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1. Project Description:

Cheimsford Surgery Center, LLC ("Applicant") located at 700 Congress Street, Suite 204,
Quincy, Massachusetts 02169 submits this request for a Notice of Determination of Need
("DoN") for the development of a freestanding ambulatory surgery center ("ASC") to be
located at 10 Research Place, North Chelmsford, MA 01863 (*Proposed Project”). The
Applicant is a newly formed joint venture established for the purpose of developing the
freestanding ASC. Its members are Cheimsford ASC Holding Company, LLC, a company
formed by Shields Health Care Group (“Shields™), The Lowell General Hospital (“Lowell
General”), and several community-based specialty physicians (“Participating Physicians”),
with representation from The Lowell General Physician Hospital Organization (PHO) - a
member to the Wellforce Inc., Health Policy Commission’s (*HPC") Certified Accountable
Care Organization ("ACO").

Through the Proposed Project, the Applicant will transition an existing Hospital Qutpatient
Department ("HOPD?") surgical center located at 10 Research Place, North Chelmsford, MA
01863 to a freestanding licensed ASC. At present, the existing hospital-licensed service is
reimbursed on the HOPD fee schedule. The Proposed Project will convert the three (3)
outpatient operating room (“OR") HOPD to a four (4) OR ASC. The Proposed Project will also
transition the center from HOPD rates to the Medicare free-standing ASC fee schedule,’
resulting in a lower cost site of care. The Proposed Project will focus on delivering Value-
Based Care (“VBC") through the provision of high-quality, low-cost surgical services for the
Patient Panel served in this market in a freestanding setting.

The Proposed Project consists of four (4) ORs, as well as related support and administrative
areas. The ASC includes a consuitation area, pre-operative space and post anesthesia care
unit (*PACU"). Additional space within the ASC includes a lobby/waiting area with ample
space to accommodate social distancing requirements, central sterile processing, clean
supply areas, as well as administrative and patient support areas. The Proposed Project will
be a state-of-the-art outpatient surgical center, providing high-quality, low-cost, timely and
convenient access to care in Lowell, Chelmsford and surrounding communities.

Existing Lowell General patients predominantly receive outpatient surgical services at (or
proximate to) the current location of the Proposed ASC. The establishment of a freestanding
ASC at this same location will provide the patient population currently served by the
Participating Physicians with continued access to convenient outpatient surgical services. The
Applicant re-affirmed the location of the Proposed Project based on its accessibility and
convenience for patients in the noted service area, including seamless access to public
transportation via a public bus route, as well as close proximity to nearby highways and
thoroughfares.

The Proposed Project will specialize in providing outpatient surgical services, including
Orthopedic surgery; Total Joint (“MSK-Joints") surgery; Podiatry surgery; Spine surgery;
Gynecology (“GYN") surgery; Plastic surgery; and Hand surgery.
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Historical volume data and projections for the Proposed Project show increasing demand for
surgical services in the primary service area ("PSA”"). Specifically, within the coming years,
the demand for orthopedic services is projected to substantially increase for the 0-19 and 55+
age cohorts by 14% and 30%, respectively. Coupled with the proliferation of ACOs, VBC, and
Alternative Payment Models (APMs), the Proposed Project will see an increasing demand as
volume is pushed to lower-cost sites of care. Currently, over a third of U.S. healthcare
payments are tied to APMs, with a recent goal of the Centers for Medicare and Medicaid
Services (“CMS") to align greater than 50% of Medicare payments to APMs in the years
ahead.? Consequently, the Proposed Project will satisfy the existing and future needs of the
Applicant's Patient Panel by ensuring increased access to high-quality, low-cost surgical
services in the local community.

Patients will benefit from the Proposed Project in muitiple ways. First, the new ASC will be
designed to utilize industry-defined best practices for quality, efficiency and effectiveness.
High-quality care will be achieved through the provision of a smaller scope of procedures in
comparison to a HOPD setting. Greater focus allows clinical staff to become highly proficient
in providing select surgical services and procedures. Second, the Applicant will implement
appropriate process improvement initiatives by reviewing quality of care outcomes, identifying
best practices and implementing necessary process changes to ensure high-quality services.
Third, the Applicant will transform the care experience for patients ensuring higher levels of
patient satisfaction through easier physical accessibility (compared to a traditional hospital
setting), reduced anxiety over the risk of hospital-borne infections, and the implementation of
online pre-registration and price transparency. Fourth, the Applicant will improve quality of
care for patients by providing expanded access to state-of-the-art technology in an improved
facility designed to enhance patient experience. Finally, the Proposed Project will
meaningfully contribute to Massachusetts' goals for cost containment by providing high-quality
surgical services for clinically appropriate patients in a more cost-effective setting. With the
emergence of freestanding ASCs as a high-quality care option, health care expenditures for
elective and same-day surgical procedures will decrease, reducing overall provider costs and
directly impacting total medical expenses ("TME"). Consequently, the Proposed Project will
compete on the basis of TME and provider costs.

2. Determination of Need Narrative:

Factor 1: Applicant Patient Panel Need, Public Health Values and Operational
Objectives

F1.a.i Patient Panel:
Describe your existing Patient Panel, including incidence or prevalence of
disease or behavioral risk factors, acuity mix, noted health disparities, geographic
breakdown expressed in zip codes or other appropriate measure, demographics
including age, gender and sexual identity, race, ethnicity, socioeconomic status
and other priority populations relevant to the Applicant's existing patient panel
and payer mix.

The Applicant is a newly formed joint venture between Chelmsford ASC Holding Company, LLC
(*HoldCo"), a company formed by Shields and a group of qualified community-based

2 hitp:/fcp-lan.org/workproducts/2019-APM-Progress-Press-Release.pdf



Participating Physicians, and Lowell General (see Appendix 12 for a detailed graphic of the
corporate structure).

Founded in 1972 in Brockton, Massachusetlts, Shields began in the health care industry with a
commitment to exceptional patient care and clinical excellence within the post-acute sector.
Over the next ten years, the Shields family established one of the largest regional dialysis
networks in New England, bringing state-of-the-art equipment and exceptional patient care to
the local community. Dedication to high quality and advanced care in a local setting quickly
became a signature attribute of the Shields business model, continuing with Massachusetts’ first
independent regional MRI center in 1986. Today, Shields has expanded to more than 30 MR
facilities throughout New England — many of which are joint venture partnerships with
community hospitals. While most Shields locations operate independently of its hospital
partners, they are often on-campus or proximate to the local hospital, thereby enabling
coordinated, seamless, and highly accessible care. Dedicated focus on operational and
management service expertise in outpatient services allows Shields to provide service ata
substantial cost savings to patients, employers, insurance providers, and joint venture partners.
Simply put, Shields operates the largest, most efficient and effective outpatient services in the
New England Region. Shields is recognized as part of the solution towards driving down
healthcare costs.

Lowell General Hospital is a proud member of Wellforce. Wellforce is the health system formed
by Tufts Medical Center, Circle Health and MelroseWakefield Healthcare. The Wellforce system
brings together the strengths of academic medicine and community care in a model that
respects both equally. Wellforce is the high quality, lower-cost system in Massachusetts.
Wellforce focuses on care integration, population health management, patient access and
operational performance. Wellforce includes 2,500 physicians, 3 community hospital
campuses, an academic medical center and a children’s hospital. Lowell General Hospital is a
member of Circle Health, an integrated community healthcare delivery system composed of
Circle Home, Lowell General Hospital, Lowell Community Health Center, and the community of
local physicians. Lowell General Hospital is spread across two distinct campuses, the Main
Campus located at 295 Varnum Avenue in Lowell, and the Saints Campus located at One
Hospital Drive in Lowell. Both Campuses represent the not-for-profit community hospitals
servicing the Greater Lowell Area and surrounding communities. Lowell General Hospital also
currently operates a hospital-licensed Ambulatory Surgery Center located at 10 Research Place
in Chelmsford.

Lowell General Physician Hospital Organization (PHO) is a non-profit organization comprised of
approximately 400 member physicians and partners with Lowell General Hospital. The PHO
was established in 1995 with the goal of developing a local integrated delivery system providing
outstanding quality care to the patients in the Greater Lowell area. The Lowell PHO is an HPC
certified ACO.

The Applicant was formed to operate a freestanding ASC that will offer lower-cost surgical
services within the community setting. The Proposed Project will serve the communities in and
around Lowell, Massachusetts, allowing the Applicant to satisfy the existing and future demand
for surgical services in the primary service area (PSA).

As the Applicant is a newly formed joint venture and does not have its own Patient Panel, the
Applicant relies on patient panel data from its joint venture partners to determine the need for
the Proposed Project. As such, the Applicant's Patient Panel is based on existing freestanding
ASC eligible patients of its joint venture partners and their affiliates. In addition to historic



Patient Panel data from the joint venture partners, the Applicant relies upon historic service line
specific claims data from the Advisory Board Company ("Advisory Board”), to further
demonstrate the need for ambulatory surgical services in the proposed PSA.

The PSA for the Proposed Project consists of zip codes representing approximately 75% of the
patients currently served by Lowell General Hospital. The cities and towns that comprise the
ASC’s PSA are: LLowell, Dracut, Chelmsford, North Chelmsford, Tewksbury, Tyngsboro,
Westford, Billerica, North Billerica, and Methuen.

Patient Panel Information

The Patient Panel of the Proposed Project includes patients covered by risk contracts (also
referred to as managed patients) held by the joint venture participants, as well as Fee-For-
Service (FFS) patients seen by the Participating Physicians over the last twenty-four months.
Approximately 53% of the anticipated volume at the proposed ASC falls under a managed
arrangement with the Lowell PHO or Wellferce Inc., HPC Certified ACO.

Lowell General Hospital Outpatient Surgical Volume (Patient Panel)

Lowell General Hospital's Outpatient Surgical Patient Panel, consisting of the Drum Hill Surgery
Center, Lowell General's Main Campus and Lowell General Saints Campus, consisted of 10,904
unique encounters with 75% of these patients residing within the proposed ASC’'s PSA. Lowell
General's Outpatient Surgical demographic data depicts an aging population. In the most recent
full year, 46% of the Patient Panel is over the age of 55, up 2% year-over-year, and 24% of the
panel is over 65 years old. In addition to the graph below a detailed analysis of the patient panel
demographics is included in Appendix A (2).

Age Group 2019 2 {;LI;;BI
0-19 1,037 1,010 9.26%
20-54 5,092 4,837 44.36%
55-64 2,404 2,388 21.9%
65+ 2,565 2,669 24.48%
Total 11,098 10,904 100%

In the most recent year, 37% of the Outpatient Surgical Volume at Lowell General is attributable
to patients with government-sponsored health insurance; 27% Medicare and 10% Medicaid
(MassHealth). Lowell General Hospital sees a mix of patients traditionally eligible for Medicare
based on age (77%) as well as patients eligible for Medicare based on disability status (23%). A
detailed analysis of the payer mix is included in Appendix A (2).

Freestanding ASC Eligible Volume:

The Applicant's anticipated surgical volume is a subset of the Patient Panel that constitutes all
Lowell General outpatient surgical cases. Due to a change in practice management software,
only 24 months of historical volume data is readily available. Surgical volume at the proposed
ASC is based on the most recent year of ASC eligible volume currently performed at the existing
HOPD surgery center with additional cases migrating from Lowell General Hospital's Main
Campus and Lowell General Saints Campus. ASC eligible volume is determined by including
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cases reimbursed by CMS on the Medicare Freestanding ASC fee-schedule, acuity level (ASA)
less than 3, and Total Joint procedures that were discharged in under 24 hours.

ASC Volume Projections:

The Applicant aggregated ASC eligible historical volume from its joint venture partners and
overlaid demographic projections and population health data from the Advisory Board to develop
projected volume for the proposed ASC. Historical volume is projected to grow at a conservative
rate over the next 5 years given the sites’ mature operations. This forecast is conservative based
on growing anticipated demand from the aging population, which will increasingly require surgical
services, and a continuing shift of velume from Inpatient or HOPD sites of care to freestanding
ASCs. The shift of volume may be even more pronounced as some patients will seek required
care at COVID-free locations such as ASCs that test their patients prior to surgeries.

Year 2 volume projections are based on FY2019 data with an estimated 2% organic growth
projection for the PSA as estimated by industry experts, such as the Advisory Board, with Year
1 serving as a “ramp up” period. Growth in Year 3 and beyond continues to apply a 2% organic
growth rate with additional cases migrating from the Lowell General Main Campus and Saints
Campus.

Table 1: Historical Volume & Proposed 5-Year ASC Volume Projection

Historical Volume Volume Projections
Service Line 2018 2019 Yearl Year2 Year3 Year4d YearS
MSK - Joints 167 125 28 77 133 136 139
Orthopedics 1,715 1,469 1,104 1366 1565 1,59 1,628
Hand 884 869 722 878 988 1,008 1,028
Plastics 104 102 72 85 109 111 114
Podiatry 138 117 62 85 124 127 129
Spine 36 32 136 171 215 219 223
GYN 144 198 160 195 215 219 223
Total Cases 3,188 2,912 2,284 2858 3,348 3415 3484

PSA-specific outpatient surgical claims data supplied by the Advisory Board indicates
exponential growth across the identified service lines. Demand for Qutpatient Orthopedic
surgical volume is projected to grow 22% through 2023, while Total Joints performed in an
outpatient setting is projected to grow 95%. The remaining service lines are projected to grow by
>10% through 2023,

To determine the number of operating rooms required to serve the projected volume at the
proposed ASC, the Applicant established average surgical case times for each speciaity. The
times include surgical case and room turnover times. Surgeries are expected to have a total time
of 76 minutes of surgery and a 30-minute operating room turnover. Based on these surgical case
times, the Applicant projects a sustainable utilization rate above 72% by Year 3 of operation.

F1.a.ii Need by Patient Panel:
Provide supporting data to demonstrate the need for the Proposed Project. Such

data should demonstrate the disease burden, behavioral risk factors, acuity mix,



health disparities, or other objective Patient Panel measures as noted in your
response to Question F1.a.i that demonstrates the need that the Proposed
Project is attempting to address. If an inequity or disparity is not identified as
relating to the Proposed Project, provide information justifying the need. In your
description of Need, consider the principles underlying Public Health Value (see
instructions) and ensure that Need is addressed in that context as well.

In considering the Proposed Project, the Applicant determined that its Patient Panel would
benefit from access to a freestanding ASC that provides the proposed specialized surgical
services. This determination was made based on an evaluation of the Patient Panel
composition, historical and projected demand, and available resources within the market.

Need for the Proposed Surgical Services

Through the establishment of the freestanding ASC, the Applicant will increase access to
community-based surgical services to serve a Patient Panel that encompasses patients from
the Participating Physicians. The Proposed Project will meet the need of the evolving landscape
of the healthcare delivery system, driven by efficiency, patient choice, convenience,
transparency and a keen focus on driving down TME which is frequently absorbed by patients.
The ASC will serve patients of all ages and socio-economic strata. In addition, as the patient
population demographics continue to change, patients will require greater access to the types
of lower-acuity procedures that the ASC will offer.

Need for Surgical Services in the 55+ Age Cohort

Currently, there is an ongoing trend in Massachusetts toward an aging population, particularly
among those individuals within the 55+ age cohort. Findings from UMASS Donahue Institute
{("UMDI") demonstrate that the Massachusetts state population is expected to increase 11.8%
from 2010 to 2035.3 Further review of UMDI's projections show a dramatic population increase
in the 55+ age cohort.# Between 2020 and 2035, the 55+ age cohort will increase approximately
14% and will comprise 35% of the Commonwealth’'s population; no other age cohort will
experience the same dramatic increase in growth as the 55+ cohort.

Moreover, the Applicant evaluated the population projections for those cities and towns that wili
account for the ASC's projected PSA. The increase in the 55+ population cohort occurring
statewide is also reflected within the PSA. Census data project the 55+ population to increase
by 5% by just 2025.% Increases in demand for outpatient surgeries, including those provided in
an ASC setting, will accompany the projected growth in the 55+ age cohort as the number of
procedures that can be effectively performed in the ASC setting continues to grow.”

Accordingly, there is an ongoing demand for surgery that is related to improved life expectancy
rates, quality of life and the need to treat co-morbidities.? Geriatric surgery demand will continue

} The Massachusetts Secretary of the Commonwealth contracted with the University of Massachusetis Donahue
:nstirute to produce population projections by age and sex for all 351 municipalities.

id.
Sid.
8 Advisory Board Demographic Profiler
’ The report uses the cohorts as defined by the U.S. Census Bureau 2010 Census Summary, which are 0-19, 20-39,
40-64, and 65+. Figure 2.5 in the report demonstrates that where the 65+ cohort increases from 2015 fo 2035, all
oifrer cohorts are predicted to decrease.
® Relin Yang et al., Unique Aspects of the Elderly Surgical Population: An Anesthesiologist's Perspective, 2



to increase as further medical advancements are made and more is known about managing
health conditions that may impact surgical recovery in this patient cohort. The 55+ age cohort
has experienced the greatest increase in number of surgical procedures since 1990, which is a
higher rate of growth than any other age cohort.? Itis expected that at least half of all individuals
in the 55+ age cohort will require surgery, with geriatric surgery representing as high as 53% of
all surgical procedures.’® With the projected growth anticipated to occur in Massachusetts' 55+
age cohort, the Applicant's Patient Panel will experience an increased need for resources to
accommodate growing surgical demand in this population.

For aging patients, the most common and necessary type of surgery is orthopedic surgery,
especially for hip, knee and spinal injuries. These types of surgeries have proven to have a
significant benefit for older individuals, ensuring they can remain active and pain free as they
age. Numerous studies have chronicled the public health benefits of these types of procedures
for older adults, including improved clinical and quality metrics.' Accordingly, increased access
to surgical services, especially orthopedic services will benefit the 55+ age cohort in the PSA.
This population will continue to have convenient access to these services, as most patients
already receive care at this same location, while volume shifting from the main campus will
benefit from easier and more comfortable access outside of the hospital.

Need for Surgical Services for All Populations within the PSA

Public hezlth data outlining chronic diseases within the Commonwealth show an increase of
these conditions and diseases within the 18-64 age cohort.’2 Frequently, specific chronic
conditions related to physical inactivity, poor diet, and obesity are associated with the need for
orthopedic surgeries that can be performed in the ASC setting. The proposed ASC will provide
convenient local access to lower cost surgical services in the community that address numerous
chronic conditions.

Migration of Lower Acuity Surgical Services to Qutpatient Setting

The continuously evolving healthcare delivery landscape has resulted in a shift in the provision
of outpatient surgical procedures from hospitals to an ASC setting. Lower acuity procedures can
be effectively provided in an ASC setting, without requiring a patient to obtain care in a hospital
outpatient department.’® This is due, in part, because ASCs focus on a subset of medical
specialties and surgical procedures, including minimally and non-invasive surgeries, for the
improved provision of care.'* By performing a limited set of procedures, ASC personnel are able
to gain high proficiency and efficiency performing those procedures. This achieves clinical and
operational efficiencies not attainable in a hospital setting as hospital-based operating rooms
must be able to accommodate a wide range of medically complex procedures in the event of an

GERIATRIC ORTHOPAEDIC SURGERY & REHABILITATION 56 (2011), available at
hitps:/Avww.ncbi.nim.nih.gov/pme/articles/PMC3587305/.

¢ Relin, supra note 17.

10 Relin, supra note 17.

% hitps://www.ncbi.nim.nih.govipmc/articles/PMC4551172/

12 hitps:/iwww.mass.govifiles/documents/2017/10/04/MDPH%202017%20SHA%20Chapter%208. pdf

13 Dennis C. Crawford-et al., Clinical and Cost Implications of Inpatient Versus Outpatient Orthopedic Surgeries: A
Systematic Review of the Published Literature, 7 ORTHOPEDIC REVIEW 116 (2015), available at
hitps://www.ncbi.nlm.nih.govipmclarticlesiPMC47039131pdflor-2015-4-6177.pdf

4 POSITION STATEMENT.' AMBULATORY SURGICAL CENTERS (Am. Ass'n of Orthopaedic Surgeons 2010),
available at

https://iwvww. aaos.orgluploadedFilesi1161%20Ambulatorv% 20Surgicai®%20Centers. pdf.
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emergency.'s

Clinical outcomes in the ASC setting are comparable to that of hospital outpatient surgery
departments, with the provision of surgery in ASCs associated with decreased mortality,
morbidity, and hospital admission rates.’® Patients in ASCs experience shorter surgery and
recovery times overall.' There are no disruptions to the surgical schedule in an ASC on account
of acute inpatient or emergent patient needs. As a resuit, patients do not experience delays that
are otherwise prone to occur in a hospital outpatient department. This contributes to greater
convenience for patients and their families when electing a setting for surgical procedures and
drives overall demand for the provision of services in the ASC setting.

The establishment of the Applicant's ASC will result in migration of less medically complex
patients in need of surgeries to a local community-based ASC. The Applicant determined that
sufficient need for ASC services exists among its Patient Panel based on the number of surgical
cases that could be migrated to the ASC setting. Patients will experience reduced wait times in
the ASC, with care available closer to their homes and communities.’ An additional benefit of
the ASC will be the elimination of an overnight stay, which may further drive volume to the
Applicant's ASC versus a hospital surgical department. The Proposed Project will allow the
Applicant to shift those low-acuity surgical procedures that would otherwise go through a hospital
outpatient surgical department to a more cost and operationally efficient outpatient setting that
benefits patients.

Patient Comfort and Safety

On the heels of the COVID-19 pandemic, patient safety and comfort have been accentuated as
paramount factors in health care delivery. Patients seeking care at an ASC rather than a
traditional hospital based setting may benefit from a safer environment due to strict COViD-19
pre-surgical testing and screening protocols all patients must abide by as well as heightened
cleaning and screening protocols implemented for employees. ASCs also offer a more
streamlined service to provide a safer, more personalized and convenient site of care. According
the CDC, approximately 8.95 in 1,000 patients developed a surgical site infection in the hospital
setting. However, only 4.84 in 1,000 patients who had surgery at an ASC developed a surgical
site infection requiring inpatient treatment within 30 days of surgery'®. Given these implications,
it is possible and even likely that an increasing number of patients may actively avoid outpatient
surgical care in a hospital environment in favor of an ASC.

Patient Choice
The emergence of ASCs as an alternative setting for lower acuity surgical procedures provides

patients with alternatives not previously available for obtaining such surgeries. Hospitals are no
longer the only available location at which to have certain surgical procedures. Patients now are

15 Elizabath L. Munnich & Stephen T. Parente, Procedures Take Less Time At Ambulatory Surgery Centers, Keeping
Costs Down And Ability To Meet Demand Up, 33 HEALTH AFFAIRS 764 (2014), available at
https:/iwww.healthaffairs.orgldoilpdfi10.1377 Thithaif.2013.1281.

'8 David Cook et al., From 'Solution Shop' Model to ‘Focused Factor' In Hospital Surgery: Increasing Care Value and
Predictability, 33 HEALTH AFFAIRS 746 (2014), available at

htps:/ivww . healthaffairs.orgldoilpdfl10.1377 1hithaff.2013. 1266

7 Margaret J. Hall et al., Ambulatory Surgery Data From Hospitals and Ambulatory Surgery Centers: United States,
2010, 102 NATL HEALTH STATISTICS REPORTS 1 (2017), available at
https://iwww.cdc.govinchsidatalnhsrinhsri02.pdf

18 https.//www.healthaffairs.org/doi/pdf/10.1377/hithaff.2013.1281

18 https://www.cdc.gov/nhsn/PDFs/dataStat/2009NHSNReport.PDF
11



informed of the benefits of having a lower acuity surgery performed in an ASC. ASCs have
demonstrated clinical outcomes that are as good as hospitals.?® Patients benefit from the lack of
interruptions in scheduling as well as the reduced surgical and recovery times, allowing the
patient to return home faster than for the same procedure performed in a hospital.2! The
presence of an ASC within a patient's community improves access with regard to outpatient
surgeries and offers a practicable alternative to a hospital outpatient department. The ASC
setting further provides patients with options related to costs associated with a surgical
procedure. Due to the elimination of an overnight stay and other hospital overhead costs, a
surgery performed at an ASC will cost less than in a hospital.22 The same procedure performed
at a HOPD costs as much as 48% higher for a Medicare Patient.2? For this reason, ASCs are
able to compete with hospitals on the basis of cost for outpatient procedures. Patients may opt
to obtain surgery at an ASC due to the lower cost. Particularly for those patients who bear a higher
amount of medical costs individually, an ASC offers a lower cost alternative with clinical outcomes
that are as good as a hospital and services provided by the same physician who would perform
the surgery in the hospital setting.

As access to healthcare shifts, patients are seeking services that are more convenient than in a
hospital. All patients in need of low-acuity surgical procedures can benefit from obtaining such
care at a community-based ASC. The 55+ age cohorts would also benefit from having procedures
performed in a streamlined outpatient setting rather than at a hospital, where the activity
associated with a surgical department may be overwhelming. Frequently, these patients find it
difficult to navigate the complex infrastructure of a hospital, finding ASC experiences less
complicated and easier to access (given online registration systems, availability of cost
transparency tools and accessible staff). The availability of ASCs provides patients with a choice
as to where to receive care.

F1.a.iii Competition:

Provide evidence that the Proposed Project will compete on the basis of price, total
medical expenses, provider costs, and other recognized measures of health care
spending. When responding to this question, please consider Factor 4, Financial
Feasibility and Reasonableness of Costs.

The Applicant's expansion of surgical services will not have an adverse effect on competition
in the Massachusetts healthcare market based on price, TME, provider costs or other
recognized measures of health care spending. Rather, the Proposed Project seeks to offer
high-quality surgical care through a lower cost alternative to outpatient surgery performed in
a HOPD. Annually, ASCs perform more than seven million procedures for Medicare
beneficiaries needing same-day surgical, diagnostic and preventive procedures.?* By

2 pavid Cook et al., From 'Solution Shop’ Mode! to 'Focused Factor’ In Hospital Surgery: Increasing Care Value and
Predictabifity, 33 HEALTH AFFAIRS 746 (2014), available at

hitps./Avww.healthaffairs.orgldoilpdf10. 1377 1hithaff.2013. 1266

2\ Hall, supra nots 9. See also Cook, supra note 10. The provision of a surgical procedure in an ASC eliminates an
ovemnight stay. Depending on scheduling, a patient undergoing what would be an outpatient surgery may require
hospital admission for routine recovery. An ASC by its nalure is not equipped for an ovemight patient stay. As a
result, a patient obtaining surgery at an ASC will be discharged the same day as the surgery and will not be admitted
fo the hospital for recovery in the event of schedule overruns.

2 ouis Levitt. The Benefits of Outpatient Surgical Centers. The Centers for Advanced Orthopedics. June 2017;
available at https://iwww.cfaortho.com/media/news/2017/06/the-benefits-of-oulpatient-surgical-centers. The costs of a
procedure performed in an ASC have been found to be approximately 40% to 60% less than in a hospital. See also
POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 34, which indicates that ASC
procedures are 84%of the cost of a hospital for the same procedure.

23 2021 HOPD Medicare Fee Schedule.

Y https://www.ascassociation.org/advancingsurgicalcare/reducinghealthcarecosts/paymentdisparitiesbetweenascsand
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specializing in specific procedures, ASCs are able to maximize efficiency and quality
outcomes for patients.

Typically, ASCs have two goals. The first goal is to ensure that patients have the best surgical
experience possible, including high-quality outcomes. The second goal is to provide cost-
effective care that leads to savings for government and third-party payers, as well as patients.
On average, the Medicare program and its beneficiaries share in more than $2.6 billion in
savings each year when surgery is provided in an ASC. ASC reimbursement rates are up to
48% of the amount. paid to HOPDs.?* Studies provide that if half of the eligible surgical
procedures were shifted from HOPDs to ASCs, Medicare would save an additional $2.5 billion
annually; an additional study estimates the savings to commercial payers to be as high as $55
billion annually.?® Similarly, Medicaid and other insurers benefit from lower prices for services
performed in the ASC setting.?” Patients also typically pay less with coinsurance for procedures
performed in the ASC than in the hospital setting for comparable procedures.?

With the emergence of ASCs as a high-quality care option, health care expenditures for elective
and same day surgical procedures will decrease, reducing overall provider costs, and directly
impacting TME. Consequently, the Proposed Project will compete on the basis of TME and
provider costs. With a shift in surgical volume moving from hospitals to the Applicant, the
savings are estimated to be substantial.

F1.b.i Public Health Value /Evidence-Based:
Provide information on the evidence-base for the Proposed Project. That is, how
does the Proposed Project address the Need that Applicant has identified?

ASC Clinical and Operational Efficiencies

ASCs offer greater clinical and operational efficiencies over traditional hospital outpatient surgery
as the focus of an ASC is on performing a narrow subset of surgical procedures in a limited
number of medical specialties.?® ASCs are designed to provide care for specific categories of
lower acuity surgical cases and for patients who have less risk for complications following
surgery.¥ In the case of the Applicant, the proposed ASC will be offering Orthopedics,
Gynecology, Podiatry, Plastics, Hand, Total Joints, and Spine surgery procedures. A majority of
surgical procedures offered in ASCs are for the musculoskeletal system. The type of surgical
procedures that may be performed in an ASC continues to increase over time, with estimates
indicating approximately one-third of outpatient surgeries are now performed in ASCs.?' The
migration of surgeries to the ASC setting is associated with demonstrated clinical and operational
advantages.

hopds

25 2021 HOPD Medicare Fee Schedule.

28 See also Commercial Insurance Cost Savings in Ambulatory Surgery Cenlers, available at
hitps./iwww.ascassociation.org/HigherLogic/System/DownloadDocumentFile.ashx ?DocumentFileKey-829b 1dd6-
0b5d-9686-e57c-362ed4ab42ca&forceDialog=0

27 Supra note 24

28 Supra note 24

29 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 6

30 Crawford et al., supra nole 5

31 Munnich, supra note 7. The Medicare ASC fee payment schedule covers approximatsly 3,600 outpatient surgical
procedures, This has grown over time, driving higher volumes in ASCs. Estimates indicate that oulpatient surgeries
performed in ASCs have increase from 4% of all outpatient surgeries in 1891 to 38% in 2005. See also POSITION
STATEMENT: AMBULATORY SURGICAL CENTERS, note 6
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ASCs achieve efficiencies from the ability to tailor services to a smaller offering of low-acuity
surgical procedures. Hospital operating rooms, including those dedicated to outpatient surgery,
must be designed with enough space to handle a wide range of procedures in multiple clinical
specialties.® Hospital-based operating rooms must be flexible enough to handle the range in
services provided, with equipment to handle anything from a routine elective procedure to an
emergency room patient in need of immediate invasive surgery. In contrast, ASCs are designed
to accommodate specific surgical specialties, with the operating rooms appropriately sized to
meet such needs. ASC operating rooms are equipped specifically for the types of procedures to
be performed, with operating rooms frequently being used for the same type of surgery on a
continuous basis each day.

Hospital operating room schedules are subject to disruption when an operating room is needed
for an emergent surgery, leading to delays in all subsequent surgeries scheduled for the day.34
ASCs only accommodate routine, scheduled procedures and are not hampered by the
schedule disruptions associated with a hospital surgical department.®* Patients and staff
benefit from the operational efficiencies of ASCs, with procedures performed in ASCs taking
31.8 fewer minutes on average when compared te procedures performed in a hospital. Patients
experience improved procedure scheduling and shorter wait times when an outpatient surgery
is performed in an ASC.%¥ Recovery times for procedures performed in the ASC are typically
shorter, which is also attributable to the evolution of medical devices and pharmaceuticals
administered in connection with surgery.3” Patients spend almost a quarter less time in an ASC
versus in a hospital outpatient surgical department for the same procedure.

ASCs provide a lower cost alternative to hospital outpatient surgery departments. On average,
ASCs are approximately 48% less expensive than a hospital.*® In one instance, a comparison
of hospital outpatient department and ASC costs resulted in the finding that procedures
performed in an ASC are 84% of the cost of the same procedure performed in the hospital
outpatient department.® Some of the savings is the result of not requiring the same overhead
as a hospital surgical service, such as fewer nursing, staffing, laboratory, medication, and
imaging costs. Variation associated with the need for a hospital to be able to adapt to provide
care within different specialties and for varying case complexities increases overall costs for
hospital outpatient surgical departments.*? Additional ASC savings are derived from the
elimination of an overnight patient stay. Overall, the ASC setting is associated with efficiencies
that also reduce costs.

Provision of High Quality Surgical Services

32 Munnich, supra note 7.

33 | ovitt, supra note 12.

3% Munnich, supra note 7.

35 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra nole 6.

3% See also Hall, et al, supra note 11. A patient undergoing ambulatory surgery at a hospital spends, on average,

63 minutes in the operating room, 37 minutes in surgery, and 89 minutes in postoperalive care; in conlrast, a patient
undergoing an ambulatory procedure in an ASC spends an average of 50 minutes in the operaling room, 29 minutes
in surgery, and 51 minutes in postoperalive care.

37 Qutpatient Surgeries Show Dramatic increass, 10 Health Capital Topics 1 (2010),

available at hitps:liwww.healthcapital.com/hco/newsletter/05_10/0ulpatient.pdf

38 2018 HOPD Medicare Fee Schedule.

39 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 6.

40 Crawford, et al., supra note 5. See also Cook et al,, supra note 10.
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Patients who undergo surgery in the ASC setting experience a number of benefits associated
with high-quality surgical services. Rates of revisit to the hospital one week post-surgery
are lower for ASC patients.*! Infection rates for procedures performed in ASCs are half that
for the same procedures performed in the hospital setting.4? Patients experience improved
pain levels and less nausea when receiving surgery in an ASC.*3 There also are better thirty
day outcomes, including reductions in pneumonia, renal failure, and sepsis as well as no
demonstrated increase in morbidity, mortality, or readmission.** In fact, major morbidity and
mortality following ASC procedures are extremely rare.®> These are all factors associated with
high quality surgical service delivery.

individualized Patient Care

With the increasing availability of ASCs, patients have greater options to choose from when
selecting an appropriate setting for outpatient surgical services. Growth in minimally invasive
or non-invasive procedures has led to an increase in the ability to perform surgery on an
outpatient basis.*® These surgeries are considered lower-acuity and have fewer complexities
than other types of procedures, such as fewer surgical cuts or incisions and decreased
blood loss.#’

Anesthesia needs for these low- acuity procedures can be met in an ASC due to
ongoing developments in the delivery of anesthetics.®® As more low-acuity surgeries are
performed in the outpatient setting, patients are able to select outpatient centers that will
meet their individual needs.

The Role of an ASC in an Integrated Care Delivery System

ASCs play an important role as part of a robust and diverse care delivery system. ASCs can
accommodate certain low-acuity surgical procedures that otherwise must be performed in a
hospital outpatient surgery department. The presence of an ASC resdults in a decrease in the
number of outpatient procedure performed at a hospital.*® Lower-acuity procedures can be
handled more effectively in the ASC setting instead of a hospital surgical department, allowing
hospitals to better focus resources on treating more acutely ill patients. This allows migration of
low-acuity procedures out of the hospital into a more clinically appropriate setting, freeing
resources in order for hospitals to continue to accommodate medically complex or emergency
patients.

ACOs were created as a means to improve health care delivery while also achieving savings
in the provision of care.®® Another one of the objectives of ACOs is to achieve population

4 L gvitt, supra note 12.

42| svitt, supra note 12.

3 Crawford, et al., supra note 5. See also Cook et al., supra note 10.

“ Cook et al., supra note 10.

S Crawford, et al., supra note 5. This is likely due to the selection of healthier, less medically complex patients to
receive care in an ASC.

468 Qutpatient Surgeries Show Dramatic Increase, 10 HEALTH CAPITAL TOPICS 1 (2010), available at
https://iwww. healthcapital.com/mee/newsiefter/05_10/0utpatient pdf

47 Supra note 44

48 Supra note 44

4% John Bian & Michael A. Morrisey, Free-Standing Ambulatory Surgery Centers and Hospital Surgery Volume, 44
INQUIRY 200 (2007), available af htip:/journals.sagepub.com/doilpdf/10.5034/inquiryjrnl_44.2.200.

%0 Department of Healthcare Policy and Research, Virginia Commonwaealth University Schoof of Medicine. Policy
Brief: Accountable Care Organizalions, January 2015, available at
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health; that is, addressing factors such as social determinants of health to affect an overall
increase in the health of a population.?* This shifts the focus to a community model that
requires collaboration among the members of the ACO to achieve the ACQ's population health
goals.

Better access to care can achieve the outcomes denoted above, meaning that the presence of
an ASC in a community can improve access to value-based outpatient surgical care.
Furthermore, coordinated care among members of the ACO is necessary in order to meet the
health care delivery, savings, and population health goals of an ACC. ASCs play a beneficial
role in ACOs as they offer a lower-cost alternative setting to hospital surgical departments for
the provision of outpatient surgery.52 The physicians who practice at the ASC are part of the
ACO, allowing for coordination of care between the ASC and the physicians to eliminate
fragmentation of care.

The Applicant's ASC will contribute to the overall functions of The Lowell General PHO/Wellforce
Inc., ACO as it achieves the goals of cost containment, improving population health, and
improving care delivery. The ASC will provide an alternative setting for ACO members in need
of low-acuity outpatient surgeries. The migration of these procedures to the ASC will have
associated cost savings and improved clinical outcomes through operational efficiencies at the
ASC.

F.1.b.ii _Public Health Value /Outcome-Oriented: Describe the impact of the
Proposed Project and how the Applicant will assess such impact. Provide
projections demonstrating how the Proposed Project will improve health outcomes,
quality of life, or health equity. Only measures that can be tracked and reported over
time should be utilized.

Improving Health Qutcomes and Quality of Life

The Applicant anticipates that the Proposed Project will provide the Applicant's patients with
improved health cutcomes and improved quality of life through additional access to high-quality
surgical services by expanding capacity in the community setting. As more fully discussed in
Factor F.1.b.i., shifting patients to a freestanding ambulatory setting allows for high-quality, lower-
cost care closer to home. The Proposed Project will offer greater throughput pre/post-surgery,
ensuring an expedited, patient-centered experience for patients.

The Proposed Project is designed to utilize industry-defined best practices for quality, efficiency
and effectiveness. High quality care is achieved in the following ways: 1) By placing a focus on
specific specialties and their associated surgeries, physicians are able to provide efficient, expert
care to patients; 2) Maximizing process improvement initiatives; given that the Proposed Project
will focus on specific specialties and associated surgeries, clinical staff will develop and
implement a robust program for reviewing quality of care outcomes, identifying best practices
and implementing performance improvement initiatives; and 3) Transforming the care
experience for patients in the ASC setting; clinical and administrative staff have the ability to
narrow their focus to the noted specialties, which allows these staff to more effectively control
scheduling, thereby eliminating delays, backlogs and rescheduled procedures. Consequently,

hitps:t/hbp.veu.eduimedialhbp!poficybriefs/pdfsNCU_DHPR_ACO_Finafweb.pdf

51 Karen Hacker and Deborah Klein Walker. Achieving Population Health in Accountable Care Organizations. Am J
Public Heaith. 2013 July; 103(7): 1163-1167.

