the work develops, priority will be given to those strategies that impact multiple areas 
(for example, early childhood home visiting reduces risk factors for substance abuse, 
violence, obesity, school drop out, etc.), and/or cut across multiple communities. The box 
below indicates some of these cross cutting strategies, many of which are already in place 
but could be better coordinated. 

 Community Health Workers / Navigation:  Connect patients to preventative 
services and treatment 

 
 Education / Mentorship: Evidence-based prevention curricula in schools; 

STEM education; youth asset development; support for college completion; 
parent engagement 

 
 Safety / Law Enforcement: Collaborate with community organizations / 

police to reduce drug activity in neighborhoods and increase perception of 
safety (Chelsea) 

 
 Early childhood home visiting: Build resiliency, increase protective and 

decrease risk factors among children and families (Chelsea & Revere) 
 
 Coordination of Community-based Services: Comprehensive models to 

coordinate community-based services to youth, track progress and measure 
results (Charlestown), while simultaneously changing the way community-
based organizations work together 

 
 Social Marketing/ Communication:  Community-wide messages to change 

attitudes, knowledge, behaviors and social norms 
 
 Policy Development:  Advocate and support state and local policy changes 

that positively impact identified health priorities (e.g. local trans fat bans) 

Strategic Planning & Implementation 

Conclusion 

Cross Cutting Strategies 
 
 
 

 

 
 
 

CCHI has been privileged to work with a wide range of diverse partners in each  
community, and will continue to work with stakeholders in Revere, Chelsea and 
Charlestown who are committed to addressing substance abuse, violence, healthy eating, 
active living, youth development, cancer prevention and access to health care. We will be 
guided by lessons learned over the past 17 years, as well as the unique concerns that 
surface in each community as we move forward. Progress toward our outcomes is 
essential. CCHI will work with internal program and evaluation staff and community 
members to monitor progress and improve quality as the work develops.  We have 
created a new dashboard to measure progress and will report bi-annually to the hospital 
and annually to the community in order to be accountable on this work. See Appendix I. 
We are grateful for our many talented partners and are confident in our collective ability 
to make lasting and positive change in our communities.  
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Appendix A 
 

Community Health Needs Assessment Committee Members 
 

     Revere  
Cate Blackford Manager of Healthy Community Initiatives, City of Revere   
Kitty Bowman Director, Revere CARES Coalition 
Nick Catinazzo Revere Health Department 
Sylvia Chiang Manager, Revere on the Move  / Revere CARES Coalition  
Joan Cho-Sik CRW Elder Services 
Jim Cunningham CRW Elder Services 
Carol Donovan Revere Health Department 
Lillian Guido Revere Public Schools 
Fernando Gonzalez Resident 
Rev. Nick Granitsas First Congregational Church 
Carol Haney Revere Beautification Committee 

Kim Hanton 
Director of Diversionary Addiction Services, North Suffolk 
Mental Health Association 

Paul Hyman CHA Revere Family Health Center 
Debbie Jacobson Administrative Director, MGH Revere HealthCare Center 
Gary Langis City of Revere/MassCALL2 Opioid Overdose Prevention 
Judy Lawler Chelsea District Court 
Bernice Macintyre MGH Revere HealthCare Center 
Eileen Manning Director, MGH Community Health Associates 
Ira Novoselsky City Council (Ward 2) 
Lanre Olusekun Resident 
Roger Pasinski, M.D. Medical Director, MGH Revere HealthCare Center 
Jocelyn Perez Bicentennial Scholar 
Kourou Pich HarborCOV 
Jay Picariello Revere Fire Department 
Robert Repucci CAPIC 
George Reuter The Neighborhood Developers 
Daniel Rizzo Mayor   
Linda Rohrer Career Source 
Adrienne Sacco-Maguire Revere Parks & Recreation Dept./Youth Center 
Catherine Sugarman Assistant Director, Revere CARES Coalition 
Ming Sun MGH Community Health Associates 
Carole Smith Happy Day Pre-School 
Joanne Stone-Libon CAPIC Head Start 
Elizabeth Tanefis Health Resources in Action 
Carol Tye Revere Public Schools, School Committee 
Michael Vatalaro Rep. Robert DeLeo's Office 
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Community Health Needs Assessment Committee Members 
 
