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1. Project Description: 

Chelmsford Surgery Center, LLC ("Applicant") located at 700 Congress Street, Su~e 204, 
Quincy, Massachusetts 02169 submits this request for a Notice of Detennination of Need 
("DoN") for the development of a freestanding ambulatory surgery center ("ASC") to be 
located al 1 O 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 Chelmsford ASC Holding Company, LLC, a company 
formed by Shields Health Care Group ("Shields"), The Lowen General Hospital ("Lowell 
General'}, and several community-based specialty physicians ("Participating Physicians"), 
with representation from Tha 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 Outpatient 
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, 1 

resulting in a lower cost site of care. The Proposed Project wlll focus on dellvering Value­
Based Care ("VBC") tnrough 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 consultation area, pre-operative space and post anesthesia care 
unit (•PACU"). Additional space within the ASC includes a lobby/waiting area with ample 
space lo aocommodate 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. 

1 2021 HOPD and ASC Medicem Fee Schedule 
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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.2 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 multiple ways. First, the new ASC will be 
designed to utilize industry-defined best practices for quality, efficiency and effectiveness. 
High-quality care wlll be achieved through the provision of a smaller scope of procedures in 
comparison lo 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 wlll 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 palfents by providing expanded access to state-of-the-art technology in an improved 
facility designed to enhance patient experlence. Flnally, 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 impacUng total medical expenses ("TME"). ConsequenUy, the Proposed Project wlll 
compete on the basis of TME and provider costs. 

2. Detennination of Need Narrative: 

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

F1.a.l Patient Panel: 
Describe your e,c/stJng Patient Panel, including incidence or prevalence of 
disease or behavioral risk factors, acuity mf,c, noted health disparities, geographic 
breakdown expressed In zip codas or other appropriate measul'(I, demographics 
Including age, gender and se,cuat Identity, race, ethnicity, socioeconomic status 
and other priority populations relevant to the Applicant's e,cisting patient panel 
and payer mix. 

The Appllcant 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 http:llhcp./81'.org/workproaucls/2019·APM-Progress-Press-Retesse.pdf 
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Participating Physicians, and Lowell General (see Appendix 12 for a detailed graphic of the 
corporate structure). 

Founded in 1972 in Brockton. Massachusetts, Shields began in the heatth care industry with a 
commitment to exceptional patient care and clinical excellence within the post-acute sector. 
Over 1he 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 MRI 
facilities throughout New England - many of which are join! venture partnerships wllh 
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 at a 
substantial cost savings to patients, employers. insurance providers. and joint venture partners. 
Simply put, Shields operates the largest, most efficient and effeetive 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. 
Wellforoe focuses on care integration, population health management, patient access and 
operallonal performance. Wellforce includes 2,500 physicians, 3 community hospttal 
campuses. an academic medical center and a children's hospttal. 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 oommunities. Lowell General Hospital also 
currently operates a hospital-licensed Ambulatory Surgery Center located at 1 o Research Place 
in Chelmsforcl. 

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 developlng 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 lo 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 lo 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 
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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 n~d for ambulatory surgical services in the proposed PSA. 

The PSA for the Proposed Project consists of zip codes representing approximately 75% of the 
patients oorrenUy served by Lowell General Hospital. The cities and towns that comprise the 
ASC's PSA are: Lowell, 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 rlsk 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 Wellforce Inc., HPC Certified ACO. 

Lowell General Hospital Outpatient Surgical Volume (Patient Panel) 

Lowell General Hospttal'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% af 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). 

~ r--%ofT0tal7 
I 120191 

0.19 1,037 1,010 9.26% 
20-54 S,092 4,837 44.36% 
SS-64 2,404 2,388 21.9% 
6s+ 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 
(MassHeallh}. 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 dlsabllity status (23%). A 
detailed analysis of the payer mix Is included in Appendix A (2). 

Freestanding ASC Ellglble 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 al the existing 
HOPD surgery center with additional cases migrating from Lowell General Hospital's Main 
Campus and Lowell General Saints Campus. ASC ellglble 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 ijs joint venture partners and 
overlald demographic projections and population health data from the Advisory Board to develop 
projected volume for the proposed ASC. Historical volume is projected to grow al 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 volume from Inpatient or HOPD sites of care lo freestanding 
ASCs. The shift of volume may be even more pronounced as some patients will seek required 
care at COVI D-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, wtth Year 
1 serving as a "ramp up" period. Growth in Year 3 end beyond continues to apply a 2% organic 
growth rate wtth additional cases migrating from the Lowell General Main Campus and Saints 
Campus. 

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

Historical Volume Vohune l'rojections 

Strvlce Line 2018 2019 Yearl Ye.u2 Y<0ar3 Y<0ar4 Years 

MSK• Joints 167 125 28 77 133 136 139 

Orthopedics 1,715 1,469 1,104 1,366 1,565 1,596 1,628 
Hand 884 869 722 878 988 1,008 1,02& 
Plastics 104 102 72 85 109 111 114 
Podiatry 138 117 62 85 124 127 129 
Spine 36 32 13~ 171 215 219 223 

GYN 144 198 160 195 215 219 223 
Total Cll.Sts 3,188 2,912 2,284 2,858 3,3§8 3,415 3,484 

PSA-specific outpatient surgical claims data supplied by the Advisory Board indicates 
exponential growth across the identified service lines. Demand for Outpatient Orthopedic 
surgical volume ls projected lo 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 lo serve the projected volume at the 
proposed ASC, the Applicant established average surgical case times for each specialty. The 
times include surgical case and room turnover times. Surgeries are expected to have a total time 
of 75 minutes of surgery and a 30-mlnute 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.ll 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, 
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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 
1'9/ating to the Proposed Project, provide information justifying the need. In your 
description of Need, consider the prlnclptes 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 Participat!ng 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 proce<.!ures 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 UMDl's pro)ectlons 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 
experlence the same dramatic increase in growth as the 55+ cohort.5 

Moreover, the Applicant evaluated the population projections for those cities and towns that will 
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 2025.6 Increases In demand for outpatient surgeries, including those provided ln 
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. 7 

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. 8 Geriatric surgery demand will continue 

3 The Mssssc/lusetts Secrel8J}I of the Commonwealth contracted with the University of MessschUS9ftS Don9hu9 
lnstffute to produce populstfon pro]ectlorlS by sge and sex for all 351 municipaliliss. 
'Id. 
5 Id. 
8 Advisory Board Demographic Ptofiler 
7 The report uses the cohorts as defined by the U.S. C{!nsus Bwesu 2010 Census Summary, which are ()..19, 20.39, 
40-64, aM 65+. Figure 2.5 in the report demonsltates that where the 65+ IXlhOlf /ncreasas from 2015 lo 2035, at/ 
other cohorts are predicted to decreesa. 
6 Re/In Yang el al., Unique Aspects of the Ekfsrty SUl!]icst Poputsl/on: An Anestheslok>gisl's Perspective, 2 
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to increase as further medical advancements are made and more Is known about managing 
health conditlons 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. 9 II is 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.10 With the projected growth anticipated to occur in Massachusetts' 55+ 
age cohort. tt,e 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. 11 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 shlftlng 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 health data outlining chronic diseases within the Commonwealth show an increase of 
these conditions and diseases wtthin the 18-64 age cohort.12 Frequently, specific chronic 
conditions related to physical inactivity, poor diet, and obestty are associated with the need for 
orthopedic surgeries that can be performed in Iha 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 Outpatient Setting 

The continuously evolving heanhcare 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. 13 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.14 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 

G/ERIATRIC ORTHOPAIEDIC SURGIERY & REHABILITATION 56 (2011), eva//ab/e et 
hltps:J/\w.w.11cbl.nlm.nlh.gov/pmcl811/cles/PMC35973()51. 
9 Reli11, supra note 17. 
•0 ReNn, supra note 17. 
11 https:/lwww.ncbi.nlm.nih.gov/pmc/articles/PMC4551172/ 
12 https:llwww.mas.s.gov/tilesldocumenls/2017 /10/041MDPH%202017%20SHA%20Chapte,%208.pdf 
13 Dennis C. Crawford·et al., Clinical and Cost lmpllcatron$ of lnpatfent Versus Outpatient Orthopedic Su,geries: A 
Sy$l8matlc Review of the Published Literature, 7 ORTHOPEDIC REVIEW 116 (2015), avallable at 
hffps:Jlwww.ncbl.nfm.nth.govlpmclerlicleslPMC47039131pdflor-2015-4•61n.pdf 
14 POS/710N STA Tf:MIENT. 'AMBULATORY SURGICAL CENTERS (Am. Ass·n of 011hopaedic Surgeo11s 2010), 
avallabl& at 
https:llwww. aao&.orgluploededFilesl1161%20Ambufetoiv%20Svrgicai%20Centers.pdf. 
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emergency. '5 

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. 18 Patients in AS Cs experience shorter surgery and 
recovery times overall. 17 There are no disruptions to the surgical schedule in an ASC on account 
of acute inpatient or emergent patient needs. As a result, 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 detennlned that 
sufficient need for ASC services exists among Hs 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. 18 An addttionel benefit of 
the ASC will be the elimination of an overnight slay, 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 COVlD-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-surgtcal 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 end 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 surgery18• Given these implications, 
ii 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 Elizabeth L. Munnich & Stephen T. Parente, Procedures Take Less Time At Ambulatory Surga,y Centers. Keeping 
COS\$ Down And AbHity To Meet Demand Up, 33 HEAL TH AFFAIRS 764 (2014), available at 
https:llwww.healthsffairs.orgtdoilpdll10. 13771ht/hsff.2013. 1281. 
16 David Cook et 81 .. From 'Solution Shop' Model to 'Focuse<I Factor' In Hospital Surgery: Increasing Care Value and 
Predictablltty, 33 HEAL TH AFFAIRS 7 46 (2014). available at 
htfps:/lwww.heelthsffairs.org/doi/pdll10.13771htthsff.2013.1266 
'
1 Margeret J. Halt et 81 .• Ambulatory Surgery Data From Hospitals and Ambulato,y Surge.y Cent=: Unite<! States. 

2010, 102 NATL HEALTH STATISTICS REPORTS 1 (2017). available at 
https:/lwww.cdc.govfnchsldetalnhsrfnhsr102.pdf 
18 hnps:J/www.healthaffairs.org/doi/pd//10.1377/hlthaff.2013.1281 
19 https;//www.cdc.gov/nhsn/POFs/dataStat/2009NHSNReport.PDF 
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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.20 Patients benefit from the lack of 
interruptions in scheduling as well as the reduced surgical and recovery tlmes, allowing the 
patient to return home faster than for the same procedure performed in a hospital.21 The 
presence of an ASC wijhin 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.23 For this reason, ASCs are 
able to compete with hospitals on the basis of oost 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 lo 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. 

Ff.a.Iii Competition: 
Provide evidence that the Proposed Project will compete on the basis of price, total 
medical eKpenses, provider costs, and other recognized measures of health care 
spending. When responding to this question, please consider Factor 4, Financial 
Feaslbtllty 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-<iualily surgical care through a lower cost alternative lo outpatient surgery perfonmed in 
a HOPD. Annually, ASCs perform more than seven million procedures for Medicare 
beneficiaries needing same-day surgical, diagnostic and preventive prooedures. 24 By 

20 David Cook st al., From 'Soluti011 Shop' Model to 'Focum Fac/ol' In Hosp//al Surgery: lnc15ssing Cs/8 Value and 
Predictebility, 33 HEALTH AFFAIRS 746 (2014), avsilsbls st 
https:llw,w,.hsettheffalrs,orgldollp(lf/1().13771hllhaff.2013.1266 
21 Hell, supra nots 9. See also Coak, supra note 10. The provision of s surglcal PtOCedun, In sn ASC eliminates en 
ovamight stay. Depending on scheduling, a patient undergoing whet would be an oUfpatlent surgery may requln, 
hospital admission for mullne recovery. An ASC by Its nature is not equipped for an overnight patient stay. As a 
rewff, s patient obtaining surgery st an ASC will be discharged the same day as the surgery and will not OB admitted 
to the hospital for recovery in the even/ of schedule overruns. 
22 /.culs /Avltt. The ~nefits of Ou/pllti9nt Surgical Cenrers. The Centers for Advanced Orthopedics. June 2017: 
available et h/tps:IIWWw.cfsortho.comlmeailllnaws/2017/06/lhe-benefits-of-outparienr-surgica/.centers. The costs of a 
prrx»duf9 petformed in an ASC have been found to be approximately 40~ to 60% less than in a llospitlll. See also 
POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, Suf)f8 note 34, which indicates that ASC 
prrx»dures are 84%of the cost of a hospital for the same procedure. 
23 2021 HOPD Medicare Fee Schedule. 
2'https:ltwww.ascsssoc/stion.otpladVancJngsurg/calcatQ/rsduclngh&sffhcarecosfslpaymentdispsnliesbetweensscssnd 
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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 patlents. 
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. 25 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 lo be as high as $55 
billion annually.28 Similarly, Medicaid and other insurers benefit from lower prices for services 
performed in the ASC setting_:27 Patients also typically pay less wtth coinsurance for procedures 
performed in the ASC than In the hospital setting for comparable procedures.28 

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 shill in surgical volume moving from hospitals to the Applicant, the 
savings are estimated to be substantial. 

F1.b.i Public Health Velue /Evidence-Based: 
Provide lnfonnatfon on the evidence-base for the Proposed Project. That is, how 
does the Proposed Project address the Need that Appl/cant 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. 29 AS Cs are designed to provide care for specific categories of 
lower acuity surgical cases and for patients who have less risk for compllcatlons following 
surgery.30 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 Iha musculosketelal 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 perfolTlled In ASCs.3' The 
migration of surgeries to lhe ASC setting is associated with demonstrated clinical and operational 
advantages. 

hopds 
25 2021 HOPD Medicare Fee Schedule. 
28 See also Commen:ia:I Insurance Cost Savings In AmbutslOIY SU/f/8,Y Centers. svalleble et 
https:lliv1V1v.sS(;8SScx:iation.org/Hiqherl.ogic/System!Downloa:dDocumen/Fil6.a:shx?Documen/FileKey-829b1dd6· 
0b5d·968~e57c-3e2ed4ab42ca&forceDleloq=O 
21 Supra note 24 
28 Supra note 24 
29 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, sup13 note 15 
3° Crawford et el., supra note 5 
31 Munnich, supra note 7. The Med/clJre ASC fee payment sehedule ex>vers approximately 3,600 ourpa:tient suffJ/cel 
procedures. This has grown over lime, dn'vlng higher volumes In AS Cs. Estimates indicate that ou/petiant surgeries 
performed in ASCs have increase from 4% of ell outpatient surgeries in 1891 to 38¾ in 2005. See also POStnON 
STATEMENT: AMBULATORY SURGICAL CENTERS, nol9 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.32 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. 33 

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.35 Patients and staff 
benefit from the operational efficiencies of ASCs, with procedures performed in ASCs taking 
31.8 fewer minutes on average when compared to procedures performed in a hospital. Patients 
experience improved procedure scheduling and shorter wait times when an outpatient surgery 
is performed in an ASC.36 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 .37 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.le In one instance, a comparison 
or hospital outpatient department and ASC costs resulted in the finding that procedures 
performed In an ASC ere 84% of the cost of the same procedure performed in the hospital 
outpatient department.39 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. 40 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 Surqice/ Services 

32 Munnich, supra note 7, 
33 Levitt, supra m,te 12. 
:l< Munnich, supra note 7, 
35 POStnON STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 6. 
38 See also Hsi!, et at, supra note 11. A pst~nt undsrgo/ng ambulatory surgery st a hosp,1sf spends, on averags, 
63 minutes in the operating room, 37 minutes In surgery, snd 89 minutes in postoperative care; in contrast, s patient 
undergoing en ambulatory procedure in en ASC spends an average of 50 minutes in the operating room, 29 minutes 
in su{fJery, and 51 minutes in postoperative csre. 
37 Outpa~nt Surgeries Show DrsmaNc /ncf'Jsse, 10 Health Capital Topics 1 (2010), 
svsileble el hltps:/lwww.oosffhcepita/.comlhcclnewstelter/05_ 10IOutpatient.pdf 
3!I 2018 HOPD Medicare Fee Schedule. 
39 POStnON STATEMENT; AMBULATORY SURGICAL CENTERS, supra no/a 6. 
•° Crawford, et al., supra no/a 5. See also Cook et et., supre 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. 42 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.45 These are all factors associated with 
high quality surgical service delivery. 

Individualized Patient Cara 

With the increasing availability of ASCs, patients have greater optlons 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 . .eThese surgeries are considered lower-aculty and have fewer complexities 
than other types of procedures, such a5 fewer surgical cuts or incisions and decreased 
blood loss.•1 

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 De/Ivery System 

ASCs play an important role as part of a robust and diverse care delivery system. ASCs can 
aocommodate certain low-acuity surgical procedures that otherwise must be performed in a 
hospital outpatient surgery department. The presence of an ASC results in a decrease in the 
number of outpatient procedure performed at a hospital.49 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 treatlng 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. 50 Another one of the objectives of ACOs Is to achieve population 

41 Levitt, supra note 12. 
42 Levitt, supra note 12. 
43 Crawfolfl, st al., sup,8 nole 5. St!$ also Cook et el .. supra note 10. 
44 Cook st al., supra note 10. 
45 Crawfolfl, et al., supra note 5. This Is likely due to th& selection of healthier, less medically complex patients to 
receive cam in an ASC. 
46 Outpatlent Surgeries Show Dramatic Increase, 10 HE:ALTH CAPITAL TOPICS 1 (2010), available et 
https:ltwww.hea//hcapltsl.com/hcclnewsletter/05_ 10/Gutpatiant.pdf 
47 Supra note 44 
44 Supra note 44 
49 John Bian & Michael A. Momsey, Free-Standing Ambulatory Surge,y Centers and Hospital Surge,y Volume, 44 
INQUIRY 200 (2007), aveilabls st htfp:lljoumsls.ssgepub.comldo//pdf/10.5034/inqulryjml_ 44.2.200. 
50 09pat1m9nt of Healthcare Policy and Research, Virginia Commonwesffh University Sehool of M&diCin9. Polley 
Bliel: Accountable Cara Otgsnizstions, January 2015, available st 
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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,$1 This shifts the focus to a community model that 
requires collaboration among the members of the ACO to achieve the AC O'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 ACO. 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. s2 The physicians who practice al 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 lo 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 al the 
ASC. 

F.1.b.ii Public Health Value /Outcome-Oriented: Describe the impact of the 
Proposed Project and how the Appl/cant 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 utlllzed. 

Improving Health Outcomes and Quality of Life 

The Applicant anticipates that the Proposed Project will provide the Applicant's patients with 
improve<.! health outcomes 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~ntered experience for patients. 

The Proposed Project Is designed to utlllze Industry-defined best practices for quality, efficiency 
and effectiveness. High quality care is achieve<.! 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 lo more effectively control 
scheduling, thereby eliminating delays, bacl<logs and rescheduled procedures. Consequently, 

hl/ps:l/llbp.vcu.edulmedle/hbplpo"cybll&fsl()(lfsNCU_DHPR_ACO_Flnafweb.pdf 
51 Karen Hacker and Deborah Klein Walker. Achievin9 Population Health in AC00Untable Cam Organizations. Am J 
Public Health. 2013 July; 103(7): 1163·1167. 
~2 ACA will bring mo/8 pstlMtS to ASCs- but w//1 profits fOl/ow? OR Manager. Vol. 30 No.2, Februeiy 2014, evllilsbl& 
sl hltps:ltwww.onnsnsger.oomlwp.contenUuploadSl2014!02/0RM_0214_p.29_ASC_Hestth_Reform.()(lf 
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ASCs have less unpredictability than a hospital based outpatient departments in regard to 
scheduling. Together these care components will transfollTI the care process for patients, 
providing improved quality of life and leading to higher quality outcomes. 

The Applicant wlll also Implement amentties 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 wailing prolonged periods of lime 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 location of the Proposed Project based on 
accesslblllly 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 Proiect 

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 wtth 
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 Sile 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 learn 
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.lii Public Health Value /Health Equity-Focused: For Proposed Projects 
addressing health Inequities ldentfflad within the Applicant's description of the 
Proposed Project's need-base, please justify how the Proposed Project wlll reduce 
the health Inequity, including the operational components (e.g. culturally competent 
staffing). For Proposed Projects not spec/flcally addressing a health disparity or 
Inequity, please provide information about specific actions the Applicant ls and w/11 
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 populatlons, the Proposed 
Project wlll not adversely affect accessibility of the Applicant's services for poor, medically 
indigent, and/or Medicaid eligible individuals. The Applicant wlll 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 wlll 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.$3 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. 54 

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

53 Munnich & Parente, supra note 6; Levitt, supra note 9. 
54 HEALEY & EVANS, supra nare 5; Munnicll & Parents. supra note 6; POSITION STATEM/:NT: AMBULATORY 
SURGICAL CENTERS, supra note 6; ASCs: A POSITIVE TREND IN HEAL TH CARE, supra note 7; L9vlll, supra 
nor9 9; The ASC Cost Ditremntiel. svpra note 36; SUL TZ AND Young, supra nore 46; Health-Re/a red Quality of Live 
& Well-B/llng, HEAL THYTPEOPLIE.GOV, hrtps:IAvww.healthypeop/e.gov/2020/lopics-objeclivesllopoalheellh-rsle/ed­
quality-cf.Jife-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 lnDemand 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. lnDemand offers leading-edge medical interpreting 
solutions, such as video interpretations, allowing cllnlcians 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 detennine If specific procedures are affordable. The Applicant also will provide financial 
counselors for assistance in understanding insurance benefits. 

F1.b.iv Provide additional infonnation to demonstrate that the Proposed Project 
will result In Improved health outcomes and quallty of lffe of the Applicant's 
existing Patient Panel, while providing reasonable assurances of health equity. 

The Proposed Proje<:t 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 sallsfactlon. 

F1.c Provide evidence that the Proposed Project will operate efficiently and 
effectively by furthering and improving continuity and coordination of care for 
the Apptlcant'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 wlll 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 functlonallty. 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 functlonallty 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 te<:hnology foundation is the first step in providing coordinated care, the 
Applicant's administrative leaders will carry out other processes lo 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. 

Furthennore, 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 
brighUy colored folder lo 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-oopy information the patient received al the facility. The 
electronic information will also be emailed, using HIPPM-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 perloperative record to be exported and shared with the 
patient's primary care physician, or others on the patient's 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 ticensure, 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 canied out a 
diverse consultative process with individuals al various regulatory agencies regarding the 
Proposed Projects. The following lndMduals 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. 

• MassHeallh: Steven Sauter, Director, Acute Hospital Program 
• Executive Office of Health and Human Services: Robert Mclaughlin, Director of 

Leglslative Affairs 
• Health Policy Commission: Megan Wulff, Deputy Polley 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 Commugity; Engagement: 
For assistance In responding to this portion of the Application, Appl/cant 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 outpatient 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 lndlvldual practice locations and 
via emall 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.li 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 occu"lng currently In, at least. the fol/owing 
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 '!tt', 2020. 

• Publlclzlng and holding of forum with OSA Orthopaedics on December rai, 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 (that ia, 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 transfonnatlon. 

F2.a. Cost Containment: 
Using objective data, please describe, for each new or eKpanded 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 
wtthout 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-<lriven policy recommendations regarding health care 
delivery and payment system reform, set the following goal for cost containment: Beller health 
and better care • at a lower-cost - across the Commonwealth. Consequently, the proposed 
Project meets this goal by providing qualifying lower-acuity patlents with high-quality surgical 
services in a cost-effective setting. As previously discussed, ASC reimbursement rates are 
48% of the amount paid to HOPDs. 55 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 
perfonned 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 tum costs for the noted surgical services, leading 
to overall reduced TME and total healthcare expenditures. 

F2.b. Public Health Outcomes: 
Describe, as relevant, for each new or expanded service, how the Proposed 
Project wlll Improve pub/le health outcomes. 

Providing access to expedited, expert surgical care In the community selling 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 soc/al 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 

$$ 2018 HOPD Medlcore ke S<h~ute. 
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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 lo 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 to a care manager, who will 
help the individual access local resources. To facilltate 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 wlll ensure patients are linked with 
appropriate community resources to address social determinant of health needs. 

Factor 5: Relative Merit 

FS.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 Panet 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 

Quallty: Surgical services and related care provided in an ASC are high quality, with clinical 
outcomes that are equal to or batter 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 operational 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 or highly trained staff and the ability to maintain 
a more uniformed schedule, allowing for high quality patient outcomes. 

Capita! Expense: Establishment of the ASC will result in a one-time capttal expense to 
renovate an existing surgery center, inclusive of adding a 4th 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 Prolect: 

Alternative Proposal: Do not establish a freestanding ASC and continue serving patients 
through the existing operating rooms at their current sije 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 operatlonal inefficiencies due to the limitation in providing on-time surgical services in a 
hospital setting. 

Attematlve Capital Expen&es: 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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Sh.lel~ASC 
CllelD15ford Surge,y Center 
Demognphic Data 

Age Group 

19;ondunder 
20-54 
55-64 

65+ 

Town 
Lowell 
Ona.ti 
Oelm.sford 
Tewksbury 
Tyngsboro 
Westford 
North Oelmsford 
Na,hua (NH) 
BU/eric• 
Pel.ham (N'H) 

Subtotal: 75,i; Patient panel (based on 2019 dAta) 

Remauung lo(ations 

Total 

FY20l8 MOI9 

934% 9.26" 
45,88% 44.36% 
21.66\111 21.90% 
23,11'.I\ 2.4.48% 

F'i2018 FY2019 
958(30%) 869(30%) 
374 (12%) 372{'.13%) 
215 (7%) 227 (8%) 
155 (5%) 156(5\\) 
ll9{4%) 141 (5%) 
108(3%) 105(4%} 
90(3%) 61 (3%) 
76 (2%} 77 (3%) 
83 (3%) 77 (3%) 

.ruw rum 
2,271 2,17S 

917 (29'l:.) 'T!,7 (25%} 

.tlllli ''"' 



Ff, 
APM Contnc:t Pen:<!ntlces 

~co and APM Contracts 539' 

Nan•ACO and Non-APM Contrac:ts 47% 



!OZO LowaU Gener.ii Hospital Payer Mix 
Payer Mbc-tlst Pen:entaces 

Commerd.11 PPO/lndemnltv 39.50% 
C.Ommerclal HMO/POS 21.73% 
MassHeallh 1.<la% 
M~naged Medicaid !Private Medicaid/Medicaid MCOsl 6.61% 
Commercial Medicare !Prlvllte Medicare/Medicare Ad11anla•el 5.98% 
Medicare FFS 17.23" 
IAII 01/'ter (e.g. HSN, Self•P.av, TrlCilre) 7.47% 
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Welcome cmd thank you for yOllr lnfllfesf Jn lhls project 

We ote excited to shme our plans to renovate Lcwel Gellefol Hospltol's exfsllnG ambulatory surgery cenlw (ASC) localed at 
to Research !'face, North Chemisfofd, Massachusetts 

Thl's project wlD transform 1he exlsflno fac:Ry Jnto a slate•of.lhe-ort 4 operating room {Ol) ASC 

The ASC will speelallze In outpaKent surgk:al services, lnc:ludl/19 orthopedk; total•Jolnl: podlahy; neuro-splne; gynecology: 
pkJsflc ond hand surgedes 

The ASC wlll opelQfe on o freestanding fee schedule which wll lowe, the cost of servic;e~ 

The ASC Is a Joint ventwe partnemilp between community physicians, lowell General Hospital and Shields Heallh Care 
GfOllp 

Ttlls Is on opporfunffy to Introduce you to some of the Individuals Jnvofved. sollc:tt your feedback & ony onswe. ques11ons 



What is an ambulatory surgicar center 
{ASC)? 

,., orreu a11JD0118f1T ar -oav.swaarv · Draceaunn 

PaHents arrive, undergo surgery and go home the same day 

Provides l)Qtlents with the convenience of having non-complex surgeries locatfy, wh•e they live and work 

ASCs have an excellent rec«d of safety and qualty and Pfovlde patient outcomes that equal or exceed the 
results PfOvlded by every other sffe of outpaffent SUf9k:al care - Including hospitals 

Swgeffes peffonned af ASC's cost up to 40% less• than surgeries r.>erfonned In hospilals or hosphl outpatient 
departments, whk:h wll translate to dfrect savings for patients In high deductlble heaffh plans. 

Paffents report o t2% satisfaction rote for svrgedes pedormed at ASCs. 

~ ol'fltacl c.a ,.. $c::hltcMe 
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WE WANT YOUR INPUT 
on the concept of on ASC 

WE Will KEEP YOU INFORMED 
os p,ojec:t pt'ogrenes with Df>H 
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Surgical Services 
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Welcome ond thartk you for your Interest In this projecl 

We are excited fo share our ~ns lo renovate Lowell Gene,ol Hospffaf's exisllng ambvlatory surgery cenlef (ASC) located at 
10 Research Plo(;e, North Chi.lfmsfOfd, Mcmoc:husetts 

1bls Pfofe<:t wll franstonn lhe existing fodlfty lnlo a stafe•of•the-art 4 ope«ltlng room (ot) ASC 

The ASC will ~lallze In outpatient surgk:CII MMC:es, lnc:fudin9 orthopedic:; total•)olnt; podlcmy: neuro•splne; gynecok)gy: 
pkastlc and hand SUfgerles 

'lhG ASC wlll ope1ate on a l'leeskmdlng fee schedule whfc:h wll klwe, the cost of services 

1be ASC Is o Joint ventur& pactoe,~hlp between community phyKlans, Lowell General Hospltol and Shktlda Haalh Cate 
Group 

this Is an opportunity to Introduce you to some of the Individuals Involved, sollclt your feedback & any an11We, questions 



What is an ambulatory surgical center 
(ASC)? 

HlefY - DfOCIHIUHI 

Patients orrfve, undefgo surga,y and go home the some day 

Provides patients with the convenience of having non-complex swgenes locally. whefe they Hve and wOJk 

ASCs have an exceUent recoe'd of safety and quality and p,ovkle l)(lttent outcomes that equal or exceed the 
re$ulls PfOv1ded by every other site of outpatfent surgical care - lncJudlng hospitals 

Surgeries pedomled at ASC's cost up to 40% less• than surgeries performed In hospitals or hospital outpatient 
departments, which wll translate to clrect savings for patients In high deductible heaHh plans. 

Palfents report a 92% ,atlsfacffon rate for surgeries pecfomied at ASCs • 

._..,Mltdll:_,..~ 
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WE WANT YOUR INPUT 
on the concept or an ASC 

WE WILL KEEP YOU INFORMED 
OS project progresses wtth Dl'H 
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~ 
Lowell General Hospital 

~ ••• Ptoudly well(olDf ·• 

In partnership with 

If, _..f!Unl\lerslty or ti" 'IMassactiusctts 
UMASSl.owell 
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Lowell General Hospital 

~ ••• Proudly well(orce•• 

295 Vamum Avenue. Lowell, MA 01854-2193 
978-937-6000 • TTY:978-937-€889 • www.lowefgeneral.org 
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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 llealth needs for tile communities 
of Greater Lowell every three years. This region 
includes the cities and towns of Billerica, 
Chelmslord, Dl'!lcut, Dunstable, Lowell, Tew~sbury, 
Tyngsborough, and Westford. This assessment 
evaluates the 0\/erall health of the community 
members, overviews the strengths and weaknesses 
of the area's health services, Identifies health 
b~rriers and social determinants of health, and 
provides recommendations to improve the health 
of Us residents. 

Information Balhering for this health assessment 
Included 20 listening sesslos,s with ovt1r 200 
participants, 19 key informant Interviews, and 
1,355 surveys completed by community members. 
Secondary resotJrces wete gathered to provide 
demosraphic, socioeconomic, and public 
health data. 

The top priority health is.suss identified by the 
Community Health Needs Assessment Survey 
respondents. were mental health Issues, substance 
addiction, alcohol abuse/addiction, cancer, ancl 
nutrition. Other health Issues Included obesity, 
heart disease, diabetes, Infectious diseas65, and 
tick/insect Illnesses. The top priority community 
safety issues are domestic violence, bullying, drug 
traffieking, sel!Ual assaull/rape, and unsale/lllegal 
gun ownership. Additional community safety issues 
include human trafficking, distriminaUon based 
on race, gang activity, dlscrimin~tion based on 
immigration status, and discrimination based on 
class or Income. 