52 ACA will bring more patients to ASCs~- but will profits follow? OR Manager, Vol. 30 No.2, February 2014, available
at hiips./www.ormanager.com/wp-contenUuploads/2014/02/0RM_0214_p.29_ASC_Health_Reform.pdf
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ASCs have less unpredictability than a hospital based outpatient departments in regard to
scheduling. Together these care components will transform the care process for patients,
providing improved quality of life and leading to higher quality outcomes.

The Applicant will also implement amenities that assist in creating a higher level of patient
satisfaction. These tools include an online pre-registration system that will allow patients to
register from the comfort of their homes, rather than waiting prolonged periods of time in a clinical
setting. This technology platform is available in over 70 languages to ensure all patients within
the community have access to pre-registration capabilities. The Applicant also will provide price
transparency, allowing patients to estimate prices for their procedures, as well as online payment
portals, offering greater communication between administrative staff and patients. These tools
provide transparent, expedited administrative processes for patients unlike more complicated
hospital based outpatient departments.

Furthermore, the Applicant re-affirmed the Iocation of the Proposed Project based on
accessibility and convenience to patients from the noted PSA. Situated in close proximity to major
thoroughfares and public transportation, the site for the Proposed Project will offer ample access
improving patient experience. Accordingly, these combined care tools will ultimately lead to
improved patient experience and higher quality process and clinical outcomes.

Assessing the Impact of the Proposed Project

To assess the impact of the proposed Project, the Applicant developed the following quality
metrics and reporting schematic, as well as metric projections for quality indicators that will
measure patient satisfaction and quality of care. The measures are discussed below:

1. Patient Satisfaction: Patients that are satisfied with their care are more likely to seek
additional treatment when needed. The Applicant will review patient satisfaction levels with
the ASC's surgical services.

Measure: The Outpatient & Ambulatory Surgery Community Assessment of Healthcare
Providers and Systems (OAS-CAHPS) survey will be provided to all eligible patients.
The OAS-CAHPS survey focuses on six (6) key areas:

1} Before a patient's procedure

2) About the ASC facility and staff

3) Communications about the patient's surgical procedure

4} Patient recovery

5) Overall experience

6) Patient demographic information.

Projections: As the ASC is not yet operational, the Applicant established a benchmark
of 85.8% for the "Overall Rating of Care", which is the top decile for reporting providers.

Monitoring: Any category receiving a less than "Good" or satisfactory rating will be
evaluated, and policy changes instituted as appropriate. Metrics will be reviewed
quarterly by clinical staff.

2. Clinical Quality - Surgical Site Infection Rates: This measure evaluates the number of
patients with surgical site infections and aims to reduce or eliminate such occurrences.
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Measure: The number of patients with surgical site
infections.

Projections: The ASC plans to achieve or be better than the national benchmark of
0.10% surgical site infection rates, ultimately reaching a target of 0%.

Monitoring: Reviewed quarterly by clinical staff.

3. Clinical Quality — Pre-Operative Time-Out: This measure ensures pre-operative compliance
with practices aimed at ensuring high quality outcomes among members of the care team
and promoting communication,

Measure: The procedure team conducts a pre-operative time out.

Projections: A pre-operative time-out will be completed 100% of the time on all
surgical cases in the ASC.

Monitoring: Reviewed quarterly by clinical staff.

F1.b.iii _Public Health Value /Health Equity-Focused: For Proposed Projects
addressing health inequities identified within the Applicant's description of the
Proposed Project’s need-base, please justify how the Proposed Project will reduce
the health inequity, including the operational components (e.g. culturally competent
staffing). For Proposed Projects not specifically addressing a health disparity or
inequity, please provide information about specific actions the Applicant is and will
take to ensure equal access to the health benefits created by the Proposed Project
and how these actions will promote health equity.

To ensure health equity to all populations, including underserved populations, the Proposed
Project will not adversely affect accessibility of the Applicant's services for poor, medically
indigent, and/or Medicaid eligible individuals. The Applicant will not discriminate based on ability
to pay or payer source following implementation of the Proposed Project. As further detailed
throughout this narrative, the proposed Project will increase access to high-quality surgical
services for all patients by offering a low-cost alternative in the community setting. Specifically
researchers have found that the highest-risk Medicare patients are less likely to visit an
emergency department or be admitted to a hospital following outpatient surgery in an ASC
setting.>® Moreover, provision of care in the ASC setting is associated with efficiencies,
convenience and cost savings, all of which promote patient satisfaction and lead to improved
quality of life.>4

The population within the PSA of the Proposed Project reflects diversity that necessitates
implementation of culturaily appropriate support services to ensure improved patient experience
and higher quality outcomes. Accordingly, the Applicant will employ culturally competent staff

53 Munnich & Parents, supra note 6; Levilt, supra note 9.

54 HEALEY & EVANS, supra note 5; Munnich & Parents, supra note 6; POSITION STATEMENT: AMBULATORY
SURGICAL CENTERS, supra nofe 6; ASCs: A POSITIVE TREND IN HEALTH CARE, supra note 7; Levitt, supra
note 9; The ASC Cost Differential, supra note 36; SULTZ AND Young, supra nole 46; Heaith-Related Quality of Live
& Well-Being, HEALTHYTPEOPLE.GOV, hitps:/Aiwvww.healthypeople.gov/2020opics-objectivesftopoc/health-related-
quality-oflife-well-bewing
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and plans to develop a robust translation services program. The Applicant will offer multiple tools
to address language barriers, including Language Line and InDemand interpreting to provide
multiple options for translation services.

Language Line provides quality phone and video interpretation services from highly trained
professional linguists in more than 240 languages 24 hours a day, 7 days a week, facilitating
more than 35 million interactions a year. InDemand offers leading-edge medical interpreting
solutions, such as video interpretations, allowing clinicians to provide their limited English
proficient, Deaf and hard of hearing patients with access to the highest quality healthcare.
Together, these solutions will eliminate language barriers for patients and ensure culturally
appropriate care.

Furthermore, as previously discussed, the Applicant will offer price transparency tools to ensure
that all patients have access to current pricing information. By providing this information patients
may determine if specific procedures are affordable. The Applicant also will provide financial
counselors for assistance in understanding insurance benefits.

F1.b.iv Provide additional information to demonstrate that the Proposed Project
will result in improved health outcomes and quality of life of the Applicant’s
existing Patient Panel, while providing reasonable assurances of health equity.

The Proposed Project will allow for the expansion of lower-cost surgical services in the
community setting. This alternative point of access, which boasts similar quality outcomes as
outpatient hospital surgical services, is a convenient setting that reduces travel time for
patients and offers more convenient parking options, thus keeping additional care local. The
Applicant also plans to implement numerous amenities, including patient access tools, such as
pre-registration functionality and a cost transparency application, to improve patient experience
and ensure high rates of patient satisfaction.

F1.c Provide evidence that the Proposed Project will operate efficiently and
effectively by furthering and improving continuity and coordination of care for
the Applicant’s Patient Panel, including, how the Proposed Project will create
or ensure appropriate linkages to patients’ primary care services.

Through the Proposed Project, the Applicant will combine physician engagement with a strong
technology infrastructure to ensure continuity of care, improved health outcomes and care
efficiencies. The technology infrastructure for the Proposed Project encompasses streamlined
patient access tools that offer pre-registration functionality. These tools interface with an
electronic medical record ("EMR") system to amalgamate necessary patient health information,
such as medical history, allergies and medications that is reviewed by surgeons and
anesthesiologists. EMR functionality also allows surgeons to share operative notes and
post-operative discharge instructions with primary care physicians ("PCPs"), so both physicians
may track a patient's progress post-discharge. The EMR also tracks a patient's pre-operative
medications to ensure appropriate dosing, as well as necessary post-operative prescriptions.

While a strong technology foundation is the first step in providing coordinated care, the
Applicant's administrative leaders will carry out other processes to ensure continuity of care,
including engaging surgeons in developing policies and procedures that assist in increasing
communication with PCPs. For example, in the event that a patient is unable to have surgery
because they have failed to follow instructions by the surgeon, communication between the
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surgeon and PCP may address the issue, so the patient is aware of appropriate preparation for
surgery. Developing strategies for timely communication amongst providers ensures higher
quality outcomes for patients, especially those with co-morbidities that struggle with
psycho-social support needs. An assigned care manager will follow-up with the patient to
determine if they have any needs post discharge. Accordingly, these efforts will ensure patients
have efficient and coordinated care.

Furthermore, in an effort to improve care efficiencies and coordination, upon discharge a nurse
manager will provide appropriate discharge instructions for all patients. Specifically, all patients
will receive detailed written discharge instructions from their care team. A nurse will review the
instructions with the patient and the family at the time of discharge. Each patient will receive a
brightly colored folder to ensure the patient cannot misplace the instructions. Additionally, the
surgeon has the ability to record the post-operative message, which details the surgery and
post-operative instructions. This video will be embedded into electronic post-operative
instructions along with the same hard-copy information the patient received at the facility. The
electronic information will also be emailed, using HIPPAA-compliant protocols, so in the event
that the patient or family misplaces the hard copy, they will have the same instructions in their
email inbox. This affords the ASC and the surgeon the opportunity to guarantee the patient is
armed with the appropriate discharge information, and ensure a safe and speedy recovery.
This double-pronged approach has proven to be successful at other ASCs, and facilitates
continuous communication with the patient, thereby improving patient satisfaction and quality
of care.

The ASCs EMR will allow for the perioperative record to be exported and shared with the
patients primary care physician, or others on the patients care team
electronically. Additionally, the medical record is also present in the surgeon'’s clinic, and the
surgeon can discuss the patient’'s outcomes even when outside the ASC.

F1.d Provide evidence of consultation, both prior to and after the Filing Date, with
all Government Agencies with relevant licensure, certification, or other
regulatory oversight of the Applicant or the Proposed Project.

Since a broad range of input is valuable in the planning of a project, the Applicant carried out a
diverse consultative process with individuals at various regulatory agencies regarding the
Proposed Projects. The following individuals are some of those consulted regarding this Project:

» Department of Public Health: Determination of Need Program; Lara Szent-Gyorgyi,
Program Director; and Ben Wood, Director, Office of Community Health Planning and
Engagement.

MassHealth: Steven Sauter, Director, Acute Hospital Program

o Executive Office of Health and Human Services: Robert McLaughlin, Director of
Legislative Affairs

s Health Policy Commission: Megan Wulff, Deputy Policy Director; Sasha Hayes-Rusnov,
Senior Manager; Katherine Mills, Policy Director; Lois Johnson, General Counsel Sydney
Birnbaum

F1.e.i Process for Determining Need/Evidence of Community Engagement:
For assistance in responding to this portion of the Application, Applicant is
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encouraged to review Community Engagement Standards for Community Health
Planning Guideline. With respect to the existing Patient Panel, please describe the
process through which Applicant determined the need for the Proposed Project.

The Applicant's joint venture partners identified the need to establish an appropriate,
community-based setting where patients can obtain low-acuity cutpatient surgical services. It
was determined that the establishment of a freestanding ASC would improve access to
outpatient surgical services. The Applicant engaged the community in order to more fully
involve patients and families regarding the proposed ASC.

To meet the community engagement standards set forth by the Department of Public Health,
the Applicant and the Participating Physicians conducted two informational
sessions/community forums. These forums were publicized at individual practice locations and
via email invitation to patients. These presentations sought to inform community members
about the ongoing global shift from inpatient to outpatient procedures as part of the evolving
health care delivery landscape. Information was presented on the benefits of having surgical
procedures in an ASC setting, including the convenience and cost-efficiencies that this setting
affords patients.

F1.e.ii Please provide evidence of sound Community Engagement and consultation
throughout the development of the Proposed Project. A successful Applicant will,
at a minimum, describe the process whereby the "Public Health Value" of the
Proposed Project was considered, and will describe the Community Engagement
process as it occurred and is occurring currently in, at least, the following
contexts: Identification of Patient Panel Need; Design/selection of DoN Project in
response to "Patient Panel” need; and Linking the Proposed Project to "Public
Health Value”.

To ensure sound community engagement throughout the development of the Proposed Project,
the Applicant engaged the community in order to more fully involve patients and families
regarding the proposed ASC.

To date, the Applicant and its Participating Physicians have conducted the following
engagement activities:

¢ Publicizing and holding of forum with Merrimack Valley Orthopaedics Association on
December 7*, 2020.

¢ Publicizing and holding of forum with OSA Orthopaedics on December 7', 2020
¢ Publicizing of a legal notice on Shields and Lowell General's websites.

For detailed information on these activities, see Appendix A (3) (a) and Appendix A (3) (b) which
includes an invitation to the meetings, as well as the presentation explaining the public health
value of the proposed project.

Factor 2: Health Priorities

Addresses the impact of the Proposed Project on health more broadly (thatis, beyond
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the Patient Panel) requiring that the Applicant demonstrate that the Proposed Project
will meaningfully contribute to the Commonwealth's goals for cost containment,
improved public health outcomes, and delivery system transformation.

F2.a. Cost Containment:

Using objective data, please describe, for each new or expanded service, how
the Proposed Project will meaningfully contribute to the Commonwealth’s goals
for cost containment.

The goals for cost containment in Massachusetts center on providing low-cost care alternatives
without sacrificing high-quality services, The Massachusetts Health Policy Commission, an
independent state agency charged with monitoring health care spending growth in
Massachusetts and providing data-driven policy recommendations regarding health care
delivery and payment system reform, set the following goal for cost containment: Better health
and better care - at a lower-cost - across the Commonwealth. Consequently, the proposed
Project meets this goal by providing qualifying lower-acuity patients with high-quality surgical
services in a cost-effective setting. As previously discussed, ASC reimbursement rates are
48% of the amount paid to HOPDs.? Studies provide that if half of the eligible surgical
procedures were shifted from HOPDs to ASCs, Medicare would save an additional $2.5 billion
annually. Similarly, Medicaid, other insurers and patients benefit from lower prices for services
performed in the ASC setting given lower levels of reimbursement and less coinsurance
payments.

Patients receiving surgical services through the proposed ASC also will have access to
experienced, expert surgeons and clinical staff. This expertise leads to care and cost
efficiencies, leading to overall reduced provider price, costs and TME. Accordingly, the
proposed Project will lower price and in turn costs for the noted surgical services, leading
to overall reduced TME and total healthcare expenditures.

F2.b. Public Health Outfcomes:
Describe, as relevant, for each new or expanded service, how the Proposed
Project will improve public health outcomes.

Providing access to expedited, expert surgical care in the community setting will improve public
health outcomes and patient experience. First, clinical staff, including surgeons providing
surgical services in ASCs focuses on specific specialty surgeries annually. Consequently,
studies have shown that this narrow focus leads to greater expertise among clinical staff and
creates care efficiencies that lead to improvement in process and clinical outcomes, as well as
patient experience. Second, patient experience will be improved through convenient access to
the facility, ample parking, and expedited scheduling of procedures. The ASC will also offer
patient-centered technology, such as pre-registration system and cost transparency tools.
When patients receive timely care, in the appropriate setting and achieve cost savings both the
healthcare market and patients benefit.

F2.c. Delivery System Transformation:

Because the integration of social services and community-based expertise is
central to goal of delivery system transformation, discuss how the needs of the
patient panel have been assessed and linkages to social services organizations
have been created and how the social determinants of health have been

55 2018 HOPD Medicare Fee Schedule.
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incorporated into care planning.

As further discussed in Section F.1.c., patients will be provided with access to care
management services in two ways. First, prior to discharge, patients will meet with a case
manager that will screen patients for social determinant of health needs. If after screening a
patient needs additional services, the individual will be linked tc a care manager, who will
help the individual access local resources. To facilitate these referrals, the care manager will
develop relationships with primary care practices and social work resources within the ACOs
that refer patients to the ASC. Accordingly, these efforts will ensure patients are linked with
appropriate community resources to address social determinant of health needs.

Factor 5: Relative Merit

F5.a.i Describe the process of analysis and the conclusion that the Proposed
Project, on balance, is superior to alternative and substitute methods for meeting
the existing Patient Panel needs as those have been identified by the Applicant
pursuant to 105 CMR 100.210(A)(1). When conducting this evaluation and
articulating the relative merit determination, Applicant shall take into account, at
a minimum, the quality, efficiency, and capital and operating costs of the
Proposed Project relative to potential alternatives or substitutes, including
alternative evidence-based strategies and public health interventions.

Proposal: Transition a Hospital Based ASC to a Freestanding Licensed ASC

Quality: Surgical services and related care provided in an ASC are high quality, with clinical
outcomes that are equal to or better than HOPD surgical departments for the same
procedures.

Efficiency: The specialization of services offered at the ASC will allow the Applicant to achieve
clinical and operationat efficiencies. Lower-acuity cases can be shifted from hospital
outpatient surgical departments to the ASC, which will achieve cost savings. Clinical
efficiencies will be achieved through the use of highly trained staff and the ability to maintain
a more uniformed schedule, allowing for high quality patient outcomes.

Capital Expense: Establishment of the ASC will result in a one-time capital expense to
renovate an existing surgery center, inclusive of adding a 4" OR.

Operating Costs: The operating expenses (excluding depreciation and interest) anticipated for
Year 1, the first full year of operation of the ASC, are expected to be $5,432,984.

Projected Savings: Shifting volume from higher HOPD rates to a lower freestanding rate
structure will generate downstream savings for TME.

Alternative Option for the Proposed Project:

Alternative Proposal: Do not establish a freestanding ASC and continue serving patients
through the existing operating rooms at their current site of care (i.e. Hospital Outpatient
Departments).

Alternative Quality: This alternative is not sufficient to meet the combined patient panel's
need for low-cost and high-quality outpatient surgical services in the community. It also
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does not address the needs to upgrade ORs and equipment in order to stay operational,
thereby negatively impacting quality outcomes.

Alternative Efficiency: Not establishing a freestanding ASC will result in continued clinical
and operational inefficiencies due to the limitation in providing on-time surgical services in a
hospital setting.

Alternative Capital Expenses: Capital expenses initially would not change under this
alternative, but would increase at a later time in order to renovate the existing operating rooms
where care is currently provided.

Alternative Operating Costs: Taking no action to establish a freestanding ASC and
continuing to offer low- acuity surgical procedures in the hospital outpatient department,
ultimately would result in increased operating costs and higher TME for patients served in the
market.
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Shields ASC

Chelmsford Surgery Center
Demographic Data
Age Group FY2018 FY2019
19 and under 9.34% 9.26%
20-54 45.88% 44.36%
55- 64 21.66% 21.90%
65+ 23.11% 24.48%
‘Town FY2018 FY2019
Lowell 058 (30%) 869 (30%)
Dracut 374 (12%) 372(13%)
|Chelmsford 215(7%) 227 (8%)
I Tewksbury 155 (%) 156 (5%)
Tyngsboro 139 (4%) 141 (5%)
Westford 108 (3%) 105 (4%)
North Chelmsford 90 (3%) 81 (3%)
Nashua (NH) 76 (2%) 77 (3%)
Billerica 83(3%) 77 (3%)
Petham {NH} 73 (2%) 70(2%)
Subtotal: 75% Patient panel (based on 2019 data) 2,271 2,175
Remaining locations 917 (29%) 737 (25%)
Tatal
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APM Contract Percentages

ACO and APM Contracts

53%

LNun-A(:O and Non-APM Contracts

a1%




1020 Lowell General Hospital Payer Mix

Payer Mix-List Percentages

All Other (e.g. HSN, Self-Pay, TriCare)

Commercial PPO/Indemnity 39.50%
Commercial HMO/PDS 21.73%
MassHealth 1.48%
Managed Medicaid (Private Medicaid/Medicaid MCOs) 6.61%
Commercial Medicare (Private Medicare/Medicare Advantage) 5.98%
Medicare FFS 17.23%

7.47%
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The Future of High-Value
Surgical Services

FREE-STANDING AMBULATORY SURGICAL SERVICES IN NORTH CHELMSFORD,
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Our vision:

Welcome and thank you for your inlerest in this project

We are exclied o share our plans to renovate Lowell General Hospital's existing ambulatory surgery center (ASC) located at
10 Research Place, North n:w__w:aoa. Massachuselis

This project will fransform the existing facility into a state-of-the-art 4 operating room (OR) ASC

The ASC will specialize in oulpatient surgical services, including orthopedic; total-joint: podiatry: neuro-spine; gynecology;
plastic and hand surgeries

The ASC will operate on a freestanding fee schedule which will lower the cost of services

._m__.m ASC Is a joint venture parinership belween communily physicians, Lowell General Hospital and Shields Health Care
oup

This Is an opportunity to infroduce you fo some of the individuals involved, solicit your feedback & any answer questions



What is an ambulatory surgical center

(ASC)?

Medical facliity that offers ouvipatient or “day-surgery” procedures

Patients arrive, undergo surgery and go home the same day
Provides patients with the convenience of having non-complex surgerles locally, where they live and work

ASCs have an excellent record of safety and quality and provide patient outcomes that equal or exceed the
resulls provided by every other site of oulpatient surgical care - including hospitals

Surgeries performed at ASC's cost up to 40% less* than surgeries 'ormed in hospitals or hospital oulpatient
am_mnusmﬂw. which will iranslate to _w_wmna unsznmqo.. vn__mu:_u _q. n_m_ﬂ aon_cn-__u_m:mn_#. _u_n:u.vsn

Patients report a 92% salisfaction rate for surgeries performed at ASCs.

“Rased off Medicare Fee Schedule



Benefits of an ASC

® procedures up fo 40% less compored fo Inpatient or
hosplial ouipatient seltings

e grealer scheduling flexibiiity
® more personal cifention

e lower cost opfion for pallents
® home the some day

&  eusy, convenlent location
s public ransporiation
® provides local opfion for physiclans fo preform surgeries

* speciclizafion in oulpatient surgeries allows for grealer
officlencies

= shifts appropricie care from Inpatient fo oulpatient




Summary: Chelmsford ASC

Shields Health Care

Services

¢ newly renovaled siale-of-the-art space
e same convenlent location ~ lower cost of cara




Next Steps

7 e

WE WANT YOUR INPUT WE WILL KEEP YOU INFORMED
on the concept of an ASC as project progresses with DPH
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Our vision:

Welcome and thank you for your interest in this project

We are excited o share our plans fo renovate Lowell General Hospital's existing ambuia SUT center (ASC) located ai
10 Resecrch Place, North n:w__naao-n. Massachusefis o fory suemery

This project will fransform the exisfing faciily into a siale-of-the-art 4 operating room (OR) ASC

The ASC will specialize In outpatient surgical services, including orthopedic; total-joint; podialry; nevro-spine; gynecology:
plastic and _..nu:m%ncquo:oa

The ASC will operate on a freestanding fee schedule which will lower the cost of services

._.%m ASC Is a Joint venture parinership belween community physicians, Lowell General Hospital and Shiekds Health Care
oup

This Is an opportunily to inkkoduce you fo some of the Individuals involved, solicit your feedback & any answer questions



What is an ambulatory surgical center

(ASC)?

Medical facliity that offers outpalient or “day-surgery” procedures

Patients anive, undergo surgery and go home the same day
Provides patfienis with the convenience of having non-complex surgeries locally, where they live and work

ASCs have an excellent record of safety and quality and provide patient outcomes that equal or exceed the
results provided by every other site of outpatient surgical care - including hospitals

mc—om-_mm o-:_mno.>mn.mnonc3§_oum..-=n:uioa o..:..on.::omwo:_oun_oiﬂn__mi
nmﬂn::._mﬂw_.._i:_n_.. will ranslate to w___.m& savings for vn:on:ora in ﬂ. deductible :ﬂﬂ:%:: n_a_._m._u:

Patients report a 927% satisfaction rate for surgeries performed at ASCs.

“Sased off Medicare Fee Schedule



Benefits of an ASC

_ * procedures up fo 40% less compared to inpatient or
_ Lower costs _

e greater scheduling Nexiblity
Provides greater patient ® more personal atfention

experience X _o:nf_ﬂnao!o:n”uaaaw
_ Keeps care to the easy, convenient location
public ransporiation

_ } .
. community o provides local opHion for physiclans o preform surgerles

o | Increases accessibility of ® speciailzation in ouipatient surgeries allows for greater

_ care = shifts oppropricle care from inpatient to outpatient




Summary: Chelmsford ASC

Shiefds Health Care |

¢ newly renovaled siale-of-the-art space
¢ some convenient localion - lower cost of care




Next Steps
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WE WANT YOUR INPUT WE WILL KEEP YOU INFORMED
on the concept of an ASC as project progresses with DPH
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EXECUTIVE SUMMARY

Lowell General Hospital, the Greater Lowell Health
Alliance, and the University of Massachusetts
Lowell work together to conduct an assessment

of community health needs for the communities
of Greater Lowell every three years. This region
includes the cities and towns of Billerica,
Chelmsford, Dracut, Dunstable, Lowe!l, Tewhsbury,
Tyngsborough, and Westford, This assessment
evaluates the overall health of the community
members, overviews the strengths and weaknesses
of the area's health services, identifies health
barriers and social determinants of health, and
provides recommendations to improve the health
of its residents.

information gathering for this health assessment
included 20 listening sessions with over 200
participants, 19 key informant interviews, and
1,355 surveys completed by community members.
Secondary resources were gathered to provide
demographic, socioeconomic, and public

hezlth data.

The top priority health issues identified by the
Community Health Needs Assessment Survey
respondents were mental health issues, substance
addiction, alcohol abuse/addiction, cancer, and
nutrition, Other health issues included obesity,
heart disease, diabetes, infectious diseases, and
tick/insect ilinesses. The top priority community
safety issues are domestic violence, bullying, drug
trafficking, sexual assault/rape, and unsafefillegal
gun ownership., Additional community safety issues
include human trafficking, discrimination based
on race, gang activity, discrimination based on
immigration status, and discrimination based on
¢lass or income.

The most frequently reported health issues for
Community Health Needs Assessment Survey
respondents themselves are anxiety; depression;
vision problems; bone, joint, and muscle iliness;
and high cholesterol. The most frequently reported
issues for people participants know were cancer,
alcohol abuse/addition, diabetes, high blood
pressure, and depression. The most frequently
reported health barriers for the respondents are a
negative healthcare experience from their provider,
inability to afford medication, inconvenient office

hoirrs, inability to afford mental health services, and
inability to find a provider accepting new patients.

The top health problems revealed from the listening
sessions and interviews are mental health issues,
substance use/alcohol disorders, obesity, diabetes,
infectious diseases, respiratory diseases (e.g. asthma
and chronic obstructive pulmonary disease), cancer,
and cardiovascular disease. Populations recognized
in the community at greatest risk of health problems
are people who identify as immigrants and refugees,
the elderly population, people who earn low-wages,
people who are homeless-experienced, teenagers
and youth, and people who are part of the LGBTQ
{lesbian, gay, bisexual, transgender, and queer)
community.

The major strengths of the health system in the
Greater Lowell area identified by listening sessions
and interviews are the availability of the Lowell
Community Health Center (LCHC) and Lowell
General Hospital. Both health entities provide wide
ranges of services and collaborate with other health
professionals and agencies in the region to address
the health concerns of the communities. Other
strengths include the growing number of urgent care
facilities that reuce emergency room utilization
and the process of the Community Health Needs
Assessment that allows community members to
communicate with key stakeholders about health.

The major weaknesses identified from listening
sessions and interviews include a need for culturally
competent health care providers, shortages of certain
types of health care providers, long wait times for
appointments, and a lack of continuum of care.
Lack of transportation and limited access to mental
and behavioral health services were also stated. In
particular, residents that speak a language other
than English face greater difficulties in accessing
transportation and optimal care. Community
members also noted a lack of adequate proficient
interpreters and translators.

The most prevalent barriers to obtain health services
mentioned by listening sessions and interviews
participants are transportation, health insurance,
increase of medical refated costs, and the stigma
and discrimination related to those with substance



use disorders and mental health issues. The
increase in minimum wage over time was found to
be a challenge for families to qualify for subsidized
health coverage. Income for some low-wage workers
can put them just above the income eligibility limit,
resulting in these individuals being unable to afford
health insurance.

Public health indicators from secondary

sources compared between Lowell, Greater

Lowell communities, and state of Massachusetts
include cardiovascular disease, obesity, diabetes,
smoking, respiratory disease, mental health,
substance use, cancer, and infectious disease.
Many health indicators show a greater need for
intervention in the city of Lowell compared to the
Greater Lawell region. This result is not surprising
due to the considerable socioeconomic impacts on
health in Lowell's urban community.

This iteration of the community health needs
assessment has specifically evaluated social
determinants of health to better understand

their impact on the health needs of the community.
The soclal determinants of health addressed in

this report include the built environment, social
environment, housing, violence, education, and
employment. These factors contribute to the health
outcomes of the Greater Lowell region and are
closely linked to the health disparities existing

at both the community level and staie level.

Housing affordability, access to food, and
unemployment are some of the key measures

that contribute the health outcomes of the area.
More than 50% of the housing stock in Billerica,
Chelmsford, Dracut, Lowell, and Tewksbury was
built before 1979, which contributes to higher lead
exposures. Excluding Dunstable, more than 40%
of rental units cost more than 30% of the average
household income in the area. Lowell has the highest
gross rent as a percent of Income and is the fourth
most axpensive city in the state of Massachusetts.

The population in Lowell is more than twice the
population of any other town in the Greater Lowell
reglon. Compared to other communities, Lowell

has the greatest percentage of housing built before
1979, lowest median household income, and highest

parcentage of population who are Black, Asian,
Hispanic, and born outside the U.S. Compared to
neighboring communities of Greater Lowell CHNA,
Lowell is the least affordable area for residents, with
a Median Home Value to Median Household Income
ratio of 4.5.

Listening session participants and interviewees
suggested a variety of recommendations for
impraving health services in the Greater Lowell area,
One suggestion was to increase outreach and health-
related education programs. Members from the
community expressed a desire to have more health
resources available in multiple languages, education
on navigating the health system, and development
of community support teams. At the professional
level, there were recommendations for more cultural
competency training programs and greater focus

on preventive strategies for diseases. The listening
sessions and interviews also revealed that members
in the community would like stronger, integrated
care between medical and community health teams.
There is also an increasing need for more shelters
for people experiencing homelessness, mental health
treatment facilities, substance use disorder crisis
programs, and improved transportaticn system.

The collaberative approach by Lowell General
Haospital, Greater Lowell Health Alliance, and the
University of Massachusetis Lowell to develop this
Community Health Needs Assessment will further
inform the development process of a community
health improvement plan (CHIP). The findings
from this assessment will guide how community
stakeholders will address the community's health
priorities and formulate action plans to improve
the health services and overall health of Greater
Lawell region.



PROCESS AND METHODS

Introduction

Founded in 1891, Lowell General Hospital is a
not-for-profit community hospitat serving the Greater
Lowell area and surrounding communities. With two
primary campuses located in Lowell, Massachusetts,
Lowell General Hospital offers the latest state-of-
the-art technology and a full range of medical

and surgical services for patients, from newborns

to seniors.

As the second largest community hospital in the
state, Lowell General Hospital's commitment te our
community is an essential and integral part of our
mission, vision and strategy. We seek to improve
the health status of the community we serve, and
to specifically address the health problems of
at-risk and medically under-served populations.
This mission is achieved by identifying existing

and future health needs in the community and
addressing them through health initiatives, inciuding
education, prevention and screening programs;
many times in collaboration with key partners from
across the Greater Lowell community. We aim to
improve the capacity of our community efforts by
providing Culturally and Linguistically Appropriate
Services (CLAS) to all individuals In order to reduce
disparities and achieve health equity.

Definition of Community

Lowell General Hospital's 2019 Needs Assessment
focused on the hospital's service area, encompassing
eight communities in Greater Lowell, including
Billerica, Chelmsford, Dracut, Dunstable, Lowell,
Tewksbury, Tyngsborough and Westford, which all
comprise the Community Health Network Area 10
{CHNA 10). The Greater Lowell Health Alliance

of CHNA 10 is made up of healthcare providers,
business leaders, educators, and civic and
community leaders, all with a common goal to
help the Greater Lowell Community identify and
address health and wellness priorities.

A Community Health Network Area (CHNA) is a
coalition that is comprised of public, non-profit and
private sectors working together to build healthier
communities thraugh community-based prevention
planning and health promotion. Created in 1992 by
the Massachusetts Department of Public Health, the

L

CHNA initiative involves 351 cities and towns in
27 different networks throughout Massachusetts,

The Greater Lowell Health Alliance plays a vital

role in developing the Community Health Needs
Assessment with Lowell General Hospital in the
Greater Lawell area. In 2017, the Greater Lowell
Health Alliance of CHNA 10 released the first
Greater Lowell Community Health improvement
Plan (CHIP). With a goal to create a long-term
strategy to strengthen the area’s health systems, our
CHIP was used as road map for health improvement
over a three-year period, guiding the investment

of resources of organizations with a stake in
improving health for the residents of Lowell and the
surrounding communities. Our CHIP mission: to turn
data into action and working initiatives to address
our community's top health priorities.

Target Populations

IMMIGRANTS AND REFUGEES « ELDERLY »
LOW-INCOME INDIVIDUALS AND FAMILIES o
YOUTH MINORITY POPULATIONS = IINDIVIDUALS
CLASSIFIED AS "AT RISK" = INDIVIDUALS WITH
CHRONIC DISEASE = INDIVIDUALS AFFECTED BY
BEHAVIORAL HEALTH AND/OR SUBSTANCE

USE ISSUES

Previous Needs Assessment and

Review of Initiatives

In 2016 Lowell General Hospital conducted

its last Community Health Needs Assessment,
which identified key health issues and informed
the hospital's program planning. The process
culminated in the development of a Community
Health Improvement Plan (CHIP) to address health
priorities in the area. In the 2016 Assessment,
Lowell General Hospital identified the health
priorities to be Access to Healthy Food, Asthma,
Mental Health, Physical Activity, Substance Use
Disorder and several areas which fall into the
Sacial Determinants of Health arena.

To fulfill its commitment to the community and
statutory requirements, Lowell General Hospital,

in partnership with the Greater Lowell Health
Altiance of the Community Health Network Area 10,
contracted with the University of Massachusetts
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Lowell Center for Community Research and
Engagement to conduct the 2019 Community Health
Needs Assessment. The University of Massachusetts
Lowell team that worked collaboratively to complete
this assessment included faculty, staff, students and
community partners. The objectives of this study
were to:

s Assess the overall health of area residents,

including the social determinants of health

= Identify the strengths and weaknesses of the
local health services system

* Determine the top health problems facing area
residents, barriers to improved health and the
popuiations at greatest risk

» nvolve a broad spectrum of professionals
and residents, including newer immigrant
communities

* Provide recommendations to improve the
health of area residents and address unmet
health needs

* |Inform an inclusive process to identify priority
health needs and develop community health
improvement pians to address these
pricrity needs

This report summarizes the major findings from our
community health needs assessment. Lowell General
Hospital, in partnership with the Greater Lowell
Health Alliance, intends to use the information
within this report to inform a community process

in collaboration with other stakeholders to identify
priority health needs and develop action plans to
improve the local health services system and overall
community health, and address social determinants
of health.

A steering committee was formed to facilitate the
2019 Community Health Needs Assessment that
included the following individuals:

David Turcette, ScD, Research Professor,
UMass Lowell

Kelechi Adejumo, Research Assistant,
UMass Lowell

Kim-Judy You, Research Assistant,
UMass Lowell

Krysta Brugger, UMass Lowell Graduate Student
Intern at Lowell General Hospital

Kerrie D'Entremont, Exacutive Director,
Greater Lowell Health Alliance

Kate Elkins, Community Health Coordinator,
City of Lowell Health Department

Amanda Clermont, Community Engagement
Coordinator, Greater Lowell Health Alliance

Lisa Taylor-Montminy, Community Benefit Manager,
Lowell General Hospital

An Advisory Committee was also formed to help
guide the process. The Greater Lowell Health
Alliance (GLHA) is comprised of a diverse group of
healthcare providers, business leaders, educators,
and civic and community leaders with a common
goal to help the Greater Lawell community identify
and address its health and wellness priorities. As a
result, the GLHA Board of Directors served as our
Advisory Committee (see list of names in Appendix
F). As part of our inclusive assessment process we
also involved diverse organizations and community
members in listening sessions and interviews.

The following crganizations were engaged to host
listening sessions between February to April:

* Cambodian Mutual Assistance Organization
{CMAA)

* Lowell's Early Childhood Council

* Hunger & Homeless Commission

= Upper Merrimack Valley Public Health Coalition
* Youth Violence Prevention Coalition

* Non-Profit Alliance of Greater Lowell

* Greater Lowell Interfaith Leadership Alliance

* RISE Coalition {Refugee and Immigrant
Suppart & Engagement)

» Elder Services of Memrimack Valley
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» Center for Hope & Healing

» Lowell Community Health Center
* Lawell Housing Authority

¢ Lowell House

» Greater Lowell Health Alliance

COMMUNITY HEALTH NEEDS

ASSESSMENT SURVEY

An inter-agency, cross-disciplinary survey team
convened to draft the 2019 Greater Lowell
Community Health Needs Assessment (GLCHNA)
Survey, which included representatives from the
Greater Lowell Health Alliance, University of
Massachusetts Lowell, Lowell General Hospital,
Lowell Health Department, Lowell Community
Health Center, and community activists and health
workers. The survey development process involved
completing a document analysis of exemplar

and aspirant assessments from other regions and
saliciting feedback from community leaders and key
informants about their priority research areas before
finalizing the survey. The GLCHNA Survey included
the following sections: demographics, community
health resources, health needs, health issves,
community safety, health access barriers and
service utilization history.

Each section had between 13-26 related responses
and respondents were asked to indicate if each
response was a low, medium, or high priority.

They are then asked to take the top three priority
responses and assign them a rank of one, two, or
three. Total Rank Count was calculated by summing
the number of times an item was ranked as one, two
or three. The responses with the highest rank count
and percentage were found to be the top priorities
of each section.

In addition to providing information about
themselves, the respondents were asked the same
questions for people that they know. This provided
their insights into other members of the community.