 
  Chelsea  

Jay Ash City Manager, City of Chelsea  
Molly Baldwin Executive Director, Roca, Inc. 
Barry Berman Executive Director, Chelsea Jewish Nursing Home 
Dana Betts Director of Programming, Roca, Inc. 
Roseann Bongiovanni Co-Director, Chelsea Collaborative/Greenspace 
Mary Bourque Superintendent, Chelsea Public Schools 
Rosemarie Carlisle Chelsea School Committee 
Sue Clark Director, Choice Thru Education 
Corinna Culler BU/Chelsea Dental Program 
Clifford Cunningham  Chelsea City Council 
Jim Cunningham Chelsea Revere Winthrop Home Care 
Al Ewing Chelsea Housing Authority 
Jovanna Garcia Soto Cheslea Colloborative/Greenspace 
Fr. Edgar Gutierrez-Duarte St. Luke's Church and the Chelsea Food Bank 
Amy Harris Director, Chelsea ASAP 
Kim Hanton  Director of Diversionary Addiction Services, North Suffolk Mental 

Health Association 
Ann Houston Director, The Neighborhood Developers 
Brian Kyes  Chief, Chelsea Police Department 
Catherine Maas Chelsea Board of Health 
Genie Meca Chelsea Community Connections 
Jeannette McWilliams Administrative Director, MGH Chelsea 
Chris Miller Chelsea Board of Health 
MaryAnne Miller Dean, Bunker Hill Community College Chelsea Campus 
Paul Nowicki  Chelsea Housing Authority 
Sarah Oo Director, MGH Chelsea Community Health  
Captain Scott Peabody Salvation Army 
Lynn Peters HarborCOV 
Michelle Perez   Boys & Girls Club 
Kourou Ptch HarborCOV 
Luis Prado Director, Chelsea Health and Human Services Department  
Robert Repucci Executive Director, CAPIC 
Leo Robinson Chelsea City Council 
Linda Alioto Robinson Director, Chelsea Reach Program 
Angie Rodriquez Roca, Inc. 
Madeleine Scammell Chelsea Board of Health 
Gladys Vega Director, Chelsea Collaborative/Greenspace 
Juan Vega Executive Director, Centro Latino 
Dean Xerras, MD Medical Director, MGH Chelsea, Chelsea Board of Health 
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Community Health Needs Assessment Committee Members 
 
 Charlestown 

Rebecca Kaiser Director of Government and Community Relations, Spaulding 
Rehabilitation Hospital  

Sherri Adams Boston Housing Authority Management Office 
Jean Bernhardt Administrative Director, MGH Charlestown Healthcare Center 
Peggy Bradley  Charlestown Neighborhood Council/ Resident 
Wilma Burgos Boston Housing Authority 
Pam Campbell Warren Prescott School/Resident 
Peggy Carolan Charlestown Recovery House 
Al Carrier Charlestown Little League / Resident 
Michael Charbonnier Charlestown Against Drugs, Charlestown Neighborhood 

Council, Boston Police Department / Resident 
Tom Cunha Chairman, Charlestown Neighborhood Council/ Resident 
Michelle Davis Principal Warren Prescott School/ Boston Public School 
Elaine Donovan Charlestown Substance Abuse Coalition/Resident 
Ann-Marie Duffy-Keane MGH Community Health Associates 
Danielle Valle Fitzgerald City of Boston – Mayor’s Office/ Residents 
Jason Gallagher Principal Harvard Kent Elementary/ Boston Public School/ 

Resident 
Sean Getchell Rep. O’Flaherty’s office/ Resident 
Beverly Gibbons City of Boston/Elder Affairs/ Resident 
Diane Grant Charlestown Chamber of Commerce/ Resident 
Nea Hoyt Warren Prescott School/ Charlestown Boys & Girls Club/ 