The mil$! frequently reported llealth Issues !Of 
Community Health Needs Assessment Survey 
respondents themselves are anMiety; depression; 
vision problems; bone, joint, and muscle Illness; 
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 
repotte<I health barriers for the respondents are a 
negative healthcare e>1perience from tlteir provider, 
inability to afford medication, inconvenient office 
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hours, lnablllty to afford mental health services, and 
lnabillty to find a provider accepting new patients. 

The top health problems revealed from the IJstening 
sessions and Interviews are mental hellllll issues, 
substance use/alcohol disorders, obesity, diabetes, 
infectious diseases. respiratory diseases (e.g. asthma 
and chronic obstructive pulmonary disease), cancer, 
and cardloYllSCular disea.se. Populallons recognized 
in the oommunity at greatest risk of health problems 
are people who identify as Immigrants and refugees, 
the elderly population, people who earn low•w.iges, 
people who are homeles5-(!)lperlenced, teenagers 
and youth, and people who are p!ll't of the LGBTQ 
(lesbian, gay, bise•ual, transgender. and queer) 
00mmunity. 

The major strengths of the hEtallh system In the 
Greater Lowell a,ea identified by listening sessions 
and interviews are the avallabillty of the Lowell 
Community Health Center {LCHC} and ~II 
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 
f;,citities that reduce eml!1gency room utlllzallon 
and the process of the Community Health Needs 
Assessment that allows community members to 
communicate with key stakellolders about health. 

The major weaknesses identlfle<I from listening 
sessions and Interviews Include a need for culturally 
competent health c.ire providel'S, shortages of certain 
types of health cari- pr(Jllider-;, long wait times for 
appointments, and a lack of continuum ot care. 
Lack of transportatioo and limited access to mental 
and behaviOl'cll health services were also S1ated. In 
particular, residents that speak a language other 
than English face greater difficulties in accessing 
transportation and optimal care. Community 
members also noted a tack of adequate proficient 
intEfl)feters and transl&tOI'$. 

The most prevalent barriers to obtain health services 
mentioned by llstenlng sessions and Interviews 
participants are transportation, he.ilth insurance, 
increase of medical related costs • .ind the stigma 
and discrimination related to those with substance 



use disorders and mental health issues. The 
increase in minimum wage over time wu found to 
be a challenge for families lo qualify for subsidized 
heallh coverage. Income for some low,wage workers 
can put them just above the income elfglbllity llmlt, 
resulllng In these Individuals being unable to afford 
health lnSllrance. 

Public health indicators from secondary 
sources compared between Lowell, Greater 
Lowell communities, and state of Massachusetts 
include cardiovascular disease, obesity, diabetes, 
smokln11, resplratoiy disease, mental heBlth, 
substance use, cancer, and infectious disease. 
Many health Indicators sllow a greater need for 
Intervention In the city of Lowell compared to the 
Greater Lowell region. This result is not surprising 
due to the considerable socioeconomic Impacts on 
healtfl in Lowell's urban community. 

This iteration of the community health needs 
assessment has speclftcally evaluated social 
determinants of health to better understand 
their Impact on the health needs of the community. 
TIie social determinants of health addressed In 
this report Include the built environment, social 
environm1111t, housing, violence, education, ~nd 
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 C<lmmunity level and state 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 housln11 stock in BilleriC<11, 
Chelmsford, Dracut, Lowell, and Tewksbury was 
buut before 1979, which contribulss to hieher 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 expensive city In the stile of MaSSBchusetts. 

Toe population In L0¥1ell ls more than twice the 
population of any other town in the Greater Lowell 
region. C<lmpared lo other communities, Lowell 
h~s the greatest percentage of housing bulll before 
1979, lowest median household income, and highest 
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percentage of population who are Black, Asian, 
Hispanic, and born outside the U.S. Compare<! to 
neighboring communities of Greater Lowell CHNA, 
Lowell Is t~ 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 wriety of recommendations for 
improving health services in the GreBter Lowell area. 
One suggestion was to increase outreach and health· 
related education pNlgrams. Members from the 
community expressed a desire to have more health 
resources available in mulllple languages, education 
on navigating the health system, and development 
of community support teams. At the profession~! 
level, there were recommendations for more cultural 
competency training programs and greater focus 
on preventive sb.tegies for diseases. The listening 
se=;sions and interviews also revealed that members 
In lhe community would like stronger, Integrated 
car.i 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 
program~. and Improved tnmsportBtion system. 

The collaborative approach by Lowell Gerieral 
Hospital, Greater Lowell Health Alliance, and the 
University or Massachusetts Lowell to develop this 
Community Health Needs Assessment will turttier 
inform the development process of a communify 
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 0\/erall healtfl of Greater 
Lowell region. 



PROCESS AND METHODS 
lntniduct!on 
Founded in 1891, Lowell General Hospital is a 
not-for-profit community hospital serving the Greater 
Lowell area and surrounding communities. With two 
primary campuses located in Lowell, Massachusetts, 
Lowell General Hospltlll offers the latest slale-or­
the-art technology and a full range of medical 
arid sureJcal servlc~ for patients. from newborns 
to seniors. 

As the second largest community hospital in the 
state. Lowell General Hospital's commitment to 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 seive, and 
to speclflcally ador= the health problems of 
at-risk and medically under-served populations. 
This mission ls achieved by identifying existing 
and future health needs In the community and 
addr=lng them through health initiatives, including 
education, prevention and scrHnlng programs; 
many times in collaboration with l<ey partners trom 
across the Greater Lowell community. We aim to 
improve the Qpaclty of our community efforts by 
prOYldlng Culturally and linguistlcally Appropriate 
Services (CLAS) to all individuals In order to reduce 
disparities and achieve health equity. 

Deflnlllon of Communlly 
Lowell Gener11I Hospital's 2019 Needs Assessment 
focused on the hospital's service area, encompassing 
eight communilills In Greater Lowell, including 
8illeric;i, Chelmsford, Dracut, Dunstable, Lowell, 
Tewksbury, Tyngsborough and Westford, which all 
oomprise the Community He.alth Networf< Al'ea 10 
(CHNA 10). The Greater Lowell Health Alllance 
of CHNA 10 is made up of healthcare providers, 
business leaders, e<lucators, 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 worl<ing together to build healthier 
communities through community-based P1evet1ti0n 
planning and health promotion. Cleated In 1992 by 
tha Massachusetts Department of Public Health, the 

3 

CHNA Initiative involves 351 cities and towns in 
27 different nelwotks throug/lout Massachusetts. 

The Greater Lowell Health Alliance plays a vital 
role In developing the Community Health Needs 
Assessment with Lowell General Hospital In the 
Greater Lowell 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 healtll systems, our 
CHIP was used as road map for health improvement 
over a three-year period, &uiding lhe investment 
of resources of organizations with a stake In 
improving health for the rasldents of Lowell and the 
surfounding communities. Our CH IP mission: to turn 
data into action and working Initiatives to address 
our community's top health priorities. 

Target PopUli1tlOn5 
IMMIGRANTS AND REFUGEES • ELDERLY • 
LOW-INCOME INDIVIDUALS ANO FAMILIES• 
YOUTH MINORITY POPULATIONS • IINOIVIOUALS 
CLASSIFIED AS "AT RISK"• INDIVIDUALS WITH 
CHRONIC DISEASE• INDIVIDUALS AFFECTED BY 
BEHAVIORAL HEALTH AND/OR SUBSTANCE 
USE ISSUES 

Pl'e'tiaus ~ Assessment and 
Review of Initiatives 
In 2016 Lowell General Hospital conducted 
its last Community Health NMds Assessment. 
which ldentlflecl key health issues and informed 
lhe hospital'$ progr.im planning. The process 
culminated in the development of a Community 
Health Improvement Plan (CH IP) to address health 
priorities in the area. In the 2016 As.sessment, 
Lowell General Hospital Identified the health 
priorities to be Access to Healthy Food, Asthma, 
Mental Health, Physical Attivit.y, Substance Use 
Disorder and several areas which fall Into the 
Social Determinants of Healltl arena. 

To fulfill its commitment to the community and 
statutory requirements, Lowell General Hospital, 
in partnership with the Greater Lowell Health 
Alliance of the Community Health Networl< Area 10, 
contracted with the Unill\!rsity of Mass11Chusetts 



lowell Center for Community Research and 
Engagement to conduct the 2019 Communfty Health 
Needs Assessment. The University of Massachusetts 
Lowell team th~t WO<ked collaboratrvely to complete 
this assessment included faculty, staff, students and 
community partners. The objectives of this study 
were to: 

• As= the overall health of area residents, 
incfudlng tne soclal determinants of healtl\ 

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

• Dete,mlne the top health problems facing a,ea 
,esidenti;, barrier.; to Improved health and the 
populations at greatest risk 

• Involve 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 

• lnfonm sn Inclusive process to klentlfy priority 
health needs and develop community health 
improve~nt plans to address these 
priority needs 

This report summarizes the major findings from our 
community health nee<ls assessment. Lowell General 
Hospital, ln partnership with the Greater Lowell 
Health Alllal'ICe, Intends to use the lnfOffllatlon 
within this report to lnf01m a community process 
in collaboration with other stllkeholders to Identify 
priority health needs and develop action plans to 
Improve the local health set11ices system and overall 
community health, and address social determinants 
of health. 

A steering committee was f01med to facilitate the 
2019 Community Heallh Needs Assessment that 
included the following lndlvlduals: 

David Turcotte, Seo, Research Professor, 
UMass Lowell 

Kelechi Adejumo, Research Assistant, 
UMas:;Lowell 
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Kim-Judy You, Research Assistant, 
UMass Lowell 

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

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

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

Amanda Clermont, Community Engaeement 
Coordinator, Greater Lowell Health Alllanee 

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 dlve,.e group of 
nealtncare providers, busine5$ leaders, educators, 
and civic and community leaders with a common 
goal to help the Greater Lowell community Identify 
and address Its health and wellness priorities. As a 
result, the GLHA Board of Olrectors served as our 
Advisory Committee (see list of names in Appendix 
F}. As part of our inclusive a,=ent process we 
also Involved diverse organizations and community 
members in listening sessions and inte111iews. 
The following organizations were engaged to host 
listening sessions between February to Aprll: 

• Cambodian Mutual Assistance Organization 
(CMAA) 

• LOw.!ll's Early Chlldhood Council 

• Hunger & Homeless Commission 

• Upper Merrimack Valley Public Health Coa1Hi011 

• Youth Violence Prevention Coalltlon 

• Non-Profit Alliance of Greater Lowell 

• GreatQr Lowell Interfaith Leadership Alliance 

• RISE Coalition (Refugee and Immigrant 
Support & Engiigement) 

• Elder Services of Menlmack Valley 



• Center for Hope & Healing 

• Lowell Community Health Center 

• Lowell Housing Authority 

• Lowell Hoose 

• Greater Lowell Health Alliance 

COMMUNITY HEALTH NEEDS 
ASSESSMENT SURVEY 
An lnteNgency, cross-disciplinary survey team 
canvened to draft the 2019 Greater Lowell 
Community Heallh Nee<!s A=sment (GLCHNA) 
SuMY, which inclue!ed representatives from tlle 
Greater Lowell Health Alliance, UnivefSlty of 
MilSSachusetts Lo-Nell, Lowell General Hospllal, 
Lowell Health Oepartment, Lowell Community 
Health Center, and community .activists and health 
worf(ers. The $Urvey development process Involved 
completing a document analysis of exemplar 
and aspirant assessments from other regions and 
soliciting feedback from community leaders and key 
informants about their priority research ireas before 
finalizing the survey. The GLCHNA Survey Included 
the following sections: demographil:S, community 
health res<lurces, health nl1i!dS, health issues, 
community safety, health ac:1::ess barriers and 
service utilization history. 

Each section had between l3-26 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 
Of 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 respone!ents were asked the same 
questions for people that they know. This provide<! 
their insights Into other members of the community. 

The GLCHNA survey was distributed to maKlml2e 
the likelihood of proportionally stratlfled s:impling 

by town of residency, age, race, language ability, 
gender, and LGBTQ Identity. Online vvslons of the 
survey were available in English and Spanish and 
paper versions in English, Spanish, Portuguese, 
KhmN, Arllblc, and Swahlll. Paper copies were 
disseminated at 25 community locations (e.g. 
llbraries, medical offices, pollce stations) with 
dis1rlbutlon instructions to protect anonymity. Paper 
copies were also distributed al community events 
and listenlno sessions ove< a 3-month data collection 
period. The online ver,;ion of the survey was hosted 
on Qualtrics survey software platform with a secure 
survey link di1ectly distributed to Oller 100 onllne 
groups. email lists and electronic contacts in 
community and government leadership pnsitions, 
as well as through social media. Cell phone users 
could also access the survey. A total of l ,355 
completed surveys were analyzed. 

Ustenlng Sessions and Key Informant lnU!f'liewa 
A total of 20 listening sessions with over 200 total 
participants were conducted between Februaty 4 and 
April 26, 2019 (see attendees who agieEd to have 
thelr name published In Appendix Cl. 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, populallons at greatest 
risk, strengths and weaknesses of health services 
In the reeion, 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 
healtl\ ser11ices a~ responding to their ~ds. 

A team of 11 individuals, lncludin11 UMass lllwell 
faculty, graduate and undl!fgraduate students, and 
lndMduals from the ~mbodian Mutual Assistance 
Association took part in facilitating, note taking, 
and interpretation and trenslatlon SeNic~ fOf the 
listening Sf:sslons. The llstenlng sessions were 
conducted in English with the exception of the 
community groups of lndi~iduals who were Khmer• 
speaking, Sp.inish-speaklng, and Portuguese­
speaking. Fer these three groups, the sessions 
were conducted in Khmer, Spanish, and Portuguese 
respectively.Notes were tllken and ,ecordlnss were 
made for all llstenlng sessions. 



The composition and number of the listening 
sessions Or£anized and tile list of lndi~iduals invited 
WEre determined In collaborlltion with the 2019 
Community Health Needs Assessment (CHNA) 
Steering Committee and Advisory Committee, and 
other community partner... 

The 13 listening sessions organized by professional 
or organizational grouping Included: nonprofit 
organizations, organizations providing services lo 
older adults, public health dire<:lors, 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, organizations with youth, profes.slonal 
working to eradicate S8lCual violence, providers 
of substance use disorder seivlces, Ctrtle Health 
leaders, non-Circle Health providers, physicians, 
Greater Lowell Health Allial\Ce members, and Lowell 
General Hospital Community 8enefit Advisoiy 
Committee members. 

The other 7 listenina se.ssions included member.; 
ftQm the Cambodian, African, Portuguese,speaking 
and Spanish-speakilli communities. as well as 
participants of Teen Block at the Lowell Community 
Health Center, Lowell Housing Authority residents 
and Lowell House clients receiving services for 
substarw;e use disorders. Individuals were asked to 
participate as private indivlctuals and not as official 
spokespersons for their communities. 

A total of 19 l<ey informant interviews were 
conducted wtth first responders by UMass Lowell 
students. The first responders Included Individuals 
from the police department, fire depa,tment. 
1>2ramedics. and emergency medlcal services 
(EMS) professionals. These Individuals were asked 
lo take part as private indlvlduals and not official 
spokespl!.l'SOns of their organizations. A member of 
the 2019 CHNA Steering Committee also conducted 
key informant interviews with a clinical leader from 
Lowell General Hospital and a Lowell Community 
Health Center's Board of Directors Member. The 
average dunition of the interviews was 45 minutes. 
Too questions were the same as the community 
listening sessions. Notes were also taken. 
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Listening session and key Informant interview data 
was analyzed using Nl/i~ software, Top health issues 
were ranked based on the cumulative number of 
sessions that mentioned specific health topics. 

Analysis of Seoondi!)' Data Sou,ces 
The Population Health Information Tool (PHIT) 
from the Massachusetts Department of Health 
provided most of the community ~nd state level 
health survelllance data. This datlll portal provided 
Information from the Massachusetts Cancer 
Registry, Massachusetts I/ital ReeOfds (2016}, 
Behavioral Risk Factor Surveillance System (BFRSS} 
data between 2012 and 2014, Massachusetts 
Bureau of Substance Abuse Sesvlces (SSAS} and 
hospltalizaUon data from the Massachusetts Center 
for Health Information and Analysis (CHIA). 

Addltlonal Information was acquired from lt!e 
following sources: 

• Trinity EMS 

• U.S. Census Bureau, 2013-2017 American 
Community Survey 5-Year Estimates 

• FBI: Unif«m Crime Report Program 

• Massachusetts Envitonmental Public Heath 
Tracking Portal 

• USDA Food Atlas 

• Community TeamWOfk, Inc. 2017 Community 
Health Survey 

• Youth Behavior Risk Survey (VRBS) and 
Communities that Care (CTC) Results 

When possible, data was compared between the 
City of Lowell, Gleater Lowell CHNA, and the stale 
of Massachusetts. We analyzed and presented data 
on Lowell as it has the greatest population diversity 
and generally experiences more health Issues and 
11eeds. Due to the small population of Dunstable, 
the municlpallty was not Included some datasets. 
This wlll be Indicated in tile graphs and charts. 



Data Limilatiaris 
We analy.ted public health surveillance data to 
P10Vide additional evidence of community health 
status, but in some cases the data was 3-6 or 
more yea~ old and may not reflect current health 
needs. Epk:lem!ologlC81 data was also not available 
for munlcipalllles where the numbets of cases 
were unstable or not significant. In these cases, 
the Greater Lowell CHNA measure excludes that 
town. Responses from listening sessions. informant 
intel'lliews and surveys were not a representative 
sample of all the residents of Greater Lowell, bl/I 
a convenience sample of Individual$ connected 
to an Olgilnizatlon or available and interested to 
participate. Nevertheless, the insight or perceptions 
of these participants are still valuable in .tSSeSSine 
the community health needs of this rtgion. 

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, 
followM by Chelmsford, D1acut, Tewksbury, 
Westford, and then Tyngsborough. The least 
populate<! area is the town of Dunstable with 3,337 
1esidenls. Compared to the previous assessment, 
there has been a slight Increase In population 
overall, but the population si~e rankings remain 
the same. 

Lowell has the laraest percentage of residents 
bom outside the US at 26. 7%. The American 
Community Survey 5-Year Estimates of percentage 
of residents bom outside the United States indicate 
that all areas except for Dracut, Tewllsbury, and 
Dunstable are ~ater than 10%. Lowell has a 
more diverse population with 21% of residents 
identlfyirig as Asian and 20.3% as Hlspanlc/1.atlno. 
Westford, Chelmsford, and Tyngsborough also have 
a substantial population of Asian individuals of 
17.7%, 9.5%, and 8.1% of residents respectively. 
The gieatest change since the results of the 2016 
Greater Lowell assessment is the percentage of 
residents Identifying as White. Wheteas most of the 
communities had a slight decrease in this measure, 
Lowell's population of White individuals increased 
by m01e than 3% from 57. l % In 2014 to 60.8% 
In 2017. 
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Within the Greater Lowell CHNA, Lowell Is the 
feast affluent community with a median household 
income (MHll 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% end 1Jnemptoyment rate at 
8.4°k. Betw~n tfltl 5-year estimatGs from 2014 
and 2017 from the American Community Survey, 
Lowell WilS the only community that eiiperienced 
a deaease in median household income of $583 
(-1.2%). Conversely, Ounstabte's MHI increased by 
$22,575 (+19.4%), Westford Increased by $12,865 
(+9.3%), and Chelmsfonl by $12,789 (+12.0%) 
{Greater Lowell CHNA, 2016). When compared 
wilh other gateway cities including Fall River, 
New BedfOfd, 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 weie between $37,118 (Sprlngfleldl 
and $65,929 (Havemlll). The average poverty rate, 
median housi:hold income, ~nd unemployment 111te 
of other gateway cities were 21.2%, $46,183 and 
9% respecti~ely (not shown). 



Table l - Basic tlemGCJ'lpfllc Data, Cities/towns In the Greater Lowell CHNA 

City/Town PapiAat!Dll " " " " " " " IWm'I " " Whitt Black Min Hlspllllc Bom ' Agld, ~td' lloidlald ;~ V111111playe,tnt 
Olltiidt 0•17 65+ lnmnle ~ . w 
tlltUS U111 

-· 8illeriCll 42.792 86.6 3.4 61 4.3 11.0 19.6 14.8 99.453 4.3 4.9 
Chelm!lord 35,067 872 0.8 9.5 3.7 lJ.2 20.4 18,0 106,432 3.6 4.2 
Dracut 31.113 86.9 4.7 4.2 5.9 9.0 21.9 14.6 86,697 7.2 4.9 
Dunst!ble 3,337 93.7 . 4.1 11 5.3 23.6 14J 138.700 2.1 3.4 
Lowell 110,964 60.8 7.3 21.0 203 26.7 22.7 10.5 48,581 22.4 8.4 
Te~ry 30,666 92.4 18 3.8 16 7.5 19] 17.S 93,!!17 5.4 4.7 
Tyngsborough 12.232 87.6 0.5 8.1 3.1 10.9 210 9.8 101,303 7.1 45 
We.\1ford 24,087 80.3 0.5 17.7 2.2 13.9 27.6 12.3 138,006 2.3 3.2 
Totil/Welg!Med 290,258 77.1 41 12.8 10,0 
Aver.ioe 

t.S.6 21.9 13.4 101,624 11S 6.0 

Mamchl!lells 6,189,319 78.9 7.4 6.3 112 16.2 20.4 15.S 74.167 11.1 6.0 

Soun:e, Amedcan Community Survey 2013•2017 5 yeJt estimsl8s 

•The unemployment rate is the "number of unemployed as ~ percentage of the labor for~ (sum of employed 
and unemployed).• This should not be confused with "% unemployed" which refers to "people who are jobless, 
actfvely sealilng worl<, and available to take a job" (BLS, 2015). 
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The Community Needs Index 
Figure 2 - Greatet Lowell CHNA Community Needs Index Map 
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The Community M~d Index (CNI) score Is based oo community demographic and economic statistics that 
make up a community's overall sock>-e<:onomlc profile. The CNI Is a calculated average of live b.!rrler scores 
which Include income, culture. education, insurance, and housing barriers. The oVErall score 19 Interpreted 
as an indicator of a community's health needs. The CNI sc«es of the cities and towns of the report are ii$ 

follgws {!isled from lowest need to greatest): 

Chv/Town Zip Coda 20U CHI Score 2016CHIS1:ore 
Dunstable 01827 1.2 l2 
Cl¾!4mstord 01824 u l4 
Tewksbury 0Ul76 1.4 l4 

l.Tlle "Community Needs ln~x" (CNI) was developed in 2004 by the nonprofit corporation, Dignity Health 
and the multinational company, Truven Health in 0tder to clearly see the healthcare needs of a community. 
Toe purpose was to be able to help communities dislribute resources in the most effective manner, 
recognizins !hat Sllme areas have more health care needs than other.; and prioritizing acco1dingly, There 
is a CNI score ror e:-iery populated zip code In the Unftl!d States. The,e is a CN I score for every populated 
zip code In the United States. CNI scores range from LO lo 5.0, 1.0 being the lowest need, 5.0 being Iha 
highest. The barri815 receive seotes of 1-5. reflective of need In comparison to other zip code.s 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 =res are based on 2018 data. 
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Tyunsboro 01879 L6 t6 
BIilerica 01821 L6 t8 
North BR!erlea 01862 1.8 .. 
WestfOl'd 01886 L6 1.8 
North Chelmsford 01863 2.0 .. 
OraaJt 01826 2.0 2.2 
l.awell 01851 3.8 4.0 
Lowell 01852 3.8 3.8 
Lowell 01854 4.0 4.2 
I.Dwell 01850 4.0 4.2 
Lowe"Avmge .. 3.9 4.1 

The average cm si;llre of Lowell's four zip codes shows a greater health need than other towns by al least 2.1 
points. The other towns' CNI si;ores range from 1.2-2.0 while Lowell's soores range from 3.8-4.0. These scllres 
reflect Lowell's population, which is greater In number than the other towns and comprised of more Individuals 
who are in tile lower to mlddle sacl(H!(OOOmlc position. As previously mentioned, th81e is also a greater diversity 
of races, cultures, and languages that potentially creates a barrier in accessing health services. 

City Pcputatlon Welght~Average Weighted Average 
2019 CNI Score 2016 CHI Score 

Lowell 112.127 3.9 4.0 
Lawrence 80.813 4.4 4.S 
HaverhiH 72.806 2.8 3.1 
FallRivef 106,051 3.7 3.9 
New Bedford 106,968 4.0 4.0 
Brockton 94,856 4.0 3.9 
Worcester 181.136 3.8 3.8 
Snrtr111fleld 169,007 4.0 4.0 

Lowell's CNI score Is comparable with similarly-populated cities across the state with the exception of Haverhill 
as ils 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 revohrtlon with populations batween 70,000 and 181,000. The average score of these 
seven mid-sized, urban cities is 3.8, indicating Lowell Is not an exception. 
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Social Determinants 
of Health 



Healthy People 2020 defines social determinants 
of health as "conditions in the environments in 
which people are born, live, learn, work, play, 
worship, and age that affect a wide range of health, 
functioning, and quality of I ife 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 high I ight relevant resources 
including bu i It 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 ethn icily have been linked lo 
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 

Community EJ Criteria 

Billerica Minor~y 

Chelmsford Minority 

Dracut Income 

Dunstable .. 
LoweU Minority 

Income 
English Isolation 

Tewluburv .. 
Tyngsborough -· 
Westford Minority 

MA State . . 

Soutre: EOffA (2010) 

Built Environment 
Built environment can refer lo the physical aspects 
of communities we live and work in. During the 19th 
century, crowded and unsanitary I iving conditions 
contributed to disease and epidemics. Although 
there has been a shift in public health focus toward 
chronic disease, the link between environment and 
pub I ic 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, ii 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 (Gelormino et al., 2015). 

Environment.al Justice 
Environmental justice slates that "all people, 
regardless of income or race, have the right to fair 
treatment and equal involvement 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). 

Percent of Block Groups In EJ Percent of Population in EJ 
Block Groups 
3.3% 

4.5% 3.0% 

S.6% 4.0% 
.. .. 
87.S% 87.6% 

-· .. 
.. .. 
8.3% 10.2% 
.. 12.1% 
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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 al 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 1.7 37.1 5.9 15 
Drac.ut 4.4 41.3 6.5 11 
Dunstable 7.9 69.4 6.8 0.5 
Lowell 0.2 14.9 5.1 3.4 

Tewksbury 2.6 40.6 8.1 2.2 
Tvncnborough 2.9 57.5 3.5 2.3 
Westford 2.3 56.9 6.1 18 

Sou~e: A1EPlfT Community Ptofiles (2019) 

Within the Greater Lowell area, there is an average of about 6% of land use dedicated as open space and 
Jess 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% fol lowed by Dracut with 
more than 4%. 
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Food Environment 
Figure 5 - Greater Lowell CHNA Food Atlas Map 

Source: USDA fccnomic Resea,ch Service, £SRI (2017) 

Results from the USDA's Food Atlas indicate a majority of the Greater Lowell Region as Low Access at ½ 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 ½ mile in urban areas or 10 miles in rural areas from the nearest supermarket. The 
orange areas also include th is 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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Childhorxl Lead Poisorting 

Lead in Homes(%) Lead Screening, Prevalence of BLL ~Sug/ High Risk Status 
(Percentage of houses 2017 (%) (Per«ntage dL (per 1000) (as of 2016) 
bull! before 1978) of children age 9 (5-year annual average 

months to less lhan rate per 1.000 from 
4 years screened 2013-2017 for children 
forleadl age 9 months lo less 

than 4 years with an 
estimated tonfirmed Bll 
~Sug/dl) 

Billerica 65 71 7.9 No 
Chelmsford 66 78 7.2 No 
Dracul 51 72 4.4 No 
Dunstable 39 93 Below state level. No 

unstable 

Lowen 79 68 28 Yes 
Tewksbury 51 72 6.5 No 
Tyngsborough 38 84 6.4 No 
Westford 43 76 8 No 
MA State Total 71 73 19.2 

Soun:e: Massachusetts Environmental Public Health TracMng, Community Ptofiles 

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 ;al O µg/ 
dL that occurred within the past 5 years. The reference level of 5 micrograms per deciliter {µg/dL} was set by 
!he 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 Wori< 
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• lowell • The Grec1ter Lowell CHNA • MaS:$;,chusetts 

Source: US Census Bureau, 2013-201 l ACS 5-l?ar Estimates 

Transportation access and commuting lime 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 lo work for residents of Lowell is 25.8 minutes, for the Greater Lowell CHNA 
ttie mean travel lime 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. II is theorized that the support that people who have immigrated to ttie United Slates 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 ttirough 
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 Middlese)( 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 Outside the United States 
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As previously mentioned, Lowell has the greatest percentage of residents who were born outside the United 
Slates. 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 tliat 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 
lo counterpart individuals who speak proficient English (Green & Nze, 2017). At least 14% of all households 
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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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, Chelmsford, and then Billerica. At least 95% of the population of Dunstable speaks only English. 

Figure 10 - languages Spoken at Home that Speak Engllsh Less than "Very Well" In Lowell 
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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). Lowell 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 well." 

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 (BARHll,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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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 
economic indicator in the United States. Multiple studies have shown !hat higher income strongly correlates 
to higher voter turnout (Akee, 2019). The reason 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 lo 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 voling. 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 qua I ity 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 wel I. 

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 40-hour 
week al 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 uti lilies. 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 

Lowell's median home value to median household 
income ratio, the basic measure to determine 
housing affordabi I ity was 4. 95. This is the highest 
ratio compared to al I 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 !he 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. 

Ciross Rent as Selected Monthly Owner Median Home Median Median 
Percentage of Costs as Percentage of ValuefMedian Home Household 
Household Income Household Income Household Value Income 

Percent Total Percent Units Total Housing Income 

Unlts30¼+ Occupied 30%+ Units with a 
Units Paying Mortgage 
Rent 

Billerica 43.4% 2.628 29.7% 8,627 3.74 371.500 99,453 
Chelmsford 42.8% 2,085 24.8% 7,881 3.46 368.500 106,432 
Dracut SU% 2,531 31.6% 6,382 3.52 304,800 86,697 
Dunstable 13.2% 38 28.3% 803 3.32 460,600 138.700 
Lowell 57.7% 21.282 35.1% 11,831 4.95 240.500 48,581 
Tewksburv 51.3% 1,417 31.5% 7,138 3.81 357,700 93,817 
Tyngsborouah 40.8% 549 23.1% 2.n3 3.44 348,300 101.303 
Westford 42.9% 829 22.1% 5,481 3.51 458,600 138.006 
Massachusetts 50.1% 918,649 31.5% 1,122,877 4.75 351,600 74,167 

Source: 1/S Census Bureau, 2013-2011 ACS 5-Year Estimates 20 



Table 12 - Housing Characteristics of Occupied Housing Units 

MA Billerica Chelmsford Dracut Dunstable Lowell Tewksbury Tyngsborough Westford 
% lacking 0.4% 0.4% 0.1% 1.3% 0% 0.9% 0.4% 0% 0.3% 
complete 
plumbing 

%Lacking 0.8% 0.6% 1.9% 0.6% 0% 0.8% 0.7% 0% 0.3% 
complete 
kitchen 

%No 1.7% 1.2% 1.9% 0.2% 0% 2.8% 1.3% 1.9% 1.1% 
telephone 
service 

Source, US Census Bureau, 2013-2017 ACS 5-YearEstimates 

Table 13 - Overcrowding 

MA Billerica Chelmsford Dracut Dunstable Lowell Tewksbury Tyngsborough Westford 
%of Units 1.3% 1.2% 0.5% 1.4% 0% 2.7% 0.5% 1.9% 0.8% 
with lto1.S 
Occupants 
per Room 

%of Units 0.7% 0.6% 0.2% 0.1% 0% 1.3% 0% 0.4% 0.3% 
with more 
than 15 
Occupants 
per Room 

Source: VS 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 tlian 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 Chelmsford lack complete kitchen 
facilities and more than 1 % of units in Dracut lack complete plumbing facilities. 
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Table 14 - Point-in-lime Homeless Counts in Lowell (2010-2018} 

2010 2011 2012 2013 2014 2015 2016 2017 
Total# of 290 333 306 335 333 348 344 324 
Households 

Total# of 526 589 534 559 S88 635 594 658 
Persons 

Source: HllD Continuum of Care 

Figure 15 - Point-in-lime Counts of People E:llperiencing 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 household 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-lime (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 ii in the community. Childhood trauma from any type 
of exposure to 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 Slates, 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 lo 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 related 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 lo 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, Tyngsborough 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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Figtne 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 al least one state­
administered program are considered economically disadvantaged. These programs include the Supplemental 
Nutrition Assistance Program (SNAP), Transitional Assistance for Families with Dependent Children CTAFDC), 
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 lo the graduation rates seen in !he table below, as Lowell has a graduation rate 
of less than 80%. Dracut and Lowell also had a higher drop-out rate (5.3%) than the state (4.8%). 