The GLCHNA survey was distributed to maximize
the likelihood of proportionally stratified sampling

by town of residency, age, race, language ability,
gender, and LGBTQ identity. Online versions of the
survey were available in English and Spanish and
paper versions in English, Spanish, Portuguese,
Khmer, Arabic, and Swahili. Paper copies were
disseminated at 25 community locations (e.g.
libraries, medical offices, police stations) with
distribution instructions to protect anonymity. Paper
copies were also distributed at community events
and listening sessions over a 3-month data collection
period, The online version of the survey was hosted
on Qualtrics survey software platform with a secure
survey link directly distributed to over 100 online
groups, email lists and electronic contacts in
community and government leadership positions,
as well as through social media. Cell phone users
could also access the survey. A total of 1,355
completed surveys were analyzed.,

Listening Sessions and Key Informant Interviews

A total of 20 listening sessions with over 200 total
participants were conducted between February 4 and
April 26, 2019 (see attendees who agreed to have
their name published in Appendix C). The average
duration of each listening session was 60 minutes,
The listening session discussions included between
8 and 10 discussion questions. All groups were
asked about the overall health of Greater Lowell,
priority health problems, populations at greatest
risk, strengths and weaknesses of health services

in the region, barriers and obstacles to health, and
suggestions for improvement. Groups at community
listening sessions were also asked about specific
health needs of their communities and how existing
health services are responding to their needs,

A team of 11 individuals, including UMass Lowell
faculty, graduate and undergraduate students, and
individuals from the Cambodian Mutual Assistance
Assaciation took part in facilitating, note taking,
and interpretation and translation services for the
listening sessions, The listening sessions were
conducted in English with the exception of the
community groups of individuals who were Khmer-
speaking, Spanish-speaking, and Portuguese-
speaking. For these three groups, the sessions
were conducted in Khmer, Spanish, and Portuguese
respectively.Notes were taken and recordings were
made for all listening sessions.



The compaosition and number of the listening
sessions organized and the list of individuals invited
were determined in collaboration with the 2019
Community Health Needs Assessment (CHNA)
Steering Committee and Advisory Committes, and
other community partners.

The 13 listening sessions organized by professional
or organizational grouping included: nonprofit
organizations, organizations providing services to
older adults, public health directors, nurses and
agents, early childhood education professionals,
immigrant and refugee advocates and service
providers, professionals working on hunger and
homelessness, government and public housing
officials, arganizations with youth, professional
working to eradicate sexual violence, providers

of substance use disorder services, Circle Health
leaders, non-Circle Health providers, physicians,
Greater Lowell Health Alliance members, and Lowell
General Hospital Community Benefit Advisory
Committee members.

The other 7 listening sessions included members
from the Cambadian, African, Portuguese-speaking
and Spanish-speaking communities, as well as
participants of Teen Block at the Lowe!l Community
Health Center, Lowell Housing Authority residents
and Lowelt House clients receiving services for
substance use disorders. Individuals were asked to
participate as private individuals and not as official
spokespersons for their communities.

A total of 19 key informant interviews were
conducted with first responders by UMass Lowell
students. The first responders included individuals
from the police department, fire department,
paramedics, and emergency medical services
(EMS) professionals. These individuals were asked
to take part as private individuals and not official
spokespersons of their organizations. A member of
the 2019 CHNA Steering Committee also conducted
key informant interviews with a clinical eader from
Lowell General Hospital and a Lowell Community
Health Center's Board of Directors Member. The
average duration of the interviews was 45 minutes.
The questions were the same as the community
listening sessions. Notes were also taken,

“

Listening session and key informant interview data
was analyzed using NVivo software. Top health issues
were ranked based on the cumulative number of
sessions that mentioned specific health topics.

Analysis of Secondary Data Sources

The Population Health Information Tool (PHIT)
from the Massachusetts Department of Health
provided most of the community and state level
health surveillance data. This data portal provided
information from the Massachusetts Cancer
Registry, Massachusetts Vital Records (2016},
Behavioral Risk Factor Surveillance System (BFRSS)
data between 2012 and 2014, Massachusetts
Bureau of Substance Abuse Services (BSAS) and
hospitalization data from the Massachusetts Center
for Health Information and Analysis (CHIA).

Additional information was acquired from the
following sources:
e Trinity EMS

e 1.5, Census Bureau, 2013-2017 American
Community Survey 5-Year Estimates

* FBI: Uniform Crime Report Program

¢ Massachusetts Environmental Public Heath
Tracking Portal

¢ USDA Food Atlas

» Community Teamwork, Inc. 2017 Community
Health Survey

» Youth Behavior Risk Survey (YRBS) and
Communities that Care (CTC) Results

When possible, data was compared between the
City of Lowell, Greater Lowell CHNA, and the state
of Massachusetts. We analyzed and presented data
on Lowell as it has the greatest population diversity
and generally experiences more health issues and
needs. Due to the small popuiation of Dunstable,
the municipality was not included some datasets,
This will be indicated in the graphs and charts.



Data Limitations

We analyzed public health surveillance data to
provide additional evidence of community health
status, but in some cases the data was 3-6 or

more years old and may not reflect current health
needs. Epidemiological data was also not available
for municipalities where the numbers of cases
were unstable or not significant. In these cases,
the Greater Lowell CHNA measure excludes that
town. Responses from listening sessions, informant
interviews and surveys were not a representative
sample of all the residents of Greater Lowell, but

a convenience sample of individuals connected

to an organization or available and interested to
participate. Nevertheless, the insight or perceptions
of these participants are still valuable in assessing
the community health needs of this region,

POPULATION

Lowell General Hospital's Greater Lowell service area
had an estimated total population of 290,258. The
population of the city of Lowell makes up 38% with
an estimated 110,964 residents. Billerica is the
second most populated area with 42,792 residents,
followed by Chelmsford, Dracut, Tewksbury,
Westford, and then Tyngsborough. The least
papulated area is the town of Dunstable with 3,337
residents. Compared to the previous assessment,
there has been a slight increase in population
overall, but the population size rankings remain

the same.

Lowell has the largest percentage of residents

born outside the US at 26.7%. The American
Community Survey 5-Year Estimates of percentage
of residents born outside the United States indicate
that all areas except for Dracut, Tewksbury, and
Dunstable are greater than 10%. Lowell has a

more diverse population with 21% of residents
identifying as Asian and 20.3% as Hispanic/Latino.
Westford, Chelmsford, and Tyngsborough also have
a substantial population of Asian individuals of
17.7%, 9.5%, and 8.1% of residents respectively.
The greatest change since the results of the 2016
Greater Lowell assessment is the percentage of
residents identifying as White, Whereas most of the
communities had a slight decrease in this measure,
Lowell's population of White individuals increased
by more than 3% from 57.1% in 2014 to 60.8%
in 2017,

Within the Greater Lowell CHNA, Laweli is the
least affluent community with a median household
income (MHI) of $48,581, which is markedly
lower than Dunstable and Westford at $138,700
and $138,006. The city also has the highest
poverty rate of 22.4% and unemployment rate at
8.4%. Between the 5-year estimates from 2014
and 2017 from the American Community Survey,
Lowell was the only community that experienced

a decrease in median household income of $583
(-1.2%). Conversely, Dunstable's MHI increased by
$22,575 (+19.4%), Westford increased by $12,865
(+9.3%), and Chelmsford by $12,789 (+12.0%)
(Greater Lowell CHNA, 2016). When compared
with aother gateway cities including Fall River,

New Bedford, Haverhill, Lawrence, Springfield,
Brockton, and Worcester, Lowell's rates of poverty
and unemployment are within a similar range.

The range of median household income of these
gateway cities were between $37,118 (Springfield)
and $65,929 (Haverhill). The average poverty rate,
median household income, and unemployment rate
of other gateway cities were 21.2%, $46,183 and
9% respectively (not shown).
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Table 1 - Basic Demographic Data, Cities/towns in the Greater Lowell CHNA

City/Town Population | % % X % % X |X [Median |% %
White | Black { Aslan | Hispanic [Bom | Aged | Aged | Household | Below | Unemployment

Outside | 0-17 |65+ |Income | Poverty | Rate*
the US Line

Billerica 42,792 g6 |34 |62 |43 19 196 {148 |99453 43 49

Chetmsford | 35,067 872 |08 |95 |37 12 204 1180 (106432 |36 42

Dracut L3 869 |47 |42 |59 9.0 219 |146 |B6,697 72 49

Dunstable 3337 937 |- 41 |11 53 236 141 1138700 |21 34

Lowell 110,964 608 |73 210 1203 267 227 105 | 48,581 224 84

Tewksbury 30,666 924 |18 |38 |16 7.5 197 |175 93,817 54 47
Tyngsborough | 12,232 876 05 {81 [31 109 210 |98 |10L303 |71 45
Westlord 24,087 803 |05 [177 |22 139 276 |123 138,006 |23 32

Total/Weighted | 290,258 771 141 128 |100 156 219 1134 [101,624 |15 6.0
Average

Massachusetts | 6,789,319 |789 |74 |63 |12 16.2 204 |155 | 74,167 nt 6.0

Source: American Community Survey 2013-2017 5 year estimales

*The unemployment rate is the “number of unemployed as a percentage of the labor force (sum of employed
and unemployed).” This should not be confused with “% unemployed” which refers to “people who are jobless,
actively seeking work, and available to take a job” (BLS, 2015).
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The Community Needs Index
Figure 2 - Greater Lowell CHNA Community Needs Index Map
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Source: 2619 Dignity Health with Truven Health Analytics

The Community Need Index (CNI) score is based on community demographic and economic statistics that
make up a community's averall socio-economic profile. The CNI is a calculated average of five barrier scores
which include income, culture, education, insurance, and housing barriers. The overall score is interpreted
as an indicator of 2 community's health needs. The CNI scores of the cities and towns of the report are as
follows (listed from lowest need to greatest):

City/Town Zip Code 2019 CNI Score 2016 CNi Score
Dunstable 01827 12 12
Chelmsford 01824 14 14
Tewksbury 01876 14 14

1.The “Community Needs Index" (CNI) was developed in 2004 by the nonprofit corparation, Dignity Health
and the muitinational company, Truven Health in arder to clearly see the healthcare needs of a community.
The purpese was to be able to help communities distribute resources in the most effective manner,
recognizing that some areas have more health care needs than others and pricritizing accordingly. There
is a CNI score for every populated zip code in the United States. There is a CNI score for every populated
Zip code in the United States. CNI scares range from 1.0 to 5.0, 1.0 being the lowest need, 5.0 being the
highest. The barriers receive scores of 1-5, reflective of need in comparison to other zip codes across the
country. The barriers are then averaged to get the CNA so that each barrier is equally represented.
The accuracy of a CNI score increases as population increases. All scores are based on 2018 data,
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Tyngsboro 01879 L6 1.6
Billerica 01821 16 18
North Billerica 01862 18 -

Westford 01886 16 18
North Chelmsford 01863 20 --

Dracut 01826 20 22
Lowell 01851 38 40
Lowell 01852 38 38
Lowell 01854 4.0 42
Lowell 01850 40 42
Lowell Average - 39 41

The average CNI score of Lowell's four zip codes shows a greater health need than other towns by at least 2.1
points. The other towns' CNI scores range from 1.2-2.0 while Lowell's scores range from 3.8-4.0. These scores
reflect Lowell's population, which is greater in number than the other towns and comprised of more individuals
wha are in the lower to middle socio-economic pasition. As previously mentioned, there is also a greater diversity
of races, cultures, and languages that potentially creates a barrier in accessing health services,

City Population Weighted Average Weighted Average
2019 CNI Score 2016 CNI Score
Lowell 112,127 39 40
Lawrence 80,813 44 45
Haverhill 72,806 28 31
Fall River 106,051 37 39
New Bedford 106,968 4.0 40
Brockion 94,856 40 39
Worcester 181,136 38 38
Springfield 169,007 4.0 40

Lowell's CNI score is comparable with similarly-populated cities across the state with the exception of Haverhill
as its CNI is noticeably lower with a score of 2.8. The cities in the table above were historical areas that were
part of the industrial revolution with populations between 70,000 and 181,000. The average score of these
seven mid-sized, urban cities is 3.8, indicating Lowell is not an exception.

10



Social Determinants
of Health
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Healthy People 2020 defines social determinants
of health as “conditions in the environments in
which peopie are born, live, learn, work, play,
worship, and age that affect a wide range of health,
functioning, and quality of life outcomes and

risks” (Social Determinants of Health, 2019). The
County Health Rankings Model (2019) indicates
that social and economic factors with physical

environment contribute to health outcomes by 50%.

In this assessment, we highlight relevant resources
including built environment, social environment,
housing, food access, violence, education, and
employment. An assessment of the impact of
social factors on health revealed how health-related
behaviors were strongly shaped by socioeconomic
and social factors (Braveman & Gottlieb, 2014).
Factors that contribute to differences in achieving
optimal health outcomes are referred to as health
disparities (Disparities, 2019). Social constructs
such as race and ethnicity have been linked to
health disparities. Other characteristics include
gender, age, socioeconomic position, geographic

location, and sexual orientation (Baciu et al.,2017).

By addressing these social determinants and
inequities that exist in our region, we can improve
health outcomes and lower health-related costs.

Table 3 — Environmental Justice

= e ————————— e ]

Built Environment

Built environment can refer to the physical aspects
of communities we live and work in. During the 19th
century, crowded and unsanitary living conditions
contributed to disease and epidemics. Although
there has been a shift in public health focus toward
chronic disease, the link between environment and
public health remains prevalent (Perdue et al.,
2003). The design of the physical environment can
be used to facilitate healthy behaviors by promoting
physical activity or accessing proper nutrition.
However, it can also contribute to health inequalities
for vulnerable individuals due to population or
infrastructure density, access of public spaces and
facilities, and functional integration to promote
community engagement {(Getormino et al., 2015).

Environmental Justice

Environmental justice states that “all people,
regardless of income or race, have the right to fair
treatment and equal invoivement in environmental
issues, and have the right to live in environmentally
healthy neighborhoods (MEPHT, 2019). When

this principle is achieved everyone has the “same
degree of protection from environmental and health
hazards” in addition to the decision-making process
in order to have a healthy environment (EPA, 2019).
This is different from environmental inequality or
environmental injustice which is when "a specific
social group is disproportionately affected by
environmental hazards” (Brulle & Pellow, 2006).

Community EJ Criteria Percent of Block Groups in EJ | Percent of Population in EJ
Block Groups

Billerica Minority 3.3%
Chelmsford Minority 45% 3.0%
Dracut income 5.6% 4.0%
Dunstable -- - -
Lowell Minority 87.5% 87.6%

Income

English Isolation
Tewksbury - - -
Tyngsborough . . --
Westford Minority 8.3% 10.2%
MA State - -- 12.1%

Source: EOEEA (2010}




An environmental justice neighborhood is defined by the Massachusetts Executive Office of Energy and
Environmental Affairs (EOEEA) as a census block group that meets at least one of three criteria: median
annual household income at or below 65% of statewide median income; 25% or more of the residents are a
minority; or 25% or more of the residents are not fluent in the English language. Communities such as Lowell,
where neighborhoods have more than one criteria and significantly higher percentages among key criteria are
potentially more at risk for exposures from environmental and health hazards.

Open Space
Table 4 - Percent of Land Use - Open Space
Agriculture Forest Open Space Recreation

Billerica 11 38.2 5.6 17
Chelmsford 17 371 5.9 15
Dracut 44 413 6.5 11
Dunstable 79 69.4 6.8 0.5
Lowell 0.2 149 51 34
Tewksbury 2.6 40.6 8.1 22
Tyngsborough 29 575 35 23
Westford |23 56.9 6.1 18

Source: MEPHT Communily Profiles (2019)

Within the Greater Lowell area, there is an average of about 6% of land use dedicated as open space and

less than 2% for recreation. Despite being a predominantly urban city, Lowell has the greatest amount
recreation space with 3.4%. The Lowell-Dracut-Tyngsboro State Forest spreads over 1,000 acres of these three
communities, including 6 miles of trails. More than half of the land in Dunstable, Tyngsborough, and Westford
is forest. Dunstable has the greatest percentage of land for agriculture at nearly 8% followed by Dracut with
more than 4%.
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Food Environment
Figure 5 - Greater Lowell CHNA Food Atlas Map
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Source: USDA Economic Research Service, ESRI (2017)

Results from the USDA's Food Atlas indicate a majority of the Greater Lowell Region as Low Access at ¥z and

10 miles based on the 2015 Census tracts (Food Access Research Atlas, 2017). Census tracts are subdivisions
of counties determined by the Bureau of Census to be able to collect and compare results of the U.S. Census
that is completed every ten years. The areas colored green are tracts where at least 500 people or 33% of the
population lives farther than ¥z mile in urban areas or 10 miles in rural areas from the nearest supermarket. The
orange areas also include this Low Access measure in addition to being Low Income. Low income tracts have a
poverty rate of 20% or higher or those with a median income less than 80% of the state median family income.
There are at least 13 census tracts in Lowell that are both Low Income and Low Access areas.
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Childhood Lead Poisoning

tead in Homes (%) Lead Screening, Prevalence of BLL >5ug/ | High Risk Status
(Percentage of houses | 2017 (%) (Percentage | dL (per 1000) (as of 2016)
built before 1978) of children age 9 (5-year annual average
months to less than | rate per 1,000 from
4 years screened 2013-2017 for children
for lead) age 9 months to less
than 4 years with an
estimated confirmed BLL
>Sug/dL)
Billerica 65 1 79 No
Chelmsford 66 78 7.2 No
Dracut 51 72 4.4 No
Dunstable 39 93 Below state level, No
unstable
Lowell 79 68 28 Yes
Tewksbury 51 72 6.5 No
Tyngsborough | 38 84 6.4 No
Westford 43 76 8 No
MA State Total )1 73 19.2

Source: Massachusetts Environmental Public Health Tracking, Community Profiles

Another important determinant of health are risk levels associated with the living environment. A community

is deemed as a high risk lead community if it meets three criteria based on: the number of old houses in

stock, the percent of families with low to moderate income, and rate of first-time blood lead levels >10 pg/

dL that occurred within the past 5 years. The reference level of 5 micrograms per deciliter (pg/dL) was set by
the Center of Disease Control and Prevention (CDC) to identify children with elevated blood lead levels (Lead,
2019). Based on these measures, Lowell is the only community in the Greater Lowell region with a high risk
status. Although the percent of homes with lead and the percent of lead screenings of the towns of Billerica and
Chelmsford are relatively close, the prevalence of blood lead levels greater than or equal to five micrograms per
deciliter is much lower than Lowell's prevalence (7.9 and 7.2 compared to 28).
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Transportation
Figure 6 ~ Mode of Transportation to Work
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Source: US Census Bureau, 2013-2017 ACS 5-Year Estimates

Transportation access and commuting time and style impact an individual's health and wellness. The most
common mode of transportation to work for all areas was to drive alone. A higher proportion of residents of the
Greater Lowell CHNA reported driving alone (84.6%) than those of Lowell (75.8%) or Massachusetts (70.7%)
{not shown). The mean travel time to work for residents of Lowell is 25.8 minutes, for the Greater Lowell CHNA
the mean travel time is 30.4 minutes and in Massachusetts the mean travel time to work is 29.3 minutes {not
shown}. Following driving alone, the most common modes of transportation to work for Lowell residents is to
carpool (9.4%]) or walk (5.8%). For the Greater Lowell CHNA, after driving alone the most common modes

of transportation are carpooling (5.9%) and working from home (4.7%). For the state of Massachusetts, after
driving alone the most common mode of transportation is to utilize public transportation (10.2%) followed

by carpooling (7.5%).

Social Environment

Social environmental factors include but are not limited to social connections, social participation, social
cohesion, social capital and a neighborhood's collective efficacy (Woolf & Aron, 2013). The stability of social
connections and relationships strongly influences health behavior, Social support is a mechanism that can also
enhance health. It is theorized that the support that people who have immigrated to the United States provide
to each other increases their health outcomes despite their level of income and education compared to other
groups (Matthews et al., 2010). Having the ability to build and maintain relationships with one another through
trust and norms develops this social capital.

Community Teamwork, Inc. is a community action agency, regional non-profit housing agency, and community
development corporation that serves over 50,000 people with low incomes across towns of Middlesex and Essex
Counties (About Us, 2019). In a report of their 2017 Community Needs Assessment the cities and towns of
Billerica, Chelmsford, Dracut, Lowell, Tyngsborough, and Westford were some of the areas represented. The top
three community strengths mentioned by their respondents were a sense of community and social connections,
diversity, and the number of resources that exist to help people. Other strengths mentioned were a positive
sense of identity, sense of pride in the community, and appreciation of history and culture (Community Needs
Assessment, 2017).
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Immigration
Figure 7 — Citizenship Status of Residents Born Qutside the United States
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Source: US Census Bureau, 2013-2017 ACS 5-Year Estimales

As previously mentioned, Lowell has the greatest percentage of residents who were born outside the United
States. Of this cohort, less than 50% are not currently U.S. Citizens and nearly 52% are naturalized citizens.
Compared to the statewide level, Lowell has a slightly greater proportion of residents who were born outside
the United States, who are not U.S. citizens (48.2% versus 47.0%).

Language
Figure 8 - Percent of Households with Residents Who Speak Limited English (All)
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Communication is an integral part of social cohesion. Language ability can impact health and access to
services. Despite interpreter services that may exist, individuals with limited English proficiency tend to
experience higher rates of medical-related errors, poorer clinical outcomes, and lower quality of care compared
to counterpart individuals who speak proficient English (Green & Nze, 2017). At least 14% of all househoids
in Lowell are households with residents who speak limited English. This is more than double the rate of the
state level (5.8%) and three times the rate of all the communities of Greater Lowell {3.3%).

Figure 9 Percent of Population 5 Years and Over Who Speak a Language Other than English
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Source: US Census Bureau, 2013-2017 ACS 5-Year Estimates

Nearly 44% of the population in Lowell speaks a language other than English at home, whereas the statewide
level is at 23.1%. Within the Greater Lowell area, Westford has the second highest rate at 17.4% followed by
Dracut, Cheimsford, and then Billerica. At least 95% of the population of Dunstable speaks only English.

Figure 10 - Languages Spoken at Home that Speak English Less than “Very Well” in Lowell
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Source: US Census Bureau, 2013-2017 ACS 5-Year Estimates
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Following Khmer and Spanish, the most popular spoken languages in Lowell are Portuguese or Portuguese
Creole, African languages, Vietnamese, French, Laotian, and Gujarati {not shown). Loweil represents the second
largest Cambodian-American population in the country with more than 12,000 residents who speak Khmer.
More than 52% of those residents older than 5 years old speak English less than “very well.” About 44% of
the Spanish or Spanish-Creole speaking community also speak English less than “very well." Within the small
population of Russian speaking residents, 53 of the 59 individuals (90%) speak English less than “very weil.”

The most popular languages other than English spoken by residents of Westford include Spanish or Spanish-
Creole, Chinese, Hindi, French, and then Portuguese or Portuguese-Creole (not shown). Fewer than 10 of the
residents in Westford speak Laotian. All of these individuals were categorized as speaking English less than
“very well.” This is also true for 85.5% of the Korean-speaking community.

Voting

There is a potential association between voting participation and health due to implementation of social
policies or indirectly measuring social capital (BARHI1,2015). In communities where there are higher levels of
participation, there is also greater social capital. Higher social capital is associated with lower mortality rates
and better health outcomes. In areas with lower voter participation of vulnerable populations, there is greater
risk for reductions in social resources intended to support them.
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Source: Massachusetts Midterm Election 2018 Results via NBC News

The 2018 voter turnout in Massachusetts was generally very high. Since it was a midterm election the actual
turnout is significantly lower than a presidential election. In Massachusetts, about 2.75 million people cast
a ballot in the 2018 election for a voter turnout of 60.2%. The voter turnout of the Greater Lowell region was
higher than the state at 62.5%. Within the Greater Lowell area, Westford had the highest turnout with 70%
of registered voters casting a ballot, and Lowell had the lowest turnout at 43%.

Voter turnout showed how active citizens are in their government on a state and federal level, as a significant
econontic indicator in the United States. Multiple studies have shown that higher income strongly correlates

to higher voter turnout (Akee, 2019). The reasan for this is not entirely clear, but there are a few possible
explanations. Since education makes it easier for people to consume political information and education

is linked to wealth, this might be a driving factor in the correlation. It is also possible that more education
gives people a greater sense of civic duty, or they believe more strongly in the benefits of voting. Other possible
reasons may include the fact the voting can be a costly activity in which you need time, skills, information,
health, and transportation in order to participate, and that higher income provides people with such resources
that make voting easier. Whatever the case, higher levels of income generally correlate with higher voter turnout
rates in national elections (Simeonova et al., 2018).
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Housing

Evidence of housing guality and accessibility has
been known to be closely associated with health

and morbidity (Krieger & Higgins, 2002). Chronic
respiratory conditions can be exacerbated from
environmental exposures from poor ventilation to
pest infestations. Overcrowding in a residential space
allow infectious disease to spread. Old housing stock
or housing instability increases the risk of asthma,
lead exposure, and malnutrition for developing
children as well.

According the Out of Reach 2018 report, it is not
possible for a person to afford a two-bedroom rental
at the fair market rate while working a 4Q-hour

week at minimum wage anywhere in the country.

The federal standard for affordability indicates that
no more than 30% of a household’s gross income
should be attributed to rent and utilities. Households
are “cost burdened’ if a household is paying over
30% of their income and “severely cost burdened”

if they are paying over 50% of their income.

Table 11 - Housing Affordability

m

Lowell’'s median home value to median household
income ratio, the basic measure to determine
housing affordability was 4.95. This is the highest
ratio compared to all Greater Lowell communities,
making Lowell the least affordable community for
existing residents in the area. Like the previous
assessment in 2016, Lowell ‘'s HUD Metro Fair
Market Rents Area (HMFA) remains at the fourth
most expensive area in Massachusetts (Out of
Reach, 2018). This HMFA includes the cities

and towns of CHNA-10 and towns of Groton and
Pepperell. The minimum hourly wage to afford a two-
bedroom apartment in the Lowell HMFA is $26.77
per hour based on the 2018 Fiscal Year Fair Market
Rent. The annual income needed to afford a two-
bedroom is $55,680 or $4,640 per month without
paying more than 30% of income on housing. With
a minimum wage job ($11.00/hour) in 2018, a
person would have to work 97 hours in one week to
afford a two-bedroom apartment. In the table below,
the percentage of rental units and owner costs that
spend 30% or more of their household income is
indicated for each city and town.

Gross Rent as Selected Monthly Owner Median Home | Median Median
Percentage of Costs as Percentage of Value/Median | Home Household
Household Income Household Income Household Value Income
Percent Total Percent Units | Total Housing Income
Units 30%+ |Occupied |30%+ Units witha
Units Paying Mortgage
Rent
Billerica 43.4% 2,628 29.7% 8,627 374 371,500 99,453
Chelmsford | 42.8% 2,085 24.8% 7,881 3.46 368,500 106,432
Dracut 511% 2,531 316% 6,382 3.52 304,800 86,697
Dunstable 13.2% 38 28.3% 803 332 460,600 |138,700
Lowell 57.7% 21,282 35.1% 11,831 495 240,500 48,581
Tewksbury 51.3% 1417 31.5% 7,138 381 357,700 93,817
Tyngsborough | 40.8% 549 23.1% 2,773 344 348,300 101,303
Westford 429% 829 22.1% 5481 351 458,600 138,006
Massachusetts | 50.1% 918,649 31.5% 1,122,877 475 351,600 74,167

Source: US Census Bureau, 2013-2017 ACS 5-Year Estimates
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Table 12 - Housing Characteristics of Occupied Housing Units

MA | Billerica | Chelmsford | Dracut | Dunstable | Lowell | Tewksbury Tyngsborough | Westford
%lacking |04% [0.4% 0.1% 13% |0% 09% |04% 0% 0.3%
complete
plumbing
% lacking 10.8% |0.6% 19% 06% |0% 08% |0.7% 0% 0.3%
complete
kitchen
% No 17% |1.2% 19% 02% |[0% 28% |13% 19% 11%
telephone
service
Source: US Census Bureau, 2013-2017 ACS 5-Year Estimates
Table 13 - Overcrowding

MA | Billerica | Chelmsford | Dracut | Dunstable | Lowell | Tewksbury Tyngsborough | Westford
%ofUnits |13% |12% 0.5% 14% |0% 2.7% | 0.5% 1.9% 0.8%
with1to 1.5
Occupants
per Room
%oflUnits  |07% |0.6% 0.2% 01% 0% 13% (0% 0.4% 0.3%
with more
than 1.5
Occupants
per Room

Source: US Census Bureau, 2013-2017 ACS 5-Year Estimates

Substandard housing and overcrowding can potentially affect a person’s physical and mental health. Limited
affordable housing can force families into older homes with water leaks and poor heating or cooling systems.
it can also lead to families or individuals moving in together to cover costs. Having more than two people in
a bedroom or more than one family in a residence is considered overcrowding. Healthy People 2020 explain
that these living conditions can increase risk of infectious disease, mental health issues, increased stress,
deteriorating relationships and decreased sleep (Housing Instability, 2019). Data from the Census indicates
that 1.3% of the units in Lowell has overcrowding. Nearly 2% of units in Chelmsfard lack compiete kitchen
facilities and more than 1% of units in Dracut lack complete plumbing facilities.
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Table 14 - Point-in-Time Homeless Counts in Lowell {2010-2018)

2010 | 2011 2012 2013 | 2014 2015 | 2016 2017 2018
Total#of |290 |333 306 335 333 348 344 324 381
Households
Total #0f |526 [589 534 559 588 635 594 658 783
Persons

Source: HUD Continuum of Care

Figure 15 — Point-in-Time Counts of People Experiencing Homelessness in Lowell (2010-2018)
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A 2018 study found that in communities where rental costs surpass 23% of income, there are more people
experiencing homelessness. When this threshold passes 32%, homelessness increases at a faster-rising rate and
can lead towards a homelessness crisis (Glynn & Casey, 2019). This supports the federal standard of the 30%
threshold and when it is surpassed, there is an increased risk of housing insecurity and homelessness. Nearly all
the communities of CHNA-10 exceed this 30% threshold for rental properties. More than half of all the rental
units of Dracut, Lowell, and Tewksbury cost more than 30% of househoid incomes.

The counts of people experiencing homelessness provided by the U.S. Department of Housing and Urban
Development (HUD) show that between 2010 and 2018 there has been an overall increase of people
experiencing homelessness in Lowell. Between 2011-2012 and 2015-2016, there was a decrease. However,
between 2016 and 2018, there was an increase of nearly 200 more individuals experiencing homelessness
accounted for in Lowell. Experiencing homelessness can have significant and chronic impacts on health

and mortality.

The Continuum of Care (COC) Homeless Populations and Subpopulations Reports by the Housing of Urban
Development (HUD) Exchange provides Point-in-Time (PIT) counts of sheltered and unsheltered homeless
persons. Of the communities in the Greater Lowell CHNA-10, Lowell is the only area that is a COC with
yearly counts.
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Violence

Exposure to crime or violence can lead to short and long-term effects. An individual can also be exposed
from direct victimization, witnessing, or hearing about it in the community. Childhood trauma from any type
of exposure ta violence or crime increases the risk of poor mental and behavioral health such as depression,
anxiety, and increased aggression (Crime and Violence, 2019). Having repetitive exposures to crime and
violence increases the risk of negative health outcomes {Margolin et al., 2010).

Figure 16 — Incidents of Violent Crime per 100,000 (2013-2017)
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Violent crime from the figure above refers to murder, non-negligent manslaughter, rape, robbery, and aggravated

assault. For all three geographical areas, there has been a decreasing trend of incidents of violent crime
between 2013 and 2017.

Figure 17 - Lowell Crime Summary (2016-2017)
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Between 2016 and 2017 the number of crimes attributed to aggravated assault that were both domestic and
nondomestic decreased by 15% and 16% respectively (Lowell Police Department, 2018). There was one more
incidence of robbery in 2017 than 2016. When combined, Lowell's violent crime rate decreased by 12% in
2017 compared to 2016.

Education

The level of educational attainment is a predictor of health outcomes (Education, 2019). Obvious returns on
education include higher earnings from job opportunities. Postsecondary education has become a minimum
requirement to afford resources needed for better health (Shankar et. al, 2013) In the United States, there has
been a large gap of health outcomes amongst individuals with high and low education (Telfair & Shelton, 2012).
Education provides an individual with “hard and soft skills” that create better opportunities to gain economic
and social resources. It also allows people to navigate health care resources, participate in patient-physician
communication and make better lifestyle and personal health choices. Other findings reiated to health include
lower life expectancy of those without high school diplomas and an eight percent increase of diabetic prevalence
of those without a high school education compared to college graduates (Zimmerman, Woolf & Haley, 2014).
Those with higher education are also less likely to engage in risky behaviors and lower exposure to stress.

Figure 18 — Percent of Population by Highest Level of Education for Population 25 Years and Older
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The highest level of educational attainment for about one third (34.2%) of Lowell's population 25 years and
older was graduation from high school. In Westford, graduating high school was the highest level of education
for about 11% of the population. However, 69.1% of Westford's population who are 25 years and older has

a bachelor's degree or greater. Chelmsford, Dunstable, Tyngsberough and Westford had higher percentages of
adults who attained a bachelor's degree or higher than the Massachusetts state level. These four communities,
along with Billerica and Dracut also had a lower percentage of adults with less than a high school education
than the state level.
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Figure 19 - Selected Populations of Lowell Public Schools (2017-2018)
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Lowell has twice as many adults over the age of 25 years than state level and greater population and diversity
than other towns in the Greater Lowell region. Lowell also has a greater percentage of public schools students
whose first language was not English, who are designated as an English language learner (ELL), economically
disadvantaged, and have high needs compared to state levels. The percentage of students with disabilities is
the only category that the state level is higher, but by less than 1%. Students who are part of at [east one state-
administered program are considered ecenomically disadvantaged. These programs include the Supplemental
Nutrition Assistance Program (SNAP), Transitional Assistance for Families with Dependent Children (TAFDC),
the department of Children and Families’ (DCF) foster care program, and MassHealth. The measure of high
needs comes from the number of students accounted for the other four categories (low-income, economically
disadvantaged, ELL or former ELL, and students with disabilities) divided by the adjusted enrollment

of students.

These factors further contribute to the graduation rates seen in the table below, as Lowell has a graduation rate
of less than 80%. Dracut and Lowel| also had a higher drop-out rate (5.3%) than the state (4.8%).

Table 20 - 4-Year Graduation Rate (2018)

MA | Billerica | Chelmsford | Dracut | Dunstable | Lowell | Tewksbury |Tyngsborough |Westford
% Graduated | 879 |87.2 92.9 888 |-- 796 1926 96.9 98.0
% Dropped 48 |29 39 53 = 53 20 08 0.5
Out

Source: Massachusetfs Department of Elementary and Secondary Education
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Employment

Employment allows individuals the opportunity to seek health benefits and engage in health promoting
activities. Employee-sponsored health insurance provides health benefits for the employee and their
dependents to access health services. A steady income and job security influences where people
choose to live and what products they can afford (Employment, 2019).

However, employment type can negatively impact health. Exposures include but are not limited to: long
working hours, repetitive motions, workplace hazards and unsafe working conditions, which worsen health
overtime. Individuals considered “working poor” are those whase income falls below the poverty line. Rates
of the individuals ciassified as “working poor” are twice as high amongst people who identify as Black and
Hispanic compared to people who identify as White or Asian American (BLS, 2016). Sacially disadvantaged
groups are more likely to work in areas with low-paying wages but high occupational hazards and health risks.
Despite being a working group, they are also less likely to experience the health benefits or have sick leave as
those with higher earnings.

Unemployment also influences physical and mental health due to lowered income and living standards,
increased stress, and behavioral health risks (RWJF, 2008). Similarly, job insecurity also contributes to
poorer health. Changes of unemployment or loss of income makes it difficult to afford or seek nutritious
food or health care. Risky coping behaviors of stress such as alcohol use or not taking vacation or sick
leave increases health risks. Stress-related illnesses include high blood pressure, heart attack, stroke,
and heart disease.

Figure 21 - Percent of Employment
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The average employment rates in the communities of The Greater Lowell CHNA (67.2%) are above the state
rate of 62.7% (not shown). Compared to other communities of The Greater Lowell CHNA, Lowell has the lowest
percent of individuals who are employed (60.0%) and highest percentage of individuals who are unemployed in
the labor force at 5.5%. (Note: This is not the same as unemployment rate, see Basic Demographics Table.)
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Figure 22 - Percentage of Population with No Health Insurance
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Excluding Lowell and Billerica, less than 2% of the populations of the towns of Greater Lowell do not have
any form of health insurance. The percentage of residents who did not have health insurance in Billerica was

closer to the state level that was at 3%. Lowell had the highest proportion of people without public or private
insurance at more than 5%.
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Figure 23 - Top 4 Industries of Employment

0% 26.9% . 28.2%
245
25%
20%
16.8% 15.3% 14 8% .
15%
11.3% 10 5% 9 1% 10.5%
10% b ==l
5%
0%
Lowell Greater Lowell CHNA Massachusetts

B Educational and Health Services  m Professional and Business Services = Manufacturing = Retail
Source: US Census Bureau, 2013-2017 ACS 5-Year Estimales

The top four industry sectors for residents of Lowell, The Greater Lowell CHNA communities, and state

of Massachusetts are shown above. For all communities the supersector of Education and Health Services
employs the most people. Within the supersector, the U.S. census groups educational services with health care
and social assistance. The second highest supersector of Greater Lowell CHNA communities and state are the
Professional and Business Services. This includes professional, scientific, and technical services, management,
administrative and support, and waste management and remediation services. Only 11.3% of Lowell residents
work in these fields. Nearly 17% of Lowell’s working populations are employed in the manufacturing sector,
which is higher than the rate of Greater Lowell CHNA and state.

28



Greater Lowell CHNA Survey Summary
e e

The 2019 Greater Lowell CHNA included a comprehensive community health and safety survey. Inclusion
of the survey portion was informed by stakeholder efforts to increase community participation in the CHNA,
particularly in target populations. The CHNA Survey collects data cross seven domains: Demographics,
Community Health Resources, Health Needs and Issues, Community safety, Incidence of Health Issues
and Access Barriers, Service Utilization History, and Open Response Feedback. *See Appendix C for
complete rank order lists of the data summarized in this section.

SURVEY DEVELOPMENT AND DATA INTERPRETATION
An inter-agency, cross-disciplinary survey team convened to draft the 2019 Greater Lowell Community Health
Needs Assessment (GLCHNA) Survey. Drafting was guided by three principles for the final data set.

Principle 1: The survey was designed to be evidence-based. It reflects the known social determinants of health
as well as physiological basis for health.