Resident 
Deborah Hughes Special Townies Organization/ Resident 
Leigh Hurd President, Charlestown Mothers Association/ Resident 
Greg Jackson Executive Director, Charlestown Boys and Girls Club 
Jack Kelly Charlestown Substance Abuse Coalition/Resident 
Terry Kennedy  Executive Director, John F. Kennedy Family Center, Inc./ 

Resident 
Rosemary Kverek Harvard Kent Elementary School/ Resident 
Rebecca Love President, Charlestown Mothers Association/ Resident 
Doug MacDonald Warren Prescott School/ Resident 
Virginia Mansfield Charlestown Community Center/ Resident 
Kelly Pellagrini Charlestown Nursery/Charlestown Promise Charlestown Sports 

Collaborative/ Resident 
Father James Ronan St. Mary/St. Catherine Parish/ Resident 
Beth Rosenshein Director, Charlestown Substance Abuse Coalition/ Resident 
Mark Rosenshein Charlestown Neighborhood Council/ Resident 
Danny Ryan Neighborhood Rep. Congressman Capuano/ Charlestown 

Substance Abuse Coalition/Resident 
Karen Scales Special Townies Organization/Resident 
Jim Travers President, Charlestown Recovery House/Resident 
Dave Whelan Charlestown Neighborhood Council/Resident 
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Appendix B 
 

Quality of Life Survey Respondent Demographics Compared to 2010 Census Data 
 

Revere Quality of Life Survey Respondents (n=756) 

• 75% White (compared to 62% white, 24% Latino) 

• 55% 40-64 Years (compared to 25%) 

• 4% Less than High School (compared to 23%) 

• 26% Associates or Bachelor’s Degree (compared to 18%) 

• 32% Graduate Degree (compared to 5%) 

• 5% Unemployed (compared to 8%) 

• 29% Male 

• 62% Employed full time 

• 34% have lived in Revere their entire life 
 Overall survey respondents are more educated, older, women 

 

Chelsea Quality of Life Survey Respondents (n=959) 

• 32% Hispanic, 62% White (compared to 62% Latino, 25% White) 

• 25% Foreign Born (compared to 46%) 

• 41% are less than 40 years (compared to 71% ages 0 – 44) 

• 6% less than High School (compared to 36%) 

• 21% have a Bachelor’s Degree  

• 59% Bachelor Degree or higher (compared to 14%) 

• 3% Unemployed  (compared to 10%) 

• 67% Female 

• 74% Employed full time 

• 24% lived in Chelsea all life 

• 39% lived in Chelsea 10+ years 
Overall survey respondents are more educated, older, women 

 

Charlestown Quality of Life Survey Respondents (n=545) 

• 75% White, 6% Hispanic (compared to 75% White, 10% Hispanic) 

• 41% are 40-64 Years (compared to 22% ages 45 – 64) 

• 12% less than High School (compared to 10%) 

• 26% have an Associates or Bachelor’s Degree (compared to 36%) 

• 28% Graduate Degree (compared to 25%) 

• 9% Unemployed (compared to 5%) 

• 32% Male 

• 43% Employed full time 

• 31% have lived in Charlestown their entire life 
Overall survey respondents are slightly more educated, older, women 
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Appendix C 
 

Select Quality of Life Survey Questions 
 

Vision:  Healthy Community 
Think about your ideal community...From the following list, what do you think are the THREE MOST 
IMPORTANT factors that define a “Healthy Community"? (Only check three) 

  Low crime/safe neighborhoods  Access to health care 
  Low death and disease rates  Access to healthy food 
  Low infant deaths  Accessible public transportation 
  Low level of child abuse  Affordable housing 
  Parks and recreation  Arts and cultural events 
  Religious or spiritual values  Clean environment 
  Strong family life  Good jobs and a healthy economy 
  Strong leadership  Good roads/infrastructure 
  Strong sense of community  Good schools 
  Other (please specify)  Healthy behaviors and lifestyles 

 

Mission: Health Priorities 
From the following list, what do you think are the THREE MOST IMPORTANT health problems in 
Chelsea? (Those problems which have the greatest impact on overall community health.) (Only check three)  