Table 20 - 4-Vear Graduation Rate {2018} 

MA BIiierica Chelmsford Dracut Oun stable Lowell Tewksbury Tyngsborouqh Westford 
%Graduated 87.9 87.2 92.9 88.8 ·- 79.6 92.6 96.9 98.0 

% Dropped 4.8 2.9 3.9 5.3 .. S.3 2.0 0.8 0.5 
Out 

Soun:e, Massachusetts /Jepartment of Elemenla,y and Secondary Education 
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Employment 
Employment allows individuals the opportunity lo 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 whose income falls below the poverty line. Rates 
of the individuals classified 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). Socially 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 lo experience the health benefits or have sick leave as 
those with higher earnings. 

Unemployment also influences physical and mental health due lo 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 difficu It 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 ol 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 al 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 ol residents who did not have health insurance in Billerica was 
closer lo the stale 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 
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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 superseclor of Education and Health Services 
employs the most people. Within the superseclor, 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. 
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Greater Lowell CHNA Survey Summary 

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 ttie CHNA, 
particularly in target popu latfons. The CHNA Survey collects data cross seven domains: Demographics, 
Community Healtti 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 lo 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 cou Id be deployed in community, health, and research settings to guide 
intervention and promotion efforts that yield t11e 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 on line 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 lo 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% 

Dracut 113 8.3% 

Tyngsborough 108 8% 
Tewksbury 93 6.9% 

Billerica 210 15.5% 
Chelmsford 194 14.3% 

Westford 87 6.4% 

Dunstable 11 .8% 
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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 l.SSO 

White 1194 1r1. 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 Hawaiian/Pacific 3 .2% 0% 

Islander 

Hispanic or Latino/a 126 8.1% 8% 

Other 24 1.6% 1% 

Though a fu 11 report of demographics can be found in the Community Health Needs Assessment Survey Report, 
other notable demographics of interest include: 

- Average participant age: 47.l 
- 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% 

- Nol workin~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 
Prevenlion Programming (23.3%). 

COMMUNITY HEALTH NEEDS AND PRIORITIES 
Participants assigned three priority ranks to their lop 
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%,l Bullying (30.8%), 
Drug Trafficking {24.3%), Sexual Assault/Rape 
(23.1 %), and Unsafe/Illegal 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 Illness (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 lo 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 
limes When I 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.l %), 

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: cha I lenges 
participants have experienced in trying lo access 
health services. These barriers include cost, 
transportation limitations, and systems fai I ures 
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, safely. community climates and the 
role of pol ice. 

Environment, Space and Housing: concerns about 
the physical landscape of the community. These 
concerns include lack of housing, green space, 
and walkability. 



Specific Illnesses: 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 
safely 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 pub I ic 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 Jives. 

Importantly, the summary fot 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 
Append ix 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 'goo(/ and 
described residents as relatively healthy. They based 
the determination of 'relatively healttiy' on the 
community having adequate emergency services, 
effective collaborations witti health agencies 
and organizations, and increased mental health 
awareness. It was mentioned in most listening 
sessions lhat communities in the Greater Lowell 
area face behavioral and mental health cha I lenges, 
especially anxiety and depression, across all age 
groups. A professional from a listening session 
slated, "/ have seen folks with a lot of mental health 
issues in the last 5 or 9 months, a lot of new cases." 
Most professionals mentioned ttiat 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 aelds 
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 



treat mental health problems may have negative 
consequences on physical health, including diseases 
such as diabetes, obesity, high cholesterol and 
heart diseases. A majority of the listening sessions 
acknowledged that the high prevalence of diabetes 
and obesity may also be attributed to a Jack 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 I istening 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 

Th is section lists in order of importance, the top 
health problems identified during 20 I istening 
sessions and 17 key informant interviews. 
Complementary pub I ic 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 lop health problem 
facing Greater Lowel I 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 lone Ii ness 
is predominant in the aging population, and that 
children may increasingly develop subs lance 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 challenges. 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 
!he 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 Lowe I I Community Health Center Physicians 
and Staff listening session acknowledged that organ 
failure from previous substance use disorder related 
health issues often leads lo 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 staled, "When I had pancre;ititis 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 I istening 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 I iving 
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 lop health problem. Several 
participants noted the risk of cellulitis and 
amputations among people with diabetes due 
to inaelequate self-management including insulin 
use, and lack of a primary care provider to authoriz.e 
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 leael 
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 i 11 nesses, 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 health 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 Adulls 
Older adults were named as a population at great 
risk by many participants. A professional at ttie 
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 thougtit to not be 
as enthusiastic to venture into the community 
and engage in social activities, preferring to be 
home. In addition, J istening session participants 
indicated many elders may be overweight and obese 
because they do not leave the house due to the 
cold weather. Those who I ive with family may not be 
easily convinced to leave the house. II was reported 
that there are limited transportation resources for 
the elderly to and from doctor visits. Additionally, 
I isten i ng session participants expressed that seniors 
fine! it difficult lo 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." 



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, "I 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 <Jays." 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 also 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 al one of the listening 
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sessions stated, "I 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 limited access to 
food. Listening session participants mentioned that 
although food stamps are avai I able for low-income 
populations lo 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 lo the American diet. Listening session 
participants indicated that there are noheallhy 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 I imited services 
available to the LGBTQ community due lo 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 !heir own health and 
well-being, thus potentially increasing their risk of 
mental health issues. 



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. Th is 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 thal individuals who 
emigrated for less than 5 years do not qualify 
for MassHeallh 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 communftles was pro~ided by members 
of these communities during the listening sessions. 
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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 Cambodian 
community are predisposed to substance use 
especially among refugees who have a diagnosis 
of Hepatitis due to alcohol. Post-traumatic stress 
disorder (PTSO) 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 al high risk because of 
a lack of compliance to scheduled doctor visits 
and regu far check-ups due to language barrier, 
transportation, and negligence. A community 
member asserted, "I 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 
!hat 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 th is I isten i ng 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 
!he 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 



by youth and obesity due lo 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 wel I 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. JI 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 communicate their health concerns 
lo 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, Band 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 fami I ies and the Community, while not 
receiving adequate attention. Participants stated 
!hat 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 slated, "/ 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, "Lowell 
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 Lowe I I General 
Hospital were also identified as a strength. The 
majority of participants from listening sessions for 
organizations acknowledged that Lowell General 



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 
LG H campuses has made access lo emergency 
care services easy. The availability of urgent care 
faci lilies 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 Lowe I I area might 
have a promising future because of collaboration 
between the Massachusetts Department of Mental 
Health and LGH. 

A few listening sessions acknowledged 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 stakeholders 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 !he 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 Lowe I I 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 
I istening session stated, "If 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. 

Jn addition, most participants mentioned that the 
lime 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 Jong 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 lo service the diverse 
Greater Lowell 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 translate 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 assault. 



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 fenlanyl use 
disorder due to underlying mental or psychological 
problem. There was noted lo be limited access to 
mental health services and unavai !ability 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 adulthood, 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, I isten i ng session and key informant 
interview participants noted transportation problems 
to be a predominant barrier to the health systems 
in the Greater Lowell area. Particularly challenging 
instances are during cold seasons, during emergency 
situations, or to a substance use treatment facility. 
Transportation is also more cha I lenging 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 ii 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 lo 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 i nlo the United States 
but can miss appointments because the public 
transportation system is difficult 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 fam i I ies who exceed the income 
I imit 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, "I am an 
amputee and I need a new prosthetic because the 
one I 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, I 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. 



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 laced resistance to walkable 
communities. such as "Healthy Westford" be<:ause 
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 publical ly available pub I ic health 
data. Dependent on data avai !ability, data was presented over time, by community within the Greater Lowell 
CH NA, or compared between the City of Lowell, Greater Lowell CHNA, and the slate 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: Massachusetts Vital Necords, 2016 

The leading cause of death in Massachusetts, the Greater Lowell CHNA, and Lowell in 2016 was heart 
disease al 11,923,470, and 165 per l.00,000 respectively. Opioid related deaths were the second highest 
cavse 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 
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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. l and 1505.3 respectively. 

Figure 26 - Age-Adjusted Rates of Emergency Department Visits for Cardiovascular Disease per 100.000 
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Until 2014, emergency department (ED} visits were higher in Lowell than other areas. In 2014 the statewide 
level rates were the highest al 590 per 100,000 than Lowell (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 (CHO) Amongst Adults (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 (CHO). 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 CHO 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 

400 

················· . . . . . ... ... . . . . . . . ····•· . . . . .. . . . .... . ... .. .... ~··· ······ • .... • .. .. • •t .. .. 

380 
360 
340 
320 
300 
280 

260 

240 
220 

---- • .. t .. 

--- =--- --- -- ----... .;;.. 

200 

2007 2008 2009 2010 2011 2012 2013 2014 

•••• • •Lowell - Greater Lowell CHNA - Massachusetts 

Sourr:e, Center for Health Jnrormation and Analysis (CHIA) via PHrr 

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.l 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 ttie 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 lo 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) 

25 23.3 
21.S 

20 18.l 17.9 17.9 
15.8 

lS 13.8 

10 

s 

0 
Westford Chelmsford Tynpbol'ough llllletica Tewksbury Lowell Drarut 

Sourr:e: BFRSS Results via PHIT 

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 52 - Per<entage of PopulatNln wflh food Stamp/SNAP Benefits In Past 1Z 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 slate average that was al about 12%. Within the Greater Lowell area, 
Dracut was the second highest at about 8% of their population. The proportion of ttie 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 Lowel I, 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 Tyngsborough as the lop 
three towns with highest healthy food intake. In this figure, the same three towns are the bottom three in 
regards to prevalence of adu Its with obesity. 

Figure 34 - Prevalence of Adults Categorized as Overweight - Percent (2012-2014) 
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The CDC categorizes the overweight range if the calculated Body Mass Index (BMI) is between 25.0 to <30 
(Oefin ing Adult Obesity, 2019). Except for Westford, the data avai I able shows ttiat at least 60% of all adu Its 
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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Aggregated results from 2012, 2013, and 2014 in the towns with available data have an average prevalence of 
adults with diabetes ol 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 individuals 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 al 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 al 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 eHectiveness of tobacco control 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 
Billerica 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 e~posure to secondhand smoke (2012-2014) 
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Secondhand smoke is smoke from burning tobacco products and smoke Iha! 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 lo that of adults who identify as 
current smokers, Lowell has the highest percentage of adults exposed lo secondhand smoke al 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 health 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 population 
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. 

50 



Figure 41 -Age-Adjusted 5-Year Average Annual Asthma Hospitalization Rates per 100,000 (2002-2014) 
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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 While, Non­
Hispanic individuals. The asthma hospitalization rates in the Greater Lowell CHNA are higher within the Black, 
Non-Hispanic population than in Lowell. In tl'ie state of Massachusetts, the asthma hospitalization rates are 
almost equivalent between the Hispanic population and the population of Black, Non-Hispanic individuals. 
This is a marked difference ttian 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 l 00,000 for asthma are similar between Lowell and The Greater Lowell CHNA. The population 
with the highest rate of ED visits for asthma is !he 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 diHers 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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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 Lowell, 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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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 lo 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 CH NA 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 Lowell from 2016 to 2017 atter 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 al 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 calls 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 Lowel I 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--0pioid substance overdoses have consistently been higher in 
Lowell than in the Greater Lowell CH NA 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 slate of Massachusetts. 

Age-Adjusted Rate of Emergency Department Visits for Non•Opioid Substance 0Yerdose per 100,000 
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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 
lo 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 ttiat of the state. 

Figure 51- Primary Substance of Use on Admission to State Treatment Facility in FY2017 - Percent 
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The primary substance of use on admission to a state treatment facility in FY 2017 was heroin in 
Massachusetts, the Greater Lowe I I CH NA, and Lowe I I at 53%, 48% and 56% respectively. The second 
most common 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• 
Percent 
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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 alcohol 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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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 s IR ol 
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 SI Rs 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 SI Rs 
of cancers seen in Chelmsford (103 each). Chelmsford's rates were the lowest among all the communities 
with two SI Rs 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 variabi lity in BIiierica, 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. 
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Figure 54 -Age-Adjusted Rate of Cancer Hospitalizations (Admissions/Observations) per 100,000 

sso 

S00 

450 

40() 

350 

300 

• • • • • ' '°7:7 
""'---~ ~ -.. .; .. ~ .. :-:.-;. :--------.. . . . . .......... ....._ - ._:_...... ~ 

2007 2008 2009 

••• • ••Lowell 

----·~ -- ----­·············~ ... ........ 

2010 2011 2012 

"••. ' .. ..... •.. ·~ 

""••·· ' ....... 
2013 2014 

Great~, Lowell CHNA - Massachusetts 

Sou roe: Cen/er for Hes/th Informs/ion and Analysis (CHIA} via PHff 

Patients with cancer are often hospitalized for acute cond itlons 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. 
Lowe I I has seen the largest decrease and, as of the most recent available data, has a lower rate of cancer 
hospitalizations than the Greater Lowell CHNA or Massachusetts. 

Figure 55 - Ag~Adjust4ro 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} 

100.0 

80.0 

60.0 

40.0 

20.0 

0.0 
2013 2014 2015 2016 2017 

- Lowell - TheGreaterLOINi!OCHNA - Mas.sai;:husett:s. 

&urce: Alassachusetts Oeparlment of Public Health 

2018 

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 5 7 - Newly Reported Confirmed and Probable Chronic Hepatitis B Cases by Race in Selected Geographic 
Region per 100,000 (2018) • 
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The distribution of hepatitis 8 infection rate by race follows a similar pattern between The Greater Lowell 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. lo 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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probable cases. Prior to 2016, individuals wl1h 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 
stale 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 ConfirmeG 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 similar 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 Slack individuals, then the population of 
White individuals, then the population of Asian individuals. In Lowel I, the rate of hepatitis C is higher in the 
population or 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 limes 
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 fluids - 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 eel I 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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of Residents 
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Participants of listening sessions with providers, 
professionals and community members were asked 
for recommendations to improve the he;,tth 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, llealth 
promotion and outreach events al social gatherings 
including schools. faith-based organizations, and 
non-profit organizations. Additional suggestions we1e 
resources available in multiple native languages to 
align with the cultural and ethnic backgrounds of 
the community. One key informant recommended 
organizing regular I isten ing 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 health 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 tile 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 Portability and Accountabi I ity Act) 
regulations. Listening sessions also 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 lo ease navigation of federal level 
policies and procedures. Immigrants and people 
who do not speak English would benefit from 
additional education on tile 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 info1mant 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 people 
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 vu I nerable populations including 
pregnant women, children, and 1he 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 fol low ups can be done 
for people with mental health issues or substance 
use disorders. 

The African/faith community had the following 
suggestions tor additional changes to improve the 
health of the African community: 

• More engagement with African leaders 
on ways lo 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/Al DS and STD 
status with health care providers and 
family members. 

• J ncrease efforts lo address alcohol use 
disorder, especially its impact on women. 

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

• More I is ten i ng 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 hea Ith services. 
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The Cambodian community had the following 
svggestions for additional changes to improve the 
health of their commvnity: 

• 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 commvnity had the following 
svggestions for additional changes to improve 
the health of their community: 

• Community health education on diabetes 
and healthy diet 

• More avai !ability 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 Ptevention Committee 
Centerville Nei hbothood Action Grau 
Greater Lowell Health Alliance 
Lowell Alliance for Families and Nei hborhoods 
Lowell Hunger Homeless Commission 

Local Health Departments 

Private, Communi •based Social Service & Communi 

Lowell Adult Education Center 
Merrimack Valle Area Health Education Center(AHEC) 

• • • U,i4¥ii44Futl 
THRIVE Communities 

Early Childhood, Youth, and Adolescent Services 1-------------- ---------------, 

Lowell Women, Infants and Children (WIC) 
March of Dimes 
Maternal Child Health Task Force-Greater Lowell Health All iance 

Atrius Heallh-Chel msford 
Care ive, Homes 
Chelmsford Senior Center 
Circle Home 
D'Youville Life and Wellness Communi 
Elder Services of th M rrimack Valle 
Element Care 
F airhijven Healthcare 
Fallon Health 
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Genesis Healthcare 
Glenwood Care and Rehab 
Greater Lowe I I Elder Mental Health Collaborative 
Home Awa from Home 
Lowell Senior Center 
Senior Whole Health 
Summit Elder Care-Lowell 
Town and Country Healthcare Center 

IJ11l®W11l:hllf..1-4Pdi4-i 
Greater Lowell Workforce Board 
Merri mack Valley Workforce Investment Board 

Food Security and Healthy Eating 
1--------------- --------------

Mi II City Grows 

••I • .. 

Merrimack Valle Food Bank 
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Inc. 

African Center of the Merrimack Valle 
Asian Task Force A ainst Domestic Violence 
Cambodian Mutual Assistance Association (CMAA) 
International Institute of New England-Lowell 
Latin American Health Institute 

PFLAG 

Chelmsford Wellness Center 
Cultivatin Qi 
Greater Lowell YMCA 
Lowell National Historical Parks 
Lowell Parks and Conservation Trust Inc. 

Mi ht Drum 

Bovs and Girls Club of Greater Lowell 
Greater Lowell Pediatrics 

Middlesex Partnershi for Youth 
Safe Families for Children 
Safe Routes to School 
Tewksbu Cares 
United Teen Equality Center {UTEC) 

• • 

. -

Transportation 

outfi &.,.Adolescent 
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Wavside Youth and Familv Sunnort Network 
The NAN Proiect 
YWCA of Lowell 

miiffill, ~: .. ,..,-~ 

Health Care Services . ' . . ... •i·, -~ . . . . 

Blue Cross Blue Shield of Massachusetts 
Boston Medical Center HealthNet Plan 
CHC Nursing 
Circle Health 
Damien Folch Family Practice 
Fallon Communirv Health Plan 
Greater Lawrence Family Health Center 
Hallmark Health 
Healthcare for Al I 
Healthcentric Advisors 
Lahey Emen,encv Services 
Lowe I I Community Health Center 
Lowell Crisis Team 
Lowe I I General Hosoita I 
Mass Health 
Metta Health Center 
Network Health 
Pawtucket Pharmacv 
Tewksbury Hospital 
United Health Care 
Walgreens Pharmacy 
Wellforce 

~ . -m 
uncare 
Arbour Counsel in2 Services Haverh i 11 
Billerica Substance Abuse Pro2ram 
Brid.,ewell/Pathfinder 
Center for Hope and Healing 
Clean s1ate Centers 
Column Health 
Farnum Center 
Ha bit Onco Inc. 
Institute for Health and Recoverv 
Lahev Health Behavioral Services 
Learn to Cooe 
Life Connection Center 
Lowell House Addiction Treatment and Recoverv Inc. 
Lowe I I & Lawrence Drug Courts 
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Lowell Tobacco Control 
Massachusetts Department of Mental Health 
Megan ·s House 
Mental Health Association of Greater Lowell 
Northeast Behavioral Health 
Northeast Tobacco Free Partnershio 
Northeast Recovery Learninla! Community 
Place of Promise 
Samaritans of the Merrimack Val lev 
Solomon Mental Health Center 
Tewksbury Detox Center 
Tewksburv Treatmer1t Center 
Tobacco Free Mass 
The Phoenix 
Vinfen 

Post-Acute Services 

Afya Home Care 
Care One 
Hand Delivered Hooe 
Northeast Independent Living Center 
Next Steo Livin11 
New England Community Cares 

Ambulance Services 

Lowell General Hosp ital-Paramedics 
PRIDEStar EMS 
Trinity EMS 

Education, Advocacy, Research & Planning Organizations 
,.~ • .ii; 

Billerica Public Schools 
Chelmsford Public Schools 
Dracut Public Schools 
Greater Lowell Technical High School 
Innovation Academv Charter School 
Lowell Middlesex Academy Charter School 
Lowell Public Schools 
Middlesex Community College 
Salem State University 
7 ewksbury Public Schools 
Tyngsboro 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 & Cavanau11h LLP 
Greater Lowe I I Chamber of Commerce 
Lowell Telecommunications Corporation 
Marcia Cassidy Communications 
Project Learn 

Health Education & Advocacv 

. . .... 
Greater Lowell Community Foundation 

. . ·~ 
Wei !Connected. net 
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Appendix B 
Evaluation of Impact since 2013 Greater Lowell CHNA 

ACCESS TO HEALTHY FOOD 
cat 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 (MCGl from 
June thru October once a week at both hospital campuses in Lowell. Between both locations, there were 883 
pu1chases of fresh, locally grown vegetables and fruits, and 165 of those purchases were with SNAP/WIC. 
The hospital also participated in the Community Markel Program over the summe1 with the Merrimack Valley 
Food Bank. The Community Market Program serves 1esidents 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 
CMc Asthma Education - The hospital's medical library provided one Continuing Medical Education (CME) 
prog1am for 60 physicians to improve education about accurately diagnosing and providing referrals for 
effective aslh ma management. 

Media Campaign for Asthma - Lowe I I 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 
Ment.al 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 
11ealth 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. 

Wei/force 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 - lo FY 2018, the hospital offered over 40 fitness programs to the public tor both adults aod 
children. We provide sessioos on-site at the hospital and partner with local organizations to provide programs 
upon request. Jn 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 slate 
of the art outdoor 'Fit Pit• playground specifically designed to address the deficit areas where children fail 
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-hour Careers in Healthcare Tour each month during the school year for students interested in the medical 
field. During each lour, 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. 

fnternship 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 10,50Dstalf 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 attract 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 addict ion. 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 collaborations in the Greater 
Lowell community to prevent and reduce the use of substances among our community members. The SUP 
Task Force partnerships have led lo 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 

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

Rank Resource Rank 1 Rank2 Rank3 Total Rank 
Count 

% n % n % n % n 

1 AHordable housing 17.6% 238 11.6% 157 6.79% 92 35.9% 487 

2 Access to mental 14.2% 192 10.3% 139 9.59% 130 34.0% 461 
health services 

3 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 27.7% 376 
s Substance abvse 8.0% 109 6.3% 86 8.93% 121 23.3% 316 

prevention programming 
6 AHorclable prescription drugs 3.8% 51 6.8% 92 5.54% 75 16.1% 218 
7 Preventative health services 2.7% 37 4.9% 67 6.35% 86 14.0% 190 
8 Emergency health services 3.2% 43 4.9% 67 5.54% 75 13.7% 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 7.3% 99 

11 Accessibility for people 2.0% 27 2.1% 29 2.95% 40 7.1% 96 
with disabilities 

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

13 Public parks 0.3% 4 1.4% 19 2.21% 30 3.9% 53 

14 Emergency housing 0.5% 7 1.3% 17 214% 29 3.9% 53 

15 Dental services 0.4% 5 0.7% 10 0.81% 11 1.9% 26 

16 Vision care services 0.1% 2 0.5% 7 0.89% 12 1.5% 21 
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Rank Order of First, Second, and Third Priority Health Issues, in Total Rank Order, All Participants 

Rank Health Issue Rank1 Rank2 Rank3 Total Rank 
Count 

% n % n % n % n 

1 Mental health issues 16.5% 224 13.7% 186 11.7% 158 41.9% 568 

2 Substance Addiction 13.9% 188 12.0% 162 8.0% 108 33.8% 4S8 

3 Alcohol abuse/addiction 14.0% 190 8.5% 115 8.7% 118 31.2% 423 

4 Cancer 7.5% 102 6.3% 86 5.0% 68 18.9% 256 

5 Nutrition 5.9% 80 5.6% 76 6.6% 90 18.2% 246 

6 Obesity 2.8% 38 3.8% 52 6.3% 86 130% 176 

7 Heart disease 3.4% 46 4.7% 64 4.3% 58 12.4% 168 

8 Diabetes 2.3% 31 5.6% 76 3.5% 48 114% 155 

9 Infectious diseases 2.0% 27 1.9% 26 5.2% 71 9.2% 124 

10 Tick/insect illnesses 1.7% 23 1.8% 25 3.2% 43 6.7% 91 

11 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 1.8% 25 1.4% 19 3.9% 53 

14 Bone. joint. and muscle health 0.7% 9 1.5% 21 1.4% 19 3.6% 49 

lS Asthma 1.2% 16 1.0% 13 0.9% 12 30% 41 

16 HIV/AIDS 0.8% 11 0.5% 7 1.4% 19 2.7% 37 

17 Breastfeeding 0.5% 7 1.0% 13 1.0% 13 2.4% 33 

18 Hepatitis 0.1% 1 0.7% 10 0.5% 7 1.3% 18 

19 Chronic Lung disease 0.2% 3 0.4% 6 0.6% 8 1.3% 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 Rank1 Rank2 Rank3 Total Rank 
Count 

% n % n % n % n 
1 Domestic violence 11.1% 151 12.5% 169 8.1% 110 31.7% 430 

2 Bullying 15.8% 214 6.8% 92 8.2% 111 30.8% 417 

3 Drug trafficking 8.9% 121 8.5% 115 6.9% 93 24.3% 329 
4 Sexual assault/rape 60% 81 8.9% 121 8.2% 111 23.1% 313 

5 Unsafe/illegal gun ownership 8.3% 112 4.4% 59 7.5% 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 4.9% 66 14.9% 202 

8 Gang activity 2.3% 31 3.2% 43 4.7% 64 10.2% 138 

9 Discrimination based on 3.3% 45 3.5% 47 2.4% 32 9.2% 124 
immigration status 

10 Discrimination based on class 2.7% 36 2.7% 36 3.5% 47 8.8% 119 
or income 

11 Discrimination based 1.4% 19 2.9% 39 2.6% 35 6.9% 93 
on gender identity 

12 Theft 1.2% 16 2.8% 38 2.9% 39 6.9% 93 

13 Discrimination based on 0.7% 10 1.6% 22 2.1% 28 4.4% 60 
sexuality 

14 Discrimination based on 0.7% 9 1.7% 23 1.5% 21 3.9% 53 
sexism 

15 Vandalism 0.4% 6 0.7% 9 1.7% 23 2.8% 38 

16 Street harassment/cat-calling 0.3% 4 0.4% 6 0.9% 12 1.6% 22 
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Health Issue Prevalence, Self and Others, In Rank Orde1 by Participant Prevalence, All Participants 

Rank Health Issue 
n % n % 

1 Anxiety 33.4% 453 56.0% 759 

2 Dep1ession 26.2% 355 60.4% 819 

3 Vision prol:llems 255% 345 44.4% 602 
4 Bone. joint. and muscle illness 21.2% 287 41.3% 560 

5 High cholesterol 17.6% 238 48.4% 656 
6 High blood pressure 17.5% 237 61.4% 832 

7 01:lesity 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 

11 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 4.2% 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 3.2% 44 19.3% 261 

21 Hepatitis B 30% 41 15.6% 212 

22 HIV/AIDS 3.0% 40 20.6% 279 

23 Substance addiction 2.8% 38 52.2% 707 

82 



Barriers to Healthcare Prevalence, Self and Others, In Rank Order by Participant Prevalence, All Participants 

Rank Barrier I have experienced this Someone I 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 
I am available 

4 Cannot afford 1egular 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 heallh 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 se1vices 5.6% 76 29.0% 393 
{hospice, in-home care. etc.I 

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

12 Cannot find a doctor who respects 3.3% 45 15.1% 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 Affordal>le Housing Mental Health Mental Health Mental Health Affordable 
Services Services Services Housing 

2 Mental Health Affordable High-Quality Pul>lic Atfordal>le Prescription Healthy Food 
Services Housing Education Drugs 

3 Healthy Food Healthy Food Healthy Food Sul>stance 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 Al>use Substance Abuse Affordal>le 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 Mental Mental Mental Mental Mental Mental Mental 
Health Health Health Health Health Health Health 

2 Substance Alcohol Alcohol Substance Substance Substance Alcohol 
Use Abuse Abuse Use Use Use Abuse 

3 Alcohol Substance Substance Alcohol Alcohol Alcohol Substance 
Abuse Use Use At>use Abuse Abuse Use 

4 Cancer Nutrition Cancer Cancer Nutrition Cancer Cancer 

s 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 

s Unsafe gun ownership Sexual Assault 
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Appendix C 
Listening Session Participants 

Phillip Abad Hope Desruisseaux Brenda Govid 
Lisa Abramouich Laura Diaz Marilyn Graham 
Mercy Anampiu Emily Donovan Amada Gregory 
Shirley Archambault Alyson Downs Ellen Grondirie 
Barney Arnold Christine Durkin Laurie Guay 
Gerouge Asamouah Barbara Duusford Gordon Halm 
Veronica Baez Jim Dyment Kathy H icking 
Felicia Balbi Olivia Echteler Heather Hilbert 
Stephanie Barry Kate Elkins Jeff Hillam 
Frank E. Baskin Aurora Erickson Edina A. Hint 
Leslie H. Baskin Marie N. Eugene Elizabeth Hughes 
Laurie Blair John Feeley Denise Hulse 
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Appendix D 
Listening Session and Interview Questions 

1. Could you tell me your thoughts about the overall health of the populations that yov 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 !here other barriers to improve the health of these populations and their individual health needs? 

8. Whal 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 healtti 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 lo 
address the needs and improve the health of the community? 
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Appendix E 
Listening Session and Interview Facilitators and Note Takers 
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Kim-Judy You 

University of Massachusetts Lowell 

University of Massachusetts Lowell 

University of Massachusetts Lowell 

University of Massachusetts Lowell 

U niversily of Massachusetts Lowell 

Cambodian Mutual Assista11ce Association 

University of Massachusetts Lowell 

University of Massachusetts Lowel I 

Cambodian Mutual Assistance Association 

University of Massachusetts Lowell 
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Appendix F 
2019 Community Health Needs Assessment Advisory Committee 

Jayne A. Andrews 
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Karen Frederick 
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Andrea Saunders Batchelder 

Jeffrey P. Stephens 

Kerran Vigroux 
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Exhibit A (4) (b) 



GREATER LOWELL COMMUNITY HEALTH IMPROVEMENT PLAN 2020 CHIP 

Visio"' 
A healthier community through collaboration, education 

and the coordination of resources 
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Executive Summary ----''-------------
The com1;n;rnly wr, li\'t' 11~ influenc<:! . our ht·~llh. Fo1 sornr 

good hcolih ,.,eans 1ed"c,ng the rate of d·a~etesor asthma, 
yiule for others 1t is 1.irov1d1ngaccess lo educ<l:t1on t>nd 
&or.omic st,,~ihty lo e:the1 case. to ,"!cl1ieve o;>t1m;:,I h~alt'h it 
,s 1mperat1~ Lhat we i1.1pro·,e t.,e region w~e,e ·.ve 1:•:e, team, 
w~,< or.d play To do this, colla~orat,on is key to develo;,111g 
the best stcc11eg1es 1oaddress the r.ee-t.so{ thcr:ommur.,ty, 

tn 201Y. Lowe:l General Hos~1tal. in pa•tr.ersh,;nv,th the 
Gret>ter Lo·.-tell t-le,,lth Alhance, comm1ss~or:ed the un•-••e:sit;' 
or Massachusetts Lo·.vcll to conduct a:idassessmen\ of 
c.u1nmun\ty health needs for th~ Greate: Lov,•ell a:eJ, which 
ioc1:1des. B,lleric~, Chel1~1sfo:d, Orat:ul, Oul"!stable, Lowell. 
Tewks~u,y, Tyngsbo,o and Westfo:d, The pu,µosc of this 
assessment 111d ud()S e'J,~lualii'lg the o•,•era1II1cahh o~ ,es1dents 
by cnvo:v1r.g a broad s,peLL1um of c.o;nntuility me1.'lbcrs. 
ider.t1rying t~e top ~,ta~Lh issues. and strengths and we(1kne-sses 
of ~he ~alt:ic;m~ new:ork, rec.ummending ac.t,ons to ad:i,e'SS 
p110:;tyconcerns,<1n<i prov:d;og infc1ma~10:i that iufo,ms a 
to:r.rr:un)ty process to l')i;1ld com~ensus arour:d ~Mateg,es to 
impro'✓e li\C health of (ire,,~er Lowell rP,SuJeuts, 

li•c top p:ior1\}' l•et~l;ll pro!Jlcrn; idP.ni1fied by tli~ 20L 9 G:P.,,te, 
lowell Cou::mm,t, Health Needs Assessmeot {GLCliNA) 
1:i.rough foci;s groups, u1terviP.,,.,s. and s:1r•:e'fS, in orde: or 
p;efere11ce (Ind sup~~ted by p:.1blic he<'!llh data 1nc:ude mental 
heatth \e g. dep,~s·.on}. substanc~ ~ddiction, ()k:o~o, abuse/ 
add1~ho1!, ca:1ce:. c1:1<l nutrition. Other he.,,!th issues in<,lu~ed 
obes1\:J, hear~ disease. C:abetes. 1rifeclious di~eases. and tick/ 
i11sect 1!!1,P.,s Tl1e topp11011ty coinmcnity safely Iss.ues 1de:it1tie:d 
aIe domes.tic \flOlenr.e, bu!l11ng. drug 11afficki!I& ,sexut1l 3s.s.:>ult. 
cape, .;nd unsafe/illegal gun o·.•.ners~ip, Additional commt.111:ty 
Sc\fety issuPS include hum:1:1 l1<11ftdm1g. d1s.c:11rn:n,111on l,aseri 
on rac~. g,,ng ac.t,v,iy. d:s.cr1min,i.t1on t,a,scd on immigration 
status, and C1scmninai1on based on cla;;o~ income,. 