Principle 2: The survey was designed with application in mind. The goal of this project was to create a
baseline data set that could be deployed in community, health, and research settings to guide
intervention and promotion efforts that yield the greatest and most immediate positive benefits
to our community.

Principle 3 The survey was intended to be , particularly of populations that are regularly identified in community
health research as high-risk or high-need groups while simultaneously being underrepresented as
participants in survey data.

The data summary provided in this report attempts to provide interpretation of the data with these three
principles in mind.

Demographics

A total of 448 paper surveys and 907 online surveys were completed by Greater Lowell residents, for a total
count of 1,355 completed surveys. Residency representation was approximately proportional according

to population level representation for Lowell, Billerica, Chelmsford, Westford, and Dunstable. Dracut and
Tewksbury were slightly underrepresented compared to their density of the total Greater Lowell population,
and Tyngsborough was overrepresented compared to its population density in the total area.

Count % survey % population
Total Count 1,355

Lowell 539 39.8% 38%
Dracut 13 8.3% 1%
Tyngsborough 108 8% 4%
Tewksbury 93 6.9% 11%
Billerica 210 15.5% 15%
Chelmsford 194 14.3% 12%
Westford 87 6.4% 8%
Dunstable 11 8% 1%
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Participants were able to select multiple race and ethnicities categories that best represented their understanding
of their racial and ethnic backgrounds. The table below includes the frequency count per each race/ethnicity
category, the percent representation of each category in the survey, as well as a comparison category that
indicated the area representation of the total population according to census data.

Count % survey % population
Total Count 1,550
White 1194 77% 72%
Black/African American 56 3.6% 5%
American Indian or Alaskan 14 9% 0%
Native
Asian/Asian American 126 8.1% 12%
Middle Eastern/Arabic 7 5% NA
Native Hawaitan/Pacific 3 2% 0%
Islander
Hispanic or Latino/a 126 8.1% 8%
Other 24 16% 1%

Though a full report of demographics can be found in the Community Health Needs Assessment Survey Report,
other notable demographics of interest include:

- Average participant age: 47.1

- Majority participant gender: female {(78%)

- Lesbian, Gay, Bisexual, Transgender, and Queer participation: 8.3%
- Non-citizen participation: 5.6%

- Annual Income Below $25,000: 16.2%

- Not working/unemployed participation: 26.3%

- Participants from multilingual homes: 30%
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COMMUNITY RESOURCE NEEDS AND PRIORITIES
Participants assigned three priority ranks to their
top three priority community resources. Total Rank
Count was calculated by summing the number of
times an item was ranked as one, two or three. The
top priority community resources for all participants
are: Affordable Housing (35.9% total rank count),
Access to Mental Health Services (34.0%), Access
to Healthy Food (30.0%) High-quality Public
Education (27.7%) and Substance Abuse
Prevention Programming (23.3%).

COMMUNITY HEALTH NEEDS AND PRICRITIES
Participants assigned three priority ranks to their top
three priority community health needs and issues.
The top priority community needs for all participants
are Mental Health Issues (41.9% total rank count),
Substance Addiction (33.8%), Alcohol Abuse/
Addiction (31.2%), Cancer (18.9%), and

Nutrition (18.2%}).

COMMUNITY SAFETY NEEDS AND PRIORITIES
Participants assigned three priority ranks to their
top three priority community safety issues. The top
priority community safety issues for all participants
are Domestic Violence (31.7%,) Bullying (30.8%),
Drug Trafficking (24.3%), Sexual Assault/Rape
{(23.1%), and Unsafe/lllegal Gun Ownership
(20.1%).

HEALTH ISSUE PREVALENCE

In order to assess health issue prevalence,
participants were asked to indicate if they or
someone they know has ever or is currently dealing
with a range of specific health issues.

The most frequently reported issues for participants
themselves are Anxiety (33.4%), Depression
(26.2%), Vision Problems (25.5%), Bone, Joint,
and Muscle lllness (21.2%), and High Cholesterol
(17.6%).

The most frequently reported issues for people
participants know are Cancer (65.6%), Alcohol
Abuse/Addiction (65.2%), Diabetes (63.6%), High
Blood Pressure (61.4%), and Depression (60.4%).
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HEALTH BARRIER PREVALENCE

In order to assess the prevalence of barriers to
accessing health services, participants were asked
to indicate if they or someone they know has ever
or is currently dealing with a range of known health
access barriers.

The most frequently reported barriers for participants
themselves are Care Received from a Healthcare
Provider was Negative (19.9%), Cannot Afford
Medication (16.8%), Office is Not Open During
Times When | am Available (16.0%), Cannot Afford
Mental Health Services (12.3%), and Cannot Find

a Provider Accepting New Patients (11.3%).

The most frequently reported barriers for people
that participants know are Cannot Afford Medication
(46.9%), Cannot Obtain Health Insurance (38.1%),
No Transportation to Medical Facility (33.0%),
Cannot Afford Mental Health Services (32.6%), and
Cannot Afford Long-Term Health Services (29%).

PARTICIPANT COMMENTS

Participant comments were coded into thematic
groups using NVivo software. Approximately 154
participants opted to include written comments.
Nine themes emerged in the analysis of participant
comments.

Access Barriers and Burdens: challenges
participants have experienced in trying to access
health services. These barriers include cost,
transportation limitations, and systems failures
like wait-times and understaffing.

Mental Health and Substance Use Disorders:
concerns or personal experiences with mental health
needs, services, or drug and substance problems.

Safety and Community Relationships: concerns
about violence, safety, community climates and the
role of police.

Environment, Space and Housing: concerns about
the physical landscape of the community. These
concerns include lack of housing, green space,
and walkability.
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Specific llinesses: comments that reference
participants own experience with specific illnesses
or their concerns about specific illnesses that were
not explicitly addressed in the report.

Negative Service Experiences: specific participant
descriptions of their negative experiences seeking
healthcare or other social services.

Suggestions and Requests: participants' specific
ideas about how we could improve the health and
safety of our community and its members.

General Negative and General Positive: general
comments about either positive or negative thoughts
or experiences with health and safety or with the
survey itself.

SURVEY CONCLUSIONS

In line with most public health data and data

from CHNA listening sessions, survey participants
indicated that their top priority health needs are
Mental Health, Substance Addition, Alcohol Abuse,
Cancer, and Nutrition. The ability to address these
needs are significantly impacted by a range of
environmental and social health determinants; most
specifically, survey participants cite Affordable
Housing, Access to Services (including availability,
cost, and physical access to via transportation),
Public Education, and Prevention Programming

as highest priority resources for maintaining

health lives.

Importantly, the summary for this report only
includes findings for the total participant group.
Priorities and incidence rates change when
considering, for example, responses by town,

by race, by citizenship status, by age, by incomes,
etc. Some of these differences are included in
Appendix C to illustrate these discrepancies, and
should be considered when making determinations
about health priorities, needs, and barriers for
specific populations and geographic locations.
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FINDINGS ABOUT COMMUNITY HEALTH AND
NEEDS FROM LISTENING SESSIONS/INTERVIEWS

The following statements are expressed as opinions
and perceptions from participants of listening
sessions and key informant interviews.

Overall Perception about Community Health

The majority of the key informants described the
overall health of the community as ‘good’ and
described residents as relatively healthy. They based
the determination of ‘relatively healthy’ on the
community having adequate emergency services,
effective collaborations with health agencies

and organizations, and increased mental health
awareness. |t was mentioned in most listening
sessions that communities in the Greater Lowell
area face behavioral and mental health challenges,
especially anxiety and depression, across all age
groups. A professional from a listening session
stated, “/ have seen folks with a lot of mental health
issues in the last 6 or 9 months, a lot of new cases.”
Most professionals mentioned that communities

in the Greater Lowell area are stigmatized with
substance use disorder and alcohol use disorder,
which lead to continuous visits to the emergency
department. They also acknowledged that teens and
adolescents are a high-risk population for mental
and behavioral health problems and indicated they
suffer from emotional distress due to family-school-
work life imbalance. Participants indicated that
parents also face socio-emotional distress and may
eventually resort to substance use. Hence, mental
and behavioral health problem remain a community
health burden. In addition, the lack of support
services especially during early teenage years adds
to the toll of poor community health and safety.

Most key informants acknowledged that the lack of
dual diagnosis services has negative consequences
on the overall health of communities. Most

clients have co-occuring mental and behavioral
health concerns and the health care system is
unfortunately limited in treatment of co-morbidities
in a concurrent manner, Participants mentioned the
increased demand for integrated care due to the side
effects from long-term medication use, especially
among the elderly. For instance, listening session
participants indicated that medications used to
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treat mental health problems may have negative
consequences on physical health, including diseases
such as diabetes, obesity, high cholesterol and

heart diseases. A majarity of the listening sessions
acknowledged that the high prevalence of diabetes
and obesity may also be attributed to a lack of
appropriate nutrition.

The general health of the Westford population was
described as ‘good’ by a number of professionals

in the listening sessions as health care services

are not significantly utilized by community members.
in addition, the Chelmsford population was
perceived to have more seniors, creating geriatrics-
oriented health needs. However, some professionals
from a listening session mentioned that the ‘Healthy’
Westford and Chelmsford is a misconception

since they have specific neighborhoods within

the community with important health needs. A
professional from a listening session stated,

“Most people in these communities are still

looking for ways to get healthier.”

TOP HEALTH PROBLEMS IN THE COMMUNITY

This section lists in order of importance, the top
health problems identified during 20 listening
sessions and 17 key informant interviews.
Complementary public health data about these
topics is provided in the following section.

Mental Health Issues

Mental health issues, such as depression and
anxiety, were identified as the top health problem
facing Greater Lowell communities by most listening
session participants. For instance, it was stated that
sleep disorders associated with migraines and visual
problems are common among youth, that loneliness
is predominant in the aging population, and that
children may increasingly develop substarce use
disorders due to academic pressures. Participants
noted that a significant number of children in
elementary school are seeing mental health
specialists and are on antidepressants and anti-
anxiety medications. The rationale is that children
lack coping skills in managing family-school-work
lifestyle chalienges. In addition, it was perceived
that more children suffer from Attention-Deficit
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Hyperactivity Disorders (ADHD). Other vulnerable
populations identified include families of children on
the autism spectrum and pregnant women who have
limited access to health care services and are at risk
of compromised mental health. Participants of the
TeenBlock listening sessions mentioned that racism
also brings socio-emotional stress to youth.

Substance Use/Alcohol Disorders

The majority of the listening sessions and key
informant interviews acknowledged that mental
health issues often co-occur with substance use
disorder. One of the most vulnerable populations to
substance use disorders are elders. Substance use
disorders were mentioned as a major concern among
people experiencing homelessness due to chronic
pain or from opioid use such as methadone and
suboxone use. Most key informants acknowledged
that individuals with co-occurring illnesses
experience opioid use disorder, A key informant
specifically mentioned cocaine, heroin, and fentanyl
as common among people with substance use
disorders. In addition, a professional who was part
of the Lowell Community Health Center Physicians
and Staff listening session acknowledged that organ
failure from previous substance use disorder related
health issues often leads to future complications.
Patients with substance use disorders often perceive
unfair treatment and judgement by health care
providers, A professional from one of the listening
sessions stated, “When | had pancreatitis it took me
three months to go to the hospital because you get
judged [for having an alcohol use disorder].” This
can cause individuals to be reluctant to identify as a
patient seeking health care related to substance use.
Most professional groups from the listening sessions
mentioned that substance use disorder often stems
from previous history of inappropriately managed
physical trauma. A professional at a listening
session stated: “Sometimes the substance abuse
disorder, addiction, starts at the hospital after a
drug prescription.”

Obesity

The majority of listening sessions cited obesity

as a major issue. Professionals in some listening
sessions acknowledged mobility is a difficulty among
the adult population due to joint-related chronic pain



that is predominantly associated with obesity and
aging. It was also mentioned that sedentary living
also adds to the disease burden. A professional at

a listening session noted, “Assisted technology is

a double edge sword with muscular atrophy until
you eventually can't walk or move independently.”
Others remarked that most elders who suffer from
joint-related problems eventually develop disabilities.
Obesity was also mentioned as a burden among
children.

Diabetes

The majority of professional and community
listening sessions identified diabetes and related
health concerns as a top health problem. Several
participants noted the risk of cellulitis and
amputations among people with diabetes due

to inadequate self-management including insulin
use, and lack of a primary care provider to authorize
prescription refills. Diabetes was observed to be
increasing tremendously among children and
prevalent among refugees.

Infectious Diseases

Most participants at the listening sessions
remarked that communities in the Greater Lowell
area experience infectious diseases including
Human Immunodeficiency Virus (HIV) that lead

to Acquired Immunodeficiency Syndrome (AIDS).
One professional from a listening session stated:
“Clients who started the HIV medications in the
80's now have full-blown AIDS since medications
from those days only slowed down the manifestation
of AIDS, unlike recent medications.” In addition,
communities in the Greater Lowell area were

stated to have a high burden of Hepatitis. Another
professional in a listening session commented:
“Now that there are new medications for infectious
diseases, people think it is not an issue anymore
and so they share needles.” Some of the listening
sessions recognized the predominance of specific
types of Hepatitis in specific populations including
Hepatitis A among people who inject substances and
people experiencing homelessness, and Hepatitis C
among the refugee community. Only one listening
session mentioned the recent resurgence of vaccine
preventable diseases like measles.
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Asthma and Chronic Obstructive Pulmonary
Disease (COPD)

Respiratory illnesses, especially Asthma, were
reported by listening session participants as a
significant concern among children and elders.
Smoking was stated to be common among the
elderly population, predisposing individuals to
respiratory disorders such as asthma and COPD.
Asthma was also reported to be prevalent in the
refugee population.

Other heaith related issues raised by listening
session participants include cancer and
cardiovascular diseases. A few listening sessions
acknowledged increased cancer prevalence in the
community. Although specific cancers were not
mentioned during the listening sessions, it was
stated that most cases of cancer were associated
with smoking.

POPULATIONS AT GREATEST RISK

Older Adults

Older adults were named as a population at great
risk by many participants. A professional at the
Elder Services of the Merrimack Valley stated,
“People are living much longer and there are

not enough resources.” Loneliness and isolation,
especially social isolation, were stated to be common
among seniors. Seniors were thought to not be

as enthusiastic to venture into the community

and engage in social activities, preferring to be
home. In addition, listening session participants
indicated many elders may be overweight and obese
because they do not leave the house due to the

cold weather. Those who live with family may not be
easily convinced to leave the house. It was reported
that there are limited transportation resources for
the elderly to and from doctor visits. Additionally,
listening session participants expressed that seniors
find it difficult to maneuver online resources and
there is an increased need for home services.
Another professional stated, “Seniors are home-
bound and isolated. Therefore, even with resources
out there, they do not even know how to access
them. No one is there to take care of them.”



e ————— I —

Population of People Who Work for Low Wages
Several listening session participants noted that
many people who work for low wages typically do
not qualify for assistance because their income

is marginally above the income limit guideline.
According to the Lowell Early Childhood Council
listening session, the increase in minimum wage
has worked against families not to qualify for
services. Individuals of moderate income do not
qualify for MassHealth {cannot afford health
insurance with high deductibles) and Supplemental
Nutritional Assistance Program (SNAP). People
who work for low wages also have limited access to
mental health services,

Homelessness

Many listening session participants noted that people
experiencing homelessness have limited access

to medical services and regularly have long wait
times for medical care. Some people experiencing
homelessness believe that they do not receive quality
care because of substance use disorders. During the
Hunger and Homeless Commission listening session,
a professional stated, “/ think poverty also impacts
mental health." Another professional also stated,
“Clients who have mental health issues might be
put on a hold for 3 to 5 days.” Other participants
mentioned that when people experiencing
homelessness experience substance overdoses, they
may refuse medical treatment. Additionally, many
individuals experiencing homelessness are hesitant
to accept emergency shelter. Acquiring housing with
requirements for abstinence from substances is a
cumbersome process with limited accountability and
can delay recovery. Listening session participants
stated that many people experiencing homelessness
have a criminal record which aiso creates
complications. In addition, online resources may not
be easily accessible because of barriers to access
electronic devices (computers and phones).

Teenagers and Youths

Listening session participants cited several risk
factors affecting youth populations. College students
are at risk of housing instability due to low wages
and lack of affordable housing. It was also stated
that they experience food scarcity and housing
problems that impact their emotional well-being and
physical health. A professional at one of the listening
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sessions stated, “/ work in a food pantry. Lowell has
food insecurity, about 23,000 people, increasing
since 2011." There is a perceived increased
proportion of teenagers experiencing poverty

leading to food insecurity from timited access to
food. Listening session participants mentioned that
although food stamps are available for low-income
populations to access, it can be complicated for
immigrant youth, non-English speaking communities
especially due to health insurance constraints.
Adolescents in middle and high school may face
social anxiety, depression, psychosocial stress and
suicides. Listening session participants stated that
teenagers get the flu, strep throat, and common cold
outbreaks in schools. Listening session participants
also spoke to the fact that children in foster care
are afraid to seek support for basic needs. Moreover,
there are cases of malnutrition among families

from refugee camps because of limited healthy diet
options here in the United States. Part of the issue
was stated to be limited access to healthy foods not
acculturated to the American diet. Listening session
participants indicated that there are noheaithy fresh
food options in food pantries. Another professional
stated, “People who travel from other parts of the
world may weigh 90 pounds back then and now
weigh 300 pounds.” (See Figure 35 & 36 for data
of youth obesity, overweight, or underweight.)
Several participants noted that teenagers and
adolescents who are at risk of emotional distress
from family-school-work life imbalance go into
marijuana use, vaping and alcohol use. (See figure
52 for information regarding prevalence of alcohol,
tobacco, and other substance use among high school
students.)

Lesbian, Gay, Bisexual, Transgender, Queer
(LGBTQ) Community

Several health professionals noted limited services
available to the LGBTQ community due to social
stigma and marginalization in mainstream health,
and a lack of awareness among providers of health
needs within this community. Listening session
participants mentioned that teenagers who identify
as transgender can be stigmatized due to oppositions
from their parents to seek hormone therapy.
Therefore, they can be limited in their ability to
make medical decisions for their own health and
well-being, thus potentially increasing their risk of
mental heaith issues.
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Immigrants/Refugees

The majority of the listening sessions agree that
immigrants are at high risk for adverse health
outcomes, Participants reported that many
immigrants fear seeking services because of their
immigration status, which negatively impacts their
options, especially with limited health insurance.
People who are non-naturalized immigrants may not
only live in fear but can be unaware of what health
services are available. Several listening sessions
noted that the immigrant community including
refugees and asylum seekers find the US health
system very difficult to understand, especially the
health insurance system. This may be because

the immigrants speak multiple languages while
available language translation agencies only provide
services for a few languages (mostly Spanish and
Khmer). Some non-English speaking communities
also have difficulties navigating the US health
system and adapting to health policies different
from the cultural norms of their home country,
especially with prenatal care. Additionally, listening
session participants stated that the non-naturalized
immigrant communities may be reluctant to access
health resources because of fear of deportation.
Participants also mentioned that individuals who
emigrated for less than 5 years do not qualify

for MassHealth and non-citizens only qualify

for emergency MassHealth. Several physicians
acknowledged that reproductive health resources
are limited in general. Additionally, teenagers were
identified as being at great risk as they struggle with
racism, as well as being an immigrant or refugee.
Many immigrants were also stated to be unable to
access western medicine partly because of language
barrier and inadequate translation of native medicine
by interpreters. A professional from one of the
listening sessions stated, “There are interpreters,
but often only one on duty. They have a family
member that can speak for them, but doesn't speak
or understand the medical part of the language in
English or [the] native language.”

The following additional information on ethnic and
immigrant communities was provided by members
of these communities during the listening sessions.

Cambodian Community

A member of the Cambodian community listening
session stated, “The Cambodian community has
chronic pain and trauma. Most of the Cambodian
communities are genocide survivors or the children
of genocide survivors." Several participants
contended that many members of the Cambadian
community are predisposed to substance use
especially among refugees who have a diagnosis

of Hepatitis due to alcohol. Post-traumatic stress
disorder (PTSD) and dementia was stated to

be common among Cambodian elders. Another
community member stated, “Cambodian elders with
PTSD believe that it does not exist as a disease.” In
addition, according to participants in the Cambodian
community listening session, about 40% or more

of their community are unhealthy because severe
health conditions such as high blood pressure, heart
disease, diabetes, and kidney disease go untreated
for long periods. Many are at high risk because of

a lack of compliance to scheduled doctor visits

and regular check-ups due to language barrier,
transportation, and negligence. A community
member asserted, "/ worked with elders of the
Cambodian diaspora. As you know, a study showed
that 65% have mental health related issues and
these lead to diabetes and depression ‘very severe.'
Listening session participants expressed fear of
receiving bad news from the doctor and believe

that home remedies such as coining and cupping
have curing abilities. Another community member
said, “They are not educated enough to know that
some cold symptoms are similar to pneumonia or
other viruses that can become deadly without proper
treatments.” In addition, cancer is a community
health concern according to the Cambodian
community listening session.

African Community

Many from this listening session expressed concern
about the health of African community members.
Several noted that people who work for low wages
have problems with seeking medical care because
they will have to call out of work. A member of

the African community mentioned that women are
healthier than men because men do not pay close
attention to their health. Health problems of concern
of African community participants include increasing
Hepatitis due to alcohol use disorder, marijuana use



m

by youth and obesity due to a lack of healthy eating
habits that could also lead to diabetes, stroke and
heart disease. Participants also mentioned the lack
of knowledge about resources available to assist

with health insurance including coverage and
termination as well as avoidance of 911 calls in the
case of an emergency because of fear of hospital
and ambulance bills. Therefore, it was expressed
that many believe that the lack of knowledge about
the health care system in general increases the
predisposition to depression and psychological
stress. It was stated that suicides are common in the
African community. African seniors were identified as
a high-risk population. Although African seniors have
access to health insurance, cultural differences,
especially language barriers may make it difficult

for seniors to cornmunicate their health concerns

to their primary care provider. Participants asserted
that elders are more comfortable to return to their
home country to seek health care from someone
they identify with culturally. As community member
stated, "We don't have an African senior center like
Cambodians or Spanish. They stay home because of
the cultural and language barriers.”

Spanish-speaking Community

Listening session participants stated that members
of the Spanish-speaking community worry about
suicidal deaths due to long wait time before a
mental health specialist sees patients. Some suffer
from overdoses from substance use disorders and
psychosocial stress. Alcohol use was also expressed
as a concern in this community. Other health
problems of concern of participants include obesity
among youth, cancer, and infectious diseases such
as Tuberculosis, Hepatitis (A, B and C) and acquired
immunodeficiency virus (AIDS) caused by the human
immunodeficiency virus (HIV). Latino seniors were
identified as vulnerable, as they can lack support
from their families and the community, while not
receiving adequate attention. Participants stated
that many community members believe that some
providers are not warm enough during doctor visits.
One listening session participant stated, “ There is a
gap between the American culture and Latino culture
on how they treat the elderly."
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Portuguese-speaking Community

The Portuguese-speaking participants identified
diabetes, cardiovascular disorders, unhealthy diets,
and dental care as top health problems facing the
community. Nevertheless, participants acknowledged
that they feel well treated by staff at Lowell General
Hospital and appreciate that they do not face long
wait times for their appointment, although managing
the health insurance system can be difficult.

They also expressed appreciation for the ease at
which signs make it easy to navigate the hospital
environment. A member of the Portuguese speaking
community stated, “/ appreciate being well treated
by medical staff here, because in Portugal it's not
like that, they are harsher." Participants noted that
the translation services could be improved and
recommended that Brazilian translators should
translate for patients from Brazil and Portuguese
translators should translate for those patients
originating from Portugal to improve the quality

of communications.

Major Strengths of Health Services

Listening session participants were asked about the
strengths of health services in the Greater Lowell
area. The most frequently mentioned strength

was the Lowell Community Health Center (LCHC)
because its health care providers work closely

with collaborating agencies and partners. LCHC's
Opioid Based Addiction Treatment Program and

the Greater Lowell Health Alliance Substance

Use Prevention Taskforce were also mentioned. In
addition, teenagers and youths have access to sex
health education and school fitness programs. LCHC
provides comprehensive care and social support
services to patients. A professional stated, “Lowel/
Community Health Center serves half the population
of the city with trusted organization and translators
too.” Due to the strength of these collaborations,
participants stated that the existing delivery system,
which includes social services, has the ability to
effectively address social determinants of health.

In addition to the robust community health center
program offerings, the services at Lowell General
Hospital were also identified as a strength. The
majority of participants from listening sessions for
organizations acknowledged that Lowell General
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Hospital (LGH) has a well-established elderly

care program that includes robust home health

and hospice services, transportation services, and
Medicaid service expansion. The availability of two
LGH campuses has made access to emergency
care services easy. The availability of urgent care
facilities has eased the workload in the emergency
department. Although a majority of organizations
and community members mentioned the lack of
mental health services in the Greater Lowell area, a
few listening sessions indicated that substance use
disorder services in the Greater Lowell area might
have a promising future because of collaboration
between the Massachusetts Department of Mental
Health and LGH.

A few listening sessions acknowiedged the following
additional strengths of LGH: language interpretation
services through video box, the availability of a
Tuberculosis clinic, and the ability of patients
without health insurance to enroll with MassHealth
during walk-in visits. The Lowell Community Health
Needs Assessment process was also acknowledged
as a strength to the Greater Lowell area as it involves
discussions with key stakehoiders regarding their
health needs and recommendations to improve the
health and well-being of the community.

An additional strength to the health care system

is the availability of a grant-funded recovery coach
shared by the Tewksbury, Dracut and Chelmsford
police departments for mental health related
concerns. A key informant in the police department
acknowledged that the Middlesex County Sheriff's
office is invested in addressing the opioid crisis as
a significant health care concern.

Major Weaknesses of Health Services

Key informants and listening session participants
were asked to identify major weaknesses of the
health services in the Greater Lowell area. A shortage
of health care providers was noted, especially
psychiatrists and health care personnel specialized
in violence or sexual assault. Patients experience
long wait times with specialist referrals and
expressed concern that medical conditions could get
worse or become fatal. Another professional from a
listening session stated, “/f teenagers are dealing
with suicidal, self-harming behaviors, urgent cares
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are not provided in the best ways for these specific
needs." Such patients who go into short-term care

programs can get discharged without referrals. This
process is indicative of reduced consistency in the

continuum of care, especially if patients run out

of medications,

In addition, most participants mentioned that the
time spent with patients during doctor visits is
limited. “Providers only have sometimes 15 minutes
with a patient and this can be a disadvantage to

a patient dealing with domestic violence." There
can be long wait times during an emergency room
visit according to a community listening session
participant. A professional from one of the listening
sessions stated, " When they get you into the
emergency room, there are not enough cubicles to
put you into. So you are put into the hall until they
can put you in a room."

The majority of the listening sessions acknowledged
the increased need for culturally competent health
care providers to serve the Greater Lowell area

due to its ethnic diversity. For instance, some
ethnic traditional/holistic approaches to health are
considered malpractice in the United States.

Most listening sessions noted the limitations in
language translation and interpretation services

in the health system as there are not enough
interpreters and translators for multiple languages.
The majority of the listening sessions indicated a
limitation in the availability of bilingual health care
providers and support groups to service the diverse
Greater Lowel] area. Language barriers were also
noted impact the ability to utilize the transportation
system especially with interpretation of maps.
Listening session participants stated that patients
are reluctant to see health care providers because
they feel overwhelmed with language barrier and
literacy issues. Another professional stated, “ There
is a big difference between translator and interpreter.
They transiate information without the client
understanding and the communication is broken."
There is the lack of support resources for families
with language barrier challenges, especially with
domestic violence when the interpreter may be the
family member responsible for abuse or assauit.



There are limited health resources among people
experiencing homelessness to meet demand,
especially with substance use disorder and alcohol
use disorder according to a professional at a
listening session. Listening session participants
mentioned a recent epidemic of fentanyl use
disorder due to underlying mental or psychological
problem. There was noted to be limited access to
mental health services and unavailability of mental
health professionals in school systems and after-
school program. The lack of continuity of health
services is a concern that was expressed at several
listening sessions. One example given was when
youths grow to aduithood, they do not have the
same mental health personnel assigned to their case
management. The capacity of mental and behavioral
health services is limited in specialists’ care and
access to health services, increasing the toll of
mental and behavioral diseases and illnesses. There
are difficulties with navigating mental and behavioral
health services, exacerbated by limited access and
transportation problems. There are also high rates
of absenteeism from schools due to substance use
disorders among children, indicating a need for
additional education among parents.

Barriers to Obtaining Health Services

When asked to identify barriers to obtaining health
services, listening session and key informant
interview participants noted transportation problems
to be a predominant barrier to the health systems

in the Greater Lowel| area. Particularly challenging
instances are during cold seasons, during emergency
situations, or to a substance use treatment facility.
Transportation is also more challenging for people
with disabilities, and people who do not speak
English according to most providers/professionals

at listening sessions. For instance, patients may not
be able to adhere to specialist referrals because it is
difficult to navigate the transportation system, and
language barrier is a challenge where there is need
for communication with transportation personnel.
Some patients cannot afford to pay for rides,
especially families with children who have special
needs. Listening session participants indicated

that although MassHealth covers transportation,
reservations have to be made four weeks in

advance, even in cases of urgent need. Walking was
mentioned to not be feasible with children and those
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with disabilities, especially during the winter season.
In addition, refugees are required to be seen at a
tuberculosis clinic on arrival into the United States
but can miss appointments because the public
transportation system is difficuit to navigate.

Another potential barrier identified was low-income
guidelines as a barrier for access to subsidized
health care services in the Greater Lowell area.
Several listening session participants stated that
individuals and families who exceed the income
limit for subsidized health care services cannot
afford most health care plans, which results in
delay of treatment of care. Specialized care centers
may not accept Medicare and Medicaid covered
patients. Listening session participants also
mentioned that the MassHealth connector website
is complicated and difficult to navigate. Participants
expressed concern that health insurance policies
and procedures could predispose patients to anxiety
from the risk expensive self-pay care. A professional
from one of the listening sessions stated, "/ am an
amputee and | need a new prosthetic because the
one | have is cracked, before the 5-year guarantee
time for a new replacement. MassHealth could

only approve a new one in about 6 weeks and if

not approved, | would have to pay $10,000 to
$14,000 out of pocket." Physicians acknowledged
that the insurance system is a barrier to health care
access because in some instances it does not allow
patients to see different providers or make multiple
visits in one day. Physicians also noted the lack of
consistency in health insurance billing. Another
professional also stated, “[Health care professionals]
didn’t know what the cost for the treatment would
be and told me to check with my insurance."” Some
listening sessions acknowledged that medical bills
are on the rise with a negative impact on co-pays and
medications. For instance, co-pays for health care
support services such as physical and occupational
therapy or that require multiple visits per week
become a financial burden to patients. There are
also limits to the number of provider visits endorsed
by insurance companies, which is a challenge for
patients with chronic, on-going medical concerns.
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Listening session participants expressed concern
that many mental health issues are undiagnosed
due to stigma and discrimination for those with
substance use disorders and mental health issues.
Many individuals and families believe a social
stigma exists when seeking behavioral health
services. Listening session participants noted that
patients can lack the awareness of the available
health and social services needed to improve their
health and well-being. It was also stated that health
practitioners may also lack awareness to inform
patients about health and social services, resources
and benefits.

Analysis of Public Health Data

Some public health professionals mentioned that
some areas have faced resistance to walkable
communities, such as “Healthy Westford" because
many residents do not want sidewalks in front of
their houses. A professional at one of the listening
sessions stated, “They want all the health benefits
and say they are a great healthy community, yet
there is huge resistance.”

To complement and supplement the qualitative listening session and key informant interview data and the

quantitative current local survey data, this report also includes an analysis of publically available public health
data. Dependent on data availability, data was presented over time, by community within the Greater Lowell
CHNA, or compared between the City of Lowell, Greater Lowell CHNA, and the state of Massachusetts.

CAUSE OF DEATH
Figure 24 — Age-Adjusted Death Rate per 100,000 (2016)
Lowell Greater Lowell (CHNA) Massachusetts
1 | Heart Disease 165 |Heart Disease 470 | Heart Disease 11,923
2 | Opioid related 67 Lung cancer 156 | Lung Cancer 3,168
3 (Lung Cancer 57 Opioid related 110 |Chronic Lower Respiratory |2,676
Disease
4 | Chronic Lower 29 Chronic Lower 100 | Stroke 2,468
Respiratory Disease Respiratory Disease
5 |Stroke 28 Stroke 81 Opioid related 2,034

Source: Massachuselts Vital Records, 2016

The leading cause of death in Massachusetts, the Greater Lowell CHNA, and Lowell in 2016 was heart
disease at 11,923, 470, and 165 per 100,000 respectively. Opioid related deaths were the second highest
cause of death in Lowell, at 67 per 100,000. Opioid related deaths were the 5th highest cause of death in
Massachusetts and 3rd highest in the CHNA at 2,034 and 110 per 100,000 respectively.
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CARDIOVASCULAR DISEASE
Figure 25 — Age-Adjusted Rates of Admissions/Hospitalizations for Cardiovascular Disease per 100,000

2100
zmo ...0'..-0'.. ...... frtstsrs,eennt "........'."o...
1900 o .....Otl
1800 .‘.-.....'D'
1700 - _—
— —— T e - — S -~
1600 \
e~ — ey,
1500 N~ - — —-
1400
2007 2008 2009 2010 2011 2012 2013 2014
ss+ss-lowell — - Greater Lowell CKNA Massachusetis

Source: Center for Health Information and Analysis (CHIA) via PHIT

Hospitalization rates for cardiovascular disease have consistently been higher in Lowell than rates at the State
and CHNA levels overall. The highest hospitalization rate for Lowell was in 2011 with 1691.2 per 100,000.
Since then, there has been a gradual decrease, with the lowest rate of 1798.5 per 100,000 in 2014. in 2014,
the Massachusetts and Greater Lowell CHNA rates were at 1563.1 and 1505.3 respectively.

Figure 26 - Age-Adjusted Rates of Emergency Department Visits for Cardiovascular Disease per 100,000
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Source: Center for Health Information and Analysis (CHIA) via PHIT
*Note: Dunstable not included in Greater Lowell CHNA data (Statistics from this area is suppressed to protect confidentiality
when number of cases is < 10.)

Until 2014, emergency department (ED) visits were higher in Lowell than other areas. In 2014 the statewide
level rates were the highest at 590 per 100,000 than Lowel! (579.8) and the Greater Lowell CHNA (407.1).
Between 2013 and 2014, there was a 14% decrease in ED visits in Lowell with a change from 375.3 to 579.8.
Although relatively stable compared to the other areas, there has been a consistent downward trend between
2011 and 2014 for statewide rates. The rates for the CHNA area have also been decreasing between 2012

and 2014 by about 13%.
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Figure 27 - Percent of Angina or Coronary Heart Disease (CHD) Amongst Aduits (2012-2014)
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When major blood vessels become blocked or damage from plaque build-up and limit blood flow, a person can
develop coronary heart disease (CHD). Angina or chest pain is the discomfort that occurs when the heart muscle
does not receive the oxygenated or nutrient rich blood. Aggregated results from 2012, 2013, and 2014 indicate
that more adults in Dracut report having angina or CHD with a prevalence rate of 4%. Lowell and Tewksbury had
a prevalence rate of 3.6% to round out the top 3 communities. Tyngsborough and Westford had a prevalence
rates less than 3%.

Figure 28 - Age-adjusted Rates of Hospital Admissions/Hospitalizations for Stroke per 100,000
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When blood flow to the brain is limited, brain cells damage and result in a stroke. The rates of hospitalizations
related to stroke have been relatively high for Lowell compared to the other geographies with the highest rate
of 374.6 per 100,000 in 2009. Beginning 2012, there has been a decreasing trend in Lowell with a 26.8%
decrease by 2014 (from 345.9 to 272.8). By 2014 the rates of these hospitalizations were much closer to
Greater Lowell CHNA and the overall state rates at 270.9 and 255.1 respectively.
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Figure 29 ~ Age-Adjusted Rates of Emergency Department Visits for Stroke per 100,000
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While hospitalization rates for stroke were higher for Lowell, the rates for emergency department (ED) visits for
the state of Massachusetts were higher for this measure. Beginning 2010, there has been an increasing trend
of ED visits at the state level with a dramatic rate increase of 28.8 more in 2011 (52.8) from the previous year
(24.0). By 2014, the city of Lowell had the lowest rate of 41.4 per 100,000 when compared to Greater Lowell
(48.2) and Massachusetts (54.2).

Figure 30 — Age-Adjusted Rates of Hospitalizations for Myocardial Infarction per 10,000
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A myocardial infarction is another term used for heart attack. When blood is not able to flow to the heart
muscle from a blockage it can lead to tissue damage. Of the three geographic areas, Lowell has a higher rate

of hospitalizations for myocardial infarctions than the Greater Lowell CHNA region and Massachusetts. Between
2008 and 2010 there was a 19.4% increase of hospitalization rates from 39 to 46.3 per 10,000. In 2014,

all areas had its lowest rate of hospitalizations with 35.7 for Lowell, 29.1 for Greater Lowell CHNA, and 24.8
for Massachusetts. There was also an increase the following year.

DIET/OBESITY
Figure 31 - Percent adequate fruit and vegetable intake amongst Adult (5+ Servings of Fruits and Vegetables
Daily) (2011, 2013, 2015)
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Aggregated results from the BFRSS show that more adults in Westford had the recommended five or more
servings of fruits and vegetables per day at 23.3%. The community with the lowest percent of adults doing
so was Dracut with 13.8%.

Figure 32 — Percentage of Population with Food Stamp/SNAP Benefits in Past 12 Months
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The highest percentage of residents on Food Stamps or with SNAP benefits in the previous year was from Lowell
at 24%. This is twice as much as the state average that was at about 12%. Within the Greater Lowell area,
Dracut was the second highest at about 8% of their population. The proportion of the population in the other
six towns who had these benefits was less than 5%, with Dunstable being the lowest at less than 1%.

Figure 33 - Prevalence of Adults with Obesity - Percent (2012.2014)
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The CHNA assessment from 2016 showed that obesity rates have substantially increased between 1998 and
2010 for all areas of Lowell, the Greater Lowell CHNA, and Massachusetts. If you were to divide a person’s
weight in kilograms by the square of height in meters and the quotient is 30.0 or higher, they fall within the
range of obese (Defining Adult Obesity, 2019). Aggregated data from 2012, 2013, and 2014 indicate that
Lowell has the largest percent of adults with obesity at 30.4%. The lowest prevalence was in the Westford
community at 17.9 percent. The previous figure __ had Westford, Chelmsford, and Tyngshorough as the top
three towns with highest healthy food intake. In this figure, the same three towns are the bottom three in
regards to prevalence of adults with obesity.