 High blood pressure  Aging problems (arthritis, falls, 
hearing/vision loss, etc.)  Homelessness 

 Housing  Alcohol abuse / addiction 
 Hunger/malnutrition  Asthma 
 Infant death  Autism 
 Infectious diseases (Hepatitis, TB, etc.)  Cancers 
 Mental health (anxiety, depression, etc.)  Child abuse/neglect 
 Obesity  Crime & violence 
 Poor diet / inactivity  Dental problems 
 Rape/sexual assault  Diabetes 
 Respiratory/lung disease  Domestic violence 
 Sexually transmitted diseases (STDs)  Drug abuse / addiction / overdose 
 Smoking  Education (low graduation rates, quality of 

education, etc.)  Suicide 
 Teenage pregnancy  Environment (air quality, traffic, noise, etc.) 

 Heart disease and stroke  
 

Goals: Perception of health, connectedness & social capital 
Using a scale of 1-5 (as shown below), please rate how much you agree or disagree with the 
following statements:   Strongly Disagree (1) Strongly Agree (5) Don't know / Unsure 
1. Chelsea is a good place to raise children  
2. Chelsea is a good place to grow old 
3. There is economic opportunity in Chelsea. (Consider locally owned businesses, jobs with career 

growth, job training, higher education, etc.) 
4. Chelsea is a safe place to live 
5. There are networks of support for individuals and families in Chelsea during times of stress and need 
6. I feel connected to my neighbors and my community 
7. The businesses, agencies and organizations in Chelsea contribute to making the community a better 

place to live 
8. All residents have the opportunity to contribute to and participate in making Chelsea a better place to 

live. (Consider minority populations, new residents, etc.)  
9. I believe I can contribute to and participate in making Chelsea a better place to live 
10. Overall, I am satisfied with the quality of life in Chelsea 
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Focus Group Characteristics 

                      Revere Focus Group Summary   
Focus group Location Characteristics of Participants Total Gender 

MGH Senior Wellness 
Program 

Senior Citizens 11 Males = 1; 
Females = 10 

MGH Senior Wellness 
Program 

Senior Citizens 10 Males = 4; 
Females = 6 

CAPIC] Head Start Latinos (Spanish speakers) 7 Males = 0; 
Females = 7 

CAPIC Head Start English speakers (included non-Latino 
immigrants) 

4 Males = 0; 
Females = 4 

First Congregational Church 
ESL students 

Latinos  
(Spanish speakers) 

9 Males = 3; 
Females = 6 

First Congregational Church 
Food Pantry clients 

English speakers (included non-Latino 
immigrants, people with 
developmental disabilities) 

25 Males = 9; 
Females = 16 

MGH/Revere Muslims 8 Males = 6; 
Females = 2 

North Suffolk Mental Health/ 
Revere Counseling Center 

Cambodians 10 Males = 4; 
Females = 6 

Total: 8                               Total Participants: 84 Males = 27; 
Females = 57 

 

Chelsea Focus Group Summary 
Focus Group Location Characteristics of participants Total  Gender  

MGH Chelsea Arab/Iraqi refugees. 
New comers in past 3-4 years. 

12 Female: 10 
Male: 2 

Chelsea MGH Employees and long-term 
residents  
Some in Chelsea over 20 years. 

10 Female: 8 
Male: 2 

CAPIC Head Start Parents with children in program. 
Spanish. 

14 Female: 14 

CAPIC Head Start Parents with children in program. 
English. 

14 Female: 13 
Male: 1 

CAPIC Family Network Parents with children in program. 10 Female: 10 

Chelsea Neighborhood 
Developers 

Residents (Spanish speakers) 10 Female: 8 
Male: 2 

Chelsea Collaborative Residents 12 Female: 8 
Male: 4 

Roca Youth Star participants  12 Female: 9 
Male: 3 

MGH Chelsea Somali refugees. Arrived in the past 5-
10 years. 

