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Boston - Prevention Wellness  

Trust Fund  
 

 Focus on Roxbury & North Dorchester (140,000 residents)  

 These 2 neighborhoods have the highest incidence of hypertension 
and pediatric asthma in Massachusetts 

 Racial composition 42% Black, 32% Hispanic/Latino 

 27% (or over a quarter ) live in poverty (city is 21.6%) 

  

 Selected interventions: 

 Pediatric Asthma 

 Hypertension 

 Falls Prevention in Older Adults 
 

 Goals: 

 Develop and sustain a network of clinical, public health and human 
service  providers, residents and others to build a coordinated system 
of care for residents of Roxbury/North Dorchester.  

 Reduce racial and ethnic health inequities in hypertension, pediatric 
asthma and falls by increasing access, availability and take-up of 
clinical and community-based services. 

 



PWTF Partners 

Clinical  

 Bowdoin Street Health Center 

 Codman Square Health 

Center 

 The Dimock Center 

 Dot House Health 

(Dorchester House Multi-

Service Center) 

 Harbor Health Services 

(Geiger Gibson & Neponset) 

 Harvard Street Health Center 

 Whittier Street Health Center 

 

Community  

 Action for Boston Community 

Development / Head Start 

 Boston Commission on Elderly 

Affairs  

 Boston Medical Center/ Injury 

Prevention Center 

 Boston Public Schools 

 Boston Senior Home Care 

 Central Boston Elder Services  

 Ethos 

 Health Resources in Action 

 



Intervention Activities  

• Implement  evidenced-based screening & 
treatment protocols 

• Patient Education (My Life, My Health) 

• Community Health Workers 

Asthma 

HTN 

• Home Safety Assessments 

• Risk fall assessment – clinic setting 

• Community Health Workers 

• Evidenced-based Programs (Matter of Balance & 
Tai Chi) 

Falls 

• Programs linguistically and culturally 
appropriate 

• Racial Health Equity Self-Assessment 

• Capacity Building – training 

• SDOH 

Health Equity 

• Asthma Action Plans – CBOs and Clinical sites 

• Bi-directional communications between  clinics,-       

public schools and Head Starts  



Boston PWTF Achievements – Yr 1 

 

 Clinical implementation; Asthma (n=7), HTN (n=7) Falls (n=5) 

 Asthma template is live & piloted by 5 chcs 

 Community Health Workers (N=4) serving as chc/cbo linkage 

 CHEC certified 

 Completed falls assessment tool & implementing home visits 

 IT infrastructure investments ($125,000) expand reporting and 
evaluation capacity at CHCs (DRVS & MAeHC) 

 Reporting and evaluation capacity at Boston Public Schools with 
new customized SNAP (ProMed) report 

 Expanded number of evidenced based programming offered at 
CHCs (N=8) 

 Submitted a case report to IOM Roundtable on Population Health 
Improvement 

 New proposed partners: BMC, NHP, ISD, Senior Whole Health  



Opportunities and Challenges 

Opportunities 

 Learning opportunities  

with other  8 partnerships 

 Building CHC 

infrastructure 

 Increasing age-friendliness 

community health centers 

 Developing evaluation and 

reporting tools for clinics 

 Addressing inequities and 

SDOH 

 Potential to connect e-

Gateway with SAMS 

 

 

Challenges 

 Evaluation and ROI - short 

period to demonstrate health 

improvement 

 Infrastructure needed to support 

this work is just being developed 

now (assessments, systems,  

databases) 

 Data systems in use are now 

siloed and it is expensive and 

difficult to connect these 

 Addressing inequities and 

SDOH 

 

 

 