Figure 34 - Prevalence of Adults Categorized as Overweight - Percent (2012-2014)

70

64.6 63.6 63 61.7 61.2 60.1

60 49.5
S5
40
3
2
1

0

Billerica Lowell Dracut Tyngsborough*  Tewksbury Chelmsford Woestford

o

(== B = R =]

Source: BFRSS Resulls via PHIT
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average. The confidence interval for this community is wider than the normal limits set by MDPH. Therefore, the estimate for this town
shoutd be interpreted with caution.
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The CDC categorizes the overweight range if the calculated Body Mass Index (BMI) is between 25.0 to <30
(Defining Adult Obesity, 2019). Except for Westford, the data available shows that at least 60% of all adults
in the region are overweight. The prevalence in Westford is 49.5%.

Figure 35 — Percent of Children with Obesity or Categorized as Overweight in Grades 1,4,7,10 in MA School
Districts (2014-2015)
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Figure 36 — Percent of Children Categorized as Underweight in Grades 1,4, 7, 10 in MA School Districts
(2014-2015)
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Based on the 2017 Massachusetts Public School District Screening, the overall average of children in these
grades who are categorized as overweight is about 17% and the average prevalence of children with obesity
is at 13%. The highest prevalence of children who are categorized as overweight is from Tyngsborough (19%)
and the lowest from Westford (14%). The highest prevalence of children with obesity is from Lowell at 21%
and the lowest from Westford at 6%. About 4% of children from Tyngsborough and Westford were categorized
as underweight. Tewksbury and Dunstable had the lowest prevalence at nearly 2%.

DIABETES
Figure 37 - Prevalence of Adults with Diabetes - Percent (2012-2014)
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*Note: We include fown leve! estimates that may be based on relatively few respondents or have standard errors that are larger than
average. The confidence interval for this community is wider than the normal limits set by MDPH. Therefore, the estimate for
this town should be interpreted with caution.

Aggregated results from 2012, 2013, and 2014 in the towns with available data have an average prevalence of
adults with diabetes of 8%. Lowell had the highest prevalence at 9.6% and Westford with the lowest at 6.4%.
(Data from the previous CHNA in 2016 indicated the percent of adults who have or have had diabetes has been
decreasing for Lowell and Greater Lowell CHNA area between 2012 and 2013. Since the current data includes
an aggregate calculation, we cannot compare those yearly results to this data.)

At the state level, results from the 2015 BFRSS indicate that prevalence of diabetes among adults by race and
ethnicity was higher in individuais who identify as Black, Non-Hispanic (12.3%) followed by Hispanic (11.7%)
and White, non-Hispanic (8.7%). When comparing rates of diabetes related mortality, Asian, non-Hispanic
residents had the lowest rate at 8.5 per 100,000. Black, non-Hispanic residents had the highest rate at 29.5
per 100,000 which was more than twice the rate of White, non-Hispanic at 13.8 per 100,000. (Massachusetts
Diabetes Data, 2019)
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Figure 38 — Age-Adjusted Rates of Hospital Admissions/Observations per 100,000 for Diabetes
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The hospitalizations rates per 100,000 for diabetes have substantially been higher in Lowell than other areas.
Massachusetts's diabetes-related hospitalizations have been consistently stable and hovering at the 160 rate.
Excluding Dunstable, Tyngsborough, and Westford the rates for all the other areas of Greater Lowell CHNA have
been slightly below the state rates as well. In 2013, Lowell's highest rate was at 283 per 100,000. By 2014
the age-adjusted rates of hospitalizations for Lowell, Massachusetts, and the CHNA were 249, 160, and 154
per 100,000 respectively.

Figure 39 - Age-Adjusted Rates of Emergency Department Visits per 100,000 for Diabetes
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Unlike the previous figure, between 2009 and 2013 age-adjusted rates of ED visits for diabetes from the
Greater Lowell CHNA area (excluding Dunstable, Tyngsboro and Westford) were higher that the statewide
level. Massachusetts level rates of ED visits have consistently been below 150, with a slow and gradual
increase starting in 2011. By 2014, the rate of the CHNA area was at 140.9 compared to the state's
rate of 143.1 per 100,000. The rate for Lowell in 2014 was at 289.0 per 100,000.

SMOKING

Figure 1.3 Prevalence of adults who report current smoking (2012-2014)
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Prevalence of current smoking among adults is a valuable measure of the health and economic burden of
tobacco and provides a baseline for evaluating the effectiveness of tobacco controi programs over time. In The
Greater Lowell CHNA, the average percentage of adults identifying as current smokers is 16.3%. Lowell has the
highest percentage of current smokers at 25.4%, followed by Dracut at 19.3%. Tewksbury, Tyngsborough, and
Bitlerica have similar percentages of adults identifying as current smokers, all near the average. Chelmsford and
Westford have percentages lower than the average at 12.1 and 9.4% respectively.

Figure 1.4 Prevalence of adults reporting exposure to secondhand smoke (2012-2014)
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Secondhand smoke is smoke from burning tobacco products and smoke that has been exhaled by the person
smoking. Tobacco smoke contains thousands of chemicals, including hundreds that are toxic and about 70 that
can cause cancer (Asthma, 2019). More adults report exposure to secondhand smoke than those that identify
as current smokers, with the minimum percentage of adults reporting exposure to secondhand smoke over one-
quarter of the population. The prevalence by community follows a similar trend to that of adults who identify as
current smokers, Lowell has the highest percentage of adults exposed to secondhand smoke at 45.2%, followed
by Dracut at 37.9%. Billerica, Tewksbury, and Tyngsborough have similar percentages all near the average of
34.8%. Chelmsford and Westford have percentages lower than average at 29.7 and 28.2%.

RESPIRATORY DISEASES
Figure 40 - Asthma Hospitalization Rates per 100,000 for Children Ages 0-4 (2002-2014)
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Asthma is a chronic heaith issue characterized by recurrent inflammation of airways causing wheezing, chest
tightness, shortness of breath, and coughing. When distributed by racial and ethnic categories, Lowell and
The Greater Lowell CHNA have similar patterns of asthma hospitalization rates per 100,000 for children ages
0-4, with individuals from the Hispanic population experiencing the most hospitalization, followed by those
from the Asian/Pacific Islander, Non-Hispanic population, then those from the Black, Non-Hispanic popuiation
and those from the White, Non-Hispanic population. This differs from the distribution seen state-wide in
Massachusetts, where the rates of asthma hospitalizations for children ages 0-4 are highest among individuals
from the Black, Non-Hispanic population.
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Figure 41 - Age-Adjusted 5-Year Average Annual Asthma Hospitalization Rates per 100,000 (2002-2014)

700

623.24 632.44

600
500

400

32380 327.10

300

200
100

Lowell Greater Lowell CHNA Massachusetts

BWhite, Non-Hispanic  mBlack, Non-Hispanic  mHispanic  ® Asian / Pacific Islander, Non-Hispanic
Source: Massachusetts Casemix Discharge Database, Massachusetts Center for Health Information and Analysis CHIA)

The racial and ethnic distribution of rates of 5-year average annual asthma hospitalization rates per 100,000
follow a similar pattern for the asthma hospitalization rates for children ages 0-4 years in Lowell and the Greater
Lowell CHNA. The highest hospitalization rates are among the Hispanic population followed by the population
of Black, non-Hispanic individuals, then Asian/Pacific Islander, Non-Hispanic individuals, then White, Non-
Hispanic individuals. The asthma hospitalization rates in the Greater Lowell CHNA are higher within the Black,
Non-Hispanic population than in Lowell. In the state of Massachusetts, the asthma hospitalization rates are
almost equivalent between the Hispanic population and the population of Black, Non-Hispanic individuals.

This is @ marked difference than in Lowell, the Greater Lowell CHNA, and also different than the distribution

of rates for asthma hospitalizations in the state for children ages 0-4 years.

Figure 42 - Age-Adjusted 5-Year Average Annual Emergency Department Visit Rates per 100,000 for Asthma
(2002-2014)
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The racial and ethnic distribution of the age-adjusted 5-year average annual emergency department (ED)

visit rates per 100,000 for asthma are similar between Lowell and The Greater Lowe!l CHNA. The population
with the highest rate of ED visits for asthma is the Hispanic population followed by the Black, Non-Hispanic
population. In the Greater Lowell CHNA, the rates of ED visits for asthma are similar between the White, Non-
Hispanic population and the Asian/Pacific Islander, Non-Hispanic population. In Lowell, the rate of ED visits
for asthma are higher in the White, non-Hispanic population than that of the Asian/Pacific Islander non-
Hispanic population. In Massachusetts the White, Non-Hispanic rate of ED visit for asthma is also higher
than that of the Asian/Pacific Islander population. The Massachusetts distribution differs from that of Lowell
and the Greater Lowell CHNA in that the population with the highest rate of ED visits for asthma is the Black,
Non-Hispanic population.

Figure 43 - Age-Adjusted Rates of Hospital Admission for chronic obstructive pulmonary disease per 10,000
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*Note: Dunstable not included in Greater Lowel! CHNA data (Statistics from this area is suppressed to protect confidentiality when number
ofcasesis < 10.)

Chronic obstructive pulmonary disease (COPD) is a health issue that makes it hard to breathe as progressively
less air flows in an out of the airways. COPD can include emphysema, chronic bronchitis, and refractory (non-
reversible) asthma. The rate of hospital admission for COPD per 10,000 has followed similar, slowly decreasing
trends in Loweil, The Greater Lowell CHNA, and Massachusetts. The Greater Lowell CHNA has had comparable
rates to that of Massachusetts since 2007. The rate of hospital admission for COPD has been markedly higher
in Lowell.
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Figure 44 - Age-Adjusted Rates of Emergency Department Visits per 10,000 for COPD
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The age-adjusted rate of Emergency Department (ED) visits per 10,000 has remained steady in The Greater

Lowell CHNA and the state of Massachusetts, with The Greater Lowell CHNA consistently having a lower rate
than that of the state. The rate of ED visits per 10,000 in Lowell has consistently been higher than both the
state and Greater Lowell CHNA rates, and has also been more variable.

MENTAL HEALTH
Figure 45 - Percent of Adults Reporting Poor Mental Health for 15 or more days (2012-2014)
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*Note: We include town level estimates that may be based on relatively few respondents or have standard errors that are larger than
average. The confidence interval for this community is wider than the normal limits set by MDPH. Therefore, the estimate for this
town should be interpreted with caution.
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Self-reported mental health has been shown to be an important indicator of overall health (Levinson &
Kaplan, 2014). The average percent of adults reporting poor mental health for 15 or more days in the

Greater Lowell CHNA was 11.2%. Lowell and Dracut have percentages higher than the average at 15.5 and
12.5% respectively. The percent of adults reporting poor mental health for 15 days or more in Tyngsborough
was 11.4%, similar to the average. Billerica, Chelmsford, Tewksbury, and Westford had lower than average
percentages of adults reporting poor mental health for 15 or more days at 10.6, 9.9, 9.8 and 9% respectively.

Figure 46 — Age-Adjusted Rates of Mental Health Hospitalizations per 100,000 (2007-2014)
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The 2014 mental health hospitalization rates were 719 per 100,000 people for Lowell, 541 for the Greater
Lowell CHNA, and 934 for Massachusetts. Massachusetts rates have been relatively consistent. While Lowell's
mental health hospitalizations have remained higher than the CHNA for all of the years of available data, there
was a marked decrease in mental health hospitalizations in Lowell between 2012 and 2013, resulting in a rate
in Lowell lower than the Massachusetts rate in 2013 and 2014.

Figure 47 - Age-Adjusted Mental Health Emergency Department Visits per 100,000
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The 2014 mental health emergency department visits were 4199 per 100,000 people for Lowell, 2466
for Massachusetts and 1834 for the Greater Lowell CHNA. While the mental health hospitalization rate

in Lowell has decreased in recent years, the mental health emergency department visit rate has increased.
The Massachusetts rate has also increased, but at a slower rate. The CHNA rate decreased slightly between
2013 and 2014.

SUBSTANCE USE DISORDER

Figure 48 - Opioid Overdose Death Rate per 100,000
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The rate of opioid overdose death decreased in the city of Lowe!l from 2016 to 2017 after an increase from
2013 to 2016. The rate of opioid overdose death has consistently been lower among Lowell residents than
among decedents in Lowell regardless of residency. The trend is similar between residents of Lowell and
overdoses that occur in Lowell regardless of residency of the decedent.

Figure 49 - Opioid-Related EMS Incidents per 100,000 in 2018
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Lowell has the highest rate of opioid related EMS incidents in 2018 at 853 per 100,000, followed by the
Greater Lowell CHNA at 442, and Massachusetts at 237, Aside from Lowell, the only other community in the
Greater Lowell CHNA with a rate higher than the state in Massachusetts was Tewksbury at 333 (not shown).

Figure 50 - Opioid-Related Trinity EMS Calls
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The number of opioid related calls through Trinity EMS, Inc., an ambulance service in Lowell, has increased
annually since 2012. The number of opioid related calis has been increasing at a slower rate since 2016.
The annual percent increase in 2016 was 27% from 2015. From 2016 to 2017 the increase was 9%,

from 2017-2018 the increase was 1%.

Age-Adjusted Rate of Emergency Department Visits for Opioid Overdose per 100,000 (2007-2014)
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The emergency department visit rate for opioid overdoses began a sharp and accelerating increase in 2010. The

rates in Lowell exceed those of Massachusetts. The increase in rates in Lowell and the state of Massachusetts
have been comparable,
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Age-Adjusted Rate of Admissions/Observations for Non-Opioid Substance Overdose per 100,000 (2007-2014)
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The rates of admissions and observations for non-opioid substance overdoses have consistently been higher in
Lowell than in the Greater Lowell CHNA and in the state of Massachusetts. The rate within the Greater Lowell
CHNA has been variable, with a decrease in 2011 that placed it below the rate of the state of Massachusetts.

Age-Adjusted Rate of Emergency Department Visits for Non-Opioid Substance Overdose per 100,000
(2007-2014)
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Rates of emergency department visits for non-opioid substances have remained consistent in the state of
Massachusetts. More variation has been seen in Lowell and the Greater Lowell CHNA, with Lowell appearing
to drive the rates in the Greater Lowell CHNA by maintaining higher rates. The rates of non-opioid substance
overdose emergency department visits have differed from the rates of hospital admissions/observations in that
the rate of in Lowell has not been markedly higher than that of the state.

Figure 51 - Primary Substance of Use on Admission to State Treatment Facility in FY2017 - Percent
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Source: BSAS via Massachusetts Department of Public Health
Note: “Other opioids" refer to Non-Rx Methadone, Other Opiates, Oxycodane, Non-Rx Suboxone, Rx Opiates, and Non-Rx Opiates.

The primary substance of use on admission to a state treatment facility in FY 2017 was heroin in
Massachusetts, the Greater Lowell CHNA, and Lowell at 53%, 48% and 56% respectively. The second

most comman primary substance of use was alcohol, followed by other opioids. Lowell’s rate of admissions
for alcohol use (31%) were lower than the Greater Lowell CHNA (43%) and Massachusetts (33%). Lowell's
rate of admissions for heroin use were higher than Massachusetts and the Greater Lowell CHNA (not shown).

Figure 52 — Overall Lifetime Use of Alcohol, Tobacco, and Other Drugs (ATOD) of High School Students -
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Note: No information was available for Cigarette Use in Dracut and Prescription Rain Reliever Use in Lowell and Westford.
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Results from Youth Risk Behavior Survey (YRBS) and the Communities that Care Youth Survey {CTCYS),

from high school students indicate that more than half (53%) of these students reported ever drinking alcohol.
When asked about drinking alcohal within the past thirty days about 33% of high school students in these
areas reported do so (not shown). About 32% percent of high school students reported ever using marijuana

in their lifetime. This was highest in the towns of Chelmsford (37%) and Dracut (36%). The highest lifetime
prevalence of use for cigarette smoking was from Chelmsford {(24%), followed by Westford (18%), Billerica
(17%), and Lowell (14%). Other than the 6% of high school students from Chelmsford, less than 4% of
students from other areas reported having ever used any form of cocaine. Results from Billerica, Chelmsford,
and Dracut also provided information for prescription pain reliever usage (without it being prescribed) with
about 6%, 6%, and 2% respectively.

CANCER
Figure 53 - Standardized Incidence Ratio of Selected Cancers by Town (2011-2015)
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Note: The SIR was not calculated for the Town of Dunstable because observations were <5 cases.

The above data represent standardized incidence ratios (SIR) of cancer incidence. An SIR is an indirect method
of adjustment for age and sex that describes in numerical terms a town's average experience in 2011-2015
compared with that of the state as a whole. An SIR of exactly 100 indicates that a town's incidence for a certain
type of cancer is equal to that expected based on statewide average age-specific incidence rates. An SIR of
more than 100 indicates that a town's incidence for a certain type of cancer is higher than expected, and an
SIR of less than 100 indicates that a town's incidence for a certain type of cancer is lower than expected.

The highest SIR of cancers in Dracut, Tyngsborough, and Billerica were lung and bronchus cancer (139, 130
and 121 respectively). In Lowell and Tewksbury, the highest rates were of cervical cancer with SIRs of 149

in each town. Colorectal cancer had the highest SIR in Westford (123). Melanoma of the skin had the highest
SIR (140} of the cancers measured in Dunstable. Colorectal cancer and breast cancer had the highest SIRs
of cancers seen in Chelmsford (103 each). Chelmsford's rates were the lowest amang all the communities
with two SIRs slightly above 100. Billerica's rates were the highest, with every cancer higher than 100.

Cancer incidence rates over time by town show a wide variety of patterns (not shown). Across all towns, the
most variable cancer rate is that of cervical cancer, which shows high variability in Billerica, Dracut, Dunstable,
Lowell, Tewksbury and Westford. The rate of lung and bronchus cancer has remained steady throughout most
communities, as has melanoma of the skin. 59



Figure 54 - Age-Adjusted Rate of Cancer Hospitalizations (Admissions/Observations) per 100,000
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Patients with cancer are often hospitalized for acute conditions or refractory symptoms with increasing
frequency in the last months of life (Numico et al, 2015). The age adjusted rate of cancer hospitalizations per
100,000 has decreased since 2007 in Lowell, the Greater Lowell CHNA, and in the state of Massachusetts.
Lowell has seen the largest decrease and, as of the most recent availabie data, has a lower rate of cancer
hospitalizations than the Greater Lowell CHNA or Massachusetts.

Figure 55 — Age-Adjusted Rate of Cancer Emergency Department Visits per 100,000 (2007-2014)
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Patients with cancer often seek treatment in the Emergency Department (ED). The age-adjusted rate of ED visit
per 100,000 in the state of Massachusetts has increased slightly and slowly since 2007. In Lowell, the rate of
cancer ED visits has varied greatly with a marked increase in 2009, decrease in 2010, an increase in 2012 and
finally a decrease in 2014 to below the Massachusetts rate.
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INFECTIOUS DISEASES
Figure 56 — Newly Reported Confirmed and Probable Chronic Hepatitis B Cases in Selected Geographic Region
per 100,000 (2013-2018)
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Hepatitis B is a liver infection caused by the hepatitis B virus that is transmitted through blood or another body
fluid. Hepatitis B can be prevented through vaccination. The rates of hepatitis B have remained steady between
2013 and 2018. The rate in Lowell has consistently remained higher than that of The Greater Lowell CHNA
which has also been higher than the state of Massachusetts.

Figure 57 - Newly Reported Confirmed and Probable Chronic Hepatitis B Cases by Race in Selected Geographic
Region per 100,000 (2018) *
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* Other race may include American Indian/Alaskan Native, Native Hawaiian/Pacific Istander, other races and individuals reporting more
than one race.

The distribution of hepatitis B infection rate by race follows a similar pattern between The Greater Lowel! CHNA
and the state of Massachusetts with the highest rate in the Asian population followed by the Black population,
then the population categorized as other, then the White population. in Lowell, the hepatitis B infection

rate is higher in the Black population than the Asian population. While the hepatitis B infection rate in the
Asian and Black populations in the Greater Lowell CHNA and Lowell are comparable, the Asian population of
Massachusetts is markedly higher than the Black population.
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Figure 58 — Rate per 100,000 of Newly Reported Confirmed and Probable Hepatitis C Cases in Selected
Geographic Region (2013-2018)**
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** The surveillance case classification for hepatitis C changed in 2016. individuals with positive antibody results with negative RNA results
within one year of initial report and no other tests in that time period indicating virus is present, are no longer considered confirmed or
probable cases. Prior to 2016, individuals with either past or present infections may have been considered confirmed or probable.

Hepatitis C is a liver infection caused by the hepatitis C virus that is transmitted through blood. There is no
vaccine for hepatitis C. The rate of hepatitis C cases has been slowly declining in Lowell, The Greater Lowell
CHNA, and Massachusetts since 2013. In 2018, the Greater Lowell CHNA rate decreased below that of the
state of Massachusetts. The rate of hepatitis C cases in Lowell has been consistently higher than that of the
Greater Lowell CHNA and the state of Massachusetts.

Figure 59 - Rate per 100,000 of Newly Reported Confirmed and Probable Hepatitis C Cases by Race in
Selected Geographic Region (2017)
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The distribution of hepatitis C cases by racial category in Massachusetts and The Greater Lowell CHNA

follow simiiar patterns, with the population with the highest rate of hepatitis C impacting individuals in the
population of race categorized as other, followed by the population of Black individuals, then the popuiation of
White individuals, then the population of Asian individuals. In Lowel), the rate of hepatitis C is higher in the
population of White individuals than the population of Black individuals. The racial distribution for hepatitis C
infections differs significantly from that of hepatitis B.

Figure 60 - Tuberculosis Rate per 100,000 (2014-2018)
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Tuberculosis (TB) is a bacterial infection usually found in the lungs that is spread through the air from one
person to another. TB rates per 100,000 have consistently been higher in Lowell than the statewide rates.
The five year average for the state has remained at 2.9 per 100,000. The rate for Lowell was three times
higher at 9 per 100,000 between 2014 and 2018. Between 2014 and 2016 there was a decline from 16
to 5 cases per 100,000. In 2017 there was an increase to 11 per 100,000 before decreasing again in
2018 to 7 per 100,000.
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Figure 61 — Number of Individuals Diagnosed with HIV or AIDS in Lowell (2007-2016)
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Human Immunodeficiency Virus (HIV) is a viral infection that compromises a person’s immune system and is
spread through transmission of bodily fiuids — most often through sexual behaviors or needle or syringe use.
Acquired Immunodeficiency Syndrome (AIDS) is the most serious stage of HIV infection and is determined by
the diagnosis of certain opportunistic infections or low CD4 blood cell counts. The number of individuals newly
diagnosed with HIV in Lowell has varied over time, with its lowest count in 2010 (14 cases) and highest in
2014 (30 cases). There were 25 individuals newly diagnosed in 2016. The number of individuals diagnosed
with AIDS in Lowell has also varied, but has seen a downward trend and has remained consistently lower than
the number of individuals diagnosed with HIV. In 2012, there was a high of 20 individuals diagnosed with
AIDS, while 2016 saw 7 individuals diagnosed.
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Recommendations to
Improve the Health
and Quality of Life
of Residents
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Participants of listening sessions with providers,
professionals and community members were asked
for recommendations to improve the health and
quality of life of the Greater Lowell Community.

Most of the provider, professional and community
listening sessions recommended outreach programs
and education to improve the health and quality

of life of the community. Professional groups
specifically recommended the design of standardized
education programs that better increase community
awareness on disease symptoms, viral infections
and environmental risk factors to prevent negligence
to health and safety in the long term. They also
recognized the importance of education, health
promotion and outreach events at social gatherings
including schools, faith-based organizations, and
non-profit organizations. Additional suggestions were
resources available in multiple native languages to
align with the cultural and ethnic backgrounds of
the community. One key informant recommended
organizing regular listening sessions to engage

the community in discussions regarding their
health and social well-being. Listening session
participants also identified the need for a culturally
competent health system with alternative forms of
therapy integrated into clinical practice for a more
holistic approach to health. Youth participants
noted that cultural competency training programs
would be important for all health care providers
and the larger community. Most listening sessions
stated that immigrants needed a better heaith care
navigation system through health promotion and
funding programs such as the State Health Benefits
Programs. A key informant also mentioned the
importance of creating a training program that will
build qualified community support teams to bridge
the gap between community and the health

care system.

The majority of the providers, professional and
community groups recommended educating the
community on navigating health care regulations
and guidelines. For instance, there is the increasing
need for a smooth transition of patients’ medical
information between social service centers, hospitals
and clinics in the Greater Lowell area. A professional
from the police department mentioned the need to
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strategize with community partners in coordinating
appropriate sharing of health information among
service providers while maintaining HIPAA (Health
Insurance Portabitity and Accountability Act)
regulations. Listening sessions aiso cited the
increased need for the community to understand
how the health insurance system works including
health care coverage, reimbursements and co-pays.
A key informant also mentioned the need for the
creation of educational institutes whose goal is to
create strategies to ease navigation of federal level
policies and procedures, Immigrants and people
who do not speak English wouid benefit from
additional education on the laws regarding the right
to interpretation services while seeking medical care.
Most professional groups recommended disease
prevention strategies, especially for young school-
age children and families. Suggestions included the
need for available health and wellness programs to
adopt a preventive approach rather than focus on
best treatment options.

Listening session participants recognized the

need for an easy-to-navigate transportation system
especially for immigrants, seniors, and people with
disabilities. Other key recommendations to improve
the health care transportation system included,
using Uber health and expanding the availability

of public transportation system outside peak hours
and weekends. One key informant recommended a
transportation summit with community members to
discuss ways to improve the transportation system
including funding opportunities, proximity of central
locations within the CHNA communities and special
transportation services for the aging population and
the disabled.

Other important recommendations mentioned in
listening sessions included the need for integrated
care through effective communication between the
medical team and the community health team,
more mental health facilities and substance use
disorder crisis programs, more shelters for peopie
experiencing homelessness and expanded support
services for caregivers of individuals with dementia
and Alzheimer's disease due to the current need.
They also recommended increased advocacy for
policies and procedures to improve the health



and safety of vulnerable populations including
pregnant women, chiidren, and the elderly. Several
professional listening sessions advocated for
expanding affordable and safe housing in the Greater
Lowell area. One key informant recognized the need
for recovery coaches to work in the hospitals and
primary care facilities so that follow ups can be done
for people with mental health issues or substance
use disorders.

The African/faith community had the following
suggestions for additional changes to improve the
health of the African community:
* More engagement with African leaders
on ways to improve the health of the
African community.

» Expanded outreach efforts and education on
mental health and safety awareness programs.

» Create strategies on how to destigmatize the
African community and increase trust with
communicating their HIV/AIDS and STD
status with health care providers and
family members.

* Increase efforts {o address alcohol use
disorder, especially its impact on women.

The Latino community had the following suggestions
for additional changes to improve the health of
their community:

» More listening sessions on a regular basis to
share and have discussions on their issues,
problems and learn about resources available
to the community.

* More community engagement with the health
system through education organized by the
community health center.

* More access to mental health services.
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The Cambodian community had the following
suggestions for additional changes to improve the
health of their community:

* increase the number of workshops/trainings/
info-sessions within the Cambodian community
on certain health risks and on why it is
important to go see a doctor on a regular basis.

* More increased outreach efforts to enhance
community awareness on resources available
to the local community

* More education and outreach materials
translated in Khmer language.

The Portuguese community had the following
suggestions for additional changes to improve
the health of their community:
* Community health education on diabetes
and healthy diet

» More availability of language interpretation and
translation services because sometimes most
translators are Brazilians and not Portuguese.
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Appendix A

Description of Resources Potentially Available

Multi-sector Collaboratives & Community Health Partnerships

Billerica Substance Abuse Prevention Committee

Centerville Neighborhood Action Group

Greater Lowell Bealth Alliance

Lowell Alliance for Families and Neighborhoods

Lowell Hunger Homeless Commission

Local Health Departments

Billerica Board of Health

Chelmsford Board of Health

Dracut Health Department

Lowell Health and Human Services Department

Tewksbury Police Department

Tyngsboro Health Department

Westford Health Department

Wilmington Health Department

Worcester Department of Public Health

Private, Community-based Social Service & Community Health Agencies

Adult Education

Lowell Adult Education Center

Merrimack Valley Area Health Education Center(AHEC)

~ Services for the Formerly Incarcerated

THRIVE Communities

Early Childhood, Youth, and Adolescent Services

Early Childhood Services

Acre Family Child Care

Community Teamwork Inc.

Healthy Families

Lowell Women, Infants and Children (WIC)

March of Dimes

Maternal Child Health Task Force-Greater Lowell Health Alliance

[ Project BEAM Early Intervention

South Bay Community Services

Thom Anne Sullivan Center

Elder Services

Atrius Health-Chelmsford

Caregiver Homes

Chelmsford Senior Center

Circle Home

D'Youville Life and Wellpess Community

Elder Services of the Merrimack Valley

Element Care

Fairhaven Healthcare

Fallon Health
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Genesis Healthcare

Glenwood Care and Rehab

Greater Lowell Elder Mental Health Collaborative
Home Away from Home

Loweii Senior Center

Senior Whole Health

Summit Elder Care-Lowell

Town and Country Healthcare Center

~ Employment Services”

Greater Lowell Workforce Board
Merrimack Valley Workforce Investment Board

Faith-based Organizations

Bethany Christian Services
Chelmsiord Unitarian CAUrch

Christ Jubilee International Ministries
Merrimack Valley Catholic Charities
Salvation Army

Food Security and Healthy Eating
Community Garden Programs

Mill City Grows
Food Bank

R Food Paniries

Central Food Ministry
Chelmsford Community Exchange

Christ Church United

Christ Jubilee Food Pantry

Community Christian Fellowship

Dharma Food Pantry

Dracut Food Pantry

Dwelling House of Hope

Hope Dove

Lowell Public Schools Pantry-Rogers Street
Merrimack Valley Catholic Charities

Open Pantry Greater Lowell

Salvation Army

Tewksbury Community Food Pantry
Westford Food Pantry
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. e _ LegalAid Services
Justice Resource Institute CBS
Merrimack Valley Legal Services, Inc.

Northeast Legal Aid

“Multi-Service. Culturaﬁggggi_e:s_

African Center of the Merrimack Valley

Asian Task Force Against Domestic Violence
Cambodian Mutual Assistance Association (CMAA)
International Institute of New England-Lowell

Latin American Health institute

Massachusetts Alliance of Portuguese Speakers (MAPS)
PFLAG

Chelmsford Wellness Center

Cultivating Qi

Greater Lowell YMCA

Lowell National Historical Parks

Lowell Parks and Conservation Trust, Inc.
Lowell Parks and Recreation

Shape Up Somerville

SLS Fitness

Alternative House

Brigid's Crossing

House of Hope

Living Waters, Center of Hope
Lowell Transitional Living Center

Boys and Girls Club of Greater Lowell
Greater Lowell Pediatrics

Healthy Futures

History UnErased

Middlesex Partnership for Youth

Safe Families for Children

Safe Routes to School

Tewksbury Cares

United Teen Equality Center (UTEC)
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Wayside Youth and Family Support Network

The NAN Project

YWCA of Lowell

i

Health Care Services

Hospital Services/Primary Care anc Medical Specialty Care Services

Blue Cross Blue Shield of Massachusetts

Boston Medical Center HealthNet Plan

CHC Nursing

Circle Health

Damien Folch Family Practice

Fallon Community Health Plan

Greater Lawrence Family Health Center

Hallmark Health

Healthcare for All

Healthcentric Advisors

Lahey Emergency Services

Lowell Community Health Center

Lowell Crisis Team

Lowell General Hospital

Mass Health

Metta Health Center

Network Health

Pawtucket Pharmacy

Tewksbury Hospital

United Health Care

Walgreens Pharmacy

Wellforce

BeRavioral Health (Meiital & Siibstance Use) SR

Adcare

Arbour Counseling Services Haverhill

Billerica Substance Abuse Program

Bridgewell/Pathfinder

Center for Hope and Healing

Clean Slate Centers

Column Health

Farnum Center

Habit Opco, Inc.

Institute for Health and Recovery

Lahey Health Behavioral Services

Learn to Cope

Life Connection Center

Lowell House Addiction Treatment and Recovery Inc.

Lowell & Lawrence Drug Courts
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Lowell Tobacco Control

Massachusetts Department of Mental Heaith

Megan's House

Mental Health Association of Greater Lowell

Northeast Behavioral Health

Northeast Tobacco Free Partnership

Northeast Recovery Learning Community

Place of Promise

Samaritans of the Merrimack Valley

Solomon Mental Health Center

Tewksbury Detox Center

Tewksbury Treatment Center

Tobacco Free Mass

The Phoenix

Vinfen

Post-Acute Services

Afya Home Care

Care Ope

Hand Delivered Hope

Northeast Independent Living Center

Next Step Living

New England Community Cares

Ambulance Services

Lowell General Hospital-Paramedics

PRIDEStar EMS

Trinity EMS

Education, Advocacy, Research & Planning Organizations

Academic

Billerica Public Schools

Chelmsford Public Schools

Dracut Public Schools

Greater Lowell Technical High School

Innovation Academy Charter School

Lowell Middlesex Academy Charter School

Lowell Public Schools

Middlesex Community College

Salem State University

Tewksbury Public Schools

Tyngsbore Public Schools

University of Massachusetts Lowell

Westford Public Schools

Wilmington Public Schools
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Aramark

Coalition for a Better Acre

Entrepreneurship for All (E for All)- Lowell

Eastern Bank

Enterprise Bank

Gallagher & Cavanaugh, LLP

Greater Lowell Chamber of Commerce

Lowell Telecommunications Corporation

Marcia Cassidy Communications

Project Learn

Health Education & Advocacy

Philanthropy

Greater Lowell Community Foundation

Resource Inventory

WellConnected.net
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Appendix B
Evaluation of Impact since 2013 Greater Lowell CHNA
m

ACCESS TO HEALTHY FOOD
Eat the Rainbow - Eat the Rainbow was a healthy snacking program the hospital offered at Girls, Inc., which
included education about healthy eating and healthy snack sampling for the young girls throughout the year.

This program served over 75 girls ages 8-12.

Mobile Market Partnerships — The hospital hosted (21) Mobile Markets with Mill City Grows (MCG) from
June thru October once a week at both hospitai campuses in Lowell. Between both locations, there were 883
purchases of fresh, locally grown vegetables and fruits, and 165 of those purchases were with SNAP/WIC.
The hospital also participated in the Community Market Program over the summer with the Merrimack Valley
Food Bank. The Community Market Program serves residents of four Lowell Housing Authority properties,
offering them the opportunity to supplement their food by enjoying fresh produce at no cost. Staff volunteers
attended the weekly markets to provide nutrition education and blood pressure screenings to approximately
150 residents in need.

School Garden Program — Through its partnership with Fresh Start Food Gardens, the hospital was able
to provide Girls, Inc. of Lowell with onsite gardens to teach 50 young girls how to grow their own fresh
vegetables, the importance of healthy eating and why it matters to our health, gardening skills and the
science behind gardening success.

ASTHMA
CME Asthma Education — The hospital's medical library provided one Continuing Medical Education (CME)

pragram for 60 physicians to improve education about accurately diagnosing and providing referrals for
effective asthma management.

Media Campaign for Asthma - Lowell General's marketing team helped disseminate approximately 50
informative messages on the hospital's social media accounts to help raise awareness about asthma triggers
and how to minimize risk of asthma complications in adults and children. We reach nearly 6,000 followers

on Facebook and 3,503 on Twitter.

MENTAL HEALTH
Mental Health First Aid Trainings — The hospital supported the internationally recognized and evidence-
based curriculum known as Mental Health First Aid. Mental Health First Aid is an 8-hour training program
that teaches members of the public how to help a person who is developing or struggling with a mental
health problem or in a mental health crisis. In partnership with the American Foundation for Suicide
Prevention, the hospital offered four trainings. Altogether, we served 73 people in need.

Wellforce Care Plan Launch - The hospital, in partnership with Fallon Health and Wellforce members
Tufts Medical Center and Melrose Wakefield Healthcare, launched the Wellforce Care Plan, a MassHealth
Accountable Care Organization (ACO) Partnership Plan on March 1, 2018, which affects 30,000
community members covered by MassHealth.
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PHYSICAL ACTIVITY
Fitness Classes - In FY 2018, the hospital offered over 40 fitness programs to the public for both adults and
children. We provide sessions on-site at the hospital and partner with local organizations to provide programs
upon request. In total, we served more than 460 adults and 300 youths.

Project Fit Funding - This year Lowell General Hospital funded over $21,000 to implement Project Fit
America (PFA) at the McAuliffe Elementary School in Lowell. This grant provides the school with a state
of the art outdoor "Fit Pit" playground specifically designed to address the deficit areas where children faii
fitness tests, as well as indoor fitness equipment, installation of the equipment, and a dynamic curriculum
with games, activities and challenges for kids with the PFA outdoor & indoor equipment.

SOCIAL DETERMINANTS OF HEALTH
Careers in Healthcare Program — Our Careers in Healthcare program immerses high school students
considering a career in healthcare. In FY 2018, we collaborated with 11 local high schools to provide a
4-nour Careers in Healthcare Tour each month during the school year for students interested in the medical
field. During each tour, students meet with clinical and nonclinical staff, tour departments, and get a broad
overview of different careers available in healthcare. Additionally for students seeking an extended program,
the hospital provides the Careers in Healthcare Experience Program, a weeklong summer camp for 20 high
school students who are interested in pursuing a career in the healthcare field. This program gives high
school students from within Greater Lowell hands-on experience in various departments and disciplines.

Internship Programs — Lowell General Hospital has built strong relationships with local colleges and
universities to provide workforce development opportunities to students of various degrees and clinical
programs. In FY 2018, the hospital dedicated approximately 10,500staff hours to more than

1,000 students.

SUBSTANCE ABUSE
Hackathon Opioid Project - In the fall of 2017, we sponsored the health and wellness track in the 2017
America East Hackathon hosted at UMass Lowell in order to atiract innovative and preventative solutions to
address the opioid epidemic in Greater Lowell. The hackathon is designed to gather America East students
to solve real world challenges by developing software and hardware projects that address them.