9 Female: 8 
Male: 1 

CND housing Residents who received tax prep help. 6 Female: 3 
Male: 3 

 Total: 10                                Total 
participants: 

109 Female: 91 
Male: 18 

Appendix D 
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Appendix D 
 

Focus Group Characteristics 
      Charlestown Focus Group Summary 

Focus group Location Characteristics of participants 
 

Total Gender 
 

Precinct 2 Navy Yard   Residents (newer) 7 Female: 4    
Male: 3 

Golden Age Senior Center    Residents/Senior Citizens -3 grps.   29 Female: 21  
Male: 8 

St. Francis de Sales Parish   CNC members & leaders 
(Irish-American/Long-Time 
Residents) 

4 Female: 1   
Male: 3 

Charlestown High School    Teen Residents  8 Not recorded 
New Town   Residents -Cantonese speaking 10 Female: 4   

Male: 6 
Newtown   Residents 13 Female: 11  

Male: 2 
Newtown   Residents  6 Female: 3   

Male: 3 
CNC    Elected community leaders 8 Female: 3   

Male: 5 
Mishawum housing 
development  

Teen Residents 
(Irish-American/Long-Time 
Residents) 

12 Female: 3   
Male: 9 

BHA  Residents (Spanish-speaking)? 10 Female: 10  
Male: 0 

Newtown  Residents (English speaking) 6 Female: 6   
Male: 0 

Smart from the Start  Residents (English-speaking) 14 Females: 14 
Smart from the Start Residents (Spanish speaking) 6 Female: 6 

Male: 0 
MGH Charlestown  Key Informants-leaders (Irish-

American/Long-Time Residents) 
6 Female: 3 

Male: 3 
Mishawum  Adult Residents  

(Irish-American/Long-Time 
Residents) 

10 Female: 8 
Male: 2 

Total: 17        Total Participants: 149 Female: 97 
Male: 44 

Gender not 
recorded: 8 
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Appendix E 
 

Facilitator Guide 
Community Assessment 

 
Question 1—Assets 
What are some of the biggest strengths of your community...positive things about it? Discuss 
characteristics of people and places, organizations and programs, community context and 
environment that you believe contribute to a safe and healthy community. 
 
Probes: 
What do families like yours most like about living in this community?  
What are this community’s best assets (strengths, resources)? 
What could change to make this community a better place for families? 
 
Question 2—Challenges 
Thinking about the biggest problems or concerns in your community (such as those addressed in 
the survey), what do you believe are the 2-3 most important issues that must be addressed to 
improve the health and quality of life in your community?  Please think about which populations 
are affected by these issues, how much of a concern these issues are to all residents, and why you 
think they are happening in this community.  
What are the root causes of the issue? 
 
Probes: 
What populations/groups do you think are most affected by these issues? 
In your opinion, how much of a concern are these issues to residents? 
Why do you believe these issues are happening in this community / root causes of the issue? 
Overall, what do you believe is keeping your community from doing what needs to be done to 
improve health and quality of life? 
 
Question 3 – Existing Services/Resources  
Do people have experience with existing services (name a few)?   
Do you believe these services are utilized appropriately – why or why not? 
Overall, where do people go to get information about community resources? 
How would you bring people together or share information in the community? 
 
Question 4 – Solutions 
Thinking of the issues discussed, what are some ideas on how to address them? 
Are these totally new efforts or built off of something that already exists? 
If new efforts were going to be made in the community, what advice would you have for the 
planners? 
 
“Extra” questions  
For special population Focus Groups: What are some ways that you hear about community 
events?  Probes: flyers/posters (where?), cable TV, radio, through school, online (where, how?), 
word of mouth] 
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Appendix F 

Revere Focus Group Summary 
 
Looking across questions asked of focus group participants, the wide variety of responses to any 
given question signals both the variability of the experience of living in Revere, and the 
thoughtfulness participants showed in their responses. At the same time, participants of all focus 
groups indicated they had much in common, as evidenced by their shared examples of 
community assets: Revere schools, outdoor spaces like the beach and parks, and the presence of 
MGH and its many programs. Also, most participants were well informed about issues of health 
and savvy in their awareness of services, and they were comprehensive in their thinking about 
how community information was disseminated and could be improved. 
 