Shonly Jfter t he completion er the 2019 Gceti.ler L1.Yt;ell 
Cun1rnun'.!y Health ~eeds A~ses;ment, the p;()n:1111g p:ocP.s.s 
for t he G,eaic~ towell Community Heatth Imp1oveme:it Piao 
(CHlf1) t,egan. Uflizi~1g the d~t3 a1~d re,omn1endations 1,1t0·,1dect 
by the CI-INA. an<l the input uf over )110 indw1dut1ls rro~n over 
SO d1tft:,ent 01~an1zt1t1011s, 1hc Cl-Ill' hee;an to tc1ke shape 

Th• Greater Lowell HealihAllionce (GlnA) task fo,ces ,.,·,ed 
~s. working groups for ea:::h of these t1reas ~o de•:eb;> sHate~ies 
flY C<1Ch ohjec11ve. lnte:·.,1£!•::s wilh ~)(l,)l'l l S In P.iJrh of thC'<;f'! 

a,eis. ils well as 1ouri<l table disc.u!.$10:-is ltso too~ pla,e. Tbc 
GL HA Hc-c1hr\ tquity T,i.sk f'or.:.e ,.,._·ds developed frO!ll t!1e current. 
Cu1,~1ra\ Compc:cnq • task fo,cc. They <..on·:cned to assess all 
p opm~1 obiecu•1e:s a11d str,1tegIes Ulfou?,h;, lens of l-lr.alth 
fqu ty The t,,sk fo<ce membe,s de . ide~ lU 11,corporote 3 p!an 
c.o meet the Nat1onai $ta11darCs for CuituraI;y .,nd Ungu1stically 
Ap;>rcpriote SN< <es (Cl AS) ,n heal\h and health care into the 
er.ti> p~otess m orde: lo redu::::e disparities and ac.hie·:e heahh 
r.<;u ty After ref:n£?1ne.11t f1 0111 the stt1ff, ,·11e11:s, t1nd volunteer~> 
uf the <,;lHA, sevc-n health p11ority areas, 21 focus ar~as under 
c,i. h. obJ~Ct1·:e~> ;,nd s:1alegI:-. 1e.;:oauuenct.;ho11s v,·ere fr:1al icd 
Tflese 1te:ns ~re w1t~in t'l large, framcwo1i( with on~ o,-e~arch:ng 

goal. he,,Hh eQu,ty 

One Goal: Health Equity 

The Roher I V,J'.Jod Jchnson Founcfat1on dt>finPs. l :.t-alli1 
equity as ",i.11 peo;>lc, reg,irC!ess or e~hn:i.:,ty. socI0-e,unorn,c 
status, sex°' age, h:.3ve equal opportunity to dt-•1e!op and 
mt1intain hea1lh t:lrough ~u.,1 a<.less to re-sources~ In t':ie 
1n1l1al 1ueetIng uf the CHIP p,ocess. commi.Jniiy pa1t11ers 
ag,eed to ,.-.,ork 10,.•,wds equity, t1s a s.hareO f,o,,t 111 all prio1,~y 
21e;,s ;)5, (?QUI\'{ WilS cJeru,ed .,s SUl:CC~S ' " c.om11111f'lllY heJlth 
lmp,ovement. Thecommunitr partners.of lhfJ region ~re ali ir 
agreemenl that t he comuiunit}' dese;•,es the o~pu1tcnlly to 
be he,i.!thy. mak)og equity the ult1mai.e go<,I 

Key Component: Cultural Competency/Cultural 

ResponStiveness 
Greater Lo·.•.ell ,cgIon hc?S a diverse population lo ens:1re 

!hat thP. w.,:-: done throug~ 1I:.e CHIP g1o•MS to .i-,arGs hea\th 
eQuil}' ilH pt10flt)' ()1eas need to '":~ cultura1iy c.ompe1ent. 
N,,tio11al CLAS stanc.Ja1ds will be u~ed to guide co:nmunity 
pc?riners tawa~ds this $h ft 

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 Maternal Child Health Safety & Violence 

• ?1ever.ticn f... Edu1 (1t,on 
• 1'1al~•n~I t ... ',ort~i1!y • Domc~hc V1olcn:.:e 

• Se, v,ccs & 1fcotn~en' • f1ehn(1tr:I M~ot~IHcallh • $,t->l(. 1111 A S'.:d l!I~ 

• Tt!e:l P1\~g11a1 '1!. '/ • B,1hy1n9 

Housing & Built Environment • 1 ·font r~~:.!,n;J • D:s<:rn11 fl<Jl on 

• Affor(lablc Hour.my 

• Trar~;,:,o:tat1or.&A•~Les· 1bll Ly 
Mental Health 

• Sr.rv1~~ .Access 

Wellness & Chronic Disease 

• Prevent,o:-i & f.(fuca11on 

Infectious Disease • Won.Jore~ Deve~ pm(?1 1t • Co 1nm.J!11\y ~e-source~ 

• Ef!",crqen< y f>,epc\mdrae$$ • s,1;-c·de 

• HIV/Hep C 

• lnsc- · t 11:n~ss a, 1.:I Va,:( . , 1es 

Greater Lowell Community Health Improvement Plan (CHIP) 

A Cornmumt}· l-le(llth Improvement p;;:,n (CHU>) is a 
1ong·lPI 1n. systern.11cC' e1fnn to ;l'1d1ess pubi1t h~.,lth ~1ob~~111s 
in a co:nmun1:.;· The plar. is t,.ascd on th!! results of community 
hea~lh assessment attlVlties, c1r.rl is part of a communil}' heaah 
i!np10\'ement pr0le$s., help ng lose~ p11011t1es,c.001d1n,"!\e 
efforts, ,,nd target 1P.~:)u1 ;.e::,. tt ~ho:1ii:I c~fo1e t'lle •11s1on for the 
health of th~ communit}' \l:l1ough <> c.:o~labo:Jti•,e p:oc~ss anct 
snould ~<ld•ess the gamut of st1engths, wea~nesses. c•alleoges. 
<>n<l opporlun.t,cs that e)(ist ,n the cor.imunil~• lo iinpro\-e 
the tie;,lt., s1a1us. d 111at c.omn1u11ity {Sou~ce Public Hei!lth 

Accred,tat,on Boa1d) 

A CHIP for Greater Lowell 
\".'1th a 1p ai lo crec?te a long-term sHo~~r,,y to sucogt:i~n 

lhe are.?'s. heallh s.ys,ems, our CHIP will be usecl as roz.cl map 
for he.>llf\ 1mpro·.-ement over a three•}'eti.r pe;,od. gu:d1nr, 
the 1n•:estment of res.our<es o! 01gan,2Jt,ons w1U1 a sta'ice i:-1 

impro-::ng hea'.th f;:.r Hie res1t.~n\s of l.owe~I and tlie surrouml111g 
wmmu1d1~s Our Cl-UP mission to turn data into ar tiu;1 and 
working ln1i1,,t.,:es to a~dress 01.1r t:ommumty's top health 
()rll)li\lC'r> \•'"1 tt ~drlrP~s,n~ ~IIPC 1r1 h1~i1lU1 pr10~:.itCS, the 
uveracching goa~ 1s a!ways one cf hea\;,h cqu1l}'· 1oeetlng 
1:1c- h~;,lth ne~ds no~ IU'it for S0IT\(". IJU~ for all 

Who 1s Involved 
AO UP's value ~1:ul s,g,~1fi<:;,nu~ stems fwm the 1r.v1)(,.•P.111l!nt 

of I~c ,o:n:nur.ity. Ove, this µast yea,. the C;LHA hls engaged 
,nor~ than 100 p~op1e from r.1orP. than fi fty t o1nnrn11ay 
orl:!,,1n1z~tions to clevf'ln11 our n,~, Coinmu111;,y 11e.,,IU1 
lmp;O\•~ment Plan. with 1r.any more pariller agencies 
.>ntl org,,nn:aUoll'S expc~t~rl to JOlll m tht <om:ng ye;,1 

• 1\o• .. ·•x·.?:cy 

-- -- -- --
Our Plan in Action 

Ill 2019 the (;LHA held do1er.s of higb-ene:gy CHlf> 
~)lilnn:ng pro< ?i5 tnP~ting~ ~h<11 rnalJJcd us lo J011, w th 
<'.on1murhlY mem!:lers and 1~a~e,s lo for\her identify cur 
1.:ommumty's lOP ~,ealtl1 p1,011t1es byd1i:l:n?,rleeµer into ou, 
':lcalth needs ;,,s.s.essmcnt Through those mee11s1gs. we work~d 
to d<:!v~k:,p ~MART go~1rs. a:1d o~_e: t1m - ti,ose tha;, arr 
~pe<.1f:c, P.l<:!a~Ulable:, ~-h1evahh: 1C'i:1hs-fo;.U'if'd a11d \lmP. 
bound - to IC\'P.rage and max11n11P. co;nmu:11ty 1CS·'iurc·cs 10 
m1 g;1psa11d ;,void duphra11on nf t>ffo,1s in t!lesc w nr1l}' iJl<"ilS 

The GL!-IA task forces 2nd the GLMA ;iteer:ngr.omm,lle•. 
comrris ng a &m;,11 grolcp of inte~e&led par;n~,s in C(lci1 area 
oi F.xpertise. will <..ontinuaily o-:eas~.ue hcalt~ prog1P.s.s. and 
,ndi: ators ;hat \*/1II t hen be repo1te6 b;,cl( 10 the cornmun ~y 

Creating Impact 
Although our CHIP ;s a wc rkin~ riocu111~:it in \ts ~arly s.tages, 

1\ is al:eady C{e.>i1ng \mp.?t:i. The CHIP p1oces.s helped de1erinine 
pnor.ty a~e,,s. for gran:s., ena!ll1r.g t'ie Gt KA to d:&tubute fund~ lo 
the orf

1
,nizc?:tioils on tlie from line of ;:irldress'.nR our a1c<1'& un111e: 

health needs 0'Jf 2020 Co:nu1uni~y Health l nitia:.r..tes Gran IS 

\.'-'ere awarded a10:.1od ile.:Jlth pr101ities and p:og,ams 1:la~ met 
the s;,e,.,~- .. eas of foe.us ,&, n11hed by Jh• CHI~ p:LJcess. Menta, 
Heal,h, Alcohol & Sai>s:anr.e M's,ise. wellness & Ch<on, D,s~ase. 
lofe:. uous 0.C.R:a5e, Mmernal Chi!f,Healt"h, P. -..uting& Built 
Em, ;onn.ent. and Safely & V'"'..;lence. 

GR£Alf.R lOWfLL COMMUt{l1Y tlf.AlTH IMPRO\IEMENT l1LAN 2020 CHIP 
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ALCOHOL/SUBSTANCE MISUSE 

Ra.tionala 

/\ppr. , mated l in l•J ~~:,t,,o,ei t'> ageo 18 e<r"";e:i;.~ - ~t,11 ,e use 'soroo (SAMHSA} J\)co'iol aro s.u!l~!a1t· e ,n•;use were 
,dc·,:1f~_.t! a> ;i 1 ,r, frJe he!ihh m~ed f rem µart1~1par,ts m every G:ca!P.r luwell r:o,,1:r.un1ty and de,i;oir.iph.:. p,1(')uµ ,nduJcd 1n the ?01) 
·11NA /Jr~ a•xl s~lJs,:.in_cm,~ ~vere id1..Y.t1fi~ by CHNA ~,u 4).='nls as p:1rt < lllJrly cr1t1cJl lS>UPs for 11: ludc ~1'1011:s.. ents. 

p~.:,ple e,q.;enenc.:1flg em )t,,.-nat distcesi. mem~ rs of im.r~1grc1m and refogeecurrnr.un1Ues, and peop'e d-a_~no3Ed -.-.-.~h !tep.1t1M 

Prog~ ss and Success~ 
In 2018, the GLHA. rele~sed the Mt tJimac( V~Ue:y S•.1bsta1t e tJse 0,sorCer Resource Guide. r,ro·.•1dmR ,,.,fuabic info:m.ilion fof 

.cmrnon 1-; rncrr6ers andser\'1Ce ~•- v,d,i:·s to~ ce~ serv,e-s Age:i· ,es lilce the l-.·\a!.~ 1 husetiS Op101d A!Ju~e P1e•.•e,ntion Coll~bor.:,t,ve 
ha·, e ma ie grc,1t slrrdcs rn , h,in)!rng 1h-. pol,,_ y and p,,,ctk e ar, uad <;«a.er Lowell. The 2020 CHIP o,rtf.nt~ ,.,,..,,,1 e-Jidf'1lte-bJ~ 
•p, oad~ ci,,s,p,>ed to bo!;ter "''~ :igcommurllty elf m to acdr,ss 5ut>st,,,ce ll$e D.s<:>rder (SlJf>) and alcohol eddrr\ron. 

UPCOMING ACTIONS 

Prevention and Education 
Ed:>.~honanJ txe\~1 1 ati':e ~,ear~ ups~rccm su~•egies to red:.1::e future SUD and a~d1ction Ev,dente·Rised P.01:;r~mming \'1ill 

pro-1it.e e-Ju, ~:1011 and r~s:,Lm es lo y~u~1g people ,•.t-io rnai b~ esper.1.111:,· ·1ulnt:!ablP.- to suY.tan{C U"..ie Stml.ic13ne1>ust),·. c ,nng f\.:J: 
scrvtc:e or •.· des~ feel ~ip,ped,•,1th 1hr m ' St tuuent cv1de1ke•"'las.~d informallon to de~1\'e, culturally competen1 t.iest·r,ra,.ti. es 
are essential for c.ire qu,llily Gri!nd RJur.ds T,,,ming to Ph-,-s ,ar.s at11,1, PrO', liefs l"t.t1 ser.-e 1s i!. m., ,;.ii ceso11rce f04 lfk11,.,, ning 
evidence-l;Jased care cont111u1Jms for commu!'l ty members 

Se l"ices and Treatment 

In order 10 en~.ure U1a1 ~UD <ilre ~lid sr.r'.•,tes a:e tuhurall}' com,,eler.t and i1dhe11ng to tiest-practlles. <i eest•i 11dct1ct! and 
Corr.1riun t~· Nc-eri> Aud,l -.·,rll 1nf,.irrn the c.ire sy~1e,n o':>out assets. a:)!.~ gaps y.i cJre ~lr-.ery •nd qual,ty Th,s ~udil .\111 al!o aGdrl!'l.S 
socia" dele,m n1nts o! t.!'J\til. t1nd s.,ould i nclut!e a Tr:'lll$;)Orl,ition Asset/Need!. N.se'j~incnt ,-,s we\l a~ an t1ssessmen1 er !1..irrier,s to 
~<!l'\I l' 11 ri tre;,h~ <""t 1,a1tteu ar . ;.~ ~ pop,1L·11,·:,ro ;il:~..:.tP.n 'ry ra:, :, ,. ho:'T!o;,1hobt:i .. pcvr- l,. aod horncl"s>•1r· <;. I hes~ comb1ucct 
~flC'>rls w II a,1t11hl1te to our t.:01n1n11111ty r,o.il of ~ed11r:-,11R O;ndte O.J<:1<lose Oct1th by <10 ...... , .:11: ot>r< Live t.tl orth lly the HEJ\Ling 
cmal.Jr\ll es St1 'r as <t,:1 oft ie NIH a;(AL ln•1 tJtiv~ ind our co1am:.m1i y partnessh1p w 1'1 fir: s.Lufl .t-:\ed < al Cenl~r 

GR!.t.TER tOWEll CO,.,MVtJITY HE~LiH IMPRO\'( MENt Pt.AN i 020 C.HIP 5 



RATIONALE 

Goal 

Objectives 

0eliverables 
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Continuing 
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Equity 
Questions 

RATI0NAtE 

Goal 

Objectives 

Deliverables 

Current and 
Continuing 
Actions 

Equity 
Questions 

Prevention and Education: Primary prevention of alcohol 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 notional level as crit ical to the management of substance misuse. 

ln:.,~CI' '-" tht.~ m..:mber o' corr.mc.n ly r~$ cJ'Pnts ce· e:'.':n9 comp:'='hens·,\-e ~v•("l?.r.c.e•bi> .cd 1.11ev~· ... t,or 
edu ;')~-o:i aOdrcss ng a ra~ge of s~JbSt ~n -;_.~ 0$ ·.w ll es nc.rf>a'ie ~:"le un(.ef~tc,r,d1ng of (!\":l1 ... nc.e .. bchC?I.! 

nn~ c ...!turc:>~ c:0111petP.nl iJfc'\~;. _-cs, Pt~led t sub ~, t~nc~ 11s e J.:f P\.'<?n~1cn ,,:ic trt::atmc:1t 

?rP\11dc l.""'•<1Pnct::• l>i'ls~cl e .1 .. iRlt uv ?i tra•·,,ngs or rr.;'\t f?: ~Is 1n m'l(.:h of ~hr. G1~(1t,P.r l o\·:e',l r 0111rnvn lie' 

vAthaspe,-•J1r r l~.-.. oayouth 
r,cw1(.r g1a11cl-ro.Jnds tr?.1n 11g to pl'",ys1t ,~11 ;/ p rov1dcb -,n C!'.~d~n::.~-tic><:>ed hc;t f :ri1 l -:~s for mc1:k1<J~m<•r.t 

of ~:.Jb;ol&I\C€: l ;!:C d1$0rd~r 
Cond~1,_t ;-,n audit of t:crrentpro~t, ~s (!"\(I n@.cd--; r12"gd!d1"'lg tr~t,nen:, hia-s. c'.l:,d sl1g, ,<1 fer Ori..'~~ of foc;.s$ 

,;_ ,UDs LGB"!°O P.r:gagemcf'l of pr.d alr1cians, i:,·ov1t'.e: burn oi.:l F.!h .) 

Rc i.: --~•:d oft re1o;ng$. d~l.ver?.C V1<1 mn:c11t1Is f'?c.1u::;!t,c:-ial corr..pa;!;l"'I$ c1:-d tro1r11r,g o:;., w1tr n ta,qF.!t o;'ter. { 10) 

coor~1nated P.~fo,ts,~P.r ye<.r 
One ( l ) c-cmprche:1svcyro-.-.~cr a·JC-: t 

Mernmack V.=i!lcy Su~!".~a·,te U"aic Ob< ·rdcr (HVSUDl Syr.-,p:., ,;urr. (w tua), ·.•:1:"'i\e• ?C20) 

M1~mroac~ ve:!ey Sul>-3~~n<:~ Use l)1<:;(,~der Ucsou•~~ G,.:ice 

HEAL ng Com1nuI:. ~•e5 Medici TodK,t 
P,! .~;ot1Jt:y ora•1,der auC1~ ror LG3TQ(.c:nµet~nc,cs 

1-1 w hns :.hs r1fo~111~t1on t,eer. mz:le ac CC$~ t lP. to µe~:,I~ -.•.•1ih Lm tcd <1CC.f'?SS \rilr ~po ;-t ili<On, 111t~rnot 

sP.PJtCE.'s. orcther t~n;i:Jles? 
H,·,w t~~:P. i":rl,l •S~1ncnlS ,n n~pt(lt1 hes retl~~ tel~ u,p d1~p(1:at<'.I imµ~ ~cf COVID-19·, 
\•Vt ·at r.ons1clera~t~11s h?I,"=" been rna:de !O r.rol~ t tl1~' conlic:c:1~1~111.yo f pc1:t1n:.,ant~ 1n ;.iro~•im· 7 

Services and Treatment: Support and resources for pe<1ple e,periencing alcohol and/or substance 
misuse arc a key priority area idenufieo in both tht, OINA. as well as stole assessments, with partotular 
emphasis on reducing mortality and increasing actess to treatment. 

l:icren~r. u,e a:cc S<j1'J1I t; o~ ~·.1,:1 lnt,!e \rP.z.tn•en: for ?.ICOI 1c1 n,,~1 SUD as we',I n--; ,e:il!i.r. tl1B rcir!:>er of 

it 1c,._,.,c:::ua:s dy1:-u~ r,om o;,1c11P u..,-erCo5~. 

COf~dcn cl gap!.an,1Iys:1sof t,nmcrs to scrw: es and i.re~,tm~~,t par~Kvl,1rly fc1 r.ea~. of fee••~• (",a:)· porta:1on 

l)n:r.t!rS/s-1sta·n,1bilty. :e•entc::ng frni 111nc~rccrut:On. ref ugef!s/ 11n~nigralll5 ~'f'Uihl 

Rcdt1C~ oniate ovcrUos~ death by 40% from bOSP.ltn~ 

Ga:,~ t1nnlys1S ~epor;. ·.-:1th s1Jg9est1on5 fo r llest ;,r,,c t1LeS. 

R~;)OftQC d~cfen5e of 40% from tiasel1r.P. 

~h.ed r .. ·,cthods Ga;.,-,: AuO.t (Ccilnbor~L1on •.v1th B@ha·~·:o,c"li Hca1th Tz.s~ r ,r,p) b,•.,1111t@r 2020 

Lo·.•.~ I! HQ-.;$'-) Acr e%1hihty Pio;~: t lGl.HA G:vnt R~c·p P.:1~) 
lhe i>iloen:x Volll ,.,_t~c, [ ngagcmenl ProJe; ,. (G .. I-IA Grenl H,-K1p.~=lii 
t"lacl? o f I 1rorrnse /\c.!ult H~•:.1d~nt1?.l /\dd1ctIon Re<.:O'J~ry F'•OJ~Ct (GLHA G:t"r"'I: n\~' 1p1ent) 

PtlOSP. 5 , r11;)l~mf'flh"!t1on of l llJ\L•.ng Cot"lmtJr1t,~'S S! \1t".y (!2n,.1c1ry 20?. l t 

How h?vc tl:e~e 1nt~:•.,'fln~1011s t ~:tcn ,nto a:.count th~ e spro;.iort or.ate e:'fects of ~li';oh~I ~nd SUD v n 

c!df€:re11t pO::,l:lnt ons .:,.nd orn1m.m,t1es' 
H ,,,.,._,,.11) U"'.P.sc µ1091,,-ns 1n<.l•.1de t ilP 'JV c.es of tlcopie ?itfec;e::i ·~, alcohcl nn~I !;UD i1l \heir c:~ ·.g:1. 

,n:ple1 f>P:1~Zl I<:,:,_ ;,,nd ~·.'(1~lllll10f~ , 

URE.ATER: LOW(ll COt,,1,'+'iUNlTV tlfAL TH H1t\PP:OVH/1f.Nl PLAN 2v20 C'.HIP 
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BEHAVIORAL HEALTH ·--------------------
Rationale 

6e~t1v10:iJI anrl mental il.e-allh r.eecs ,ern(,;n 1, c lOP heallh pr10:Ity ,·uea ac.ros~ 1;ea1ly C':ery commun.1ly (i.nd Cemog:ap~·uc. group 
assc,,J~~<l m lhe 2-014 CHNA HMrit-1s.10 n1~ntal hr.allh S!!f\•(r.e-1uch .,s lo·lr,. ·.•;J1l111g I s~s. conr11)1011 about 11a·,1r.t~ting \hr. :ne111al 
lv•<1lth ~}'S\t;m, l11n1te:cl language c~pt,city, .?nd pro:"111J1l1•:r. c.osts-1:ih1h1t the r <fi · acy nf mrntt!I health 51>1v1ccs t1nd ,ntcrventions m 
1he Grt,,tP.r Lov:ell ;,1(>3 Spec,fic n~-rr:s for ynuth. p<>ople, with $UD. ii:im:~r;11lts., 1P.fo~p~•s, ·:etrr ans, c)rn,J cld~1~ .~1P illso or pJrtt( ubr 

c:0:11..ero III the Greater Lo .. •;ell commuony 

UPCOMING ACTIONS 

Service Access 
Sever,11 strau~g1~~ ·.·,.111 be deployed to ln: reasc Ac1;ess to Heha,;;or~I Health '.:ie1v1 · cs t1rruss all or the Grealer l oi...,.ell communities. 

Spc::ific.:ali;'. a t;Jrgptcct gc1ps ant1lyr,1~ tint 1c.<:!11l1lir.s ;J . tKmablP 111tc1-••P.nl1ons 1,,,111 lfoployP.d ul Ye<lr 1. f,Jt.1wed L:1 
an ac!ion plan to 

increase lhe number of pro•J1de1s acrOS'i a range of sel'\•tr:e 1.:a'j)al 1t1es 11, the con11nL:>11ly 

Workforce Development 
Supporting t~,e l.leh,wor hcah':l work!occe 1eQ•.1ires both ~up~:t fer Creative Ap::11oi1rh to lmprtl'le R~: 1u.L1nent and Retention 

o! t1 0 ·,erse ~nd Credentialed Workforce.as well ;)S promoting ev1den::e·bt1sed spe _1t>liz~t,on<'.,1pac1ties m the ex·St1og ·,eha•::ors 
hratth wo:~fort:C' Thc'!se t•fi...>rt'i win spe, 1fi~dlly targe~ 1nc1eas11lR the (.apac:ity uf th~ hehcr1,•101,,l l:ie-ahh vro,kfo~c:~ to 1ne.e.i 1l1c ue,f':ds 
of undc1se1ved group<J. 1ri _lud111g L(~BTQ commcn1ty memt>c1s youth t1nd 2:dolesc.ents. vF.lerans, clCers, anc1 people P.xper1c:,-:ing 

homelessness. '.SUD. and .co, -.,·1olence and dis,: nm1n,1tto11 

Suicide 
Suicide and s1;ici1:a1 ide3lion is of pail,, ula1 importancf" 111 t~e CHIP dl:e to its d1s?1opoa:onal 1rr'lp,i.cls on pP,:J? e who .,,e LGRTQ. 

\
1
e!e1ans, and tor youth. lncre:is ng our u1:der~l:.3rx!1ng of Hie currenl statP. of Su.i.1rle.1suiuda\ idealit:n in poj)nl;:,i1ons of inte:-est ·::a Oala 

Collection and Program Ueplo1ment. pa1t1c.ul~11y ,n sc hool·based inoclels. is cr.llc,,1 for s~1sta ning a Cong•Lc:m c::m1m~ir.1ty-baseo res~nse 

RATIONALE 

Goal 

Objeetives 

Deliverables 

Equity 
Questions 

Workf,,r<e Development: The CHNA identified a lack of specific providers, as well as challenges in 

re<:ruiting and retaining service provid~rs. 

SL.PP rtcrec1t1ve e11('! &miteq cJpproech~5 io:> 1mprovi:"lg the r~c.,~1.tn1er.:: ,inc! rt!tenr1cn of ("l.d.vcrse and 
c,ec1<mt1a1ec1 me11tc!I heel~~, ,·:c1 kfo,ce ~t t~1e loc;1! r.1:<.1 siet1~ teve\ to 1::)l,)rovr. st-1 \~C.~ a<:cnss 

Estal'>l1sh n tn=i :i1:1CJ 1:1~ruil f(:I' P.xis\1ng prov1de·s ,~lt:v~nt ~o se,,,.r.o Cd ,,e,yt- l)vp_. lat1011s of focus. 
lnc.rea~e lhQ 11~1rn(1m or 1,.1sychlot11sts. so<.:,ol v:01ke1s. 1<?c:a✓t'•';'COa~l1a5. pro-,-:~P.r5 of"fe11;1g ~el\~~~s for 

chdd1er,. ;1nd p, Q\•1de1 :,/pnrc;:,nflel who a:~ n: 1ltd1n911al 
E1-.~()gc :11th:-,,~ (3> 1.>0i1cy ac'i~•ns (e.~ let.t1irsof ~uf!;J01 t.p1ov1d,r..91:Xpe:1: te!.t1111cny ~le) per year on l~s•Je~ 

:elP.-.•o,~l m , he <.Jeve1op1nent of LI 1~ menial hea!LI l workforce 

Silt H-i> ~o eight (::U \:a:nings ,e:iort<.•t~ t.}' orga,N:at o::ins/pro-.,1d~r 1P.l9'/dftt to target gro:.iµs ,n thr~t..• (3) y~?1S 

(or ~-•t-1y yP.arj. 
l)c~cu:1:. 111<.:rec:i " e ac.., e;:,o,tccl th: .. ·,1:i1 ass at r1sse·; sml:11L/~L $ 
Tt~:eP. (3) rt-1,)0r:C\.! pct ..,- c:5CUO:-'lc; 1~<.;01(190 thH>l19t-: rasi< ro,<:e ,,o~P!.. 

Art- t• ~in.nys e,-:dc-"',Ce • h<'l5ed t1nc1 \'etleel ;1::; beirig c.ul~u1<Jlly · ompetnnl 7 Do tr;1nn.g$1n o::irporilt~ e11t,~1c1o s:-r. 

and .=mt1-I.I i\S udLa;('.)~1=,r. end 5k11\s7 
1-1:r.v d• thr.e:c pr:_ 9--a,ns engage pro\' d~rs ,n c.mat!ef p~a- L1<.P.S or 1r1 ,,on-~:-a<i•tconel s~t:.:1o1~s.111c1u:i•n9 

prcv1ders v:ho serv~ c:l1ent~ i-;:1mnrdy a1ro1.1gh tcle~1e~IU-17 
HO•NdO K~ .n:1tm'.!11t s:rflte9P., t:>:'lSu~~d ve?rst- Cllnd1Un:e po 1~7 

GRfAlE.R LOVlHL (OMMUNITV H(Al TH IMPROVH,l(Nt PL.Al' 202C C~UP 
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I RATIONALE 

Goals 

Objectives 

Deliverables 

Equity 
Questions 

Servic~ Acc~s: Dala from the CHNA• identified g~ps in services offered and services accessed, as well 
as limitalions in services to meet spec,& needs of children, adolescents, elders, vewans, people whose 
primary language is not English and the \GBTQ community. 

t:-ir rca-se ~,cl css iO t,P.h,:1· ... ·1oral !,nr.l~h ~H v• 0!; t h:o, .gh ,n, ,~as ng ·.1:"1:J •r ,t;,n~ ng cf seiv1c1~s offerPd, 
dccrec1$1ng -st 9: :13 fega~c:ing mentc~I he<1~tt·~ net-Gs. nnd <lwe, s·.fy1:19 !,her,~ 19e of ser·~ -c0s. to s1 )P,:1 iii ,- a!:y 
torg?.~ gaµs 1n SP.r.i:c~s c'l'✓c1tl?.b!c tc l)llrt1cda -- 1>n ~ll!lrti1•f'l '-, 

In· rn.:1~eth1?11•J1r,l.ler o ' m ·;•d en r.; 1nG1'c'ater l ow-e!l who ncPs'Sl!P.hr1. :01t11 h+,c,lth s?1 v• ~s. 