Opioid Awareness Campaign — Throughout 2018, the hospital assisted in disseminating opioid awareness
campaign materials (large posters, coffee sleeves, and bus ads) to provide education and awareness on
opioid misuse and addiction. As part of the Substance Use and Prevention (SUP) Task Force of the Greater
Lowell Health Alliance, we aid in the work to strengthen new and existing collabarations in the Greater
Lowell community to prevent and reduce the use of substances among our community members. The SUP
Task Force partnerships have led to engagement of over 2,500 residents and drug prevention education to
over 2,000 students (grades 3-12) annually.
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Appendix C
Complete Rank Orders for Total Survey Participants
ﬁ

Rank Order of First, Second, and Third Priority Resources, in Total Rank Order, All Participants

Rank | Resource Rank 1 Rank 2 Rank 3 Totat Rank
Count

% n % n % n % n

1 Affordable housing 176% 238 116% 157 6.79% 92 359% | 487

2 Access to mental 14.2% 192 10.3%] 139 9.59% 130 340%| 461
health services

Access to healthy food 13.3% 180 10.1% 137 6.57% 89| 30.0%| 406

4| High-quality public education 10.0% 136 8.9% 121 8.78% 119 277%| 376

5 Substance abuse 8.0% 109 6.3% 86 8.93% 121 23.3%| 316
prevention programming

6| Affordable prescription drugs 3.8% 51 6.8% 92 5.54% 751 161%) 218

71 Preventative health services 2.7% 37 49% 67 6.35% 86 140%| 190

8 Emergency health services 3.2% 43 4.9% 67 5.54% 75 137%| 185

9 Services for seniors 2.3% 31 3.4% 46 5.54% 75 11.2%] 152

10 Services for adolescents 0.7% 10 3.2% 44 3.32% 45 71.3% 99

11 Accessibility for people 2.0% 27 2.1% 29 2.95% 40 71% 96
with disabilities

12 Public transportation 1.0% 14 2.8% 38 3.03% 41 6.9% 93

13 Public parks 0.3% 4 14% 19 2.21% 30 3.9% 53

4 Emergency housing 0.5% 7 13% 17 2.14% 29 39% 33

15 Dental services 0.4% 5 0.7% 10 0.81% 11 18% 26

16 Vision care services 0.1% 2 0.5% 7 0.89% 12 1.5% 21

79



_
Rank Order of First, Second, and Third Priority Health Issues, in Total Rank Order, All Participants

Rank [ Health Issue Rank 1 Rank 2 Rank 3 Total Rank
Count

% n % n % n % n

| Mental healthissues|  16.5% 24| 137%] 186 11.7% 158 419%( 568
2 Substance Addiction| 13.9% 188 120%| 162 8.0% 108 33.8%| 458
3 Alcohol abuse/addiction |  14.0% 190 85%| 115 8.7% 1187 312%| 423
4 Cancer 7.5% 102 6.3% 86 50% 68| 189%| 256
5 Nutrition 59% 80 5.6% 76 6.6% 90| 182%| 246
6 Obesity 2.8% 38 3.8% 52 6.3% 86| 13.0%| 176
7 Heart disease 3.4% 46 47% 64 4.3% 58| 124%| 168
8 Diabetes 2.3% 31 5.6% 76 3.5% 48 114%| 155
9 Infectious diseases 2.0% 27 19% 26 52% 71 02%{ 124
10 Tickfinsect illnesses 17% 23 1.8% 25 3.2% 43 6.7% 91
1 Prenatal care 1.0% 13 2.2% 30 2.3% 31 5.5% 74
12 Post-partum health 0.3% 4 1.7% 23 2.2% 30 4.2% 57
13 High blood pressure 0.7% 9 18% 25 14% 19 3.9% 53
14 | Bone, joint, and muscle health 0.7% 9 1.5% 21 14% 19 3.6% 49
15 Asthma 12% 16 1.0% 13 0.9% 12 3.0% 41
16 HIV/AIDS 0.8% 11 0.5% 7 14% 19 2.7% 37
17 Breastfeeding 0.5% 7 1.0% 13 10% 13 2.4% 33
18 Hepatitis 0.1% 1 07% 10 0.5% 7 13% 18
19 Chronic Lung disease 0.2% 3 0.4% b 0.6% 8 13% 17
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Rank Order of First, Second, and Third Priority Community Safety Issues, in Total Rank Order, All Participants

Rank | Safety Issue Rank 1 Rank 2 Rank 3 Total Rank
Count

% n % n % n % n

1 Domestic violence 11.1% 151 125%| 169 B.1% 110 317% 430

2 Bullying 15.8% 214 6.8% 92 8.2% 11y 308% 417

3 Drug trafficking 8.9% 121 8.5% 115 6.9% 93 24.3% 329

4 Sexual assault/rape 6.0% 81 89%| 12 8.2% My 231%f 313

5| Unsafe/illegal gun ownership B.3% 112 4.4% 59 15% 101 20.1% 272

6 Human trafficking 4.6% 63 6.5% 88 5.5% 74 16.6% 225

7| Discrimination based on race 5.0% 68 5.0% 68 49% 66 14.9% 202

8 Gang activity 2.3% 31 3.2% 43 47% 04 10.2% 138

9 Discrimination based on 3.3% 45 3.5% 47 2.4% 32 02% 124
immigration status

10| Discrimination based on class 2.7% 36 2.7% 36 35% 47 8.8% 119
orincome

1 Discrimination based 1.4% 19 2.9% 39 2.6% 35 6.9% 83
on gender identity

12 Theft 12% 16 2.8% 3B 29% 39 6.9% 93

13 Discrimination based on 0.7% 10 16% 22 2.1% 28 44% 60
sexuality

14 Discrimination based on 0.7% 9 17% 23 1.5% 21 39% 53
sexism

15 Vandalism 0.4% 6 0.7% 9 17% 23 2.8% 38

16| Street harassment/cat-calling 0.3% 4 0.4% b 0.9% 12 1.6% 22
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Health Issue Prevalence, Self and Others, In Rank Order by Participant Prevalence, All Participants

Rank | Health Issue

n % n %

1 Anxiety 33.4% 453 56.0% 759
2 Depression 26.2% 355 60.4% 819
3 Vision problems 25.5% 345 44 4% 602
4 Bone, joint, and muscle illness 21.2% 287 41.3% 560
5 High cholesterol 176% 238 48.4% 656
6 High blood pressure 17.5% 237 61.4% 832
7 Obesity and related illnesses 16.2% 219 49.4% 669
8 Asthma 15.6% 211 49.1% 665
9 Hearing problems 9.8% 133 46.6% 631
10| Other mood/personality disorders 9.2% 125 52.8% 716
1 Diabetes 9.0% 122 63.6% 862
12 Limited mobility 8.6% 116 41.5% 563
13 Post-partum health problems 7.4% 100 27.0% 366
14 Suicide/suicidal thoughts 7.3% 99 42.7% 579
15 Cancer 6.6% 89 65.6% 889
16 Heart disease 5.7% 77 56.7% 768
17 Chronic lung disease 42% 57 29.6% 401
18 Alcohol abuse/addiction 4.2% 57 65.2% 883
19 Tick/insect illnesses 4.0% 54 39.4% 534
20 Hepatitis C 32% 44 19.3% 261
21 Hepatitis B 3.0% 41 15.6% 212
22 HIV/AIDS 3.0% 40 20.6% 279
23 Substance addiction 2.8% 38 32.2% 707
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Barriers to Healthcare Prevalence, Self and Others, In Rank Order by Participant Prevalence, All Participants

Rank | Barrier | have experienced this Someone | know experienced
barrier this barrier

% n % n

1| Care received from a healthcare provider was 19.9% 269 26.1% 354
negative {rude, disrespectful, etc.)

2 Cannot afford prescription medication 16.8% 227 46.9% 636

3 Office is not open during times when 16.0% 217 21.5% 291
| am available

4| Cannot afford regular mental health services 12.3% 166 32.6% 442
(therapy, counseling, etc.)

5 Cannot find a provider accepting 11.3% 153 26.2% 355
new patients

6 Cannot find a provider that accepts 9.0% 122 22.5% 305
my insurance

7 Cannot find a specialist with expertise in 8.1% 110 17.7% 240
my health issue

8 No transportation to medical facility 6.7% 91 33.0% 447

9 Cannot obtain health insurance 6.7% 91 38.1% 516

10 Cannot afford long term health services 5.6% 76 29.0% 393
{hospice, in-home care, etc.)

1 Do not know how to find a provider 4.4% 60 16.8% 228

12 Cannot find a doctor who respects 3.3% 45 151% 205
my culture

13 Cannot find a doctor who speaks 2.9% 39 17.5% 237
my language
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Ranked Community Resource Priorities, by Selected Participant City

Rank | Lowell Dracut Tyngsborough Tewksbury Chelmsford
1| Affordable Housing Mental Health Mental Health Mental Health Affordable
Services Services Services Housing
2 Mental Health Affordable | High-Quality Public | Affordable Prescription Healthy Food

Services Housing Education Drugs

3 Healthy Food Healthy Food Healthy Food Substance Abuse | Mental Health
Prevention Services
4 High-Quality High-Quality Substance Abuse Affordable Housing High-Quality
Public Education Public Education Prevention Public
Education
5 Substance Abuse Substance Abuse |  Affordable Housing High-Quality Public Affordable
Prevention Prevention Education Prescription
Drugs
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Ranked Health Issue Priorities, by Selected Participant City

Rank | Lowell Dracut Tyngsborough | Tewksbury Chelmsford | Billerica Westford
1 Mentat Mental Mental Mental Mental Mental Mental
Health Health Health Heatlth Health Health Health
2 Substance Alcohol Alcohol Substance | Substance| Substance Alcohol
Use Abuse Abuse Use Use Use Abuse
3 Alcohol Substance Substance Alcohol Alcohol Atcohol Substance
Abuse Use Use Abuse Abuse Abuse Use
4 Cancer Nutrition Cancer Cancer Nutrition Cancer Cancer
5 Nutrition Cancer Nutrition Diabetes Cancer Nutrition | Tick/ insect
illnesses
Ranked Safety Issue Priorities, by Participant Race
Rank | White Non-white
1 Domestic Violence Bullying
2 Bullying Discrimination based on race
3 Drug trafficking Domestic Violence
4 Sexual Assault Discrimination based on Immigration Status
5 Unsafe gun ownership Sexual Assault
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Appendix C

Listening Session Participants
m

Phillip Abad

Lisa Abramouich
Mercy Anampiu
Shirley Archambault
Barney Arnold
Gerouge Asamouah
Veronica Baez
Felicia Balbi
Stephanie Barry
Frank E. Baskin
Leslie H. Baskin
Laurie Blair

Andrea Blanchard
Lisa Bourdea

Matt Brown
Stephanie Buchholz
Elizabeth Cannon
Carla Caraballo
Migdalia Castro
Sacheat Chan
Elizabeth Chenng
Yun-Ju Choi
Elmoundion Chukuiezi
Bernadette Chukwuego
Maria Clauto
Amanda Clermont
Nancy Coan

Paul Cohen

Domaris Coistenanos
Darcie Coleman
John C. Curran
Johanna Danas
Colleen DaSilva
Kerrie D'entremont

Hope Desruisseaux
Laura Diaz

Emily Donovan
Alyson Downs
Christine Durkin
Barbara Duusford
dim Dyment
Olivia Echteler
Kate Elkins
Aurora Erickson
Marie N. Eugene
John Feeley
Levcnia Fereesa
Elaine Fernandes

Amrith Fernandes Prabu

Dulu A. Ferreira
Levinia Ferresa
Eduardo Ferrev
Cheryl Finney
Cheryl Finney
Becca Fipphen
Stephen Fisher
David Fitzgerald
Suzanne Flechette
Wilmary Flores
Karen Frederick
Lindaura Freitas
Evengelina Furtado
William Garr

Julia Gavin
Siboney Gomez
Ana Gonzalez
Andres Gonzalez
Shantay Gonzalez
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Brenda Govid
Marilyn Graham
Amada Gregory
Ellen Grondirie
Laurie Guay
Gordon Halm
Kathy Hicking
Heather Hilbert
Jeff Hillam
Edina A. Hint
Elizabeth Hughes
Denise Hulse
Daniela Johnson
Eric Johnson
Gail Johnson
Michael Jordan
Maria Jose Dias
Ruth Joseph
Erika Kennedy
Sauda Keo
Lindsay Kilgour
Lorna Kiplagat
Harry Kortikere
Aime Kouadio
Julie Le

Jenny Lee
Diego Leonardo
Jay Linnehan
Ines Madrid

Ed Mahoney
Richard Makokha
Tami Marshall
Connie Martin
Pamela Maynard



Karen Meyers
Nadode A. Mukamyarwaya
Stephany Munoz
Nandi Munson
Roger Muyanja
Carnie Nagle
Hussein Nahimana
Peter Naihi

Danial Nakamoto
Diana Newell

Lucy Nyanburg Nyotu
Sheila Och

Lori O'Connor
Meghan O'Connor
Ruth Ogumbo
Abisola Ogunsaye
Evelyn Ortiz

David Quellette
Kerri C. Qun
Stephanie Owen
Lucy Paynter
Manuela Pereira
Janelle M. Perez
Deborah Perry

Amy Pessia

Maria Helena Piana
Roger Pin
Catherine Poirier

Heather Prince Doss
Rosa Realejo

Eda Recarte

Emily Reiniger
Domingo Reis
Grazielle Reis

Maria A. Reis

Ruth Richards

Rev Sylvia T. Robinson

Cindy Robles
Luisa Rodriguez
Sue Rosa

Maria Ruggiero
Julie Salvato
Dawn Saune
Susan Sawyer
Dean Shapley
Meghan Siembar
Maria Silva
Michaei Silva
Francey Slater
Mckenzie Smith
Pam Smith
Angelina Sok
Sousalina Sok
Thiva Son

Kerry Sorrentino
Keanhuy Sour
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Kate Sout Sorm
Jeff Stephens
Connor Stuart
Imogene Stulken
Amanda Sullivan
Patricia Sylvester
Mary Tauras
Susan Taylor

Eva Terzis

Susan Thomson Tripathy
Moiyka Tieng
Sckha Van

Lisa Van Thiel
Sreypov Vary

Luz Vasudevan
Kerran Vigroux
Troy Vongpheth
Sialy Wamunyu
Jackie Wangutusi
Bernard Wasaidy
Diane Welch
Christine West
Kelly Will

Kristen Williams
Jeffrey Winward
Isa Woldeguiorguis
Patron Yemery
Juana E. Zapato



Appendix D

Listening Session and Interview Questions
“

1. Could you teil me your thoughts about the overall heaith of the populations that you are aware of in the
Greater Lowell region?

2. What do you think are the top three health problems facing these populations in the Greater Lowell region?
3. Which populations are at greatest risk or have the greatest unmet needs and why?

4. What are the strengths of current health services provided within Greater Lowell?

5. What are the weaknesses or unmet needs of current health services provided within Greater Lowell?

6. Can you describe an example or of an obstacle your clients or patients or others faced in accessing
health services?

7. Are there other barrers to improve the health of these populations and their individual health needs?
8. What does the Greater Lowell community need to do to improve the health and quality of life of its residents?

9. How good a job do you think the Greater Lowell health services system is doing at meeting the health needs
of the [mention specific group] community, specifically?

10. What are the specific health problems you would like to see the health services system become more

involved with, for the community in general? What should their top health priorities be in order to
address the needs and improve the health of the community?
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Appendix E

Listening Session and Interview Facilitators and Note Takers
m

Valerie Acquaye University of Massachusetts Lowell
Kelechi Adejumo University of Massachusetts Lowell
Krysta Brugger University of Massachusetts Lowell
Raphael Marinho University of Massachusetts Lowell
Veronica Mukundi University of Massachusetts Lowell
Am Ngeth Cambodian Mutual Assistance Association
Naike Saint-Pierre University of Massachusetts Lowell
Resmi Thekkedath University of Massachusetts Lowell
Van Tooch Cambodian Mutual Assistance Association
Kim-Judy You University of Massachusetts Lowel
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Appendix F

2019 Community Health Needs Assessment Advisory Committee

M

Jayne A. Andrews
Jeannine Durkin
irene Egan

Damian Folch

Karen Frederick
Cecelia "Cece’ Lynch
Deirdra A. Murphy
Sovanna Pouv
Susan M. Rosa
Andrea Saunders Batchelder
Jeffrey P. Stephens
Kerran Vigroux

Susan West Levine
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This Community Health Improvement Planning process was conduct
basts of action for health improvement efforts carmed out by the Great

ed from November 2019 through October 2020. It serves as the
er Lowell Health Alliance of CHNA 10 and our many community

partners. Bullt on prionities set by the 2019 Greater towell Community Health Needs Assessment, this Community Health
Improverrent Plan (CHIP) identifies the goals, objectives and recommended strategies to improve health through collaboration

Annual updates and revisions will be made available onkne and through public community events. For more information please

visit www.greaterlowellhealthalliance.org/CHIP
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Executive Summary

The comsnunity we live tn influences our health, For some
good heaith means reducing the rate of diabetes or asthma,
while for others it is providing access to education and
economic stability In either case, to achieve cpuimal health it
is umperative that we improve the region where we live, leasn,
work and play To do this, collaboration is key to developing
the best strategies to address the needs of the community.

in 2019, Lowell General Hospital, ir partnership with the
Greater Lowell Health Alliance, commissioned the University
of Massachusetts Lowell to conduct and assessment of
community heaith needs for the Greater Lowell area, which
includes, Billesica, Chelmsford, Dracut, Dunstable, Lowell,
Tewksbury, Tyngsboro and Westford. The purpose of this
assessment includes evaluating the overall health of residents
by involving 2 broad spectrum of community members,
identifying the top health issues and strengths and weaknesses
of the healthcare network, recommending actions to address
prienity concerns, and providing information that informs a
community process to build consensus around strategies to
improve the health of Greater Lowell residents.

The top prionty health problems identified by the 2019 Greater
Lowe'i Community Health Needs Assessment (GLCHNA)
through focus groups, interviews, and surveys, in order of
prefesence and supported by pubhc health data include mental
health (e.g. depression), substance addiction, alcohet abuse/
adc:ction, cancer, and nutrition. Other health issues included
obesity, heart disease, diabetes, infectious diseases, and tick/
insect illness. The top priority comimunity safety 1ssues identified
are domestic violence, bullying drug trafficking, sexual assault/
rape, and unsafe/illegal gun ownership. Additional community
safety issues include human trafficking, discnimination based
on race, gang activity, discnmination based on immigration
status, and discrimination based on ciass or income.

Shortly after the completion of the 2019 Greater Lowell
Community Health Needs Assessment, the planning process
for the Greater Lowell Commurity Health Improvement Plan
(CHIP) began. Utilizing the data and recommendations provided
by the CHNA, and the input of oves 100 individuals from over
50 different organizations, the CHIP began to take shape

The Greater Lowell Health Alliance {GLHA} Lask forces served
as working groups for each of these areas to develop strategies
for each abjective. Interviews with expests n each of these
areas as well as round table discussions also took place. The
GLHA Health Equity Task Force was developed from the cusrent,
Cultural Competency task force. They convened to assess ali
praposed objectives and strategtes through a lens of Health
Equity, The task force members decided to sncorporate a plan
to meet the Natioral Standards for Culturally and Linguistically
Apprapriate Services (CLAS) i health and heatth care into the
CHIP process in order to reduce disparities and achieve health
equity After refinement from the staff, interns, and velunteers
of the GLHA. seven health priority areas, 21 focus areas undes
each. objectives and strateg:c recommendations were finatized.
These items are within a larger framework with one overarching
goal, health equity

One Goal: Health Equity

The Robert Waad Johnson Faundation defines health
equity as “all people, regardless of ethnicity, socio-economic
status, sex or age, have equal opportunity 1o develop and
maintain health through equal access Lo resources” in the
imittal meeting of the CHIP process, community pastners
agreed 10 work towards equity, as a shared goal. in all priornity
areas as equity was defined as success in commumily health
improvement. The commnity partners of the region are all in
agreement that the community deserves Lhe cpportunily to
be healthy, making equity the ult:mate goal

Key Component: Cultural Competency/Cultural
Responsiveness

Greatef Loviell region has a diverse population. to ensure
that the work done through the CHIP grows towards health
equity all prionity areas need to be culturally competent.
ational CLAS standards will be used 10 guide community
partners towards this shift.

#

In the initial meeting of the CHIP process, community partners
agreed to work towards equity, as a shared goal, in all priority areas
as equity was defined as success in community health improvement.
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Seven Priority  Areas and Sub-Categories of Focus

Alcohol & Substance Misuse

+ Prevention & Education
& Seruces & Treatmerit

Housing & Built Environment

= Affordable Housing
= Transporiation & Accessibility

Infectious Disease

Maternal Child Health

» Maternal Mortality

» Perinatal Mental Health
* Teen Pregnanty

= |nfant Feeding

Mental Health

* Service ACCESS
+ Workforce Developrment

Safety & Viclence

+ Domestic Viclence
* Sewial Assault

* Builying

+ Discrimination

Wellness & Chronic Disease

= Prevention & Education
= Community Resources

= Emergency Praparedness
* Hi\/HepC
* |nsertlliness and Vacoines

® Suicide

Introduction and Background

= Advocacy

Greater Lowell Community Health Improvement Plan (CHIP}

A Community Health mprovement Plan {CHIP)isa
long-term, systematic effort 1o address public health pioblems
in a community The plan is based an the resuits of community
health assessment activities, and is part of a community health
improvement process, helping to set priorities, coordinate
efforts, and target resources. It should define the vision for the
health of the community through a collaborative process and
should address the gamut of strengths, weaknesses, challenges.
and opportunities that exist in the community to improve
the health status of that community (Source: Public Health
Accreditation Board)

A CHIP for Greater Lowell

With a goal to create a long-lerm strategy to strengthen
the area’s health systems, our CHIP vaill be used as road map
for health improvement over a three-year period, guiding
the investment of resources of organizations with a stake in
improving health for the residents of Lowell and the surrounding
communities. Qus CHIP mission: to turn data into action and
working initiatives to address our community's Lap health
priorities While addressing spet sfic health priorities, the
overarching goal is always one of health equity, meeting
the health needs not just for some, but for all

Who Is involved

A CHIP's value and significance stems from the invalvement
of the community. Over this past year, the GLHA has engaged
more than 100 peaple from more than bty community
orgamzations to davelop our first Community Health
Improvement Plan, with many more partner agencies
and organizations expected 1o jom in the commg year

Qur Plan in Action

In 2019 the GLHA held dozens of high-energy CHIP
planiing protess meetings that enabled us to jon with
community members and leaders to further identify our
community's top health prionities by drilling deeper into our
health needs assessment. Through those meetings, We worked
1o davelop SMART goals and objectives — those that are
specific, measurable, at hievable, results-focused, and Lime-
bound — 1o leverage and maximize community resources to
fill gaps and avoid duplication of effarts in these priority areas
The GLHA task forces and the GLHA Steerning commitiee,
comprising a small group of interested partners in each area
of expertise, will continually measure health progress and
indicators that wifl then be reposted back to the community

Creating Impact

Although our CHIF is a working document in its earty stages,
It 15 already creating impact. The CHIP process helped determine
prionity areas for grants, enabiling the GLHA te distribute funds to
the organizations on the front line of addressing our area's unmet
heaith needs Our 2020 Community Health initiatwes Grants
were awarded around health priorities and programs that met
the specific areas of focus identified by ihe CHIP process, Mental
Health, Alcohol & Substance Misuse, Wellness & Chronic Disease,
Infectious Disease, Maternal Child Health, Housing & Built
Environment, and Safety & Violence.
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ALCOHOL/SUBSTANCE MISUSE.

Rationale

Approxmated 1in 10 people over the age of 18 experience sudstance use disorder (SAMHSA). Alcohol and substance misuse were
identified as a top five heatth need from particpants in evely Greater Lowell community and demographic gioup mgluded i the 2019
CHNA. Afcohal and substance misuse were identified by CHINA participants as partic ularly critical issues for include adolescents,
people experiencing emctional distress, members of immigrant and refugee communities, and people diagnosed with hepatitis

Progress and Successes

In 2018, the GLHA released the Merrimack Valley Substance Use Disorder Resource Guide, providing valuable information for
community members and service providers 10 access services. Agencies like the Massachusetts Opiaid Abuse Prevention Collaborative
have made great strides in changing the policy and practice around Greater Lowell, The 2020 CHIP outlines several evidence-based
app oaches designed to bolster ongaing community efforts to address Substance Use Disorder (SUD) and alcohol addiction.

UPCOMING ACTIONS

Prevention and Education

Education and preventative care are upstréam strategies to reduce future SUD and addiction. Evidence-Based Programming will
provide eduration and resources LO young people who may be especially vulnerable 1o substance use Simultaneously, ensuring that
service providers feel equipped with the most current, evidence-based information Lo deliver culturally competent best-practices
are essential for care quatity. Grand-Rounds Training to Physitians and Prowviders will sesve as crucial resource for maintaining
evidence-based care continuums for commurtily members

Services and Treatment

in crder to ensure that SUD care and services are culturally competent and adhesing to best-practices, a Best-Practice and
Community Needs Audit will inform the care system about assets and gaps 1n care delivery and quahity. This audit wiil also address
social determinants of health, and should include a Transportation Asset/Needs Assessment as well as an assessment of Barriers to
services and Treatment, partcularly for populations affected by racism, homophabia, paverty, and homelessness. These combined
efforts will conteibute to our community goal of Reducmng Opiate Ovesdose Death by 40%, an objective set forth by the HEALIng
Communities Study as part of the NIH HEAL Initiative and our community partnership with Boston Medical Center

GREATER LOWELL COMMUNITY HEALTH IMPROVEMENT PLAN 2020 CHI® s



RATIONALE

Goal

Objectives

Deliverables

Currentand
Continuing
Actions

Equity
Questions

RATIONALE

Goal

Objectives

Deliverables

Current and
Continuing
Actions

Equity
Questions

Prevention and Education: Primary prevention of alcoho! and substance use were identified in the
CHNA as priority need areas in the promotion of community wellbeing. These findings are also supported
at the state and national tevel as critical to the management of substance misuse.

Increase the number of community residents receming comprehensive, evidence-based preventiorn
education address ng arange of substances as well as nerease the understanding of evids nce-based
and cultural competent practices related to substance use prevention and treatment

Provide evidence-based education via tranings or mater ats in each of the Greater L owell communities
with a specific focus onyouth.

Provide grand-rounds trainng to physic \ans/ providers on evidence-based best pract.ces for management
of subslance use disorder

Conduct an audit of current practices and needs regarding treatment, bias and stigma for areas of focus
(5UDs LGRTE engagement of pechatricians, provider burn cut, ete.)

Recard of trainings delivered via materials. educationalcampaigns and trainngs. with a target often{10}
coordinated efforts per year
One (1} comprehens ve provider audt

Merrmack Valley Substance Use Disorder {MVSUD) Symposium {virtual winter 2020}
Mernmack Valley Substance Use Disorder Resource Gude
HEALIng Comawnities Med:ia Toolkit

. ot study provider audit for LGBTQ competencies

Haow has this information been made access ble to pecple vith imted access transportation. internet
services, or other tangibles?
How have adustments in approaches reflerted the disparate impact of COVID-197

. What considerations have been made to protect the confidentiality of participants in programs?

Services and Treatment: Support and resources for people experiencing alcohol and/or substance
misuse are a key priority area identified in both the CHMNA, as well as state assessments, with particular

emphasis on reducing mortality and increasing access to treatment.

Increase the accessibil ty of avalable treatment for alcotiol and SUD. as well as reduce the number of
mndividuals dying from opiate overdose.

Conduct a gaps analysis of barners to services and treatrment particularly for areas of focus (transpartation
batriers/sustanabilty. re-entenng from mcarceration, refugees/ imrmigrants. youth)
Recuce oprate overdose death by 40% from haselne.

Gaps analysis repost with suggestions for best practices.
Reported decrease of 40% from baselne

Mixed Methods Gaps Aud t {Callaborat:on with Behavioral Health Task Force} (winter 20201
Lowell House Accessibiity Project (GLHA Grant Recipient)

The Phoenix Voluriteer Engagement Project {GLHA Grant Recipient)

Place of Promise Adult Residential Addiction Recovery Project (GLHA Grant Recipient)
Phase 5 Implementation of HEALING Commursties Study { January 20211

How have these interventions taken into account the dispropartionate effects of alcohol and SUD on
different populat ons and ommunities?

Hew will these programs include the voices of people affected by alcchol and SUD in therr design,
smplementation, and evaluation ?
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BEHAVIORAL HEALTH

Rationale

8ehavioral and mental health needs remain the top health priority area across nearly every community and demographic group
assessed in the 2019 CHNA Barriers to mental heaith service—such as tong waiting bsts, confusion about navigating the menial
health system, limited language capacity, and prohsbitive costs—inhibit the efficacy of mental health services and interve nlions in
the Greater Lowell area Specific needs for youth, people with SUD, immigrants/refugees, veterans, and elders are also of particutar
cancern in the Geater Lowel community

UPCOMING ACTIONS

Service Access

Several strategies will be deployed to Increase Access 1o Behavioral Health Services across all of the Greater Lowell communities
specifically, a targeted gaps analysis that identifies actionable intesventions wall deployed in Year 1, followed by an action plan 1o
increase the number of providers across a range of service capacities 1 the community.

Waorkforce Development

Supporting the behavior health workforce requires both Support for Creative Approach to Improve Recrudment and Retention
of a Diverse and Credentialed Workforce, as viell as promoting evidence-based specialization capacities in the existing behaviors
health workforce These efforts will specifically target icreasing the capacity of the behaviaral health workforce to meet the needs
of underserved groups, including LGBTQ community members, youlh and adolescents, vetefans, elders, and people expenencing
homelessness, SUD, and/or violence and discrimination

Suicide
Sucide and suicidal ideatien is of particular importance in the CHIP due to its disproportional impacts on peopie who are LGBTQ,

veterans, and/or youth. [ncreasing ous understanding of the cusrent state of suicide/suicidal ideation in populations of interest via Dala
Collection and Program Deployment. particutarly in <chool-based models, is critical for sustaining a long-term commusity-based response

RATIONALE Workforce Development: The CHNA identified a lack of specific providers, as well as challenges in
recruiting and retaining service providers.

Goal - Suppeort creative and strategic approaches toimproving the recrutmment and retention of a diverse and
credentialed mental health workforce at the local and state level to improve service access

Objectives - Establish a traning circuit for existing providers relavant to service delivery to poputations of focus.
- Increase the number of psychiatrists. s0cial workers, tecovery coaches. providess offering services for
children, and providers/personnebwho are m Atlingual.
- Engage inthree (3) policy actions (e g letters of support. provichng expert testimony etc ) per year onissues
relevant to the development of the mental health workforce

Deliverables - Six (6) to eight (8) tramungs reported by organizat ons/provider relevant to target groupsn three {3} years
{or every yearl.
- Percent mcrease as reported thraugh asset assessment/BLS
- Trree {3} reported policy actions recorded through Task Force notes.

Equity - Are tranings eviderice-based and vetted as being culturally cormpetent? Do tranings int orporate anti-racism
Questions and anti-bias education and skilis?

- Howdo these programs engage providersin s maller prartices or in non-trathbional setings. inctucing
providers who serve clients primarity through telehealth?
How cio recrutment strategies ensure dverse canddate pocls?
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RATIONALE

Goals -

Objectives -

Deliverables =

Current and <
Continuing
Action

Equity -
Questions

RATIONALE
Goals 2
Objectives N

Deliverables =

Equity -
Questions

Service Access: Data from the CHNA- identified gaps in services offered and services accessed, as well
as limitations in services to meet specific needs of children, adolescents, elders, veterans, people whose
primary language is not English and the LGBTQ community.

Increase access to behavioral health services through increasing understanding of services offered.
decreasing stigma regarding mental health needs, and dversifying the range of services to specific ally
target gaps In services avalable to parucutar populations

Int rease the number of residents n Greater Lowellwho access behavioral bealth services

Conduct a gaps anaiysis to determine current ba ceiine data relevant Lo the diversity of mentai and behiavioral
health services in the Greater Loweli area

Increase the number of service providers speciaizng in services for youth elders. veterans, people whose
primary language is not Englsh. and LGBTQ community members

Expand capacity of support groups in each community

One {1} gaps/asset analysis report (collabaration with Aicohol/ Substance Misusel.

Ciinicrans with specighzatons hred incammunity organizations, or record of tranings toncrease existing capacity
10% increase n rasidents reporting accessing hehaviorai health services

Average waiting ime decrease of 10% from Y1toY3.

Anne Sullvan Center Access to Telehealth Project (GLHA Grant Recipient)

How have these programs cuns dered tangible factors that might mit access ta services ke expostire
to/nsk of COVID-19 infection. transportation. insurance/cost. mob lity, language etc.?

How have these pragrams addresses the mpact of racism and other ‘orms of discimination on service acress?
Does this program address the needs of populations outside of Lowell and in surrounding cormmunities?
Are leaders on this team also members of key stakeholdar groups?

Suicide: In addition to being identified as an area of concern in national and state data sets, the CHNA
identified elevated risk for suicide and suicidal ideation among specific participants, including youth,
LGBTQ, and veteran participants.

Increase understanding of current state of sucide/ ideatonin aur rommurity viadata collection and
program deployment.
Decrease the rates of suinide, suicide attempts and sucidat ideaton,

Expand currently deployed suicide pravention curnculum to addibonal three {3) sites per year
Advocate for funding/poticy changes to address lirmitations on services for target populations relevant to
suicide prevention te.g. access toin-patierit treatment foryouth. etc).

Report of curriculum delivered to three (3) additional districts or school systems.

At least three (3) policy engagement actions {e g latters of suppott. expert testimony, lobby days etc)
rerorded in Task Forte notes.

10% reduction in rate of of suizide or suicidalideation.

How di interventions specifically address disparate rates of suicide or suieidalideation among spec fic
groups. including youth. LGBTQ. and veterans?

Haw co intarvent:ons iIncorperate the changing landscape of mental heaith needs n the context of
COVID-1%, including emerging trends n suitidal ideation as they unfold?
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HOUSING AND THE BUILT ENVIRONMENT

Rationale

The 2019 CHNA identifies housing as one of the most impostant social determinants of health. Arcess to safe, affordable housing
impacts health n direct (ie awr guality, neighborhood safety) and indirect (e impact on financial security ways. Franspertation,
particular accesstbility to transportation, was also dentified in the CHNA as a critical factor in commumnty health and wellbeing,

Progress and Successes

The previous CHNA and CHIP established the Social Determinants of Health Task Fosce: the 2019 CHNA identified housing
and transportation as specific sorial determinanits tequinng immediate actions and engagement As aresit, the GLHA wansiioned
the Social Detesminants of Health Task Force to the Housing and Built Enviscninent Task Force; social determinants that were not
related to housing or the built environment. like racism and language capacity, wefe absarbed into the Health Equity Task Force,
which oversees all actions within the task forces to ensure equity is central to all GLHA acitons.

UPCOMING ACTIONS

Cormmunity Resources

The most critical resource in a commurity is the Availability of Safe, Affordable Housing. Increased access to affordable, safe
housing required local engagement in staie and federal housing pulicy decision making, as well as locat enforcement of safe housing
standards related to housing quality

Transpartation and Accessibility

tn the absence of tugh-order, large-scale community transportation plans, indwidual organizations work diligently lo meet the
needs of their chients sn the effort 1o create seavice accesstbility Efforts the Support the Capacity of Osgamzations ar Entities to
Increase Accessibility of Services ensures a commilment to equitable service delivery in the Greater Lowell Communty.

RATIONALE Affordable Housing: Access to safe, affordable housing was identified in the CHNA as community member’s
top priority cormmunity resource, and the cost of housing has a significant impact on individuals' and families'
ability to meet their health and wellness needs.

Goal - Increase the number of community members i safe. siable affordable housing reportng tnatless than
30% of their househeld ncome is spent onmeeting housing needs

Objective - Establsh aworkflow plan to promote community engagement in polcy and advocacy artions

Deliverables - Identificaton and descnpt on of community workflow plansre policy engagement
- Reduce nurnber of CHNA participants reportng greater than 30% of Income spent on house by 10%

Current and Habitat for Humanity Building n Billerica (GLHA Grant recipient)

Continuing

Action

Equity - Do these interventions consider the varying and disparate burdens of housing for homeowners. renters
Questions multi-farnily homies. people who are homeless, etc.?

- Howhave these actions addressed the emerging housing needs associated with the effects of COVID-197
- Do these actions also Incorporate under -tanding of the role of systeric racism and disenfranchizement
of rinonty populations?
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RATIONALE Transportation and Accessibility: Limitations on individuals' ability to access community resources as a

function of limited transportation access or accessibility was identified in the CHINA as a significant barrier
to wellness and heaith.

Goal _ Increase the accessiblity of public spaces in the Greater Lowell area. particularly for pecple with mited
mobilty due to age or disab ity status

Objectives - Supportorganization capacity L0 assess andfor respand to transportation access needs N regards to servica delery
- Faciitate collaboration between locel stakeholder agencies and advocacy groups to conduct anaccessibity audit.

Deliverable Demonstration of support (e g funding, m-kind, hosted events matenals, palicy actions) piovided
Currentand _ Leweli Parks and Conservation Trust Concord River Greenway Community Qutreach and Trail Use
Continuing Assessment {GLHA Grant Recipient).

Action

Equity Hew has this ntervention ensured that input from dverse and varied stakeholders wilbe nchuded?
Question

MATERNAL CHILD HEALTH

Rationale

Most poor maternal health outcomes are preventable and can be traced to untimely management or inadequate maternal care.
Addressing barriers to successful matarnal health outcomes including protecting access 1o reproductive care and prometing policies
and actions that aim o reduce racism-driven disparities. Locally, disparities in the burden of unplanning pregnancy, low infant birth
weight, and breastfeeding disproportionately impact young people, and people who are Southeast Asian and/or Hispanic. Additionally.
Black women are three times more likely to die during chitdbirth than therr white counterpasts. (Harvard Pubhic Health). This
significant health equity issue expuses the systemic problem of 1acial barriers in terms of healthcare, service quality, and eduration

Progress and Successes
Several community agencies, n partnesshup with chical providess, continue to offer breastfeeding classes and childbirth classes,
many adapting to provide these services via lelehealth

UPCOMING ACTIONS

Teen Pregnancy

Comprehensive sexuality education programming 10 high school-aged youth, as well as establishing free condom pick-up sites
iry ach community, ase effective strategies in Decreasing Unplannad Pregnancies. it is akeo important to increase the ava lability and
quality of resources for young parents

Perinatal and Mental Health

Increasing Perinatat Mental Health Screening Tools and Facilitating Access to Perinatal Resources will improve the periratal
health autcomes for all mothers. Existing resources can alse be evaluated and scaled up to ensure mothers are receiving quality care
when referred to perinatal mental health services.