Some patterns were visible in the responses of special sub-groups. For example, Latino focus 
group participants, many of who were young mothers, focused on issues of safety when walking 
around the community and being outdoors playing with children. Cambodian participants 
reported on a variety of positive aspects of their lives in Revere, particularly relative to times in 
the past when they felt discrimination in the community more strongly. Muslims, Cambodians 
and Latinos all commented about the importance of having access to ethnic grocers, ostensibly to 
find food from their own ethnic group. English-speaking focus group participants, including 
Senior Citizens, were the only groups who stated they used the local Revere Journal newspaper 
as their community-wide information source. 
 
A thread that ran through responses given by Senior Citizens to several different questions was 
notable: the Senior Citizens frequently linked the presence of immigrants to many challenges the 
community of Revere faces, possibly indicating a degree of prejudice they hold toward 
newcomers to Revere from other countries. This is a very important issue to investigate in the 
future. The leaders of Revere actively welcome immigrants as a means of enriching the 
community, so discomfort with the changing face of the city might, if left unaddressed, isolate 
Senior Citizens and limit their active participation of the community when just the opposite 
would be most desirable, and have a negative impact on immigrants seeking to settle in Revere 
and contribute to its betterment. 
 
It is also important to note that there were a few topics about which participants had markedly 
different opinions. For example, some said the Revere crime rate was relatively low while others 
reported on specific instances of crime, substance abuse widespread and overt, and the 
perception that Revere was an unsafe place to live. Many participants commented on the 
presence and important offerings of MGH, while also stating that access was limited because of a 
lack of doctors and dwindling service. Also, participants’ descriptions of public parks varied 
widely also, with many reporting on the parks as assets and also noting that they were dirty and 
unsafe. Such differing points of view are not necessarily mutually exclusive, but do invite further 
investigation in order to understand seeming contradictions and ensure that resources that 
contribute to health and wellbeing of all of Revere’s residents. 
 
 
 
 
Prepared by Janet Smith, PhD  
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Appendix F 

Chelsea Focus Group Summary 
 

Chelsea is a vibrant community where people from a variety of countries have come to settle in 
the US. Many community services exist in Chelsea in response to the wide variety of needs of 
residents early in their adjustment to life in a new country. It appears from participants’ 
responses that the community is largely successful in accommodating diversity, although there 
are still more resources needed in the form of interpreters and translators for those who are not 
native English-speakers, as well as ESL classes and training programs to help residents increase 
their abilities in English to create a bridge to better employment opportunities in order to move 
beyond the limitations of minimum-wage jobs.  
 

In spite of Chelsea’s many assets, the perception that the community is unsafe and violent 
persists among residents. Indeed, many focus group participants indicated that going out in 
Chelsea at night was a dangerous thing to do. That perception created barriers to residents’ full 
participation in the community, and had likely curtailed opportunities for Chelsea to develop a 
welcoming nightlife with improved commercial possibilities for the community and in the 
region. Turning this problem around would seem to promise increased employment opportunities 
as well.  
 

Several infrastructure improvements to the community would add to Chelsea’s development as 
an attractive and healthy community. This includes improvement to roads and traffic, cleanliness 
and maintenance standards of landlords and tenants, as well as more carefully monitored laws 
about litter, trash and cleaning up dog waste. However, being able to counter the potentially 
negative health impacts of environmental features such as the salt pile and pollutants from 
industrial sites in the community would seem to require focused collaborative efforts across the 
community, including between local government, health organizations like MGH and leaders of 
local industry. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Prepared by Janet Smith, PhD  
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Appendix F 

Charlestown Focus Group Summary 

 
Participants portrayed Charlestown as an intersection of many layers of difference and many 
distinct pockets of culture and language. It is a community that has experienced large cultural 
and economic transformation in the past few years, opening its doors to large amounts of new 
residents from varying socio-economic statuses and backgrounds. Indeed living in Charlestown 
was experienced quite differently by various focus group participants. Charlestown’s sense of 
neighborhood and community was the asset mentioned most frequently, while the lack of a sense 
of community and collaboration was the most frequently mentioned factor holding the 
community back, indicating that people might be very neighborly within areas of the community, 
but not across areas of the city.  
 