Cord•J: t c''I !JO;')!.e.11alys, - to dete, ,r.,n~ curre:"lt hast:!hoe c1rl':.a rde-. a,,t to tt:e (:1•1(?(!',1ty of mental e:ld l~E¥1av~or~i 

hi:,cli.h se·v1c.c·, 111 th~Grf•atur l.awcll cHei'I 
l~c,e<'.'l ' Q the n~mhcr of service µ,ov1c!r.~s spec:r1h1.,:ig 1n sen/ices ror yoL:th ~Ce•s. vete:a'."IS pr.ojJ!~ 1.vhO!.~ 

pr,m3ry la:,goa9<.~ is not Er..ghs~1. cmd LGBl Q 1 omm1Jn1ty mcm l.Jers 
f..xpanC Ci>p?.city ors~1ppo:t ~ro:..ips 1n ca:h c-:imrr~un1t.y 

One (1) 9<Jp~/assel tlr.aly.si~ repo·t (con~t;,11~t10 :1 ·.·:,th .6-lcohol/ Suti!'.t a:1ce M.r.u!:c}. 
Cl11llC1on~ •,•t. th speonl1zat11)11sh.,OO..n<:omm.J111~yc,ga111:zat.K1ns. N r<:c0td of tra n ng$ to ,n, · ,ease Ck,,;,t.ngcapa, 1ty 

10% :ncIt•ase ,n •~· 1den~5 rr.port1r:9 accc~•=i':)Q hr ·nav10rDI t1~al~~1 ~erv1c~s 

Average ,·:~1~1n9 tune l:ec1-~ase of 10% Fr, :n Y l to Y3, 

Ho-,•: hove these pI0,3rams _,nf, C!>:t:d tar.911.!lt! rilc.:t-Jrs that rnu;hl l·011t ~ --c~ss l<) !Je: .tic~5 hk~ e.it.p~s:ire 
lC/!1S~ of C0\11:)- 19 i11' ecuon. I1ansr,or:,et on. insoranceiCO!.t. mo~ hty. li'in;J\;age f!lc.? 
l'lo:. ho>.-~ H'leSP. p,oy,e:n~ nddre,,~~ the 1rnµ<Jct of, a:.:I~:n ?.nd oiher 'ormsor (::~Cl 1m1nai~ ·,non st.'<v ,,_ e acr cs•,? 

Dec$ t il•5 prog .. a:n t"ldr!rC'.!sS the ne!'ecl$ o~ por,ulal ions out.:;11.!e of LO'Jit-11 end 1n sui 1o·J1~~1:i9 t:orr11nunit1es7 

Are le.:1-ims 011 lh;s te.e~11 al~o mc1nhe•~ of key &:ai<e~olde~ gro:J::,s7 

Suicide: In addition to being ,dcnl ified a~ an area of concern in national and state data sets, the CHNA 
idcnllfied elevated risk for su,c,dc and su,c,dal ideation among s~1fic part,c1pants, Including youth. 

LGBtQ, and veteran participants. 

ln<:rP.c1 .. ,C'.' u"'IC:€t<:.ianC1ng <)f ,.u~renl stnt o:- c.,f Su 1rlc/ ·,Cec"lt on 1n o..:.r commc.r,,l y \ ')i'fa~a <:o:1a,t1on aoct 

prot;rc1111 depby;r,e•li . 
0(itteow t!1c rates o f ~u _1de. su1cltJ~ t"l t~cm1pts and ~u:::::1<.:ol ,,dei'lt10n 

ExponU currc:-i tly lleployt>d sv, ,de: p1e· .. ·ent,on <.:lr ,,ct :lum t,, ~ (1-:1:1 onel th<P.<! (:S~ ~•tes p,oryt!'a1 
AcJ,.,·oc3t~ For F;,i,,C: ng/pohcy c-.hariges to address lm1lai •on5 on scrv1CP.!; fo:- target po;n;I~\ ns relL"Va1~l iO 

su:c,df! prevefltion (~ ~} ~-i.cccs~ Lo 1r.-p11!1~t-! trPalme:"I\ for you ti" etc j . 

ii:epo•~c f cu~=ict:I1I:-n cJ1::;lr.J~rP.d to U .. ,,;,:e (3,I ACd t,nni'l'.<l:st,,ctsu r sc~ool ~}"Stefll~ 

At IP.}IS.l ih1 P,~ ( 3) pr.ibC}' 9,nga;Je,n?.r.t ac l it :,s. (~ g I~~ ter c, of !.UPf.>Ol l . ~)tpe, l tee;, t,rr,or~}' lot>:::iy c:n-r ~::-
1 P., · on!ed 1n ·1a':ik f c1 r.P.nJlt>-. 

l 0% ,e(.uct,or l l""'I r;,~c of of SUK Ide 01 ::,J1c1c!a:I i<1eM-on 

H:.w C ,~tcrvefli ons ~pecJicnli
1 

edd"P.SS d1~µ0rc)tP. r?.:le~ of ~, 11c1dP or s1,:1c1dal ,cleat ion among $pee tic 

~,ou;::,,;. i:-.cluc:1.-y yoL:th, LG~TQ, ar,(J '.-'f!tcrans .,. 
Ho·wdo mLervent1ons 1r,c.crpo1ate t i"IE':• char.::i ng l311J$~i>P~ oF 111el'!.lnl neal:~, neP.d!:. ,n tt·.e cc:it~:,,;t of 

COVIO· ! '::t. 1:ic:ud11·1g P,mc·911lg l rn:ic.:s 11t s11 1C.:al 1dec''l!•.on e.s l tiey unfo!d 

GREAH:k lOWHl COf.J,MUNllY Hf.At'iH IMPr!OVEMHJT PLAN 2020 CHIP 
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HOUSING AND THE BUILT ENVIRONMENT 
-- --- -- - -- -- -

Rationale 
The. t:019 Cl-lN.t.. 1dc;1t1fies h ,usu gas oa!! of the UlOSl imµ<>ll(l:ll S0(1(11 detHinin;mlS of htalth. Arce~s lO S?.fc, atforllc11Jle hot~S1:1c 

1mp(i. · ts hca-llh m d,~e t (i c t1ir quell iy. 11e1gt-ibo:ho:..:,d safely) ~nd 1tH~1rPct (1 c impact o:i fi11a:1 ial se, cr1ty": wa~·s T1.-tnspo:tai,on. ,11 
pt11t1:.ular ;,, c.L"ss1h1hty Lo lr;JU!>pon;,t10:,. \•. (1:> ;,lsc, 1rl<>nt1f1t rl III the C.HNA ti$ c1 L' 1t1ci)l foe to : in 1.:0111ml~nity hct1llh and \¥eli!Je:ng. 

Progress and Successes 
ThP. p1e\f10U5 CHNA ,111<i CHIP CSlilhhsh.~d !hF' Socit11 Dr tc1m1:1a11ts or Health hsk fo1re: the ~Dl? CI-INA idc:u,ti.~d h,',IJ'S111S, 

.1;1(1 ~rans~1t;:it1on (i.s <ipe- iii, so: :al del~• m1n;JmS 1N1;1111:ng. 1mnicd11tie ~· t1: :ns a,~d r;-1gagc:nenl A., ti 1P.s1 ,It. the. C.1Ll-i.l\. l1 a11s1t c:nr-d 
th<:! S0_1t11 Oetcmw,arils or t-ll"al1h la;k iorc<:! to the Ho~1s11:g a1,d Bu'h rn .. 11n.::n,ncnl 'iask Fv ;ce; soc .ll cll'lerr.111,anls thal v:e1e cn l 

fe~ate<l lo housmg or tl":e bw~t envuonrr:enL like ra~1sm and lang~age c:>pat 1ly wert- ~bs,~r!Jed inlo t~e He.:i.llh EQ
1

J1ly ias11;. r"o! ... e. 
which oversees all act1011s w~\hm the task forces to ensure equit;' ls c:enlra1 lo all GLHA a~.l10:is. 

UPCOMING ACTIONS 

Community Resources 
The. n~ Jst c1111ca\, P.sour<c- m .i coinmurnty ,~ the .A.•1<\:lability o' ¾3fe., Affordable HOltsmg. lc1crP.ase<l acc.ess to .1ffo1daPle, s2:fc 

hous,ng reqmred 10<ill ~,~gagement in stale and federal ho1~s111g po;1cy de(1S\on n1ak.ing. a~ v,e~I as local en'orct me,,l or safe h:l11smg 

sl~nda:ds ,elated 10 hoosing 4ual,\y 

Transportation and Accessibility 
In \he abscn,~e or iugh•0tder la,ge-sc,,~e ccm:r.uo1t~· t1ans;:>ortJt10:i plans. ind1•1:d:.:t1I organizt1t ,ons work dil.gent1y to meet the 

11et'-:is uf thc,r d:cmc:, m the ctta,t 10 r.1ea\c s~rvt.. c ~cr.ess:b:til;' Effort~ the Su1>;,orl thr. Capa::1ty o' 01g."11zat:ons or [ntitlcs to 
tnn easc Ac.tessibillty o: Se1v,ces ensures a c.ornmitment to equ1t~Me se1\•,--e dehve1y in thF. Greater LO',•,cll Comcnumty 

RATIONALE 

Goal 

Objectiee 

Deliverables 

Current and 
Continuing 
Action 

Equity 
Question, 

Affordable Hou,ing: Access to safe. affordable housing wa; identified in the CHNA a; community membe~s 
lop priority community resource. and the co;t of housing has a significant impact on individuals' and families· 

ability to meet their health and wellness needs. 

1-·c rcase tflt' ,,umhc: of c~mn"l\Jt'\:ty rnernl.le1s 1n s?re. sr;lble afforCal.l!e i ci.: ng rn1.1c.1r t r.g tni1LI~,;~ ' ha· 

30% o f tht>1r !lo:,t;t>hol-:1111r on~r '·" s;:,ent on 1m}et :,g l10u9ng •1~eds 

'dP.11r.f1, ·;it on c,~,c r!~s. r,pt. or·, rl c 111m1.1n1t1 wo,k~c·.v i,>lnns re p . 1:.· y enJ19einent 
Rc<.Jucen1..:111Uer of CHN.l\pa1t1 1;:,cw,:5rca;,o,tn991e~1to:- u~~n 301".lo ofmcome.&pe;,t on househy 10% 

0 ,l t': P.s.c 111tP-:,wI,tIons c:on~1c1i'?r t11?. vr.ryIng nn<.J disparate bl.JI de·is of housing for l1r ·rr.eo•.•;nP.rs, 1e;·1\P,r'• 

mult- -:tt,n.lyhomes.PC"•µ~ewho,,r~ ho:l\(~1r.s~.etc-? 
H:w: h i·,:P, thusea lion~ ~c1:1re ,sed theemc!gin9 l":ous1ng nt!~Os i'i~s,: 1?.t~d,.v1th th~ dfer tsor<.:O\'<D~ i 9' 
Do thesf! e .~:om; ai'::i• ,r,c.- •rµo~atc \in(19.r )tonrl ng of i:1~ r ~e of ~.y~iem. re .)m :,n<l c .snnfri)n' h -~en1er.t 

of m,ncnty popu?at10"<s' 

GRE~T£~ LOWHL C:Oll1MUNITV Hf Al ltl lMPP.OVf,\UNt Pl.AN 2020 (tllP 
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RATIONALE 

Goal 

Objectives 

Deliverable 

Current and 
Continuing 
Action 

Equity 
Question 

Transportation and Accesslbility: Lim1talions on individuals' ability to access community resources as a 
function of limited transporlation access or accessibility was identi~ed ia the CHNA as a significant barncr 

to wellness and health. 

111: :~asc t""te ~cc.~ss1h htyof p1:bi1: sp<Jc.cs :o t he Grec'\tor Lo•,•,ell ?irca.1,c)1 uc.u!a,ly fOr 11eoplP.v, th lii"!"llt-:?d 

m · b·lit ~ due lo ~ge ord )(1l) l lyStilt~ JS 

Support O•~ NUl~1oncapac1ly toil:1~1 -.s i'lll~kf 'P.SiJOtid to trao~;;ortn'Jonac.ccas;sn~eCs1nragard:; lo SP.M:e d?.':.'.~I)' 

I a("ihtotec · 1.:sb: .,.~L: n~:wce11 I .nl s.l.(lkehol:i+·r c''lgP.nr:•.et; t1nr.ad-.-occ1r.y91r)u~)S 10 a..,11<lu · tc-11 n \!',<:.1liil!l'/i'IU•::.t . 

L· ,..,.,cllPc..,•k~ ?.ndConse:vc.1l1on li..,;slCc ocorci R1ver <.~rc1:m·.•a, Co111mu~11l; O\:traz:::h ~ncl T,a l LJsc 

Ac:.~,~ ... r~ :-il (GLH.:\ G!cJn~ rteC1;)1B i tl 

MATERNAL CHILD HEALTH 

Rationale 
Mosl pom matcm;Jl health cutcoI11es are prevenLa~le an<l c(i.n be HlCP.d to untime1~• managernen~ 01 in~dequale m.,-..ern~I care. 

Address\ng barne1s to 1:.h.tes!lul matP.rn:?.I he;Jlf'l outcomes i:nclud1ng p;o1ec.t1ng a::cess to reproduc.tive c(i.re a11d promoting policic,,s 
t1nd ac.1Ions H1at t1Im to reduce tacir1m·dri'len disp..~1it:es toci>Uy, d~sparities in t~e t,urden uf unpl;Jnning p<:egnancy, low ir.Ct,nl t,irth 
we gi·u , and t,re,,stfeeding d1spmpo1tionate:y iinp3ct you:ig people. and people v-:jo a:e SrJuihea.il As:.an ,i.nd/or Hispanic. Atditionally, 
Black women are three 111r.es more l,ke1y to d:e du111,g chik.lb1<th than th~u white c:ounterpil1ts. (HiWJ.ard Pu'Jhc: Hea!lh). This 
sign fiec:11,; ht•ahh e.q1.t:t~• w~ue exP0~S thr.- sys1~111I, pro~lc1n of ,actal hil1 uc~s in !e11ns of hcanhrt11~. sc•v•~e 1.1~1a1i~y. ;;,r,d l?d11 ;:,tio;1 

Progress and Successes 
Sever JI ro~u11un1ty ;Jgew Irs. 111 pa:tm~I ship with tl:n1c;JI p1(1•J d~rs. f()n~inue 10 ntfpr b:-r.t1stfeet!:ng c:1.,sse,s ,,n:J lhil:!h;rth c.l~S">P.S, 

mt1ny adapung ;,o pmv de 1hes.e 5et.,..Ices •na telP.heat!h 

UPCOMING ACTIONS 

Teen Pregnancy 
<.:omprehenswe ~e~ua1ity eclu: a\ton p:og,ommIng to high sd "IOOl-a~ed youlh. ~s \1,E'II as esta'Jlishmg ifee condom ptd-up sites 

Ill e,,,c:h ccmmun,1y. ;)W etfcct1ve SHategIes in l)~t:1cas1ng U11plan:1~<i Pn•ignan s :rs. l11sal~o u11pc1tt1rd to ,n rP.il)C l ilP, j)\r'3,llb1hty a1ld 

quality of resources ror young parent-; 

Perinatal and Mental Health 
lri reasIng Pern1a~al .Mental Hea\th Srreeo!ng Tools t1nd fa _ihtil1 11g Access to l'~rmatal RP.soucce5 will impro-/e the pernlatal 

he~lthout.:cm~s 10~ all mothers Ex!Sting ,eso,ir,escan also t:e e·,aluated aod scaled u;i toeosu;e mothe1s a.re recer: ;,gquality t:are 

when ,eferretl to perinatal me11tal hP,alth se,v,res. 

Maternal-Infant Mortality and Morbidity 
~l1e(i.ningf ully ,111pact1ng the milterna1 moaalit:/ c1is1s ,equues (i.gg,ess,ve mte:-ven~ion. b·.1l t hat l>eF,ms v.1t':I Increasing A ..... arcnes'S 

and Der>loymenl of lnter,•entio;,~ AddrP.ssu:g ())spa, ,t,es. A data olle~Hon 111il1at:ve is another stratl!8'i to hel;> captu1e. the perinatal 

e)lpe1iencr. for ~pe -,;ir G·c<1~er Lowell ru,> slt1tion5 

Infant reeding 
Optimal, saie ir.fa:ll feeding i"> ;J preventa~we suate15y to ens~re -.•.elh:ess lmptov,ng R.e-sourc:es to f'ilmil:es V'."a11~1ng to ~,eas;feed 

ard Promoting Standa,ds fer 5~fe Bo,\le-feedmg 1s a froathr.e strategy to set farn1hes up [01 life:onp, wellbeing, 

GREAiEK lO'NEll (01".1.MUNIT\'. KE.Al TH tMPP.OVEM(N[ PLAN 7020 GtllP 
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RATIONALE 

Goal 

Objectives 

Dellverables 

Equity 
Questions 

RATIONALE 

Goal 

Objectives 

Deliverables 

Current and 
Continuing 
Action 

Equity 
Question 

Teen Pregnan,y: The 1017 MA State Health Assessment identifies teen pregnancy as a critical intervention 
area for both primary p,eventton as well as increased social support and resour<:e ac(~'j.. Disparities m 
the burden of teen pregnancy are also highlighted, especially for Slack and Hispanic young people, and 
Southeast As,ao young people in the Greater Lowell a rea specifically 

De rf·<'.'IS~ ihc rtl: e o:' 11n~aru1E>C'! p1cq11~fl·.f ns we11 c:>~ 1n, !c.:a,e t11r. q •;?.l:tyof/ r1cct.•ss b'J1tyto ri>SOV<i r.s for 

y 1ngparc:Y., 

- De-1 •J9.< cor:1p1el·e,n,.r,1e se)('..;?:l,ty edt:Ci"lt '"' r;1og:,;.,ur.1119 to 7S% , ,, O~:t h1-;n !.Cl1ooh ~;iett youtl\ 
In· rr.a:..e lhe<"ltl.C'r·donc-R of )'W09y;:,1cm•s u1 ~n:15t.?;1 cC:v: ;)l,c"A w-1,~ sui ·11ort g, oops ?.~ro:..c. the-1 l"port;:-.g ~)1-'riorl 

F.-:>~ei.Jt '.>h a:id s.;1,.1;>ly tnn ( 10 ) frP.e c.:ondom ,,v k u:,.1 s l-e5 ·n ;~n, h _o rnm1.,;11;ty 

fk•cord of 80% 1Jf ;:>i'\t:.E 1pat•n9yo:.ith aLt@.nc1ny el let"1$t 6 5% of s~ss,ons 
lncrel.1S\: n, J:,1te1 of pr~s:}rc)n1s 1m.:lu~I n9 t~lcllt>ali~ <i!t'enng pPnr:atal eC1l:::at1on to young l,)Q1~nt~ by 10% 
Ten ( lO) <..:o:1C1om s1ieS e~t.:=ihl:she<I (,:.rl ~00 conn-1ms µro• .. •1c1E)d 

1-10.•:hc•Nc tt-.e·-,e 1nta-~n~I n~. tr.i<t:!r .in:oco11s,ee1i'\OOn pa, :1c1()?.n:S' neeel for fl~,.,bla &,nOOulir,g t• iV'SiJOrtal o,,-, 

h·irl -c,1e. or ~11tr-:-11t-t 5erv1• i:: ::;uppcrt? 
"''-'i1at c;-0n!.1dF>ra:ccn~ hi'l'.'~' Uee,~n :e:J~ for l,:;:iguaQP ~,<.f!s~1l.nl't ; ? 
9-othP.~c 1nte1-.-er.tion~ t.:cn~<tar 1.t~v~,,~~g< ulit:ic)l-•-a!u(:·· uf p\,rt.1c1i.;ants as thcyrelc):e,: 'J5~0f .con1ract-pt1Cn. 

:--,a:-c:ihn(J •P.spons1b11.l1e!?. or safe b.r~h pra::l1CP.!.? 

Perinatal Mental Health: Strategies that promote maternal mental health in the postpartum period. as 
~ II as progr;,ms that offer evidence-based support for mothe11; entering the perinatal period with a rncntal 
health diagnosi5, are a critical need area. 

1rv raaseo cffe; t,•.:?. pe1111iltdl mental llei'lth 5creen r,g t o".JS t , f,"I .; ~cl:B the access of rP.SVUfCes to su;.iµo,;, 

l"fV.:thcrs c1,,::i tt'-.C? ~ hrn,liP.r~ d~r1:19 th~ pcnHclt.:ii pc;-,:,(l 

Ir;. mase u,e ut1h:?et10:, of the sc,een r.;i tr-x ,j, for p,.,~t p<11h1m ,~eritl,1 hoath nPPC:.~ 
Condutt th:ct.> (3j tra,nin~s ro: pP.d a:n .. p:u-..·1dcrs ,eg?.·d1:1~ s- reen,19 for o:,o res~nd:n..j t, per n.'.l ta1 

,n~n:\'ll health neerl::. 

10~:, of fl1'0'.JlcJ~•S lJ~lilZiTl9 to 
ThrP.n tra n:ng!, nrov.:Jt>c:i, er 2~trnin,ng mater,c:i!s ~nd resc•,1rr.~s de11v'e:-P.:I 

GRCATf R l O WHl C{)MU1UNHV HEALi 11 lf+\PitQ \.'EM(N'f PlAN 2020 CHl"1 
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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 mortol,ty rates remain disp,oportionotely 
~,gh for Black women, with risk approximately 2-3 times that of White women. 

l"')tf~?r' C a•,\ i,er.P.~~, di.:?µ1 /men• of 12-v1den:e-t,ascid m·er--:e•lt ,c-; z:l<lres~1n!J -Ot<>;:,a~ .t,~s n m~to:-nc,l-
1:-ifa-- tm -,:tc111t.y and m rt ,C: \}' p:1:rl r u!tifl·:1 f r f-ih,. i< mot~,ers .::ind b~b t.!'3 

H ., .. ~t Urt;F) tz. ~v~nts f-.v;:t~ (EUs wh~:l c:i:.,propr:c"ilc t 1)1: c\C,ll: ·.;:,, ~cs t cV1~•e·,!;mg ma~t::• flc'll mcrlAl.ty 

pa ,11, ulc'ld:, in rcn cl=<'k tt•ri 101"' o f 1~C.1$in ,r. mztn ni>I :n, -r;r.i ty 
l'5idbl ,;,:1 a <.Jata-1 .0!19ct,.on ~lr~t{'>QY for ca;.i~:.,r,ng tt1a :1cn:1c1ia1 expP.tte:-icc fo· s;,er:1fi Grt!at~r LO•Nell 

pnr11,.;la· ns of 111t~w~t 
lnr :ea(_:e tho ::icrcent of pP.oplc ati.~no.ng 11renatal C<l•P <1;')po1r.t1J1C:l'.S 

T~ee (3) ev,:mt<: hosted pP.r ycnr with~ go.al of l ~O ;.>t1:t 1;,n:"l~c; 
Drflft (!n(1 pilot of l!at,1 col:ec t on t1pr,ro1t h, 111c!uC ng s1,;st?.1nnU ht:; 
P~f• P.:-i:of peopiP, .1t1cn<11n~ pr~nntnl c~re nppo,nirt•enl~ t, 9~'o 

~~owt-.a,; C?\'81! pi3nn111ge11d ~>.ecuw .no1tgagedv,11thmr·rn:>'-·rS oflhP.populat.101,of 111I.Ncs: a<:i key s1a!<.P.hold~1s7 
- :iO':J'icl\<e 1n1t,a:\-.~~ ~;,t:-ci!ic i'illy add1~·:,'S~d er r.on a, C:~:ecl <! !=.;1i'l:'d1J..~ ra:~ .. ()f m.>Jt("!rrial a11d 1i"linnt m:>1tal:ty 

a'1d rri0fP c1,ly a':in fl:flc t1on of S)'S~ern, ,,,c1s·:1" 

Inf.Int Feeding: The prioritizing the provision of human milk for Infants is a priority health intervention 
to promote lifelong wellness; similarly. the safe preparation of infant formula is also a critical area for 

promoting infant health. 

In( re~5e ::he q•J::hty/ tWa:lc'lblity of resourcos a--,ailable ro f nmdi~ ._.,how1mt to b1t-astfeer: their t:,a•Jies. as wr.li 

c:,_ promote stan(!~fds for safe bot~lt=!-foc<lt:'19 

l:'Y ,e.:, ... 0 t~l~ 11~1n:tlerof prov1c!ers r,nft cularry ped ~tnc,;1ov c~e,s. ,~ng.:,91:,91n the promotion of opt rr.nl 

1nfa.,,~ f~ed1ng 

CoovenngofB1east(P.P.d1:i9'iNo:i<1n()Gr :up ,rMi>i~rnal~Chl'c.l 1-teaHh l HkF01ce1n c o11~bora! 1on·,,·1th 

11,-.ACH L•aw .. 11. 

~lo·w h?:vc Ui~se lr~,n :,gs and rr.~tP.·,?.le: n<:t,q.), :,tr.t~d ultural (l:,o lnngua~e ccn•:,1<1F.rat ons 1:r;0 thn r.1oat,011 

.:,:id c1stnU~•l1c:i? 

Our vision is to create a healthier community through 
collaboration, education and the coordination of resources. 
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INFECTIOUS DISEASE --- ------ --
Aati()nale 

fnfp _-1 ons d1sC<15f" r oi1 . ~rns. 1;,:1~11 .g fro111 l·IIV ;J11d He;,,,tlhs C t1> t ic ::ind i11sc- t illr,C-SSP ,, \.".•t>1e 1~~01;~1cd ,,1 t · 1e 7Gi9 < 'HNA, 
1mP'J1tantly,data collewoa fo, the 2019 C~INAcor.clude-c p1,or to the COVIO· l9 pondem,c, sugl\"stmg that t~,s priority w ,uld ,auk 
ew n 1ughe1 '.•.'CtP. dala co11~r l1on 10 I.Jr rcpe,i.t~d. P1eve11lali'JE': 1!tf0;ts. Ilk~ "·a:.i ln,,ttoo ;ind pre ,.•f'nt-r011 ed.J ,_ c1l1 .Jn ilS •Nf'U as cr ~pon<.ac 
s11atP.~i.,s. sur.h as c:nrirgen: y p1epa1cCTnP.ss . ... ,e,e. 00th ,de:otir:cd t!~ l rit1al to infol (1011s d1se;ise ,cspnnse. 

P,09ress and Successes 
Infectious disease emerge<l •n t~e 2019 (H~A as a new 911oril)' are;, 01spropori,or.t1l~ rate,,sof 111fec11on i\l 11e Lowell <i.rP.a'S fo, 

Hepat,gs B. Hepatit is C. Tut,erculr,-$iS, ar.d HIV· AHlScontribute to inc,eas ng t.oinmur.ityc.onc.ern for (.!.$ease m;,nageme:it and 
n11t1g;,iton. 'i~e c.oMcn :igor several 1,vork,ng gfours and tt1sk forces ir. ,espon$~ toCOVl0·19 wll be s.;slained th1o•Jgl~ l '1e :eµo1t1~g 
[l(lrtocJ to continue to engage the co:-a~muni\y m mean:ngfol \Csp,m-se C,l.t-lA also com:nils LO Sl1~pcrlmg e1fo1tc; of local govc1 nrnents 

v:a tangible suppn:t and datJ sharing a<; they coocd'.n,1te fes.ponses to pandemiu and othef 1ofe.< l1ous d seas.e ccm:ems 

UPCOMING ACTIONS 

Emergency Preparedness 
'ihe cmeri:;ent COVlO· !9 p2nd~m1<.: ch:~a1ly <lemonst1ated t'le 11ecd lo l11CICtlS.e th~ Ct>p.i,- 1ly of Con1inumty Respor.$e to ln 

mfc>, t1,,us d:sr.~se eve:it. WhilP cme1gen· y pre:i,),)fr.-ches'S n11y 1ook t~1ffe.<:t>11t :i, ross c,a, h c;reJte: lJY,•.-eH c .mmu11:\}', rfloftS. to identify, 
(>S.lt1hhsh, 3nrl COll\'('nf: ;:n 12mcrgenrv r 1era1cdnt>S":, task force wh ;'i,(' pnm;,,y ol>1e ~ !t\fe ,s tl$St"$$ll~c and e·v·c1h1,11tng c.um~~lt t,a, flf;IS 

and ,esour<.~s 1s a c11t1· al fir~l step 

HIV/Hepatitis C 
Oec1easif'lg 1he Ra!c oi Ne·.v HIVJHcpJttltS C Infection th1ougn t;,1getcd <,;up;,,ort for sralc·up of et;i~ung comr:1~n:~~

1

-':>;1sed 
prog<ams i<,; c.11tical !o; rt-spond1ng LO r ·e d1<;pa11ties io 1nfe: lion t>r-ioss ra.;.1a\.1ethml g1oups in the (:realer toweB a,ea. Addt\,ont>lly. 
etf "\( 1s to im:,~as.~ tht> 1.:ap,:); ,ty of 1,.1rov;dc:s to w~pu 1d lo and \f P.3t peo.>le rre~e.ut,ng \•.-1th HLVIHe.j>31(\tS r infoclton is c.,iu<:;il to 

<el.Jc ,ng ~tigma 1$ inat-asing service ai::c.ess 

Tick and Insect lllnesses 
lnrrease AwarCII-C'S~ fo~ Tir.k and Othrr lnSCll ·Bo1nr Illnesses As t1r k t1:td 1nSCl l 1ll11('S5es we,e id~nt,fo~d tlS top p11onty conc~1B$ 

m the CHNA. it •S r.ecessar;'to lncrct><,;e A•,•;cu~nes<; fo: liCK anct OUler ln$a t·Ao,ne lllnesr..es \\'e am to inc.rease the know~~dge of 

e•11dence-based p1even1:~n and mlnagenir.nt of Lick aml otllF.r 11•5.e~l bo,nc illnesses 

Vaccines 
Vacci,1es 1e111a11, 1he f10;1thne of defense ar1, 1Mt a v(1sl maJo:lt~' of i11fe:- t1ous d1<,;eJses 1n ou, commu111ty 1 hercfore. l;1::1~as1ug 

the f'(oport ion of ln•,:dual& Repo,ting l irn~li t>nd Approp~1alc Varc,nt1t1ons th1oug:l the deploy:r.enl of e•11dence·based educt1lion 

c:a111pa1gns was ,ctenhfierl ;1s .J 1.mo11ty task. 

RATIONALE 

Goal 

Obje<tlve 

Deliverables 

Vaccines: Vaccinations a,e an effective, simple, and safe strategy for the primary prevention of infectious 

disease across the lifespan but especially in childhood. 

l'l: reZ\-..e th~ p, oporl1on of i,11d1v1dt.:?.ls rP.port\ng t1mcl'f c:i :-id i'lpµ1•P f~?itt! vc1cc1n;=it~on~ ( nciu('! ng cl-:.ilChood 

vcl nP.t1ons ;:,nd yecldf v?.ct1n~t10:1s. l.k~ the flu !'.h 0 

Cr-n:::l•Jct yecJ:(yf!vC::e:"IC.f!·b~SP.ctmJ~c,1I na~t ,,r:·.p.319n,; t,i'1c.;e t o :1 CDC 1e1 m1nend.3t1ons<ie:•c::• 11~1r.g 
:\ ehr n efit':.> r1skSc'!,rl t!'.afet y of tht> ho ' h <:h1'.:·f-1ocdcJn1: !:(.'a~oni'lblcvar 1:-ial ons ~s we\l ;-is!'.u;Jpor: 

u~nmu:,uy-1.:aseo va~c:111?. !;1':.1~~ 

l\•,•o (2} 1;fomol1c11, ( nrr..pa gns t:onc1.,ctecl ya?rly 
M..:n•iJef cf CHl'JApa~t1c1pa:1~srepc rt ng fl-.: sh t 1:1crca .en l./ 10% 
If 1<:·e,"l.:.c 11:..imt:-P.rof ct111d1en ,er,~Mr•~ t1mt ly c:i:id i'lppro;,r1:1te \ ilC: 1:,c=,~~l$ hy 10% 

Equity 
Question 

Ho•.nt,a~ these trP..111:-.g!. P.:1d 1Tl<1l9riol~ ~ 0 11,)C~t1tP.d c.vltvrnl w1(l l;m9u~~e ns1Ce1;,~,ors 111t lht' re<"".t ot1 

f!ld (,1!.t rit.ut1nn? 
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RATIONALE 

Goal 

Objective 

Deliverable 

Current and 
Continuing 
Action 

Equity 
Questions 

RATIONALE 

Goals 

Objectives 

Deliverables 

Equity 
Question 

RATIONALE 

Goal 

Objective 

Deliverable 

Equity 
Questions 

Emergency Preparedness; Though emergency preparedness in response to a pandemit outbreak was not 
identified m the CHNA, this" largely a function of the needs assgsment be ng conducted in Ille FA18/ 
SP19 fme period. during which COVID•19 emerged as a critical need a,ea. 

lnc,'-'clSt:! th~ ca;:>t1c,t,. o~ ~hu r.1.·m1mun1l• ,esp·_ nse t,'l a mapr d ,.ca~~ ouU.1:eak P.VP.~: lh ross all se: tr -rs of 
' ,l1Cc!1nP.e(I induct,, g hci'll:hca,e;i, '-~SS ( dsccc11:y h U' f.~JS\!!(!'.l1~y P.(1 

- IC:t:!t1i.1ry cif'\ 8~\e·gency ~ rcpi=srLvJ:u~-$~ lc)$k foe f' or S. J"J. :n11111tle~ +·,1:h tt e !Udllrl' y Objc.>~ \i-•~' Of clS~SS1r-{J 

~r.•1 cv,,111?.ltng 1111eni ,~ N nces/ha,11P.r:; ~clC\Hl~l to s~ip;lC'• l fl() lh9. Gro<'?tor Lo.·.:e,~ co:':'ln,uri1ly~,, th<"! 