Maternal-Infant Mortality and Morbidity

Meaningfully impacting the maternal morlality crisis requires aggressive intervention, but that begins with Increasing Awareness
and Deployment of Interventions Addressing Disparities. A data collection mitiative is another strategy to help capture the perinatal
experience for sperific Greater Lt well populations

infant Feeding
Optimal, safe infant feeding is 2 preventative strategy to ensure wellness Improving Resources to Families Wanting to Breastfeed
and Promoting Standards for Safe Bottle-Feeding is a lrontiine strategy to set families up for lifelong welloeing.
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RATIONALE

Goal

Objectives

Deliverables

Equity
Questions

RATIONALE

Goal

Objectives

Deliverables

Current and
Continuing
Action

Equity
Quaestion

Teen Pregnancy: The 2017 MA State Health Assessment identifies teen pregnancy as a critical interventian
area for both primary prevention as well as increased social support and resource access. Disparities in
the burden of teen pregnancy are also highlighted, especially for Black and Hispanic young people, and
Southeast Asian young peaple in the Greater Lowell area specifically

Decrease the rate of unplanned pregnancy: aswell as ncrease the quality of/ accessibiity to resources for
young parents

Delver comprehensive sexualty education programiming to 75% o:F our high school-aged youth
Inrrease the attendance of young parents in pernatal education and support groups across the reporting perod
fFstablsh and supply ten (10) free condom pick up sites in eat hcommunity

Record of 80% of participating youth attending at least 65% of sessions
Increase nsmber of programs. including telehealth. offering permatal education to young parents by 10%
Ten (10) condarn sites established. and 500 condoms provided.

How have these interventions taken nto consideration participants' need for flexitle scheculing transpartation
¢ hidrare, or mternet service support?

What considerations have beenmade for language accessibitity?

Do these interventions consider the varying tultural values of partipants as they relate to use of contraception.
parenting responsibiities, or safe birth practices?

Perinatal Mental Health: Strategies that promote maternal mental health in the postpartum period, as
well as programs that offer evidence-based support for mothers entering the perinatal period with a mental
health diagnosis, are a critical need area.

Increase effective perinatal mental heaith screening tools to facdtate the access of resourcas to support
mothers and the r famities dunng the perinatal period

Increase the utlization of the screenng toals for postpartum mental health needs
Conduct three (3] tramings for pediatnc providers regaiding screening for and respond g to perinatal

mental health needs

100% of providers utihzing too!

- Three tranings provided, or 20 tramning mater:als and resources delvered

_ Matthew's G ft CuddleCots and Samily Support Project (GLHA Grant Recpent

Hew have materials been adapted to meet language and ¢ ftural drersity considerations?
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RATIONALE

Goal

Objectives

Deliverables

Equity
Questions

RATIONALE

Goal

Objective

Deliverable

Current and
Continuing
Action

Equity
Question

Maternal-Infant Mortality and Morbidity: Maternal-infant mortality rates remain disproportionately
high for Black women, with risk approximately 2-3 times that of White women.

Increase awareness/ deployment of evidence-based interventions addressing dispanties nmaternal-
infant mortaiity and mortudity particularly for Black mothers and babies

Host three |51 events lwith CEUs when appropriate) on approaches to addressing maternalmortality
parteularly inreqards the role of racism in maternat maortal ty

Fstablsh a data-collection strategy for capturing the perinatal experence for specific Greater Lowell
poputaticons of intesest,

Increaze the percent of people attending prenatal care appomtments

Three (3) events hosted per year with a goal of 150 part cipants
Draft and pilot of data collection approach. including sustainablity
Percent of people attending prenatal care appointrrents ta 90%

How has event plarirng and execution engaged vath members of the population of Interest as key stakeholders?
How have initiatives specifically addsessed or consdered ¢ sparate rates of maternal and infant mortality
and morbidity as a func tion of systermic racism?

Infant Feeding: The prioritizing the provision of human milk for infants is a priarity health intervention
to promote lifelong welliness; similarly, the safe preparation of infant formula is also a critical area for
promoting infant health.

Increase the qualty/ avalability of resources-avaitable to families who want to breastfeed their babes, as welt
a= promote standards for safe bottle-feeding.

Increase the number of providers partcutarly pediatnic providers, engaging in the prormotion of optimal
mfant feeding

Deliver educaticnal materals or training to 60% of pedatric providers

Convening of Breastfeeding Working Group of Maternal -Chiid Health Task Force in collaboration with
REACH LoWell.

How have these tranngs and matenals nicorporated cultural and language corsiderat ons into the crealion
and distnibution?

#

Our vision is to create a healthier community through
collaboration, education and the coordination of resources.
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INFECTIOUS DISEASE _

Rationale

Infections disease concerns, ranging from HIV and Hepatitis C Lo tick and insect ilnesses, were wentifed in the 2019 CHNA,
impartantly, data coliection for the 2019 CHNA concluded priot to the COVID-19 pandesmic, suggesting that this priority would rank
even higher were data collection to be repeated. Preventative efforts, like vactination and prevention education, 25 weil as response
strategies, such as emergency prepatedness, were both identified as cntical to infectious disease response.

Progress and Successes

Infeclious disease emerged in the 2019 CHMA as a new priority area Disproportionate rates of infection in the Lowell areas for
Hepatitis B, Hepatitis C, Tuberculosis. and HIV/ AIDS contribute to increasing community concern for disease management and
mitigation. The convening of several working groups and task forces in response to COVID-19 will be sustained through the reporling
period 1o continue lo engage the community in meanngful response. GLHA also commits 1o supporting efforts of local governments
via tangible support and data shanng as they coordinate responses Lo pa ndemics and other infectious disease concerns

UPCOMING ACTIONS

Emergency Preparedness

The emergent COVID-19 pandemic clearly demonstrated the need to Increase the Capacity of Community Response to an
infectious disease event. While emergency preparedness may look different acsoss each Greater Lowell community, effarts to identify,
establish, and convene an emergency pieparedness task foice whose primary objective 15 assessimg and evaluating current barriers
and resources 15 a cntical fisst step

HIV/Hepatitis C

Decreasing the Rate of New HIV/Hepatitis C Infection through targeted support for scale-up of existing community-based
programs is criticat for responding to the disparities in infection aceoss ractal/ethnic groups in the Greater Lowell area. Additionally,
efforts to increase the capatity of providers to respond to and tieat people presenting with HIV/Hepatitis C infection is critical to
reducing stigma is inCreasing service access

Tick and Insect ilinesses

Inrrease Awareness for Tick and Other Insect-Bome lllnesses As tick and insect illnesses were identified as top priofity CONCErms
in the CHINA, it is necessary to Increase Awarenass for Tick and Other Insect-Borne Ilinesses. We aim to increase the knowledge of
evidence-based prevention and management of tick and other insect borne illnesses

Vaccines

Vaccines remain the frontkne of defense against a vast majonty of infec tious diseases in our community. Therefore, Increasing
the Proportion of Inviduals Reposting Timely and Appropriate Varcinalions through the deployment of evidence-based education
campaigns was identified as a priority task.

RATIONALE Vaccines: Vaccinations are an effective, simple, and safe strategy for the primary prevention of infectious
disease across the lifespan but especially in childhood.

Goal - Increase the proportion of indmviduals reporting timely and 2ppropriate vacenations (nciuding childrood
va-cnations and yearly vaccnations. like the flu shit)

Objective - Conduct yearly evidence-based educatic nal campaigns based on COC recommendations descrbing
‘e henefits nisks and safaty of the both childhond and seasonable varcinations, as well as support
community-based vaccine sites

Deliverables - Two {2) promotion campaigns conducted yearly
Mumber of CHMA participants reportng flu shot ncreased by 10%
. Increase number of children receving timety and appropriate vactinations by 10%

Equity - How have these tramings and mater(als in orporated cultural and language ¢ ‘nsiderations into the creaton
Question and disteibution?
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RATIONALE Emergency Preparedness: Though emergency preparedness in response to a pandemic outbreak was not
identified in the CHNA, this is largely a function of the needs assessment being conducted in the FA18/
SPig time period, during which COVID-19 emerged as a critical need area.

Goal - Increase the capacity of the community response to a major disease outhreak event across all sectors of
critical need including heatth care access food secunty housing stability et

Objective - Identify an emergency preparedness task force or subtommittee with the pmary objective cfassessing
and evaiuating current rescurces/barniers relevant to supporting the Greater Lowell community iri the
event of a major infectious disease event

Deliverable Emergency Preparedness team dentified and convened quasterly

Current and - International Institute COVID-19 Health Acress Project {GLHA Grant Recipient)

Continuing

Action

Equity . How has this intervention collaborated acrass all comrmunities n Greater Lowell. including cultural communities?

Questions - How has thisintervention incorporated knowledge from the experience of the current global pandemic of
CovID-197

- How has this intervention incorporated the role that racism and income disparities have on disparate rates
of nfection and disease marnagement?

RATICONALE HIV/Hepatitis C (Hep C): The Greater Lowell area reports a higher than typical burden of HIV and
Hep Cinfections.

Goals - Decrease the new infect onrate of both HiIV and Hep C
- Increase the accessibility of evidence-based services for people living with HIV and/or Hep C

Objectives - Support and scale up the capacity of existing community programs working to prevent HIV/Hep Cinfection
and support people iving with HIV/HEP C
- Conduct five {5) educational events and trainings for community members and providers regarding best
practices for the treatment and management of HIV and Hep C. with a spec fic focus onissues of cultural
competence and stigma.

Deliverables Support (e g. funding. events hosted, sn kind. etc ) delivered to existing programs.
Five (5} tranings provided or traming matenals and resources delivered

Equity How have these interventions considerad the specific needs of people lvingwith HiV/Hep Cwho are also
Question homeless speak alanguage other than Enghsh, or have imited access Lo lransportation for treatment?

RATIONALE Tick and Insect lllnesses: Tick and insect illnesses were high-priority concerns, particularly for more
suburban and rural communities in Greater Lowell according to CHMA data.

Goal increase knowledge ofthe ewdence-based preverntonand management of tick and other insect boine finesses

Objective - Ensure the distribution of city-specific matenals relevant to the cormmunity management of and response
tonsect-borne dinesses

Deliverable - 100 matenais dstrbuted yearly
Equity - How has event planning and execution engaged with members of the population of interest as key stakeholders?
Questions
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SAFETY AND VIOLENCE

Rationale
Domestic viclence and sexual assault/rape are dentified in the CHNA as top community safety issues in the Greater Lowell

area. Domestic and sexual violence typically occurs in a range of intersecting contexts including substance abuse. housing insecunty,

paverty, sex work, and other forms of abuse Community safety also extends more broadly to the role of discrimination and bullying,
particulasly in regard to community violence based on race, ethnicity, immigration status, gendes/gender identity. sexuality, and age.

Progress and Successes

The is the first reporting year that Safety and Violence items were including i the CHNA. Communsty-based Safety and Violence

initiatives are especially cntical in the context of ratiss-driven violence, nationally and more locally. The GLHA coordinated effosts
to ensure that racism and othes forms of discrimination wete regarded as central to all GEHA actions, ongoing discussian about the
feasibility and function of a safety and viclence task force continues

UPCOMING ACTIONS

Domestic Violence

Supporting the etforts of cusrent programs sesving domestic violence susvivors and promoting domestic violence prevention education

will Improve Rescurces for People Experiencing Domestic Vialence, serving as both a primary and secondary intervention method

Sexual Assault

Through primary prevention efforls as well as programs that support susvivors, we can provide survivors with useful resources
Workshops, traiming, or educational programs on the basis of reducimg gender-based violence are all beneficial mechanmisms for
primary prevention are strategies in our efforts to Reduce the Occurrence of Sexual Assault/®ape

Bullying

Eforts to Increase Awareness and Deploy Interventions Addressing Interpersonal Violence and Bidlying provides opportunities
for community members Lo iearn about preventing addressing, and responding to bullying. It 1s impartant to deploy these
evidence based interventions to the community, especially in high-risk institutions like schools or elder-care facilities,

Discrimination

Anti-viclence efforts must address systemic and interspersal deployment of discrimination as a strategy for oppression. A strong
network of existing community programs, as well as increased capacity for these programs to deploy anti-discriminatian services
and trainings, will Decrease Discrim:nation on the Basis of Race, Ethnicity, Sexuality, Class/Income, and Gender/Gender Identity.

RATIONALE Domestic Violence: Participants in the CHNA identified domestic violence as the number one pricrity
safety concern across all communities in the Greater Lowel! area.

Goal - Increase knowledge/ accessibility of resources for peopie expenencing domestic violence

Objective - Suppart afforts to build capacity of existing community programs to pravent domestic violence arnd
suppart survivers and therr famibies

Deliverable - Demonstration of support (funding in-knd. hosted events, materals policy actions) provided Lo domesty
violence prevention/ response initatives and programs

Equity - How have these interventions taken into cons deration participants’ need for flexible scheduling
Questions transportat on. or childcara?
- Does this intervention reflect the way things like racism, housing. poverty mental health. imrugration
status. and substance use impact domestic violence?
- How have interventions dermonstrated considerations for prevention and interventionin the context of
COoviD-197
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RATIONALE

Goal

Objectives

Peliverables

Equity
Questions
RATIONALE
Gna-l
Objective
Deliverable

Equity
Questions

RATIONALE
Goal
Objective
Deliverable

Currentand
Continuing
Action

Equity
Questions

Sexual Assault: Rape and sexual assauit were identified as priority safety issues in the CHNA.

Reduce the occunience of sexual assault and rape through both prmary prevention efforts as well as
prograrns that support survivors

Conduct three {F)workshops tramngs or pragrams that provide education and resources to reduc e
gender-basedvelenze includ ngworkshaps that address health masculinity viclence inthe LGBTO
community. and the prevention of sexual viclence

Create. distnbute. and make wisible resources avallable to people who have expenenced rape/sexual assault

Three (3) workshops. tramings or programs conduc tedd
Resources created, distributed. and tracked
Reported rate of sexual viclence reduced by 10%

How do thase efforts incarporate lariguage and cultural dversity?
Has this program considered gender and sexual identity dversity?

- What efforts have beenmade to ensure representation of the commumity in the leaderstip of this prograrn/agency?

Bullying: Bullying in schools, workplaces, and elder care facilities was identified as a high priority safety
issue in the CHNA.

Increase awareness/ deployment of evidence-based interventions addressing mterpersonabviolence/
bullying 1r high-risk settings including schools and elder care facilities.

Haost five (5) events (e g film screenings panel discussions trainings) for community members on approaches
to preventing addressing and responding to bullying and interpersonal violence,

Five (5} events hosted by Year three with a goal of 100 participants

Howhas event planning and executicn engaged with members of the population of interest as key stakeholders?
How have these interventions consulted or engaged with members of the disabiity community?

Discrimination: The CHNA identified several key areas of discrimination as critical, including discrimination
on the basis of race/ethnicity, immigration status, gender/gender identity, class/income, and sexuality.

Decrease perpetration of discrimination, particularly perpetration of d scnimination by publc workers, care
providers or others in positions of leadership and power

Support efforts to buld the capacity of exist ng community prograrms to prevent discrimination and
violence and to suppart anti-discrimmaiion advocates n ther programming and policy actions

Documentation of support (e g. funding. n-kind. hosted events. materals. pol cy actions] provided to
anti-discrimination intiative and programs

Boys and Girls Club Racisin Discrimination and Health nitiative {GILHA Grant Fecipient]

How have effarts been made to prevent retaiiatory effects?
How have these intervention ncorporated cornmunity leaders with historical knowiledge of the role of
racism Classism, sexism and/or chsenrmination agamst imimgrants in our communties?
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WELLNESS AND CHRONIC DISEASE

Rationale

Approximate six in ten adults are affected by chsonic diseases in the United States (£DC). The USDA identified Lowell as ane of
Massachusetts' food deserts, placing community members at figh nsk for food insecurity (USDA Food Access Research Atlas), The
2019 CHNA reported dispsoportionately higher rates of a range of chronic conditions in the Greater Lowell area, including diabetes,
obesity, smoking, and asthma. Increased and diversified service and resource access 15 crucial to both prevention and management
of chromc illness, as well as preservation and promotion of wellness across the lifespan.

Progress and Successes

Wellness wnitiatives since the last reporting period have spanned a range of areas of focus, including comprehensive sex education.
prograins to adidress food insecurity, and smoking/vaping cessation efforts, Targeted efforts by the Asthma Cealition have reduced
the disparate burden of asthma in young people and Hispanic populations. Prevention effasts include breastferding prometion and
education and resources for healthy eating and active | ving throughaut the Nfespan

UPCOMING ACTIONS

Prevention and Education

Efforts to Increase Knowledge of Health Resources to Individuaks and Providers ams to support individuals with health
services. while simultaneousty ensuring providers have access to up-to-date best practices for the prevention and management
of chronic iliness.

Community Resources

The Cansolidation of Resousces lor Food/Shelter/Healthcasest tousing s critical to this effort. In arder to measure [OETess
towatds cur goals, efforts that Fstablish Baseline Data on Available Services will ensure our ability to measure progress and identify
ongoing and emergent needs To bolster the efficacy of ongoing community etfosts, GLHA also Supports the Stale-up of Existing
Programs to increase resource access throughout the CHNA 10 catchment area

Policy and Advocacy

By engaging with policy and advocacy work at both the local and state level, our community will Promote Equitable Availability
and Accessibility of Healthy Foods, particularly in the context of address disparate access to healthy foods and the urgent need for
food accesssbility in the context of instability and insecurity created by COVID-19,

RATIONALE Policy and Advocacy: Given the substantial impact of local, state, and federal policy actions that directly
impact wellness and chronic disease outcomes, objectives related to policy and advocacy engagement are
also included in this CHIP.

Goal - Promote equitable avallabilty/accessibiity of healthy foods through engagermant with palicy/advocacy
work at the local and state leve!

Objective Support the establishment of local food pelicy action groups in the Greater Lowell community

Deliverable - Food action groups or campaigris estabished i each community

Equity - How has event planning arid execution ergagedwith members of the population of iInterast as key stakehokiers?
Questions - How do these programs support food security and access in communities beyend Lowell?

- Howdo these interventions honor and protect local food communities within neighborhoods or
community groups?

GREATER LOWELL COMMUNITY HEALTH IMPROVEMENT PLAN 2020 CHIP 17



RATIONALE Prevention and Education: Data from the CHNA and stakeholder feedback identified specific interest in
bolstering efforts that focus on the primary prevention, secondary intervention, and long-term mainienance
of chronic conditions, including diabetes, heart disease, asthma/COPD, and cancer,

Goal Intrease the knowledge offaccess to commurit y and health resources relevant to prevention and
management of chronic diseases

Objectives Provide wellness/chronic dsease educational matenals trainings, or prograrms each year.

- Canduct 15 educational pregrams or pelicy actions relevant to smorIng/vaping safety/risk,

Deliverables - Record of 25 coordinated efforts delivered to 200 partic pants each year

- 15 workshaps presented or policy actions recorded

Current and - Mill City Grows recipe dstrbution programs

Continuing - Lowell Housing Authority Healthy Living Seniors Program {GLHA Grant Recipient)

Actions

Equity How have these interventions taken into consideration participants’ need for flexible s¢ heduling

Questions transportation or childcare?

- Do these interventions consider the impact of racism and/or discrmination based on immigration or
national origin in therr design and implementation?

- Howhave these interventions been specifically selected or designing to address d sparate rates of chror
iiness in BIPOC and immigrant/refugee communities or populations?

RATIONALE Community Resources: The CHNA identified the crucial need for community members to have equitable
access to a range of tangible and information resources in order to identify and manage chronic health
needs, or to support their efforts to promote. individual and community wellbeing.

Goals - Increase accessibiity of community resources that serve needs for food, shelter healthcare hous ng
assistance. childcare. etc . which are vital for promating and prote: ting wellness

- Support the scale up of existing cormmunity weliness programs to communities within the Greater Lowelt
area outside of the Lowell

Objectives - Create a consolidated resource hub with updated and maintamed knks and referrals to cemmunity
resources and mformation.

- Conduct a food audit.
- Provide education awareness, and resources regarding asthma treatment and managerment

Deliverables - Estabhishment of the resource hub

- Food Assessment Report.
- Increase capaaty of the asthma spacer program.

Current and = Ml City Grows Comenunity Food Assessment (GLHA Grant Recip.ent)

Continuing - Town of Chelmsford Gardens for Good Project {GLHA Grant Reciprent)

Actions - Dweling House of Hope Food Pantry Project (GLMA Grant Recipient)

- REACH LoWell Project {(LCHC}
Equity - Howhave materais been adapted to meet language and cultural diversty considerations?
Questions - Dothese projectsreflect the needs of all communities withn Greater Lowell, partic dlarly inregards tawhich

communities have access to which resources?
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Our Community Partners
The success of the Greater Lowell Health Alliance is due to collaborative relationships with many diverse partner organizations

We are honored to partner with more than 200 energrzed organizations to help fulfll our mission to improve the overall health and

weliness of those living in the Greater Lowell region. Find a list of these valued community partners at greaterlowellhealthalliance.org.

HELP IMPLEMENT THE 2020 COMMUNITY HEALTH IMPROVEMENT PLAN!

The new Greater Lowell Community Health Improvement Plan (CHIP), will guide our region’s investment of resources over the
next theee years—but we need you to make it happen! Making Greater Lowell stronger and healthier is a huge irutiative, but with
your involvement and commtment, we can succeed, W ase nviting indwviduals and organizations to please join us and CHIP In to
help make our community the healthiest it can be. Go 1o our website today and tell us your areas of interest and how you would Itke
to CHIP In! From participating or leading a work group to providing staffing to promoting within your own organization, you wil! be
an integral part of this important community initiative!

“Chip In" today at www.greaterlowellhealthailiance.orglCHlP.
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The GLHA NeediY_ou

The success of the Greater Lowell Health Afliance relies on the participation and engagement of indiiduals and
organizations to enable us to inform, consult, involve, collabarate, and empower our communities, There are many ways
you can become involved and support the GLHA,

Join atask force

The GLHA is always looking for new commumty members to join task forces and to collaborate on addressing the issues
our community faces. All task force meetings are open to the public—whether virtual ar in person—and all are welcome.
Participate in the Age-Friendly Lowell Initiative

We need yous input as we gather critical data on the needs of older Lowell residents for this progect, which will help
to promote their heaith, independence, and quality of life Please go to our website at preateriowellhealthalliance org to
participate in this important Tufts Health Plan Foundation Systems and Best Practices Grant initiative.

Donate

As the GLHA grows in both scape and impact, so does our need for resources. As a nonprofit 501()(3), we rely on donations
from organizations and individuals to sustain our missicr, grow Our programs, and keep our events free and accessible to
everyone Please consider donating to the Greater Lowell Health Alliance at greateriowellhealthalliance.org/donate.

For more information on these initiatives and other ways to get involved with the Greater Lowell Health Alliance,
visit greaterlowellhealthalliance org.

@
( ; I I 55 Technology Drive, Loweell, MA 01851
. . Mailing Addsess. 295 Varnum Avenue, Lowell, MA 01854

GREATER LOWELL HEALTH ALLIANCE 978-934-8368 + F 978-934-8521 » greaterloweliheslthalliance urg
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FHARMACICS ALLEGEDLY FILLED INVALID PRESCRIPTIONS

Feds sue Walmart over opioid crisis

B! Michasl Batsame and
Anna Drionecentis

Associated Press

wasntwaTon = The Justies De-
partment sued Wilttart on Tues-
day, aceusiag it of fucllng the na.
tien's oplotd crisls b

pharmacisty "knew were Lnvals
141" 3aid JefTtey Clack, the acting
assistant attorney general n
charge of the Justice Depart-
ment’s clvil diviaian

78l lew cequired Walmart
0 spot nuspicious orders (o7 mn
trolled sub: and 1]

Itsphatmacies ta fill even poten-
tiadly suspiclous prescriptlons
far the powerful painklllers.
The civil complaint fled Tues-
day points ta the role Walmarty
pharmacles may have played [n
e ettsls by filllng opiold pre-
sctiptions end by uniawfully dis-
tributing controlled substances
10 the pharmacies duzing the
helght of the oploid erlale.
\Walmart eperites more than
5.000 pharmaties in Its stores
arcunid the country. The Justice
Department alleges Walmart vi-
nlnted fedenl law by ulllf::;
of

those 1o the Drug Enforcement
Admisisttation, but prosecuions
charge the company didn't do
that.

“Walmart knew thas lu distris
butlon centers were using an la-
adequate sysiem for deiecting
and reporilng susplcious or-
ders,” said Jayon, Dunn, the US
Attorney in Celorada

“Asaresult of thls Inadequate
aystem, fof years Walmart re-
ported virtually no suspicious
crders at all. In other werdy,
Walmarty phartnacics ordered
oploidi 1t 2 way thay wesd essen-

controlled sublunuu that

aily d and waregu-
latect™

‘The 160-page sult alleges that
‘Walmart made it difficuli for Lts
pharmacists to follaw the rules,
putting “enormous predstite™ on
them 1o (11 & high vlame of pre-
seriptions ad fasl as possible,
while at the same time denying
them the suthority to categoris
cally refuse to All prescriptinny
lssued by prescribers the phas
macisis knew were contintally
Lisuing invalld Lavalid preserip-
tions.

Walmart fought back in an
emalled siatement to The Asso-
clated Press, saying that the Jus-
tice Department's Investigation
is "tainted by historieal cthics vi-
alatlons”

1 sald the ~lawsult [nvents a
legal theory that unlawtully fore-
o3 pl 10 oomte between
patients and thelr doctors, and s
rtiddied with fartualinaceurasies
and cherry-picked docutents
taken out of eottest™

AOBCRY BLE Feids O |77 BALOE 4

A larga pestie arthounces new prices Ingide the Walmart pharmacy in

Chatwater Fla. in September 2008,

Walmart noted it always em-
powrred Its pharmactst to re-
Puse to 0] problematic oplolds

1 .
Council
FROM PRI &
Schoal Depariment to pay f
bl on time

"It it carclessness? is 1% [azl-
#icsa? [s it back of taining?”
Councllor Daniel Rourke said.
~Why doea this keep happening
ta the School Department?™

Because he *bad blle™ were
from fscal year 2020, which
ended June 30, the School De-
partmcn? needs s two-thirds
votr of approval from the City
Councll 4o pay the bills from lts
current flscal 2021 funds.

“Flease note that most of these
hills arrived after the cutoff
pelat from Clty Hall desplte our
rezslnders 1o school stalf and no-
tlce to vendars to submit all of
sheir {nvolces Ln & timely fash-
ion.” achool Asalstant Superin-
tendent of Finanee Bllite Jo
‘Turner wiete In & memo Lo city
Chief Financial Officer Conor

Baldwin. “We are unawire of any
additional outstanding jnvoices
or bills®

It October 2018, the council
approved the School Depart.
mentd request for #5000 In
late bills, Baldwis sald,

Councilor Rodney Elllott said
he would not support paying the
Jate bills duc io the School De-
Pattcit's broke# promises that
i wuuldm happen again.

‘We've had & number of sub-
commities meeting on thly, and
we've been assured that the [ast
dime was going o be the fast
flme,” he said.

Elllot: sald he recognized that
bills such s the nearly $4.500
Involce from Westford Publie
Schocls for tranypartatlon ser-
vices that wasn'l recelved untll
e end of Septeinber wasn'i the
School Department's faplt, but
the overall pattern of Late bills
has been going on for foe many

years.
He sald the oty auditor does
ber job &s requited by law and

docsn't continue spending afer
the end of the Ascal year and ev-
erybody else kn the city povern-
ment has to ablde by purthise
and procurement tepulatlons.
Eiliott said It docsn't make any
sense that the council continues
to see these bad bills from the
School Department.

*The question is, when Ly [t go-
Ing to stop™ said Counctlor Ves-
oa Nuan,

Nueon sald he wis tempted to
vote agatnst the bills 1o send a
tneasage Lo 1he School Depart:
mment, but was more concerned
that not payiog ke bllls now
would only lead 1o lawsules and
having 1o expend additienal re-
sources [ater. He alio wondered
Bow the vendors could waltthls
lang to be pald. 1n order 1o pre-
ven! this from occurring in the
futare, Baldwin sald better cosm-
munication between the eentral
business offiee and the schoal
sites would be helpful, along
with repeition and tralning.

"l thizk that we all under-

stand that somme Wtings became
more d!fMcult this year hecause
of COVID and because some of
the schoal Hies were cloaed, but
the city #ide has to go through
the same process every year”
Baldwin satd. "The suditor scndy
UL A commtssieation, and al] the
departmenta cven the offsite de-
partments that are not here in
Clty fia)), have to have all of their
paperwork Into the auditar's of-
fice by the deadllnes”
Councllor Dave Cotiway satd
ke thought when the cuncil dis-
custed the matter last yesr, that
they requested the city and
schooi financial ieaders meetan
& regular basts 3o the problem
wouldn'd permist. Last year, he
sald the problem was blammed on
the former supetintendent,
"Well, the formet superinten-
dent ls not here today, so 1 don't
know who we're golog to blame
{ton now” Conway sald, “But the
fact L, we cannot keep on dolag
this and working ke this — 1%
working slappy, that's what it [3.”

preseriptions, nnd sald they re-
fused to fill hundreds of thou.
sands of such prescriptions.

As & former prineipal, Coun-
cller Bll] Samaras sald when
then-Superirtesdent  George
Tapatsaris encountered & pers-
od of late bllls, Tsapatsarh
was'| afraid to piace the blame
on the individuals who didn't
follow the proper procedires
rather than letzing the S¢hon)
Department as & whole take re
sponaibility. All of the principals
had tolisten to what was expect-
<d of them and meet the appro-
priate timelines, Samaras sald,

Councilor Rita Mercler sald
she had been in touch with an-
other vendor In the city that way
#til] waiting to be paid and had
spoken with Turner to make sure
it was addressed. However, thei
vendor and amount were miss
ing from the Schoci Depast.
ment'y reqguest, Merelet sald.

The eouncil ultimately voted
ta table the bille until more tn-
formatlon and any other potens
tlsl outstanding bills could be
obtalned from the School De-
partment.

1lont on behalf of their em-
ployens.
Enlerpri Chhacy sakd he appreet
TROM PAGE 1A atea The Sco’s long-time

support of the community
through Sun Santa.

In the past, Enterprise
cmployees ralsed money
for Sun Banta through a
hreskiast run by two de
pariments, & baked potein
dzy. and & raffie run by the
bazk.

Claticy sald he's confl-
dent E: ' chard

fortunately, I think peopie
who are stouggling the
mo#l were people who
were siruggling before.”
Clancy wald he and
George Duncan, Enter-
Prise’s board chalrman and
bank founder. spoke for
ahout *two seconda” hefare
deel make the &i

Public Announcement Concerning

a Proposed Health Care Project

Chelmatord Surgery Contar, LLC [“Apphcam ™| with & prnepal
placy ol business at 700 Congress Sireef, Sude 204 Ouincy,
Mnmss irtands to Tie & Meties of Dxtarieution of beed
mm Masachusents Departmer] ¢ Pybic Health for the
|anoroval of & Leerianding surgery center @ 10 Ressarch Place.
Haorth Chatrrsiord, LK D743, The fotal value of 1w Project
Basdd on the macimem capdal dxpendriare o $5.335 877 T
Applicar! does not antiCte &y price ©f Seivied ENpacts on ihe
Applican 3 eusting patknt pEn? 83 B réfut of T4 Project. Any|

efforts will increase Ia
207 If 1ife podt-coromavl-
rus feturns to normal.

“We're going ta have the
Eiggest blgwout next year”
Clancy sald.

The Sun Sanis Fund was
founded [n 1988 after the
Lowell Sun Chatitles de-
termined scores of Lowel)
area familles were atrug-
Eing 10 make ends meel.

Duncan made It clear
that Clancy deserves the

ity credit for the $20.000 do

natlon. But the banki
foundes 2aid he's jong been
impressed by Enterprise
employres,

Since the day the Son
Santa started we've been
involved,” Duncan sald.
*We have & lot of llke-
minded people who get In-
volved A the community
Iesomethlog we're pretty
proud of*

Buncan said ity no sur-
prise Enterprise  way
ranked the siates No. 1
pllumwmhmon:hm

ten Tgayens ol Ty segistar in with
the Intendad Appéx-rtion by na later than Febiruary Sth 2023, or|
30 tuyx from the FRing Cata, whichiver I3 Later, by contacting
e of Pubhc Haaith o N Program
250 Washington Street, 6t Roor, Boatton, MA 62100,

HOLIDAY DEADLINES

in observance of Christmas and New Year's,
our offices will be CLOSED on
Friday, Dac. 25th, 2020 and Friday, Jan 1, 2021.
To ensure publication of your ads,
here are our haliday deadtines.

DISPLAY ADVERTISING
Fri. 12/28 & Sat 12/24 - Weds. 12/23 @ 2pm
$un. 12/27 & Mon. 12/28- Wed. 12/73 @ dpm
Toes, 12/2% - Thurs, 12724 @ dpm
Frl. 1/1 & Sat. 172 - Wady. 127100 Ipm
Sun. 173 & Mon. 1/4-Wed, 12730 8 4pm
Tuss. 175 - Thure. 12711 @ dpm

CIBITUARIES = LEGALS » CLASSIFIEDS
Friday 12/25 Edition
Must be received Wednesday, Dee 23rd by dpm
50t 12/26, Sun 12/27 & Mon 12720 Editions
Muz2 be recarved Thursday Dec 2th by dpm
Friday 111 Edltlon
Must be recelved Wednesday, Dee. 30th by dpm
$at 1/2, Sun 1/3 & Men 1/4 Editons
st be rocereed Thursdlay, Dac 313t by #pm
OUESTIONS OR CONCERNST

www lowsllsun.com/contact-us
or phong 970-458-7100

I by the Eoston the

Globe in 2019 and 2020.
Alisan Bumns, the com-
munlly relations and cus-
tomer experience officer
for Enterprise, sald the
bank has x team approach
1o community bullding.
*We felt it way Impor-

Stock y Board
w-:ﬁm
14

'"We're going to
hava the biggest
blowout next

prise baked potato day
Evefy potato topping un.
der the sun is avallable and
all d4 go 10 Sust San-

LEWLS i g

Entrpsise Bank heid Ity annual Christmat braakisst to hen-
uiit Sur Santa tast December. Hatw, finenclal analys! Jos
Listro pf Medior and fingncisl adv-ser Rachelle Pachard of
Woburn serve foed 0 fellow smploywes.

tant to contloue pur sup-
pun of Sun Sama” Burns

Ltccmhy sald *it abso-
letely more challenging®
1rying to ralse maney for
Sun Santa thls year with

: L

"I think it jusl unbe-
llevable” ke sald. "But
that's cxactly who they are_
‘They're very, very generous
people. They've always
been generous 1o Sut San-
ta They Just o so mur.h

ing peopiey lives since
March

“"But the pcople that
have been giving Bave been
vety gencrous” he spld,

McCarthy sald Enter-
prise's donation Is much
appreciated.

for the A

tUrriticadous gift. 1“ juﬂ

unbelievable for them to

do something Like thl. ]

J:s: can’t \ay enough about
L.

MeCarthy said oie of his
Tavorite fund-ralsing
cventa every year is Enter-

we | Osia Fenian)]
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W Clancy said last yoar's
ovent Included approxi-
mately 215 of the banky
75 downtown employees,
demonstrating a strong
apirt of giving.

Deapite thowsands of lo-
cal residents belsg out of
work, MeCarthy is confl-
dent more than $200.000
will be rutsedt this year for
Sun Santa.

"il's going to be & great
yeas. We'me golng o be able
to give a lot Lo & fot of peo-
ple.” he sald.

Pandetnic or no pan-
deztte, Enterprise has
agaln made one thing
clear [f Sun Santa needs
hetp. Clancy & Ca. ean be
banked on ta kelp

-———-F
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TO PLACE A CLASSIFIED AD:
CALL = 866.896.4979

EMAIL = odvertising@mediaonemarketplace.com
FAX = 1-976-970-4723
LEGAL ADS » |egals@mediaonene.com

[z OF OPERATI

The ad deadling is 4:30pm for publication the following day
{Fridoy @ 4:30pm for publication Sundoy or Monday)
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BERNARD L. DoONOHUE, III, CPA

One Pleasure Island Road
Suice 2B
Wakefield, MA (31880

{(781) 569-0070
Fax (781) 569-0460

January 11, 2021

Mr. Robert Andrew Wilkinson

Director of Financial Planning and Analysis
Ambulatory Surgery

Shields Health Care Group

700 Congress Street, Suite 204

Quincy, MA 02169

RE:  Analysis of the Reasonableness of Assumptions and Projections Used to Support the
Financial Feasibility and Sustainability of the Proposed Ambulatory Surgery Center in
Chelmsford, MA by Chelmsford Surgery Center, LLC

Dear Mr. Wilkinson:

[ have performed an independent analysis of the financial projections prepared by Shields Health Care
Group (*Shields™} detailing the projected operations of Chelmsford Surgery Center, LLC ("the
Chelmsford ASC"). This report details my analysis and findings with regards to the reasonableness of
assumptions used in the preparation and feasibility of the financial forecast prepared by the management
of Shields (“Management”) for the operation of the Cheimsford ASC. This report is to be used by
Chelmsford Surgery Center, LLC in its Determination of Need (“DoN") Application — Factor 4(a) and
should not be distributed for any other purpose.

L EXECUTIVE SUMMARY

The scope of my analysis was limited to an analysis of the five-year financial projections (the
“Projections™) prepared by Shields for the operation of the Chelmsford ASC, and the supporting
documentation in order to render an opinion as to the reasonableness of assumptions used in the
preparation and feasibility of the Projections.

The Projections exhibit a net pre-tax profit margin ranging from 25.9% to 25.1% for years 2 through 5 of
the project. Based upon my review of the relevant documents and analysis of the projected financial
statements, | determined the project and continued operating surplus are reasonable expectations and are
based upon feasible financial assumptions. Accordingly, I determined that the Projections are feasible and
sustainable and not likely to have a negative impact on the patient panel or result in a liquidation of assets
of the Chelmsford ASC.

Menmtber: Amevican Institute of CPA's
Massachusetts Society of CPA's

www, bld-cpa.com



Mr. Robert Andrew WilKinson
Shields Health Care Group
January 11, 2021

Page 2

1L RELEVANT BACKGROUND INFORMATION

Shields was founded in 1972 and in 1986 opened its first MRI center. It currently operates over 30 centers
throughout New England offering MRI, PET/CT and radiation therapy services. In addition to imaging
services, Shields is now partnering with major healthcare providers to develop and manage multi-
specialty ambulatory surgery centers. The joint venture partners include the Chelmsford ASC Holding
Company, LLC, a company formed by Shields and several community-based specialty physicians, and
The Lowell General Hospital (LGH).