It appears from the participants’ responses that even the very comprehensive networks of 
community programs serving Charlestown have had varying degrees of success in providing 
services that Charlestown resident's need. The participants living in Charlestown the longest 
provided a vivid understanding of quality of life, institutions and resources serving the 
community, including the strengths and shortcomings of these institutions, across many years. 
Although this informed view could have built loyalty to these resources, many study participants 
who were long-time residents focused on the shortcomings of these resources, which seemed to 
undercut any optimism about possible improvements. Focus group participants that were newest 
to the area, however, appeared most appreciative of community resources and the possibilities 
for their success, with those living in subsidized housing focused on possible improvements to 
basic living conditions and safety, and those living in new homes focused more on increasing 
aesthetic and recreational opportunities.  
 

Specific differences were prevalent in the responses of the two special sub-groups. For example, 
Diverse Residents focus groups named as assets health-related community services available 
through subsidized housing, such as the Newtown Community Center and resources of MGH, 
and services for low-income families, such as WIC and Head Start, while these were not named 
as assets by the Irish-American/Long-term Residents focus group. Instead, the Irish-
American/Long-time Residents identified different assets, including better-established civic 
groups like Knights of Columbus and Fireman’s Fund and family activities such as theater and 
cookouts, and these were not named by the Diverse Residents focus groups.  
 

Also, challenges named by Irish-American/Long-time residents were candidly critical of 
institutional services such as MGH health programs and the Boston Public Schools busing 
policy, with their criticism based on examples that spanned several years and, at times, multiple 
generations. The challenges named by Diverse Residents focus groups included issues of 
discrimination against new residents based on language or ethnicity.  
 

In spite of the many differences between the special subgroups, some similar patterns of 
response were seen as well, notably concerning public community-based programs for youth (an 
asset), and substance abuse and the perception of crime in the community (challenges). 
Additionally, the opportunities for the youth of Charlestown are a high priority of all residents, 
even within separate cultural or economic pockets of the community. This important shared 
priority may be the lever needed for residents to lower barriers, reach across differences and 
advocate together for community improvements via the resources available to serve the 
community.       
Prepared by Janet Smith, PhD.* 
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Decrease current use 
of alcohol, tobacco & 
marijuana & binge 

drinking 

Substance Abuse 
Prevention / Intervention 

Increase the percent of 
youth who perceive 
great risk associated 
with substance abuse 

Decrease opioid 
overdoses and 

deaths 

Increase participation 
in MGH CCHI youth 

programming and 
interventions 

Increase consumption 
of fruits and 

vegetables by adults 
and youth 

Increase the percent of 
youth who participate 
in extracurricular and 
out of school activities  

Decrease the percent 
of youth and adults 
who are considered 
overweight & obese 

Change the built 
environment to 
support health 

Increase physical 
activity in adults 

and youth 

Increase the 
feeling of safety 

in the 
community 

Decrease the percent 
of youth who have 
been threatened or 

experienced violence 

Increase 
identification of 

victims and referrals 
to services 

Navigate 60% of MGH 
vulnerable patients to 

cancer screening 

Increase smoking 
cessation services and 

prevention efforts  

Increase the 
number of smoke 
free housing units 

Increase healthy 
eating and active 

living  

Increase youth 
assets and 
leadership 

opportunities 

Decrease barriers 
to care for 
vulnerable 
populations  

Increase educational 
achievement for 

youth participating in 
CCHI programs 

Obesity/
Hunger 
Paradox 

Healthy 
Eating /Active 

Living 

Violence 
Prevention/Public Safety 

Increase 
connectedness to 

neighbors and the 
community 

Improve responsiveness to 
vulnerable populations 

and patients through care 
redesign 

Youth Development 
/ Education 

Increase the number of 
health care providers 

interested in community 
health 

Cancer Prevention 
/ Early Detection 

Access to Care for 
Vulnerable Populations 

A
ppendix

I

Pa
ge 44 