~\"f!-Ol r,f c'I !11i:l~t11 1nrc l <:;J ~1~,::, cp C"!':'C'r.t 

HD·.-. has t l11s1r.~1vt::nt10J1col1tioratcde-::::•o~sall c;ofnmun,t~·- 1nGrca~cr Lo-,••~!I ,ncludng culh.mll c-.omm:;n1!1e~1 
- HO\'-' has :h ~ 1i"l:e,· .. •p;"lt -on 1n•orpora~eU k:1 1• -·.v;P.dgC'! ftum the ~xperie;)ce of the c:1Irr.nt global i:,a11dem,c of 

cov10-1g·, 
- Hnwh,, .. , this 1:1;1_>1ve:1t on in~,,: po1.,t~c1 th-? rolt! H1nt,c1, :sm .,~i In me C1s1.1ar1\1t-~ I\PvP. on r!1c;.p?1:att- r~tc~ 

of 111fC"c~1 , n a11(I G1St'V$P, n 1;11,....,g€'mi::!r1l? 

HIV/Hep;,titis C (Hep C): The Greater Lowell area reports a higher than typical burden of HIV and 
Hep C infections. 

Dt::c•ecJse lhene'l-.•1nfoct onro:.cofbothHIV andHc;.iC 

lnc,e(1se thr. a-::ccss1':>1Lty of ev:<1en~~-!1P.saCl services ro, people IN".ng w th HIV d~1.Hor He::-, C 

.Supµo, t 3n(I c;c;:le up ti~• c.;a;.,ac,ty of' ex.,c;.t,r.9 ci mn1\.."11l}' '" og:(1ms ,•:ork;ng to !-=~->vent HIV/He~, C ,r.(P.- . t1on 

v r.cl!',unportpeop1~ Ir.-ngw1th 1-:IVIHHl C 
Cv"ldu,.l r:-..,e (!>) edl1e:i:1cru1~ Cl'l.'PFl~ am1 t•il n:ngs re~ r.omr.iu:i1tyme1nt.,t,,s ~n(I p1n-.,'ldm!',1C!gard:ny best 
IJ:a· t,-.e ~ for thP. ft(n:1~r.-:cnt acd manc:>ge1•neml oft llV e11d Re;, C. \'11th,, s:,P.r. fi .. focu~ 0!11s~u~~ of c1,,~Lual 

()' : ff'lpP.IP.ncc a:id st191J1a. 

S1J:::,po,i. r~ g f Jr.d ng. e._·er,!s hosted ,., k1r.d. ~\c; UelrJefed tOt>K•~t1:19 p:ogcmt 
F:-• 'P. (S) trc'l':11nys :,.ir0>11tlect o, tra,n n9 mat1.:orials end rP.SC\JfC.~!; c1C!hvcrcd 

!--10'.•.• hc,v~ these 1:i~•\<e'l\.Ons constr1~rfld th~ s~c1f ic neP.&:. of f>P.opc l1v11 '-Y \','1tl ~ HIWHP.p C .,,,ho i'lff.! nlso 
1,0111eh.!'>'.. !i~1ea~ c:> languagoothcr :ha,, Er19ks~l oi·hrt:P.l:m,tcd ace.cs~ t•t:ilnspo tt~,tcn r~:x trcdi:11c:1~7 

lick and Inset\ Illnesses: Tick and insect illnesses were high -priority concerns, particularly for more 
suburban and rural communit ies in Greater Lowell according to CHNA data. 

Er~s.u1e the (11·.,?~1t:11t ion of (.lt','-~~t-o fi, .. m~tP.1 '"!::; r~h.Ne11t to the c.OTru~un,ty managcnu:nt o f and r~spcm~e 
iOtO~P,-C\.-homc 1!bc.•~<.(!~ 
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SAFETY AND VIOLENCE 

Rational~ 

Oo1neslK viDlfn<~ and scxu,11 ass11ull/ra;-,r. t1~f': 1!font1fierl iu the CHNA as top 1.:01rnnun1ty ~afcty 1ss1.:P.s in the (irc,,td l.0\.-.•+· :1 
area. Oon:c:;lic tl:nd sex~1t>l •:io!e.nr.e typicc1lly occurs i:1 a n::1uge of inter SC( Hng co:itexls inclu{:inr, &lr ·stan -e abu'ie housrng insecu11ty. 
1'KJVe.1ly, sex i,vcri<, ani.J ct~.er ro,111~ or abuse Coinn:u1ny safe~y also el<tends more hro~dly lo the role uf C1sc:111ninal10il anG bul:ymg. 
particuJarly ,n regard to comm,,n.ty v:olen::c b<1sed n;, r;~, e, etfm ,c,ty. 1m111;g<a\1on status, genclerlgenCer 1dcntit~'- se.x.ut!l1l}", ,1:1d .,ge. 

Progress and Successes 

The 1s the f 1st reporting Yf',1: th.it Sc'l!ety and V1o!e:u.:c ,terns wc·c inc hid,ni m the CHNA. (n;nmumt}·-h~sr.rl S::ifpty and V1olcn<.e 
1m1Ii1l1ves au:! (:!SpP.<.:ialJy<.:11ti, al i~l the context cf ra· 1s111-d11ve1, +• d encP.. n,,t~onally and more locally. The Gl HA CO.J•d1:1a1cd ctror;,s 
10 1\nSL.1C that 1acis111 a:1d other fo1ins of rlisc1inun,1tt0a we:e ,~garded as t:t-nt1dl to all GU-fl\ attions,on~tom~ d si uq.,on ,,hol!t the 
fcasi~1lily ~nd function of a s,,fety ;rnrl v1"-ien<.:e ta<;~ fo:L£! conl nues 

UPCOMING ACTIONS 

Domestic V>olenc~ 
Su,;>po111ng lhc cffc11s of cu1rcn! r,roi1(1ms srrvmg rlo11:~st1c v,olenc~ S:Jrv-1'./0IS and p;OillOli":1g do,ncst1c ·::ok:nte p1e,~~n!Ir .n ~rlu, ,,:100 

\•11ll lmpro\'e Resource$ for P~op!e txpe11enci11g Dornest1c V,ole:ice. seP,:n~ as both a prIm(,ry and $«o;,d:uy inlerven1i011 metho<l 

Se,.ual Assault 

Tt1101,;gil pama,y 1 . .u~·..-en,roII ('(forts as well as p~ogran.s thal s 1pport suivIvo1$, •Ne (.Jo provide sc:-.,·Ivo,~ .••111h useful rcsou, ... es 
\Vo, ~st· ,--;ps, tran1 :1g, er E"d1.Jtat1oo<~I prog1a:w; on tl:P. h;is15 of it.due mg gt-n<lc;-t,asctl violence a:c all bcHr.f~l 1~I me.chan:sm~ fo1 
i.,nmc11y p:e1eI,t,0·1 arr. ~trate.~ie.s in ou, ptfo1ts to Re<lm.:t! the O ct1rrencc of Se-"~•al A~s;>11hlf~t!pe 

Bullying 

E tforts lo 11I..- re-cise t..warcues-s and Orploy lrllt:l\"entions ArldrP.ss1ng lnte:p~1sonal V1nl(:!11te aP<l B11lly1ng pro,;:dcs O~lpo11unItIes 
for comrn,n,ty me1nbers to lea,n a~ul preeeating, ad<lressmg, and respond,ng to bullyini', ,t ,s ,mportant to deploy th•s• 
e~•,den~e base:1 inte:vent1on~ to the c:o:nmu:uly. es;,ec.1al~y io high-risk •nst1tut10:is l.ke S< hn(·ls or elder-care f.r1i1t1e-s. 

Discrimination 

Ant -v olenre e!fni ts u1ust add,css ~;str In c J 11d 11:~f'rspe·s(,1 depb ymP.ut of <!1st .s imina,1011 a~ a slla;ogy for op;11cssI0:~. A slrong 
uetwork cf c;,;isl ng cornmu111ly programs, as •.vell as ,nn eased capa-. Ity fo: these progiams to Ceploy anlr·dis r,mir.;,tio:i se:vKe$ 
and t:(m~ings. ,..,, 11 De~ rea$P. 01s-· nmin::itiun o.i v,e 82s1s. of Ra;._e Ethnicity. Sexu(11ity, Classllr.::ome, and Gen<ler/Ge,aJe, h.Je1lt1ty 

RATIONALE 

Goal 

Objective 

Deliverable 

Equity 
Questions 

DomesticViolence:Participants in the CHNA.idcn\lficd domestic violence as the number one priotity 
sarely concern ac.ross all communities. in the Greater toweH area. 

Su;,J.)Orte ff : ris to bu1:d <:i\~~(.I:y of ~x·st1r.9 comrmJnI~y prot;.;ra~ ~ to 1,.1re·.,•e11tdomest c ,,1oier.ce and 
su::,p-'J~:: scr· ... :,:ors ;,rid lt:.P..r fr.mi: es 

Demo· :str<'.!tIon of s•JPPO• t (f11nr1.ng in-k1r:d, ho~ted {'Vents mateua!s pohcy ~ t o nsJi;,o" cted t o d, )f'l"'P'>l 
v1olen . e p, e·.,·~,1~1on/ m s11onsr. i11It ·~tIvt>':i a:1d psoq,i,ns 

Ho-.-.- 1,a-:e i!tese 1nt~~v~n~1on:. ~a.<cri into <:on'.:> cJ~,at~ n pa: tlo p~nts ,.~ect fo, tle"-•~I9 ~c t~r.Ocltr.g 
;<il!'l!;f:Ort;it. on, or childca~p ;> 
Docs tl11s. 1nlc~vcni,0111cHect H1e •Ni"'JJ ;:!11n9s ltkR r?.cIsm, hous:1n9 p ~vv~rty mt•ntal he-eth. 11111n19ro; 0"1 

~talus. nnd SL:tS1 c1:1: e uSP. ~"'n;ta r t C'!~rnc-st1c viole~ice? 
Hov,•hc:>•,,e in LP.' \'entIons ,:P.mor.st ratcd con~~tJt:!rH~1011s for preve11L ,~ c\1~(I ,nte,ve11tIon 1n u~~ (.ontnll.tof 

COVID-19? 
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RATIONAlE 

Goal 

Objectives 

Oeliver.able:s. 

Equity 
Questions 

RATIONAlE 

Goal 

Objective 

Deliverable 

Equity 
Questions 

RATIONAL£ 

Goal 

Objective 

Deliverable 

Currenund 
Continuing 
Action 

Equity 
Questions 

Sexual Ass.ault: Rape and sexual assault were identified as priority safety issues 111 th~ CHNA. 

Ho<1ur.f.! the o: ct.:rrP.n P. o f $;P.XL:F.I c"l~$~UR ,,no r.1pe th1c !] h h :hp m,11 1 p r evP:l! ' f'I e ''Or( s c1S well;,, 

µ10 91?.rn , l·1al ~u;.,po rt ;1.:r· .. ·1vor--

Cor:di.;c: ~ th;cc ("5) , ,.::,, k~hop s ~ra:nint;s er pr ;g;-ams that pr 'Vd<"! C"C:J, iRl n i':11<1 f f-' 111rr.11 to 1PCt1· fl 

g~nC1e1•basect·J Ole•~--e 111: 1u:J·ngw~•rl'tsl1 _; 1J lllalC:J'!d1essheolt·1n1a_ ulnty vi / cnt c r.t· cLG6TO 
~ mm11n1ty an!"I the prP.vP.nt,on of ~exu;,,I vi •IP.n- ~ 

Cr~at~-'. cl1s:ri~..,;te. end r.:akev~s,::)11.~ res. u•ccs av3,lat:e to ;.i~ ,r ,lewho h~:C f!)(;JP. 1P.n<.OO @pP./~t>)i.:1al a!=i.saulc 

Tt- ref:'(~) .... -or;.;sn(');>!'.. ti<'I 11,nq~ or prog.rn:Tis. r oo:1L-. tn-1 
R:.::•sou·c~s <.:,~ateC:. U' .. ;~• l>:.i~ed c1ncHre1,~i<e<l 
1-?epotted tell~ of >exL:?-1 v lf!r. ~ 1e<!•.,r,ed O'J 10% 

How do 1111.:'-se eftO, ts 11K o, porzte 1,, 1g~:age Jf'ld< ul: ..J' ell d1ve;s1ty 7 
Ha:. ~t· ,~. ptogr ain 1:r· ns,rtm~d genc1~r r:ml S~)(t i?il ,d~nt1t}' c1:vn~5•ty"J 

What ~ffcr.:shn'."t! bE:-<.>nmw.:lc t ens. J1l'rt!n1t•se:11tatcon of the corl"IT11.1n1:.y1n t hP le~dor:r,h1pof ::h1~p-ogrr1ml-.,9F.r ,._">'' 

Bullying: Bullying in schools. workplaces, and elder care facilities was identilied as a high priortly s.afety 
issue in the CHNA. 

In rci'I ,c ?\•,•arcilc!'.s/ C:l!;JI ·,yment "3f t:"'11d<::-l.·e •basf!d 1:'lton,'f?n~ ·n~.ndr.r~~s1n91;1!~rr,e1·l~ma1 'J10IP,r(e/ 

bu!iy:nq, .. , t~~11~11sk st>tt ,,y<31i1cluc 1½1 sd1oo~sel"ld ~t:e: ca1t! fa l ~t~. 

H s:.five(S)t.>-',:ents(~~ f1!n,~1e€:11r.9~ 1-1a:--ield1scuss,, ns ..rc1111r9s)forccm1ncn1ty 1n~mt.Pr-sonnppr."ia.·ho~ 
; . t ff!':Pf1t1ng l!l1<11ess1;1!.) aocl 1~sµc:1C: ng to li<Jlly,ng 1u1~ 1nlt1rµers~11al v1oler11.:t'. 

f ··.e (SJ eve:1:~ho~tedt,yYenr i h1~e ·::1i h eg, al1Jf lOOpa:t1<' pant ~ 

Ho•,•tl">~s<!':~n~ i:lanning z11d ,:,.._i":::J!I, n Qn~egndwitt: morn"Jers r,~ I h?. ;:,opu!';st1 n of 1ntr!rP.,r,~ RS I«:?</ !;ld~hOld~tS·; 

1-1:>w h.:'\°>:e thi:se 1r1!e1ve:1:¾JnS co,~sulied or enga;,JE.>d w1tl1 111e111~ers c f the O'sab1hty co1n:11c,1 ty-;., 

Discrimination: The CHNA identified several key areas. or discriminatk111 as <:riti<:af, in<:lud1ng discrimination 
on lhe basis of race/ethnicity, immisration status, gender/gender identity, class/income. and sexuality. 

- 0~ m~!-~ f')Pfl")Ptrat1on of C1...,crirn1n~:1on. p?1rl t:'1 Jl?1tly pP.: f)?.t<~'lllOn of (: Sr 1Im n~:,on l.)•1 p:.:bl1C ·1: .1kers Ca'f> 
prov1C~r5 o -- .thc1s 1:-l r>os.~1:>ns of readcrs?np a,.,.cl 1·>0Ncr 

- Suµport cff ... ts :.o hI1 Id the! c2I>?.:c.1t•,-of C)(.l~t :,9 co-nrnt.: "'I ty I:~ograrns to pre\1Pntd1s<:.nmtr.:\t1on l'.111<1 
v1ol~11•:.;c e:1d ttl s•Jp~ort ar.t1~d ~c~1n1:r1et1on ad·.10: atcs 111 tt.c.r progremmr1g end ~ol cy ,1c1, ·-;11s 

- Documt!:i':al1on of 5U; )por: (l\g. fun:::1:ng. 1n·k1:id, ho5~ad ever.ts. rrn~H1nl:. nol c.y i?c:,onsl p~uvI(1P.d t 
aril ~di~. r1111111at o,~ Intt1atIve a,,d µro~J~a:11~ 

;,?ow havt! cff J:t'i l>e-=1, n1~~le toprcr-.·~ntret~halc~,.- eff~ct s7 
How !'lvv·e l ' ,~se II tlP.! ·.,er.::10; l inc;o, po, ,,:ed r,,::>rnrr.u:,ity ie(ide• ~ \': th h,ston ~1 k11,"·•,•:ledqe c f \ht.' , _.IE:- o! 
rac~sm l.=, ~.r.,sm. ~~x,!im i'lr:.:1/or di:.c:',m n~l1on i'lg?.i!'"l!",t 1n1rr. gr.,n~r, 111 o:1r c rr:rn1:x· t :9 ·- ~J 
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WELLNESS AND CHRONIC DISEASE 

Rationale 

J\µpr .-mi~t, 5 :x 1.:1 te:n ad..:h.s "'"" t1ffo'--~ed l>:r ch10:-1 · d,~e.:i '>(W. l!l the Urnle:rl Stale!. {( OC). The lJ~DA 1dr n:1f:ell Low1"'II as 1.,;r r. 1f 
M;issachu,ell!i' roooJeser;~. pl<~C1flg<.:0:n:-nun1ty me:nhe,s at n,g'l risk for food insecl:f•ty (USDA toad A.-_<. es.s. Resea,c•t A:fas) Tne 
20!9 CfiNI\ repo:terl disprcµor;,onately h:ghe:r rates of a r;inr,c of chronic condil1011s in thr. Gte.iter Lov.•ell are-a. in. lud1ng di,,~etcs. 
obesity. smoking .'Hld .,~thm:i ln(J~ilSPd t1nd d:Yr rs f1!-'d scn.-1rr. ;md !C'Sou,ct> ;J(CC'SS. 1~ t:1 cc~~r LO hoth prew~n~101) .11111 m;Jnagc nent 
of duon1L illness, as v:ell c:s preservation ,,r.d p1omo11on of v:e:1r1ess across the hfe;pan, 

Progress and Successes 

\'\'ellness tn. 1;a1r,-es su;cc LIie lt1Sl rcpcrting ~ nod have sp..,nr.e<i a range, cf areas uf r.x 11s, including rompre."1er:~1ve sex e,,Jucal1on. 
prog1c11ns <o •~ddrc~s foo<I 1usccw 1ly. ;md srnok111g/v;ipin~ c:cssati:,n cffo,ts.. Ta,ge.ted !!lforts hy the "sthm,, Coahuon h,we rcd:1: ell 
the dis~d1Jtc hwd~1) of asH11n(1 in ,-.:.ung r,eoplc aq:J Hil>p(m:c S,JCpul,,t(OnS fJu:?veott) a cffcrl~ mi.:IJdc t:rcac;tfePd:l'lr, µromot en and 
edu1.:.:,t1on aod resollrces for health>· ealmg and ac11ve I vu:g t ~ro11g11cu1 tfle I fcsp;m 

UPCOMING ACTIONS 

Prevent ion and €ducation 

flf;J!lS to l11r.1e,<"ISC Kuo·.vl~tigeu( Health ;{esour<.~~ to 1nd1v:clu?SI~ ;inrl ~rm·:de;s ;im1s tosup;>o:-t ~udi,.·1duals 1N1th heahh 
sef',•+Ces v.h1le s1multt1r.eo:Jsly en$Ul1ng p1ov1de:s ha._,e a .. cess to up to-c!ate best pra,-t1 es for tl:e p1~vcnt;c11 ~nd mt>nageme:it 
cf chron,, 11:ness. 

Community Re!>ourct'!s 

l he Cv11scf <fat ion of Reso11:ccs fur f'ood/stclter /H~;il?h1..t11fh·i011s111i •S c1i\1cal lo 1h,s e!fo1t. rn o,dc; to mP.(1sts1e p1og1e.5,5 
towa1cfr. our gcals, r.tfnris ti1al f stt1bl:sh Bas~mr. Oat a cm A•,1;i fcihle S~1v: · es will ~nsure 0111 abthly to mec1s11:e pmg1ess and 1den~ify 
ongoing ;)net rnw,bient needs Tu 001~,t~r lhC! tifll ra.-yof ongvmg r:ommwttye:fforts, GLHA ;ilso S1.J;,po1t~ the S.ale-up of f.x.s~mg 
Prog,~ms 10 inr.rea5e resource a::ce% t~rouRl~o:Jt the CHNA 10 c:atch1r.en1 area 

Policy and Ad'locacy 

By eng(1r,11~g wit h pol:cy a11d arlvo~a.y work <1\ both 1ne loct1I and slate level, om <.:ommunity will Promo1c Equit;,hle /wa1lab1lity 
and Accessibility of Heal!hy roods. par1,w lady in the come<t of address d1spa:,1le access lo he,,lthy foods and tne cr~•nl need for 
food access1b1lity in the con1ex1 of instab l,ty and insecu:,tycreated cy COVID-19. 

RATIONALE 

Goal 

Objective 

0ellverable 

Equity 
Questions. 

Po licy and Advo<acy: Given the substantial impact oflocal, slate, and fede,al policy actions that d.rectly 
impact wellness and chronic disease ootcomes, objectives related to pohcy and advocacy engagement are 
also included in this CHIP. 

Piomot~ ~q:.,1tP.hlP. ,1\•c11l~IJ:llty/ar.cess:t,1hty of he<!lth-/ foods t htouqt, r.:igt-t!;;jP.: nc:1t ,•.i• h µchc;·/ac!·:oc\,cy 
i.·::>rk ~t thP. IVi:.al e:-id state le\'E'I 

F0 :•d ~ct,011 gt· ,up ; e r l:d"":lpa1g,s t1c; ta'Jllshed 1r1 t1a: h com:,\..,;., t y 

t·lo-.\ ha~t?l:P,nLi:'~nmr,g anCe;.;ecl.itOnP.nga(Jf:'cl wlE) memti~r$of liiP. PC",.>ula~JO<'I of1ntt11es;, i'I!. kP.y s~aket-.o~.lefS? 
- Howdott:cs1?p•og~an ·.s s:.Jpport ftiodsoc LJr,ty Arid z cess r1<.: 1• -rnn::1n,t•e!iuc-yond LO'Ne!P 

liO'A' <10 tht1.c;c 1r.t~: ·lent ~is honor a:10 i;1o t@.c l local food comrnur.1t1~~. w•~h11l r1e,ghl":c 1 h<.:od-; or 
co1,m 11...n;ty !'.;r•~iµs? 
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RATIONALE 

Goal 

Objectives 

Deliverables 

Current ancl 
Continuing 
Actions 

Equity 
Questions 

RATIONALE 

Goals 

Objectives 

Deliverables 

Currentancl 
Continuing 
Action~ 

Equity 
Questions 

Prevention and Education: Oata from the CHNA and stakeholder feedback identified S!JCCific interest in 
bolstering efforts that focus on the primary prevention, secondary intervention, and long•term maintenance 
or ch,onic conditions, including diabetes, hea,t disease, asthma/CO PD, and cancer. 

111,.- ,v?.·'.~ the kn •::le;Jgc of/ci c:~ss to ' 1111nun1t)· ~r:~ hec1lil1 reso-iJ:- P.S relevant t, prn•~nt, ,:-. a· d 
m a,,agt!mt,nt of ch10111c d•.~~i'lsr.s 

Ptov,de wGllnar.slcJ)1011:c Csctt.::;o P..:1l: i)t1or1a1 n1~tci,1?11 ... l1i\1n11~q<:>, or ,>rogf~~~ eAch yc<1J~. 
Conc:·L•Cl I ; r·durn~1onar p~o~rc1111s or pol:,:-y ~· ton~ r('!Pv~nt. to sm~ 1n9Nnro~g St1fe:y/nsk. 

HP.1,,,Urd of 2S t·oo•("l1n~,cee1 effcrls C~l.vnred to 200 µart . p.=ir.tb. t.?t!....11 ~'t."ar 
15 w~ k.shops µ:cs<.·nted or ool,t.'y actions n!t.orc1ed 

Mill City G,o..-.·s 1ec1;.ie c1 ~tr Out,on i;109r?.ms 
Lo,,:all Ho, IsIi"lg ktt)onl'/ HP.;-Jthy Lr1:1:l!J Scnio~ E 'tog( ,1m (GLH" G, i!:-it Re, '1-h~:i:.~ 

How !1a• .. •4=1 these IIIterv~.>r.t,or.s r31<Pn 11~to c. ns:dC'!r?it1 "! Pcl~l1c11,.1a,;s' 11?.ed ror n~.>1.1bl~ $.> heC:uhri~ 
t,a:l~p:.>r~aton 01 :.·•hiC are? 

0 : :"Iese 1ntervcnuons con~ dgr l11e .:-rp?.i t of ((~~1~11, 011:l/or <11sc,11:l11:)a~,on bllSP.r! :)fl 1n1:nigrat1on 
11atio"llll or1~1n ,n ~hc:r Cr.sign ?.nd .,, pl~:111_>ntr11 011' 

- HY.v have! rt-,o~e 1nt~~~n:10:is bP.@.n spe~ fr .. elly sclci<".~P.<1 O:' d~s,gn ng to .,:Jdress C ~n~rlll~ r,,tes of hr ,;11 

,tness 1:18l?OCnn('l1:ilm 9:ant/rcfugP.f'ic:orr.mv1: \1es or p , -;,vl,K •nt7 

Community Resoun:es: The CHNA identified the c:wcial need for community members 10 have equitable 
access to a sange of.tangible and information resources in order to identify and manage chronic he.ahh 
needs, or to suppo,t their efforts to promote. individual and community wellbeing. 

lncit?\"1$P. .:!C'C~~stb lltyof <:omn: ... n \.)'', cso:JIr f!S that ::,erve 11cad,; f(>f food, ~hclt<?t. healUlca,~ l 1c~,!=. r',g 
uss:~tar.ce childcare, etc \',•h1ch are vital L r prom ·.;mg a:'lU i:.:1oln-- t•ng •:.,ello~"s 
Su;.>µort the sell le op o" c" s~mg commun1ty\.vefbess .:,rog,Mns to cornm11n ties,.., ~h!n the Greater l well 
llm,, ou;s,d<! o" t he LOWBII 

C:te?Ji~ a co:i~olld~;e::i rescu:-c.:c l1L!bw1th up:j~te<I a:id mr11n:a:i-IeC l·riks and rP.fe,r;,ls to corr.mur1;ty 
IC<;Ol:r::es c)l'ld 111for:nlltJOtl, 

Co11dt1ct;, fooel UU(l,L 

l'r(1,;1de cd:1cat1or. a·,•:ore:le~s. end rC'!sou,cBs 1ega:d1ng i"l!=.tl:.ma trcdtm<?n: dnd rn~ma::1~m~r.t 

E ~tabhshmcr,: of the resourLc hcb 
Food As~ess-ncmtHP.:)Oft . 
l11c~r1se <:'ilP?.t.:Ityor lhe asthma s1-,,~lf'!r prog,,~m. 

J •l1/I C ,::; Gro•.r,~ Ccmnc11n1ty r-ood Asc;ci;5n1ont ;G .. 1-!A Grr1r.t ~C•;),P~t) 

To•,,.·11 of (:hP,~,n ,f .. ,d Ga:ct2n<; fof Good ProJact (Gl.f·IA G1c!r,t Roc1;:,1P.n~) 
0'A''f'II II9Housecft :oi.;~ foodP?nt1yP:o.ecl (GLHl\ (11,~nt l-iel1;.i11:-r.t) 

- llc.."-Cli l<>Wcll ;>101ect ,LCHCi 

I-tow h~-.·c m~tor ,;Is he~r. ac.:'3plf!d to r:"'l~et la·lGudJCa;""lc! cul::~:,~ c,.ierc; ty cor.s:~era~1011s' 
D ) these µ1 .~ ls m~f!i_. t the r~c~Cs of llll ;.,zmmu·,it ,c ,.. \\·Ith n G:ea:~, lr'.l\\C-I, p ll1t1CJIC:1 ly 11: ,;_,gar11· l _; '.\I'- -h 
r :-mm,1n1t-es i1Avt.• ?.Ct:P.r.s to wl:1ch 1esoc1co~? 
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Our Community Partners 

F1e Suc.(.ess of L11e Greater LO'>·.-e11 Heallil Allit1nce i~ due to co1IaSXirative relahons.,ips .. vith many d:\•erst pactne, 01gani1(1tion$ 
we arc hono,ed to p;utncr v,,ith morf> than ioo energized organ,zat1om; to hei~ ful fill our mission ~o unr,cove the O\"£'·c1II heaith a!ld 
we!lness oi those living ,n 1he Grea1e, Lowell ,egion. Find a list of these valued community partnets at greaterlowellhealthalliance.o~ 

HELP IMPLEMENT THE 2020 COMMUNITY HEALTH IMPROVEMENT PLAN! 

ihe new Grec>te: to-Ne~I Community Health tm;>ro\'emen:. PJ<,n (CHIP}, wiU guide 01:r region·s investment of resources over the 
ncx\ three ye<>rs-bu~ we need you to m,,ke it happen! Making C,1ea1c1 1.oi.1;el st,o:iger .,nC health1e- i!>a ht.:~c ir.itiat,ve. but v11th 

yot.:r ,nvol•:emt!'r t and com:111unent, •.ve can ~l~cce-etJ. We c1.1e- invitr~gmrlwid~als and 01ganization'i to please 10111 ~ ½ and HIP lit to 
he1p make our oommu11ity the hea!thiest it can be. Go to our v.ebsite today a:id tell us your a,eas of interest a:1<! h0\•1 you v-m1:I<! hif.e 
to CHIP In! from pa1ticipdtingor l~ading a .. vo!l< group 1opro::di;1gitatfmgto promoting w1tl:io your ow11 organ:1t1lio11, yoil will be 

,,.n integral ~·Ht of this i!'Tlpo1tant community iuili;,tive! 

"Chip In" today at www.greaterlowellhealthalliance.org/CHIP. 

GRfATlJ ,.. 



The GLHA Needs You 

Tt:.e su<:~essof t'ne Greater Lowell I ~e(11lh Alliante 1el:eso:1 the par\tC1paucn and e0Kt1ge:r.e;ll of ,nd1v1lbals ar.rl 
o,g.,nizat,ons lo enabl!! \I~ to info:ni. r.onsull, i1,•t0loJe, 1.:olla~or(lte. aod empowe: o~r co:n:-r1u111t1es. There are m,;ny ways 
you can become invol,,ed and ~upj>•:l 1!1e GlHA. 

Join a task force 
'i he ULHA is t>lwa~-s louk,n~ for 11c-w 0111mun1ty me.mhcis to J ,111 ~ask for<~s c,ncJ to coll:>ho,atc on (1rldrcssi1,g ti \(" issues 

ol:: r.0111nnu:ity foct!S. All t,1sk f:·,1(.C' Olf'e1•.11gs ar~ 0~11 to the puhk - \v~Nh(':1 vutual or m pesson-and all a!(' \·-relcorur.. 

Participate In the Age-Friendly Lowell Initiative 
1/'le nt'!r d yu~,, 111pul as we ~(~th?: c11l1 1_ al r1,-,;c1 011 thl' needs of o1dti:r b•,•;tll 1ec;irlents fo: this 1.uoJe<.l, wl11ci1 vdl help 

10 p~omo\e their health. iodet3e.r;dei1:._~. tind quality of lifo Pl~ase ~a to our webs1~e at gfet1te1lo•Nt:~I· iet,lthallia11cc org 10 
ptirlic,µatc i:i this imporn'!nt Tufts Mei>\\h Plan f ounCation System!. and Rest Prac.tice~ G!ant io1tit1ti-:e. 

Donate 
1\s th~ \J~HA (;IO'W.\ lll both s,_ope ~ml 11np(i. -i. so ll<>es 01:r 1:eed fof 1esornccs. Ar, a 11011prof.\ 501({ )(3), we. re:~• 0;1 donilt1on!: 

from orga11i2ation~ ,,:id ind1·.,·1rlual<j to s:1st<1:n our 011ssion. gto·.·,· our prog(ams, tinci keep ou: f.ve-nts f1ec ;rnd accessl:>le to 
r.ve<)'One Please consider donating to the Greater lowell Health Al);ance at g,eaterlowellheallholliance.org/donate. 

F'or more information on these initiatives and other ways to get invo1ved with the Greater Lowell Hea1th Alliance, 

visit great.erfowellhealthalliance.org. 

s:, 1~chnaiogy Onve, LO'.'.'ell, i".iAOl&Si. 