The Proposed Project will specialize in providing outpatient surgical services, including orthopedic
surgery; total joint surgery; podiatry surgery; spine surgery; gynecology surgery; plastic surgery; and
hand surgery. Please refer to the DoN application for a further description of the proposed project and the
rationale for the expenditures.

InL. SCOPE OF REPORT

The scope of this report is limited to an analysis of the five-year financial projections prepared by Shields
(the “Projections™) and the supporting documentation in order to render an opinion as to the
reasonableness of assumptions used in the preparation and feasibility of the Projections. My analysis of
the Projections and conclusions contained within this report are based upon my detailed review of all
relevant information (see Section IV which references the sources of information). I have gained an
understanding of Shields and the Chelmsford ASC through my review of the information provided as well
as a review of Shields website and the DoN application.

Reasonableness is defined within the context of this report as supportable and proper, given the
underlying information. Feasibility is defined as based on the assumptions used, the plan is not likely to
result in insufficient “funds available for capital and ongoing operating costs necessary to support the
Proposed Project without negative impacts or consequences to the Applicant’s existing Patient Panel”
{per Determination of Need, Factor 4(a)).

This report is based upon prospective financial information provided to me by Management. If T had
audited the underlying data, matters may have come to my attention that would have resulted in my using
amounts that differ from those provided. Accordingly, [ do not express an opinion or any other assurances
on the underlying data presented or relied upon in this report. I do not provide assurance on the
achievability of the results forecasted by Shields because events and circumstances frequently do not
occur as expected, and the achievement of the forecasted results are dependent on the actions, plans, and
assumptions of management. I reserve the right to update my analysis in the event that { am provided with
additional information.

IV.  ERIMARY SOURCES OF INFORMATION UTILIZED

In formulating my opinions and conclusions contained in this report, | reviewed documents produced by
Management. The documents and information upon which I relied are identified below or are otherwise
referenced in this report:

1. Chelmsford Surgery Center, LLC 3-Year Projected Financial Statements and Assumptions
received from Management on October 2, 2020 and updated on December 4, 2020.
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2. Medicare rates and base rate calculations, received from Management on December 7 and
December 14, 2020.

3. Cheimsford Surgery Center, LLC draft DoN Application as of December 2, 2020
4. Determination of Need Application Instructions dated March 2017

5. CMS.gov (Medicare) Ambulatory Surgical Center Payment System website

6. Mass.gov Executive Office of Health and Human Services

7. Becker’s ASC website https:/'www beckersasc.com

8. VMG Healih Intellimarker Multi-Specialty ASC Study 2017

9. Shields Health Care Group company website https://shields.com.

V. REVIEW OF THE PROJECTIONS

This section of my report summarizes my review of the reasonableness of the assumptions used and
feasibility of the Projections. The following table presents the key metrics, as defined below, which
compares the operating results of the Projections for the first five years of operations.

Shields Health Care Group Chelmsford ASC
Summary of Ratios - As Provided
Projected for Years 1 -5

Ratio Year 1 Year 2 Year 3 Year 4 Year 5
Liguidity Ratios
Current Ratio 2.78 2.30 2.26 2.1R 2.17
Days in Accounts Receivables 87.96 60.00 45.00 45.00 45.00

Qperating Ratios

EBITDA (3) $ 1,600282 § 2,772,500 $ 3,697210 $ 3,427,379 §$ 3,439,393
EBITDA Margin 22.8% 30.1% 32.2% 29.0% 28.2%
Lease Ratio 4.12 6.27 7.84 7.18 7.04
Net Profit Margin 17.1% 25.9% 29.1% 25.9% 25.1%
Debt Service Coverage (ratio) 6.45 1.62 13.06 12.11 12,15

Solvency Ratios
Debt to Capitalization (%c) 23.7% 15.2% 13.9% 12.5% 11.0%
Total Equity $12,153,011 $12216,107 $12,233.806 $12,291411 $12381,682
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The Key Metrics fall into three primary categories: liquidity, operating and solvency. Liquidity metrics,
such as the Current Ratio and Days in Accounts Receivable measure the quality and adequacy of assets to
meet current obligations as they come due. Operating metrics, such as earnings before interest, taxes,
depreciation and amortization (“EBITDA™), EBITDA Margin, Lease Ratio, Net Profit Margin and Debt
Service Coverage are used to assist in the evaluation of management performance in how efficiently
resources are utilized. Solvency metrics, such as Debt to Capitalization and Members’ Equity, measure
the company’s ability to service debt obligations. Additionally, certain metrics can be applicable to
multiple categories. The table below shows how each of the Key Metrics are calculated.

Ratio Calculation

Liguidity Ratios
Current Ratio Current assets divided by current liabilities

Days in Accounts Receivables  Accounts receivables divided by (net patient service revenue
divided by 365 days)

Operating Ratios

EBITDA Earnings before interest, taxes, depreciation and amortization
EBITDA Margin EBITDA divided by net patient service revenue
Lease Ratio Earnings before interest, taxes, depreciation, amortization and rent

divided by lease payments
Net Profit Margin Net profit divided by net patient service revenue

Debt Service Coverage (ratio)  Debt service coverage ratio (ratio) = (Net income (loss) +
depreciation expense + amortization expense + inlerest expense) /
(Principal payments + interest expense)

Solvency Ratios
Debt to Capitalization (%) Debt to Capitalization (%} = (Current portion of long-term
obligation + long-term obligations) / (Current portion of long-term
obligations + long-term obligations + member's equity)

Total Equity Net equity of the Company
1.  Revenues

I analyzed the revenues identified by the Chelmsford ASC in the Projections. Based upon my discussions
with Management, the projected volume was based on historical data at the existing LGH’s outpatient
surgery center and a gradual ramp-up schedule from 48% utilization in year 1 of operations to a sustained
74% to 75% utilization level for years 4 and 5 of the projection. The payer mix was based on the multiple
disciplines of the Chelmsford ASC, including orthopedic, joint replacement, hand, gynecology (GYN),
podiatry, spine and plastic surgery services. Reimbursement rates were based upon current Medicare ASC
rates, Medicaid rates and expected Commercial Insurance contracted rates based on discussions with
Commercial Insurance providers. In order to determine the reasonableness of the projected revenues, |
reviewed the underlying assumptions upon which Management relied.
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I first reviewed the Projections to determine the reasonableness of the projected volume. LGH provided
historical case volume data at their current outpatient surgery center. Shields then created a utilization
table, using conservative estimates from the volume contributions and benchmark data for operating room
and procedure room average minutes to arrive at year | cases and procedures. These cases and procedures
were then ramped up until year 4, when full utilization is achieved. Full utilization is considered 75% of
available time. I compared the benchmark data to an outside, independent survey of ambulatory surgery
centers completed using 2017 data and found that the benchmark data used was reasonable, and that the
number of projected cases and procedures per operating room at full utilization were within the ranges of
currently operating ambulatory surgery centers as determined by the independent survey.

Next, [ reviewed the Projections to determine the reasonableness of the payer mix and reimbursement
rates selected for the first five years of operations. To determine the reasonableness of the payer mix in
the projections, I compared them to the aforementioned independent survey's payer mix for the Northeast
United States, and found them to be within the ranges published by the survey. The Medicare rates are
standard rates, using the Medicare Outpatient Prospective Payment System (OPPS) rates as a guide,
adjusted for inflation and by a wage index for the specific geographic location of the facility. Medicare
also specifies which procedures are able to be performed in an ASC. I compared the Medicare rates used
for year 1 of the Projections to the Medicare rates effective January 1, 2021 as adjusted by inflation and
the wage index, included in the 2021 OPPS and ASC Proposed Final Rule, published by CMS on
December 2, 2020. The current Medicare rates include a 2% reduction, or sequestration. This was not
included in the proposed Medicare rates. However, the impact of a 2% sequestration would be less than
.5% of total revenue. The Medicaid rates used in the projection are 80% of the Medicare rate. I tested this
assumption by selecting the highest volume cases and procedures from the Shields projections. | then
compared the Medicare payment rate, tested above, to the Medicaid rate for Massachusetts taken from the
regutations published in 10 CMR 347.00, Freestanding Ambulatory Surgery Centers, which establishes
the payment rates for cases and procedures in free standing ambulatory surgical facilities. I then
calculated the percentage difference between the two rates. 1 found the average Medicaid rate to be
approximately 74% of the applicable Medicare rate. So, the assumption of Medicaid rates being equal to
80% of the Medicare rates is reasonable, especially considering the relatively low Medicaid utilization.
The Commercial Insurance rates were based on Management’s estimate and experience with similar
facilities. It is expected that these rates will be approved at a level of 170% of the Medicare rate. The
private pay rates are set as 100% of the Medicare rate and appear reasonable when compared to the
Commercial Insurance rates. All of the rates were increased by 1.0% for each of the succeeding years.

Based upon the foregoing, it is my opinion that the revenue projected by Management reflects a
reasonable estimation of future revenues of the Chelmsford ASC.

2.  Expenses

I analyzed the Salary and Benefits, as well as the Other Operating Expenses for reasonableness and
feasibility as related to the Projection of the Chelmsford ASC.

Salaries and Benefits were analyzed both for wage rates used and, as related to clinical care, for the
amount of clinical staff hours provided. The staffing hours were compared to the previously mentioned
independent survey and were found to be consistent with the survey results. The wage rates for all clinical
and administrative categories were also compared to the survey and found that, after considering inflation,
the wage rates were also consistent with the survey results for the Northeast United States. Wages rates
were also compared to Massachusetts median wages for 2020 and found to be consistent.
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Medical Surgical Supplies included in the projections were compared to the previously mentioned
independent survey and found to be consistent with the ranges included in the survey. Other expenses
were also compared to the survey and found to be reasonable.

Salaries and benefits are projected to increase by 3% per year after year 3. Clinical expenses are projected
to increase by 3% per year after achieving full utilization. Most other expenses are projected to increase
by 2.5% to 3% per year after achieving full utilization.

It is my opinion that the operating expenses projected by Management are reasonable in nature.
3.  Lease Agreement, Capital Expenditures and Cash Flows

I reviewed the lease terms, projected capital expenditures and future cash flows of the Chelmsford ASC in
order to determine whether sufficient funds would be available to support the lease of the Chelmsford
ASC, payment of the financed equipment debt service and whether the cash flow would be able to support
the continued operations.

Based upon my review of the Projections and my discussions with Management, it is my understanding
that up to 14,700 square feet of space will be leased to the Chelmsford ASC by LGH Medical Building
Services, Inc. a real estate entity refated to LGH. Rent and common area maintenance charges will be
approximately $35 per square foot. The lease will include a 2.5% increase every year and common area
maintenance charges will increase 3% annually.

Accordingly, I determined that the pro-forma capital expenditures, facility lease, terms of equipment and
working capital financing and the resulting impact on the cash flows of the Chelmsford ASC are
reasonable.

VL EEASIBILITY

I analyzed the Projections and Key Metrics for the Chelmsford ASC. In preparing my analysis I
considered multiple sources of information. It is important to note that the Projections do not account for
any anticipated changes in accounting standards. These standards, which may have a material impact on
individual future years, are not anticipated to have a material impact on the aggregate Projections.

Based upon my review of the relevant documents and analysis of the projected financial statements, |
determined the project and continued operating surplus are reasonable and are based upon feasible
financial assumptions. Accordingly, I determined that the Projections are feasible and sustainable and not
likely to have a negative impact on the patient panel or result in a liquidation of assets of the Chelmsford
ASC.

Respectively submitted,

rna bR Lartoe T EFY

Bernard L. Donochue, 111, CPA
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NOTICE OF MATERIAL CHANGE

DaTE oF NoTicg: 9-21-20
I. Name: Chelmsford ASC Holding Company, LLC

Federal TAX ID # MA DPH Facility ID # NPl #

N/A N/A N/A

Business Address I: 700 Congress Street

Business Address 2: Suite 204

City: Quincy State: MA Zip Code: 02169
Business Website: shields.com

Contact First Name: Peter Contact Last Name: Ferrari

Title: President

Contact Phone: §17-376-7400 Extension:

10.  Contact Email: pferrari@shields.com

I B B B S HR BESH B

DIESCRIPION OF QRO ANTZ A O
11.  Briefly describe your organization.
Chelmsford ASC Holding Company, LLC {"HoldCo") is a holding company formed by Shields

Health Care Group and a group of qualified physicians. HoldCo will serve to finance the
acquisition of, and hold an interest in, a free-standing surgery center.

Iy or AL rERI C RN

12, Check the box that most accurately describes the proposed Material Change involving a Provider or Provider Organization:

A Merger or affiliation with, or Acquisition of or by, a Carrier;
A Merger with or Acquisition of or by a Hospital or a hospital system;
Any ather Acquisition, Merger, or affiliation (such as a Corporate Affiliation, Contracting Affiliation, or employment of
Health Care Professionals) of, by, or with another Provider, Providers (such as multiple Health Care Professionals from
the same Provider or Provider Organization), or Provider Organization that would result in an increase in annual Net
Patient Service Revenue of the Provider or Provider Organization of ten million dollars or more, or in the Provider or
Provider Organization having a near-majority of market share in a given service or region;
Any Clinfcal Affiliation between twe or more Providers or Provider Organizations that each had annual Nei Patient
Service Revenue of $25 million or more in the preceding fiscal year; provided that this shall not include & Clinical
AffTiliation solely for the purpose of collaborating on clinical trials or graduate medical education programs; and

Any formation of a partnership, joint venture, accountable care organization, parent corporation, management services
organization, or other organization created for administering contracts with Carriers or third-party administrators or
current or future contracting on behalf of one or more Providers or Provider Organizations.

13. What is the proposed effective date of the proposed Material Change? upon receipt of regulatory approvals




Moarn I CraNGE N AR

14.  Brigfly describe the nature and objectives of the proposed Matcrial Change, including any exchange of finds between the
parties (such as any arrangement in which one party agrees to furnish the other party with a discount, rebate, or any other
type of refund or remuneration in exchange for, or in any way related to, the provision of Health Care Services) and
whether any changes in Health Care Services are anticipated in connection with the proposed Material Change:

The proposed Material Change is a joint venture partnership ("JV"} to establish and operate a
free-standing ambulatory surgery Center ("ASC") located at 10 Research Place in North
Chelmsford, Massachusetts. Loweli General Hospital owns and operates the existing
hospital-licensed ASC at the same location, and the proposed Material Change seeks to replace
the hospital-licensed service with a free-standing ASC owned and operated by the JV. The JV
parties are Lowsli General Hospital and Chelmsford ASC Holding Company, LLC ("HoldCo"), an
entity owned and organized by a group of qualified physicians and Shields Health Care Group
("Shields"). HoldCo and Lowell General Hospital ("the Parties"), seek to develop an ASC that will
be both quality driven and cost-effective.

15 Briefly describe the anticipated impact of the proposed Material Change, including but not limiled to any anticipated
impact on reimbursement rates, care referral patterns, access to needed services, and/or quality af care:

The establishment of a free-standing ASC will allow the Parties to offer routine outpatient surgical
care in a cost effective free-standing setting. The new ASC will replace the existing
hospital-licensed ASC, effectively reducing the cost of providing these services by transitioning
them to a free-standing rate.

DES T OPMENTOF e NEv e s

16,  Describe any other Material Changes you anticipate making in the next 12 manths:

Shields anticipates filing a Material Change Notice related to advanced diagnostic imaging.

17 Indicate the date and nature of any applications, forms, rotices or other materials you have submitted regarding the
proposcd Material Chanpe to any other stote or federat agency:

HoldCo will provide any notice and filings with other government agencies as may be required in
support of the Material Change.




This signed and notarized Affidavit of Truthfulness and Proper Submission is required for a complete submission.

I, the undersigned, centify that:
1. [ have read 958 CMR 7.00, Notices of Material Change and Cost and Market Impact Reviews.
2 I have read this Notice of Material Change and the information contained therein is accurate and true.

3, I have submitted the required copies of this Notice to the Health Policy Commission, the Office of the Attorney

General, and the Center for Health Information and Analysis as required.

Signed on the_"Z-\ day of w, 20‘%.£ _, under the pains and penalties of perjury,

Signature: Q—%

name: QALY Feyvaw
Tie TS vAent

FORM MUST BENOTARIZED IN THE SPACE PROVIDED BELOW:

MM»_&
Notary Signature )

Copies of this application have been submitted electronically as follows:

Office of the Attorney General (1) Center for Health Information and Analysis (1)




GENERAL INSTRUCTIONS

The attached form should be used by a Provider or Provider Organization to provide a Notice of Material
Change (“Notice”) to the Health Policy Commission (“Commission”), as required under M.G.L. c. 6D, § 13
and 958 CMR 7.00, Notices of Material Change and Cosl and Market Impact Reviews. To complete the
Notice, it is necessary to read and comply with 958 CMR 7.00, a copy of which may be obtained on the
Commission’s website at www.mass.gov/hpc. Capitalized terms in this Notice are defined in 958 CMR
7.02. Additional sub-regulatory guidance may be available on the Commission’s website {e.g., Technical
Butletins, FAQs). For further assistance, please contact the Health Policy Commission at HPC-
Notice@state.ma.us. This form is subject to statutory and regulatory changes that may take place from time
to time.

REQUIREMENT TO FILE

This Notice must be submitted by any Provider or Provider Organization with $25 million or more in Net
Patient Service Revenue in the preceding fiscal year that is,proposing a Material Change, as defined in 958
CMR 7.02. Notice must be filed with the Commission not fewer than 60 days before the consummation or
closing of the transaction {i.e., the proposed ctfective date of the proposed Material Change).

SUBMISSION OF NOTICE

One clectronic copy of the Notice, in a portable document form (pdf), should be submitted to the following:

Health Policy Commission HPC-Notice(tdstatc.ma.us;

Office of the Attorney General HCD-6D-NOTICE@state.ma.us;

Center for Health Information and Analysis CHIA-Legal@state.ma.us

PRELIMINARY REVIEW AND NOTICE OF COST AND MARKET IMPACT REVIEW

If the Commission considers the Notice to be incomplete, or if the Commission requires clarification of any
information to make its determination, the Commission may, within 30 days of receipt of the Notice, notify
the Provider or Provider Organization of the information or clarification necessary to complete the Notice.

The Commission will inform each notifying Provider or Provider Organization of any determination to initiate
a Cost and Market Impact Revicw within 30 days of its receipt of a completed Notice and all required
information, or by a later date as may be set by mutual agreement of the Provider or Provider Organization
and the Commission.

CONFIDENTIALITY

Information on this Notice form itself shall be a public record and will be posted on the Commission’s website.
Pursuant to 958 CMR 7.09, the Commission shall keep confidential all nonpublic information and documents
obtained in connection with a Notice of Material Change and shall not disclose the information or documents to
any person without the consemnt of the Provider or Payer that produced the information or documents, except in
a Preliminary Report or Final Report of'a Cost and Market Impact Review if the Commission believes that
such disclosure should be made in the public interest after taking into account any privacy, trade secret or anti-
competitive considerations. The confidential information and documents shall not be public records and  shall
be exempt from disclosure under M.G.L. ¢. 4, § 7cl. 26 or M.G.L. ¢. 66, § 10.



NOTICE OF MATERIAL CHANGE

Date or Nongr: 9 11 20

I. Name: Lowell General Hospital

Federal TAX ID ¥ MA DPH Facility ID # i NPI #
5 : Sped oRET ; . ‘

04-2103590 ' V1YC 1407804669

CONVACE INFORMATION

Business Address 1: 295 Varnum Ave

Business Address 2:

3

4

5 Ci-l)'.' Lowell State: MA iip Code: 01854

6. " .ﬁ;;ine;s.website. lowellgeneral.org = ki
: A e s
8

Contact First Name: Zachary Conlac-:t-l._a.st Name: Redmond
Title: SVP & Deputy GC, Wellforce
9. Contact Phone: 617 636 8058 Extension:

10.  Contact Email: zredmond@tuitsmedicalcenter.org

DESGRIPTION OF ORGANIZATION

t1.  Brigfly describe your organization.

Lowell General Hospital is an acute care hosptial located in Lowell, Massachusetts, with 250 beds
on its Main Campus located at 295 Varnum Ave in Lowell, MA and 157 beds located at its Saints
Campus located at 1 Hospital Drive Lowell, MA

Tyre OF MATERIAL CHANGI

2. Check the box that most accurately describes the proposed Material Change invelving a Provider or Provider Organization:

A Merger or affiliation with, or Acquisition of or by, a Carrier;
A Merger with or Acquisition of or by a Hospital or a hospital system;
Any other Acquisition, Merger, or alTiliation (such as a Corporate Affiliation, Contracting Affiliation, or employment of
Health Care Professionals) of, by, or with anather Provider, Providers {such as multiple Health Care Professionals from
the same Provider or Provider Organization), or Provider Organization that would result in an increase in annual Net
Patient Service Revenue of the Provider or Provider Organization of ten million doYlars or more, or in the Provider or
Provider Organization having a near-majority of market share in a given service or region;
Any Clinical Affiliation between two or more Providers or Provider Organizations that each had annual Net Patient
Service Revenue of $25 million or more in the preceding fiscal vear; provided that this shall not include a Clinical
Affiliation solely for the purpose of collaborating on clinical trials or graduate medical education programs; and

Any formation of a partnership, joint venture, accountable care organization, parent corporation, management services
organization, or other organization created for administering contracts with Carriers or third-party administrators or
current or future contracting on behalf of one or more Providers or Provider Organizations.

13.  What is the proposcd cffective date of the proposed Material Change? Upon receipt of regulatory approvals




MATERIAL CHANGE NARRATIVE

14.  Briefly describe the nature and objectives of the proposed Material Change, including any exchange of funds between the
parties (such as any arrangement in which one party agrees to furnish the other party with a discount, rebate, or any other
type of refund or remuneration in exchange for, or in any way related to, the provision of Health Care Services) and
whether any changes in Health Care Services are anticipated in connection with the proposed Material Change:

The proposed Material Change is a joint venture partnership (“JV") to establish and operate a
free-standing ambulatory surgery center (ASC) located at 10 Research Place in North Chelmsford,
Massachusetts. Lowell General Hospital owns and operates the existing hospital-licensed ASC at
the same location, and the proposed Material Change seeks to replace the hospital-licensed
service with a free-standing ASC owned and operated by the JV, The JV parties are Lowell
General Hospital and Chelmsford ASC Holding Company, LLC ("HoldCo"), an entity owned and
organized by a group of qualified physicians and Shields Health Care Group. HoldCo and Lowell
General Hospital (“the Parties™), seek to develop an ASC that will be both quality driven and
cost-effective.

Briefly describe the anticipated impact of the proposed Material Change, including but not limited to any anticipated
impact on reimbursement rates, care referral patterns, access o needed services, and/or quality of care:

The establishment of a free-standing ASC will allow the Parties to offer routine outpatient surgical
care in a cost effective free-standing setting. The new ASC will replace the exisling
hospital-licensed ASC, effectively reducing the cost of providing these services by transitioning
them to a free-standing rate.

DEVELOPMENT OF THLE MATERIAL CHANGE

16.  Describe any other Material Changes you anticipate making in the next 12 months:

none

Indicate the date and nature of any applications, forms, notices or other materials you have submitted regarding the
propased Material Change to any other state or federal agency:

LGH will provide any notices and filings with other government agencies as may be required in
support of the Material Change.




SUPPLEMENTAL MATERIALS

18.  Submit the following materials, if applicable, under separate cover to HPC-Notice(@state.ma.us.

The Health Policy Commission shall kecp confidential all nonpublic information, as requested by the parties, in
accordance with M.G.L. c. 613, § 13(c), as amended by 2013 Mass. Acts, c. 38, § 20 (July 12,2013).

a. Copies of all curvent agreement(s) (with accompanying appendices and exhibits) governing the proposed
Material Change (e.g., definitive agreements, affiliation agreements);
A current organizational chart of your organization

¢. Any analytic support for your responses to Qucstions 14 and 15 above,

[Remainder of this page intentionally left blank]



This signed and notarized Affidavit of Truthfulness and Proper Submission is required for a complete submission.

[, the undersigned, certify that:

1. I have read 958 CMR 7.00, Notices of Material Change and Cost and Market Impact Revicws.
2. I have read this Notice of Material Change and the information contained therein is accurate and true.
3. I have submitted the required copics of this Notice to the Health Policy Commission, the Office of the Attorney

General, and the Center for Health Information and Analysis as required.

Signed on the ,I M day of ISMV 2029 underthe pains and penalties of perjury.

Signature: _%% /

Name: %‘L}\ deﬂq Ua (/

Tiile: SVP /DOPVQ'? G0 0, Cuu\,s\./

FORM MUST BE NOTARIZED IN THE SPACE PROVIDED BELOW:

Mwmmnogz k’h\(lu)m u—e/l NOon &BD

My Commilssion Expiros Notary Signature

Copics of this application have been submitted electronically as follows:

Office of the Attorney General (1) Center for Health Information and Analysis (1)




EXPLANATIONS AND DEFINITIONS

Legal business name as reported with Intermal Revenue Service. This may be the
parenl organization or local Provider Organization name.

9- dlglt federal tax identification numbcr also l\nown as an cmp!oy er ld{.mlfcall()ll

2 FetSmlsL AR number (EIN) assigned by the internal revenue service.

If appllcable Massachusetts Dcpnrtmenl of Publ:c Hnlth Facility Identification

MA DPH Facility [D #

Number.
National Provider 10-digit National Provider identification numb&.r |ssued b_\, the Centers for Medicare
[dentification Number and Medicaid Services (CMS). This clement pertains to the organization or entity
(NPI) dlrcctly provndmg service.
3. Busmess Address 1 Address location/site of apphcanl
4. Business Address 2 Address location/site of applicant continued often tised to capture suite number, etc.

Indicate the City, State, and Zip Code for the Provider Organization as defined by the
5. Clty State, Zip Code

US Pustal Scr\ncc

6. Business Websnc Business website URL

e N ~ Last name and first name oml_égriﬁi:iry_amtis!mtor compleli;l.g the rcgis(rhtia;l =
7 Contact Last Name, First Name f
orm.
3. Title: Professional title of the administrator completing the registration form.
9 _ “C Telegh dE . I_OIiigit telephone number and telephone extension (f n-[)_pli?a_t’l_c)_fomnlirﬁsﬁio}- -
' ontact felephone and Extension r:omplcting lhc rcgistmlion form
10. Caontact Email Conlau cmall for administrator

Provide a bricf description of the notifying organization's ownership, governance, and
aperational structure, including but not limited to Provider type (acute Hospital,

1. Description of Qrganization physician group, skilled nursing facilities, independent practice organization, etc.),
number of licensed beds, ownership type (corporation, partnership, limited liability
corporation, etc.), service lines and service area(s).

Endicate the nature ol the proposed Material Change.

Definitions of terms

“Carrier”, an insurer licensed or othenvise awthorized to transact accident or health
insurance under M.G.L. c. 175; a nonprofit Hospital service corporation organized
under M.G.L. c. 176A; 2 nonprofit medical service corporation organized under
M.G L. ¢. 176B; a health maintenance organization organized under M.G.L. c.

2 Type of Material Change 176G; and an organization entering into a preferred provider arrangement under
M.G.L. . 1761; provided, that this shall not inclvde an employer purchasing
coverage or acting on behalt ofits employees or the employees of ane or more
subsidiaries or afliliated corporations of the employer; provided that, unless
otherwise noted, the tenm “Carrier™ shall not include any entity to the extent it offers
a policy, certificate or contract that provides coverage solely for dental care services
OT VISIONS care Services.



Proposed Effective Date of
13 the Proposed Material
Change

Description of the
14. Proposed Material
Change

Impact of the Proposed

13- Naterial Change

“Hospital”, any hospital licensed under section 51 of chapter 111, the teaching
hospital of the University of Massachusetts Medical Schoe! and any psychiatric
facility licensed under section 19 of chapter 19.

“Net Patient Service Revenue”, the total revenue received for patient care from any
third party Payer net of any contractual adjustments. For Hospitals, Net Patient
Scrvice Revenue should be as reported to the Center under M.G.L. ¢. 12C, § 8. For
other Providers or Provider Organizations, Net Patient Service Revenue shall include
the total revenue received for patient care from any third Party payer net of any
contractual adjustments, including: (1) prioryear third party settlements; and (2)
premium revenuc, wiiich means per-member-per-month amounts received from a third
party Payer to provide comprehensive Health Care Scrvices fot that period, for all
Providers represented by the Provider or Provider Organization in contracting with
Carriers, for all Providers represented by the Provider or Provider Organizalion in
contracting with third party Payers..

“Provider”, any person, corporation, partnership, governmental unit, state institution or
any other entity qualified under the laws of the Commonwealth to perform or provide
Health Care Services.

“Provider Organization”, any corporation, partnership, business trust, association or
organized group of persons, which is in the business of health care delivery or
management, whether incorporated or not that represents one or more health care
Providers in contracting with Carriers or third-party administrators for the payments
of Heath Care Scrvices, pravided, that a Provider Organization shall include, but not
be limited to, physician organizations, physician-hospital organizations, independent
practice associations, Provider networks, accountable care organizations and any other
organization that contracts with Carriers for payment for Health Care Services.

Indicate the effective date of the proposed Material Change.
NOTE: The effective date may not be fewerthan 60 days from the date of the filing of
the Notice.

Provide a brief narrative describing the nature and objectives of the proposed Material
Change, including any exchange of funds between the parties (such as any arrangement
in which one party agrees to furnish the other party with a discount, rebate, or any other
type of refund or remuneration in exchange for, or in any way related to, the provision
of Health Care Services). Include organizational charts and other supporting materials
as necessary to illustrate the proposed change inownership, governance, or operational
structure.

Provide a briel description of any analysis conducted by the notifying organization as
to the anticipated impact of the proposed Material Change including, but not limited to,
the following factors, as applicable:

s Costs

s Prices, including prices of the Provider or Provider Grganization involved in the

proposed Merger, Acquisition, affiliation or other proposed Material Change

e  Utilization

s Health Status Adjusted Total Medical Expenses

o Market Share

¢ Referrat Patterns

s PayerMix

*»  Service Area(s)

*  Service Line(s)

¢ Service Mix






MA SOC Filing Number: 202016367120 Date: 12/3/2020 1:50:00 PM

The Commonwealth of Massachusetts Minimum Fee: $500.00
William Francis Galvin

Secretary of the Commonwealth, Corporations Division
One Ashburton Place, 17th floor
Boston, MA 02108-1512
Telephone: (617) 727-9640

T
Certificate of Organization
(General Laws, Chapter }

Identification Number: 001473254

1. The exact name of the limited liability company is; CHELMSFORD SURGERY CENTER, LLC

2a. Location of its principal offica:
No. and Street: 10 RESEARCH PLACE
City or Town: NORTH CHELMSFORD State: MA Zip: 01863 Country: USA

2b. Street address of the office in the Commonwealth at which the records will be maintained:

No. and Street: 700 CONGRESS STREET
SUITE 204
City or Town: QUINCY State: MA Zip: 02169 Country: USA

3. The general character of business, and if the limited liability company is organized to render professional
service, the service to be rendered:

TO ENGAGE IN ANY OR ALL LAWFUL ACTIVITIES FOR WHICH LIMITED LIABILITY COMPAN
1IES MAY BE ORGANIZED UNDER THE MASSACHUSETTS LIMITED LIABILITY COMPANY ACT,
INCLUDING BUT NOT LIMITED TO THE OWNERSHIP, DEVELOPMENT AND MANAGEMENT O

F AMBULATORY SURGERY CENTERS.

4. The latest date of dissolution, if specified:

5. Name and address of the Resident Agent:

Name: SHIELDS HEALTH CARE GROUP. INC.

No. and Street: 700 CONGRESS STREET - SUITE 204

City or Town: QUINCY State: MA Zip: 02169 Country: USA

|, SHIELDS HEALTH CARE GROUP INC. BY PETER FERRARI, PRES. resident agent of the above limited

liability company, consent to my appointment as the resident agent of the above limited liability company
pursuant to G. L. Chapter 156C Section 12.

6. The name and business address of each manager, if any:

Title Individual Name Address (no PO Box)
First, Middle, Last, Suffix Address. City or Town, State, Zip Code

7. The name and business address of the person{s} in addition to the manager(s), authorized to execute
documents to be filed with the Corporations Division, and at least one person shall be named if there are no
managers.




Title Individual Name Address {no PO Box)
First, Middte, Last, Suffix Address, Clty or Town, State, Zip Code
50C SIGNATORY THOMAS A. SHIELDS -

700 CONGRESS ST., STE. 204
QUINCY, MA 02169 USA

50C SIGNATORY PETER FERRARI 700 CONGRESS ST., SUITE 204

QUINCY, MA 02169 USA

8. The name and business address of the person(s) authorized to execute, acknowledge, deliver and record
any recordable instrument purporting to affect an interest in real property:

Title Individual Name Address (nc PO Box)
First, Middle, Last, Suffix Address, City or Town, State, Zip Code
REAL PROPERTY PETER FERRARI

700 CONGRESS ST., SUITE 204
QUINCY, MA 02169 USA

REAL PROPERTY THOMAS A. SHIELDS 700 CONGRESS STREET - SUITE 204

QUINCY, MA 02169 USA

9. Additional matters:

SIGNED UNDER THE PENALTIES OF PERJURY, this 3 Day of December, 2020,
PETER FERRARI

(The certificate must be signed by the person forming the LLC.)

© 2001 - 2020 Commonwealth of Massachusetls
All Rights Resarved







Massachusetts Department of PublicHealth ..... 751/
Determination of Need
Affidavit of Truthfulness and Compliance
with Law and Disclosure Form 100.405(B)

Instructions: Complete Information below. When complete check the box "This document Is ready to print:". This will date stamp and
fock the form. Print Farm. Each person must sign and date the form. When ali signatures have been collected, scan the document and
e-mail to: dph.don@state.ma.us Include all attachments as requested.

Application Number: I | Original Application Date: l

Applicant Name: ICheImsford Surgery Center, LLC I.

Application Type: |Ambulatory Surgery |

Applicant's Business Type: (= Corporation (™ Limited Partnership " Partnership (" Trust (¥ LLC (" Other
Is the Applicant the sole member or sole shareholder of the Health Facility(ies) that are the subject of this Application? & Yes (" No

The undersigned certifies under the pains and penalties of perjury:

1. The Applicant Is the sole corporate member or sole shareholder of the Health Facility[ies] that are the subject of this Application;

2, I have read 105 CMR 100.000, the Massachusetts Determination of Need Regulation;

3. | understand and agree to the expected and appropriate canduct of the Applicant pursuant to 105 CMR 100.800;

4. I have read this application for Determination of Need including all exhibits and attachments, and certify that all of the
Information contained herein is accurate and true;

5. | have submitted the cormrect Filing Fee and understand it is nonrefundable pursuant to 105 CMR 100.405(B);

6. I have submitted the required coples of this application to the Determination of Need Program, and, as applicable, to all

Partles of Record and other parties as required pursuant to 105 CMR 100.405(B});

7. I have caused, as required, notices of intent to be published and duplicate copies to be submitted to all Parties of Record, and
all carriers or third-party administrators, public and commercial, for the payment of health care services with which the
Applicant contracts, and with Medicare and Medicaid, as required by 105 CMR 100.405(C), et seq.;

8. | have caused proper notification and submisslons to the Secretary of Environmental Affairs pursuant to 105 CMR
100.405(€) and 301 CMR 11.00;
0. if subject to M.G.L.c. 6D, § 13 and 958 CMR 7.00, | have submitted such Notice of Material Change to the HPC - In

accordance with 105 CMR 100.405(G);

10. Pursuant to 105 CMR 100.210(A}3), | certify that both the Applicant and the Proposed Project are in material and
substantial compliance and good standing with relevant federal, state, and local laws and regulations, as well as with all
previously Issued Notices of Determination of Need and the terms and Conditions attached therein;

11. I have read and understand the limitations on solicitation of funding from the general public prior to recelving a Notice of
Determination of Need as established in 105 CMR 100.415;

12, tunderstand that, if Appraved, the Applicant, as Halder of the DoN, shall become obligated to all Standard Conditions
pursuant to 105 CMR 100.3 10, as well as any applicable Other Conditions as outlined within 105 CMR 100.000 or that
otherwise become a part of the Final Action pursuant to 105 CMR 100.360;

13. Pursuant to 105 CMR 100.705(A), ! certify that the Applicant has Sufficient Interest in the Site or facility; and

14, Pursuant to 105 CMR 100.705(A), [ certify that the Proposed Project is authorized under applicable zoning by-laws or
ordinances, whether or not a special permit is required; or,

a. If the Proposed Project is not authorized under applicable zaning by-laws or ordinances, a variance has been
received to permit such Proposed Project; or,
b. The Proposed Project Is exempt from zoning by-laws or ordinances.

LLC
All parties must sign. Add additional names as needed.

. e "-.—?'\ “
Thomas Shields A it T_‘""'“ i M 2182020
b SuEgmemme - ¥

Name: Signature: Date

This document is ready to print: [] Date/time Stamp: ! I
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ﬂ‘ 3 -j.;j. Ule Conmuntoealtl of Massachnsetts

HeALTH PoLicy COMMISSION

o I:: 1y i .l':-.
’H ngg __,'-E:-' 50 Muk Steret, 8ri Froogr
e 4 = Boston, MassacHustrrs 02109
o ST (617) 979-1400
. Davin M. Sine
Stuart H. Avraan Exreusne Dimi CToR
CHAIR
December 23, 2019

Malisa Schuyler
Wellforce, Inc.

800 Dhstrict Ave, #520
Burlington, MA 01803

RE: ACO Certification
Dear Ms. Schuyler:

Congratulations! The Health Policy Commission (HPC) 15 pleased to inform you that Wellforce,
Inc. meets the requirements for ACO Centification. This certification 1s effective from the date of
this letter through December 31, 2021.

The ACO Certification program, in alignment with other state agencies including MassHealth, is
designed to accelerate care delivery transformation in Massachusetts and promote a high quality,
efficient health system. ACOs participating in the program have met a set of objective criteria
focused on core ACO capabilities including supporting patient-centered care and governance,
using data to drive quality improvement, and investing in population health. Wellforce, Inc. meels
those criteria.

The HPC will promote Wellforce, Inc. as a Centified ACO on our website and in our marketing
and public matenals. In addition, a logo 1s enclosed for your use in accordance with the attached
Terms of Use. We hope you will use the logo to highlight the ACO Centification to your patients,
payers, and others.

The HPC looks forward to your continued engagement in the ACO Certification program over
the next two years.

Thank you for your dedication to providing accountable, coordinated health care to your patients.
If you have any questions about this letter or the ACO Certification program, please do not
hesitate to contact Mike Stanek, Manager, at HPC-Certificationiainass.gov or (617) 757-1649.

Best wishes,

e
N ok s
L"
David Seliz
Executive Director
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