Mail!f•~ A~~.1ess. 2',5 Vil:ocm ,",:,cnue. Lew-ell, MA OL8Sal 

978•(}~•8363 • F 1::ii8·9.)4•S:in • gn~,i~erlowellhC<l~~h~ll1anc~ c,.-g 
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MAnOHIFROl!t Pil.GE ON[ . ,,.....,,aor-•."11),"t 

Feds sue Walmart over opioid crisis 
,1ur-i..,l111-in("V "r.'t In,,>. t'CM:IV..~1d1t1 '< .,.,.1~1 
l+I: o,:,S .kl!':'\'1 C-.U\. W. v.l!OC W~n ......i.c >h!! ... ""INI! far Ill. 
-..:.I.Ill 411,,,C'nff lNl,Cl'IIJ "' 1>l!c..-U..,c., .... ll,.,..tl'1t ~ 
Clllll't of 111t J11.11:a: o.:,..,.. ""*Ut11•QOr,:.ou,pror.·1r,n 

•- •.,._N1!:«0t- mtot)C1¥1ldl'IW<l11 1~"°'1\11•14)1,•oi...trJOtalP/t-

~:;:,•,t,~':t~qcm~~ 10 ~~;=~~"~~~ ~~rr1:t~:'~ 11~/=~~ 
l!.ffl°H~IO!Offl.1Ulr)plt,u11t!ll,I. IM! .. I ·•~n. ,no ~(t llt:Xl\llt41111\0fAJ'tt"""'.,''· 
lhpllllfflltlc:r.1,111,...,.,.l><I_...· ""'"1 v. tilt (11'\/J (nro~menc 1~ t(/\lw w 1'3;,,,-nfflp1a11<11 
lta,;;i,, IWl',ICl!'I.I.I ~,""'-4 ,o.+!mlnll!;-..;!c,,,.11111J~IIIOl't l.l,,-Jl1t,.., .. ,1,.,.111t•JC:wr 
r"c11cp,:,,•,:>f11l9.,,.,}l!t.n, <IILl'li"- 111c -~ 014,.t & """',w,,,.... "'""' "'m1n111.~ 

~,!V.:oc,npi-1ntdlt'llfllN• llm, 1#--...::.lllll'llll!d 1n,,:;c:p11Mrl1'• 
~po1 .. i.1otlltni!t l\'1GUJ'I\ "\','11)111,u1\u,,,1~l:.,4h!rt· IIOM 
~-;::::~11N)·U1tP!.,-,Nln Nclalf. .... 1.11,-wm~:;11nln• 11't!IVLR ro11izc bl.di,,.•" 
tllt er.ii. ir, nmn, o,.;cw ,,,. ..,"'_ t)-.t-tm ~• un«uo, •mu1t0.1U11U11cu1 .. ':'lc "'­
WT1J!l!W11A110i,,u .. 1.1;,.ti4n1.o, •n•I 11P<'f'lr-,: WIPICJC'Q:t 41• d.Uod'~•'ill\l!lulll\tJs:> 
cr.)UCl.l::l c.,111..-...U..1111\11,'.-,, dtn.· -"'IO Juon ~ Ile \'.S: ~!er l"""°""'"'o ll!'ln~!cn 
Cb •J+c 11).,,•~-- ,1 .. ,1~ lk morn17IO~IIOO ~ · Wn1~t,.n-=-:<1«.1.,n10, .... 
11<11),1ot~op»oiicr1111 '1Ut.tCIIIAlltlUIU~1 .. o.1.t oh~l(!;,11,.~ 

"',J;ir.r:c,r,cnih»m-xtVlll.b 1)-..Cotffl, f '4 ).....,.. 'A'»s:.lrt n"' II Ml4111t•..iwn:.1ln,u.u1 
~0,0 ~IIJUol!N 10 IU ~\OICI O,Ol'IN ~!tc....il, 11111' ,:;,'pln!VI lflJ)<l:l«ey\llUc.::.l.fi~<:!)'ra,o. 
... '"l'f:'>:~c.,,;nc,y.Jl>tlw'lla: .. ~ ... 0.: lll, ln Ollll'I' W.:,1111, C:,J~CO-•~ ....... 
~jl,lnlQUi'lfJ!(tU1't'flti..11,!• w-==..r:-. pl\~N o«:-:100 ~IIU~C:X-C•~t¥...:4k 
~\Nt INNlll ,, ... 1¥, ... 111,.., oi.-o1e111nt."")'<Jll.l'Jl'Clll -.c:::t- .~ .. 'Cl,f,C: ... lln~MOI 
Vlt1W""11 « rrcan'~lcm, 1W 1a!lrunmo:e.:c«a11:~h ll"1=- <,:,,I •11-ttT'f'Pllt.t<I IJo..,,m,:nu, 
OCCllft>IIN '""""""'"' ~,a, IU. 11.C«I* 111\.lnoul«l«lfflnt.• 

4 10!ptll01'!u t ~ l ,_•"'.COl114>V<,'l•;.r.,.'.tf\.l+r.q ., 
t _,.,:H f\l . ~ ~ ~tw~OOO. 

V,'1mut nOIN H .:.w,.l~ .,.._ pmCTls,110,,.__ t/ld NIii Wot t~ 
Pf/~-utJiJ 1u en-.-=:k1o1.1, , .. f\"' to>l'd 10 n11 ~a11 ""~~ 
11..,t Cb ,.,;J l+,ol+h"IO.:!ro,10~ 11bUO(lbt/ltfNCIII~"'· 

IWJ..,!n. ""Wo11"t11n,·•1rt.<,uw ~•, e<>t1!n11r,11c~o, "'"' r'~ tl\tl -c 1111ns, l«.Lmc No•~, prtnc1n:. <MJc, 
Council i~e~01!1Un61ns111,v1ua ::=~1'::'1:·t~;;:~: :ti.~::~·=~~ :!'~'~~:~;;,n:a1oc.:~ 

.-.a-~ 111~~~0~~=~~ =•i't;;.~~~= :~~':'.;~~~~ ~~~~~/~~~~~~~ 
lt<"""•I lll!l\lrl:::lt'III .0 ~ N OClll'j ~· r ... Ol,OQO In li!l!r.1Mo':4 11CIOCllnCC:tl,l.l,,CU,, CJ1oc -t ··--""UY .. , • .,; "un\f11Cd10(>l-tl,,'IIC,m1 
l,IJl .,ntlmt t.1clll!U,hJ,~•if1 ..,14 fl!l'ol(l!w\llltONIICIIO>tCJ~.,.. ~•k'l ...,,.1,1161!0.,.a,tt (Q \11~ ~<tldw!r "'t.o dldn'I 

•11 rl CU'tltNII~ II ll lW- ,i.., .. ,s101J:o(.::qKll!((l;1,1111 co W1i C).i:Y. U4 'tdlll ""D ~ ...,,~mvnln,D)n,l.011.:0\llt 10.. tl>o r- J"'O(t<!Ultt 
IIIM1 C,. \1 114 ot 01111141• llf-ldr-)l~n~<Jlot $(Jlo,,I.Oc1,c..-c:::zC'I. dtUo~l!l.l••'CllllltOl!'l!Y:0~ ""'"' t!u11 l(":I~ t:x k.t..'01 
~"ol.Cl'!l>!>f Do.Mel • .,...,c :...!+I, 1'1-':rt<::t,:<:--.c 10 Ci1t 3(1\WI .O.,. "Tllc<:1>0\!o,.h,,....,_l,llp ""'"-cmeni. ~114/t II« l+c,: 1 .. llv!Uflm('l;l"' l"''OO!tllJ.(IC• 
'\\"lqCl:UU.ll • ...,.h•l'l"UlnJ 1)6."1Dn.l'tll1Vl:UP/\lmu-:tui.,,1 ~1.o .. ,,....,.,.,.~:o;:;,,:',\)r \\',• C,1JQ.:0,11MWuu ...... .»«1!1dt 'IIP')~.)'IJIOl'~pr-..lldi,,,.11 
111~...::~t~~~:t:m It~~!!::~~.:~ af '""' u;.;0-:_nA!Ob: "'U lta>Pll:ld«> ~ .i~l("~l~~•t0f· :!~c:!1.'.:'..:S'":!~/::,~": 
r ..... ~· )"at ,:no . ... 11,c:i. ~n:-~::.p-!hl.,.,nj \'Ok IIP)'lltl O>t 1111!1 C,06(/l,d I ~ .. c ... llCl'I 11.,, ~<11"'17Al0 rCUMl!lf>tl!II~, ........... ,, 
,nll.-d /lfCl,1! 30. ~ kl!~ Ot- 'O't'n:1 ........... m111i.:::11r1w1 cntt.ii.ct 10 lllt ~l nc,.. ... "'"'°""..:"'fl~llltnNlldlOU, Olll/ltll•• R.:• .. w.cmtt MIO 
Nt':mH!t ~ t ,.,.'l).~li,:. 1~ .,_. pir-,: W,l,c lU IUl f!ltot.t<JC \OUlt:IO"'°"".,..,..N 1•1Motdtllt1Nl"..C/:.J1)'tlllt, V11.t t!+ru.i"-<nln"-"dl"''.;l\u,, 
- o4 tPMI•.., (/of!+, ll+c ():r t :::al"." ht Rid, 1!:>11 - ,,.,...,. '1+( wi.. NI"' 111'7 tt-QI/Nltld Ille OI)" •I+" o+lllc-:"'tn1l(ll';n111r.,1Ylll'1"U 
CWnUIIOAA)'l.k~tr,,m I!• ~ll!O!t .. !Ullclc,:q/1!1No..i ..... ~ .... 1,1,,4u, i...,11l!•lilld ;Kbo:0l6"".l!UfllN<)cotMC~"II ,1:..., .. ,,t..-.10 IX NJO l.:.lllltll) 
~...,1,1,-...,1:n11AonN 'ICII.II\.OCJIUC.V.u...ilyf,t,!100 l••"lns1o~t«:f.!Olll>I.Jlt- lt~ll~»~~l'Ccm 1p,:~n ... 1Q.';'\/RJCII01'W.c:-=o 

............ ..,.,r:Nt-lOtlllt,tt ltllV!tc (""" V.'att .... l'::t.l!c -~lt.:-lt lltwo ... -,naNt<I -..:.i,, ~h\ 1;1111 )'f>lt, "'c 11 ... ut6lro,.o,L Hc-o ........ ~ 
1-111, UTT>°td 1.."\n 111.C C'OIO/f ~c.o,u,.,..p,,r",tl~,4U(• IIVO'~\,.n6:cic.,111o•~••JUIIU ""'4.t>.t~ffll .. 1,l~D ,u,G;itf.0,111.,t,1::.:wr.t~ 
p,111.lfrr;ffl(ll)'NllJIOa,p!U,('<Jt 11l(ff1l,,J;.,.-.s::1'1 tl•W\l!4vnltl l(ql lOWc-.t) C.O.ol\k:t1.01,i. .... , .. ,,...,,11~r1n~t,«n" Int 1:-.,,o ~- t.:llool )"'Nrl· 
t'C'fflill6u'I-IOOXli)1':A.1l.v,llu,. tl1(<n•lo(S1"9Wlllt"Cl•-'clllt l~l ~!/oC./11 '""'"'1'.:.C In tilt .... 'tb,Q(t)lV!tt tC:,Ct/Mt"'- '"'"'l-tT11"11!,Kot~/~ 
I'\.'( 11>.-cn.i~, ""HX>!t <rll ,l ~oo1 )"11,!nmr,,O h.11!(, 11111 1,11 ..... , ....,.,., .. ...,,1br.il'l'"'m· ~Ill uno1'C>Ut1o-JJ,;a.o(ll ... l ·•ti~«ll(n(ll U!l!!V!Ml)'UM4 
llldll1<-.)!n:1l"•~l~l1h-lh· tl\t<1Wn/liw.c;c1ncflibc~ ~-~l!ltcn1W loc•w110.,.~·,.f11!'1,J1.0l+bat loWtlt~ll:in.l'C.b'llla.,11:11,. 
IOI\.",.,,...., N,,l,'M,I .91,p,:rtn, W t«n,-,111, .. 11 ,.,.,., -n, ...... :l(W olf.« olJIO Cc t:JY.oOI )l0,.~•.• --.,....,,,"""'4i ·e.;,1hr !'o11Ul!Ont.110t.llJOU,c-: ,...:, ... 
w:otonl ..r ~,iwnC'C JOl!t JO )'<,Cl, J::N •'OOIO ~ u.)lftl, ~ fartll..'"'U:•nn(!l.l"t'J'OlldO!nJ ll.ll (1/CI\.Wl!f 11n1.o <Do'l4 bf 
'lll~l"l "'T'Olt i. t m1mo 10 tllY )t< ....W tM db'-~ ~I WIIII ttp,:11me.1.:.1111~. U.l,.n+l '""lft!nJ l!tH:.:.0. oo 11) <OCIJIIN {.....,. tl>t' $tho,;,; Ot,, 
(.l!IU t'.10.!ncllll Ol'!lt<I' o,,..,, ."',. ... n<l..,lmlb)'ll•••uo ') Cllltll c.. •• ,JI ,:"4fr• "'Ol~fllll'J"'.11.1/1'1\\0U,Ub!' ,..,,_ .... (""..:, 
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BERNARD L. DONOHUE, III, CPA 

One Pleasure !$land Road 
Suit,· 2li 

Wakdleld, MA 01880 

(781) 56?-0070 
Fax (78 !) ~69-0460 

January 11, 202 ! 

Mr. Robert Andrew Wilkinson 
Director of Financial Planning and Analysis 
Ambulalol)' Surgery 
Shields Health Care Group 
700 Congress Street, Suite 204 
Quincy, MA 02169 

RE: Analysis of the Reasonablen.ss uf Assumptions and Projections Used to Support the 
financial Fca~llilllty and Sustainability of the Proposed Ambulatory Surgery Center In 
Chelmsford, MA by Chelmsford Surgery Center, LLC 

Dear Mr. Wilkinson: 

I have pcrfonned an independent analysis of the financial projections prepared by Shields Health Care 
Group ("Shields") delailing the projected operations of Chelmsford Surgery Ccnlcr, LLC ("the 
Chelmsford ASC"). This report details my analysis and findings wi1h regards to the reasonableness of 
assump1ions used in the preparation and feasibility of the financial forecast prepared by 1he management 
of Shields ("Management") for 1he operation of the Chelmsford ASC. TI1is repon is to he uscJ by 
Chelmsford Surgery Center, LLC in its Determination of Need ("DoN") Application - Factor 4(a) and 
should not be distributed for any other purpose. 

,. EXECIJIJVE Sl'Ml\.1ABY 

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 supponing 
documentation in order to render an opinion as to the reasonableness of assumptions used in the 
preparation and feasibility oflhe Projections. 

The Projections exhibit a net pro-1ax profit margin ranging from 25.9% to 25.1 % for years 2 through 5 of 
the project Based upon my review of the relevant documems and analysis of the projected financial 
s1a1ements, 1 determined the project and continued operating surplus are reasonable expectations and are 
based upon feasible financial assumptions. Accordingly, l determined that the Projections are feasible and 
sustainable and not likely to have a negative impact on lhe patient panel or resull in a liquidation of assets 
of lhe Chelmsford ASC. 

1\lember: l 1merrf,lll lm11i111e ff CPA i 
1\l,mafh11icm Society ofCPll'r 

www.blJ-cpa.com 
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II. REl,EYANT BACKGROUND INfQBM4IIQN 

Shields was founded in 1972 and in 1986 opened its first MRI center. II currently opwates over 30 centers 
throughout New England offering MRI, rET/CT and radiation therapy services. In addition 10 imaging 
services, Shields is now pannering 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 hy Shields and several community-based specialty physicians, and 
The Lowell General Hospital (LGH). 

TI1e Proposed Project will specialize in providing outpa1ient surgical services, including orthopedic 
surgery; total joint suri;ery; podiatry surgery; spine surgery; gynecology surgery; plastic surgery; and 
hand surgery. Please refer to the DoN application for a fW1her description of the proposed project and the 
rationale for die expenditures. 

III. SCOPE QF REPORT 

The scope of this report is limited 10 an analysis of the five-year financial projections prepared by Shields 
(the "Projections") and the supporting documentation in order to render an opinion as 10 the 
reasonableness of assumptions used in the preparation and feasibility of the Projections, My analysis of 
the l'rojcctions 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 
underslanding of Shields and the Chelmsford ASC through my review of the information provided as well 
as a review of Shields website and the DoN applica1ion. 

Reasonableness is defined within the context of this report as supponahlc and proper, given the 
underlying information. Feasibility is defined as based on the assumptions used, the plan is not likely to 
result in insufficiem "funds available for capital and ongoing operatins 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 rcpon is based upon prospec1ive financial infonnation provided to me by Management. If I had 
audi1cd the underlying data, maners may have c<>mc to my attention that would have resulted in my using 
amounts 1ha1 dilTer from those provided. Accordinsly, I do not express an opinion or sny ocher assurances 
on the underlying data presented or relied upon in this report. I do not provide asswance on the 
achievability of the results forecasted by Shields because events and circumstances frequemly do not 
occur as expected, and the achievement of the forecasted results arc dependent on the actions, plans, and 
assumptions of management. I reserve the right to update my analysis i11 the event that I am provided with 
additional infonna1ion. 

IV. PRIMARY SOURCES OF INl<'OR:MAJIQN 1/IILJZED 

In fonnulating my opinions and conclusions contained in this report, I reviewed documents produced by 
Management. The documents and infom1a1ion upon which I relied are identified below or are otherwise 
referenced in this report: 

I. Chelmsford Surgery Center, LLC 5-Y car Proj~c,ed Financial Statements and Assumptions 
rccciv~d from Management on Ocioher 2, 2020 and updated on December 4. 2020. 
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2. Medicare rates and hasc rate calcula1ions, received from Management on December 7 and 
December 14, 2020. 

J. Chelmsford Surgery Center, LLC draft DoN Application as of December 2, 2020 

4. Dctcnnination of Need Application Instructions dated March 2017 

5. CMS.gov (Medicare) Ambulacory Surgical Center Payment System website 

6. Mass.gov Executive Office of Health and Human Services 

7. Becker's ASC website h11ps:liwww.bcckcrsasc.com 

8. VMG Health lntellimarker Multi-Specialty ASC Study 2017 

9. Shields Health Care Group company website hups://shi~lds.com. 

v. 811YIEW OF THF. 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 meirics, as defined below, which 
compares the operating results of1he l'rojections for the first five years of operations. 

Shields Heallh Care Group Chelmsford ASC 
Smnmary of Ratios • As Provided 

l'roj~ct\!d for Years t .. 5 

Rutio 

Liquiditv Ratios 

Current Ratio 
Days in Accounts Receivablei 

O~tating Ratio:c. 
EBITDA ($) 
EBITD;\ Margui 
Lease Ratio 
Net Profn Margin 
Debt Service Coverage (ratio) 

Solven~y Ratios 

Debt to Capilali7ation (% ) 
1·01al Equijy 

$ 

v~ar 1 

2.78 
87.96 

1,600,282 
22.8% 

4.12 
17.1% 
6.45 

23.7% 
S 12,153,01 I 

s 

Yeor2 

2.30 
60.00 

2,772,500 

30.1% 
6.27 

25.9% 
1.62 

15.2% 
$12,216,107 

$ 

Year3 

2.26 
45.00 

3.697,210 
32.2% 

7.84 
29.1% 
13.06 

13.9% 
$12,233.806 

$ 

Ycar4 

2.18 
45.00 

3,427,379 

29.0% 
7.JR 

25.9% 
12.1 I 

12.5% 
$12,291.41 l 

s 

Yeur5 

2.17 

45.00 

3,439.393 
28.2% 

7.04 

25.1% 
12.15 

11.0% 
$12,3&1,682 
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TI1e Key Metrics fall into 1hrcc primary categories: liquidity, operating and solvency. Liquidity metrics, 
such as the Currem Ratio and Days in Accounls Receivable measure the quality and adequacy of asseis to 
meet currem obligations as they come due, Operating metrics, such as earnings before interest, taxes, 
depreciation and amortization ("EDITDA"), EBITDA Margin, Leas.- Ratio, Net Profit Margin and Debt 
S.-rvice Coverage are used to assist in the evaluation of management perfonnance in how efficiently 
rcsoun·cs are utilized. Solvency metrics, such as Debt to Capitali1.ation and Mtmbers' Equity, measure 
the company's ability 10 service debt obligations. Additionally, cenain metrics can be applicable to 
multiple categories. The table below shows how each of the Key Metrics are calculated. 

Ratiu 

Ligui<lilY Ratios 
Current Ratio 

Days in AccnunL, Receivables 

Operating Ratios 
l:'.BITDA 

EAITDA Margin 

Lease Ratio 

N cl Profit Margin 

Debt Service Coverage (ratio) 

Solvency Ratios 
ncbt to Capitalization(%) 

Tomi Equity 

I. Revenues 

Calculalion 

Current assets divi,.kd hy current liabilities 

Accounls receivables divided by (net patient service revenue 
divided by 365 days) 

Earnings before interest. taxes, depreciation and amortization 

EBITDA diviLlc<l by net patient service revenue 

Earnings before interest, taxes, depreciation, amortization and rent 
divided by lease payments 

Net profu divided by ncl patient service revenue 

lJcbt service coverage ratio (rnlio) 0 (Net income (loss) + 
depreciation expense + amnrtil.ation expense + interest expense) / 
(Principal payments + interest expense) 

Deb! to Capitalil.ation (%) = (Current portion oflong-tenn 
obligation + long-tenn obligations) / (Current portion of long-term 
obligations + tong-term obligations + member's equity) 

N ct equity of the Company 

I analyzed the revenues identified by the Chelmsford ASC in lh~ Projections. Based upon my discussions 
with Management, the projected volume was based on historical data at the existing LGI l's outpatient 
surgt.'1)' center and a gradual ramp-up schedule from 4&% utilization in year I of operations to a sustained 
74% to 75¾ utilization level for years 4 and 5 of the projection. The pay.-r mix was based on the multiple 
disciplines of the Chelmsford ASC, including orthopedic,joim replacement, hand, gynecology (GYN), 
podiatry, spine aml 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 de1em1ine the reasonableness of the proj.-ct~d revenues, I 
reviewed the underlying assumptions upon which Management relied. 
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I first reviewed the Projections to dctenninc the reasonableness of the projected volume. LGH provided 
historical case volume data at their current outpatient surgery center. Shields then ~reated 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 I cases and procedures. These cases and procedures 
were then ramped up until year 4, when foll utilization is achieved. Full utilization is considered 75% nf 
available time. I compared the benchmark data to an outside, independent survey of ambula1ory surgery 
centers completed using 2017 data and found that the benchmark data used was reasonable, and that the 
number ofprojecterJ cases and procedures per operating room at full utilization were within the ranges of 
curremly operating ambulatory surgery centers as detennined by the independent survey. 

Next, I reviewed 1he Projections 10 determine the reasonableness of the payer mix and reimbursement 
rates selected for the first five years of operations. To detennine the reasonableness of the payer mix in 
the projections, I compared them to the aforcmentioncJ independent survey's payer mix for the Northeast 
United States, and found them to be within the range~ published by the survey. The Medicare rates are 
standard rates, using the Medicare Outpatient Prospective Payment System (O1'1'S) rates as a guide, 
adjusted for inflation and by a wage index for the specific geographic location of the facility. Medicare 
also specifics which procedures are able to be performed in an ASC. I eontparcd the Medicare rates used 
for year I of the Projections lo the Medicare rates effective January I, 2021 as adjusted by inflation and 
the wage index, inclurJed in the 2021 OPPS and ASC Proposed Final Rule, published hy CMS on 
December 2, 2020. The current Medicare rates include a 2% reduction, or sequestration. This was no1 
included in 1hc prnposcd 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 aml procedures from the Shields projections. I then 
compared the Medicare payment rate, tested above, to the Medicaid rate for Massachusens taken from the 
regulations published in 101 CMR 347.00, Freestanding Ambulatory Surgery Ceniers, which establishes 
the payment rates for cases and procedures in free standing ambulatory surgical facilities. I then 
calcula\ed the percentage difference between 1he two rates. I found the average Medicaid rate to be 
approximately 74% of the applicable Medicare rare. 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 e~pcriencc with similar 
facilities. It is expected \hat these rates will be approved at a level of 170% of the Medicare rate. The 
private pay rates arc set as I 00% of the Medicare rate and appear reasonahle when compared 10 the 
Commercial Insurance rates. A 11 of the rates were increased by 1.0% for each of the succeeding years. 

Based upon lhe foregoing, i1 is my opinion that the revenue projected by Management reflects a 
reasonable estimation of future revenues of the Chelmsford ASC. 

2, Expenses 

I analy7.cd the Salary and Benefits, as well as the Other Opera1ing Expenses for reasonableness and 
feasibility as related to the Projection of1he 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 tltc previously mentioned 
independent survey and were found 10 be consistent with the survey results. The wage rates for all clinical 
and administrative categories were also compared to the survey and found tha1, after considering inflation, 
the wage rates were also consistent with the survey results for the Northeast United States. Wages rates 
were also compared 10 Massachusetts median wages for 2020 and found to be consistent. 
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Medical Surgical Supplies includcJ in the projections were ~ompareu to the previously memioned 
independent survey and found to he consistent with the ranges included in 1hc survey. Other expenses 
were also compared to the survey and found to be rea~onablc. 

Salaries and benefits are projected to increase by 3% per year after year 3. Clinical expenses arc 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 detem1ine whether sufficient fw,ds would be available to support the lease of the Chelmsford 
A.SC, payment of'the financed equipment debt service and whether the cash llnw wnuld be able 10 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 LGII Medical Building 
Services, Inc. a real -,state entity related to LGH. Rent and common area maintenance charges will be 
approximately S35 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-fonna capital expenditures, facility lease, terms of equipment and 
working capital financing and the resulting impact on the cash flows of 1he Chelmsford ASC are 
reasonable. 

VI. FEASUUl,IIY 

I analyzed the Projections and Key Metrics for the Chelmsford ASC, In preparing my analysis I 
considered multiple sources of infonnation. II is important to note that die Projections do not account for 
any anticipated changes in accounting standards. These standards, which may have a ma1crial impact on 
individual fu1ure 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, I 
determined the project and continued opcra1ing surplus are reasonable and are based upon foasible 
financial assumptions. Accordingly, I detennined that the Projections are feasible and sustainable and not 
likely to have a negative impact on the patiem pane! or result in a liquidation of assets of the Chelmsford 
ASC. 

Rcsp~ctively submitted, 

Bcmard L. Donohue, III, CPA 
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NOTICE OF MATERIAL CHANGE 

D,\1'EOr-Noncr,: 9-21-20 

t. Name: Chelmsford ASC Holding Company, LLC 

2. 

3. 

4, 

s. 
6. 

7, 

8, 

9. 

10. 

Federal TAX ID# 

NIA 

Business Addrtss I: 700 Congress Street 

Business Address 2: Suite 204 

MA DPH facllhy ID# 

NIA 

NPI# 

NIA 

City: Quincy S1a1e:MA Zip Code: 02169 

BwincssWcbsi1c: shields.com 

Contacl Fi~t Name: Peter Con1ac1 Last Name: Ferrari 

Tille: President 

Con1ac1Phonc: 617-376•7400 Extc1\Sion: 

Contact Email: pferrarf@shlelds.com 

I!. Briefly de,cribe yourorgani1:111ion, 

Chelmsford ASC Holding Company, LLC (•HoldCo"} Is a holding company formed by Shields 
Health Care Group and a group of qualified physicians. HoldCo wm serve lo finance the 
acquisition of, and hold an Interest In, a free-standing surgery center. 

'l\1•1 <>I \1'11 l<I\I ( 11\~f.l 

12. Ch<ek !he box Iha! most accurately describes !he rroposed Material Change involving a Pro•idcr or Pmvid« Organilation: 

§ A Merger or affilit!ion wilh, or Acquisition of or by, a Came,: 
A M<>rger with or Acquisition of or by a Hospital or a hospital system; 
Any other Acquisition, Merger, or affiliation (such as a Corponllc Affiliation. Conlnlcting Affiliation, or employment of 
Hcullh Care Professionals) of, by, or with another Provider, Pro•iders (such as multiple Hesllh Cate Prof~slonals !tom 
the same Provider or ProviderOrgruiizo1ion). or Provider Otganiution that would resutt in an increase in annui,t Nc1 
Patient Service Revenue of the Provider or Provider Organillltion of ton million dollar.; or more, or in the Provider or 
Provider Otganillltion hll\'ing a near-majority of market share in a given service or region; D Any Clinical Affiliation bctw .. n two or more Providers or Provider0tgB11i2>11ions that eaeh had a.nn11&I Net P.iimt 
Service Rcvonue of $25 million or more in the precedins fiscal year; provided lhai this 3hall not include• Clinicnl 
Affiliation solely for the pu,posc of colleboroting on clinical trials or Sl"duate medical eduauion prognuns; Bnd 

[ll Ally fonnation of a partnership.joint venture, accountable care organiution, parent co!J)oration. l!\llll8gerncnt services 
oq:011izali0n, or olher organi.llltion created for administering conuacts with Carriers or third-party administta1ors or 
cunenl or future ronln!Cting on behalf of one or more Pro•idcrs or Provider Otcanilations. 

J 3. What is lhe J111lposed efT«:live dale of the proposed Material Chang•1 upon receipt of regulatory approvals 



14. Brlefl>' describe the nature nnd objottives of the proposed Mamiol Ch1111gc, including MY exchange of f<l!lds between the 
parties (such 115 any 1UTW1gement in which one pany agrees to furnish the other pasty wilh a disco<lllt. reb111e, or any other 
I~ of refund or remunl!f~tion in exchange for, or in any way related to, the provision of Health Care Services) and 
whether any changes in Hcallh Care Services 1111: nntkipatcd in coMection with Ille proposed Matcrl131 Change: 

The proposed Matertal Change Is a faint venture partnership ("JV") to establish and operate a 
free-standing ambulatory surgery Center ("ASC") located al 10 Research Place In North 
Chelmsford, Massachusetts. Lowell General Hospital owns and operates the existing 
hospital-licensed ASC at the same locatlon, 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 
(•Shields"). HoldCo and Lowell General Hospital ("the Par1les"), seek to develop an ASC that will 
be both quality driven and cost-effective. 

15 Brltjly des<:ribe the anlitipatcd impact oflhc proposed Mntcriol Change, including bul nol limitcd to any enllclpstcd 
· impact on reimbu~cnt rates, care referral patterns. access to needed services, nndlor quality of care: 

The establlshment of a free-standing ASC wlll allow the Parties to offer routine outpatient surgical 
care In a cost effective free-standing setting. The new ASC will replace tha existing 
hospitat-licensed ASC, affectlvaly reducing the cost of providing these services by transitioning 
them to a free-standing rate. 

llt \ 11 <!!'\II 'I 1'1 ' f Ill ,\(\I I Ill \I ('11 \ \/,I 

16, Deseribe any otller Molcrial ChMges you anticipme making in the next 12 months: 

Shields anticipates filing a Malerlal Change Notice related to advanced diagnostic Imaging. 

17. Indicate the date and nature of any opplications. fonns. notices or other mo1crlals you hove sub mined regarding the 
propos<,d Material Change 10 any othcT stale or federal agency: 

HoldCo will provide any notice and filings with other government agencies as may be required In 
support of the Materiel Change. 



This signed and notaiutd Affidavit of Truthfulness and Proper Submission is required for II complete submission. 

AnlDAVIT 0}1 TKUTHPULffl!:SS AND PROP.ER SlJBMJSSION 

I, the undcrsig11ed, oenify that: 

1. I have read 958 CMR 7.00, Noti~s of Materiel Change 1111d Cost and Mtuket Impact Reviews. 

2. I have read this Notice ofMoterfol Chanse and the lnfonnatlon conlllined therein is oe<:utlllt and true. 

3. I have submitted th<, required «lpios of this Notice to the Health Policy Com111i!$ion, the Office of the Attorney 
CieMral, and the Center for Hcatth lofarmotion nnd Analysis as required. 

Signed on the ,Z..\ day ofSq:d::t,Nba:: , 20'1-D • under !he pains and penalties of pcrj"')'. 

SignDture: _ _ ~· ,.£.....,::;..,;"""'---::::----.,--"'>------------

Name: "ftM,r f"l¥r1! h 

Title: 

FORM MUST BE NOTARIZED IN THE SPACE PROVIDED BELOW: 

Copios of this application have bc,n sub mined electronically as follows: 

Office of the AtlontcyCicncml (1) Center for Htalth Information and Anal)'sis (1) 



GENERAL INSTRUCTIONS 

The attached form should be used by a Provider or Provider Organiza1io11 lo provide a Nolicc of Material 
Change ("Nolice") lo !he Hcahh Policy Commission ("Commission"), as rcquiml under M.G.L. c. 6D, § 13 
and 95& CMR 7.00, Notices of Material Chang¢ an<.I Cost and Markel l111poc1 Reviews. To complete the 
No1ice, ii is necessary lo read and comply wilh 958 CMR 7 .00, :i copy of which may be obtained on the 
Commission's website al www.mnss.gov/hpc. Capitalized terms in this Nolicc arc dcfinc1I in 958 CMR 
7.02. Additional sub-regul~tory guidance may be .wailablc on the Commission's website (e.g., Technical 
81dlc1i11s, FAQs). For further assis1a11cc, please contact lhe Health Policy Commission at Hl'C­
Noticc@stnte.ma.us. This form is subject lo statutory and regulatory changes that may take place from time 
to time. 

REQUIREMENT TO FILE 

This Notice must be submitted by any Provid.:r or Provider Organization with $2S million or more in Ncl 
Patient Service Rc1·c11uc in the preceding fiscal year lhat is,pwposing r, Material Change, as defined in 958 
CMR 7.02. Notice must he filed with the Commission nol fowcr than 60dnys before the consummation or 
closing oft he transaction (i.e., the proposed effcclivc dale of the proposed Malerinl Change}. 

SUBMISSION OF NOTICE 

One electronic copy of the Notice, in a portable document fonn (pdl), should be submit1cd to lhc following: 

Hcallh Policy Commission Hi'C-Noticc@stalc.ma.us; 

Office of the AHorncy General HCD-6D-NOTICE@Slate.ma.us; 

Center for Hc;ihh lnfomrntion and Analysis CHlA-Lcuul@statc.ma.us 

PRELIMINARY REVIEW AND NOTICE OF COST AND MARKET IMPACT REVIEW 

If the Con11nission considers the Notice to he incomplelc, or if the Commission requires clarilication ol'any 
infonnation to make its determination, the Commission may, within 30 daysofrccdplofthe Notice, noliry 
the Provider or Provider Orgauiz:ition oflhc information or cbrilication necessary to complc1c the Notice. 

The Commission will inform each notifying Pro\'idcr or Provider Organization of any d.:tcm1ina1ion lo initial~ 
a Cost and Market Impact Rc\'icw within 30 days of its receipt of a compkled Notice and all rc11uirc1I 
infonnalion, or by a later dale as nrny be sel by mutual agreement oft he Provider or Provider Organization 
ond the Commission. 

CONFIDENTIALITY 

lnforma1io11 on this Notice form ilsclfshall be :i pi,blic record and will be posted 011 the Commission's \\'Cbsite. 
Pursuant to 958 CMR 7.09, 1hc Commission shall keep confidential all nonpublic information and 1locumcms 
obtainc1I in co11ncction wi1h a Notice of Matcri:11 Change ancl shall not disclose the information or documcnls to 
any person \\'ith<1111 th~ consent ol'the Pl'o\'iJcr or Payer that pl'oduced lhc infonm1tio11 or documents, c1-ccpt in 
a Prdimiuary Report or Final Report ol'a Cost :incl Markel lmpnct Review i1'1hc Commission bclicl'Cs that 
such disd1,surc should be mndll in the public interest a lier laking into accornu ,lny pril'acy, 1rnde secret or anli• 
comrc1i1ivc considerations. The conlidential information am! documents shall not be public records and shall 
he cxcmpl Ii-om disclosun: under M.G.L. c. 4, § 7 cl. 26 or M.G.L. c. 66, § 10. 



NOTICE OF MATERIAL CHANGE 

DATI: OF N01 !Cf.: 9 11 20 

I. Nome: Lowell General Hospital 

Federal TAX ID # MA PPII Facilily II># Nl'l/1 
2. 

04-2103590 V1YC 1407804669 

CO:\ I. \('I I 'if 0lnl, \ II0i\ 

3. 11t,si11mJ\JJ,.·ss I: 295 Varnum Ave - -- --- -------------------------

5. City: Lowell Stntc: MA Zip Code: 01854 

6. Business Website: lowellgeneral.org 

1. 

8. 

9. 

Con1oc1 Fir>I Nnmc: Zachary - -
Title: SVP & Deputy GC, Wellforce 

Conlac1 !'hone: 617 636 8058 

<:ont•c• 1.a,1 No111c: Redmond 

Extcmion: 

JO. Contact Einail: zredmond@luftsmedicalcenter.org 

1)1,sntll'I I/)~ OF O11(;,\ ,'ilZ \ t 10:, 

IL Bth•ftJ1des.cribcyourorga11izntion. 

Lowell General Hospital is an acute care hosplial localed 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 

T\'l'I' OF 1\.1,\ l t:111,\t, CII \/,;(;I. 

12. Check the box 1h01111os1 accurn1dy dcS<ribcs the proposed Matcrfol Ch:u1ge involving o l'roeidcr or rrovidcr Orgm1izn1io11: 

§ A Merger or n<filio1ion with, or Acquisilion of"' by,• Carrier; 
A Merger wi1li or Acquisition oft1t by a tfospi1al or a huspitol syslcmi 
Any other Ac\luisition. ~lcrg~r. or affili~tion (such as n Corporntc AOilialion, Conlracliug Affi1fation, or employment of 
He.llfh t'3re Prof<:ssion:1ls) of, hy, or with un .. ,1her Provider. ProYidcrs (suc:h ~ muhiple Health Care l'rofessionals fi·Oln 
the same l1rovidcr or l'to\'ider Org::111i1:a1io11), or Provider Organization thnt woutd r<'sult in an i11cre3se in annual Ne1 
Patient Scn·kl.! Rc,·cuuc of the 1110\'ider or l)rovid~r 01ga11iZc\tio11 of ten million dolf:vs or morl!, or in the l>rovidcr or 
Pro\·idl!r Orgouli.alion ha\·ing 3 111.•.lr .. u,:,jority of mi\rkct sl,:m: in ;s givtn s1;n·ir1.: or ~s(on; D Any CJiuical /\Oiliation hc1wcc11 two or more l>roviJcrs or Prcwldcc Ocsaniz.11i<.,ns lhJ.t cath hild annual Ne• PJticnt 
Scn·kc RC",·cnuc ofS2S million or more in the (U'..:"1;cding lis1.:ul year. proriJcd lhat this sh:tll not include a CliuicJl 
Affili;nion sol~ly for tht JHll'JlOSc of cnllilbornting on clinical trinls or gr..tdunti: mi.:dic~d cduc:ltion programs; and 

[Z] Any form:ation of a 1•~u111crship,joint wmurc, :tcoountable cure orgnniztttion, pac..:nt c:urposatio111 ma11agc:-mc11t scn·iccs 
organization, or other organization c,c:ttcd for :idminiMcring cont races wi1h C:uricrs or third•p:uty administrators or 
cnmmt or future co11tr:u:tiug on U<'half of one or more l'rO'-'idcrs or P".wider Orgauiwtions. 

1 ~- \\'h:lt is the 1><01,osc,I cffe<1ivc J:11• of I he propos"I ~J>1crial Cha11sc? Upon receipt of regulatory approvals 



,\l ,\ I HU.\I. ('11 \M;t: N,\l!R \ I t\'I 

14. !lriej/y describe the na\llre nod objectives oftl,c proposed Material Change, includin& ony exchange of funds between \he 
parties (sm;h as any aminscmcnt in \•.;hkh one (lilrty agrees to furnish the: other party wi1h o. discount, rcbat¢, or any other 
lypc of rdund or rcmuncrotion in exchnog~ for, or in nny wa>' rt-tntcd to, the provision of H~alth Core Servic-L<>s) and 
wherhcr nny chartgcs fo Hc;tllh C.irc Servkc-s u~ ;-inth;i~ti:J in conocdion with ihe proposed .Matc,;rinl 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. 

15. 
/JrieJl)'<ks,;.ribc the nntic.:ipateJ imp:u:l of tht: proposed M;1tt.:ri:il Change. including but not limited to :my nnlidp:itcd 
imp:it t on reimbursement rntcs. care referral patterns.. access to needed servkes, and/or qll.3.lh}' 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 selling. The new ASC will 1eplace the existing 
hospital-licensed ASC, effectively reducing the cost of providing lhese services by transitioning 
them to a free-standing rate. 

1)1, \'I .UWM 1 :, I 01 Ill E ,VJ \I l-.ltl.11. ('11 \'\(,!-" 

16. Describe MY other Moteriol Changes you anticipate making in the ne.xl 12 monlhs: 

none 

17. 
lncJi<:ttlc lhc dc11c nnd nature of nny •1pplk:\tions. fum1s, notices or othi.·r m:itcrialJ. you ha\'e submitted rcg3rdi11g the 
rroposed M•terial Change to nny other slat~ or federal ogen~y: 

LGH will provide any notices and filings with other government agencies as may be required in 
support of the Material Change. 



' St. 1'1'1.1- .,11.:-. I.\ I. i\ 1 \ r 1-.IH,\I ,, 

l 8. Suhmit the following matcrfols, if .applic:lblc, under scp31atc co\'cr to f·IPC•No1iu:@stetc.1nn.us. 

The I kalth rolicy C:on,n,ission sholl keep conf,dc11tial all nonpu\>lic info1ma1iu11, us requested by the parties, in 
accordance with M.G.L. c. 6D, § ll(<). os amended by 201.1 Mass. ,\sis, c. 38, § 20 (July I 2, 2013). 

t1. Copies of all current agrcemcnt(s) (with a1:companyi11g apJ>endiccs and cxhibils) go\'crning Che prop~'lscd 
Material Change (e.g .. defini1h·c agreement$, affiliation ugreem(nts); 

b. A current organizational c:h:lrt of )'Ollr ocgnnization 
c. Any analytic suppon for your responses to QucstioM 14 and 15 .itiovc. 

(Remainder of this rose inteulionolly ldi blank) 



This signed and nolnrizcd Affidavit ofTruthfulness and Pcopet Submission is required for a complete submission, 

I, 1he undersigned, «11ify that: 

1. I lta.·e re•d 9SK CMR 7.U0, Noticos ofMo"ri•l Chong< 011d Cost ond !\fart.ct Impact Reviews. 

i. I h;i\'(: re-ad this 'Noti<:c ul'Matert:',I Ch~mge and the j11tbrn1a1ion con1ainrd therein is accurJtc and 1ruc. 

3. J ha\'c sub1uiucd Che rcquircJ c.x,pies of this Notkc to 1hc I kallh Policy Commission. 1hc Office ofthc Attorney 
G,ncral, aud the Centor for Hcallh Infom1a1ion and Analysis as required. 

~igncJ on th< ( [ +Ii_ doy of S~V , 20 I!: d , uudcr the pains Qnd penalties of 1>erju~--

Signatur<; _ ~-.L~---..~r,:.,....,,,_:,/:;___ _________ _ 

~(,~ @e,Jt, r/-, J 
Title: 

FORM MUST Ill: NOTARIZl:l> IN TflE SPACE PROVIDED BELOW: 

Copies of this npplk:ntion have b«u submitt.:d electronically as. follow.s: 

Office of the Attontcy General (I) Center for Hcallh l11fon11ation and Analysis (l) 



I. 

2. 

3. 

4. 

$. 

6. 

7. 

s. 

9. 

10. 

11. 

12. 

EXPLANATIONS AND DEFINITIONS 

Name 

Fcdcrnl TAX ID U 

MA Df>H Focili1y IO~ 

Nalional Provider 
ldentilku1ion Number 
(NPI) 

Legal business name as «:ported with Internal Rovcnuc Service. This may be !he 
parent ott;aniwtion or local Provider Organization mmc. 

9-digit ftdr.:ral fax idcntifi,ation number .alsoknotvn as an emplO)t!r idt utific:ition 
number (EfN) .:issigncd b)' the: internal rc:\•cnue S<rvi«. 

lfapplicoblc, Mossnchusells Dcp.1rtmcn1 of Public Health rncilily lde11tifica1io11 
Number. 

10..digit Nationar l>rnvidcr identification number i-ssucd by lhc Cc:n1ers for ~kdic:cre 
and Medicaid Services (CMS). This clcmcnl pc~.,ins lo lhc orga11i:u11ion or •111i1y 
dirccdy providing scrvkl!. 

-- --------------------------
Business Address I 

Business 1\ddrcss 2 

Ci,y, S1a1c, Zip Code 

Business. \\'ebsitc 

Cont:lcl Last Name, First Name 

Tille: 

Contact Tekphonc 1111d F.xtension 

Address location/site of applicant 

Address loco lion/site of npplicnnl con\in11c<l oficn used to c~p\urc suite number, etc. 

lndicntc the C'i1y, State, 011d Zip Code for the Pru<idcr Orsanirntion as Jofinod by,;;;;-­
US rostol Service. 

Ot1sim .. -ss ,w;bsilc: URL 

L:1s1 name und lirst numc of the prinrnry a,hninisuator com pitting lhc regisirotion 
fom,. 

Professional tit!<: or the adminis1ratur complc1ini; the regismuion form. 

J 0-digit telephone numbtr and telephone c;-.;tcnsion (if npplk nblc-) foe ncJministrator 
ce>ntf'[Cling «he registration fonn ------

Contai;-t Em~il 

Description ofOrg~iniZ.ltion 

Type of M,icriul Ch"nge 

Comact email for :ldministrntur 

i>ro,•idc a brief dcs<:riptiou <.~f tl1e notifying o,ganh:ation 's 0\\ ncrship, go\'eni;,ncc, and 
operational structure, including but not limited to Pro\'ider type (acute Hospit~I, 
physidnn !;ronr,, skilled nursing facilicics, independent practi« orgJniza1io11, ere.). 
number of lie,cuscd hL"<iS., m1tnership type (<'-0,porotlon, partnl!rship, limircd liabilil)' 
1.:0rf)•Cat ion, etc,), s,crvicc fines and s:crvic~ :irC':1.(SJ. 

Indicate the nature of (he proposed f\•latcrial Change. 

/)cfi11Wm1.-. ,if tcrnu, 
••c,micr", an insurer licensed or otherwise :lulho1izc.:d to uansact :lccidcut or htnlth 
insurance under M.G.L. c. l 75; n m.)llf'lr-Otit l(ospital krviec c.:orporaHon organized 
umkr l\l G.L, c:. I 76r\; a not111rofit n\ed1<..·al serv1cc 1;oq>oration org:iniZt.'d 1111Jet 

M.CU .. c:, 17611; a h!!alth maintenanc~ org_J11i1:c1tion organized uodl!r M.G.L. c. 
176G: and .an organh:ation entering imo a prrfcned provider arr;,ngcmcnt under 
M.G.L. <. 1761, pro, id,d, thnl this shnll 1101 include on employer p11rchasing 
CO\'('ca.gc or octins on behal f of its -ct11plO)'C¢s or Ou: c:mplu)·('cS of one or nior< 
st1bsidiarics or anilfatccJ Cllrpor,uiom: of the cm~loyec; pruvickc.l tht'II, unless: 
01h,,:rwis1.: noted. the ti:rm "Carrier•· shall not 1111.!hi\k uoy entity to 1ht extent it om.•rs 
a polky, CCl(Hic~te or ,·0111ract 1h01 pro1,•idcs l!O\·crnge solely for dcnt~l ..:-arc ser\'iccs 
or \'i$lons care si:n i<"cs. 



13. 

14. 

IS. 

Proposed Effcc1i,c Dalo of 
,he Proposed Material 
Change 

Description of th1.: 
Proposed Molcrial 
Change 

lm1inc1 of the l'rupusod 
Material Ch~ns~ 

"Hospital", any hospital licensed under section SI of chapter 111, the teaching 
hospital oflho University of Massachusetts Medi(nl School anJ IU\Y psychiatric 
focility licensed under section 19 of chapter 19, 

"Net Pntic:nt Sc-rJic..: R~vc:nne", the to1o1 rcvtnue te<:civcJ for plltient c:uc from any 
11,lnJ p.1rty Pnyc-r net of ;iny contrac1u~I odjustments. r~or I {n$l)il:lls. Net I'aticnt 
Servi~< Rc<cnue should be ns reported lo the Center under M.O.L. e. l2C, § 8. For 
other Pcovldr.:rs or Pro\·ider Orgnni~;-itionsJ Ncl l'ti1itot ~crvice R.e\'C'nue s.h:ill include 
lhc total n:v-.:nm; r-.:c:dvcd (or puticnt car-: Crom Qrty d1irJ Pany payer net of DO)' 

~ontrnctunl a<ljustmcnts, in<l11Jing: (I) prior y~;u thin! party scnlemcnls; and (2) 
ptemh1n1 reve,1uc, which n1caus per-R\etnber•p(!r•month amounts rccciv~d from a third 
pa11y Payer t,,> provide comprehensive I lcollh Core Scrvi«s for thnl period, for oil 
Providers rcpf'(!scnted by lhc 1'1ovider or Pr(l\'ider Org;miz.1tion in contra,tin~ with 
C'::lrtier~. for .lll l>rovidcrs represented by lhc l1rovidN or l11ovider Organization in 
contracting with third party Payers .. 

u1>rovldcr'\ ilO)' p\'.:rson, corporation, partnership, govcmm"·nta) \lni1, s1::.1e institution or 
MY other entity qualified \lndcr ltu: hm·s of 1hc Commonneahh co perfonn or 1>ro\;idc 
Health Can: Services . 

..,Pro\·idt>r Organization" • .in)' torpotation, p~rtnt?fship. business trus~ association or 
<1rg~11izeJ g1<,np of persons. which is in the bl•siness ofhca\cl1 c'1J'c delivery or 
management, whether ht\!(Hpora1eU or nol that r<'J)f~St..•nts. ont: or more health care 
Providers in c-01ltrocting with C(lrriers or third•l">at't)' admiuistrators for the payments 
<1[ Hcnlh Cnte Services; provided, that n Provider Organiwtion sholl include, but not 
be limited to, phyiician organir.:ui~ns, rhyskiQll~tosrital organizations, independent 
pr.u.:ticc nssvciati<ms, Provider ncl\\Orks, accoumahlc (MC org~i1.ations ::rnd any other 
0~111iution that co111rac1s with C~rriCr$ for pa~me111 for I lcnhh Core Servi res. 

lndica\e \he <fTectivc ,1~1e of1he pmposed Matcrfal C'hani;c. 
NOTE: The effective Jute ma} 1101 be fowcr1hun60dn)S (r(l,n 1he<la1<oftl,e filing of 
1hc Notice. 

Pru\·iJe a bticf nart.lth·c dcs.:rihing the nntur< and vbje:..:tivcs of the proposed tvfatcriaJ 
Ch~n,1;0, including any •~change of funds h<1wcen the parties (such as any orr.mgcmcnt 
in which one r,Jrt)' agr11cs to furnish 1hc othtr pany \\'ilh a dis.conut. rebate, or ,my 01hcr 
l)'pC of tt!fund or remuneration in cxch:inge for. ot in ,my way related lo, the provision 
of I Jc.alth Care St'rviccs.). (ududc org:mizatfonal dttHts and oihcr supporting materials 
as 11,eccss~ry 10 illuslratc the proposed ch::mgc in owners.hip~ go\·cmam:c1 or opcAtion;-i( 

stn1cturc. 

Provide a brief description of any anatysis co11duc(ed by the notifying organization :JS 
to the nnticipati:d impact of the proposC'd Mrucrj:,I Change including, but not limited lo, 
the follo\\ ing factors. as ~ppHc:ablc; 

• Costs. 
• l'riccs, including prices of the Provid<'fot I>nwider Orga11iz.11ion in\·o)ved in the 

,,roposcd Merger, A4.!(Juisition, affilfo.11mtor olhcr proposed ~fa\erlal Ch~ugc-

• Udlization 
• lkallh Status Adjusted Total Mcdicolbpcnses 
• Mori.et Shore 
• Refctrol Patt('nlS 
• Pa)~r~li~ 
• S1.·1\ ice J\rl!a{s) 
• Sct\ice Uni:(s.) 
• Ser\'it.:e j\·lj\ 
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MA SOC Filing Number: 202016367120 Date: 12/3/2020 1 :50:00 PM 

The Commonwealth of Massachusetts 
William Francis Galvin 

Sccrc1ary of !he Commonweahh, Corporations Division 
One Ashburton Place, 17th floor 

Boston, MA 02 I 08- 1512 
Telephone: (617) 727-9640 

ldon!ificalion Number: 001473254 

Minimum •·•.: SSUU.00 

1. The exact name of the trmlt&d Uablllty company Is: CHELMSFORD SURGERY CENTER. LLC 

2a, location of Its principal office: 
No. and Street: 10 RESEARCH PLACE 
City or Town: NORTH CHELMSFORD State: MA Country: USA 

2b. Str&&t address of the office In the Commonwealth at which tho records will be maintained: 

No. and Street: 700 CONGRESS STREET 
SUITE 204 

City or Town: QUINCY State: MA Zip: 02169 Country: USA 

3. Tho general charact&r of business, and If the limited liability company Is organlied to render professional 
service, the s&rvlce to be rendered: 
TO ENGAGE IN ANY OR ALL LAWFUL ACTIVITIES FOR WHICH LIMITED LIABILITY COMPAN 
!ES MAY BE ORGANIZED UNDER TIIE MASSACHUSETTS LIMITED LIABILITY COMPANY ACT, 
INCLUDING BUT NOT LIMITED TO THE OWNERSHIP. DEVELOPMENT AND MANAGEMENT 0 
F AMBULATORY SURGERY CENTERS. 

4. The latest date of dlssotullon, lf speclfled: 

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 

I. SHIELDS HEALTH CARE GROUP INC. BY PETER FERRARI, PRES. resident agent of the above limited 
liability company, consent to my appointment a& the resident agent of !he 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 Nam& 
A rsl, MiCld a, l.ast, Suffix 

Address (no PO Box) 

Addres, City or Town, S1s1e, Zi;, Cod~ 

7. The name and business address of the person(s) In addition to the manager1sJ, authorb:ed to execute 
documents to be filed with the Corporations Division, and at leas! one person shall be named if there are no 
managers. 



Title Individual Name Address (no PO Bo,) 

~irst, Ml<IO!c-, LOU. S\Jffi,11, Address. City or To<1m. Stele, Zlp Code 

SOC SIGNATORY THOMAS A. SHIELDS• 700 CONGRESS ST., STE. 204 
OUINCV, MA02169USA 

SOC SIGNATORY Pl:TER FERRARI 700 CONGRESS ST .. SUITE 204 
OUINCV. Ml< 02169 VSA 

8. The name ams business address of the person(s) authorized to execute , acknowledge, deliver and record 
any recordable Instrument purportln9 to affect an interest In real property: 

. 

I 
Title Individual Name Add res& \no PO eoxJ 

First, M!ddle. Last. Suffix Adclres.,, Cl1y or Town, St.:i~c. ZipCoClo 

AEAl PRO;>ER.V P£TER FERRARI 700CONGRESS ST., SUITE 204 
OV1NCY, MA02t69 USA 

REA\ ;,RO;>ERtY THOMAS A. SHIELDS 700 CONGRESS STREET , SUITE 204 
Q\,J1NCY, MA02t69 USA 

9. Additional matters: 

SIGNF..D UNDER THE PENALTIES OF PERJURY, this J Day of December, 2020, 
PETl;R FERRARI 

(The cenificme mmt he signed l~v tbe per,wm f1.1rmit1g 1he LLC.) 

0 200t • 2020 Cof'flmonwea:th of Ma'Ssac.huseu, 
At! Righi& Ro,ervsd 
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Massachusetts Department of Public Health 
Determination of Need 

Affidavit of Truthfulness and Compliance 
with Law and Disclosure Form 100.405(8) 

Version: 7-6-\7 

lr,stru<1l0ns: Complete Information below. When complete check the boK "This doCIJment Is ready to print:". This will date stamp and 
lock the form. Print Form. Each person must sign and date the form, When all signatures have been collected, scan tile document and 
e-matl to: dph.don@state.ma.us lndude all atuchments as requested. 

Applkation Number: I I Orlglnal Application Date: I I 
Applicant Name: !Chelmsford Surgery Center, LLC I 
Application Type: !Ambulatory Surgery 

Applicant's 8usiness Type: 1 Corpor~llon r Limited Partnership r Partne~hlp r Trust r. LLC (' Other 

Is the Applicant the sole member or sole shareholder of the Health Faclllty(les) that are the subject of this Application? (ii Yes (' No 

The underslgnt!d (ertifies unde< the pains and penalties of perjury: 
1. The Applicant rs the sole corporate member or sole shareholder of the Healttt Faclllty(les) that are the subject of this Application; 
2. I have read 105 CMR 100.000, the Massachusetts Determlnallon of Need Regulation; 
3. I understand and agree to the expected and appropriate conduct 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 

infonnatlon con1alned hereln rs accurate and true; 
5. I have submitted the canect FIUng Fee and understand It Is nonrefundable pursuant to 1 OS CMR 100.405(8); 
6. I have submitted the required copies of this appllcatlon to the Oetermlnation of Need Program, and, as applicable, to all 

Parties of Record and other patties as required pursuant to 1 OS CMR 100.40S(B); 
7. I have caused, as ,equlred, notices oflntent to be published and dupllcale copies to be submitted to all Parties of Record, and 

all carriers or thlrd•pany administrators, public and commercial, for the payment of health care services wi1h which the 
Applicant connacts. and with Medicare and Medicaid, as required by 105 CMR l00.40S(CJ, el seq.; 

8. I have caused prope, notification and submissions to the Secretary of Environ mental Affairs pursuant to 1 OS CMR 
100.•0S(E) and 301 CMR 11.00; 

!l. If subject to M.G.L c. 6D, § 13 and 9S8 CMR 7.00, I have subm!ned such Notice of MatenalChange to 1he HPC. In 
accordance wllh 105 CMR 100.40S(GJ; 

10. Pursuant to 105 CMR 100.210(AH3), I certify that both the Applicant and thE Proposed Project are In materlal and 
subsrantlal compliance and good standing with ,elev ant fedetal, state, and local laws and regulatlons, as well as with all 
p,evlously ls.sued Notices of Determlnadon of Need and 1he terms and Conditions attached theteln; 

11. I have read and understand the llmlratlons on 50flcllatlon of funding from the general public prior 10 receiving a Notice of 
Determination of Need as established In 105 CMR 100.415; 

12. I undmtand chat. If Approved, the Applicant. as Holder of the DoN, shall became obligated to all Standard Conditions 
pursuant to 105 CMR 100.310, as well as any applicable Other Conditions as outlined whhln 105 CMR 100.000 or that 
othetwlse become a part oftheflnal Action pursuant to 10S CMR 100360; 

13. Pursuant to 105 CMR 100.70S(A), I certify that the Applicant has Sufficlenl Interest In the Site or facility; and 
14. Pursuant to 105 CMR 100.70S(A), I certify that the Proposed Pro)e<:t ls authorized under appllcable zoning by-laws or 

ordinances, whether or not & special permit Is required; or, 
a. If the Proposed Project Is not authorized under applicable zoning by-laws or on:llnances, a variance has been 

r~celved 10 pe,mlt such Proposed Project; or, 
b. The Proposed Project Is exempt from zoning by•laws or ordinances. 

LLC 
All parties mu;t sign. Add additional names as needed. - - ~ 
Thomas Shields ----=-"I ' / '? ~ 1L I 18 /l.u-Zu 
Name: Signature; Date 

This document Is ready to print: O Oate/1ime Stamp:! 

·~-'-•-'• ... ¥ ..... , ... , .• ,........ - . . .... .... -· , • • ··-

I 
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Shie l ds Hearth Cat~ Gr o up , Inc. 
VO II !)<I " 'I O lo .1"', ,. • " 

, : :• ; o: o o .,.,~ . , •• • • • • ., .... 1 • .... 1 •• 

!,~ <;, .. ., _.,. •• 0Hv• 
0•oc , ,,,. ~,.-. 02,01 
'"' 10• 0<11 )16,08$ 
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Shields Health Care Group, Inc. 
VENCORN D < ·--- NAM 

TO T AL , 

s • ... • ••• ' . . ... 

-· . . . 

C ••, <."' O.t. 1 r 
___ 90261134 

~ - O J I •W l)U•I ::,,,,ou1,: T,l(t" 
' : . ' : .. . " ': • t: •• 

'" . ' " ... .. 

9026113< 

"- "' 0" "'' · ··, : .,: 00 

90261134 
H C EC 1<0/\TE 

R£FF.R£NCE ftN OATE UN DESCRIPTION CROSSAMOVNT DISCOUNT TAKEN NE7 AMOlJNT PAID 
oec 2s 2020 12/26120~ Dete1m:na1lon <>f Need Filing Fee 12.672.00 o.oo 12,67200 

TOTAL> ..... .. n .. ,.,,. ... ,,.,_,. 

J:fi3=iJ33 l§r rlNW?lii 1 ;U,lllt:l·"d ·!• 1ih•M Iii 2 ii#··' ':15 • i! 1'8'1iil•iiiliil1 Hittl':J-1 ii 

Shields Health Care Group, Inc 

55 Christy's Drive 
Brockton, MA 02301 
Fed ID# 04•3164965 
75860002874 

Sanlande1 Bank 
~-751 510110 

DATE 

AMOUNT 

Acer# 

90261134 

12/28/2020 

·--12,672,00 

PAY Twelve Thousand Six Hundred Seventy-Two and 001100•· ·"· 

TOTtlE 

OR0~R 

OF 

Commonwealth of MA 
Altn 0eterminatiori of Need Program 
250 Washington St 
6th Floor 
Soston, MA 021 oa' " ... •r: • " 1i:>1 ",t (l'-lP • • ir, <t[I!, "Ii ·84~ 

· Void if not Cashed After 90 Days -

? 58 bOOO 28? 1,11• 



XIT.lir <CunntH111foNdtl1 uf Jtltas::;1trlp1srtts 
H EAI:rH Pouc Y Cot-1:-.11s~10N 

S1nR1 1-1. :\~JMA'-
CH~•~ 

DL·ccmhc'l' 23. 2019 

Malisa Schuyler 
Wcll li,rcc, Inc. 
800 District Ave, #5'.!0 
flurlinglon, Mi\ 0 I 803 

RE: ACO Certification 

Deor Ms. Schuyler: 

50 M11K SrR11-1. 81111'1.0 ,>1, 
Uos·1n.-:, t-l ,tss,1<:1H·<1 ri < 02109 

{61 7) 979-1400 
D A\11) M. S11 )/ 

l '<H.cnf\; ()1~11 rnn 

Congratulations! The Health Policy Commission (I IPC) is pleased 10 infonn you 1hat Wellforcc, 
Inc. meets the requiremcnls for ACO Ccnification. 'Ibis certification is ctTcctivc from the dale of 
this letter through Occ,mbi.-r 31, 2021. 

The ACO Cenilication program, in alignment with othi.'1" stmc agcncic,; including MassHealth, is 
JL·$igned tll occek-rJle care .Jclivery transfon11a1ion in Massochusetts and promole a high quality, 
efficient health syslcm. ACOs participating in the progi-am have mel a set ofo~iective criteria 
focused on core ACO capabilities including supporting pa1icn1-cen1creJ care and goventancc, 
using data to drive 'luality impm\·crncnt, and i11wsti11g in population health. Well force, Inc. meets 
those criteria. 

The Hl'C "ill promote Well force, lne. as a Certified ACO on our wellsitc ond in our marketing 
and puhlic materials. In addition, a logo is enclosed for your use in occorduncc with chc allachcd 
Tcnns of Use. We hope you will use chc logo to highlight 1he ACO c~niflca1io1110 your patienls, 
pay~~. and others. 

The Hl'C looks forward to your continued engagement in lhe ACO Ccnifica1irn1 program over 
the nc,cl lwo y<.:a,s. 

Thank you R>r your dedication lo proviJmg accouncahk, courdinatoo heollh care 10 your patients. 
If you hove any questions ahout tl1is leuer or the ACO Cenification program, please <lo not 
hesitate to conlact Mike Stanek, Manager. at lll'C-Ccnilicati1in/<1 mass.gov or {n I 7) 757-1649. 

lks1 wishes, 

y ..: ) ::>-~--
David Seltz 
Executive Director 
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Chelmsford ASC 
Holding Company, I.LC 
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Chelmsford ASC 

--·-··· ASC Board 
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